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INTRODUCTION

Preserving the reproductive health of women
and improving the condition of the fetus and
newborn remain a priority issue for the health
of the nation. The most common benign tumor
of the female genital area is uterine leiomyo-
ma (LM) is a hormone-dependent benign tu-
mor of the myometrium, which in the structure
of gynecological diseases takes second place,
and in women of reproductive age is noted in
25.0-40.0% [1-3]. The incidence of this tumor in
women of young reproductive age has increased
[4]. The development of LM has increased dra-
matically after 30 years, when modern women
plan to implement reproductive function [5-71].
According to studies in the presence of LM com-
plications of pregnancy, childbirth, postpartum,
fetal and newborn status develop in 10-71%
of cases [7-9]. The prevalence of obstetric and
perinatal complications in women with LM of re-
productive age necessitates their prediction and
prevention.

LITERATURE DATA ANALYSIS

AND RESEARCH TASKS

Many studies have been devoted to the effects
of LM on reproductive function, gestational pe-
riod, childbirth, postpartum, fetal and newborn
status. According to the authors it is noted that
women with LM increase the frequency of gesta-
tional complications - the threat of interruption,
placental disorders; the risk of premature birth
is increased, the frequency of complications in
childbirth - premature detachment of the pla-
centa and bleeding, fetal distress [8-10].

Despite numerous studies of the etiopatho-
genesis of LM, conservative treatment of uterine
fibroids at reproductive age is not always effec-
tive [11-15]. The latter increases the number of
women with LM after the age of 30 who plan to
exercise their reproductive function at this age
[16]. Pregnancy in women with LM after 30 years
is accompanied, respectively, by an increase in
the incidence of obstetric and perinatal compli-
cations [3].

The issues of childbirth tactics for women
with LM are debatable. Pregnancy planning
for such women after 30 years increases the
incidence of pre-existing myomectomy. Given
the possible complications during pregnancy
and childbirth - a rupture of the uterus by the
scar after myomectomy [17] — the timing and
delivery tactics of such women remain insuffi-
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ciently defined. Impact of LM on increasing the
frequency of operative delivery is discussed; ac-
cording to the authors, the incidence of caesar-
ean section in women with LM reaches 34.0%
[8, 10]. However, there is insufficient work on
identifying criteria that contribute to increasing
the incidence of operative delivery in women
with this pathology.

The issues of choosing the childbirth tactics
for women with LM in the presence of single and
multiple nodes of different sizes and localization
are not sufficiently clarified; their dependence on
the location of the nodes and placenta and, ac-
cordingly, on the complications of the gestation-
al period and childbirth in these women.

The aim of the study was to determine the
role of operative delivery in the childbirth tactics
for women with benign uterine tumors (inde-
pendent childbirth or operative delivery) based
on the identification of pathogenetically sub-
stantiated criteria for operative birth, to prevent
obstetric and perinatal complications.

MATERIALS AND METHODS

We studied 110 women with benign uterine
tumors (with uterine leiomyoma) and 50 healthy
women (control group) in pregnancy, child-
birth and postpartum. The number of nodes is
single or multiple, their size, localization (intra-
mural, subserous or submucosal), location of
nodes relative to the placenta was determined
by ultrasound (LOGIQ 200 by General Electric).
77 (70.0%) from 110 women had one LM node
(group 1), and 33 (30.0%) had multiple LM nodes
(group 2). Single and multiple LM nodes were of
four types. The type of LM was determined by
the number, size of nodes, their location accord-
ing to the clinical and ultrasonic classification of
LM (D. Wildemeersch, E. Schacht, 2002):
=~ type | - single or multiple small intramural
nodes or subserous nodes (less than 3 cm), ab-
sence of submucosal nodes;
= type Il - single or multiple intramural or subse-
rous nodes (3-6 cm), absence of submucosal nodes;
= type lll - one or multiple intramural or subse-
rous nodes (more than 6 cm), absence of submu-
cosal nodes,
= type IV - one or multiple intramural or subse-
rous nodes, suspicion or presence of a submuco-
sal node.

Tactics of delivery (independent childbirth
or operative delivery) by caesarean section are
defined in women with LM, depending on the
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presence of one LM node or multiple nodes, their size and lo-
calization; from the coincidence of the location of nodes and
the placenta; from complications that developed during preg-
nancy and childbirth.

The choice of cesarean section method was determined by
the state of pregnancy, delivery, fetus, obstetric situation. Cor-
poral operation method was performed in cases of intramu-
ral location of node Ill type LM in the lower uterine segment;
transverse position of the fetus with the back facing down-
wards. In all other cases is in the lower segment of the uterus
cross section. For anesthesia in caesarean section endotrache-
al anesthesia or epidural anesthesia was used.

The reliability of the difference between the groups was
evaluated by the Fisher angular transformation criterion using
Microsoft Excel 2010. The differences were considered signifi-
cant at p <0.05.

STUDY RESULTS AND DISCUSSION

| type LM was detected in 63 (57.26%) cases, |l type LM —in 27
(24.54%), Il type LM —in 10 (9.10%), IV type LM —in 10 (9.10%)
women. Locations of nodes, placenta, and frequency of coin-
cidence for nodes and placenta of location in the presence of
one node and multiple LM were analyzed.

Thus, nodes in the uterus along the anterior wall were locat-
edin 43 (55.84%) and 25 (73.53%) women from 1 and 2 groups
respectively, p >0, 05; on the back wall - in 27 (35.06%) and
13 (52.94%) (p >0.05). Multiple nodes were observed on the
lateral (left and right) uterus walls 10.18 times more often, than
one node - in 26.47% and 2.60% cases respectively (p <0.05).
Nodes were located in the lower uterine segment in 2 (2.60%)
and 3 (9.09%) cases of the 1 and 2 groups (p >0.05). Node at the
bottom of the uterus with multiple LM was noted in 7 (21.21%)
cases, which is 5.44 times more frequent than for one node - in
3 (3.90%) women (p <0.05).

Placenta location on the anterior wall was found in 31
(40.62%), 15 (45.45%) and 26 (52.0%) women from 1, 2 and con-
trol groups respectively, no significant difference between the
groups was noted (p >0.05). Posterior placenta wall was in 38
(49.35%) and 8 (24.24%) women of the 1st and 2nd groups (p
<0.05); in 19 (38.0%) - of the control group (there were no dif-
ferences with indicators of groups with LM, p >0,05). Placental
localization near the uterus bottom was observed in 4 (5.19%),
4 (12.12%) and 4 (8.0%) cases from 1, 2 and control groups (p
>0.05). Placenta was located 2.92 times more frequently at
the lateral walls with multiple LM than with one node - in 5
(15.15%) and 4 (5.19%) cases (p >0.05); the frequency was sig-
nificantly higher in multiple LM, than in the control group - 1
(2.0%) case (p <0.05). Placenta in the lower uterine segment
was observed in 2.33 times more often with multiple LM than
with one node - in 2 (2.60%) and 2 (6.06%) cases from 1 and 2
groups respectively (p >0.05).

Placenta localization relative to the LM nodes was ana-
lyzed. Coincidence of placenta and nodes location along the
anterior wall of the uterus was detected in 19 (24.68%) and
14 (42.42%) cases in 1 and 2 groups (p >0.05); on the back
wall —in 11 (14.29%) and 4 (12.12%) (p >0.05); lateral walls -
in 1(1.30%) and 2 (6.06%) (p >0.05); in the lower uterine seg-
ment - 2 (2.60%) and 2 (6.06%) (p >0.05); near the bottom of
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the uterus — in 1 (3.03%) case of multiple LM. Therefore the
coincidence of nodes and placenta localization was observed
in 33 (42.86%) cases of the presence of one node and in 23
(69.70%) for multiple LM I-1V types (p <0.05).

Above factors explain the need to consider the impact of
benign uterine tumors on pregnancy, given that the develop-
ment of complications of such influences in determining the
tactics of delivery of these women.

An analysis of pregnancy complications in women with LM
showed that early preeclampsia developed in 9 (11.69%) and 4
(12.12%) cases in 1 and 2 groups; anemia — in 43 (55.84%) and
18 (54.55%) respectively (p >0.05).

A frequent complication of the gestational period was the
threat of termination of pregnancy, which was noted in every
third case of multiple LM and every fourth in the presence of one
node: in 10 (30.30%) and in 20 (25.97%) (p >0.05). The pathoge-
netic basis for the threat of termination of pregnancy was pla-
cental insufficiency, which developed in almost every second
pregnant woman with LM —in 34 (44.16%) and 15 (45.45%) with
one node and multiple LM respectively (p >0.05). Placental in-
sufficiency preceded partial detachment of the placenta in the
gestational period in 14 (18.18%) and 9 (27.27%) cases of the
presence of single and multiple nodes of the LM respectively (p
>0.05). For development of placental insufficiency the complica-
tion of pregnancy with hypertension in 5 (6.49%) and 2 (6.06%)
women was significant, preeclampsia of the middle degree - in
8(10.39%) and 3 (9.09%), severe preeclampsia - in 4 (5.19%) and
1 (3.03%) cases in the 1 and 2 groups (p >0.05).

Placental insufficiency and partial detachment of the placen-
ta preceded fetal distress during the gestation period, which
developed in 24 (31.17%) and 12 (36.36%) cases of single node
and multiple LM respectively (p >0.05). Polyhydramnios were
observed in 14 (17.50%) and 7 (20.59%), low water in 5 (6.25%)
and 2 (5.88%) cases in the 1 and 2 groups respectively (p >0.05).

Myomectomy before pregnancy or in the Il trimester per-
formed in multiple LM in 3 (9.09%) cases of twisting the leg of
the subserous node of the IlI-IV types and in 2 (6.06%) — rapid
growth and degenerative changes node.

The threat of premature birth occurred in every fourth wom-
an —in 19 (24.68%) with one node of LM and in 8 (24.24%) with
multiple nodes. This complication was contributed by factors
such as the threat of termination of pregnancy: placental insuf-
ficiency, preeclampsia of medium and severe degree.

Cases of lack of a probable difference between pregnancy
complication rates in women with one node and multiple LM
can be explained by the equivalence of having one LM node
[1I-1V types of or multiple LM nodes I-Il types.

Thus coincidence of LM nodes I-1V types and placenta localiza-
tion in 33 (42.86%) cases of one node and in 23 (69.70%) - mul-
tiple nodes (p <0.05) had a complication in gestational period:
placental insufficiency in 44.16% and 45.45%; threat of termina-
tion of pregnancy in 30.30% and 25.96%; partial placental de-
tachmentin 18.18% and 27.27%; myomectomy in the Il trimester
in 7.70% and 15.15%; hypertension in 6.49% and 6.06%; average
degree preeclampsia in 10.39% and 9.09%; severe preeclampsia
in 5.19% and 3.03%; fetal distress in 31.17% and 36.36%; threat
of premature birth in 24.68% and 24.24% women with one node
and multiple LM respectively (p >0.05).
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Numerous complications of pregnan-
cy with a significant number of coin-
cidences of the location of one or mul-
tiple nodes of the LM and the placenta
requires determining the tactics of de-
livery of these women (an independent
childbirth or operative delivery) and cri-
teria for planned operative delivery.

Childbirth occurred in all 110 women
with single and multiple LM nodes. 84
women (76.36%) were urgently born; 60
(77.92%) women in the group with one
node LM, 24 (72.73%) in the group with
multiple nodes (p >0.05). Premature
births occurred in almost every fourth
woman: in 26 (23.64%) out of 110 stud-
ied; in 17 (22.10%) and 9 (27.27%) cas-
es in the 1 and 2 groups respectively (p
>0.05).

68 (61.82%) women with LM I-Il types
had independent birth: 49 (63.64%) with
one node and 19 (57.58%) with multiple
LM (p >0.05). A frequent complication
in childbirth was premature rupture of
the fetal membranes in 16 (20.0%) and
6 (17.65%) births in 1 and 2 groups (p
>0.05), which contributed to the devel-
opment of preterm birth. Weakness of
childbirth activity developed in almost
every fifth births with one node in the
uterus —in 15 (19.48%) and every third -
with multiple nodes - in 10 (30.30%) (p
>0.05), but weakness childbirth in these
cases was subject to medical correction.
Independent childbirth occurred at the
coincidence of the location of one node
LM type | and the placenta on the anteri-
or or posterior uterine walls in 5 (6.49%)
casesin 1 group and in 9 (27.27%) wom-
en in 2 group (p <0.05). Physiological
blood loss in such cases was due to the
active management of the third period
of childbirth.

Manual interventions at independent
childbirth (both urgent and premature)
were applied at multiple LM 2.21 times
more often than in the presence of one
node - in 7 (14.29%) and 6 (31.58%)
births in 1 and 2 groups respectively (p
<0.05).

Operative delivery as the birth tactics
for women with single and multiple LM
nodes was applied in 42 (38.18%) cases:
in 28 (36.36%) with one LM node and in
14 (42.42%) with multiple LM (p >0.05).

According to the researchers “reduced
blood flow to the node of the myoma
and adjacent tissues causes partial isch-
emia and decidual necrosis in placental
tissues, adjacent to the node of the my-
oma” [18]. Given this the coincidence of
the location LM node and placenta can
be considered as one of the pathogenet-
ic mechanisms of its detachment. On this
basis, the need for operative delivery by
caesarean section in a planned order was
determined by the coincidence of loca-
tion of the placenta and one LM node
[I-1V types in 20 (25.97%) cases in group
1, and multiple LM nodes I-IV types and
placenta in 12 (36.36%) cases in 2 group
(p >0.05) (Table). Such delivery tactics
are chosen to prevent premature de-
tachment of the placenta, bleeding, and
fetal distress.

Planned operative delivered women
after myomectomy before pregnan-
cy, as well as in the second trimester of
this pregnancy to prevent the inability
of the scar on the uterus and rupture of
the uterus in childbirth. A planned cae-
sarean section was performed at the
node localization in the lower uterine
segment (3.03% women in group 2)
which hinders the birth of the fetus; in
the case (3.03% women in group 2) of

Table. Indications for planned operative delivery with uterine leiomyoma, abs. (%)*

Indication

Coincidence of placenta and one LM node I1-1V types or multiple LM nodes |-V types location
Myomectomy before pregnancy or in the Il trimester

Node in the lower uterine segment

Central placenta previa

Incorrect fetal position

Ascar on the uterus after previous caesarean section

Anatomically narrow pelvis

Congenital heart defects

Group1  Group2
(n=77) (n=33)
20(25.97)  12(36.36)
6(7.79)  5(15.15)
0(0) 1(3.03)
0(0) 1(3.03)
5(6.49)  6(18.18)
6(7.79) 3(9.09)
4(5.19) 2(6.06)
1(1.30) 0(0)

*there are no statistically significant differences between group 1and 2, p >0.05
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the central placenta previa with multi-
ple LM. Planned operated women with
incorrect fetal position were observed
2.8 times more frequently with multiple
LM than with a single node. Planned
caesarean section performed in women
with scar on the uterus after previous ce-
sarean section - 6 (7.79%) and 3 (9.09%)
cases at one node and multiple LM; at
anatomically narrow pelvis in 4 (5.19%)
and 2 (6.06%) women in 1 and 2 groups
(p >0.05); congenital heart defects —in 1
(1.30%) in group 1. There is a combina-
tion of several indications for planned
operative delivery in women in 1 and 2
groups.

Draws attention to the fact that mul-
tiple LM tends to have more planned
operative delivery than in the presence
of one node, which is influenced by the
higher frequency of coincidence of LM
nodes II-1V types and placenta location,
myomectomy in the Il trimester, wrong
fetus position.

Complications in childbirth affected
the delivery of urgent by caesarean sec-
tion 8 (10.39%) women with one node
and 2 (6.06%) with multiple LM (p >0.05).
Urgent delivery was 28.57% at one node
of myoma and 14.28% at multiple LM
from the number of caesarean sections
in 1 and 2 groups (p >0.05).

The lower frequency of urgent deliv-
ery is associated with an increase in the
frequency of timely, planned caesarean
section, which is the method of choice,
when developing tactics for delivery of
women with LM to prevent obstetric and
perinatal complications in childbirth.

Combination of several pathologi-
cal conditions of maternity and fetus
and indications for urgent operative
delivery were noted. Urgent operative
delivery occurred with premature de-
tachment of the placenta and bleeding
which the coincidence of localization
of the node of type | and placenta in
8 (10.39%) cases at one node and 2
(6.06%) at multiple LM, and presencein
4 (5.19%) and 2 (6.06%) of these wom-
en respectively severe preeclampsia
(p >0.05). In this regard, the urgent
caesarean section is carried out both at
urgent delivery and at premature birth.
In 4 (5.19%) of these cases with one LM
node and 2 (6.06%) multiple nodes
fetal distress developed (p >0.05). Pla-
cental insufficiency in the gestational
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period also contributed to this. Urgent deliveries were sub-
jected to cases with clinically narrow pelvis - 3 (3.90%) and
1 (3.03%) in 1 and 2 groups (p >0.05); with weakness of la-
bor activity, that was not subject to medical correction - 4
(5.19%) and 1 (3.03%) cases (p >0.05).

Regarding the features of operative delivery, myomecto-
my was performed in 6 (21.43%) women with one node and
in 5 (35.71%) with multiple LM (frequency of the number of
women delivered operatively in 1 and 2 groups respectively)
(p >0.05). This was performed in the presence of LM nodes |-
IV types subserosal located on the stem or on a broad basis.
In 2 (14.29%) women with multiple LM, subserous nodes of
type Ill with necrosis foci were removed. Myomectomy of the
nodes, located on the vascular bundles, as well as the nodes
on a broad basis in the lower uterine segment was not per-
formed. The dense attachment of the placenta and its manual
separation during operative delivery was performed 2.5 times
more frequently with multiple LM, than in the presence of one
node - in 4 (14.29%) and 4 (28.57%) cases in 1 and 2 groups
respectively (p >0.05).

Concerning the peculiarities of operative delivery in the case
of multiple LM nodes type IV (one case, 7.14%) impaired con-
tractile activity of the myometrium led to uterine atony, intra-
operative pathological blood loss, in connection with which
the extirpation of uterus without appendages was performed.

In the postpartum period the violation of the contractile ac-
tivity of the myometrium in parturient woman with LM was
manifested by the subinvolution of the uterus both after in-
dependent birth and after cesarean section. Subinvolution
of the uterus was noted 1.5 times more often with multiple
fibroids than in one node - in 18 (56.25%) and in 29 (37.66%)
cases respectively (p >0.05). The frequency of this complica-
tion was influenced by the size and number of LM nodes II-IV
types, large newborn, polyhydramnios. Anemia was detected
in 29 (37.66%) and 14 (42.42%) parturients in 1 and 2 groups
(p >0.05); the differences of LM groups with control group (3
(6.0%) cases) are significant (p <0.05).

We noted a significant frequency of complications of the
course of gestation, childbirth, perinatal complications in
women with LM coincides with the results of other researchers,
but pathogenetically justified criteria for operative delivery of
women with benign uterine tumors, on the basis of which it is
possible to reduce the frequency of urgent caesarean section,
the frequency of obstetric complications in childbirth and peri-
natal complications.

CONCLUSIONS

1. Tactics of delivery for women with benign uterine tumors
(with LM) (independent childbirth or operative delivery by cae-
sarean section) depends on LM type (I-1V), number of nodes,
their size and localization; node/nodes and placenta coinci-
dence; complications, that developed in the gestational period
and childbirth.

2. The coincidence of the location of the LM node(s) II-IV
types and placenta should be considered pathogenic basis of
placental insufficiency, placental detachment in the gestation-
al period and childbirth, bleeding, fetal distress, and prognos-
tic criterion of obstetric and perinatal complications.
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3. Pathogenetically justified criteria for planned operative
delivery by caesarean section of women with benign uterine
tumors to consider: coincidence of the location of the placenta
and one LM node II-IV types or multiple LM nodes I-IV types;
myomectomy before pregnancy or in the Il trimester; scar on
the uterus after a previous caesarean section.

4. Independent childbirth in women with LM is possible at
the coincidence of the location of the node of LM type | and
the placenta.

5. Presence of these criteria for operative delivery in wom-
en with LM determines the planned caesarean section by the
method of choice in childbirth tactics to prevent obstetric and
perinatal complications: premature detachment of the placen-
ta, bleeding, fetal distress, rupture of the uterus.
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MeTa pocnifiKeHHA: BU3HAYEHHA Poni onepaTvBHOTO POOPO3PILLEHHA B TAKTHLLi PO3POLMKEHHS XKIHOK i3 AOOPOAKICHUMYU NYXMHAMM MaTKI Ha NIACTaBi BUABNEHHA NaTOreHeTUYHO 06rPyHTOBAHMX KpUTepiiB
L1151 ONEPATUBHOTO PO3POZKEHHS, 3aM06iraHHA akyLIepCHKUM | NepuHaTanbHIM yCKnagHeHHAM.
Martepianu Ta metoau. Y 110 xiHok i3 neiiomiomoto matku (JIM) — 77 (70,0%) 3 ogtum By3nom (1 rpyna) i 33 (30,0%) 3 MHOXMHHUMM By3namu (2 rpyna) BU3HaueHa TakTIKa po3poaXeHHs. [1na Lboro
npoaHani3oBaxo Tun JIM, po3TaluyBaHHA BY3NiB BiAHOCHO NNALEHTY, YCKNAAHEHHA BariTHOCTI Ta NOAOTiB.
PesynbTaTi focnipxeHHa Ta ix o6roBopeHHaA. Buasneuit 36ir nokanisauii y3nis JIM [-IV Tunis i nnauexty 8 33 (42,86%) XiHOK 3 0fHUM By3110M i B 23 (69,70%) 3 MHOXMHHIMY By3namu JIM cnpuuntug
YCKNaZHEHHA B rectalliiHoMy nepiopi: niaLeHTapHy HeaoCTaTHicTb — y 44,16% i 45,45%; 3arpo3y nepepusaxs BaritHocTi — B 30,30% i 25,96%; YacTkoBe BiaLapyBaHHA nnauenTn —y 18,18% i 27,27%;
MiomeKToMito — B 7,70% i 15,15%; anctpec nnoga — B 31,17% i 36,36%; 3arpo3y nepeauacHux nonoris — y 24,68% i 24,24% BaritHuX BiANOBIAHO 3 OAHUM BY3710M i MHOXUHHO JIM Ta noTpebyBaB BU3HaUeHHS
TaKTUKY po3pogkeHHs. Kecapis po3TuH 6yno BikoHaHo B 42 (38,18%) Bunapkax: y 28 (36,36%) XiHok 3 0iHUM BY3n0M i B 14 (42,42%) 3 MHOXUHHUMN. TeHAEHLIA A0 GiNbLLOI KiNbKOCTi OnepaTUBHIX NONOFiB
npu MHOXUHHil JIM 06ymoBneHa 6inbLuoto YacToToto 36iry po3TallyBaHHA BY3/iB | NNaLeHTH Ta ycknaaHeHb BariTHOCTI. YpreHTHe pofopo3pileHHs Biabynoca y 28,57% BaritHux 3 oiHUM By3nom i B 14,28% 3
MHOXUHHO0 JIM BHACNiZOK NepeAYacHoro BiaLIapyBaHHA NiaLeHTV i KpoBoTeui, AncTpecy nioga. MeHLLIiA BifiCOTOK ypreHTHOro onepaTuBHOTO PO3POAKEHHA 00yMOBNIEHNIA 36iNbLIEHHAM YacTOT! NNaHOBOr0

Kecapesoro po3Tuy npu JIM.

BucHoBku. 36ir po3raiuysanHs By3na/gy3nis JIM II—IV Tunis i nnatieHTv MoXHa BBaXaTit naToreHeTUYHIM NIArPYHTAM NNaLieHTapHOI HeloCTaTHOCTI, BiALIAPYBAHHA NNALEHTY B recTauliiiHomy nepioaiTa B
ioforax, KpoBOTeYi, ANCTPecy MA0Aa i NPOTHOCTUYHIM KPUTEPIEM aKyLLepChbKYIX i NepuHaTanbHIX ycKnaAHeHb. 1atoreHeTnuHo 06rpyHTOBAHUMI KpUTEpiAMY ANA MNaHOBOTO ONepaTvBHOr0 POAOPO3PILLEHHS
MOPAZ i3 iHLLIVMI YNHHUKAMV CNif BBaXATH: 36ir po3TalLyBaxHa nnauenTy i By3na JIM I-IV Tuni abo MHoxuHHUX By37iB -V TvniB; MiomekToMito. HaABHiCTb 3a3HaueHux KpuTepiiB pobuTb NnaHoByii Kecapis

PO3TUH METOZO0M BUGOPY B TaKTHILLi PO3POAXKEHHS XKiHOK i3 JIM.

Knio4oBi cnoBa: 106pOAKICHi MyX UK MaTKIA, TUMIY NIEIOMIOMIn MaTKW, TaKTUKA PO3POAKEHHS, ONePaTUBHE POAOPO3PILLEHHS.

OMEPATUBHOE PO/IOPA3PELLEHVE XEHLUMH C 106POKAYECTBEHHbIMU OMYX0AMMU MATKU

B.C. OnblueBcKuiA, K. Mep. H., ZOLEHT Kadeapbl akywepcTsa v ruHekonorun Joneukoro HMY M3 Ykpaubl, r. luman
E.B. OnbiweBckas, A. Me. H., npodeccop kadeapbl akywepctaa i runekonorn lorewkoro HMY M3 Ykpautbl, r. Jluman

Lienb nccnepoBanmsa: onpeaeneHie ponin 0nepaTuBHOTO PofiopaspeLLeHis B TaKTUKE POAO0Pa3PELLEHIN eHLLIH ¢ J06POKaueCTBEHHbIMI OMYXONAMIA MaTKi Ha 0CHOBAHMI BbIABNEHNUA NaTOreHeTYecKu
060CHOBaHHbIX KpUTEPUEB A71A 0NepaTiBHOr0 pofopa3peLLeHua, NpeaynpexzeHua akyLLepCKyX v NepuHaTanbHbIX 0CTOXHEHMI.
Matepuanbi u metogbl. Y 110 xeHwuH ¢ neiiomuomoit matki (M) — 77 (70,0%) ¢ opHum y3nom (1 rpynna) u 33 (30,0%) ¢ MHOXECTBEHHbIMI y3nami (2 rpynna) onpeAeneHa TakTka poaopaspeLuenua. [lna
3T0r0 NpoaHanu3MpoBaH Tin JIM, pacnonoxeHue y3n0B OTHOCUTENbHO NAALEHTbI, 0COXHEHNA GepemMeHHOCTH, POJi0B.
Pe3ynbTatbl uccnefoBaHuaA n ux 06y aeHme. BoiagnexHoe coBnazexe pacnonoxenua y3nos JIM I—IV Tuno v nnauerTbl y 33 (42,86%) GepemeHHbIX ¢ oAHIM y3m0M 11y 23 (69,70%) C MHOXECTBEHHBIMM
y3namu JIM noBnekno 0cnoxHeHMA B recTalivoHHOM Nepyoge: MnaLieHTapHyl HeA0CTaTouHOCTb — Y 44,16% 1 45,45%; yrpo3y npepbiBakua 6epemenHocTr — Y 30,30% 1 25,96%; YacTUHYH OTCIOIKY
nnavenTbl —y 18,18% n 27,27%; muomaktomuio — y 7,70% u 15,15%; auctpecc nnopa —y 31,17% v 36,36%; yrpo3y npexzaeBpemeHHbIX pofoB — Y 24,68% v 24,24% eHLuH COOTBETCTBEHHO C OAHUM

Y3710M 1t MHOXecTBeHHoiA JIM v noTpe6oBano onpepeneHya TakTuKI pogopa3petuienna. KecapeBo ceuetnte 6bin0 BbinonHeHo B 42 (38,18%) cnyyasx: y 28 (36,36%) eHLUMH ¢ ofHUM y3nom 'y 14 (42,42%)

C MHOXeCTBEHHbIMY. TeHAEHLMA K 60/bLLEH YacToTe OnepaTMBHbIX POOB NPU MHOXeCTBEHHO! JIM 06ycnoBeHa 6obLuelt YacToToil COBNAZeHNA PACroNOXeHIA Y308 U NNALEHTbI 1 OCIOXHEHUi
6epeMeHHOCTH. YpreHTHOe pofiopaspeLLeHie BbiNoaHeHo y 28,57% bepemeHbix ¢ ofHUM y3nom JIM u y 14,28% ¢ MHOXeCTBEHHbIMU y3N1aMit BCEACTBUE NPEXAeBPeMeHHOI 0TCIOIMKI NNALeHTb! 1
KPOBOTEUeHUs, AucTpecca nnoaa. MeHbLUMI NPOLIEHT ypreHTHOr0 OnepaTUBHOTO poZiopaspelLeHys 06ycNIoBeH yBeNMyeHeM YacToTbl NaHOBOTO kecapeBoro ceuerna npu JIM.

BbiBoabl. CoBnazeHvie pacrionoxerna y3na/y3nos JIM I1-IV TUNoB 1 nnaLeHTbI MOXHO CunTaTh NaToreHeTUYecKM GakTopoM NnaLieHTapHOI HEAOCTATOUHOCTH, OTCIOIKM NNALEHTbI B reCTalMOHHOM Nepuoge
11 B POZAX, KPOBOTEYEHMS, AMCTPECCA NNOA] U MPOTHOCTIYECKUM KpUTEPUEM aKyLLIEPCKIX M NepUHaTalbHbIX 0CN0KHeHHA. MaToreHeTMYecki 060CHOBAHHbIMM KPUTEPUAMM ANA ONEPATUBHOTO POSi0Pa3peLLIEHNs
Hapagy ¢ Apyrvimu akTopamy ClefyeT cuuTaTh: CoBMajeHue pacnonoxeHua nnateHTo! v y3na JIM 11V TunoB unu MHoxectBeHHbIX y3108 [—IV Tunog; MuomakTomuto. Hanuuue yKkasaHHbIX KpuTepues denaet
NN1aHOBOE KecapeBo ceyeHre MeToZ1oM BbI60pa B TaKTIKe POAOPa3peLLeHns XeHLH ¢ JIM.

KnioueBble cnosa: ﬂOGpOKaqecTBeHHble OnyXonn MaTku, TUnbI NeioMUOMbI MaTKM, TaKTUKA PoAopa3peLLeHuns, onepaTuBHoe poaopaspeLleHue.

OPERATIVE DELIVERY IN WOMEN WITH BENIGN UTERINE TUMORS
V.S. Olshevskyi, PhD, associate professor of the Department of Obstetrics and Gynecology of Donetsk National Medical University MoH of Ukraine, Lyman

0.V. Olshevska, MD, professor of the Department of Obstetrics and Gynecology of Donetsk National Medical University MoH of Ukraine, Lyman

Objective of the study: to determine the role of operative delivery in the childbirth tactics for women with benign uterine tumors based on the identification of pathogenetically substantiated criteria for

operative birth, to prevent obstetric and perinatal complications.

Materials and methods. In 110 women with uterine leiomyoma (LM) — 77 (70.0%) with one node (Group 1) and 33 (30.0%) with multiple nodes (Group 2) delivery tactics were defined. For this purpose, the
type of LM, the location of the nodes relative to the placenta, complications of pregnancy, childbirth were revealed and analyzed.
Study results and discussion. The revealed coincidence of the location for I-IV types LM nodes and placenta in 33 (42.86%) cases of one node and in 23 (69.70%) of multiple LM caused complications in the
gestational period: placental insufficiency — in 44.16% and 45.45%; threat of interruption — in 30.30% and 5.96%; partial detachment of the placenta — in 18.18% and 27.27%; myomectomy — in 7.70% and
15.15%; fetal distress —in 31.17% and 36.36%; the threat of premature birth — in 24.68% and 24.24% of cases with the one node and multiple LM respectively and necessitated the determination of delivery
tactics. Caesarean section was done in 42 (38.18%) cases: in 28 (36.36%) women with one node and in 14 (42.42%) with multiple nodes. The tendency to a higher frequency of operative delivery with multiple LM
is due to the greater frequency of coincidence of the nodes location and placenta and pregnancy complications. Urgent delivery was made in 28.57% cases with one node of LM and in 14.28% with multiple nodes
due to premature detachment of the placenta and bleeding, fetal distress. A smaller percentage of urgent operative delivery is due to an increase frequency of elective caesarean section for LM.

Conclusions. The coincidence of IV types LM node/nodes and placenta location is considered to be a pathogenetic factor in placental insufficiency, placental abruption in the gestational period and during
childbirth, bleeding, fetal distress, and the prognostic criterion for obstetric and perinatal complications. Among pathogenetically substantiated criteria for operative delivery along with other factors consider:
coincidence of the location of the placenta and I1-IV types LM node or multiple I-IV types LM nodes; myomectomy. Presence of these criteria determines the planned caesarean section by the method of choice in

the childbirth tactics for women with LM.

Keywords: benign uterine tumors, types of uterine leiomyoma; childbirth tactics; operative delivery.





