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Lienb uccnepoBaHua: nyyeHme ocobeHHocTel TeuyeHns 6epemeHHOCTH, POAOB 1 NepUHaTasIbHbIX MCXOA0B Y MALMEHTOK C PasUYHbIMU aHOMaNUAMM
pasBuTUA maTku (APM).

Matepuan u metogbl: NPoBeAEH PETPOCNEKTUBHbIN aHaAMU3 UCTOPMIA PofoB 232 NaLMeHTOK, a TaKkXkKe AMHaMMUYeckoe HabalogeHue 1 nuccnegoBaHue
97 naumeHToK ¢ APM, NocTynuBLUIKX ANA poaopaspelleHuns B fopoackoi poaunbHblii gom Ne 1 r. [ywaHbe, KoTopble COCTaBUAKM OCHOBHYIO Tpynny,
1 38 OTHOCUTENBbHO 340POBbIX HEPEMEHHDBIX U POKEHMLL, COCTaBMBLLUMX TPYRNY CPaBHeHUA. M3yyeHbl 0COBEHHOCTM TeueHUs bepeMeHHOCTH, POLOB,
nepuHaTabHble Ucxoabl, Mopdonoryeckne ocobeHHOCTU NOCNEO0B Y POKEHUL, C PasnnyHbIMKM popmamu APM.

PesynbTathl: UCCef0BaHNE BbIABU/IO BbICOKYH YacTOTY Yrpo3bl HeBbIHALIMBAHUA U HEJOHALUMBAHMA Y NaLMeHToK ¢ APM, KoTopas npusena K camo-
NPOU3BOSIbHOMY BbiKMAbIWY (7,2%), HepassuBatowweiica bepemeHHoCTY (3,1%) 1 npexaeBpemeHHbIM pogam (11,8%). Habntoganock obocTpeHue
XpOHUYecKoro nuenoHedputa Ha GoHe 6O/LLIOTO YMCA MOYEUHbIX MATOMOMMIA BO BCeX TPEX TpUMecTpax bepemeHHOCTU. Bo BTopom TpumecTpe be-
PEMEHHOCTU OTMEYANNCh MPU3HAKKU BHYTPUYTPOBHOM MMNOKCHM U 3ai€PXKKM Pa3BUTHA NAOA], KOTOPbIE NOATBEPKAANINCH AaHHBIMU YIbTPa3BYKOBOTO
UCCNe0BaHMA: 3a4ePKKa BHYTPUYTPOBHOTo passuTua nioaa bbina anarHoctuposaHa y 12 naumeHTok (14,1%), a HapyLieHue MaToYHO-NAaLeHTapHO-
r0 M/WAW NN0A0BO-M/IALLEHTaPHOIO KPOBOTOKA, MO AaHHbIM gonnaepomeTpum, —y 25 (29,4%), Bnocneactsunm 8 4 cnyyasx (4,7%) mena MecTto aHTeHa-
Ta/lbHas CMepTHOCTb. Posibl HAMBO/IeE YACTO OCNIOKHANNCL aHOMaIel POLOBOM AeATenbHOCTM (35,3%), NpexaeBpemMeHHON OTCIONKOW HOPMaNbHO
pPacnonosKeHHoI naaueHTbl (4,8%), rMNepTEH3UBHBIMK HapyLweHuamu (23,5%), B 2 caydasx (2,3%) — yrpo3oii u B ogHom (1,2%) — pa3pbiBOM MaTKM.
TasoBoe npeg/iexkaHve naoga (27,1%) v HenpasunbHoe nonoxeHve naoga (17,3%), a TakKe OCNOKHEHUA B POAAX, TaKMe KaK aHOMaaus POA0BOW
AeATenbHocTy (35,3%), yrpo3a paspbiBa MaTKM 1 €€ pa3pbiB, CTaav NPUYMHON abA0MUHANIBHOTO poaopaspelleHms B 82,3% cnyyaes, KoTopble B 78,5%
HabtogeHWi Npu aByporoi MaTke 6blIM NPOBEAEHbI B IKCTPEHHOM nopsaake. Mopdonornyeckue nccnegoBaHna 06HapYKUAM NaToNOrMYeCcKme us-
MEHEHWA BO BCEX MTMCTOCTPYKTYpax NocaefoB poanunbHuL, ¢ APM.

3aKnloueHue: NosyyeHHble pesynbTaTbl UCCNef0BaHUI NMPOAEMOHCTPUPOBaAAU HebaaronpuaTHoe BanaHue APM Ha Bcex 3Tanax bepemeHHOCTU u
POZ0B, YTO AUKTYET HEOOXOAMMOCTb U BaXHOCTb PaHHEN AMArHOCTUKM U KOMMIEKCHOTO HabitoaeHNs 33 6epeMeHHbIMU M POKEHULL@MM C BPOKAEH-
HbIMW aHOMA/IMAMM MaTKU, @ TaKXKe MPUMEHEHUA CreLManusnpoBaHHOTO NOAX0AA K BeAeHWI0 bepemMeHHOCTU U NPodUNaKTUKe aKyLLIePCKUX PUCKOB
[NA YNYYLWEHUA €€ UCXOA0B M CHUXKEHUA MAaTEPUHCKOM W NepuHaTanbHON 3a601eBaEMOCTU M CMEPTHOCTU.

KntoueBble cnoBa: aHoMasusA pa3gumus MAmKU, caMOnpou380bHbIll 8bIKUObIW, 3a0epHKa 8HympuympobHo2o0 pocma na00a, Kecapeso ceyeHue,
naayeHmMapHasa HedocmamoYyHoOCMe.

Ona yntuposanusa: Uavesa WX, Jogxoesa M®. bepeMeHHOCTb U POAbI Y MKEHLLMH C aHOMANUAMM PA3BUTUA MaTKW. BecmHuk AsuueHHsl. 2025;27(3):542-
58. https://doi.org/10.25005/2074-0581-2025-27-3-542-558
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Objective: To study the course of pregnancy, childbirth, and perinatal outcomes in patients with various congenital uterine anomalies (CUAs)
Methods: A retrospective case-control study was conducted involving the maternity records of 232 patients, along with monitoring and examination
of 97 gravidas with CUAs admitted to City Maternity Hospital No. 1 in Dushanbe, Republic of Tajikistan for delivery. Gravidas with CUAs formed the
main group. Additionally, a control group was established, consisting of 38 healthy gravidas and puerperants. The study focused on examining the
characteristics of pregnancy, labor, perinatal outcomes, and the morphological features of the placenta in gravidas with CUAs.

Results: The study found a high incidence of threatened miscarriage and premature birth among gravidas with CUAs. Both conditions resulted in
spontaneous abortions in 7.2% of cases, non-viable pregnancies in 3.1%, and premature births in 11.8%. Additionally, there were elevated rates of
chronic pyelonephritis recurrence alongside various other renal conditions throughout all three trimesters of pregnancy. From the second trimester
onward, signs of intrauterine hypoxia and fetal growth retardation were observed. Ultrasound assessments confirmed these findings: intrauterine
growth retardation was diagnosed in 12 patients (14.1%), and placental insufficiency was identified in 25 cases (29.4%). Unfortunately, there were four
cases (4.7%) of antenatal mortality reported as well. The most common delivery complications were abnormal labor (35.3%), hypertensive disorders
(23.5%), placental detachment (4.8%), two cases (2.3%) of threatened uterine rupture, and one case (1.2%) of uterine rupture. Breech presentation
(27.1%) and fetal malposition (17.3%), along with complications during labor such as abnormal labor (35.3%), threatened uterine rupture, and uterine
rupture, accounted for CS in 82.3% of cases. Among those with a bicornuate uterus, 78.5% of CS were performed as emergencies. Morphological
studies showed pathological changes in all components of the placenta in women with CUAs.

Conclusion: The research findings revealed that CUAs have adverse effects throughout all stages of pregnancy and childbirth. These findings highlight
the necessity for early diagnosis and thorough monitoring of gravidas, parturients, and puerperants with CUAs. It is essential to adopt a specialized
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approach to managing their pregnancies and preventing obstetric risks to improve outcomes and reduce both maternal and perinatal morbidity and

mortality.
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BBEAEHUE

BpoaEHHble aHOManuK passuTvA maTtku (APM) ssnstotea oa-
HOW M3 aKTya/bHbIX NPO6IEM COBPEMEHHOM TMHEKONIOMMM U penpo-
[YKTOIOMMM, NMOCKO/IbKY OKa3blBalOT 3HAUMTEIbHOE HEraTMBHOE B/N-
AHWE Ha TedyeHne bepemMeHHOCTM 1 aKyLlepcKue ucxoabl. Mo AaHHbIM
Pa3NNYHbIX aBTOPOB, B MOC/AELHMUE FOAbl OTMEYAETCA POCT YaCTOTbl
BPOMAEHHbIX MOPOKOB Pa3BUTMA OPraHOB U CUCTEM Y XKEHLUMH, BKItO-
4as aHOMa/IMKU CTPOEHMS NONOBbIX opraHos [1-3].

dopmMpoBaHME JaHHbIX aHOMA/UIA CBA3AHO C HapyLUEHUAMU
npoueccoB AnPdepeHLMPOBKM, CAMAHMA U pe3opbumn napameso-
HedpUYEeCKMX (MI0N1NEPOBbIX) MPOTOKOB B 3mbpuoreHese. B 3aBu-
CMMOCTM OT XapaKTepa 3TUX HAPYLEHWI Pa3BMBAOTCA Pa3/IMyHble
bopmbl NOPOKOB: areHesns, rMNONAasua, O4HOPOras, ABYpOras, cesl-
NOBMAHAA MaTKa, BHYTPMMATOYHAA NEPEroposKa U yaABOEHWE MaTKM
[4-6].

KnnMHMYecKan 3HaYMMOCTb BPOXKAEHHBIX aHOMaNWM MaTKu 06-
YCNOB/IEHA UX BblPaXKEHHbIM BAMUSHWEM Ha PENPOAYKTUBHbIE U Ne-
puHaTanbHble ncxodbl. 0 HEKOTOpPbIM AaHHbIM, Hanndne APM He-
raTUBHO B/IMAET HAa MMMNAHTALMIO, Pa3BUTME NIOAA U COXPaHeHue
6epeMeHHOCTH, CYLLLECTBEHHO NOBbLILIAA PUCK HEBAAronpUATHLIX pe-
NPOAYKTUBHBIX UCXOA0B. B YacTHOCTY, Y KeHLwmH ¢ APM 3HaunTenbsHO
yalle OTMEYaoTCA TakMe OCNOXKHEHWSA, KaK CaMOMNpPOM3BO/IbHbIE Bbl-
KMAbILIW, NPEXAEBPEMEHHbIE POAbI, HEMPABUABHOE Npea/ieaHue
nno4a, KecapeBo CeYEHWE, OTC/I0MKa HOPMAsIbHO PACMOIOKEHHOM
NNALEHTbI, 334€PKKa BHYTPMYTPOBHOro pa3suTua naoaa (3BYP), BHy-
TpuyTpobHan rmbenb Nnoga, NepuHaTanbHaA CMEPTHOCTb, @ TaKKe
MNCTMUKO-LLEPBMKAbHAA HEAOCTaTOYHOCTb [7-9].

MpviBeséHHble GaKTbl MOATBEPMHKAAOTCA U APYTMMU UCCNEn0-
BaHMAMW. Tak, HEKOTOPblE aBTOPbI CBA3bIBAIOT MPEXAEBPEMEHHbIE
poabl 1M 3BYP ¢ HapylleHMeM MATOYHOTO KPOBOTOKA M CHUMNKEHMEM
COKPATUTENbHOM CMOCOBHOCTM MaTKW BCIEACTBME YMEHbLUEHWUA Mbl-
LweyHoit maccbl [9]. B ogHOM M3 MeTa-aHann30B, NOATBEPKAEHO, YTO
BPOXAEHHBIE AHOMA/IMM MIONINEPOBBIX MPOTOKOB MPEACTaBAAT CO-
6011 BaXKHbIN HAKTOP PUCKA NPEXKAEBPEMEHHON OTCNIOMKM HOPMa/ib-
HO pacnonoseHHow naaueHTbl (MOPHM) — ogHOro M3 cambix CepbEes-
HbIX OCNIOXKHEHUI bepemeHHocTy [10].

MTOMUMO OCNONKHEHUI BO BPeMA BEPEMEHHOCTU, Y KEHLLMH C
APM 3HauuTeNbHO Yalle BO3HUKAET HEOBXOAMMOCTb B ONepaTMBHOM
ponopaspelleHnn. YactoTa Kecapesa cedeHus (KC) B aToit rpynne 3a-
METHO BbILLUE, YEM Y XKEHLUMH C HOPMaNbHOW aHaTomuen MaTku. Oc-
HOBHbIMM MPUYMHAMM MOBbLILIEHHOTO YPOBHA OMEPATUBHbIX POAOB
ABNAIOTCA HENPaBMNbHOE NONOMKeHWe Naoga (Ta3oBoe MW nonepey-
HOEe) M AMCKOOPAMHALMA POAOBOW AEATENbHOCTU. ITU OC/IOXKHEHUA
06bIYHO CBA3aHbI C aHATOMUYECKMMU OCODEHHOCTAMM MATKM, KOTO-
pble OrpaHMYMBAOT MPOCTPAHCTBO A/1A NPABMIbHOMO Pa3MELLEHUA
N104a, a TaKXKe C HapyLeHMeM COKPaTUTENbHON QYHKLMU MUOME-
TpWSA, YTO 3aTPYAHAET HOPMasIbHOE NpoTekaHue poaos [11, 12].

CnepyeT OTMETUTb, YTO BO MHOTUX cny4asx APM npotekatoT bec-
CMMMTOMHO M BbIIBAAIOTCA CNY4altHO — NpK 06Cef0BaHMM NO NOBO-
Ay 6ecnnoams, HapyLUeHWUI MEHCTPYaNbHOMO LIMKAA UK YIKEe B XO4e

INTRODUCTION

CUAs are significant concerns in modern gynecology and
reproductive medicine, as they can adversely affect reproductive
outcomes. Recent studies have indicated an increasing incidence
of congenital malformations in women, including structural
anomalies of the reproductive organs [1-3].

The development of CUAs is linked to disturbances in the
differentiation, fusion, and resorption processes of the parame-
sonephric (Miillerian) ducts during embryonic development.
Depending on the nature of these disturbances, various types of
anomalies may emerge, including agenesis, hypoplasia, unicornu-
ate uterus, bicornuate uterus, arcuate uterus, intrauterine sep-
tum, and uterus didelphys [4-6].

The clinical significance of CUAs is due to their pronounced
impact on reproductive and perinatal outcomes. Research indi-
cates that CUAs negatively impact implantation, fetal develop-
ment, and the maintenance of pregnancy, significantly increasing
the risk of adverse reproductive outcomes. Specifically, women
with CUAs are more likely to experience complications such as
spontaneous miscarriages, premature births, fetal malpresenta-
tions, the necessity for cesarean sections, placental abruption,
intrauterine growth retardation (IUGR), intrauterine fetal death,
and perinatal mortality, as well as isthmic-cervical insufficiency
[7-9].

Additional studies support the facts above. Some research-
ers link premature birth and IUGR to reduced uterine blood flow
and decreased uterine contractility, which may be due to dimin-
ished muscle mass [9]. A meta-analysis has confirmed that Miille-
rian duct anomalies are associated with an increased risk of pla-
centa abruption, a serious pregnancy complication [10].

Women with CUAs face a higher likelihood of complica-
tions during pregnancy. They are significantly more likely to
require operative deliveries, such as cesarean sections (CS),
compared to women with normal uterine anatomy. The primary
factors contributing to the increased rate of operative deliver-
ies include fetal malpositions, such as breech or transverse, and
discoordinated labor activity. These complications are typically
linked to the anatomical anomalies of the uterus, which create
space limitations for the fetus and interfere with effective uter-
ine contractions, thereby complicating both pregnancy and la-
bor [11, 12].

It is important to note that in many cases, CUAs are asymp-
tomatic and are often discovered incidentally during examina-
tions conducted for other reasons, such as infertility, menstrual
cycle disorders, or even during pregnancy and childbirth. These
developmental defects are linked to an increased risk of deliver-
ing babies with low birth weight for their gestational age, fetal
malpositioning, recurrent spontaneous miscarriages, and infertil-
ity. Generally, the severity of reproductive complications tends to
correlate with the extent of the anomaly [13-15].
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6epemMeHHOCTV U pofoB. Tak1e NOPOKU Pa3BUTUA CBA3AHbI C MOBbI-
LIEHHbIM PUCKOM POXKAEHWUS LeTel C HU3KOW MAccoii Tena ans recta-
LIMOHHOTO BO3pPACTa, HEMPABM/IBHOTO MOMOXKEHWS M104A, NOBTOPHbIX
CaMOMpPOM3BO/IbHBIX BbIKMABILWEN U Becnaoaua. Mpu 3TOM BbIpaeH-
HOCTb PENPOAYKTUBHbIX HApPYLIEHWUI, KaK NPaBM/IO, KOPPEIUpYeT ¢
TAMECTb0 aHoManuu [13-15].

HecmoTps Ha HaKOMN/IEHHbIN KIMHUYECKUIA OMbIT, HEPELIEHHBIMU
0CTaoTCA BONPOCHI CBOEBPEMEHHOM ANATHOCTVKM, NPEArpaBrUaapHOI
NOATOTOBKU, MHAMBUAYANN3ALLMM TaKTUKM BEPEeMEHHOCTM U Poaopas-
peweHuna. KomnneKcHbIn aHanus teyeHus rectauuu y sTux XeHuwmH
MMEEeT BaXXHOe Hay4yHOE M MPaKTUYECKOE 3HaYeHWe ANA yayylleHWs
aKyLUEPCKUX W NEePUHATa/IbHbIX UCXOL0B.

LLENb UCCNEAOBAHMUA

N3yunTb 0COBEHHOCTM TeueHUs BepeMeHHOCTH, POAOB M Nepu-
HaTa/IbHbIX MCXOA0B Y NALMEHTOK C Pa3INYHbIMM aHOMANMAMM Pas-
BUTMA MaTKM.

MATEPUAN U METOADbI

B pamkax uccneposaHus Bbliv NpoaHanU3MpOBaHbl UCTOPUK
poaoB 232 naLMeHTOK, a TaK¥Ke BbIMOJIHEHO AMHAMUYEecKoe Habio-
ZeHune 97 weHwwH ¢ APM, rocnutanusvpoBaHHbIX B opoackoi po-
AnnbHbIv gom Ne 1 r. lywaHbe. 3T1 naumeHTKM COCTaBUIN OCHOBHYIO
rpynny uccnefoBaHus. B kauecTse rpynnbl cpaBHeHNsA 6blamn BbIGpaHbl
38 OTHOCWTENBHO 3/10POBbIX HePeMEHHbIX U POXKEHUL, Bbin n3yue-
Hbl 0COBEHHOCTH TeueHUA BepeMeHHOCTU U PoAoB, NepuHaTasbHble
UCXOAbl, @ TaKKe MopbONOr1YecKmne XxapakTeEPUCTUKM NOCNE0B KeH-
LMH € pasnnyHbiMu dopmamu APM 1 B rpynne cpaBHeHUs.

[OunarHoctnka APM npoBoauaacb Ha OCHOBAaHUWM KAMHUYECKUX
[laHHbIX, YacTo MHTpaonepaunoHHo (48,5%), npu nocTynaeHuu Ha
poabl (29,9%), npy NpeaplayLwmx onepauusx (8,2%), a TakKe Npu yib-
TPa3BYKOBOM MCCNeaoBaHMK B cTaumoHape (10,3%). Ctpyktypa APM
6blna NpescTaBneHa ABYPOroi matkoi B 45 (46,4%) cnyyasx, ceano-
BUAHOW MaTKoi B 42 (43,3%) cnydasx, ogHOpOroi matkoit B 4 (4,1%)
C/ly4anx, CENTUPOBAHHON MaTKoW W apyrumu dpopmamu B 6 (6,2%)
cnyyasx.

[ns pelueHvs nocTasneHHbIX 33434 BbINOIHEH PETPOCMEKTUB-
HblIli aHaNM3 KapT BEPEMEHHOCTY U UCTOPWMIA POLLOB, a TaKKe NPOCMEK-
TUBHOE HabnogeHne BepemeHHbIX KeHWwH. Lenblo nccnegosaHma
6b11 cOop 06LLEN MHDOPMALYMM O NALIMEHTKAX, BKIKOYAIOLLEN XKU3HEH-
HbI aHAMHe3, PenpoayKTUBHbIA aHaMHe3, AaHHble 0 3aboneBaHuAX,
a TaKXe MOHUTOPUHT TeueHns BepemMeHHOCTH, PoAoB U NOcAeposo-
BOrO NEPUOAQ, a TaKXKe COCTOAHMA NA0AA U HOBOPOKAEHHOTO.

Mopdonoruyeckme nccaefoBaHUs BbiNnosHeHb! Bo Il natonoro-
aHaTOMMYECKOM OTAeneHun HauMoHanbHOro MeaMLMHCKOro uccne-
[l0BaTeNbCKOrO LLEHTPA aKyLIepCTBa, TMHEKONOMMM U NEePUHATONOMMN
UM. akaZiemuka B.M. Kynakosa, Kyga 6biin [0CTaBNeHbl cpesbl na-
LEHTbI M3 COOTBETCTBYIOLLMX Pa3fenos nocnesa. MiccnenosaHusa 6biam
nposefeHbl N0J, PYKOBOACTBOM 3aBeytoLero Il natonoroaHatommnye-
CKUM OTAeneHunem, A.M.H., npodeccopa LLgronesa AnekcaHapa Msa-
HOBMYa.

B cooTBeTCTBUM C pernameHTUPYOLWMMU JOKYMEHTaMK, OT BCeX
NaumMeHToK 6bl10 NonyYeHo A06POBOIbHOE MHPOPMMUPOBAHHOE CO-
rnacue Ha y4actue B UCCnenoBaHum U 0bpaboTky CBOMX MepcoHasb-
HbIX JAHHBbIX.

[aHHble 6b11n cobpaHbl U NpPoaHaNN3MPOBaHbI C UCMOb30Ba-
HMeM MpuKnagHoro naketa Microsoft Excel 2000 (Microsoft Corp.,
Redmond, WA, USA). Take AaHHble 6bliM UMNOPTUPOBaHbI B NPO-
rpammy IBM SPSS Statistics Bepcum 26.0 (IBM Corp, Armonk, NY,
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Despite the wealth of clinical experience, challenges related
to timely diagnosis, prenatal care, and the individualized manage-
ment of pregnancy and delivery methods in women with CUAs
continue to be unresolved. Conducting a thorough analysis of the
gestational course in these women holds significant scientific and
practical importance for enhancing obstetric and perinatal out-
comes.

PURPOSE OF THE STUDY

To study the course of pregnancy, childbirth, and perinatal
outcomes in patients with various congenital uterine anomalies
(CUAs).

METHODS

A retrospective case-control study was conducted involving
the maternity records of 232 patients, in addition to monitor-
ing and examination of 97 gravidas with CUAs admitted to City
Maternity Hospital No. 1 in Dushanbe, Republic of Tajikistan, for
delivery. These patients comprised the main group. For compari-
son, a control group of 38 healthy gravidas and puerperants was
selected. The study analyzed the course of pregnancy and labor,
perinatal outcomes, and morphological characteristics of the pla-
centas in women of both groups.

The diagnosis of CUA was established based on clinical data,
often intraoperatively (48.5%), upon admission for labor and de-
livery (29.9%), during previous operations (8.2%), and through
ultrasound examinations conducted in the hospital (10.3%).
The spectrum of CUAs included a bicornuate uterus in 45 cases
(46.4%), an arcuate uterus in 42 cases (43.3%), a unicornuate
uterus in 4 cases (4.1%), and a septate uterus and other CUAs in
6 cases (6.2%).

A retrospective analysis of maternity records and moni-
toring of pregnant women was conducted. The study aimed to
gather comprehensive data about the patients, including their
personal and reproductive histories, medical conditions, and the
progression of pregnancy, childbirth, and the postpartum period.
Additionally, the study focused on assessing the condition of both
the fetus and the newborn.

Morphological studies were conducted at the 2nd Depart-
ment of Anatomical Pathology of the National Medical Research
Center for Obstetrics, Gynecology, and Perinatology, named af-
ter Academician V.. Kulakov in Moscow, Russia. The microscopic
preparations of placental tissue were provided for these studies.
The morphological evaluation was conducted under the guidance
of Dr. Alexander Ivanovich Shchegolev, MD, PhD, DMSc, Profes-
sor of Pathology, head of the Second Department of Pathological
Anatomy.

All patients provided voluntary informed consent to partici-
pate in the study and to process their personal data.

The collected data were analyzed using the Microsoft Ex-
cel 2000 spreadsheet application (Microsoft Corp., Redmond,
WA, USA). It was also imported into IBM Corp (2019), IBM SPSS
Statistics for Windows. Version 26.0 (IBM Corp, Armonk, NY,
USA) for further analysis. For quantitative samples, medians
with interquartile ranges were calculated, expressed as Me [Q1;
Q3]. For qualitative variables, proportions were determined.
Differences between quantitative data were assessed using
the Mann-Whitney test. For analyzing categorical data, the chi-
square test for contingency tables and Fisher's exact test were
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USA). [Ina KoNMYecTBEHHbIX BbIBOPOK PACCUMTbIBAANCL MefuaHbl C
MEKKBAPTUIbHbIM MHTepBaiom Me [Ql; Q3], a ANA KauecTBEHHbIX
noKasatenei — 4o, Pasnuumna mexay KonnyecTBeHHbIMU AaHHbIMU
onpeaenanucb no kputeputo MaHHa-YuTHu. 1na aHanusa Kateropw-
a/IbHbIX AaHHbIX MPUMEHANCA KPUTEPUI XU-KBAZPAT ANA NPOU3BO/b-
HbIX TabanL, 1 Kputepuii Guiuepa. CTaTUCTUYECKM 3HAUUMbIMU CYUTa-
nmcb pasnnuna npum p<0,05.

PE3Y/NILTATbI U UX OBCYXXOEHUE

OnpegeneHa Yactota APM B guHamuke 2015-2024 rr., KoTopas
B 2015 coctasuna 0,2% nnmn 1:483 pogam, a 3a 10 neT nocreneHHo
yBennunnace B 3 pasa — 0,6% nam 1:159 pogam. CTpyKTypa 3T0i na-
TONIOTMW B NPOCMEKTUBHON rpynne, T.e. 3a 2022-2024 rr., npuseaeHa B
Tabn. 1, cpeam KOTOpoit aMamposanu asyporas (46,4%) v cepnosua-
Has (43,3%) maTku. MonyyeHHas Hamu CTPYKTypa aHOManuit ¢ npe-
obnasaHviem ABYpPOroi MaTKM COrNacyeTca ¢ AaHHbIMM MaclTabHbIX
3apybeKHbIX WUCCNefloBaHWIA, rae AByporas MaTKa TaKke ABiseTca
Hambonee yacTo anarHocTupyemoit APM (73,4%) [16].

BbifiBNeHHasn B Hallem MCCNefoBaHWUM obLias yactota APM Ha
coBpemeHHom 3Tane (0,6%) NpeBbllaeT BEpPXHIOK TPaHWLYy MoKa-
3aTenei, TPaAMLMOHHO NPUBOAUMbIX B MTepaType Ana obuiei no-
nynauum (0,2-0,4%) [1]. Mbl cBA3bIBAaEM 3TO HE C UCTUHHBIM POCTOM
3260/1€BaeMOCTH, a C KapAYHaNbHbBIM Y/yyLLeHUEeM AUArHOCTUYECKUX
BO3MOXHOCTE: NOBCEMECTHOE BHEAPEeHMe COBPEMEHHbIX METOA0B
BM3yanum3aumm, Takux Kak 3D-Y3U, no3BonseT BbIABAATL paHee Hean-
arHocTMpyemble GopmMbl aHoManwi [3].

TakKe caenaHa nornbiTKa BbIACHEHUA (AKTOPOB PUCKA pa3su-
A APM y obcnefoBaHHbIX NaUMEHTOK. Tak, yCTaHOBAEHO, YTo 28
NPOCMNEeKTUBHO 06CNe0BaHHbIX NALMEHTOK (28,8%) Gbin poXKaeHbI
8 1992-1997 rr., T.e. BEPEMEHHOCTb M POAbI UX MaTepeit CoBManu ¢

Tabnauya 1 PacnpedeneHue nayueHmMoK ocHogHoU 2pynnsi no munam APM

[Byporaa maTka
Bicornuate uterus

CepnoBuaHan matka
Arcuate uterus

OpHoporaa maTKka
Unicornuate uterus

MN30nnpoBaHHan neperoposka Bo Baaranuie
Isolated vaginal septum

CenTMpoBaHHAA MaTKa

Septate uterus

PyanmeHTapHbIl por

Rudimentary horn (uterus bicornis cum cornu rudimento)
YaBOEHWe LWenKMU MaTKu

Bicornuate bicollis uterus

ATpe3ua LepBM1KaNbHOIO KaHana

Cervical atresia

CoueTaHHble NOPOKMU

Combined CUAs

[lByporas maTKka+neperopojxKa Bo Bnaraauiue
A bicornuate uterus with a vaginal septum

D,Byporaﬂ MaTKa+yaBoeHne M7 MaTKn+neperopoaKa Bo Baaranuviie

A bicornuate uterus with a double cervix and a vaginal septum

CefNoBMAHAA MaTKa+NeperoposKa Bo BaaraauLLe
Arcuate uterus with vaginal septum

utilized. Differences were considered statistically significant
when p<0.05.

RESULTS AND DISCUSSION

The rates of CUAs were observed from 2015 to 2024. In
2015, the incidence was recorded at 0.2% (1 in 483 births). Over
the course of ten years, this rate gradually increased threefold
to 0.6% (1 in 159 births). In the main group for the years 2022
to 2024, the CUAs' distribution is presented in Table 1. The most
common types of CUAs identified were bicornuate (46.4%) and
arcuate (43.3%) uteruses. Our findings regarding the predomi-
nance of the bicornuate uterus align with data from large-scale
international studies, which similarly report that the bicornuate
uterus is the most frequently diagnosed type of CUA (73.4%) [16].

The study found a 0.6% incidence of CUAs, which exceeds
the traditional 0.2-0.4% range sometimes cited for the general
population [1]. We believe that the increase in incidence rates
is not due to an actual rise in cases, but rather a significant im-
provement in diagnostic capabilities. The widespread use of mod-
ern imaging techniques, such as 3D ultrasound, allows us to de-
tect subtler or previously overlooked anomalies [3].

An effort was made to identify the risk factors associated
with the development of CUAs in the patients examined. It was
found that 28 of the 97 patients surveyed (28.8%) were born be-
tween 1992 and 1997, a period that coincided with the Tajik Civil
War. During this time, many mothers experienced stress, nutri-
tional deficiencies, and disruptions to their homeostasis, which
may have contributed to the health issues of these patients.

In a retrospective examination of 230 women, seven pa-
tients (3.0%) reported having parents who were in consanguin-

Table 1 Distribution of CUAs in the main group

OcHoBHas rpynna (n=97)
Main group (n=97)

n %
45 46.4
42 43.3

4 4.1

2 2.1

1 1.0

1 1.0

1 1.0

1 1.0

6 6.2

4 4.1

1 1.0

1 1.0
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Puc. 1 AHanu3 omHoweHUs WaHcos hakmopos pucka pasgumus APM

Fig. 1 Odds ratios of risk factors associated with the development of
CUAs

KOHQIMKTHBIM MEPUOAOM B CTPAHE, KOTOPbI CONPOBOXAANCA CTPeC-
CaMU, HapyLUeHUeM NUTaHUA Y TOMEeOCTa3a MHOMMX NaLMEHTOK.

B 10 }Ke Bpems B rpynne peTpocrneKTMBHO 06C/1eA0BaHHbIX KeH-
wyH (n=230) y 7 (3,0%) NaumMeHTOK BbIACHMACA 61M3KOPOACTBEHHbIV
6pak y poguteneit ny 9 (3,9%) — oTAroWEHHANA HACNeACTBEHHOCTb —
aHOMaIMM Pa3BUTUA Pa3NNYHbIX OPraHOB Y POACTBEHHUKOB, O4HAKO,
aHaNM3 OTHOLLEHMA WaHCOoB (puc. 1) MoKasan, YTo eAMHCTBEHHbIM
dakTopom passutna APM cpean npuBeAEHHbIX NMPUYMH OKa3anacb
HacNeaCTBEHHOCTb. ITO COrNAcyeTca ¢ AaHHbIMM APYTMX aBTOPOB, r4e
yKa3bIBaeTca Ha 12-KpaTHOe NOBbILIEHWE PUCKA MIONIEPOBbIX aHOMA-
NIy POACTBEHHMKOB NEPBOW CTeMeHn poacTea [5].

Moutn oaHa Tpetb (31,0%) vccneaoBaHHbIX HaMM NaLUMEHTOK
obpatunack B LieHTpbl penpoayKTUBHOMO 340p0BbA U Oblia B3ATa Ha
YYET B cpoKM bepemeHHOCTM Bonee 13 Hepgenb. CpesiHWI CPOK NepBo-
ro Bu3uTa coctasun 13,1 Hepento. Kak 6bi10 yKasaHO Bbilue, BCEro B
21 (21,6%) v3 97 cnyyaes naLMeHTOK NPOCMEeKTMBHOM rpynnbl — APM
6bl1M 06HAPYKeHbl Ha aHTeHaTa/lbHOM ypoBHe. B nperpasugapHom
nepuoge cpeaHan macca naumeHTok ¢ APM 6blna Ha 5 Kr meHblue,
Yem B rpynne cpaBHeHWs, B KOHLLE 6epemMeHHOCTH 3Ta pa3Huua bbina
noytn 7 Kr. CnepoBatenibHo, M NpubaBka macchl 3a 6epeMeHHOCTb
6bln1a MeHbLUe 1 cocTaBuna B cpegHem 10,9 Kr npoTtms 12,3 Kr B rpyn-
ne cpaBHEeHMA.

B nepsom TpumecTpe rectauum 6epemeHHOCTb Y NaLMEHTOK C
APM xapaKTepu3oBanacb CTaTUCTUYECKM 3HAUMMO C Bonee BbICOKOM
YacToOTON OCNIOKHEHWUI MO CPABHEHMIO C FPYNNoi cpaBHeHuA. Hanbo-
Nlee pacnpoCcTPaHEHHbIM OCNOXKHEHMEM bObifia pPBOTA HepemMeHHbIX,
KoTopas BCcTpevanach B 1,6 pasa yale (46,4% npoTtus 28,9% B rpynne
cpaBHeHus; p=0,045). YacToTa yrposKatoLLEero BbIKMAbILA Takxe bbina
BbICOKA M cocTaBuaa 30,9%, T.e. MOUTH Y KaXKA0M TPETbEW, Npu 3TOM B
3 cnyyanx NPou3oLLEN CaMONPOU3BObHbIN BbIKMABILL, B 3 — Npoun3Bse-
[leHO UCKYCCTBEHHOE NpepblBaHNe HepeMeHHOCTH.

M3 91 naupeHTkn ¢ APM, npogomkumeLuei BepemMeHHOCTb BO
BTOpPOM Tpumectpe, y 18 (19,8%) coxpaHanacb KAMHWMKa yrposbl
npepbiBaHWA, YTO MOYTM B [iBa pa3a Yalle, Yem B rpynmne cpaBHEHUA
(10,5%; p>0,05). Y 5 (5,5%) *eHLmH pBoTa bepeMeHHbIX NPoAoKa-
nacb o 18 Hepenb rectaumu. Y Kaxaow Aecatoit naumeHTku (9,9%)
6b1710 OTMEYEHO 0B6OCTPEHME XPOHWUYECKOTO NenoHedpuTa, 4to ObiNo
COMOCTaBMMO C YacToTow B rpynne cpasHeHusa (10,5%). HecmoTps Ha
NPOBOAMMYIO Tepanuio, y 4 (4,4%) KeHLLMH NPOU3OLLEN CaMONpPOom3-
BOJIbHbIV MO34HMI BbIKMAbIW. EWE B 2 cryyasax bepeMeHHOCTb bbina
npepBaHa No MeAWLMHCKUM MOKa3aHUAM, B CBA3W C AWMArHOCTMPO-
BaHHLIMU TAXKENBIMU BPOXKAEHHBIMU aHOMANMUAMM NA0AA (CUHAPOM
[JayHa v ruapouedanus). Takum 06pasom, BO BTOPOM TpumecTpe be-
PEMEHHOCTb NPepBanachb B 06LEN CNOKHOCTU Y 6 (6,6%) NaLMEHTOK
OCHOBHOW rpynnbl.

MonyyeHHble HAMM JaHHbIE O BbICOKOM YPOBHE aKyLLEPCKMX No-
Tepb B NePBOM 1 BO BTOPOM TPUMECTPaxX HaxoaaT ybeautenbHoe nog-
TBEPXKAEHME B AaHHbIX APYIWX UCCefoBaTenel, KOTopble NoKasanu
MOYTU ABYKPATHbIM PUCK BbIKMABILIA B MEPBOM U TPEXKPATHbIN — BO
BTOPOM TPUMECTpPE Y KeHLWMH ¢ APM [7, 15].

B Ill TpumecTpe obpalyaeT Ha ceba BHMMaHME 3HauWTe/SbHOE
MpeBbILUEeHNEe YACTOTbl HAPYLWEHW MAaTOYHO-NNALEHTAPHOMO KPOBO-
TOKa B OCHOBHOM rpynne — 29,4% npotus 5,3%, 4To MOXKeT bbITb dak-
TOPOM PUCKa A1 OCNOKHEHHOTO TeYeHUA POAOB U NEPUHATaNbHbIX
ncxonoB. OcTanbHble OCNI0KHEHUA, BKIHOYAA Yrpo3y NpexaeBpemMeH-
HbIX POZLOB M 060CTPEHME NMENOHedPUTA, TAKIKE Yallle BCTPEYaUCh B
OCHOBHOI rpynmne, 04HAKO CTAaTUCTUYECKM 3HAUMMBbIX Pa3NYUIA, KPO-

546

OR [95%CT]

1992-1997 rox poxaeHHS
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1.102 [1.034: 1.175]
PojcTBEHHEIH Gpak poHTEneH
Consanquineous marriage of parents
2.878 [0.342: 24.215]

Berpsnad oclia

1
1
1
1
1
1
Chicken pox :
1.538 [0.602: 3.928] " *>
KpacHyxa :
Rubella I
2.011[0.227: 17.801] 1 -
1
Tematur A 1
Hepatitis A 1
1,087 [0.324: 3.651] .
1
TIPENATCTBYET! CcIocoGCTBYET
hinders : promotes
1
-2 -1 0 1 2 3 4

eous marriages, while nine patients (3.9%) had a hereditary pre-
disposition, specifically anomalies in the development of various
organs in relatives. However, the analysis of the odds ratio (see
Fig. 1) revealed that heredity was the only significant factor con-
tributing to the development of CUAs among the various factors
considered. This finding aligns with the data from other studies,
which indicate a 12-fold increase in the risk of Millerian anoma-
lies in first-degree relatives [5].

Nearly one third (31.0%) of the patients we examined reg-
istered at the Reproductive Health Centers after reaching a ges-
tational age of more than 13 weeks. The average gestational age
at their first visit was 13 weeks. As mentioned previously, only
21 out of 97 patients in the prospective group (21.6%) had CUAs
detected during antenatal care. Prior to pregnancy, the aver-
age weight of patients with CUAs was 5 kg less than that of the
control group. By the end of pregnancy, this weight difference
increased to almost 7 kg. Consequently, the weight gain during
pregnancy was also lower for those with CUAs, averaging 10.9 kg
compared to 12.3 kg in the control group.

During the first trimester of gestation, patients with CUAs
experienced a significantly higher rate of complications compared
to the control group. The most common complication was hyper-
emesis gravidarum, which occurred 1.6 times more frequently in
the CUA group (46.4%) compared to the control group (28.9%),
with a p-value of 0.045. Additionally, the incidence of threatened
miscarriage was notably high, affecting 30.9% of patients, mean-
ing nearly one in three experienced this complication. In three
cases, spontaneous miscarriages occurred, and in another three
cases, curettage was performed due to non-viable pregnancies.

Among the 91 patients with CUAs who continued their preg-
nancies into the second trimester, 18 (19.8%) experienced per-
sistent symptoms of threatened miscarriage. This rate is nearly
double that of the control group, which recorded a 10.5% occur-
rence (p>0.05). Additionally, five women (5.5%) suffered from
hyperemesis gravidarum that continued until 18 weeks of gesta-
tion. Furthermore, 9.9% of patients experienced exacerbations of
chronic pyelonephritis, a rate comparable to the control group's
10.5%. Despite treatment, four women (4.4%) experienced spon-
taneous late miscarriages. In 2 additional cases, pregnancies
were terminated for medical reasons due to diagnosed severe
congenital fetal abnormalities, specifically Down syndrome and
hydrocephalus. As a result, a total of 6 patients (6.6%) from the
case group had their pregnancies terminated during the second
trimester.
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Me HapyLleHMA MaTOYHO-N1aLLEeHTapHOro KPOBOTOKa 1 3BYP, Bbiasne-
HO He 6bino (p>0,05) (Tabn. 2).

MonoxeHue v NpegnexaHue nNaoaa ABAATCA BaXKHbIMK napa-
MEeTpamMu, BAUAIOLLMMM Ha TedeHUe BepeMeHHOCTU U TaKTUKY Poao-
paspeLleHuns, 0cobeHHO Y KeHWuH ¢ APM. B Tabn. 3 npescTaB/eHbl
[JaHHble 0 pacnpeaeneHnn PasinyHbIX BULOB NOMOXKEHUA U Npeane-
KaHuWA Nnoaa B 3aBMcUMMOCTY oT TUna APM y 203 peTpocneKTuBHO 06-
CNefoBaHHbIX HEPEMEHHbIX KEHLUMH.

Kak BuaHo v3 Tabn. 3 ronosHoe npeasiexkaHve npu APM BcTpe-
yanocb B Honee MONOBMHbLI C/y4aEB, YTO CTAaTUCTUUYECKM 3HAYMMO
6onblue, Yem Apyrve npeanexanua (p<0,001). B 3aBucMmoctn ot
Buaa APM TasoBoe npeanexaHue CTaTUCTUYECKM 3HAYMMO Yalle
BCTPeYasnoch Npu agyporoii matke (p=0,046), a nonepeyHoe nonoxe-
HWe — Npu ceanosuaHoi matke (p=0,006).

Pe3ynbTaThl Halero MccnefoBaHUA He TONbKO COMMACYHOTCA C
NuTepaTypHbIMM AaHHbIMKM [11, 12] 0 cBA3M APM ¢ BbICOKMM pUCKOM
HenpaBW/IbHbIX MOMOXKEHWI MI0AA, HO U BbIABAAIOT CTAaTUCTUYECKU
3HauMMble pasnunumna (p<0,001) B Ux pacnpeseneHnn B 3aBUCUMOCTH
OT TMNa aHOMaNuK, NPUYEM NONepeyHoe NoNOXKEHNE ABUIOCHL NPeob-
NafiatoLLeit naTonormeit Npu ceaNoBUAHON MaTKe.

BONbLUMHCTBO CaMONPOM3BObHBIX BbIKMABILLIEH OTMEYEHO Ha
cpoke po 10 Hepenb bepemeHHOCTM — 62,0% OT 06LLero Yncia cayya-
€eB. Y 3TOM Y JKEHLUMH C CeA/I0BUAHOM MATKOM AaHHbIV NOKa3aTe/lb
6b1n BbILE M cocTasun 83,3%, Toraa Kak npu Asyporo matke —47,0%.
OfHaKO CTaTUCTUYECKM 3HAUMMbIX PAs3IMUMA MeXAY STUMKM NoArpyn-
namu BblsBaeHO He Bbiio (p>0,05). Ha cpokax 11-16 Heaenb Yactota
BblKMAbILEeN cocTaBuaa 27,6%, NPUYEM Y MALMEHTOK C ABYPOrov MaT-
KO 3TOT NOKa3aTe/b 6bln 3HaUUTENbHO Bbile —41,2%, No CpaBHEHUIO
¢ 8,3% B noarpynne c ceanoBuaHon matkoi (p=0,013). BbIKMABIWM Ha
CpoKax 17-22 Hegenw 3apernctpuposaHsbl B 10,3% cnyyaes, 6e3 ctatu-
CTMYECKM 3HAUYMMbIX Pasinumii mexay noarpynnamu (p>0,05).

AHanu3 cpokoB 6epemMeHHOCT Ha MOMEHT roCUTan3aLLmUu No-
Kasan, YTo u3 85 )eHwmH ¢ APM 87,1% 6blan rocnutanmMsnMpoBaHbl B
[OHOLIEHHOM cpoKe (237 Hegenb). Hanbonbluas fons AOHOWEHHbIX
6epemeHHOCTeli OTMeYeHa Npu cefnoBuaHON popme maTkn —92,3%,

Tabauya 2 OcroxHeHUs 2eCMayUoHH020 NPOUECCA Y MEHWUH 8

Il mpumecmpe bepemeHHocmMU y #eHWUH ¢ APM u epynnbei cpasHeHUs

OcHOBHasA rpynna

Our findings regarding the significant number of pregnan-
cy losses in the first and second trimesters align with other re-
searchers identifying a nearly twofold increase in first-trimester
miscarriage risk and a threefold increase in the second trimester
for women with CUAs [7, 15].

In the third trimester, there is a notable increase in the fre-
quency of placental insufficiency in the case group, with rates of
29.4% compared to 5.3%. Placental insufficiency may pose a risk
for complicated labor and adverse perinatal outcomes. Addition-
ally, other complications, such as threatened preterm labor and
exacerbation of pyelonephritis, were also more prevalent in the
case group. However, statistically significant differences, aside
from those related to placental insufficiency and IUGR, were not
found (p>0.05) (Table 2).

Fetal position and presentation are crucial factors influenc-
ing pregnancy and delivery, particularly for women with CUAs. Ta-
ble 3 presents data on the distribution of different types of fetal
position and presentation of the fetus depending on the type of
CUAs in 203 retrospectively examined pregnant women.

As shown in Table 3, cephalic presentation in women with
CUAs was observed in more than half of the cases, which is sta-
tistically significantly higher than other presentations (p<0.001).
Regarding the type of CUAs, breech presentation was found to be
significantly more common in patients with a bicornuate uterus
(p=0.046), while transverse presentation was more frequently as-
sociated with an arcuate uterus (p=0.006).

Our study's results not only align with existing literature [11,
12] concerning the elevated risk of fetal malposition associated
with CUAs, but also highlight statistically significant differences
(p<0.001) in the distribution of these presentations based on the
specific type of anomaly. Notably, the transverse position was
identified as the most prevalent issue in cases of the arcuate uter-
us.

Most spontaneous miscarriages occurred before 10 weeks
of pregnancy, accounting for 62.0% of all cases. Among women

Table 2 Third-trimester pregnancy complications in the study population

lpynna cpaBHeHuA

Main group Control group
n=85 n=38 5

n % n %
Yrposa npexaeBpeMeHHbIX POL0B 1 141 3 78 50.05
Threatened preterm labor
HapyLIJEHl./Ie MaTO4HO-N/1aLeHTapHOTO KPOBOTOKA 25 29.4 ) 53 -0.008
Placental insufficiency
3BYP
IUGR 12 14.1 1 2.6 =0.050
OGOCTpeH.VIe XPOHM4eCKoro I'II/IenOH.e.deI/ITa 15 176 6 15.8 50.05
Exacerbation of chronic pyelonephritis
Mrorosoaue 12 14.1 2 5.3 >0.05
Polyhydramnios
Manosoaue 4 4.7 1 2.6 >0.05
Oligohydramnios
FECTaLI,'VIOHHaFI I'VII'IepT?HBVIFI 4 47 2 53 50.05
Gestational hypertension
Huskoe npukpenneHne naaueHTbl 1 1.2 _ _

Placenta previa

NpumeyaHwe: p — CTaTUCTUYECKas 3HAUYMMOCTb PA3NYMIA NOKasaTenei mexay rpynnamu (no To4Homy Kputeputo Guiepa)
Note: p — statistical significance of differences in indicators between groups (according to Fisher's exact test)
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Tabauya 3 [NonoxeHue u npednexcaHus nnoda npu APM

Table 3 Fetal position and presentation in the examined
pregnant women with CUAs

Buabl APM/Types of CUAs

AByporas CepgnoBuaHasn Opyrue p
Bicornuate uterus Arcuate uterus Other CUAs !
n=84 n=95 n=24
n % n % n %
fonosHoe npeanexanme 112 55.2 46 54.8 51 53.7 15 62.5 >0.05
Cephalic presentation ' ’ ’ ' (df=2)
Ta3oBoe npeasierkaHne =0.046
B [FreeeniE e 55 27.1 28 33.3 18 18.9 9 37.5 (df=2)
I'Ipep,nemang NAaLeHTbI 1 05 1 12 _ _ B N
Placenta previa
Kogoe I'IOHO).K.eHVIe 4 2 ) 2.1 2 2.1 = = >0.05*
Oblique position
flonepeutoe nonoxkenue 31 15.3 7 7.4 24 253 - - =0.006*
Transverse position
P, <0.001 (df=4) <0.001 (df=4) <0.001 (df=3) >0.05*

NpumeyaHms: pr — CTaTUCTUYECKAsA 3HAUYMMOCTb PA3/IMYNIA YaCTOTbl PA3IMYHBIX BUAOB NPeA/IexKaHns Mekay Bcemu sugamu APM; p. — cTaTUCTUUECKas 3HAYMMOCTb pas/u-
4uit fonei npepnexaHuii (pi-pz — No KPUTEPUIO XU-KBaApaT ANA MPOU3BONbHBIX Tabaul,; * — no Kputepuio duiepa)
Notes: p:— statistical significance of differences in the frequency of different types of presentation across all types of CUAs; p2 — statistical significance of differences in the

proportions of specific presentations (p:-p2 — according to the chi-square test for contingency tables; * —according to Fisher's test)

HECKOIbKO HWXe — npu agyporoi — 83,3% 1 npu Apyrnx BapuaHTax
aHomanuit — 80,0%. focnuTanusaumsa B 6onee paHHue cpoku (25-33
HeZenu) vawe Habnoganack npu agyporoi (13,9%) u cepnosua-
How (12,8%) dopmax, Mo CPaBHEHWIO C APYrYUMU BUAAMMU aHOMASNIA
(10,0%). Tem He MeHee, CTAaTUCTUYECKM 3HAYUMbIX PA3IMYUIA MEXKaY
dopmamu APM BbisisneHo He 6bino (p>0,05).

AHanu3 ncxopos bepemeHHoOCTU (Tabn. 4) y MAUMEHTOK ¢ pas-
Nn4HbIMKU popmamun APM nokasan, UTo cpoyHble poabl npeobnaganu
BO BCex rpynnax, Hanbonee yacto npu apyrux dopmax APM (90,0%)
no CpaBHEHUIO C ABYyporoit (66,7%) v cepnosuaHoi (73,8%) maTkoi.

Tabauya 4 Vcxod Hacmosuwel bepemeHHocmu U
po0dos nauyueHmoxk ¢ APM, n=97

Asyporas
Bicornuate uterus
n=45
n %

CpoyHble pO/J,b.I 30 66.7
Emergency delivery
MpexaeBpeMeHHble poabl 6 13.3
Premature delivery ’
3anosgansie poapl
Overdue pregnancy - -
CaMOomnpon3BO/IbHbIN BbIKUAbILL 5 111
Spontaneous miscarriage ’
MNHAYLMPOBaHHbIN BbIKMAbIL B CBA3M C
ambpuodeTtanatumeit 2 4.4
Medical abortion due to embryofetopathy
MNHAYLMPOBaHHbIN BbIKMAbIL B CBA3M C
Hepa3BuMBatoLLECA bEPEMEHHOCTbHIO ) as

Medical abortion to manage a non-viable
pregnancy

with an arcuate uterus, this rate was higher, reaching 83.3%,
while for those with a bicornuate uterus, it was 47.0%. However,
no statistically significant differences were found between these
subgroups (p>0.05). Between 11 and 16 weeks of pregnancy, the
miscarriage rate was 27.6%. In patients with a bicornuate uterus,
this rate was significantly higher at 41.2%, compared to just 8.3%
in the arcuate uterus subgroup (p=0.013). Miscarriages occurring
between 17 and 22 weeks were registered at a rate of 10.3%,
with no statistically significant differences between the subgroups
(p>0.05).

Table 4 Pregnancy outcomes in patients with CUAs, n=97

p
(df=2)
CepnoBugHasn Apyrue
Arcuate uterus Other CUAs
n=42 n=10
n % n %

31 73.8 9 90.0 >0.05
3 7.1 1 10.0 >0.05
5 11.9 - -

2 4.8 = —
1 2.4 = —

NpumeyaHue: p — CTaTUCTUYECKAA 3HAUUMOCTb Pa3NNUMiA NOKa3aTenein Mexay scemu Bugamu APM (No KpUTepUIO XM-KBaapaT AN NPOMU3BONbHbIX TABAULY)
Note: p — statistical significance of differences between all types of CUAs (according to the chi-square test for contingency tables)
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MpexaeBpemeHHble PoApl BCTPeYasMCh Yalle Npu AByporon mat-
Ke (13,3%), ogHaKo pasMuMa GblAM CTAaTUCTUYECKM HE3HAYMMbIMU
(p>0,05).

YacToTa caMonpoun3BObHbIX BbIKMABILEHA Y MHAYLMPOBAHHDBIX
abopToB MO NpUYMHE 3MbpuodeTonaTMm UAM HepasBUBatOLLENCA
6epemeHHOCTM bbina Bbllle B rpynne ¢ ABypOroi maTkow. Mpexaes-
pemeHHble poapl HabaaanUch ¢ HeGONbLLIMMU BapUaLMAMKU, He3a-
BMCMMO OT TMNa aHomanum (p>0,05), XoTA Npu ABYPOroN MaTKe OHM
6b11M yalLe.

AHann3 MeToavKu pogopaspelleHns y nauneHTok ¢ APM Bbig-
BUA npeobnafaHne onepaTMBHOTO POAOPA3PeLLIEHHs, YacToTa KOTo-
poro 6bl1a conocTaBMMa NpU PasHbIX TUNAx aHOManWi. Tak, yactota
KC cpeay *KeHLLMH C ABYPOroi maTkoi coctasuna 77,8%, npu ceano-
BUAHON popme —87,2%, a npu Aapyrmx aHomanusax — 91,7%. Mpwu sTom
CTaTUCTUYECKM 3HAUMMBIX PA3IMUMIA MEXAY NOATPYNNamm ¢ pasany-
HbIMK BUAAMM APM He BbisieneHo (p>0,05).

BO3MOXKHOCTb pOAOpa3peELLEHMUsA Yepes ecTecTBEHHbIE POLOBbIE
nyTW OTMeYanacb y HeBO/bLIOTO YMCna KeHwWwuH: 9,4% npu ABypo-
roin matke, 12,8% — npu ceanosuaHom u 8,3% — npu Apyrux aHoma-
NnAX, 6e3 CTaTUCTUYECKM 3HAUMMBbIX PA3/IMUNIA MeXay MOArpynnamm
(p>0,05).

Cpeay BbinonHeHHbix KC npeobnagany aKCTpeHHble BMeLla-
TeNbCTBA: NPU ABYPOroi maTke — B 78,5% cnyyaes, npu ceanoBuaHom
—B67,6%, npu gpyrnx aHomanunax — B 62,5%. MNnaHosoe onepatnsHoe
popopaspelleHne ocyuiecteaanoce 8 21,4%, 32,4% v 37,5% cnyvaes
COOTBETCTBEHHO. BbICOKaA YacToTa onepaT1BHOMO posopa3peLleHns B
Hallem UCCNef0BaHMM NOATBEPHKAAETCA AaHHBIMU IUTEPATYPbI, rae
KC Takke aBnseTca npeobnagatowym MeToA0M POAOpa3speLleHuns y
naumeHTok ¢ APM [7, 13]. CnegoBatenibHO, He3aBMCMMO OT Buaa APM,
popopaspelueHre B HOBLIMHCTBE CyYaeB OCYLLECTBAANIOCH NYTEM
KC, uto, BeposATHO, 0OYCNOBNEHO BbICOKMM PUCKOM OCNIOXKHEHUIA CO
CTOPOHbI KaK MaTepu, TaK 1 NA10Aa, NPy NOMbITKAaX BeAeHWA POAOB Ye-
pes3 ecTecTBeHHble POAOBbIE NYTU.

CpaBHeHve cpefHei NPOLOMIKUTENBHOCTH PA3/IMYHBIX NEPUOAOB
POLOB MEKAY HKEHLLMHAMM OCHOBHOM rpynnbl (c APM) v rpynnoii cpas-
HeHWA NoKasano, yto B | nepnoae pogos y nauneHTok ¢ APM cpegHas
NpPoAo/IKMUTENBHOCTL cocTasuna 390 [200; 590] MUHYT, UTO CTaTUCTUYE-
CKM 3HAYMMO MeHbLLE N0 CPaBHEHWIO C rpynnoii cpasHeHus — 480 [360;
630] MuHYT (p=0,031). ITM AaHHble YKa3biBalOT Ha 6onee KOPOTKMiA
nepsbli Nepuog, poaos y KeHwmuH ¢ APM. MpogonxutenbHocTb Il ne-
pvoda poaos bblna conoctaBMma B 06emx rpynnax: B OCHOBHOM rpyn-
ne — 27,5 [20; 30] MuHyT, B cpaBHMBaemoit rpynne — 25 [20; 30] MuHyT
(p>0,05). Ill neproa, poAoB TaKKe He Pa3IMYanCca Mexay rpynnamum u 8
060MX C/lyyasnx cocTaBuA B cpeaHem 3 MuHyTbI (p>0,05).

06uas NPOAONKUTENBHOCTL POAOB B OCHOBHOM rpynne 6bina
HecKobKo Kopoye — 485 [405; 590] MUHYT, No cpaBHeHuto ¢ 512 [393;
662] MWMHYT B KOHTPO/IbHOW rpynne, O4HAKO pasHULA He A0CTUIa
YPOBHA CTAaTUCTUYECKOW 3HaYMmocTH (p>0,05).

Takum 06pasom, y KeHLwmuH ¢ APM, pogopaspeLLeHne KoTopbIx
NPOVCXOAMNO Yepes ecTecTBEHHble POZOBble NyTH, B BO/bLIMHCTBE
CNyyaes NPOAOMIKMUTENBHOCTb POAOB OCTaBanach B npeaenax ¢usu-
0/10rM4YecKori HopMbl — MeHee 12 yacos. COBOKYMHbIN aHanu3 CBU-
[leTenbCTBYET O TOM, YTO NPK BAArONpPUATHBIX aKyLLEPCKMUX YCI0BUAX
N OTCYTCTBUM OCNOKHEHWI €CTECTBEHHbIE POAbl Y NauueHToK ¢ APM
BO3MOXHbI, 0LHaKO TPebytoT bonee NPUCTaNbHOTO KAMHUYECKOTO Ha-
61104€eHVA, B CBA3M C NOTEHLMANbHBIMU PUCKaMU YAJIMHEHWA POLOB U
HeobX0AMMOCTM SKCTPEHHOrO ONEPaTMBHOIO BMeLLATeNbCTBa.

O6bEM KpoBOMOTEPH NPY POAOPA3PELLIEHNN Yepes3 ecTeCTBEH-
Hble POLOBbIE MYTU Y MKEHLUMH C pasnnyHbimm dopmamu APM B 60/1b-
LUMHCTBE CNyyaeB He npesbiwan 500 M1, HE3aBMCMMO OT TUMA aHOMa-
nuu (8 87,5-100% cnyyaes; p>0,05).

An analysis of pregnancy milestones at the time of hospital-
ization indicated that out of 85 women with CUAs, 87.1% were
hospitalized at full term (=237 weeks). The highest proportion of
full-term pregnancies was observed in women with an arcuate
uterus at 92.3%, followed by those with a bicornuate uterus at
83.3%, and other types of anomalies at 80.0%. Hospitalizations
occurring earlier, between 25 and 33 weeks, were more common
among those with a bicornuate (13.9%) and arcuate (12.8%) uter-
us compared to women with other CUAs (10.0%). Nevertheless,
statistically significant differences between the forms of CUAs
were not observed (p>0.05).

Analysis of pregnancy outcomes (Table 4) in patients with
different forms of CUAs showed that emergency deliveries were
more common in all types, most often with other CUAs (90.0%)
compared to bicornuate (66.7%) and saddle-shaped (73.8%) uter-
us. Premature deliveries were more common in patients with a
bicornuate uterus (13.3%), but the differences were statistically
insignificant (p>0.05).

The frequency of spontaneous miscarriages and medical-
ly induced abortions due to embryofetopathy or non-develop-
ing pregnancies was higher in the bicornuate uterus subgroup.
Preterm births occurred with minor variations regardless of the
type of anomaly (p>0.05), although they were particularly more
frequent among women with a bicornuate uterus.

An analysis of delivery methods in patients with CUAs
revealed a high prevalence of operative deliveries, with simi-
lar frequencies across different types of CUAs. Specifically, the
rates of CS were 77.8% for women with a bicornuate uterus,
87.2% for those with an arcuate uterus, and 91.7% for women
with other CUAs. Notably, there were no statistically significant
differences in CS rates when comparing different types of CUAs
(p>0.05).

The likelihood of vaginal delivery is low for women with
uterine anomalies. Specifically, only 9.4% of women with a bicor-
nuate uterus, 12.8% with an arcuate uterus, and 8.3% with other
CUAs were able to deliver vaginally. Furthermore, there were no
significant differences in vaginal delivery rates among the differ-
ent types of uterine anomalies (p>0.05).

Among performed CS, emergent CS were more prevalent,
occurring in 78.5% of cases with a bicornuate uterus, 67.6% with
an arcuate uterus, and 62.5% with other CUAs. Planned opera-
tive deliveries were performed in 21.4%, 32.4%, and 37.5% of the
respective cases. The high frequency of operative deliveries ob-
served in this study aligns with existing literature, which indicates
that CSs are the primary method of delivery for patients with
CUAs [7, 13]. Consequently, regardless of the type of CUAs, deliv-
ery was primarily conducted via CS. This finding is likely related to
the high risk of complications for both the mother and the fetus if
attempting a vaginal delivery.

A comparison of the average duration of different stages of
labor between women in the main group and the control group
revealed that in the first stage of labor, patients with CUAs experi-
enced an average duration of 390 [200; 590] minutes, which was
statistically significantly shorter than the 480 [360; 630] minutes
observed in the control group (p=0.031). These findings indicate
that the first stage of labor was shorter for women with CUAs. In
contrast, the duration of the second stage of labor was similar in
both groups: the case group averaged 27,5 [20; 30] minutes while
the control group averaged 25 [20; 30] minutes (p>0.05). The du-
ration of the third stage of labor was also comparable, averaging
3 minutes in both groups (p>0.05).
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B cnyyae popopaspewerus nytém KC o6bEM KposonoTepu
yale npesbiwan 500 MA, 0fHAKO CTAaTUCTUHECKM 3HAUMMBIX Pa3Nnunin
MeKay rpynnamu He 6bi10 BbisieaeHo (p>0,05). JMLb B OAHOM Ciyyae
npu paspblBe ABYPOroi MaTku, KposonoTteps foctura 1500 ma.

OcnoxHeHua B pofax Y *KeHwuH ¢ APM npuseseHsl B Tabn. 5.
3acNy)KMBAET BHUMaHWA GO/bLIAA CTPYKTYPa OCNONKHEHUI NpU pas-
NnuHbIX dopmax APM, cpesin KOTOPbIX MMANPYIOT aHOMAAUK POLOBOW
[AeATenbHOCTH.

Tabauya 5 OcroxHeHus 8 podax y weHWuH ¢ APM, n=85

The total duration of labor in the main group was slightly
shorter at 485 [405; 590] minutes compared to 512 [393; 662]
minutes in the control group. However, this difference did not
reach statistical significance (p>0.05).

Overall, women with CUAs who delivered vaginally experi-
enced labor durations that generally fell within the physiological
norm of less than 12 hours. A combined analysis shows that with
favorable obstetric conditions and no complications, vaginal de-

Table 5 Delivery complications in women with CUAs, n=85

[Osyporas CepnoBugHan Opyrue p
Bicornuate uterus Arcuate uterus Other CUAs (df=2)
n=36 n=39 n=10
n % n % n %
[lopofoBbIit paspbiB NA0AHbIX 060104eK 6 16.7 7 17.9 4 400 50.05
Premature rupture of membranes
AHOMaNUU PoAOBOI AEATENIbHOCTU, B TOM YMCne

Obstetric complications
3aTaAHyBWanAcA naTeHTHasA pasa 5 5.6 10 25.6 3 30.0 -0.042
Prolonged latent phase
3aTHHYBLLIaﬂCF! aKTUBHaA dasza ) 56 6 15.4 ) 20.0 50.05
Prolonged active phase
ﬂ,.MCKOOp.p,VIHaLI,MH pPOA0BOI AeATeNbHOCTH 4 111 _ _ 1 10.0
Discoordinated labor
OBCTPYKTUBHbIE POAbl
Obstructed labor 1 28 ! 2:6
MOoHPN
Placental abruption 2 >-6 2 >1 B B
Huskoe NPUKpenieHne nnaleHTs! ) 5.6 1 26 _ _
Placenta previa
YmepeHHas recTaLoHHan FMHEPTEH3MH ) 56 5 12.8 ) 20.0 50.05
Moderate gestational hypertension
YmepenHas npesknamncus 1 2.8 3 7.7 1 10.0 >0.05
Moderate preeclampsia
TAMENaA npesknamncia 3 8.3 2 5.1 1 10.0 >0.05
Severe preeclampsia
Ancrpecc nopa 3 8.3 2 5.1 1 100  >0.05
Fetal distress
AHTeHaTanbHana rmbens niosa
stillbirth 3 8.3 ! 25 - -
Bbll‘la',l.:I,EHMe NynoBUHbI U MENKUX YacTel naoaa 5 _ 3 77 1 10.0
Umbilical cord prolapse
Pa3pbiB maTtku ¢ BC 1 remopparmyecknm LLOKOM 1 28 _ _ _ _
Uterine rupture with DIC and hemorrhagic shock ’
Yrpo3sa paspbiBa MaTK1 5 _ ) 51 _ _
Threatened uterine rupture ’
XOpMoamHUOHUT _ _ 3 77 _ _

Chorioamnionitis

NpumeyaHwe: p — CTaTUCTUYECKasA 3HAYMMOCTb Pa3NYMIA NOKa3aTenei mekay BCeMU BUAAMM aHOMAUM MaTKu (MO KpUTEPUIO XU-KBAAPAT AN NPOU3BONbHbIX Tab/NLL)
Note: p — statistical significance of differences between all types of CUAs (according to chi-square test for contingency tables)
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M3 1abn. 5 BUAHO, YTO TONBKO NpW ABYPOroi MaTKke aHOMaaMu
POLOBON [EATENbHOCTU BCTPEYAIUCh PEXE, YeM NPU CeaIoBUAHONM
maTke u gpyrmux suaax APM.

BbifiBeHHas B Hallem MCCnefoBaHUM BbICOKAA 4acToTa MH-
TpaHaTa/IbHbIX OC/MOMKHEHWUM (aHOMa/NUKM POAOBOM AEATENbHOCTH,
MOHPI, yrpo3a u paspblB MaTKW, aHTeHaTanbHaa rMbenb niopa) y
eHWwuH ¢ APM cornacyetca ¢ AaHHbIMW UTepPaTypbl, NOATBEPKAA-
IOLLVIMM MOBbILIEHHBIA PUCK NMATONOTMYECKMX POLOB M HEBAaronpuAT-
HbIX NepPMHATaNbHbIX MCXOLO0B NpW AaHHOW natonoruu [7, 8, 11].

B T1abn. 6 npuseneHbl nokasaHua K KC y »eHwmH ¢ APM. U3
97 wccnepyemblx cnydaes, APM 6bina BbifiBaeHa B 39 caydyasx npu
BbiNosHeHUn onepauyu KC, a y 8 natonorva 6bi1a U3BECTHA M3 Mpe-
Ablayuiert bepemeHHOCTH, 3aBeplueHHoM Takke KC. B octanbHbix 50
cnyyasx anarHos APM 6bin MOCTaBAeH Ha OCHOBAHMM YbTPA3BYKO-
BbIX MCCNef0BaHMI. Hapsagy ¢ aHOManven MaTkuy, IMAMPYIOLWMM Mo-
Ka3aH1eM K onepaTMBHOMY pOZopaspeLLeHnto bbin pybeL, Ha MaTke,
HenpaBubHble NonoxeHus naoga, MOHPM, 6ecnnoaue B aHamHese U
ZpYrve, 4acto coyeTaHHble. B 71,4% KC 6bi10 BbINOSHEHO B 9KCTPEH-
HOM MOopAZKe, Yallle BCEro y NaLueHTOK C ABYPOroi MaTKoi.

CTpyKTypa OnepaTuBHbIX BMELLATENbCTB, BbINOMHEHHbIX NaLu-
eHTKam ¢ APM, 6bina cnegytoweii: KC 8 70 13 85 cnyyaes, B TOM Ymc-
ne B 28 (40,0%) — naumeHTKam C ABypOroi maTkon, B 34 (48,6%) — ¢
cef,10BMAHOMN MaTKoi v B 8 (11,4%) — ¢ apyrummn pearumu dopmamu.
2 naupeHTKam C ABYPOroi MaTKoN NpoBefeHa pajuKanbHaa onepa-
WA — aMNyTaLmMa MaTKU. 2 POXKEHULIAM U3 3TOW e rpynnbl HAJIOXKEHbI
remocTtaTmyeckue Webl No b-/InHYy M3-3a rMNOTOHMM MaTku. Onepa-
LMK, CBA3AHHbIE C OCNOXKHEHHBIM TEYEHMEM POLOB, BKIKOYANN Ape-
HMpOBaHWe BptowHoi nonoctn 25,7% (18 cnyyaes). Ctepununsaums
nyTém nepeBA3KM MATOYHbIX TPy npousseneHa B 6 HabnogeHUAx
(8,6%). CnepoBatenbHo, 6ONBLUMHCTBO ONEPATUBHbIX BMELLATE/LCTB,
CBA3aHHbIX C OC/IOKHEHHbBIM TEYEHMEM OMnepaLym, NPOBOAUANCH NPU
[IBYPOroW maTke.

B nocnepogoBom nepuoge y KeHwmH ¢ APM Hanbonee yacto
BCTPEYaNINCH CAefytoLe OCNOXKHEHWNA: METPO3HAOMETPUT — B 9,4%

Tabauya 6 lNokasaHus K KCy #eHwuH ¢ APM, n=70

APM
CUA
Py6ey, Ha maTke
Previous uterine scar
MonepeyHoe NonoXKeHWe naoaa
Transverse fetal position
Kocoe nonoxeHue nnoga
Oblique fetal position
MOHPN
Placental abruption
becnnogue
Infertility
Pa3spbiB maTku
Uterine rupture
EAMHCTBEHHAA NoYka
Solitary kidney
OTCnoWiKa cetyaTku rnas
Retinal detachment
BpokAEHHbIM NOPOK cepaLa
Congenital heart defect
[ucTpecc nnoaa
Fetal distress

livery is feasible for patients with CUAs. However, it requires close
clinical observation due to the potential risks of prolonged labor
and the possibility of needing emergency surgical intervention.

During vaginal delivery, the volume of blood loss for women
with various forms of CUAs typically did not exceed 500 ml, with
this outcome observed in 87.5% to 100% of cases (p>0.05).

In cases where delivery occurred via CS, blood loss often ex-
ceeded 500 ml. Despite this, there were no statistically significant
differences between the study groups (p>0.05). Notably, in one
case involving a ruptured bicornuate uterus, blood loss reached
1500 ml.

Delivery complications for women with CUAs are detailed in
Table 5. It is essential to highlight, that anomalies in labor activi-
ty are the most common complications associated with different
forms of CUAs.

The data presented in Table 5 demonstrate that dysfunc-
tional labor patterns are less common in women with a bicornu-
ate uterus compared to those with an arcuate uterus and other
types of CUAs.

Our study identified a high frequency of obstetric complica-
tions —including abnormal labor, placental abruption, threatened
uterine rupture, and uterine rupture, and stillbirth in women with
CUAs. This finding aligns with existing literature, which confirms
that women with CUAs face an increased risk of adverse birth
outcomes [7, 8, 11].

Table 6 presents the indications for CS in women with CUAs.
Out of the 97 cases reviewed, CUAs were identified in 39 women
during cesarean delivery, while in 8 cases, CUAs were previous-
ly diagnosed during a prior pregnancy, which also resulted in a
CS. The diagnosis of CUAs in the remaining 50 cases was made
through ultrasound examinations. In addition to CUAs, the prima-
ry indications for an operative delivery included a previous uter-
ine scar, malpresentation or malposition, placental abruption, a
history of infertility, and other factors, often in combination. No-

Table 6 Indications for cesarean sections in women with CUAs, n=70
% (n)
20.0 (14)
44.3 (31)
44.3 (31)
5.7 (4)
5.7 (4)
5.7 (4)
1.4 (1)
2.8(2)
1.4 (1)
1.4 (1)

2.8(2)
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cnyyaes, rematometpa — B 4,4% (NpermyLLecTBEHHO Npu ABYPOroi
MaTKe), TMNOTOHUYECKOE KPOBOTeYeHMe — Y 3,5% PoaubHUL, Takke
NPEUMYLLECTBEHHO Mpu AByporoi dopme. NHOWMALTPaLMS WBOB Ha
MaTKe bblna BbifBneHa B 5,7% caydaes. Takum 06pa3om, nocaepoao-
BOV Nnepuog y naumeHTok ¢ APM xapaKTepr3oBascsa onpeaenéHHbIMU
OCNONKHEHUAMM, YTO TPebyeT MOBbILLIEHHOTO BHUMaHUA U CBOEBpe-
MEHHOrO0 Sie4ebHOro BMeLLaTenbCTBa.

Cnefyrowmm BaXKHbIM acnekTom y naumeHTok ¢ APM asnatoTca
nepuHaTanbHble UCXoAbl. AHTPONOMETPUYECKUE NOKa3aTe M HOBOPO-
KOEHHbIX B OCHOBHOM rpynmne Bblan HUXKE MO CPaBHEHUIO C FPyNMon
cpaBHeHuA. Tak, BeC Y HOBOPOXAEHHBIX B OCHOBHOM rpyrnmne coCTaBuA
3000 [2740; 3350] r npoTus 3250 [3000; 3410] r B rpynne cpaBHeHUs
(p=0,025), HO B TO e Bpemsa Mo POCTy Pas/MyuMii He BbiABaeHO (50
[48; 51] cm npotus 50 [49; 51] cm; p>0,05), 4TO CBUAETENLCTBYET O
Hannuum runotpoduyeckoin popmbl 3BYP y aeTelt OCHOBHOM rpynnbl.
06 5TOM TaK:Ke CBUAETE/bCTBYET CTATUCTUYECKM 3HAYUMOE CHUNKEHWE
OKpYKHOCTK Tpyan — 33 [32; 34] cm B OCHOBHOW rpynne npotus 34
[33; 34] B rpynne cpaBHeHus (p=0,030). TakKe Y HOBOPOXKAEHHbIX M3
OCHOBHOM rpynnbl OblIM CTAaTUCTUYECKU 3HAUMMO CHUKEHbI MOKa3a-
Te/n No WKane Anrap Ha NepBoi U NAToi muHyTax: 7 (0-8) 6annos
npotvs 8 (6-8) 6annos Ha 1 MuHyTe ®mn3HM (p=0,008; B cKobKax AaHbl
MMWHUMA/IbHbIE M MaKCMasbHble 3HayeHus) u 8 (0-9) 6annos npotvs
8 (7-9) 6annos Ha NATON MUHYTE XM3HM (p=0,018).

CTpYKTypa OCNOXHEeHW PaHHEero HeoHaTa/bHOro nepuona y
HOBOPOXAEHHbIX OT MaTepei OCHOBHOM rpynmbl U Fpynrbl CPaBHEHUA
npeAacTasneHa B Tabn. 7.

Cpeau HOBOPOKAEHHBIX OT MaTepelt ¢ APM HambonbLuas yacTto-
Ta OC/IOXKHEHWUI MPUXOAMNACh Ha MepuHaTabHylO 3HUedanonaTuio
— 24,7%, npeymyLLecTBEHHO Npu AByporoi (27,8%) u ceanoBuaHoM
maTke (20,5%). Otmeyanuch 3BYP (14,1%) (p=0,050) 1 HefoHOLWEH-
HocTb (11,8%), NpuUyém Npm 4BYPOroi maTke MX YacToTa bbiia Bbille

Tabauya 7 [lamono2us paHHe20 HEOHAMabHO20 NePuodad 8 epynnax

OcHoBHas rpynna

tably, 71.4% of the CS were performed as emergencies, particu-
larly among patients with a bicornuate uterus.

The surgical interventions performed on patients with CUAs
were categorized as follows: CSs were conducted in 70 out of 85
cases. This figure consists of 28 cases (40.0%) of patients with a
bicornuate uterus, 34 cases (48.6%) with an arcuate uterus, and
8 cases (11.4%) with other rare forms of CUAs. Two patients
with a bicornuate uterus underwent radical surgery, specifically
hysterectomy. Additionally, two women in labor from this group
received B-Lynch sutures for uterine hypotonic inertia. Surgical
operations associated with complicated labor included abdomi-
nal drainage in 18 cases (25.7%). Tubal ligation was performed in
6 cases (8.6%) to prevent pregnancy permanently. Consequently,
the majority of surgical interventions related to complicated de-
liveries were performed on patients with a bicornuate uterus.

In the postpartum period, women with CUAs often expe-
rienced specific complications. Metroendometritis occurred in
9.4% of cases, whereas hematometra was found in 4.4% of wom-
en, especially those with a bicornuate uterus. Furthermore, uter-
ine atony leading to primary postpartum hemorrhage affected
3.5% of women, also predominantly in those with a bicornuate
uterus. Inflammation at the uterine suture site is noted in 5.7%
of cases. These findings suggest that the postpartum period for
patients with CUAs is associated with particular complications,
highlighting the need for increased attention and timely medical
intervention.

An important consideration for patients with CUAs is peri-
natal outcomes. The anthropometric measurements of newborns
in the main group were lower than those in the control group.
Specifically, the average weight of newborns in the main group
was 3000 [2740; 3350] g, compared to 3250 [3000; 3410] g in the

Table 7 Early neonatal complications across study groups

lpynna cpaBHeHUA

Main group Control group
(n=85) (n=38) P

n % n %
ﬂepuHaTaanan sHuedanonatma 21 4.7 5 13.2 50.05
Perinatal encephalopathy
AchUKCUa cpegHeEn U TAXKENON CTEMEHM
Moderate and severe birth asphyxia 3 35 ! 2.6 >0.05
BHyTpmqepengle |'(posov13nm|Hue 7 3.2 1 26 50.05
Neonatal intracranial hemorrhage
dmbpurodetonaTma 4 47 _ B
Embryofetopathy
HEAOHOLLI'eHHOCTb 10 118 _ _
Prematurity
I'IaTonc_)rmqec.Kaa noteps seca 3 35 ) 53 50.05
Excessive weight loss
AHTeHaTanbHasA rmbensb niosa
stillbirth 5 5.9 1 2.6 >0.05
3BYP
IUGR 12 14.1 1 2.6 =0.050
[bixaTeibHas HeA0CTAaTOYHOCTb 6 71 ) 53 50.05

Newborn respiratory distress syndrome

NpyMeyaHwe: p — CTaTUCTMYECKas 3HAYMMOCTb PA3/INYMiA NOKasaTenen mexay rpynnamu (no kputepuio dGuwepa)
Note : p — statistical significance of differences in indicators between groups (according to Fisher's criterion)
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No CPaBHEHUIO ¢ ApyrMMU Gopmamu. AHTeHaTanbHasa mbenb naoga
HabAoganack NPeMMyLLEeCcTBEHHO Npu AByporoi matke (11,1%). Bbl-
ABNEHHbI HaMK Hanbonee BbICOKUI PUCK MepUHaTasIbHbIX OCI0MK-
HEeHWI Npu ABYPOroVi MaTKe COFnacyeTcs C AaHHbIMU UTEPATypbl O
HebnaronpuATHbLIX UCXo4ax Yy AaHHOM KaTeropuMm maumeHTok [7, 8].
HanmeHbluas BCTpeyaeMocTb 3aduKcMpoBaHa No TaKUM NaToNOTMAM,
Kak acHuKena (3,5%) M CMHAPOM ApbIXaTeNbHbIX PAacCTPOCTB (3,5%).

Takum obpasom, Hanbonee BblparKeHHble HebAaronpuATHble
nepuHaTanbHble Ucxofbl HabAAANUCh B OCHOBHOW rpynne, ocobeH-
HO Npu aByporoin popme maTku.

Mopdonoruueckme oco6eHHOCTU NAaLEHTbI

MnaueHTa ABNAETCA KAOYeBbIM OpraHOM deTonnaLeHTapHOro
Komn/eKca, 06ecneynBaloLLMm afieKBaTHOE MATOYHO-MIaLEeHTapHOe
KpoBoOOpalleHMe, ra3006MeH U MUTaHWE NNOAA Ha MPOTAKEHUU
Bcell bepemeHHOCTU. M3meHeHMA B MOPGHONOTMYECKOM CTPOEHUM
NAALEHTbl MOTYT CYLLEeCTBEHHO BAUATL Ha €€ dYHKLMOHa/IbHblE BO3-
MOKHOCTM U, KaK CNeACTBUE, Ha UCXOAbl HEPEMEHHOCTM U COCTOAHME
HOBOPOXAEHHOr0. Ocoboe BHUMaHUe 3acnyxumBatoT mopdonoruye-
CKMe 0COBEHHOCTU MNALEHTbI Y KEeHLWWMH ¢ APM, NOCKONbKY CTPYK-
TYpHble aHOMaNIMM MATOYHOTO Tela CNOCOBHbI MOBAUATL HA CTPOEHME
nnaueHTbl [19].

Mpy rMCTONOrMYECKOM WMCCNEef0BaHUM NAALEHTbl B KOHTPO/Ib-
HOW rpynne CTpOeHWe MAaLEeHTbl COOTBETCTBOBANO CPOKY rectauum.
B cpesax npeobnaganvM HOPManbHO KamnWANAPU3MPOBAHHbIE Tep-
MMWHANbHBIX BOPCUHbI C BbIPAXKEHHBIMM CUHLMTMO-KaNUANAPHBIMKI
MeMbBpaHamu; 0TMEYanocb MHOTO 3PesbIX MPOMEKYTOUHbIX BOPCUH;
BCTPEYANNCb Meslkne (OKYCbl He3penblX NMPOMENKYTOUHbIX BOPCUH
(pwc. 2). CneayeT OTMETUTb, YTO B KOHTPOIbHOW Fpynne UHOrAA BCTpe-
YaNNCb eAMHUYHbIE ME/IKME OYarm BOPCHH C KOMMEHCATOPHbIMU NpPU-
3Hakamu (TeHHm-Mapkepa).

B oTanume oT KOHTpOAA, B Kaxaol rpynne ¢ APM ycTaHOBAEHO
no OAHOMY CNy4alo 3a4ePXKKU Pa3BUTUA BOPCMHYATOrO XOPMOHA Ha
1-2 Hepenu. CpaBHUTENbHbIM MOPPOMETPUYECKUI aHanM3 (Tabn. 8)
CTPYKTYP MNALEHTbI B FPYNNe KOHTPOIA Uy NauueHTok ¢ APM BbifBUA
CTaTUCTUYECKM 3HAYMMBbIE PA3/INYMA.

Kak B1aHo v3 Tabn. 8, Hanbonee BbiparkeHbl ObIN 3TU U3MEHE-
HWA NPU ABYPOron U cefoBUAHON MaTKe. Tak, MHPAPKTbI NAaLeHTbI
BblsiBNIEHbI Y 45,5% NaLMEeHTOK C AByporoi maTkoi ny 30% c ceaoBua-
HOW, TOTAa KaK B KOHTPO/IbHOM rpynne —ToNbKoO B 7,1% cyyaes (puc. 3).

Puc. 2 [nayeHma 00OHOWEHHO020 CPOKA (KOHMPOsbHASA 2pynnay).
MpeobnadaHue MepmMUHQAsIbHBIX BOPCUH 8 CMPOEHUU NAAUEeHMbI.
[emMomOoKcunuH U 303uH. Y8. x200

Fig. 2 Full-term placenta (control group). Predominance of terminal villi
of the placental tissue. H&E. (x200)

\ERR A DY

control group, with a statistically significant difference (p=0.025).
However, there were no significant differences in height, with
both groups measuring 50 cm (main group [48; 51]; control group
[49; 51]; p>0.05). This finding suggests the presence of asym-
metric IUGR in the children from the main group. Additionally,
there was a statistically significant reduction in chest circumfer-
ence, measuring 33 [32; 34] cm in the main group, compared to
34 [33; 34] cm in the control group (p=0.030). Newborns in the
main group also had significantly lower Apgar scores at both one
and five minutes. At one minute, the scores were 7 (range: 0-8)
points for the case group versus 8 (range: 6-8) points for the con-
trol group (p=0.008). Similarly, at five minutes, the scores were 8
(range: 0-9) points for the main group and 8 (range: 7-9) points
for the control group (p=0.018).

Complications in the early neonatal period among new-
borns from mothers in the main group compared to the control
group are categorized in Table 7.

Among newborns from mothers with CUAs, the highest fre-
quency of complications observed was neonatal encephalopathy,
which occurred in 24.7% of cases. This finding was particularly
significant in mothers with a bicornuate (27.8%) and an arcuate
(20.5%) uterus. Additionally, IUGR was noted in 14.1% of the
newborns (p=0.050), while prematurity was found in 11.8%, with
higher frequencies associated with a bicornuate uterus compared
to other CUA forms. Stillbirths were predominantly observed in
cases involving a bicornuate uterus (11.1%). The elevated risk of
perinatal complications linked to a bicornuate uterus aligns with
existing literature highlighting unfavorable outcomes in this pa-
tient category [7, 8]. Conversely, the lowest incidence of compli-
cations was recorded for birth asphyxia (3.5%) and respiratory
distress syndrome in newborns (3.5%).

In summary, the most significant adverse perinatal out-
comes were observed in the main group, particularly among
those with a bicornuate uterus.

Morphological features of the placenta

The placenta is essential for fetal development, serving as
an interface that facilitates the exchange of vital substances be-
tween the mother and fetus, including oxygen, nutrients, and
waste products, via the umbilical cord. Changes in the morpho-
logical structure of the placenta can significantly impact its func-
tional abilities and, consequently, the outcome of the pregnancy
and the well-being of the newborn. It is essential to consider the
morphological features of the placenta in women with CUAs, as
structural abnormalities in the uterus can influence the placen-
ta's development [19].

During histological examination of the placenta in the con-
trol group, the structural features corresponded to those expect-
ed for the gestational age. The placental tissue analysis predomi-
nantly displayed normal placental terminal villi with well-defined
vasculosyncytial membranes. Additionally, a mixture of well-de-
veloped and less-developed intermediate chorionic villi was ob-
served. Additionally, isolated small clusters of villi with Tenney
Parker Changes (TPC), a significant marker of maternal vascular
perfusion insufficiency, were occasionally noted.

The study found a significant difference in placental devel-
opment between the control group and patients with CUAs, with
one case of delay in villous chorion development (1-2 weeks) ob-
served in patients with each type of CUAs. A comparative mor-
phometric analysis, detailed in Table 8, confirmed these statisti-
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Tabnuya 8 Mopgonozudeckue Kpumepuu NOPAXEHUA NAAYEHMbI Table 8 Morphological patterns of placental injury analyzed within study
8 2pynnax (no 4 nons 3peHus (n/3) 0na kaxdol nayueHmKu) groups (four fields of view (FOV) for each patient)
Apyrue lpynna
Other CUAs CPABHENUA p
Control group
n=4 =14 (df=3)
(16 n/3 FOVs) (56 n/3 FOVs)
NHbapkT
Infarctions 45.5% (20) 30.0% (12) - 7.1% (4) <0.001
T;f;’;"gg:is 18.2% (8) 10.0% (4) 25% (4) - <0.001
Fibﬁ:gi’;“:;’;ci " 27.3% (12) 40.0% (16) 50.0% (8) 7.1% (4) <0.001
Kp::;';i’r’:::e”e 45.5% (20) 40.0% (16) 50.0% (8) <0.001
I:f'f:;':::t"'ofslc::l’:;'*t:":n 63.6% (28) 60.0% (24) 100.0% (16) 7.1% (4) <0.001
v §°°TBeTCTZyeT ey feCT“:””” 90.9% (40) 90.0% (36) 75.0% (12) 100.0 (56) -0.008
g orresponds to gestational age
= _::% 3asiepKKa pa3BUTMA BOPCUH Ha
I o 1-2 Hepenu o o o B _
§ g Delay of villus development 9.1% (4) 10% (4) 25% (4) =0.008
G g (1-2 weeks)
=
'g & MpeobnasaHue Hespenbix
()
=i MROMENGTOTHEA: BOpeUE 27.3% (12) - - 7.1% (4)
g Predominance of immature
g £ intermediate villi
§ MpeobnasaHue TePMUHATIBHBIX
T BOPCUH 36.4% (16) 50.0% (20) 25% (4) 75% (52) <0.001

Predominance of terminal villi

[uctanbHaa runonnasma

0, 0, o _
Distal villous hypoplasia VeI ) 40.0% (16) 25.0% (4) <0.001

YcKkopeHHoe co3peBaHue
Villous hypermaturation 18.2% (8) 50.0 (20) 50.0% (8) - <0.001

Co3peBaHne BOPCUH
Mature and immature villous
changes

MpumeyaHue: p — CTaTUCTUYECKAA 3HAYMMOCTb Pa3/IMUMIA MOKa3aTesei MeX Ay BCEMM MOPOKaMM Pa3BUTUA MaTKU U FPYMMoi CPaBHEHUs (MO KPUTEPUIO XM-KBagpaT ans
NPOM3BO/IbHbIX TabANLL)
Note: p — statistical significance of differences between the case and the control groups (according to the chi-square test for contingency tables)

AHaANOrMyYHaa TeHAEHLMA NPOCNEXKMBANACL NPU OLEHKe Bblpa-
YKEHHOCTU GUOPUHOUAHDBIX OTIONKEHWI, YHaCTKOB KPOBOM3INAHUIA 1
NpPW3HaKoB TPOM603a. YacToTa BOCNaNUTENbHbIX USMEHEHWI BOPCUH-
4aToro XopuoHa coctasmna ot 60% no 100% B rpynne APM npotus
7,1% B koHTpone (p<0,001) (puc. 4).

B noarpynne c cei0BMAHON MaTKOM Y OAHOW M3 NaLueHToK 37
Heaenb 6epeMeHHOCTU CTPOeHWe NaLeHTbl COOTBETCTBOBaANO 35-36
HeZEeNAM: B MONAX 3peHWA Npeobnafanun 3penble NPOMEKYTOUHbIE
BOPCUHbI, UMENNCb MONHOLLEHHO KanWANApWU30BaHHble TepMUHANb-

Puc. 3 lnayeHma nayueHmxu ¢ 08ypo2oli mamkol. MH@papkm
C 808/1€YEHUEM BOPCUH, UMerouwuli 0a8HOCMb, SIOKA/IU308GH 8
MEXBOPCUHYAMOM NPOCMpPAHcmee. [eMOMOKCUNUH U 303UH. Y8. x200

Fig. 3 Placenta of a patient with a bicornuate uterus. A remote infarct
involving the villous tissues in the intervillous space. H&E. (x200)
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Hble BOPCUHbI, M Ha HEBO/bLIMX yYacTKax OTMEYAIUCh eAMHUYHbIE
He3pe/ible MPOMEKYTOYHbIE BOPCUHbI. B 3TOW e nnaueHTe v ewé B
3 nnaueHTax (cymmapHo — B 4 13 10) oTMeyeHa runonnasus aucranb-
HbIX BOPCWH, KOTOPas MMesIa 04aroBbli XapaKTep pacrnpoCTpaHeHNaA
6bl1a bonee BbipakeHa B KpPaeBOW 30He. B nogrpynne ¢ ceai0BUAHOM
MaTKoW y 4 naupeHTok u3 10 BK3yann3nMpoBancsa MeKBOPCUHYATbIN
dMBbpUHOMA, NOKANM30BaHHBIA B MEXBOPCUHYATOM MPOCTPAHCTBE
LIeHTPa/IbHOTO Y4acTKa MIALEHTbl U B CybXopuanbHOW 30He (puc. 5).
BocnanutenbHble npouecchl Bbiv eauHUYHBIMU: N0 OAHOMY Habto-
LEHUVIO BUNNY3NT, UHTEPBUY3UT U LeLMAYWT.

BbisiBNIEHHbIE HAMWM W3MEHEHWS, OTPaKaloLLMe XPOHUYECKYHD
deTonnaLeHTapHyl0 HeAOCTaTOYHOCTb, C/yXaT MOPdONOrMyeckum
060CHOBaHMEM BbIBOZOB Apyr X aBTOPOB 06 accoLuaLym moanepo-
BbIX aHOMaNUI C NPKU3HAKaMM MATOYHOM cocyamcTol Manbnepdysnm
1 BbICOKMM PUCKOM M/IALEHTAPHOW AUCOYHKLLMM, NEXKALLMX B OCHOBE
HebnaronpuATHLIX NepuHaTanbHbIX ucxomos [17, 18].

3AKNIOYEHUE

Takum 06pasom, Yactota APM MMeeT TeHAEHUMIO K yBennye-
HUWIO, MPUYMHOW KOTOPOW OKAa3a/snCb: HACNeACTBEHHOCTb, BbIABIEH-
Has aHa/JIM30M OTHOLLEHMA LWAHCOB GaKTOPOB PUCKA; bEPEMEHHOCTb Y
nauveHTok ¢ APM npoTekana Ha GpoHe BbICOKOrO pyCKa HEBbIHALLMBA-
HWA N HeJOHALWMBAHUA, O YEM CBMAETENbCTBOBAIM CAMONPOU3BO/Ib-
Hoe npepbiBaHue 10,3% BepeMeHHOCTM B pasnnyHble CPOKM, a TaKkKe
11,8% npexaespemeHHbIx pogos; 3BYP u HapylleHWe KpOBOTOKa
nnoaa B 6onee no3gHem cpoke 6epemeHHOCTH.

AHanu3 TeYeHUA U UCXOAA POLAOB Y MEHLLMH C Pa3nyHbIMU Gop-
Mamu APM nokasan BbICOKYO 4acTOTy aHOManWin pofoBoV AeATeNb-

Puc. 4 MnayeHma nayueHmxu ¢ 0sypooli mamkol. Ocmpeil
6a3as1bHbIl Oeyudyum Ha oHe XPOHUYECKO20. [eMOMOKCUUH U
203UH. Y8. x400

Fig. 4 Placental examination shows acute-on-chronic deciduitis in a
patient with a bicornuate uterus. H&E. (x400)

cally significant differences in placental components between the
two groups.

The data presented in Table 8 indicate that the observed
changes were particularly notable in patients with bicornuate and
arcuate uteruses. Specifically, placental infarctions were found in
45.5% of patients with a bicornuate uterus and in 30% of those
with an arcuate uterus. In contrast, the control group showed pla-
cental infarctions in only 7.1% of cases (see Fig. 3).

A similar trend was observed in the evaluation of other
changes in placental tissue, which revealed a significant difference
between the main group and the control group. The main group
exhibited a high prevalence of inflammatory changes, fibrinoid de-
posits, hemorrhage, and thrombosis, ranging from 60% to 100%,
compared to only 7.1% in the control group (p<0.001) (Fig. 4).

In the subgroup of patients with an arcuate uterus, in one
woman at 37 weeks of gestation, the placenta exhibited features
typically associated with earlier gestational ages (35-36 weeks).
The predominant features observed included mature intermedi-
ate villi, fully developed terminal villi, and immature intermediate
villi, which were present as small accumulations. In this placenta,
as well as in three additional placentas (a total of 4 out of 10),
focal distal villous hypoplasia was noted, with a more prominent
presence in the marginal zone. Additionally, in this birngroup of
patients, in 4 out of 10 patients, deposition of fibrinoid material
in the intervillous space of the central part of the placenta and in
the subchorionic space was observed (Fig. 5). In one case, isolat-
ed inflammatory processes were observed, which included inter-
villositis and deciduitis.

The changes we observed, which indicate chronic placental
insufficiency, support the link between Miillerian anomalies and
uterine vascular malperfusion that other researchers have suggest-
ed. This association carries an increased risk of placental dysfunc-
tion, potentially leading to adverse perinatal outcomes [17, 18].

CONCLUSION

The frequency of CUAs tends to increase due to several
identified causes. An analysis of risk factors revealed that he-
redity plays a significant role. CUAs significantly increase the risk
of pregnancy loss and premature birth, with a reported sponta-
neous abortion rate of 10.3% and a premature birth rate of 11.8%
in affected pregnancies, according to the provided data. Addition-
ally, there are concerns regarding IUGR and placental insufficien-
cy during later stages of pregnancy.

An examination of pregnancy outcomes in women with
various forms of CUAs highlighted a high frequency of abnormal
labor, fetal malposition and malpresentation, labor-onset hyper-
tension, perinatal distress, and threatened uterine rupture. Con-
sequently, vaginal deliveries were possible in only 9.4% of cases

Puc. 5 [nayeHma nayueHmKu ¢ cedn08udHol mamxoll. OmaoxeHus
NepusopCUHYAMO20 U MEXBOPCUHYAMO20 (hubpUHOUOQ.
[emomoKcunuH u 303uH. ¥8. x100

Fig. 5 Placental examination shows perivillous and intervillous fibrin
deposition in a patient with an arcuate uterus. H&E. (x100)
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HOCTU, HENPABU/IbHbBIX MONOKEHUA U NPeLNeKaHUA NN0A], TMnepTeH-
3UBHbIX HapyLweHui B pogax, MOHPM, auctpecca nnoga v BbinaseHua
MENKMX YacTel U NYNoBuMHbI, Yrpo3bl Pa3pbiBa MaTku U e€ pa3pbisa U
ap. CheposatenbHO, poAbl Yepes ecTeCcTBEHHbIE POA0BbIe MyTH bblan
BO3MOXHbI B 9,4% cny4yaeB npu AByporovi matke, 8 12,8% — npw cea-
nosuaHowv 1 B 8,3% — npu ApyrMx aHomanuax. OCHOBHbIM MeTOZ0M
pofopaspelleHns Bo Bcex TPéx rpynnax 6oino KC—77,8% npu asypo-
roin, 87,2% — npu cepnosugHoin n 80,0% — npu apyrux dopmax aHo-
MasIMit. Y NaLMEHTOK C ABYPOroi MaTKOM B OTAENbHbIX C/ly4asx noTpe-
6oBanacb amnyTauma MaTtku (5,6%) M HaNONKEHWE remMOCTaTUYECKUX
wBoB no b-/Innuy (5,6%).

Mpn mM3ydeHUM nnaueHT naupeHTok ¢ APM ycTaHoBneHa 3a-
JepKa GpopMMPOBaHWUA BOPCUHYATOTO XOPUOHA, deTanbHas Masb-
dopmauma, npeacTtaBneHHas MOMHOKPOBMEM B COCYAAX BOPCUH.
BbifiBNeHbl CTPOMa/IbHO-NAPEHXMMATO3HbIE HapyLLEHWUs B BUAE FUMO-
NA33nn ANCTaNbHBIX BOPCUH, MPU3HAKU BOCNAUTE/bHbIX NPOLLECCOB,
YMEPEHHO BbIPaXKEHHbIE KOMMEHCATOPHbIE PeaKLMM B BUAE HaNUUUs
04aroB BOPCWH € Npu3Hakom TeHHK-Mapkepa.

Ha ocHOBaHWM NPOBEAEHHOr0 UCCNELOBAHUA MOXHO 3aK/to-
unTb, 4to APM OKa3blBAlOT CYLLECTBEHHOE BAMAHWE Ha COCTOAHME
NAaueHTbl. BbifABAEHHbIE NATONOTMYECKME W3MEHEHUA CrMOCOOHbI
HeraTVBHO CKa3blBaTbCA HA COCTOAHWMM BHYTPUYTPOBHOTO Naosa 1 ne-
pUHaTaNbHbIX Ucxodax. TakMm obpasom, bGepemeHHOCTb Y KEHLLUWH C
APM TpebyeT MHAMBWAYAAN3MPOBAHHOMO NOAX0AA K BEAEHMIO, Hauu-
Has ¢ 3Tana npeAbpayYHoOii M NperpaBnaapPHON NOArOTOBKM U 3aKaHUM-
BaA pPOAOPa3speLLleHnem.

involving a bicornuate uterus, 12.8% with an arcuate uterus, and
8.3% with other CUAs. For all three types of CUAs, the prima-
ry mode of delivery was CS, with rates of 77.8% for bicornuate
uterus, 87.2% for arcuate uterus, and 80.0% for other CUAs. In
patients with a bicornuate uterus, there were cases requiring sur-
gical intervention, such as hysterectomy (5.6%) and application of
the B-Lynch uterine compression suture (5.6%).

When studying the placentas of patients with CUAs, delayed
villous maturation and fetal malformations manifested as conges-
tion of chorionic villi were observed. Additionally, stromal-vas-
cular placental abnormalities, including distal villous hypoplasia,
signs of inflammation, and isolated small clusters of villi with TPC,
a significant marker of maternal vascular perfusion insufficiency,
were noted.

Based on this study, it can be concluded that CUAs signifi-
cantly affect placental health. The identified pathological chang-
es can adversely impact fetal well-being and perinatal outcomes.
Therefore, management of pregnancy in women with CUAs re-
quires an individualized, lifelong approach from premarital plan-
ning and fertility care through pregnancy, delivery, and the post-
partum period.
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