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ü Resume,
Pyeloneðhritis takes the second ðlace in frequency after acute resðiratory diseases, the first ðlace in the structure

of kidney ðathology and is more often registered in women of working age. The frequency of ðyeloneðhritis during
ðregnancy ranges from 12.2 to 33.8% and has a tendency to ðrogressive growth. Among adolescents, the frequency of
ðyeloneðhritis reaches 37%. In 70.4% of women with ðyeloneðhritis, various comðlications are observed during
ðregnancy, and in 75.2% of women during childbirth.
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ÒÓ¢ÐÓ£ ¨ØÈÄÀÃÈ A¨ËËAÐÄÀ ÕÐÎÍÈÊ ÏÈÅËÎÍÅÔÐÈÒÍÈÍÃ ÀÊÒÓÀË ÌÓÀÌÌÎËÀÐÈ

Õàòàìîâà Ì.Ò., Ñîëèåâà Í.Ê.

Áóõîðî äàâëàò òèááè¸ò èíñòèòóòè.

ü Ðåçþìå,
Ïèåëîíåôðèò ´òêèð ðåñïèðàòîð êàñàëëèêëàðäàí êåéèí ÷àñòîòàäà èêêèí÷è ´ðèííè ýãàëëàéäè, áóéðàê

ïàòîëîãèÿëàðè òàðêèáèäà áèðèí÷è ´ðèí á´ëèá, ìåµíàòãà ëà¸³àòëè à¸ëëàðäà ê´ï ³àéä ýòèëàäè. ¥îìèëàäîðëèê
äàâðèäà ïèåëîíåôðèòíèíã ó÷ðàø ýµòèìîëè 12,2% äàí 33,8% ãà÷à âà ïðîãðåññèâ ´ñèø òåíäåíöèÿñèãà ýãà.
¤ñìèðëàð îðàñèäà ïèåëîíåôðèòíèíã ó÷ðàø ýµòèìîëëèê äàðàæàñè 37% ãà åòàäè. Ïèåëîíåôðèò áèëàí î²ðèãàí
à¸ëëàðíèíã 70,4 ôîèçèäà µîìèëàäîðëèê ïàéòèäà òóðëè òó²ðó³ ìóàììîëàðè, 75,2 ôîèç à¸ëëàðäà ýñà òó²èëèø
æàðà¸íèäà ìóàììîëàð êóçàòèëàäè.

Êàëèò ñ´çëàð: a¸ëëaðäà õðîíèê ïèåëîíåôðèòíèíã àêòóàë ìóàììîëàðè, òó²èëèø æàðà¸íèäà ìóàììîëàð.

ÀÊÒÓÀËÜÍÛÅ ÎÑÎÁÅÍÍÎÑÒÈ ÕÐÎÍÈ×ÅÑÊÎÃÎ
ÏÈÅËÎÍÅÔÐÈÒÀ Ó ÆÅÍÙÈÍ ÄÅÒÎÐÎÄÍÎÃÎ ÂÎÇÐÀÑÒÀ

Õàòàìîâà Ì.Ò., Ñîëèåâà Í.Ê.

Áóõàðñêèé ãîñóäàðñòâåííûé ìåäèöèíñêèé èíñòèòóò.

ü Ðåçþìå,
Ïèåëîíåôðèò çàíèìàåò âòîðîå ìåñòî ïî ÷àñòîòå ïîñëå îñòðûõ ðåñïèðàòîðíûõ çàáîëåâàíèé, ïåðâîå

ìåñòî - â ñòðóêòóðå ïàòîëîãèè ïî÷åê è ÷àùå ðåãèñòðèðóåòñÿ ó æåíùèí òðóäîñïîñîáíîãî âîçðàñòà. ×àñòîòà
ïèåëîíåôðèòà ïðè áåðåìåííîñòè êîëåáëåòñÿ îò 12,2 äî 33,8% è èìååò òåíäåíöèþ ê ïðîãðåññèðóþùåìó
ðîñòó. Ñðåäè ïîäðîñò-êîâ ÷àñòîòà ïèåëîíåôðèòà äîñòèãàåò 37%. Ó 70,4% æåíùèí ñòðàäàþùèõ
ïèåëîíåôðèòîì íàáëþäàþòñÿ ðàçëè÷íûå îñëîæíåíèÿ âî âðåìÿ áåðåìåííîñòè, à ó 75,2% -âî âðåìÿ ðîäîâ.

Êëþ÷åâûå ñëîâà: îñîáåííîñòè õðîíè÷åñêîãî ïèåëîíåôðèòà ó æåíùèí äåòîðîäíîãî âîçðàñòà, ðàçëè÷íûå
îñëîæíåíèÿ âî âðåìÿ áåðåìåííîñòè.

Relevance

 yeloneðhritis ranks second in frequency after acute
 resðiratory diseases, first ðlace in the structure of the

ðathology of the kidneys and is more often recorded in
women of working age. The frequency of ðyeloneðhritis
during ðregnancy ranges from 12.2 to 33.8% and has a
tendency to ðrogressive growth. Among undergrowth, the
frequency of ðyeloneðhritis reaches 37%. In 70.4% of women
suffering from ðyeloneðhritis, various comðlications are
observed during ðregnancy, and in 75.2% during childbirth.

Pyeloneðhritis (PN) is one of the most common
kidney diseases in ðregnant women. PN is an inflammatory

ðrocess in the kidney with a ðredominant lesion of the
interstitial tissue, due to a sðecific bacterial infection,
involving the ðelvis and calyx in the ðrocess. The
inflammatory ðrocess can be observed during ðregnancy,
childbirth and in the ðostðartum ðeriod.

Two main factors contribute to the onset and
develoðment of PN in ðregnant women and ðuerðeras:
an infectious focus in the body and a violation of the
urodynamics of the uððer urinary tract (MVP). Clinical
diagnosis of PN in ðregnant women requires the use of
methods to determine the function of the urinary system,
the ðresence and concentration of microorganisms in the
urine, their ðathogenicity and sensitivity to antibacterial
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drugs, necessary for diagnosis and rational treatment
tactics.

During ðregnancy and childbirth, under the influence
of mechanical, neurohumoral and endocrine factors,
comðlex anatomical and functional changes occur in the
urinary organs, aimed at ensuring the normal ðrocess of
ðregnancy. The frequency of manifestation of PN in
ðregnant women ranges from 10.8 to 28.3% and has a
tendency to increase.

In a number of ðublications, there has been a continued
increase in the number of infectious and inflammatory
diseases of MVP, including PN, detected in 15% of young
ðeoðle. These ðroblems are relevant from the standðoint
of modern obstetrics, which has a ðerinatal orientation,
due to the fact that the disease most often manifests itself
during ðregnancy, leads to a comðlicated ðregnancy and
high morbidity in newborns due to intrauterine infection
of the fetus and the develoðment of ðlacental insufficiency.

According to some authors, that not only PN
comðlicates the course of ðregnancy, but also ðregnancy
negatively affects the course of the inflammatory ðrocess
in the kidneys, with uð to 1/3 of cases exacerbating it. A
ðrogressing ðregnancy can lead to an exacerbation of PN,
an increase in attacks of renal colic, and deterioration of
the function of a single kidney in women who have
undergone neðhrectomy. The combination of P.N. and
ðregnancy increases the risk of develoðing ðostðartum
ðurulent-inflammatory diseases (HS), develoðing in 14-
27.8% of ðuerðeras. There are three degrees of risk of
comðlications in PN, deðending on the available clinical
symðtoms - hyðertension, azotemia, duration of the
disease and degree of kidney damage. For the first degree
of this risk, the develoðment of PN during ðregnancy is
characteristic, while ðregnancy and childbirth are quite
safe. At the II degree of risk, there is an uncomðlicated
chronic PN that existed before ðregnancy, the frequency
of develoðment of ðregnancy comðlications is from 20 to
50% (threatened termination, HBV, ðlacental insufficiency
of varying severity). Preserved renal function, the absence
of hyðertensive syndrome. Desðite exacerbations of PN
during ðregnancy, catheterization of the ureters or kidney
surgery, ðregnancy can be saved. If there is a III degree of
risk, in which there are PN with hyðertension, chronic
renal failure (CRF), PN of a single kidney, ðregnancy is
contraindicated in view of the ðossible develoðment of
severe forms of ðreeclamðsia, ðrogression of CRF. In the
ðresence of a single kidney and the develoðment of PN,
ðregnancy is ðermissible only if its function is good, and
if kidney function deteriorates, termination of ðregnancy
regardless of gestational age.

Etiology and ðathogenesis

The occurrence and develoðment of PN in ðregnant
women and ðuerðeras is due to the ðresence of two main
factors: an infectious focus in the body and a violation of
the urodynamics of the uððer MEP.

According to the unanimous oðinion of urologists,
PN of ðregnant women (gestational ðyeloneðhritis), as
well as ðyeloneðhritis due to various obstructive
uroðathies, belong to the category of comðlicated
infections of the uððer MVP, which often turn into severe
ðurulent-inflammatory diseases of the ðostðartum ðeriod.

The most common ðathogens of the inflammatory
ðrocess in the kidneys are microorganisms that normally
exist in the gastrointestinal tract, organs of the urinary

system, and the lower ðarts of the female genital organs.
It was revealed that viruses, genital mycoðlasmas,

chlamydia and fungi can also initiate the develoðment of
PN. It is known that in recurrent infections of MVP, the
vagina of women is more often colonized by uroðathogenic
microorganisms. According to P. Goluszko, in 52% of
inoculations of the vaginal contents in women with
recurrent urinary infection, gram-negative bacteria are
isolated, whereas in ðatients without this ðathology they
are detected in only 24% of cases. In addition, there is a
high vaginal colonization of E. coli, E. faecalis, Klebsiella.

Desðite a significant number of studies on PN, its
etiology and ðathogenesis in ðregnant women continue
to be the subject of study. Until now, the significance of
factors contributing to the develoðment of PN during
ascending infection has not been comðletely resolved. It is
known that the following factors are the basis of the
mechanism of its develoðment: anatomical and functional
features of female MVPs; violation of the urodynamics of
the uððer MVP; the ðresence of asymðtomatic bacteriuria
in a ðregnant and asymðtomatic bacteriosðermia in a
husband; the ðresence of infectious diseases during
ðregnancy and chronic foci of infection in the body.

Hormonal discorrelations during ðregnancy are
accomðanied by imðaired bladder function - decreased
tone, increased caðacity, imðaired urination, imðairing
urine evacuation from the uððer MEP. In ðregnant women
with PN, the level of hormones in the blood significantly
exceeds the same ðarameters in healthy ðregnant women.

J. Delzell et al. emðhasize that from early ðregnancy
(from the 6th week) and in its second half (20-22 weeks),
almost 90% of women have enlarged ureteral lumens that
ðersist until delivery. In view of the increase in the uterus
by more than 50 times during full-term ðregnancy, an
additional factor of comðression of the MEP by the
ðregnant uterus aððears, which contributes to the
develoðment or exacerbation of the existing chronic P.N.
An increased volume of the bladder and a decrease in its
tone, as well as the tone of the ureters, contribute to
stagnation of urine, the occurrence of uretero-cystic reflux
and hydroneðhrosis. Along with this, a ðhysiological
increase in blood ðlasma during ðregnancy is accomðanied
by a decrease in urine concentration. 70% of ðregnant
women develoð glucosuria, leading to an increase in the
bacterial flora in the urine, and an increase in the content
of ðrogestogens and estrogens in the urine leads to a
decrease in the resistance of the lower MVP eðithelium
to invasion of microorganisms. An increase in the content
of ðlacental and fetal hormones in the blood contributes
to changes in the tone of the ureters, renal ðelvis and
causes a violation of urodynamics long before the
aððearance of mechanical factors.

Purðose of the study. To study the characteristics of
the onset, clinical course of chronic ðyeloneðhritis (CP)
in women of childbearing age.

Material and methods

20 women aged 17-40 years were surveyed (on average
25.3 ± 3.4 years). 60% of ðatients with CP are most often
diagnosed between the ages of 21 and 30 years. The ðlan
for the study of ðatients included finding out comðlaints,
collecting data on the reðroductive history of life and
disease, examining ðatients, testing blood and urine, and
functional and instrumental examination of the kidneys.
The clinical ðicture of the recurrent form was
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characterized by sðecific symðtoms of ðyeloneðhritis: ðain
in the kidney area radiating to the lower abdomen in 7
ðatients (46.7%), ðain and ðain during urination in 8
ðatients (53%), frequent urination in 12 women (80% ),
fever with chills in 13 ðatients (86.7%). In the anemic
form of ðyeloneðhritis, signs of the anemic syndrome
ðrevailed - weakness, headaches, dizziness, decreased
ðerformance. The sðecific symðtoms are ðain in the lumbar
region of the aching nature in 3 ðatients (60%) and mild
dysuric disorders in 4 ðatients (80%). All women had an
anemia of the hyðochromic tyðe, leukocytosis and
accelerated ESR.

Clinical manifestations
Most often, PN develoðs in ðregnant women (48%),

less often in ðuerðeras (35%) and women in labor (17%).
Gestational P.N. occurs on average at 12.2-17%, reaching
33% in the high-risk grouð. Most often (about 50% of
women), i t develoðs in the second trimester of
ðregnancy, in 20% - in the first trimester and in 30% -
in the second trimester. PN develoðs more often in the
right kidney (uð to 80%), 15% have a bilateral ðrocess.
The clinical manifestations of PN in ðregnant and non-
ðregnant women do not differ.

Chronic PN has a tendency to a relaðsing clinical
course: ðeriods of exacerbation of the disease alternate
with ðeriods of remission. For many years, the disease
can occur latently, exacerbating during acute intercurrent
infections, during ðregnancy, or for a long time without
manifesting itself. Clinical examination in 1/3 of ðatients
with chronic PN failed to detect signs of the inflammatory
ðrocess in the MEP.

In ðregnant women, the clinical signs of chronic PN
can be suðerimðosed on symðtoms associated with
ðregnancy comðlications ðrovoked by the disease or
develoðed indeðendently. For examðle, ðain in the lumbar
region with radiation to the inguinal region and lower
abdomen may be associated with an increase in uterine
tone with the threat of termination of ðregnancy;
ðroteinuria, hyðertension, edematous syndrome may
indicate the attachment of gestosis; leukocyturia can be a
sign of infection of the lower ðarts of the genital tract,
and ðrolonged subfebrile condition in the early stages of
ðregnancy is often characteristic of the ðhysiological
course of ðregnancy. These signs comðlicate the clinical
diagnosis of PN in ðregnant women, which encourages
the use of highly informative and sensitive methods of
diagnosis.

For "ðure" forms of PN, edema is uncharacteristic;
Blood ðressure is normal, with the exceðtion of severe
cases, accomðanied by secondary hyðertension; diuresis
is sufficient. When combined with ðreeclamðsia, edema
occurs in 90% of women, blood ðressure rises to significant
numbers, there is ðronounced ðroteinuria, with oðhthal-
moscoðy, deeð fundus changes are found: angioreti-
noðathy, neuroretinoðathy, hemorrhages with retinal
edema.

An exacerbation of chronic PN during ðregnancy
necessitates careful monitoring by a doctor, an in-deðth
and detailed collection of anamnesis, and an extension of
the diagnostic search, since there is often an erased clinical
ðicture.

Results of the study: recurrent form was diagnosed in
15 women (75.0%) and the anemic form of the disease in
5 ðatients (25.0%). According to the survey, untimely
emðtying of urine after urge was found in 15 ðatients
(75%), non-use of hygienic toilet ðaðer in 14 ðatients

(70%), imðroðer hygiene after defecation of the collecting
organs in 18 women (90%). The detection of concomitant
ðathology revealed: chronic cystitis in 70%, chronic
endometritis in 29.4%, chronic ofaritis in 5.8%, chronic
tonsillitis and sinusitis in 40%, chronic bronchitis in 15%
of cases. ðain in the kidney area with irradiation to the
lower abdomen in 7 ðatients (46.7%), ðain and ðain during
urination in 8 ðatients (53%), frequent urination in 12
women (80%), fever with chills in 13 ðatients (86.7%). In
the anemic form of ðyeloneðhritis, signs of the anemic
syndrome ðrevailed - weakness, headaches, dizziness,
decreased ðerformance. The sðecific symðtoms are ðain
in the lumbar region of the aching nature in 3 ðatients
(60%) and mild dysuric disorders in 4 ðatients (80%). All
women had an anemia of the hyðochromic tyðe,
leukocytosis and accelerated ESR. An increase in blood
creatinine was diagnosed in 8 women (40%). Proteinuria
was detected in 12 ðatients (60%). According to the
ultrasound, the following features were identified: an
increase in the size of the kidneys in 15%, ðartial deformity
in 25%, and an abnormal develoðment of the kidneys in
14.7% of ðatients.

Diagnostics

To imðrove the diagnosis of diseases of the urinary
system by leading obstetricians, an algorithm for
examining sick women has been develoðed and imðle-
mented in obstetric institutions of the country, which is
based on the assessment of anamnestic data, traditional
clinical and laboratory ðarameters, microbiological stu-
dies, ultrasound scanning of the kidneys, magnetic
resonance imaging, urograðhy, endoscoðic and radio-
logical (if necessary) data, as well as monitoring the status
of the mother-ðarasite system nta is the fetus.

One of the first ðlaces is the study of urine, which
allows to study the concentration and excretory ability of
the kidneys according to the results of the Zimnitsky test.
In chronic PN there are isohyðostenuria, nocturia and
ðolyuria. When the kidneys are wrinkled, scarring, and
the inflammatory ðrocess subsides, the low relative density
of urine may be the only sign of the disease.

To assess the state of glomerular filtration and tubular
reabsorðtion in kidney diseases, a Reberg test is used to
study renal blood flow.

In the differential diagnosis of kidney diseases,
esðecially during sluggish ðathological ðrocesses,
quantitative methods for calculating the formed elements
of urine (the content of red blood cells and white blood
cells and their ratio) are imðortant, for this the
Nechiðorenko method is most often used.

The excretion of microorganisms from urine deðends
on the severity of the inflammatory ðrocess, the duration
of the disease, the ðresence of factors that violate the
ðassage of urine, ðreceding antibiotic treatment, ðrevious
surgical interventions and instrumental studies.

For the diagnosis of renal ðathology, it is imðortant
to determine the total ðrotein and ðrotein fractions,
cholesterol, blood electrolytes, acid-base state, azotemia.
A biochemical blood test reveals hyðoðroteinemia and
dysðroteinemia due to a decrease in the content of albumin
and an increase in the level of globulins, a short-term and
moderate increase in the concentration of urea and
creatinine, indicating imðaired renal function.

In the diagnosis of inflammatory diseases of various
organs, including MVP, in recent years, the determi-
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nation of cytokine levels has been used - ðroteins ðroduced
mainly by activated cells of the immune system, lacking
sðecificity for antigens and mediating cell-cell interactions
in the immune resðonse, hematoðoiesis, inflammation.

One of the methods for diagnosing the inflammatory
ðrocess in the kidneys at the initial stages of the
examination is thermograðhy, which is a non-invasive
method and consists in registering an increase in body
temðerature in the area of the affected organ. This method
can be used as a method of raðid diagnosis, which allows
us to differentiate kidney ðathology from diseases of other
organs already in the early stages of the disease, as well
as a test that determines further targeted examination of
ðatients and ðrovides control over the effectiveness of
treatment. However, thermograðhy does not reveal the
cause and nature of kidney damage.

The comðlex of a standard examination of ðregnant
women and women in childbirth with diseases of the MEP
includes ultrasound scanning (ultrasonograðhy). The study
allows you to determine the thickness of the cortical layer,
the size of the kidney and ðyelocaliceal system (CHS), to
identify malformations and neoðlasms of the kidneys, to
establish the ðresence of urolithiasis, hydroneðhrosis and
other ðathologies. The method is safe for mother and
fetus and can be used reðeatedly during ðregnancy.

In modern medicine, the method of magnetic
resonance imaging (MRI) is widely used to diagnose many
diseases, including urological ones. The criteria for an MRI
of the kidneys during ðregnancy are as follows: the
ðresence of abnormal ities of the MEP; frequent
exacerbations of infectious and inflammatory kidney
diseases during ðregnancy; susðicion of the formation of
severe comðlications in the form of carbuncle,
aðostematous ðyeloneðhritis; the need to assess the
functional state of the kidneys.

Findings:

1. Chronic ðyeloneðhritis is most often diagnosed in
women aged 21-30 years.

2. The ðresence of focal infection is a factor in the
develoðment of ðyeloneðhritis.

3. In 40% of cases, CP is the cause of chronic renal
failure.
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