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Introduction

Most recently published guidelines like the
European Progestogen Club Guidelines [1] and
the Chinese Consensus [2] were exclusively con-
cerned with threatened and recurrent (habitual)
miscarriages and the use of progestogens. The
time is now coming to extend these guidelines to
preterm labor and preeclampsia. Therefore, a pro-
posal will be presented to address these guidelines
to not only threatened or recurrent (habitual) mis-
carriages, but also to preterm labor and preeclamp-
sia. Based upon published literature up to 2017 and
personal clinical experience, a concept for the use
of progestogens for prevention or treatment of the
above-listed pregnancy complications will be pre-
sented.

General Remarks
Some points have to be clearly differentiated:
1. Concept of treatment and concept of pre-
vention
2. Time length of progestogen use and pro-
gestogen dose.
3. The role of micronized progesterone and
dydrogesterone has to be delineated.
The clinical entities are differentiated regarding
the use of progestogens in the following ways:
1. Threatened miscarriage
Threatened miscarriage is defined as vagi-
nal bleeding with or without uterine contractions,
closed cervix, and life fetus determined by ultra-
sound. Use of progestogens in these clinical condi-
tions is treatment.
2. Recurrent (habitual) miscarriage
a. Women presenting with a history of recurrent
(habitual) miscarriage, with bleeding and contrac-
tions having an intrauterine, intact pregnancy by
ultrasound are to be treated similar to threatened
miscarriage.
b. Women with a history of recurrent (habitual)
miscarriages consecutively, who plan to become

pregnant will be given progestogens in a preven-
tive way after ovulation and controlled by human
chorionic gonadotropin (hCG). If hCG rises, the
progestogens will be continued as prevention.

3. Preterm labor

a. Prevention is used in women with a history of
preterm labor or short cervix.

b. Treatment when the labor process has already
started, but the amniotic membranes are intact.
This can be done with or without tocolytics.

4. Prevention of preeclampsia

Which progestogen can be considered for
prevention or treatment of pregnant women?

Selection of a progestogen for pregnant women
is mainly dependent upon the partial effect pattern
of each progestogen. Progestogens with androgen-
ic, anti-androgenic and glucocorticoid effects can-
not be used (3).

The following progestogens will be considered:

1. Micronized Progesterone (mainly vaginally)

2. Dydrogesterone (oral)

Threatened miscarriage

The indication for using a progestogen in wom-
en with threatened miscarriage is “therapy”, since
the progress to be treated for has already started.
Ultrasound verification of a life fetus has to be done
and the status of the cervix has to be further con-
trolled (4). Data on micronized progesterone are
available. The treatment dose is variable between
200-600 mg of micronized progesterone intravag-
inally daily [2, 5]. However, the clinical develop-
ment has a trend to higher doses of micronized pro-
gesterone up to 800 mg/d intravaginally (6).

For the use of dydrogesterone the following
is recommended: At first, 40 mg should be given
orally and thereafter 2 times x 10 mg/d continu-
ously. However, in the future the optimal scheme
will be dydrogesterone 40 mg per os at once and
thereafter 2 times x 20 mg/d. This is also suggest-
ed by the Chinese Consensus [2] and is in accord-
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ance with our own approach (unpublished data). If
one takes into account the fate of these pregnancies
then it appears mandatory to continue this type of
treatment up to the 37" week of gestation [4]. It
has been shown by several studies [7-9] that lat-
er in these pregnancies there is a significant high-
er incidence of preterm labor, increased incidence
of premature rupture of membranes (PROM), an-
tepartum hemorrhage, intrauterine growth retarda-
tion, low birth weight, and a higher rate of perina-
tal mortality; in one study, also a higher incidence
of preeclampsia was reported [8]. Therefore, once
treatment of threatened miscarriage was efficient,
the dydrogesterone medication should be contin-
ued until the 37" week of gestation [4].

Recurrent (habitual) miscarriage

By definition the term recurrent (habitual) mis-
carriage is used when two, three, or more sponta-
neous consecutive miscarriages have been encoun-
tered.

Prevention

In the menstrual cycle, in which the wom-
an wants to attempt to get pregnant, she should
be started with dydrogesterone 2 x 20 mg/d after
ovulation and hCG controlled. If there is no rise
of hCG, the medication will be stopped. If there
is a rise of hCG, the dydrogesterone with the
same dose will be continued and given until the
37" week of gestation. This is the most favorable
and efficient preventive approach, provided other
drawbacks such as uterine septum, myoma and ge-
netic abnormalities had been removed or excluded.

Two large studies have recently been published
using on the one hand 800 mg/d micronized pro-
gesterone intravaginally after a positive pregnancy
test from up to 6 weeks of gestation [6]. In the pro-
gesterone group, the live birth rate was not signif-
icantly different between the treated group and the
placebo group (65,8% versus 63,9%) [6].

On the other hand, the continuous use of dy-
drogesterone 2 x 10 mg/d starting at 4-6 weeks
of gestation up to 20 weeks of gestation signifi-
cantly decreased the miscarriage rate (6,9% versus
16,8%, p = 0,04) [10]. The healthy control group
had a miscarriage rate of 3,5 % [10]. The length
of use of dydrogesterone (up to 20 weeks) versus
micronized progesterone (up to 12 weeks) contrib-
utes most likely to the significant different effects
of both studies.

Conclusion
The use of dydrogesterone 2 x 20 mg/d should
be used as soon as possible in pregnant women

with a history of recurrent (habitual) miscarriage.

Preterm labor

In a meta-analysis published in 1990, the use
of 17a-hydroxyprogesterone caproate intramuscu-
larly resulted in a significant reduction of preterm
birth combined with a significant improvement of
fetal outcome [11]. However, no relevant clini-
cal consequences were drawn. Thereafter, several
studies with 100 to 200 mg micronized progester-
one applied vaginally have shown favorable clini-
cal effects regarding the prevention of preterm la-
bor [12, 13].

A second criterion for the use of progester-
one to prevent preterm labor and preterm deliv-
ery was a short cervix [14]. In some countries,
progesterone gel (90 mg/d) has been successfully
used like in China [2]. Others applied intravag-
inal micronized progesterone successfully. Re-
cently, the efficiency of progesterone could not
be demonstrated [15]. Publications on dydroges-
terone and prevention of preterm labor are limited
[16, 17]. Unpublished data of mine favor the use
of dydrogesterone of 2 times of 20 mg/d orally
and continued till 37" week of gestation. Further
studies are needed.

In case of the presence of uterine contractions
but intact amniotic membranes, the use of proges-
togens can stop labor, with or without tocolytics.
Own published data and results of others have ver-
ified this [16, 17].

Conclusion

At present, the use of dydrogesterone 2 times 20
mg/d appears to prevent preterm labor when used
from the 16™ to 37" weeks of gestation.

There are at present two indications:

History of preterm labor

Short cervix

Treatment of premature labor without rupture of
the amniotic membranes seems to be another pos-
sible indication, with or without administration of
tocolytics.

Prevention of preeclampsia

Progesterone has been shown to lower systol-
ic and diastolic blood pressure in both women and
men [18]. In 1957, it was already published that
symptomatic pregnant women can be handled not
to develop preeclampsia by using progesterone
intramuscularly [19, 20]. In addition, it has been
found that preeclampsia can be efficiently treated
by 20 to 40 mg progesterone intramuscularly dai-
ly [18, 21].

In 2014, a prospective, randomized, controlled
trial was published which revealed for the first

57



Ob30PHAS CTATbA

FUNDAMENTAL
o
AND CLINICAL MEDICINE VOL. 2, N2 4

time that the use of dydrogesterone 30 mg/d orally
achieves significant prevention of preeclampsia (p
< 0.001) [22]. Dydrogesterone was started up to 5
days after ovum pick-up until the 16" week of ges-
tation. The control group was given placebo. There
was no effect on the prevention of preterm labor
[22] mostly due the relative early discontinuation
of dydrogesterone.

A retrospective analysis of 570 pregnant wom-
en in a fertility clinic was done giving dydroges-
terone or dydrogesterone/17-hydroxyprogesterone
caproate up to 14"-16th week of gestation com-
bined with a placebo control group [23]. There

was no difference found between the dydrogester-
on group and dydrogesteron/17a-dydrogesterone
caproate group (6,9% versus 9,9%, p = 0.2) [23].

The efficiency was also described in a case re-
port [24] after a strong preeclampsia event in the
first pregnancy with arterial hypertension and us-
ing methyldopa after delivery to control the elevat-
ed blood pressure. In the second pregnancy, the pa-
tient received from the very beginning of pregnan-
cy 30 mg/d orally until the 37" week of gestation
[24]. No antihypertensive drugs were necessary
and a well-developed infant of 3760 g was deliv-
ered by planned cesarean section [24]

HOBOE PYKOBOACTBO MO MPOOUNAKTUKE
W TEPANUW HAPYLLUEHWNIA BEPEMEHHOCTM
NMPOreECTArEHAMU
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BBegeHune

Ony6aMKoBaHHbIE B TOC/IEJHEE BPEMsI PYKO-
BoZcTBa (mpoTokonsl EBporeiickoro obijectsa
T10 BOTIpOCcaM TporecTrareHHoi Teparnuu [1] u Ku-
TaliCKuii KOHCeHCYC [2]) KacarTcs UCIOb30Ba-
HUSI TIPOTeCTareHoB UCK/TFOUUTEBHO MPU YTpoXKa-
eMbIX 1 MPUBBIUHBIX BBIKH/BIIAX. C MOl TOuKH
3peHus, TIPUILLJIO BPeMsi PaclipOCTPaHUTh BHIIIe-
yKasaHHble peKOMeH/Ialliy Ha MpesK/ieBpeMeHHbIe
pozbl U IIpesK/IaMIICuio. B aHHOM cTaThe 9TH pe-
KOMEeH/[aLIUM PAaCCMOTPEHBbI He TOJIBKO C MO3ULIKH
YIPOXKAFOLIUX WA TIPUBBIYHBIX BBIKWAZBILIEH, HO
TaK>Ke U 110 OTHOIIEHHIO K Mpeyk/ieBPeMeHHBIM PO-
[laM ¥ Tipe3Kiamriciu. Ha ocHOBe moc/iefHUX TIy-
OnMKaLuii ¥ IMYHOTO KJIMHUUECKOT'O OIbITa IIpej-
CTaBJieHa KOHLIeMLMs UCII0/Ib30BaHus MporecTare-
HOB [iy1s1 TPOMU/IAKTUKY U JiedeHHs BbILIeyKa3aH-
HBIX OCJIO)KHEHHUN OepeMeHHOCTH.

O6uwune 3ameyaHuna
JomKHBI ObITE UeTKO AudQepeHIIPOBaHbI He-
KOTOpble MOMEHThI:
1. KoHuenmus neyeHrs: U KOHLEMLUs podu-
JIAKTHKH.
2. [11vTesbHOCTb UCIIO/IB30BaHUS IIpOrecTa-
reHa U ero jio3a.
3. [omkHa OBITH YETKO YCTAaHOBJIEHAa PpOJb

MUKPOHU3UPOBAHHOIO NPOreCTepoHa U Au-
JiporecTepoHa.

KnvHyueckye 1okasaHusl [Jjis [pPUMeHeHUst
TIPOrecTareHoB /JO/DKHbBI ObITh quddepeHIpoBa-
HBI CJIe/[YIOIIUM 06pa3oMm:

1. Yepoorcarowjuil 8bIKUObILU

Yrpokaroluii BBIKUABIII OTpejensieTcs Kak:
BarvHasjabHOE KPOBOTEUeHHe C COKpallleHHeM Mar-
KU WK 0e3, 11elika MaTKHU 3aKpbITa, Y/IBTPa3ByKO-
BbIM ucciefioBaHueM (Y3U) noATBep)keHa »Kus-
HeCII0COOHOCTH I1/I0/1a.

Wcnonb30BaHue porecTepoHa B TaKMX KJIWHHU-
YeCKUX yCIOBHUSIX — 3TO JIeUeHHe.

2. IlpusblyHOe He8bIHAWUBAHUE

a) TakTrKa BeJileHHUs! >KeHIL[H, UMEeIOL1X B aHa-
MHe3e BbIKW/IBIIIN, C KPOBOTeUeHHeM U COKpallje-
HUEM MaTKd U C MaTOYHOM OepeMeHHOCTBIO MO
JaHHbIM Y3W, 10/DKHA ObITH aHAIOTMYHA TAKOBOM
TP YrPOXKarollieM BbIKU/bILIE.

6) YKeHIMHBI C PeLIUAVBUPYIOIIMMU BBIKU/IbI-
II1aMU TIPY MJIAHUPOBAaHUY OePEMEHHOCTH JI0/DKHbBI
Moy4yaTk TporectareHbl MpoduIakTUYecku IMo-
CJie OBYJISILMU U MOJ, KOHTPOJIEM XOPHOHUUECKOTO
roHagoTponuHa uesnoseka (XI'). B ciyuae noBbI-
wenns XI'U cnenyeT mpoAo/DKUTE TIpUEM Tpore-
CTareHoB B MPO(UIAaKTUUECKUX IIeJISIX.

3. IlpedicoespemeHHble poobl
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a) IIpodunakTika TIpUMEHSIETCS Y >KEHIL[UH,
VMMEIOIINX B aHaMHe3e TpeX/ieBPeMeHHble POJibl
WM KOPOTKYIO LKy MaTKH.

6) JleueHre TIpUMEHSIETCS], KOT/|a POJiOBast iesi-
TeJIbHOCTD yyKe Hauasiach, HO aMHUOTUYeCcKue 060-
JIOUKU He MOBpesK/ieHbl. JTO MOXKHO CZlefaTh Kak C
TOKOJIMTHKaMH, Tak U 6e3 HUX.

4. IIpodpunakmuka npeskaamncuu.

Kakoii mporecrepoH MoOXXeT pacCMaTpUBaTh-
¢ i NpoGUIAKTUKY WIH JIeUeHusi OepeMeH-
HOW YKeHIIMHbI?

Beibop mporectareHa fjisi GepeMeHHbBIX JKeH-
IIMH B OCHOBHOM 3aBUCHT OT 0COOEHHOCTeH KaK-
Joro mporectareHa. He MoryT ObITh MCIO/b30Ba-
HBI TIpOrecTareHbl C aH/IPOreHHBIMH, aHTHaH/PO-
TeHHBIMU W TJIFOKOKOPTUKOUIHBIMU 3(deKTamu
[3].

PaccMOTpUM CiefiyroLiiie TPOreCTareHsbl:

1. MUKpPOHU3HMPOBaHHLIN MPOrecTepoH (Tpe-

VIMYI1leCTBEHHO MHTpPaBaruHaabHO)

2. [OupaporecTepoH (repopaibHoO)

Yepooicarowjull 8bIKUObILU

[Toka3aHreM K WCIIO/Tb30BaHUIO TIpOrecTareHa
y JKEHII[UH C yrpo30i BBIKU/bIIIA SB/ISETCS HE00-
XOJJUMOCTh UMEHHO JIeUeHHs, a He TTPOMUIaKTHKHY,
TIOCKOJIBKY TPOLIeCC, KOTOPBIN HY>KHO JIEUUTh, yKe
Hauascst. [lo/kHa ObITh MPOBe/ieHa OL|eHKAa KH3-
HecrocobHocTH 1ioga 1Mo Y3W U olieHKa COCTO-
SIHUS IIeWKW MaTKW. [T MUKPOHW3HUPOBAHHOTO
TporecTepoHa JO3UPOBKA AJIs1 JIeYeHUs] BapbUpy-
erca mexay 200 u 600 Mr/cyT UHTpaBarMHaJabHO
[2, 5]. OgHako MHOTHE KIUHULIMCTBI CKIOHSIFOTCS
K 11e/1eC000pa3HOCTH TIPUMEeHeHHs! DoJiee BBICOKUX
J103 MUKPOHH3UPOBAHHOI0 MporecrepoHa - 1o 800
MI/CYT.

B oTHOIIeHUM AuAporecTepoHa peKOMeH[yeT-
Csl OJJHOKpaTHbIN MepopasbHbIA TipueM 40 mMr au-
JporecTepoHa C MocieAyoLUM rnepexooM Ha 10
MI JBaKIbl B CYyTKU, TaKXe IepopanbHo. OpHa-
KO B HacTosilljee BpeMsi HaOJIIO@eTCsl TeHZAEHIUs
K YBeIMUeHUIO [103bl JUPOTeCTePOHA TIPH Pery-
JIipHOM Tipueme 110 20 MTr ABa)KJbl B CyTKU. [laH-
HBIM MMO/IX0/] TIPU3HAeTCs afileKBaTHbIM Kutaickum
KOHCEHCYCOM [2] ¥ COOTBeTCTByeT COOCTBEHHOMY
TOAXOy B Halllel K/IMHUKe (HeonyOIMKOBaHHbIE
nanHbie). [Tpu paccMoTpeHMM UCTOpUE OO0Jse3HU
Mpe/ICTaB/sieTCs1 00sI3aTe/TbHBIM MPO/IO/KATh 3TOT
BUJI jieueHus 10 37-1 Hepemm GepemeHHocTH [4],
MOCKOJIbKY TallMeHTKU C TaKMMHU OepeMeHHOCTs-

MH XapaKTepH3yITCs 3HauUTe/lbHO 0ojiee BBICO-
KOW pacIipOCTPaHEHHOCTBIO TIPeK/ieBPeMeHHBIX
POZIOB, TIPEXJEBPEMEHHOTO pa3pbiBa TJIOJHBIX
000/10ueK, 3afIep)KKA BHYTPUYTPOOHOrO pa3Bu-
THs, HU3KOM Macchl Terna pebeHKa MpU POXK/eHUH,
Oosiee BLICOKOW YaCTOTOW TepUHATalbHON CMepT-
HOCTH, a Take Oojee BBICOKMM YpPOBHEM IIpe3-
kiamricud [7, 8, 9]. [ToaToMy B ciiydae yCIemHOro
JiedeHHsI TTPOreCcTareHoM B TIepBOM TPHUMECTpe ero
cieflyeT TIPOJI0JDKaTh BIUIOTH o 37-1 Heplenu Oe-
pemMeHHOCTH [4].

ITpusbluHOe HesbIHAWUBAHUE

TepMuH «IIpUBBIYHOE HeBbIHAIIMBaHWE» WC-
TI0/Tb3yeTCs, KOT/ja Y MaljeHTKU MPOUCXOZAT [Ba,
TPU WM OoJiee MOC/eA0BaTebHBIX CIIOHTAHHBIX
BBIKH/IBIIIIA.

[TpodunakTrka

B MeHcTpyanbHOM IMK/e, B KOTOPOM >KeHIIU-
Ha XO4YeT TOMbITaThCs 3abepeMeHeTb, el CieayeT
Hauarh C [1epopabHOTO TIPUMeHeHus! IUporecTe-
poHa 20 Mr [BaK/Ibl B CYTKH TOC/e OBY/SLUN U
koHTposisi XI'Y. Eciu pocra XT'U He Habsropaet-
Cs1, TIperapar Hy)>KHO OTMeHUTb. Eciin Habmopaet-
cs1 poct XI'U, ynorpebieHue AupOreCcTepoHa B
TOMU yKe JO3UPOBKe ClIeAyeT MPOAo/KaTh A0 37-i
Hegenu GepemeHHOCTH. OTO Hanbosee Garomnpu-
ATHBIM 1 93¢ EeKTUBHBIN TOAX0[, K MPOQUIaKTHKe
TIPY YCJIOBUH, YTO ObUIM YCTpPaHEHbI WW WCKJIIO-
YeHbl [pyrye MaTo/I0rUy, Takue, Kak Tleperopojxa
B MaTKe, MHOMa 1 FreHeTHUeCKle aHOMaJIuU.

ITpu ucnonb3oBanuud 800 Mr/cyT MUKPOHU3HU-
POBaHHOIO MpOreCcTepoHa UHTpaBarvHalbHO B Te-
yeHMe BCero BpeMeHY OepeMeHHOCTH MOC/Ie TI0JI0-
JKUTEJIbHOTO TecTa Ha OepeMeHHOCTSH f10 6 Hefelb
B IPyIINe [IporecTepoHa MpoLeHT )KUBbIX HOBOPO-
JKJIeHHBIX CYIL|eCTBEHHO He OT/IMYaJICs OT Iulalle-
60-rpymmsl (65,8% 1 63,9% cooTBeTCTBEHHO) [6].

B mpyrom ucciieioBaHAY MepopabHOe TIpUMe-
HeHue fuzporectepona o 10 Mr [BaK/bl B CyTKU
TI0CJ/Ie TIOATBEPXK/|eHNs] OepeMeHHOCTH, HauuHas C
4-6 Henenb, fo 20-i Hexenu GepeMEHHOCTH TIPU-
BEJIO K CYI[eCTBeHHOMY CHIKEHUIO YaCTOThI BbI-
kupeiei (6,9% nporus 16,8%, p = 0,04) [10].
B rpymre 370pOBBIX MAlMEHTOK YaCTOTA BBIKHU-
neiieit cocraBuia 3,5% [10]. JnutensHOCTb MC-
T0/1b30BaHus AugporectepoHa (10 20 Hezemb) Mo
CPaBHEHUIO C MUKPOHWU3UPOBAaHHBIM TPOreCTepo-
HOM (710 12 Hezesib) B HAUOO/IbILEH CTeTIeHU 00b-
SICHSIET Pa3uuus B 3¢ (heKTax, OTyIeHHBIX B ITPU-
BeJIeHHBIX MCC/IeI0BaHHUIX.
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3aKnwueHune

Ilepopanbhbli mpuem 20 Mr AWgporecTepoHa
JBaK/IBI B CyTKHM C MOMeHTa yCTaHOBJIeHHs1 Oepe-
MEHHOCTH MO>KET ObITh peKOMeH/[0BaH KeHII[THaM
C MPUBBIYHBIM HeBbIHAIIMBaHUEM B aHaMHe3e.

IpestcoespemeHHble podbl

B meta-ananu3se, omny6iukoBanHoM B 1990 ro-
Iy, OBbIIO MOKa3aHO, UTO BHYTPUMBIIIEUHOE TpH-
MeHeHHe 170-TUpOKCUNPOrecTepOHa Karpoara
TIPUBOJUT K 3HAUUTETbHOMY COKPpAILleHHUIO Tpex-
JleBpeMEeHHbIX POZIOB B COUETaHUU CO 3HAUWTEJIb-
HBIM YJTyullleHueM UCXofoB s rioga [11]. On-
HAKO B KJIMHAYECKYIO TIPAaKTHKY 3TU JAaHHBIE IIIH-
POKO BHeJjpeHbI He ObIv. TToc/e 3TOro HeCKOTbKO
WCCJIe/IOBaHMI T0Ka3a/iu, UTO MHTpaBarkHalbHOe
npuMeHeHre 100-200 Mr MHUKPOHHM3MPOBAHHOTO
MporecTepoHa MPUBeO K 6/1aronpUsiTHBIM KJIUHU-
yecKUM 3¢ ¢deKTaM B OTHOIIEHUU MPOPHUIAKTHKH
TIpeXx/ieBpeMeHHbIX pozoB [12, 13].

BropbIM KpuTepreM /it UCIIO/Ib30BaHUs TIpOTe-
CTepoHa C Lie/bl0 MPO(MUIAKTUKY Tpesk/ieBpeMeH-
HBIX POZIOB SIBJISIETCSI KOPOTKas Iiefika MaTku [14]. B
Kurae ycrierHo ucronb3yercs refib I1porecrepoHa
(pexomeHzoBaHHast jo3upoBka 90 mr/cyT) [2]. Takke
VIMEeTCsI YCTIeLHBIN OMBIT TIPUMeHeHNs] MHUKPOHH-
3MPOBAHHOIO TIPOreCTepOHa MHTPaBarvHaibHO. [0
HAaCTOsIIero BpeMeHH 3(p(eKTHBHOCTb TIPOrecTepo-
Ha He Obl1a pogeMoHcTpupoBaHa [15]. CytectBy-
0T JIMLIb OTZE/bHbIe TyOIUKaLK O PO/ AUJpore-
CTepoHa 115t NPO(HIAaKTUKH TIPeXXeBPeMEHHbIX PO-
noB [16, 17]. HeornyOikoBaHHbIE JIaHHBIE Halliei
TPYIIIbI CBU/IETETHCTBYIOT O BO3MOXKHOCTH MCIIO/b-
30BaHus 20 MI' ;porecTepoHa [JBaXK/bI B CYTKU C
TIPO/IOJDKeHUeM [0 37-1 Hefienu 6epeMeHHOCTH. [l7ist
Jla/IbHeHIIIero rporpecca B JaHHOM 00/1acTh Heo0Xo-
JVIMBI fla/TbHEMIIINe NCCIej0BaHusL.

B cnyvae Hanuuus COKpalleHHWH MaTKu C MH-
TaKTHBIMU TUIOAHBIMUA 000710YKaMy HCII0/1b30Ba-
HUe TIPOrecTareHOB MOXKET OCTaHOBHTb POZOBYIO
JlesATeNIbHOCTD KaK C TOKOJIMTHKaMH, TaK U 0e3 HUX,
uTO OBIJIO MOATBEPXK/IEHO COOCTBEHHBIMU OITy6JTH-
KOBaHHBIMH JJAHHBIMU U pe3y/ibTaTaMu JPYTUX UC-
cnemoBaHui [16, 17].

B Hacrosi1lee BpeMsi IPOZLEMOHCTPUPOBAHO, UTO
JIByKpaTHoe rnpumMeHeHre 20 Mr AuzporectepoHa
B CYTKH IIpeZlOTBpalliaeT IpeXx/jeBpeMeHHbIe POJibl
TIPU MCIOJb30BaHuu ¢ 16-1 mo 37-t0 Hefeno Oe-
PEeMEHHOCTH.

Cy11eCTBYIOT [jBa [MOKa3aHMUs:

1. AmnHaMHe3 NpeXieBpeMeHHBIX POZ0B

2. Koportkas 1ieiika MaTku

JleueHWe TIpe>XJeBPEMEHHBIX POZOB 0e3 pas-
PbIBa TUIOJHBIX 000JI0UEK, M0-BUIUMOMY, SIB/ISET-
Cs1 ellje OFHKUM BO3MOKHBIM TTOKa3aHHEM K TIpHuMe-
HEHWIO IUApOrecTepoHa KakK C TOKOTUTUKAMU WA
6e3 HUX.

Tpogunakmuxa npeakaamncuu

ITokaszaHo, 4TO NMPOreCTepPOH CHUKaeT CUCTOJIH-
yeckoe W [JUacTOJMUeCKoe apTepuabHOe [aBiie-
HUe Kak Y >KeHIL[UH, Tak U y MykuuH [18]. Eme B
1957 roay 6b110 OMyO/IMKOBAHO, UTO, BBO/IS [IPOTe-
CTepOH OepeMeHHbIM JKEeHIIMHAM BHYTPUMbIIIIEU-
HO, MOXXHO H30eXaTh Da3BUTHs TMPe3KIAMIICHH
[19, 20].

Kpowme Toro, 66110 06Hapy>keHo, uto /715t 3 dex-
THUBHOTO JIeUeHUs TIPe3K/IaMIICHY He0OXOMMO exKe-
JIHeBHO BBOJUTb BHYTpUMBILIeyHO oT 20 mo 40 mr
riporecrepoHa [18, 21].

Ho Tonmbko B 2014 roay 6bLI0 OnyGIMKOBaHO
TIPOCIEKTUBHOE PaHJOMHU3UPOBAHHOE UCCre/0Ba-
HUe, B KOTOPOM BIIepBbIe ObII0 MM0Ka3aHo, UTo MpU
repopaabHOM UCIOb30BaHUM  [TUPOTeCcTepOHa
B [03upoBKe 30 MI/CyT JOCTMraeTcsi 3HaUUTe/Ib-
HOe CHIDKEeHHe YaCTOThI Pa3BUTUS TTPeIKTaMIICUI
(p < 0,001) [22]. TIpuem guaporecTepoHa ObLT Ha-
yaT yepe3 5 JjHel 1ocse oBy/siLMu A0 16-1 Hejenu
6epemenHoCTH. OZJHAKO MPOQUIAKTHKA TIPEXK/IEB-
PEMEHHBIX POJIOB 10 TaKOW CXeMe OKasaiach 6e3-
yCIielHou [22], riaBHbIM 00pa3oM u3-3a OTHOCH-
TeJIbHOM paHHel OTMeHBI JU/[pOrecTepoHa.

B petpocriekTriBHOM aHau3e 570 6epeMeHHbIX
JKEHIL[UH, KOTOpPbIM Ha3Hauaau J[AWJporecTepoH
WIA AuAporectepoHa/l7-ru/jpoKCurnporecTepoHa
Kanpoar fio 14-ii - 16-i Heilenu GepeMeHHOCTH, He
Ob110 0OHAPY>KEHO pa3/IUUUi MEX/y TPYTIION /-
ZIporecTepoHa W TPYIINON JuAporectepoHa/l7-ru-
JIpoKcurporectepoHa Kanpoara (6,9% u 9,9% co-
OTBeTCTBeHHO, p = 0,2) [23].

B ogHOM U3 KIMHUUECKHUX CIy4yaeB Mocje Ts-
JKeJIOM TIpesKJIaMIICUU TIPU TepBoi GepeMeHHO-
CTH TIOCJIe POZIOB Obljla UCTIO/Ib30BaHA METUJIZIO-
Ta /i1 KOHTPOJISI TIOBBIIIIEHHOTO apTepHUaIbHOTO
[ABJIEHWs], a TIpU BTOPOW OepeMeHHOCTH Talu-
eHTKa IoJjlyyasa C CaMOro Hauasja rnepopanabHO
30 Mr gujporectepoHa B CyTKH A0 37-i1 Hefienu
b6epemeHHocTH [24]. HuKakuX aHTUTUIIEPTEH-
3UBHBIX TPErapaTroB He MOTpPebOBanOCh, a UC-
X0/l0M OepeMeHHOCTH CTaj XOpOILO Pa3BUTHIN
miazeHel Becom 3760 r (rsaHOBOe KecapeBO
ceuenue) [24].
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