Mannubknn nikapcbknin BicHWK, 2016, T. 23, Ne4

proteolytic activity of blood in case of high level of comorbidity
is probably very complex, universal and non-specific, especially
in case of the cardiovascular system diseases prevalence.
However, it is important that they are integral components of
high cardiovascular risk in these patients. In a complex regimen
of their treatment in the context of CVR prevention they should
be kept in mind as the metabolic basis of a number of disorders
and the means of metabolic and rheological correction should
be used.

Conclusions

1. The comorbidity occurs in patients with osteoarthritis with
age, increase in disease severity and duration mainly due to the
cardiovascular system disorders, metabolic syndrome, digestive
system diseases and increased levels of cardiovascular and
gastrointestinal risks.

2. Age-increasing levels of comorbidity in patients with
osteoarthritis are accompanied by significant progressive
decrease in fibrinolytic properties of blood, increased levels of
fibrinogen and increased blood proteolytic activity.

3. Disorders of proteolysis and fibrinolysis in the blood of
this group of patients are one of the pathophysiological
components of high cardiovascular risk and vascular-metabolic
disorders in different tissues and organs. They should be taken
into account in the implementation of preventive measures and
as an addition to the used rheological means of metabolic action.

Prospects for further research

Different medication with vascular-metabolic-rheological
properties is advisable to be tested to determine criteria and
duration of its use in the treatment of patients with OA and high
comorbidity.
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Abstract. The results of studying the status of hemostasis system
in pregnant women with fetal loss syndrome and thrombophilia are
demonstrated.

The objective of the research was to study the peculiarities of
hemostasis system in pregnant women with fetal loss syndrome on the
background of thrombophilia.

Materials and methods. There were examined 60 pregnant women
with fetal loss syndrome and thrombophilia and 30 healthy pregnant
women without aggravated anamnesis. All women underwent
examination using clinical and laboratory methods.

Results and discussion. The disorders of the vascular-platelet and
coagulation elements of hemostatic process being characterized by
hypercoagulation, reduction in natural anticoagulants, intensification
of thrombosis processes were determined.
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Conclusions. In pregnant women with fetal loss syndrome on the
background of thrombophilia disorders of the vascular-thrombocytic
and coagulation elements of hemostatic process were observed.

Keywords: pregnancy; hemostasis system; fetal loss syndrome;
thrombophilia.

Problem statement and analysis of the recent research

The relevant problem of modern obstetrics is the management
of pregnancy in women with fetal loss syndrome. To prevent
miscarriage or premature delivery, special importance is given
to prenatal observation, timely diagnostics and correction of
detected disorders.

According to literature data, 40% of perinatal losses are
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associated with the presence of thrombophilia[1, 2]. Pregnancy
is a condition that can be called a certain “examination” for the
presence of hereditary (genetic) or acquired thrombophilia as it
is accompanied by physiological hypercoagulation thereby
contributing to the realization of latent thrombophilia not only
in the form of thromboses and thromboembolia, but also obstetric
complications [3].

The probability of fetal loss or the development of placental
insufficiency in women with thrombophilia is very high. This
obstetric pathology may be caused by antiphospholipid
syndrome, hyperhomocysteinemia, hereditary disorders of
hemostasis. The coexistence of these pathological conditions
significantly increases the risk of pregnancy complications [4].

The status of hemostasis system determines the course and
consequences of pregnancy for both mother and fetus. Lately,
peculiar attention has been given to the study of hemostasis
system indices as an important component in the development
of obstetric complications. Due to the imbalance of procoagulant
and anticoagulant mechanisms, thrombophilia may lead not only
to the development of thrombosis during pregnancy and postnatal
period, but also to different placental vascular complications that
may cause disorders of implantation and fetus development [5].
Therefore, the study of hemostasis parameters in pregnant women
with thrombophilia is an urgent scientific problem.

The objective of the research was to study the peculiarities
of hemostasis system in pregnant women with fetal loss syndrome
on the background of thrombophilia.

Materials and methods

There were examined 90 pregnant women who were divided into
three groups: Group I consisted of 30 pregnant women with fetal loss
syndrome and inborn thrombophilia; Group II consisted of 30 pregnant
women with fetal loss syndrome and acquired thrombophilia; Group
I (the control group) included 30 healthy pregnant women without
aggravated anamnesis.

The diagnosis of fetal loss syndrome was made based on the
presence of history of three and more spontaneous miscarriages
occurring up to 8 weeks of gestation, and/or at least one pregnancy
loss during the period of more than 8 weeks, including stillbirth (babies
born dead after 22 weeks of gestation or weighting more than 500
grams) and neonatal death (death of a newborn born after 22 weeks of
gestation or weighting more than 500 grams within 7 days after birth).
Anatomical, genetic, infectious and hormonal reasons of fetal loss were
excluded.

The study of hemostasis system consisted of studying the
procoagulant component, namely the activated recalcification time
(ART), the partial thromboplastin time (PTT), fibrinogen levels, the
prothrombin index (PTI) according to Quick, as well as the
thrombocytic component, namely the number of thrombocytes in
peripheral blood, and the anticoagulant component, namely, the activity
of antithrombin III (AT III). The determination
of blood thrombophilic status was based on the
detection of thrombophilia marker - D-dimer. The

all groups, there was observed an increase in the overall
coagulation potential since the first trimester as evidenced by
the increase in the concentration of the main clot-forming
substrate — fibrinogen. Moreover, during the first trimester, this
index in pregnant women with thrombophilia (Group 1—4.1+0.4
g/1, Group I1—3.940.3 g/1) was significantly higher as compared
to the indices of the control group (3.2+0.2 g/1; p<0.05).

During the third trimester and before delivery, there was
observed an increase in fibrinogen levels by 1.5 times (Group I
—6.240.6 g/1, Group II — 5.840.4 g/1) as compared to the results
of healthy women (3.8+0.2 g/1; p<0.05).

The level of fibrinogen is one of the most important
parameters characterizing the status of hemostasis system. The
concentration of fibrinogen in the blood plasma changes
dramatically in different pathological conditions. Fibrinogen is
involved in the final stage of blood sedimentation. The change
in its content in the plasma indicates a disorder of the hemostatic
process, especially in case of disseminated intravascular
coagulation. The degree of hyperfibrinogenemia indicates the
severity of the pathological process. Therefore, the data on the
content of this protein in the blood plasma have a prognostic
value [1].

There was noted an insignificant increase in the PTI in healthy
pregnant women during the third trimester of pregnancy
(100.6+3.1%) as compared to the indices of the first and second
trimesters (96.1+4.7% and 99.8+2.5%, respectively) which
points to the activation of extrinsic coagulation pathway during
delivery [7]. The significant increase in the PTI was observed in
patients with thrombophilia at all the stages of examination
(during the first trimester, the index in Group I was 98.442.6%,
in Group I1, it was 99.5+3.2%; during the second trimester, the
index in Group I was 101.7+3.5%, in Group II, it was
102.342.3%; during the third trimester, the index in Group [ was
105.9+2.6%, in Group II, it was 106.8+2.2%; p<0.05). Changes
in the PTT indicated the increased activity of extrinsic coagulation
pathway factors.

In healthy pregnant women, the obtained indicators were
within the reference range, however, there was a tendency towards
their reduction (during the first trimester, the ART was 69.1+1.4
seconds, the APTT was 37.2+1.5 seconds; during the second
trimester, the ART was 65.6+1.5 seconds, the APTT was 36.6+1.9
seconds; during the third trimester, the ART was 60.1+1.7
seconds, the APTT was 34.3%1.4 seconds). In pregnant women
of both Group I and Group II, there was observed a significant
reduction in the aforementioned parameters (p<0.05) indicating
the hypercoagulation shift being interpreted as a risk factor for
thrombosis. The reduction in the ART index indicated the
activation of plasma and thrombocytic factors of blood

Table 1. Indices of hemostasis system during the 1%, 2"9 and 3" trimesters

increase in the concentration of D-dimer by more Group of 1 il il
than 1.0 pg/ml indicated the presence of women n 30 30 30
thrombophilia. - : -
The diagnosis of antiphospholipid syndrome Index 1 Trm;ester 3 1 Tnmzester 3 1 Tnmzester 3
(APS) was made in case of increased levels of
antiphospholipid antibodies (APA) or lupus ~ PTL% 98.4=| 101.7% 105.94 99.5+| 1023+ 106.8+ 96.1=| 9.7 100.6+
anticoagulant and fetal loss syndrome. Laboratory 26 35 26 32 23 22 4.7 25 3.1
diagnostics of APS was confirmed by APA indices Fibrinogen, g/ 41 | 51+ | 6.2+ | 3.9+ | 47+ | 58+ | 3.2+ | 3.6+ | 38+
during blood testing. 04* [ 05*% | 0.6* | 03* | 03* | 04* 02 0.3 0.2
The results of the research were statistically ~ ART, seconds | 633+ | 62.5 | 51.7% | 62.5¢ | 60.5= | 51.694 69.1= | 65.6% | 60.1+
processed using the Student’s t-test. 20% [ 18% | 0.8% [ 2.0* | 1.7 | 13| 14 | 1.5 | 17
APTT,seconds | 33.6+£] 32.9+ | 314+ [ 35.1£ | 33.2+ | 30.7+ | 37.2+ | 36.6+ | 343+
Results and discussion 175 | 16% | 11% ] 13% | 20% | 18| 15 | 1.9 | 14
The average age of women of Group I Thrombocytes | 220.34 218.1% 209.64 230.05]| 2265+ 210. 14| 232. 14 238.64] 243.7+
was 31.8+6.0 years; the average age of  (pLT)x10% 109 76 | 83| 105] 11.7] 9.7¢| 83 | 57| 96
women of [l was 29.6+4.0 years; theaverage D dimer (ugml) | 12+ | 1.6+ | 2.1+ | 1.5+ | 1.8 | 22+ | 0.5+ | 0.8: | L1+
age of women of Group III was 27.4+4.8 0.1* | 03* | 04* | 03* [ 02* | 01* [ 04 | 05 [ 01
years. ATII (%) 86.5+ | 84.6+ | 824+ [ 87.8+ | 82.5+ | 81.5+ | 110.31 108.64H 105.3+
The indices of hemostasis system are 48 | 35% | 47% | 32% [ 57% | 77+ | 78 | 98 | 48

presented in Table 1. In pregnant women of

Note: * - statistically significant difference as compared to the control group (p<0.05)
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coagulation as well.

The indices of platelet count (x10°%1) in women of all groups
during pregnancy were within normal range. However, it should
be noted that before delivery there was a tendency towards their
reduction in Group I (209.6+8.3) and II (210.1£9.7) while in
Group IIT (243.7£9.6) there was a tendency towards their
increase.

The activation of hemostasis system that leads to the
development of thrombosis is accompanied by the appearance
of the specific markers in the blood flow which reflect the degree
of increase in hemostatic blood potential. In particular, the level
of D-dimer indicates the intensity of the processes of
thrombogenesis and fibrinolysis. Since the early pregnancy term,
the index of D-dimer increases gradually and the highest indices
are observed in women with complicated course of pregnancy:
preeclampsia, diabetes mellitus, renal diseases etc. [6].

The average concentration of D-dimer in healthy pregnant
women was 0.5+0.4 ug/ml during the first trimester; during the
second trimester, it was 0.8+0.5 pug/ml; during the third trimester,
it was 1.1+0.1 pg/ml. Pregnancy dynamics showed a significant
increase in the level of D-dimer in groups of women with
thrombophilia as compared to the indices of healthy pregnant
women: during the first trimester, the index of Group I was
1.240.1 pg/ml, in Group II, it was 1.5£0.3 pg/ml; during the
second trimester, the index of Group I was 1.6+£0.3 pug/ml, in
Group II, it was 1.8+0.2 pg/ml; during the third trimester, the
index of Group I was 2.1+0.4 pug/ml, in Group I1, it was 2.2+0.1
pg/ml, (p<0.05).

In both Group I and Group II, changes in the anticoagulant
system were observed as well. Since the first trimester, there
was observed the reduction in AT III activity in patients with
thrombophilia (Group I — 86.5+4.8%, Group II — 87.8+3.2%)
as compared to the control group (110.3£7.8%, p<0.05).
According to literature data, the reduction in the level of AT III,
in case of systemic inflammation in particular, is associated with
increased consumption of anticoagulation factors under
conditions of coagulation cascade activation, its destruction under
the influence of elastase (the product of activated neutrophils),
as well as disturbance of its synthesis [7]. During the second
trimester, the activity of AT III was 84.6+3.5% in Group I and
82.5+£5.7% in Group II, 108.6£9.8% in the control group,
(p<0.05). During the third trimester, the index of AT III activity
was 82.4+4.7% in Group I and 81.5+7.7% in Group II,
105.344.8% in the control group (p<0.05).

Conclusions

Thus, in pregnant women with fetal loss syndrome on the
background of thrombophilia, the disorders of the vascular-
platelet and coagulation elements of hemostatic process being
characterized by hypercoagulation, reduction in natural
anticoagulants (increased levels of fibrinogen, the PTI, decrease
in the ART, the APTT, platelet count, AT III activity),
intensification of thrombosis processes (increased level of D-
dimer) were observed.

Prospects for further research

This study gives the possibility to implement the algorithm
for examination of women with a history of fetal loss syndrome
and co-existent thrombophilia thereby preventing thrombophilic
complications during pregnancy.

Practical recommendations

Based on the results of the research, we propose to include
dynamic examination of hemostasis system into the algorithm
for management of women with fetal loss syndrome on the
background of thrombophilia since the early terms of pregnancy
to evaluate thrombophilia activity as well as to predict pregnancy
consequences, to prescribe and evaluate the effectiveness of
pathogenetic therapy.
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Oco01uBOCTI cMCTEMHU reMocTa3y y BariTHUX i3 CHHAPOMOM
BTpaTH mi1o1a Ha ¢oni Tpoméodinii

JIBH3 «IBaHO-®PpaHKIBCHKMI HAIlIOHAIBHUM MEAWYHUII yHiBEp-
curet», M. [BaHO-DpaHKiBChK, YkpaiHa

nice.dola@mail.ru

Pe3stome. Beryn. Y poOoTi IpOBEACHO BU3HAYCHHS CTAaHY CHCTEMH
reMOCTa3y y BariTHUX i3 CHHAPOMOM BTpaTH IUIofa Ha (OHi TpoMOo-
¢inii.

MeToro J0CTiNKeHHs € BUBYEHHS OCOOJIMBOCTEN CUCTEMH T'€MO-
CTa3y y BariTHHUX 13 CHHAPOMOM BTpaTH IIiofa Ha (oHi TpoMOOdLIii.

Marepiaiu i Mmeronn pociimkennsi. O0ctexxeHo 60 BariTHUX i3
CHUHJPOMOM BTparu Iutoga Ha ¢oHi TpomOodinii Ta 30 3m0poBUX
BariTHUX 0e3 BTparT IUI0[a B aHAMHE3l. YCIX BariTHUX 0OCTeXyBalH
3araJIbHOK/IIHIYHUMH Ta JIJAOOPOTOPHUMH METONAMH.

PesyabraTn n0ociigxeHHs Ta iXx 00ropopeHHs. BcraHoieHO
MOPYIICHHS Y CYIMHHO-TPOMOOLMTAPHIN Ta KOATY/ISALIHHINA JaHKaxX
reMocTasy, sIKi XapaKTepU3yIThCs TIEpPKOAryIALi€l0, 3HUKEHHIM
pe3epBy MPUPOIHIX AHTHUKOATYISIHTIB, IHTEHCU(DIKAIIEID MPOIECIB
TpOMOOYTBOPEHHSI.

BucHOBKH. Y BariTHUX i3 CHHAPOMOM BTpaTH IUIoza Ha (oHi
TpoM60(inii ciocTepiraloThes MOPYIIEHHA Y CYIHHHO-TPOMOO-
LUTapHIA Ta KOAryLiiHINA JJaHKaX TeMOCTa3y.

Kniouosi cnosa: eazimnicms, cucmema zemocmasy, cunopom
empamu nnooa, mpomooginis.

Hona JIJIL, I'envik H.I.

Oc00eHHOCTH CHCTeMbI IeMoCTa3a y fepeMeHHBIX ¢ CHHAPOMOM
1oTepH 11012 Ha GoHe TPoMOoPpuINHN

I'BH3 «/MBano-®paHKOBCKUH HAallMOHAIBHBIA MEIULIMHCKUN
yYHUBEpCUTET», . MBaHO-DpaHKoBCK, YkpanHa

Peztome. Beryn. B pabote MpoBeeHO OINpPECICHUE COCTOSTHUS
CHUCTEMBI IreMocTasa y 6epeMeHHbIX C CMHAPOMOM IIOTEPHU IIJI0AA Ha
¢done TpoMOOpUIIHH.

Ileabio ucciie10BaHUS SABIACTCS U3YUYCHHE OCOOCHHOCTEH
CHUCTEMBI IreMocTasa y 6epeMeHHbIX C CMHAPOMOM IIOTEPHU IIJI0AA Ha
¢done TpoMOOpUIIIH.

MarepuaJbl 4 MeToabl ucciaenoBanusi. O6cnenoBano 60 Gepe-
MEHHBIX C CHHIPOMOM IOTepH IuioAa Ha (one TpomOopmmu u 30
30pOBBIX OepeMEeHHBIX 0e3 MoTeph IUIoAa B aHamHe3e. Beex Oepe-
MEHHBIX 00CIICAOBAIN OOLICKIMHUYSCKUMH U JIAOOPOTOPHBIMH METO-
JlaMu.

Pe3yabTaThl Hcc1e10BaHUS U UX 00CYKIeHHsl. YCTaHOBIICHbI
HapyIICHUs B COCYAUCTO-TPOMOOLIUTAPHOM U KOATYIALMOHHOM 3BEHE
reMOCTa3a, KOTOPhIE XapaKTePU3UPYIOTCsl THIICPKOATYIIIUEH, CHU-
KEHHEM pe3epBa eCTCCTBEHHBIX aHTUKOATYIIHTOB, HHTeCU(UKaIIeH
MPOLIECCOB TPOMOOOOpa30BaHHUS.

BobiBoabl. Y OepeMeHHBIX C CHHAPOMOM IMOTEPHU IIoAa Ha GoHE
TpoMOOGUINU HAOTIOAAIOTCS HAPYIICHHUS B COCYAHCTO-TPOMOO-
LUTapHOM M KOATyIALMOHHOM 3BEHE IreMOCTa3a.

Knroueesvie cnosa: depemennocms, cucmema zemocmasa,
CUHOPOM nOmepu ni00a, mpomoodunus.
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