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INTRODUCTION

Premature birth is one of the most important
problems in maternal and child health, as it di-
rectly affects perinatal morbidity and perinatal
mortality. All over the world, somatic illness,
menstrual cycle violations, especially at puberty,
introduction of assisted reproductive technol-
ogies and increase in the number of multiple
pregnancies raise the premature birth rate [3,
4, 8, 12, 20]. The highest percentage of preterm
births occurs at 34-37 weeks of pregnancy; while
at 22-27 weeks the rate of preterm birth is 12
times lower [2, 4, 24].

High incidence of premature newborns is an
economic problem for health care. This is due to
the high cost of premature newborns nursing.
However, even the highest quality treatment
and nursing do not always save premature new-
borns, especially those born with extremely low
body weight, from the prospect of disability (psy-
chomotor development disorders, blindness,
cerebral disorders, deafness and chronic lung
diseases) [1, 9, 18]. Nursing a child weighing less
than 750 g costs $274 000 in the United States
and a child weighing 750-999 g costs $138 000.
In Sweden nursing a child with an extremely low
body weight during the period of artificial lung
ventilation costs €3 000 per day, and further care
before discharge home costs another €40 000
[13].

The stillbirth in measures of premature birth
is 8-13 times higher than for timely deliveries.
Newborns weighing less than 1500 g at birth are
200 times more likely to die, and if they survive,
they are 10 times more likely to have neurolog-
ical and somatic complications than newborns
weighing more than 2500 g at birth [5, 11]. There
is no system prepared to an independent post-
natal existence at a prematurely born fetus with
an extremely low body weight. Respiratory dis-
tress syndrome, necrotizing enterocolitis, intra-
ventricular hemorrhages, paraventricular leu-
komalacia, retinopathy leading to blindness, and
heart defects are frequently observed. Newborns
that die in the first 7 days of life make up 67% of
all those who died in the first year of life, 80% of
those who did not survive during the first week
are premature children [1, 6, 9, 18, 21].

At the same time, increased alertness of doc-
tors in the aspect of possible premature deliver-
ies, often leads to unjustified hospitalization in
the obstetric hospital of pregnant women after
22 weeks with complaints of aching pain in the
lower abdomen or spastic pain, which can be
most often caused by impaired intestinal motili-
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ty. And only in hospital environment, for the pur-
pose of “reinsurance’, pregnant women are given
a course of tocolytic therapy and prevention of
respiratory distress syndrome. The average phar-
macological load per pregnant woman is 5-6
medications, most of which are purchased by a
pregnant woman herself for her own money. In
60-85% of pregnant women admitted to an ob-
stetric hospital with a suspicion of threatening
premature birth, the diagnosis is not confirmed.
The discharge of such pregnant women is made
after 7-10 days, this time is quite sufficient for
contamination of a pregnant with intra-hospital
infection.

Traditionally, antenatal screening for early
spontaneous preterm birth is based on the anal-
ysis of maternal characteristics such as age, race
and smoking. And one of the most important
things is the fact of preterm birth in the history.
However, the risk assessment system based on
these factors, as shown by clinical practice, has
a low level of detection and a high frequency of
false positive results.

A widely used additional method is a trans-
vaginal ultrasound examination, aimed primarily
at measuring the cervix length, allows detect-
ing pregnant women with a risk of upcoming
premature birth only in 55% compared to 38%
when analyzing maternal factors. At the same
time, when using a combination of these diag-
nostic methods, this figure reaches 69%. How-
ever, the use of this method often depends on
the human factor - the specialist qualification
and the equipment he works with. It should be
remembered that that the difference in the cer-
vical measurement result in transvaginal and
transabdominal ultrasound can reach 1 cm that
is extremely significant [6, 10, 14, 18].

Today, the method of fetal fibronectin detect-
ing in the vaginal discharge and cervical mucus
is widely used in the world practice. The fetal fi-
bronectin is a high-molecular weight glycopro-
tein (45 kDa) that is normally produced by cho-
rion cells and serves as an extracellular material
that participates in the process of attaching fetal
membranes to the decidual membrane of the
uterine cavity. Cleavage by enzymes of degra-
dation of the extracellular matrix and macromo-
lecular components of fibronectin is one of the
components of the delivery process [16, 17, 19,
22, 25]. These proteins can be detected when
they enter the cervical mucus and vaginal con-
tents and indicate “activation of the fetal mem-
branes”. Increased concentration of fibronectin
in vaginal secretions will be typical for pregnant
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women with both timely and premature deliveries. The sensi-
tivity of this indicator is the highest in a case of preterm labor
developing in the next 7 to 14 days (67% and 71%, respective-
ly) and is less significant in a case of preterm labor onset pre-
dicting within 21 days (59%) [15, 16, 19, 21, 23]. Performing this
analysis does not cause difficulties and this technique can be
used both by an obstetrician-gynecologist and a general prac-
titioner at the outpatient stage.

Purpose of the study is to improve the method of preterm
deliveries onset predicting in pregnant women at 24-34 weeks.

MATERIALS AND METHODS

49 pregnant women with gestational age 24-34 weeks who
were hospitalized in the Pathologic Pregnancy Department
of the Kiev City Maternity Hospital No. 3 with a diagnosis of
“threatening premature deliveries” were comprehensively ex-
amined. The average age of examined women ranged from
26-34 years and averaged out 31,2 + 0,6 years. Criteria for in-
clusion of pregnant women in the survey were: the gestational
age of 24-34 weeks, the first pregnancy, absence of regular la-
bor at the time of hospitalization.

In addition to the routine examination, regulated by the Or-
der of the Ministry of Health of Ukraine No. 624, in order to di-
agnose the condition of the cervix, all women at the first stage
of the survey had a complex transvaginal ultrasound. During
the ultrasound examination the ratio of the cervix length to its
diameter at the level of internal orifice (the value of the coeffi-
cient less than 1.53 was considered as clinically significant) was
calculated, the percentage of the width of the deformation to
the length of the cervix was calculated in the case of Y -,V - or
U - like deformation presence of (the value exceeding 40% was
considered as clinically significant), Valsalva’s cough test and
the presence of dilated veins in the venous plexuses of the cer-
vix was determined by color Doppler mapping [7].

Subsequently, at the second stage of the examination, preg-
nant women with a shortened cervix <25 mm were given a
qualitative determination of fetal fibronectin using the “rapid
test for fetal fibronectin determining by vaginal secretions”.
If the quality test for fetal fibronectin was negative, pregnant
women were prescribed symptomatic therapy aimed at re-
lieving pain in the lower abdomen. If the result was positive,
tocolytic therapy, prevention of respiratory distress syndrome,
prolonged support with progesterone and magnesium prepa-
rations, vaginal sanitation and obstetric pessary application
were prescribed.

STUDY RESULTS

Diseases of the urinary system in the structure of extra-
genital pathology of the examined pregnant women were in
19 (38.8%) patients, diseases of the respiratory system in 17
(34.7%) and the cardiovascular system in 12 (24.5%).

In the gynecological history the background and precan-
cerous diseases of the cervix were in 20 (40.1%), inflammatory
diseases of the reproductive system in 16 (32.6%) and men-
strual disorders in 11 (22.4%) patients. The polycystic ovary
syndrome of A phenotype was typical for 8 (16.3%) pregnant
women and caused 8 (16.3%) cases of infertility in examined
pregnant women.
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Every third patient was complicated by threatening early
spontaneous abortion — 15 (30.6%), placental dysfunction —
17 (34.7%), gestosis of the first half of pregnancy - 13 (26.5%),
pregnancy anemia of varying severity — 18 (36.7%), every
fourth one had abnormal amniotic fluid - 9 (18.4%), every
fifth — gestational pyelonephritis - 7 (14.2%), vaginitis -
12 (24.5%) and bacterial vaginosis - 6 (12.2%).

The results of the first stage of examination with complex
transvaginal ultrasound revealed the clinically significant
structural changes in the cervix only in 21 (42.9%) pregnant
women (Fig. 1).

Figure 1. Percentage of women with (A) and without (B) structural cervical changes

The average value of the cervix length varied between 16-24
mm and averaged 18.2 = 0.4 mm. The average value of the cer-
vix length ratio to its diameter at the level of the internal ori-
fice in the examined pregnant women was 1.21 + 0.03. Primary
absence of the cervical canal deformity was observed in 11
(52.4%) pregnant women. 10 (47.6%) pregnant women were
characterized by Y (2 pregnant women - 20.0%), U (3 pregnant
women - 30.0%) and V (5 pregnant women - 50.0%) deformi-
ties (table).

Table. Primary cervical deformation in women with structural cervical changes, n (%)

Index Value
Y deformation 2(20.0)
U deformation 3(30.0)
\ deformation 5(50.0)

Later during the Valsalva's cough test, the deformation of
the cephalic canal by fetal membranes was detected in more
4 (19.0%) cases: Y-like in 1 pregnant woman (25.0%), U-like in
1 pregnant woman (25.0%), and V-like in 2 pregnant women
(50.0%). The presence of dilated veins in the venous plexuses,
small liquid inclusions and bright dashed echoes was defined
for 9 (42.9%) pregnant women.

In qualitative determination of the fetal fibronectin in vaginal
secretions a positive test was detected in 7 (33.3%) of 21
pregnant women with clinically significant structural changes
in the cervix (Fig. 2).

These pregnantwomeninadditionto correcting concomitant
obstetric and extragenital pathology were offered the
maximum amount of therapy aimed at prolonging pregnancy.
The main prescriptions included micronized progesterone
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Figure 2. Percentage of women who had positive fetal fibronecine test (A) among
women with structural cervical changes

medications, tocolytic therapy, magnesium support, two-
stage vaginal sanitation with pathogenetically determined
local antibacterial drugs, followed by the administration of
vaginal probiotic forms and the obstetric pessary application,
and a course of glucocorticoids to prevent fetal respiratory
distress syndrome.

Despite the ongoing therapy in the dynamics of management
during 10 days premature birth occurred in 3 (42.9%) of 7
pregnant women with clinically significant cervix shortening
and a positive test for fetal fibronectin in the gestation period
of 32 weeks - 2 cases and at 34 weeks - 1 case. It should also be
noted that cases of premature birth were typical for pregnant
women with V-like deformation of the internal orifice and
the presence of dilated veins in the venous plexuses, which
were manifested by small liquid inclusions and bright dashed
echoes during color Doppler mapping.

In 4 (57.1%) of 7 pregnant women therapy aimed at
maintaining pregnancy was found to be effective, which
contributed to the pregnancy prolongation for a period of
more than 36 weeks.

Hospitalization in an obstetric hospital was found to be
unjustified in 28 (57.1%) cases, since no clinical manifestations
of threatening premature birth were detected during the
extensive examination.

CONCLUSION

Conclusions of a comprehensive assessment of the cervix
state and vaginal fetal fibronectin evaluation in pregnant
women with risk of preterm deliveries at the outpatient stage
allows to predict the manifestation of preterm birth in critical
terms also determine the volume and direction of therapy in
obstetric department. Combination of this methods help to
prevent unwarranted hospitalization of a pregnant woman
in an obstetric hospital. As a result, it limits the conduct of
glucocorticoid therapy and prevent a prolong stay of a pregnant
woman in a hospital and the associated contamination with
nosocomial bacteria strains.

In our opinion it is appropriate to conduct further studies in
the chosen direction to establish correlative links between the
ultrasound signs of threatening premature deliveries and the
presence of fetal fibronectin in the vaginal contents.
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BucHOBOK. Mo€iHaHHA KOMMNEKCHOT OLIIHK CTaHy WHIAKIM MaTKW Ta BI3HAUEHHA deTanbHOro GIOPOHEKTUHY Y BarHaNbHIIX BUAINEHHAX Y BATITHAX FPyMit PU3IIKY NEpeAYaCH WX MONOrIB Ha amBynaTopHOMY eTani 403B0NAE NPOTHO3yBaTM MaKidecTalliio
nepeAYacHIX NonoriB B KPUTUUHI TePMiHK, BI3HAYUTI OOCAT | CIPAMOBAHICTb Tepanii B yMOBax akyLuepcbKoro cratlioHapy. Kom6iHoBaHe BIKOPYCTaHHA Ltk METOAiB A0NOMarae 3ano6irTit HeobrpyHTOBaHili rocniTanizaLi BariTHOI B akyLLepCbKyii CTaLlioHap i, Ak
De3yNbTaT, 0OMEXVTY NPOBEACHHA TNIOKOKOPTUKOIAHOT Tepanii, npodinakTyat TpuBane nepebyBanHA B CTaLlioHapi | N0B'A3aHe 3 LM iHQikyBaHHA BHYTPILUHBONIKAPHAHOI iHdEKLIiE.

KntouoBi cnoBa: BariTHiCTb, GeTanbHutil GOPOHEKTUH, nepeayacki Nonori, CraH LIt MaTki, TPaHCBariHaNbHe YNbTpa3ByKoBe AOCTIAKEHHA.

COBPEMEHHDIE BO3MOXHOCTIA TPOrHO3POBAHMA NPEXJIEBPEMEHHBIX POLI0B

H.M. Tbiuka, K. Mea. H., SOLEHT kadezpbl akywepcTaa v ruHekonorin No 3 HMY um. A.A. boromonbua, T. Kues

B.A. BeHiok, 4. Mez. H., npodeccop, 3aBeayloLuuii kadeapoii akywepctsa i ruexonorun Ne 3 HMY uwm. A.A. boromonbua, r. Kies
B.H. loHuapeHKo, 4. Mez. H., npodeccop kadezapbl akyLuepcTsa v riHekonorin N 3 HMY um. A.A. boromonbLa, T. Kues

E.A. [ibiHAapb, 4. Mex. H., npodeccop kagezpbl akyluepcraa v rxekonorvn N2 3 HMY um. A.A. boromonbLa, r. Kues

B.0. OnewKo, k. Mea. ., accucTeHT kadeapbi akywuepctsa i ruexonorn No 3 HMY . A.A. boromonsua, . Kies

Llenb nccnefosanus: YCOBEPLUEHCTBOBAHME METOANKI NPOTHO3UPOBAHMA HACTYNNEHNA NPEXAEBPEMEHHbIX POAOB Y 6EDEMEHHMX B CPOKe 2434 Hepenu.
MaTEpI/IaHbI 1 MeTozbl. KomnnexcHo obcnesosato 49 6ep€M€HHbIX B CPOKe rectauyi 24—34 Hepenn ¢ AUarHo3om npy roCUTaNM3aLmni «yrpo3a npexeBPeMeHHbIX POLOBY. C Lienbio AMarHOCTUKI COCTOAHIA LYK MaTKW BCeM 6€p€MeHHbIM nNpoBOANNOCH
KOMNNEKCHOE TPAHCBArHasnbHoe ybrpa3ByKoBOE UCCIEA0BAHNE. bepemenHbIM ¢ YKOpoyeHuem LWeJiKy MaTKM < 25 MM NPOBOAWNOCH KaUeCTBEHHOE OMpeaeneHme ¢ETaJ1bH0fO ¢M6p0H€KTMHa 8 BarvHanbHoM cekpere. Cpeanuii Bospact 00Cn1e70BaHHbIX

konebanca ot 26 40 34 ner 1 cocTagun B cpeaHem 31,2 £ 0,6 roa.

Pe3ynbrarbl nccnesoBanus. Hanuuve KNHIYECKH 3HaUMMBbIX CTPYKTYPHBIX U3MEHeHITi B Lueiike MaTKyt BblABNIEHO ToNIbKo Y 21 (42,9%) GepemerHoii. Cpeee 3HaueHie ANMHb Weiikin MaTkin KoneBanocs B npeaenax 16—24 M 1 B CpeaHem cocTaguno 18,2
40,4 mm. OnpezieneHite deTanbHoro GrpOHEKTIHA BIABUNO MONOXUTENbHbIA pe3ynbraty 7 (33,3%) 13 21 GepemeHHoi ¢ KNMHIYECKY 3HaUMMbIMIA CTPYKTYPHBIMIA U3MEHEHVAMM WETKI MaTKW, KOTOPbIM BROCTEACTBIM Obin NPen0xeH MakCUMaNbHbiil
00bem Tepaniu, HanpaBAeHHOi Ha NPONIORTMpoBaKue GepemerHocTH. B Teuerue 10 AHeil npexaeBpemeRHble poabl Ipou3owwn y 3 (42,9%) u3 7 6epemeHHbIX C KMHIYECKI 3HAUNMMbIM YKOPOUEHYEM LLEIHKIA MaTKyt 1 MONOXKMTENbHBIM TECTOM Ha GeTanbHbIi
(OUOPOHEKTUH B CpOKe recTauy 32 1 34 Henenv. B 28 (57,1%) cnyuanx rocnuTani3aumA B akyLLIePCKMil CTaLMOHap 0Ka3anach HeoboCHOBaHHOI.
BbiBogbI. (0ueTaHvie KOMMNIEKCHOI OLIeHKY COCTORHIA LUEIAKI MaTKI 11 onpesieneHine eTanbHoro GropoHeKTHH B BarVHaNbHbIX BblZENeHHAX Y GepeneHHbIX FpyNb pUcka N0 NPeAeBpeMEHHbIM POAAM Ha aMOYNaTOPHOM 3Tarle N03BONAET NPOTHO3MPOBATH
MaHUECTaLIMI0 NPeXeBPEMEHHbIX POAOB B KDUTUUECKHE CPOKM, ONIPEAeTS 06beM U HaNPaBAEHHOCT Tepaniik B yCTIOBILAX akyLLIEPCKOrO CTaLlvoHapa. KoMOUHIPOBaHHOE 1CNOfb30BaHYIE 3TUX METOA0B NIOMOTaeT NpeAoTBPaTUTb HeOBOCHOBaHHYIO FocnuTan3aLMio
6epemeHHOIA B aKyLLEPCKIV CTALMOHaP, U, KaK Pe3yNbTaT, OrpaHyWTL MPOBEEHNE MIOKOKOPTUKOUZHOI Tepaniik, NPOUAAKTPOBATS AAUTENbHOE NPebbIBaHME B CTALMOHAPE 1 CBA3AHHOE € 3TUM UHGMLMPOBAHYE BHYTPHOONbHUUHOM MHOEKLMeN.

KnioueBble cnoBa: 6epemeHHOCTb, GeTanbHblit GrGPOHeKTUH, NpexaeBpemeHHble Polbl, COCTORHME Wik MaTKIL, TPaHCBArHaNbHOE YIbTPa3ByKOBOE MCCNeA0BaHe.



