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Cervical cancer — a preventable (?) disease in Poland
Andrzej Nowakowski1, 2

1Central Coordination Centre for Cervical Cancer Screening Programme, Cervical Cancer Prevention Clinic, National Research 

Institute of Oncology, Warsaw, Poland 
2Unit of Robotic Surgery, Stefan Cardinal Wyszynski Voivodship Specialist Hospital in Lublin, Poland

Dear Editors,

a great majority of cervical cancers (CCs) may potentially 

be prevented by 1) primary prevention through vaccina-

tion against the aetiological factor of this disease — the 

Human Papillomavirus (HPV), and 2) secondary prevention 

— identification of precancerous lesions through screen-

ing and effective treatment to avoid development of inva-

sive CC. In 2020 World Health Organization (WHO) issued 

a “Global strategy to accelerate the elimination of cervical 

cancer as a public health problem” (the threshold of 4 cas-

es/100 000 women-years) [1]. It assumes achieving: 1) 90% 

of girls fully vaccinated with HPV vaccine by age 15 years; 

2) 70% of women screened with a high-performance test 

by 35 years of age and again by 45 years of age and 3) 90% 

of women identified with cervical disease receiving treat-

ment (90% of women with precancer treated, and 90% of 

women with invasive cancer managed). Some countries 

[2, 3] including Poland [4] elaborated consecutive plans or 

roadmaps to tackle the burden of CC. However, implementa-

tion of required solutions to achieve WHO goals might be 

a challenge not only for developing but also for some of the 

more developed countries. 

Currently CC ranks as the fourth most common cancer 

and cancer related cause of death in the world [5]. Both CC 

incidence and mortality have been gradually decreasing for 

more than thirty years in Poland [6] but age-standardized 

incidence and mortality rates are still considerably higher 

than in European countries with most effective CC pre-

vention programmes. In 2006/2007 an organized popula-

tion-based cervical cancer screening was implemented in 

Poland offering free-of-charge Pap test for women aged 

25–59 (extended to age of 64 in year 2023) at 3-year intervals 

and colposcopy with/without biopsy for women when clini-

cally indicated. The programme has never obtained cover-

age of more than 30% of the target population but between 

2004–2019 the declared participation in CC screening rose 

markedly [7]. A 20%-point jump in participation was noted 

between years 2004 and 2009 in age groups 30–69 most 

evidently in opportunistic screening. This was the result of 

popularisation of CC prevention through cytology, rise in 

awareness among women and a wider access to screen-

ing, most likely because of the introduction of the pro-

gramme. In 2016 regional coordination of the programme 

was stopped as well as postage of the invitations by the 

decision of the Ministry of Health. The Ministry took over 

the funds and the responsibility from the Central Coordina-

tion Centre for reaching and maintaining of the high level 

of the programme coverage. Fail-safe-system was however 

introduced (tracking women with positive results and no 

consecutive triage/diagnostic procedures) and quality as-

surance measures including audit of false-negative Pap 

smears and interval cancers were implemented [8]. Audits 

of quality assurance have been undertaken and published 

only for single centres operating in opportunistic screen-

ing [9]. Central Coordination Centre has no legal bases to 

audit performance of opportunistic screening. The quality 

of opportunistic screening is largely unknown and most 

likely unsatisfactory since population coverage is consider-

able, but CC burden is higher than in some countries with 

similar or worse structure of the self-reported participa-

tion in screening [10]. Only screening procedures in the 

programme are registered and audited since there is no 

central registry of opportunistic screening. More sensitive 

than exfoliative cytology, HPV molecular testing is available 

within both reimbursed and private-based gynaecologi-

cal services. Advanced works are under way to introduce 

HPV-based screening into the screening programme [11, 12].  

HPV-based screening with the use of self-sampling has been 

proposed to facilitate access to screening [13] as well as 

guidance on triage/further diagnostics during COVID pan-

demic [14]. Measures have been undertaken to standardise 

colposcopy procedures [15]. Efforts are made to measure 

https://orcid.org/0000-0002-5997-7516
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the quality of healthcare services [16] in Poland however 

the data on the quality of management of invasive and 

preinvasive cervical neoplasia are scarce. Considerable 

regional differences are however noted for CC incidence 

and mortality in the country [17] which may result from 

inequalities in access to healthcare services and their dif-

fering performance.

No effective treatment of HPV infection is available yet 

worldwide. Despite very common use of intravaginal gels 

and other products and their promotion even with active en-

gagement of respectable experts in Poland, current scientific 

evidence-based data are insufficient to support any idea of 

“accelerating spontaneous regression” or treatment of HPV 

[18]. Therefore, prophylactic immunisation remains the only 

registered and evidence-based method on pharmaceutical 

market to impact HPV infection burden.

Table 1. Current availability and reimbursement of HPV prophylactic 
vaccines in Poland

Vaccine Gardasil-9 Cervarix

HPV vaccination programme for 
12–13-year-old teenagers (both 
sexes–gender neutral)

Yes Yes

100% reimbursement (free-of-charge) 
in prescription for individuals aged 
9–18 years

No Yes

50% reimbursement for individuals aged 
18 and above

No Yes

Table 2. Current status of HPV-vaccination programme for 
12–13-year-olds in Poland [21]

12–13-year-old teenagers 
— target cohort

e-Vaccination Cards 
— n (%)

Girls 418 233 85 193 (20.37%)

Boys 440 602 49 300 (11.19%)

Total — both sexes 858 835 134 493 (15.66%)

Data on target cohort for 31st of December 2022. Data for vaccination for 
15th of November 2023

Table 3. Use of products in the HPV-vaccination programme in 
Poland — data for November 2023 [21]

Vaccine type Gardasil-9 Cervarix

Number of doses 
provided (%)

121 870 (89.85%) 13 761 (10.15%)

Table 4. Proposed key steps to increase effectiveness of CC prevention in Poland

Primary prevention — HPV vaccination Secondary prevention — screening
Tertiary prevention — treatment of invasive 
CC

• Multidimensional education of the parents of 
the teenage target cohort 

• Education of HCP including family nurses, 
midwives and doctors

• Analysis of the logistics of the programme 
and implementation of solutions to decrease 
administrative work burden and facilitate 
execution of the programme

• Inclusion of other than family medicine 
centres as vaccination providers in the 
programme

• Reimbursement of Gardasil-9 for catch-up 
vaccination in older cohorts and active pro-
motion of catch-up vaccination

• Analysis of feasible solutions from successful 
local HPV vaccination programmes and imple-
mentation into the national programme [22]

• Integration of screening data — imple-
mentation of central screening registry of 
opportunistic screening tests and merging 
with the programme registry

• Identification of non-attenders and irregular 
attenders in the integrated registry

• Targeted interventions to reach non-attenders  
e.g., invitation letters, direct contacts by family 
medicine centres, direct contact by occupa-
tional medicine personnel during mandatory 
health check-ups

• Provision of widest possible access to screen-
ing tests through contracts with existing gy-
naecological clinics operating within National 
Health Insurance, private gynaecological 
offices and clinics, family medicine centres 
and midwife centres

• Implementation of molecular HPV-based 
technologies into the screening programme

• Implementation of cervico-vaginal self-
sampling or sampling by midwives without 
the use of vaginal speculum in family medicine 
centres without gynaecological chairs

• Quality audits and quality assurance at all 
steps of screening

• Introduction of fail-safe system for women in 
opportunistic screening 

• Certification of colposcopy and cytology 
personnel

• Further standardisation of screening proce-
dures and evaluation 

• Coordination of care through National Onco-
logical Network

• Further training of personnel of gynae-
cological oncology units

• Implementation of national guidelines for 
CC treatment

• Implementation and reporting of perfor-
mance indicators of CC treatment by centres

• Audits of centres providing care of CC
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After many years of efforts from medical societies, ex-

perts, patient organisations and other stakeholders, popu-

lation-based, free-of-charge HPV vaccination programme 

for 12–13-year-old teenagers was implemented in Poland 

on the 1st of June 2023 because of execution of National 

Strategy for Oncology [11]. Current availability and reim-

bursement of HPV vaccines in Poland is presented in Table 1.  

Despite media campaigns run by the Ministry of Health and 

various educational activities for Healthcare Professionals 

(HCP) after almost six months of programme the coverage 

is insufficient (Tab. 2) and will probably not exceed 35–40% 

after the first year and Gardasil-9 is most commonly pro-

vided (Tab. 3).

Therefore, multilevel and multidirectional actions are 

required both in primary and secondary prevention for Po-

land to approach the WHO goals of CC elimination. Proposed 

key steps and activities are presented in Table 4. Progress 

in achieving WHO goals for CC elimination should be regu-

larly monitored and reported. On these bases conclusions 

for future solutions should be formulated. Cervical cancer 

elimination goals and centres were established in several 

countries [19, 20] and creation of such a centre should be 

considered also in Poland. In close collaboration with the 

Ministry of Health it could take on responsibilities to ad-

vance WHO CC elimination goals, coordinate and monitor 

comprehensive CC prevention in Poland. Reorganisation 

of CC prevention in Poland will require proper decisions by 

the ministry decision-makers, consensus and collaboration 

of stakeholders including professional societies, experts 

and dedicated organisations. However, the crucial factor 

will be the education of the society to increase uptake of 

CC screening and HPV vaccination as an important part  

of health literacy.
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ABSTRACT
Objectives: The study investigated the stem cell expression profiles and differentiation capacities of mesenchymal stem 
cells (MSCs) from different tissues, specifically human eutopic endometrium MSCs (eut-MSCs), ectopic endometrium 
MSCs (ect-MSCs), and umbilical cord MSCs (UC-MSCs). Our aim was to identify any similarities in subpopulations among 
these MSCs and lay a foundation for MSCs repair. 

Material and methods: MSCs were isolated from endometrial tissue (n = 5), endometriosis tissue (n = 6), and umbilical 
cords (n = 7). Flow cytometry was used to examine cell phenotype, and three lineage tests were conducted to evaluate 
the differentiation capacity of the MSCs.

Results: Eut-MSCs expressed CD44 (98.00 ± 0.96%), CD73 (99.54 ± 0.02%), CD140b (99.16 ± 0.50%), CD146 (93.87 ± 2.27%), 
SUSD2 (50.76 ± 8.15%), and CD271 (2.1 ± 1.22%). Ect-MSCs expressed CD44 (98.23 ± 1.60%), CD73 (99.63 ± 0.04%), CD140b 
(98.13 ± 0.53%), CD146 (93.88 ± 3.19%), SUSD2 (49.33 ± 6.36%), and CD271 (2.85 ± 1.17%). UC-MSCs expressed CD44 (99.11 ±  
± 0.42%), CD73 (99.65 ± 0.12%), CD140b (99.84 ± 0.42%), CD146 (88.09 ± 4.20%), SUSD2 (72.87 ± 7.13%), and CD271 (6.19 ±  
± 2.08%). The expression of SUSD2 and CD271 in UC-MSCs was slightly but not significantly higher than that in ect-MSCs 
and eut-MSCs. However, CD44, CD73, CD140b, and CD146 showed similar expression levels in UC-MSCs, ect-MSCs, and eut-
MSCs. All three types of MSCs demonstrated the capacity to differentiate into osteoblasts, adipocytes, and chondrocytes.

Conclusions: Our findings indicate that ect-MSCs, eut-MSCs, and UC-MSCs have similar stem cell phenotypes and the 
ability to differentiate into three lineages.

Keywords: endometrium; umbilical cord; mesenchymal stem cells; phenotypic expression; differentiation potential
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INTRODUCTION
Mesenchymal stem cells (MSCs) are primitive cells that 

possess the ability to self-renew and differentiate in multiple 

directions. They can be found in various tissues and organs, 

including bone marrow [1, 2], human adipose tissue, en-

dometrium, umbilical cord (UC), amniotic fluid, deciduous 

pulp, and skeletal muscle [3–5]. Due to their capacity for 

self-renewal and multi-lineage differentiation, MSCs are 

highly regarded as attractive candidates for regenerative 

medicine and tissue engineering [6, 7].

In recent years, bone marrow-derived MSCs (BM-MSCs) 

in disease treatment has declined due to potential com-

plications and limited availability of bone tissue [8]. As  

a result, researchers have focused on other somatic materials 

for tissue repair considering their easier accessibility. One 

such material is the endometrium of the uterus, known for 

its regenerative capacity. Studies have demonstrated the 

presence of a small group of highly proliferative MSCs with 

multi-directional differentiation potential in the human 

endometrium. These endometrial MSCs (eMSCs) are con-

sidered promising for endometrial repair since they may 

contribute to the partial repair of the functional layer during 

shedding cycles. Additionally, Sampson’s hypothesis sug-

gests that eMSCs may aberrantly migrate to the peritoneal 

or pelvic cavity, leading to the formation of endometriosis 

[9]. Gargett et al. [10] have identified the existence of stem 

cells in ectopic endometrial lesions. Similar to eutopic en-

dometrial stem cell colony-forming units (CFUs), endome-

triotic stromal cell CFUs have displayed multipotency and 

undergone over 25 passages before reaching senescence.

Furthermore, UC-derived MSCs (UC-MSCs) have emerged 

as therapeutically efficient alternatives for several diseases. 

They are isolated from Wharton’s jelly, which not only provides 

access to raw materials from medical waste tissue but also ex-

hibits stable biological properties, rapid proliferation, and low 

immunogenicity [11]. In vitro experiments have demonstrated 

the ability of UC-MSCs to differentiate into fat, bone, cartilage, 

heart, and neuronal cells [12]. Based on these advantages, 

UC-MSCs may serve as another potential material for repair-

ing endometrial lesions. However, it remains unclear whether 

UC-MSCs share similar phenotypic characteristics with MSCs 

derived from the endometrium.

This study hypothesized that eMSCs located in the basal 

layer lose their regenerative potential when the endome-

trium is severely damaged. Consequently, our objective was 

to explore the possibility of increasing the number of eMSCs 

for endometrial repair. For this purpose, UC-MSCs and ect-

MSCs were considered as suitable options due to their easy 

accessibility and fewer associated ethical concerns. As a first 

step towards mimicking eMSCs for the repair of severely 

damaged endometrium, we sought to determine if UC-MSCs 

and ect-MSCs exhibit similar phenotype and characteristics.

MATERIAL AND METHODS
Collection tissues 

Following the guidelines outlined in the declaration of 

Helsinki and adhering to ethical standards, approval was 

obtained from the ethical committee at Henan Province 

People’s Hospital. Prior to enrollment in the study, patients 

provided informed consent and approved the use of their 

tissue samples. Five healthy women with no prior medical 

interventions (mean age: 30.05 ± 5.67 years, during the fol-

licular phase), six patients diagnosed with endometriosis 

(mean age: 29.15 ± 6.55 years), and seven healthy pregnant 

women (mean age: 28.85 ± 6.55 years) were recruited. Nor-

mal endometrial tissues were collected through uterine 

curettage. Ectopic ovarian cyst tissues were obtained from 

patients diagnosed with endometriosis during surgery. Con-

firmation of the endometrial and endometriosis tissues 

was conducted by at least two pathologists. Umbilical cord 

samples were collected from healthy women undergoing 

cesarean section. Within 30 minutes of surgery, all samples 

were transferred from the hospital to the laboratory on ice, 

using a sterilized container containing Dulbecco’s Modi-

fied Eagle Media supplemented with Nutrient Mixture F-12 

(DMEM/F-12, Hyclone, USA). The tissues were immediately 

washed multiple times with phosphate buffer saline (PBS, 

Hyclone, USA). The UC was stripped of blood vessels, and the 

remaining UC tissues, endometrial tissues, and endometrio-

sis tissues were retained in a sterile culture dish containing 

DMEM/F12.

Hematoxylin-eosin (HE) staining  
& Immunohistochemical (IHC) analysis 

Eutopic/ectopic endometrial, and UC tissues were fixed 

in 4% formalin for paraffin section preparation. Each seg-

ment was sliced to a thickness of 3 microns. Hematoxylin-

eosin staining was performed to identify the morphological 

structure of the segments. Additionally, these slides were 

stained with vimentin or cytokeratin7 (CK7) antibodies us-

ing immunohistochemistry to determine the cell types. The 

rabbit SP detection kit (ZSGB, Beijing, China) was utilized 

for IHC analysis following the manufacturer’s instructions. 

Antigen retrieval was conducted using sodium citrate buffer 

(pH 6.0) in a pressure cooker. The slides were incubated 

overnight at 4°C with primary antibodies against vimentin 

(1:100 dilution; BS1491; Bio-world Technology) or CK7 (1:100 

dilution; 22208-1-AP; Protein tech). PBS was used as a nega-

tive control. Chromogenic reaction was achieved using the 

DAB kit (ZSGB, Beijing, China). 

Mesenchymal stem cell isolation  
and primary culture 

Fresh tissues were subjected to enzymatic digestion 

to isolate stromal cells. After washing the samples three 
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times with sterile PBS, they were cut into 1 mm3 fragments. 

Fragments from each sample were placed in a 15 mL tube 

containing 400 U/mL collagenase II (Sigma) and digested in 

a YKW-303 shaker incubator (Yong le kang, Hunan, China) at 

37°C for approximately 45 minutes with a speed of 120 rpm.  

The cell suspension was filtered through a 100 μm cell 

strainer (Corning, New York, USA), followed by a 40 μm  

cell strainer (Corning, New York, USA) to remove excess tissue 

debris. The final filtered liquid was centrifuged at 1500 rpm  

for 8 minutes. The supernatant was discarded, and the 

cell pellets were resuspended in 2 mL complete culture 

medium DMEM/F-12 supplemented with 10% fetal bovine 

serum (FBS) and 1% penicillin-streptomycin mixture (Gibco, 

Grand Island, NY). The cells were seeded in a flask (25 cm2) 

in the complete culture medium and cultured at 37°C in  

a humidified incubator with 5% CO2. A similar isolation 

and culture protocol was employed for stromal cells from 

UC as for endometriosis samples. The culture medium was 

refreshed every 3 days. When reaching 90% confluence, 

the cells were passaged using 0.25% Trypsin-Ethylene Di-

amine Tetraacetic Acid (Trypsin-EDTA, Gibco, Grand Island, 

USA) at a ratio of 1:2. At each passage, a small portion of 

cells were frozen in FBS supplemented with 20% dimethyl 

sulfoxide (DMSO, Solarbio, Beijing, China) for future evalu-

ation. Differentiation studies were conducted on cells from 

passages 3 and 4.

Flow cytometry analysis
For flow cytometry analysis, cells from passages 3 and  

4 were harvested using 0.25% Trypsin-EDTA into flow tubes, 

then centrifuged at 1000 rpm for 5 minutes. The cells were 

washed with PBS, diluted to a density of 1×106/mL, and incu-

bated in the dark at 4°C for 30 minutes with 5µL of antibod-

ies (CD31-PE cy7, CD45-PerCP, SUSD2-PE, CD73-APC/cy7, 

CD140b-APC, CD146-FITC, CD271-FITC, CD146-Alexa647, 

and CD44-Alexa488) (Table S1). Afterward, the cells were 

washed with 1 mL of PBS and centrifuged at 1000 rpm for 4 

minutes. The supernatant was discarded, and the cells were 

resuspended in PBS. One tube without antibody served as 

a blank control. The antibody-labeled cells were analyzed 

using FACS Calibur flow cytometry (BD Canto, San Jose, 

USA), and the resulting data were analyzed using Flowjo 

10 software (Leonard Herzenberg, USA).

Three lineages differentiation
In this study, three lineages of differentiation were in-

vestigated. MSCs were seeded in a 24 well plate (Corn-

ing, New York, USA) at a density of 5 × 104 cells/well using  

500 µL of complete culture medium. 

For adipogenic differentiation, cells were cultured until 

they reached 80% to 90% confluence. The culture medium 

was then replaced with an adipocyte-genic medium con-

taining Human MSC Adipocyte-genic Basal Medium A and B,  

FBS, Penicillin-Streptomycin, Rosiglitazone, Glutamine, Insu-

lin, Dexamethasone, and IBMX (Cyagen, California, USA), ac-

cording to the manufacturer’s instructions. The medium was 

changed every 3 days for 21 days. The adipocyte capacity of 

MSCs was evaluated using oil red staining. Cells were fixed with  

4% paraformaldehyde for 35 minutes, washed thrice 

with PBS, and then stained with 60% Oil Red solution for  

25 minutes (Cyagen, California, USA). After gently washing 

the plates twice with PBS, adipocyte-like cells were observed 

under a microscope (Olympus, Japan).

For osteogenic differentiation, to prevent MSCs from 

floating during induction, gelatin coating (Cyagen, Califor-

nia, USA) was applied to the surface of osteoblast-induced 

culture plates for 30 minutes. Afterwards, cells were seeded 

and cultured until they reached 60–70% confluence. The 

medium was replaced with an osteoblast-genic medium 

consisting of Human MSC Osteoblasts-genic Basal Me-

dium, FBS, Glutamine, Penicillin-Streptomycin, Ascorbate, 

β-Glycerophosphate, and Dexamethasone (Cyagen, Cali-

fornia, USA), as per the manufacturer’s instructions. Cells 

were then cultured in this medium for 2 weeks. The oste-

oblast-genic capacity was assessed using Alizarin red dye 

solution (Cyagen, California, USA). Cells were fixed with 4% 

paraformaldehyde for 30 minutes, washed twice with PBS, 

and stained with Alizarin red dye solution for 3–5 minutes. 

Following three washes with PBS, the cells were imaged 

using a microscope (Olympus, Japan).

For chondrogenic differentiation, once cells adhered 

to the surface of the well, the medium was replaced with  

a chondrocyte-genic medium containing Human Stem Cell 

Chondrocyte-genic Basal Medium, Ascorbate, Dexameth-

asone, ITS + Supplement, Proline, Sodium Pyruvate, and 

TGF-β3 (Cyagen, California, USA), following the manufac-

turer’s instructions. Cells were cultured for 21 days, with the 

medium changed every 2–3 days. To evaluate chondrogenic 

capacity, cells were stained with Alcian Blue. After fixing the 

cells with 4% paraformaldehyde for 30 minutes, they were 

washed twice with PBS and then stained with Alcian Blue (Cy-

agen, California, USA) for 30 minutes. Following three washes 

with PBS, images were captured using a microscope (Olym-

pus, Japan). Positive staining with Alcian Blue indicated the 

presence of acid mucopolysaccharides in the chondrocytes.

Statistical analysis
Statistical analysis was performed using GraphPad Prism 

software (GraphPad Software Inc, version 5.00). Data were 

presented as mean ± standard error of the mean (SEM). Sta-

tistical comparisons between groups were conducted using 

the t-test or non-parametric Mann-Whitney test. A p-value 

of less than 0.05 was considered to indicate a statistically 

significant difference.
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RESULTS
Isolation and culture of eut-stromal cells,  

ect-stromal cells and UC-stromal cells
Figure 1 (A–F) presents the morphological characteris-

tics of freshly isolated primary stromal cells from eutopic, ec-

topic endometrium, and UC, respectively. In Figure 1A and D,  

primary stromal cells from the healthy endometrium were 

cultured for five days, showing a predominantly triangular 

morphology. Figure 1B and E display the cell morphology 

after changing the culture medium on the third day, where 

small clusters of cells are visible. In Figure 1C and F, the mor-

phology of primary stromal cells from the UC is shown on 

the fifth day after isolation, with approximately 90% of the 

cells exhibiting a long spindle-shaped appearance.

Identification of UC, ectopic–endometrium and 
eutopic-endometrium

Through HE staining, the cellular cytoplasm was stained 

pink, while the nuclei appeared blue. IHC results demon-

strated that vimentin was primarily expressed in stromal 

cells of all three tissues, whereas CK7 was mainly expressed 

in the glandular epithelial cells (Fig. 2).

Cell surface antigen expression
Phenotypic analysis (Fig. 3) using flow cytometry with 

CD45- and CD31-gating (to exclude peripheral blood mono-

nuclear cells and endothelial cells) revealed that primary stro-

mal cells from UC expressed CD44 (99.11 ± 0.42%), CD73 (99.65 

± 0.12%), CD140b (99.84 ± 0.42%), CD146 (88.09 ± 4.20%),  

Figure 1. Morphology of primary eut-stromal cells, ect-stromal cells and umbilical cord-stromal cells — eut-stromal cells (A, D), ect-stromal cells (B, E),  
umbilical cord-stromal cells (C and F)

Figure 2. Identification of eut-endometrial and ect-endometrial tissues and umbilical cord; Hematoxylin-eosin (HE) staining identified the types 
of tissues (A, F and K); Expression of vimentin and CK7 in eut-endometrial (B–E), ect-endometrial (G–J), and umbilical cord (L–O) tissues were 
confirmed. Positive cells were presented with brown-yellow staining (red arrow); Eut-endometrial tissues (n = 5), ect-endometrial tissues (n = 6), 
and umbilical cord (n = 7)
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Sushi-domain-containing-2 (SUSD2) (72.87 ± 7.13%), and 

CD271 (6.19 ± 2.08%). Similarly, primary stromal cells from 

the eutopic endometrium expressed CD44 (98.00 ± 0.96%), 

CD73 (99.54 ± 0.02%), CD140b (99.16 ± 0.50%), CD146 

(93.87 ± 2.27%), SUSD2 (50.76 ± 8.15%), and CD271 (2.1 ± 

± 1.22%). Additionally, primary stromal cells from the ec-

topic endometrium expressed CD44 (98.23 ± 1.60%), CD73 

(99.63 ± 0.04%), CD140b (98.13 ± 0.53%), CD146 (93.88 ± 

± 3.19%), SUSD2 (49.33 ± 6.36%), and CD271 (2.85 ± 1.17%). 

Notably, UC-MSCs, eutopic endometrial MSCs (eut-MSCs), 

and ectopic endometrial MSCs (ect-MSCs) strongly ex-

pressed CD44, with a percentage exceeding 98% (Fig. 4A).  

The expression percentages of CD73 and CD140b were over 

95% in all three types (Fig. 4B–C). Furthermore, the average 

expression of SUSD2 in primary MSCs from the UC slightly 

exceeded that in eut-MSCs and ect-MSCs, with an expression 

level above 75% in 5 out of 7 cases of primary MSCs from  

the UC. The percentage spread was more uniform among the  

five samples (Fig. 4F). There was no significant difference in 

the expression of CD146 and SUSD2 between eut-MSCs and 

ect-MSCs, as indicated by similar p-values (1.000 and 0.931, 

respectively) (Fig. 4D and F). While the expression ratio of 

CD271 cells was less than 10% in all three MSC types, the 

percentage of CD271-positive eut-MSCs and ect-MSCs was 

similar but lower than that in UC-MSCs (Fig. 4E).

Multi-lineage differentiation
Eutopic endometrium MSCs, ect-MSCs, and UC-MSCs 

differentiated into adipocytes, osteoblasts, and chondro-

cytes when cultured with the corresponding differentiation 

medium. Oil drop-like fat particles indicative of adipocyte 

differentiation was visible on day 10 for eut-MSCs and ect-

MSCs, while UC-MSCs displayed these particles on day 12. 

Formalin terminated the differentiation process once the fat 

particles reached 80% growth under the microscope (Fig. 5).  

During osteoblast differentiation, formalin termination 

occurred when osteocytes fused to 80% on day 18. As  

a result, the red staining of eut-MSCs and ect-MSCs ap-

peared brighter compared to UC-MSCs (Fig. 5). Similarly, 

after 21 days of stimulation, chondrocyte differentiation was 

halted using formalin. The blue stain of UC-MSCs appeared 

lighter than that of eut-MSCs and ect-MSCs (Fig. 5). However,  

Figure 3. Expression profiles of primary mesenchymal stem cells (MSCs) derived from eut-,ect-endometrium and umbilical cord. Flow cytometry of 
MSC markers. Cells were gated by CD31-&CD45-. Data were presented with mean expression percentage of stem cell markers; A. Eut-endometrial 
tissues (n = 5); B. Ect-endometrial tissues (n = 6); C. Umbilical cord (n = 7)
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no changes were observed in eut-MSCs, ect-MSCs, and UC-

MSCs cultured with complete medium as negative control.

DISCUSSION
Eutopic endometrium MSCs and ect-MSCs share similar 

surface marker expression. This study was aimed to com-

pare and evaluate the potential enrichment of different 

components in MSCs derived from the eutopic endome-

trium, ectopic endometrium, and UC. This is a crucial step in 

identifying a reliable source of MSCs for endometrial repair.

Single endometrial CFUs have the ability to differentiate 

into classical mesodermal lineages and express typical MSC 

surface markers, namely CD44, CD73, CD90, and CD29 [13]. 

However, they lack the surface markers on hematopoietic 

stem cells and epithelial cells, such as CD45, CD34, and 

CD31. The expression profiles of MSCs differ significantly 

among different tissues [1]. The colocalization of eMSCs 

with CD140b, CD146, and SUSD2, which are derived from 

human endometrium, indicates a high enrichment of these 

markers in eMSCs [3, 5, 14]. These findings suggest the ex-

istence of multiple subpopulations of eMSCs with different 

phenotypes.

Our data demonstrated that the expressions of CD44 

and CD73 in UC-MSCs, eut-MSCs and ect-MSCs were all over 

98%. Previous studies have consistently shown that CD73+ 

UC-MSCs comprise more than 98% of the isolated cells [15]. 

Consistent with our results, Kang et al. found that the ex-

pression of CD44 and CD73 in human UC blood was 99.12% 

and 98.69%, respectively [16]; while Kao et al. demonstrated 

that the expressions of CD44 in eut-MSCs and ect-MSCs 

using flow cytometry were 98.6% and 97.6%, respectively 

[17]. Therefore, we speculated that UC-MSCs, eut-MSCs and 

ect-MSCs express CD44 and CD73 in significant quantities.

Sushi-domain-containing-2 was positive in approxi-

mately 4.2% endometrial stromal cells [18]. Our study ob-

served SUSD2 expression in 49.33% of ect-MSCs and 50.76% 

of eut-MSCs, respectively. However, UC-MSCs showed higher 

enrichment at 72.87% compared to eut-MSCs and ect-MSCs. 

The percentage of SUSD2 expression varied greatly among 

individual endometrial samples, ranging from 13.73% to 

99.85%, which may be attributed to differences in age and 

menstrual phase, requiring further confirmation with a larg-

er sample size. Previous reports suggested SUSD2 as a stem 

cell marker mainly detected in eut-MSCs. However, we found 

a similar expression percentage of SUSD2 in ect-MSCs and 

eut-MSCs, suggesting a comparable MSC subpopulation. 

CD271 expression percentages in our results were 6.19% in 

UC-MSCs, 2.1% in eut-MSCs, and 2.85% in ect-MSCs. CD271 is 

known for enriching BM-MSCs [19] but had a low occurrence 

rate of only 0.71% [20]. Our results indicated that UC-MSCs 

Figure 4. Percentage of the mesenchymal stem cells (MSCs) markers. The expression percentage of MSC markers: CD44 (A), CD73 (B), CD140b (C), 
CD146 (D), CD271 (E) and Sushi-domain-containing-2 (SUSD2) (F), respectively. Umbical cord (n = 7); Eutopic endometrial MSC (eut-MSC) (n = 5); 
Ectopic endometrial MSC (ect-MSC) (n = 6)
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rarely expressed CD271, and the expression of CD271 in 

human eut-MSCs and ect-MSCs was lower than that in UC-

MSCs. Several studies have demonstrated that MSCs can 

be isolated from the endometrium using CD140b+CD146+ 

phenotypes, exhibiting similar differentiation abilities to 

other MSCs. In our study, CD146+ stromal cells accounted 

for approximately 90% of UC-MSCs, eut-MSCs, and ect-MSCs, 

with the average percentage of CD140b+ cells exceeding 

98%. Rajaraman et al. [21] reported that eMSCs expressed 

69% CD140b and 37% CD146. Masuda et al. [22] showed that 

freshly isolated human endometrial SUSD2+ cells expressed 

MSC markers, including CD146 (28.3 ± 4.3%) and CD140b 

(73.1 ± 11.5%) [13]. To our knowledge, this was the first study 

to demonstrate CD140b expression in UC-MSCs [23, 24].

Undoubtedly, the use of eut-MSCs for repairing thin 

endometrium represents an ideal therapeutic strategy for 

endometrial lesion-associated infertility. However, several 

obstacles hinder the clinical application of eMSCs, such as 

their rarity in normal endometrium, donor age [1], and the 

invasive acquisition method. Therefore, finding a substitute 

for eMSCs would be advantageous. Since primary eut-MSCs 

and ect-MSCs express similar percentages of stem cell phe-

notypes, we speculate that ect-MSCs might serve as an ideal 

alternative for lesion endometrial therapy.

Figure 5. Multi-lineages differentiation of mesenchymal stem cells (MSCs). Adipose differentiation: the red lipid vacuoles stained by oil red; 
Osteoblastic differentiation: red phosphatases stained by Alizarin red dye solution; Chondrocytic differentiation: blue acid mucopolysaccharide 
stained by alcian blue. The differentiation assays for adipocytes, osteoblasts and chondrocytes were terminated at day 22, day18 and day21; A–C. 
Showed that eutopic endometrial MSCs (eut-MSCs) (passage 4), ectopic endometrial MSCs (ect-MSCs) (passage 4) and umbilical cord MSCs (UC-
MSCs) (passage 4) began to differentiate into adipocytes, osteoblasts and chondrocytes, respectively; D. Representatively showed MSCs which 
were cultured with complete medium as negative control
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Moreover, studies have shown that UC-MSCs possess 

high proliferation ability, multifunctional differentiation ca-

pacity, and low immunogenicity, making UC-MSCs efficient 

alternatives for the treatment of various diseases [25–27], 

including improving damaged human endometrium. Re-

cently, multiple studies have reported on the potential of 

UC-MSCs to enhance endometrial repair [28–30]. These 

results provided a promising source of MSCs for repairing 

damaged or thin endometrium in women. 

CONCLUSIONS
In summary, based on our data, it could be inferred 

that that: (1) eut-MSCs and ect-MSCs had similar pheno-

types, with a high expression percentage for CD44, CD73, 

CD140b, CD146, and SUSD2; (2) SUSD2-positive expres-

sion was slightly higher in UC-MSCs compared to eut-MSCs  

and ect-MSCs without statistical significance; and (3)  

MSCs derived from these three tissues had the potential to 

differentiate into adipogenic, osteogenic, and chondrogenic 

cells. This study laid the foundation for further research 

on the application of UC-MSCs and ect-MSCs in repairing 

damaged endometrium. However, this study had several 

limitations, including a small sample size and variations in 

menstrual phase among patients with endometriosis. These 

limitations should be addressed through future studies with 

larger sample sizes.
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Table S1. Antibodies for cell phenotypes of human endometrial cells and umbilical cord cells using flow cytometry
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CD73 Mouse IgG1 AD2 200 μg/mL/106cells Biolegend, San Diego, USA

CD140b Mouse IgG1 18A2 300 μg/mL/106cells Biolegend, San Diego, USA

CD146 Mouse IgG1 SHM-57 200 μg/mL/106cells Biolegend, San Diego, USA

CD146 Mouse IgG1κ 541-10B2 100 μg/mL/106cells Miltenyi Biotec, USA

CD271 Mouse IgG1 ME20.4 300 μg/mL/106cells Biolegend, San Diego, USA
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ABSTRACT
Objectives: Stressful situations have an impact on progression of lichen sclerosus. The aim of the study was to inves-
tigate fears and complaints of patients with vulvar lichen sclerosus and progression of disease at the beginning of the 
COVID-19 pandemic. 

Material and methods: The analysis was based on 103 women with mean age was 64.81 ± 11.36 years divided into 
two groups. The first one comprised of patients with stabilization of disease during the pandemic with mean age 
66.02 ± 10.01 (32–87), while the second one with progression of vulvar symptoms with mean age 63.49 ± 12.66 (25–87). 

Results: Delay of diagnosis was reported to be a problem for respectively 25.93% of women from both groups. Fear about 
COVID-19 was described respectively by 57.4% and 55.1%. Stabilization of disease was more frequent in patients after 
photodynamic therapy before pandemic. Progression of vulvar symptoms and features were observed more in patients 
who did not conduct PDT previously. All patients from the second group who underwent photodynamic therapy reported 
disappointment because of no access for continuation of treatment. On the other hand, 81.4% (43 women) regret that 
have no chance for trying photodynamic therapy. 

Conclusions: Photodynamic therapy seems to be a method of treatment with longer survival without progression of 
lichen sclerosus in times of  pandemics. There has been no investigation until now about concerns of patients with vulvar 
lichen sclerosus. Better understanding of problems connected with the pandemic can help medical personnel in taking 
care of patients with vulvar lichen sclerosus. 

Keywords: COVID-19; vulvar lichen sclerosus; fear; pandemics; photodynamic therapy
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INTRODUCTION
Lichen sclerosus (LS) is one of the most frequent chronic 

inflammatory vulvar dermatoses with morbidity estimated 

as from 1:300 to as high as 1:9000. It is relatively high in 

women in postmenopausal age [1]. 

The anogenital region is affected in 85 to 98% of cases 

of lichen sclerosus [2, 3]. Lichen sclerosus can also affect 

extragenital regions, such as the chest, axillae or buttocks [4]. 

The most frequent symptoms are burning and itching, 

which cause continuous discomfort and psychological dis-

tress in many women [4–6].

The precise pathogenesis of lichen sclerosus is not 

known, but in 12% of patients a familial background is de-

scribed [3]. The presence of autoimmune disorders often 

correlates with LS [7, 8]. It is believed that the development 

and progression of LS are closely associated with oxidative 

stress [9]. Excessive amounts of reactive oxygen species 

cause deoxyribonucleic acid (DNA) damage and peroxida-

tion of lipids and accelerate malignant transformation. In 

this mechanism, smoking cigarettes induces the progres-

sion of LS. Moreover, stressful situations have an impact on 
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progression of lichen sclerosus or promote development of 

new lesions of this dermatosis [9].

The most distressing aspect of this disease is the symp-

toms, mainly itching and burning, disturbing everyday life 

and significantly reducing quality of life. Everyday usage 

of ointments can delay the onset of symptoms. The first 

line of treatment in the case of progression of this disease 

is glucocorticosteroid therapy [10, 11]. Lack of results after 

conservative treatment is an indication for induction of 

alternative method of treatment — photodynamic therapy 

with 5-aminolevulinic acid. Photosensitizer applicated on 

the skin before the procedure is cumulated in the tissues 

and induce cytooxygen reactions causing death of cells. This 

kind of therapy causes decreasing vulvar changes [12]. Pho-

todynamic therapy has proven to be an effective treatment 

in vulvar lichen sclerosus [13].

Patients with vulvar lichen sclerosus used to come to fol-

low-up visits and routine vulvoscopy to prevent recurrence 

of symptoms. Vieira-Baptiste et al. [14] reported a higher risk 

of progression of vulvar lichen sclerosus to vulvar cancer in 

the first three years after the diagnostic biopsy. However, 

use of ultrapotent topical steroids can reduce the risk of 

malignancy. Systematic gynecological visits are necessary to 

properly apply methods of treatment and prevent progres-

sion to vulvar cancer [14].

Halonen et al. conducted research in Finland based on 

7616 women with diagnosis of vulvar lichen sclerosus in 

follow-up from 1970 to 2012 and confirmed that the risk of 

vulvar cancer was the highest in the first year of observation 

[15]. Extragenital lichen sclerosus does not progress to vul-

var intraepithelial neoplasia (VIN) or malignant changes [16].

The coronavirus disease 2019 (COVID-19) pandemic 

began in December of 2019 in Wuhan. Isolation and social 

distancing dominated interpersonal relations and led to psy-

chological disorders for many people. Sars-CoV-2 infection 

induced anxiety, stress, sadness, distress, sleep disturbances 

and depression [17, 18]. Psychiatric disorders were more 

frequently diagnosed in men, while acute mental disorders 

were present more often in women [19]. After COVID-19 in-

fection, more posttraumatic stress disorder (PTSD) and fear 

of death were observed [18, 20]. 

Public health organizations decided to reduce access to 

outpatient clinics. Also, the number of surgical procedures 

was limited because of the pandemic and the need for 

places in intensive care and anesthesiologists. Most patients 

with chronic diseases have no chance for follow-up. Some of  

the patients refused to attend follow-up visits because  

of fear of the pandemic. There was a group of patients who 

decided to apply to an outpatient clinic in the event of 

progression of chronic disease.

The aim of the study was to investigate fears and com-

plaints of patients with vulvar lichen sclerosus and progres-

sion of disease at the beginning of the COVID-19 pandemic 

from 20th November 2020 to 28th April 2021.

MATERIAL AND METHODS
The analysis was based on 103 women with vulvar lichen 

sclerosus diagnosed and treated in the Outpatient Clinic of 

Vulvar Diseases. Every patient was treated with potent and 

very potent topical corticosteroids (clobetasol propionate, 

clobetasol dipropionate, mometasoni furoas, betametason 

dipropionate, hydrocortisone) in the past. About 54.4% of 

analyzed group (56 patients) underwent minimum one line 

of photodynamic therapy consists of ten courses ended 

minimum three months before onset the pandemic. While 

COVID-19 pandemic was announced possibility of follow-up 

visits in Outpatient Clinic were reduced.

A cross-sectional study consisted of 20 questions was 

performed (Appendix 1). The first part of study concern 

general information of patients regarding everyday usage 

of emollients and rules of hygiene before pandemic. The 

second part gathered information about protection used 

by patients during the pandemic. In the third part data 

about the status of vulvar lichen sclerosus were collected 

including intensity of vulvar symptoms and new changes.

Inclusion criteria: pathological result of vulvar lichen 

sclerosus, visit to Outpatient Clinic of Vulvar Diseases dur-

ing pandemic from 20th November 2020 to 28th April 2021, 

age over 18 years, no previous history of neoplasms or 

cancer, agreement to participate in the study. Exclusion 

criteria: chemotherapy and/or radiotherapy in the past, 

active COVID-19 infection.

Results of the questionnaires were therefore compared 

with clinical examination during appointment in Outpatient 

Clinic. The assessment was based on objective method of 

visualization — vulvoscopy. 

According to cross-sectional study and objective assess-

ment during visit in Outpatient Clinic, all analyzed popula-

tion was divided into two groups. 

The first one comprised 49 patients with stabiliza-

tion of disease during the pandemic with mean age 

66.02 ± 10.01 (range 32–87) years, while the second one 

consisted of 54 women with progression of vulvar symptoms 

with mean age 63.49 ± 12.66 (range 25–87) years. 

Progression of vulvar lichen sclerosus was defined as 

increasing intensity of vulvar symptoms and new features 

and progression of presented changes. Patients who had 

stabilization of vulvar lichen sclerosus reported no symp-

toms and only made routine visits to the outpatient clinic.

What is more, in the first group 91.8% of patients (45 wom-

en) were treated by photodynamic therapy. In the second 

group, photodynamic therapy was introduced in 20.4% 

(11 women). The rest of the second group did not begin 

photodynamic therapy because of the onset of pandemic.  



961

Magdalena A. Bizon et al., The impact of limited access of photodynamic therapy during COVID-19 pandemic on patients with vulvar LS

www. journals.viamedica.pl/ginekologia_polska

At the beginning of pandemic situation there was no pos-

sibility to continue photodynamic therapy because of the 

risk of COVID-19 infection.

Characteristics of the whole analyzed population are 

presented in Table 1.

Statistical methods
Means and standard deviations were used for charac-

terization of patients. Calculation was done using Microsoft 

Excel (version 16.60). Statistical analysis was performed us-

ing RStudio (version 2021.09.1). Shapiro-Wilk’s test was used 

for normality of continuous variables. To compare continu-

ous variables the U-Mann Whitney test was performed, to 

evaluate categorical variables, the chi-square test was used. 

A p value of < 0.05 was considered significant.

RESULTS
The analysis was based on 103 women with vulvar lichen 

sclerosus with mean age 64.81 ± 11.36 (range 25–87) years 

treated in the Outpatient Clinic of Vulvar Diseases from 

20th November 2020 to 28th April 2021. Results are divided 

according to the main points of analysis.

Fears related to visits to the outpatient clinic
Around 44.44% of the first group and 53.06% of the sec-

ond group were afraid of visiting the outpatient clinic during 

the pandemic. Contact with medical personnel was a fear in 

5.55% and 10.2% of cases. Other patients in the outpatient 

clinic waiting for an appointment were a reason for fear in 

24.07% of the first group and 30.61% of the second group. 

The risk of being in quarantine was 18.52% and 12.24%.

Protective products during the pandemic
Special rules due to the pandemic situation were provid-

ed in all countries all over the world. However, all analyzed 

populations used different forms of protection. Percentages 

are presented in Figure 1.

On the other hand, 5.56% and 2.04% from both groups 

decided not to go outside because of the pandemic. Most 

patients limited their visits to town, respectively 75.93% 

and 67.35%. Contact only with inmates was reported by 

42.6% and 30.61%, respectively. No difference between the 

pandemic situation and normal life was reported by 14.81% 

from the first group and 6.12% from the second.

Vulvar clinical symptoms during the pandemic
The first group of analyzed patients do not complain 

of vulvar symptoms. They use everyday ointments with no 

progression and observe no worsening of status, but they 

decided to come for a follow-up appointment.

In the second group of the analyzed population were 

women with progression of vulvar lichen sclerosus begin-

ning from the onset of the pandemic. The most frequent lo-

cations of symptoms were the ostium of the vagina (18.36%), 

the clitoris (12.24%), the inguinal area (6.12%), the anus 

(4.08%), the urethra (2.04%) and the whole vulva (2.04%). 

Burning of the vulva and itching were present in most 

cases, respectively 28.57% and 22.45%. Reddening of the 

Table 1. Characteristics of analyzed population

Chronic diseases Group 1 Group 2

Hypertension 21.36% 28.57%

Heart arythmia 4.85% 2.04%

Osteoporosis 0.97% 8.16%

Irritable bowel syndrome 3.88% 0%

Rheumatoid arthritis 1.94% 4.08%

Unstable angina 0.97% 4.08%

Depression 1.94% 2.04%

Glaucoma 2.91% 0%

Hypercholesterolaemia 1.94% 2.04%

Smoking 9.71% 17.48%

Neoplastic diseases Group 1 Group 2

Breast cancer 1.94% 2.04%

Endometrial cancer 0% 2.04%

Thyroid cancer 0% 2.04%

Myeloma multiplex 0% 2.04%

Lung cancer 0% 4.08%
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vulva was observed in 16.32% of women, while leukoplakia 

occurred in 6.12% and pain in 6.12%. In subgroups collected 

patients after photodynamic therapy in the past intensity of 

clinical symptoms were observed less than others. 

For better assessment of intensity of syndromes, a 10-de-

gree scale was used. All patients from the second group 

evaluated the intensity of every syndrome. All results are 

presented in Table 2.

Fears related to COVID-19 infection
Patients were asked about their fears of gynecological 

visits in the future. The pandemic is a situation with no end, 

and probably it will last for a long time. Around 29.63% of 

patients with no symptoms yet are afraid of progression  

of lichen sclerosus in the future, compared to 36.73% of the 

second group. Every second women from the first group 

are afraid of visit postponement, and 40.82% in the second 

group. More patients (27.78% vs 10.2%) without progres-

sion of disease were worried about transformation of the 

outpatient clinic to a pandemic clinic. Delay of diagnosis was 

reported to be a problem for 25.93% of women from the first 

group and 30.61% from the second one. Fears of limited 

access of photodynamic therapy was reported by 71.4% pa-

tients (35/49 patients), where 94.3% (33/35 patients) under-

went photodynamic therapy in the past. Patients from the 

second group were afraid of limited access of photodynamic 

therapy in 83.3% (45/54 patients) including all 11 patients 

after photodynamic therapy in the past.

COVID-19 is a disease with various courses. This fear was 

described by 57.4% of women with no symptoms of lichen 

sclerosus and 55.1% of the group with progression of this 

disease. Other reported problems were lack of specialists 

(42.6%, 34.7%), lack of medicaments (24.07%, 16.33%), and 

lack of contact with family because of isolation (33.33%, 

Figure 1. Usage of protective Staff by patients

Table 2. Characteristic of clinical symptoms of patients from group 2

Syndrome Median value ± Minimum value Maximum value

Itching 5.16 3.39 6 10

Burning 4.63 3.27 5 10

Stinging 1.08 2.27 0 9

Pain 2.12 3.03 0 10

Bleeding 0.16 0.65 0 3
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28.57%). The influence of COVID-19 on lichen sclerosus 

was found to be a problem for 22.22% of the first group 

and 16.33% of the second. All patients from the second 

group who underwent photodynamic therapy reported 

disappointment because of no access for continuation of 

treatment. On the other hand, 81.4% (43 women) regret that 

have no chance for trying photodynamic therapy. 

Contact with other patients in the outpatient clinic and 

with inmates in correlation with fears of Sars-CoV-2 infec-

tion was statistically significant in both groups in our study 

(p < 0.05). Higher risk of fear of COVID-19 infection was 

dependent on contact with medical personnel and other 

patients (p < 0.05). Patients are afraid of diseases and con-

sequences of the pandemic such as quarantine or isola-

tion. The statistical significance of correlations above are 

presented in Table 3.

DISCUSSION
The Sars-CoV-2 pandemic causes fears and concerns 

of everyone all over the world. At the onset of the pan-

demic there were no medicaments and no possibility of 

vaccination, which created increasing fear, especially among 

patients which chronic diseases. Vulvar lichen sclerosus is 

a noninflammatory chronic disease, whose etiology relates 

to dysregulation of the immunological system. Hence, it is 

possible that the permanently stressful situation during 

the pandemic raises the risk of progression of this disease. 

The pandemic situation and disturbances in taking part 

in routine visits cause have led to new recommendations 

being developed by experts [21]. During the COVID-19 pan-

demic vulvar cancer treatment algorithms have been modi-

fied. VIN 2 and 3 qualified for resection can be operated on 

with a delay of 10–12 weeks [22].

Most of the previous research estimated the risk of pro-

gression of vulvar lichen sclerosus to vulvar squamous cell 

carcinoma at up to 5% [23, 24].

Van de Nieuwenhof [25] analyzed 60 biopsies of vulvar 

lichen sclerosus and reported progression of 42% of cases 

to differentiated VIN and 30% with no change. Nevertheless, 

follow-up visits are important for monitoring progression 

of vulvar lichen sclerosus.

Some patients during the pandemic did not decide to 

attend routine visits because of fear of COVID-19 infection. 

Delay of these visits may be a problem in the future due to 

the advanced stage of cancers or intensity of symptoms with 

no treatment. Our study revealed the fears and concerns of 

patients with diagnosis of vulvar lichen sclerosus, a topic 

not previously reported. This group of women due to the 

irritating symptoms and immunological etiology of diseases 

is more often predisposed to exacerbating symptoms in 

response to a stressful situation. 

The pandemic is an unexpected situation, triggering 

high levels of anxiety and vigilance. It is very important to 

study human behavior and concerns to prevent infection 

and prepare for everyday life [26]. Patients with lichen scle-

rosus suffer from various psychiatric disorders, most often 

anxiety (58%), depression (27%) and insomnia (19%) [9]. 

Moreover, due to cosmetic changes in the vulvar area, lichen 

sclerosus leads to a decrease in libido [27]. In China popu-

lations of adolescents during the pandemic self-reported 

depression and anxiety at respectively 43.7% and 37.4% [28]. 

Akbarpour et al. [29] confirmed that fears of COVID-19 are 

Table 3. Correlations of patient’s fear

Correlations p value OR CImin CIhigh

Group 1 with no symptoms

COVID-19 infection Contact with other patients in outpatient clinic 0.00007546 27.17 3.37 1271

Contact with medical personnel 0.0816 Inf 0.5335 Inf

Contact only with inmates 0.0533 3.191 0.9263 11.73

Obligatory quarantaine/isolation 0.002977 16.54 1.98 784.7

Avoiding  shopping 1 0.8212 0.06334 7.846

Limited leaving the house 0.111 3.423 0.7357 22.17

Group 2 with intense vulvar symptoms

COVID-19 infection Contact with other patients in outpatient clinic 0.002066 9.996 1.823 105.4

Contact with medical personnel 0.3532 3.9 0.3489 205.5

Contact only with inmates 0.01515 5.51 1.186 36.07

Obligatory quarantaine/isolation 0.6707 1.885 0.2404 22.91

Avoiding  shopping 0.2372 Inf 0.3731 Inf

Limited leaving the house 1 1.196 0.3067 Inf

OR — odds ratio; CI — confidence interval; Inf — infinity
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associated with depression, anxiety and insomnia. In our 

study, there was no problem of insomnia, however, anxiety 

and fears concerning pandemic was observed.  

Due to the COVID-19 crisis the Portuguese population 

had the possibility to ask the government about problems 

connected with the pandemic. Questions from Portuguese 

people were sent online, by radio or newspaper. The most 

frequent doubts concerned how to proceed with symptoms, 

how long the disease takes to develop and what treatment 

is available. The use of masks and gloves was often asked 

about. People were interested in isolation requirements and 

preventive behaviors. The frequency of questions was higher 

at the start of the study. After three weeks, the number of 

unknown areas gradually decreased. However, there was ob-

served an increasing number of concerns about fake news 

and contradictory information regarding the pandemic [30]. 

In our study, patients with lichen sclerosus are afraid of con-

tact with medical personnel and other patients. However, 

some of them did not use any kind of protection. On the 

other hand, there are also patients who do not go outside 

because of the pandemic.

A correlation of the COVID-19 pandemic with intensity of 

symptoms of vulvar lichen sclerosus has not been previously 

described. However, there were some cases of complications 

after Sars-CoV-2 vaccination. 

A few cases of post-vaccination vulvar ulcers have been 

reported. Drucker et al. observed vulvar aphthous ulcer 

two days after Pfizer vaccination in a 14-year-old with no 

previous sexual relations and no medical history [30, 31]. 

Asymmetric labia, fatigue, fever and pain were also detected 

in a 16-year-old girl vaccinated a day before [32].

Another type of lichen striatus was reported after COVID-19  

vaccination in a 42-year-old woman with no history of der-

matological disorders. This kind of self-limited inflammatory 

dermatosis was present on the right wrist, right shoulder 

and chest [33]. In our study, there were no vulvar features 

which can be associate with COVID-19 infection.

Dermatosis after COVID-19 vaccination which appeared 

in a 56-year-old woman was lichen planus. She complained 

of lesions located on the ankles, wrist and forearms, perium-

bilical area, and breast with axillary folds [34]. In our study 

we did not observe any new atypical changes of vulvar 

disorders, which can develop after COVID-19 infection. The 

analyzed population was not affected by Sars-CoV-2. 

No research has presented information about the inten-

sity of symptoms in vulvar lichen sclerosus. Nevertheless, 

Souaid et al. reported that 10.3% of a group treated with 

topical steroids and topical tacrolimus because of psoriasis 

and atopic dermatitis infected by Sars-CoV-2 did not pre-

sent severe symptoms. Neither hospitalization nor oxygen 

therapy was needed. No complications in these patients 

were observed [35]. 

Patients with dermatological disorders treated with 

methotrexate were most hospitalized due to COVID-19 in-

fection; however, no complications were registered [36]. 

Interestingly, in our analyzed population steroid therapy was  

introduced when clinical symptoms appeared. No one  

was infected by COVID-19, so we have no data about interac-

tion between glucocorticosteroid therapy and treatment of 

Sars-CoV2 infection. On the other hand, there was no publi-

cation about the influence of photodynamic therapy using 

during COVID-19 pandemic. We only observed higher risk 

of progression of vulvar lichen sclerosus in case of not using 

photodynamic therapy before. There was no possibility of 

this kind of treatment at the beginning of COVID-19 pan-

demic what influence on disappointment of patients.

All over the world during the pandemic many rules 

relating to hygiene were introduced. Daily facemasks use 

increased. It was observed that in urban populations the per-

centage of people using a protective facemask was higher in 

Europe, North America, South America and Oceania (respec-

tively 74.5%; 82.6%; 85.5% and 67.8%) than in Asia and Africa 

(50.9%; 43.8%) [37]. According to our investigation, patients 

prefer to use disposable and cotton facemasks. There was 

observed definitively lower usage of facemasks with a filter 

and disposable gloves. According to WHO recommenda-

tions during the pandemic, hands should be washed with 

3 mL of antiseptic fluid applied for 30 seconds [38]. Inter-

estingly, in our research, 88.89% of patients with no vulvar 

symptoms and 79.6% from the second groups reported 

performing hand disinfection during the pandemic.

Martinelli et al. [39] developed a social survey about 

modification of practice in gynecologic oncology during 

the pandemic from 49 countries all over the world. There 

were no modifications for treatment if the patients were 

COVID-19 negative in the opinion of 59% of respondents. In 

our study, access to an ambulatory outpatient clinic was 

available, but some of the patients were afraid to come. 

Every second patient describes fears for her life connected 

with the consequences of COVID-19.

CONCLUSIONS
COVID-19 is a new disease with no knowledge at the 

onset of the pandemic. Fears, anxiety and concerns have 

affected everyone everyday. Lichen sclerosus is a dermatosis 

with progression occurring during stressful situations, such 

as happened during the pandemic. Previous photodynamic 

therapy reduces the risk of progression of vulvar lichen 

sclerosus in case of stressful situation like pandemic. There 

has been no investigation until now about concerns of 

patients with vulvar lichen sclerosus. Better understand-

ing of problems connected with the pandemic can help 

medical personnel in taking care of patients with vulvar 

lichen sclerosus.
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SUPPLEMENTARY MAERIAL 1.
Part 1. General information about patient

1. Did you attend for a gynecological visit regularly before the pandemic?

2. Are you being treated for any chronic diseases?

3. Do you smoke?

4. Which ointments do you use every day?

5. How many times a day do you use ointments?

6. Do you feel relief after daily use of ointments?

7. Do you use hygiene protective products?

Part 2. Information about symptoms

8. Have you seen new changes since the beginning of the pandemic?

9. Which location of new changes has been the most frequent since the pandemic started?

10. What was the feature of new changes on the vulva?

11. Which symptoms were the most common during the pandemic (scale 0–10)?

A. Itching

B. Burning

C. Stinging 

D. Pain

E. Bleeding

12. Which part of the day was the most often associated with clinical symptoms?

13. Did itching cause scratching?

14. Do you often have vaginal discharge?

15. What were you afraid of during a visit to the Outpatient Clinic at the beginning of the pandemic?

16. Which protective items do you use during a visit to the Outpatient Clinic?

17. What were you afraid of during a visit to the Outpatient Clinic at the beginning of the pandemic?

18. What would you be afraid of if you were COVID-19 infected?

19. What problems did you have before a routine visit to the Outpatient Clinic at the beginning of the pandemic?

20. Which protective products do you use every day?

http://dx.doi.org/10.1056/NEJMc2009567
https://www.ncbi.nlm.nih.gov/pubmed/32348641
http://dx.doi.org/10.1016/j.jenvman.2021.112140
https://www.ncbi.nlm.nih.gov/pubmed/33652254
http://dx.doi.org/10.3201/eid2609.201761
https://www.ncbi.nlm.nih.gov/pubmed/32459621
http://dx.doi.org/10.1136/ijgc-2020-001585
https://www.ncbi.nlm.nih.gov/pubmed/32513664


967

ORIGINAL PAPER /  GYNECOLOGY

Ginekologia Polska
2023, vol. 94, no. 12, 967–971

Copyright © 2023 PTGiP
ISSN 0017–0011, e-ISSN 2543–6767

DOI: 10.5603/GP.a2023.0068

Corresponding author: 
Jiri Hanacek
3rd Faculty of Medicine, Institute for the Care of Mother and Child, Charles University, Prague, Czech Republic
e-mail: jiri.hanacek@upmd.eu

Received: 8.11.2023 Accepted: 25.05.2023 Early publication date: 11.07.2023
This article is available in open access under Creative Common Attribution-Non-Commercial-No Derivatives 4.0 International (CC BY-NC-ND 4.0) license, allowing to download articles and 
share them with others as long as they credit the authors and the publisher, but without permission to change them in any way or use them commercially.

Retained products of conception — a retrospective 
analysis of 200 cases of surgical procedures 

for the diagnosis of residua postpartum
Petr Velebil , Lucie Hajkova Hympanova , Hynek Herman , Michal Emingr, 

Petr Krepelka , Jiri Hanacek

3rd Faculty of Medicine, Institute for the Care of Mother and Child, Charles University, Prague, Czech Republic

ABSTRACT
Objectives: Postpartum retained products of conception are a relatively rare diagnosis occurring in approximately 1% 
of cases after spontaneous deliveries and abortions. The most common clinical signs are bleeding and abdominal pain. 
The diagnosis is based on clinical signs and ultrasound examination. 

Material and methods: Retrospective analysis of 200 surgical procedures for the diagnosis of residua postpartum ob-
tained in 64 months. We correlated the method and accuracy of diagnosis with definitive histological findings.

Results: During 64 months, we performed 23 412 deliveries. The frequency of procedures for diagnosis of retained products 
of conception (RPOC) was 0.85%. Most (73.5%) of the D&C were performed within six weeks of delivery. Histologically, 
the correct diagnosis was confirmed in 62% (chorion + amniotic envelope). There was interestingly lower concordance 
of histologically confirmed RPOC in post-CS patients (only 42%). In women after spontaneous delivery of the placenta, 
the diagnosis of RPOC was confirmed by histological correlate in 63%, and the highest concordance occurred in women 
after manual removal of the placenta in 75%.

Conclusions: Concordance with histological findings of chorion or amnion was seen in 62% of cases; this means that the 
incidence rate in our study was around 0.53%. The lowest concordance is after CS deliveries, 42%. D&C for RPOC should 
be performed after adequate clinical evaluation and in the knowledge of 38% false positivity. There is certainly more 
space for a conservative approach under appropriate clinical conditions, especially in patients after CS.

Keywords: retained products of conception; D&C; hysteroscopic resection; manually removed placenta

Ginekologia Polska 2023; 94, 12: 967–971

INTRODUCTION
Post-partum retained products of conception are a rela-

tively rare diagnosis occurring in approximately 1% of cases 

after spontaneous deliveries and abortions. [1, 2] The most 

common clinical signs are bleeding, abdominal pain, fever 

and uterine subinvolution. These symptoms commonly 

appear during the six weeks of labour but may also occur 

several months after delivery. The diagnosis is based on 

clinical signs and ultrasound examination (echogenic focus 

and distension of the uterine cavity, flow parameters). The 

definitive diagnosis is confirmed by histological examina-

tion. The sensitivity and specificity of the ultrasound exami-

nation range from 44–85% and 88–92%, respectively [3–6]. 

Postpartum residues with minimal clinical manifestations 

can be managed by conservative management with the 

administration of uterotonics and monitoring their effect by 

follow-up ultrasound. The published success rate of this pro-

cedure has been nearly 50% [6, 7]. The preferred method is 

the instrumental revision of the uterine cavity with a curette, 

preferably under ultrasound guidance. Hysteroscopic resec-

tion of residual tissue is another option and is recommended 

to be performed no earlier than six weeks after birth. The 

most common complications of surgical management are 

significant blood loss, uterine perforation during surgery, 

or even the need for a hysterectomy. Late complications 

include the development of Asherman‘s syndrome, sterility, 

and the possible development of arteriovenous malforma-

tions.
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Aim of the study
To evaluate procedures for postpartum residua and to 

find possible associations with parity, age, mode of delivery, 

gestational week, gynaecological and obstetric history, and 

other variables.

MATERIAL AND METHODS
Retrospective analysis of 200 surgical procedures for the 

diagnosis of residua postpartum. Data were obtained from 

our hospital information system for 64 months. We analyzed 

the relationship of the diagnosis of residuum postpartum 

with parity, age, mode of delivery, obstetric complications, 

uterine procedures, manual removal of the placenta and 

days since delivery. Ultrasonographic diagnosis of retained 

products of conception was made by assessing the width 

of the uterine cavity and the presence of hyperechogenic 

material. We correlated the method and accuracy of diag-

nosis with definitive histological findings and the possible 

presence of inflammation. We considered the chorion or 

amniotic envelope finding from the retrieved material as 

histologically confirmed residues. Data were processed us-

ing SPSS PC statistical software (for Windows).

RESULTS
We performed 200 procedures for diagnosing postpar-

tum retained products of conception (RPOC) in 64 months at 

our institution. During this period, we performed 23,412 de-

liveries, and out of these, 5,567 were caesarean sections 

(28%), 234 were forceps (1%), and 16,539 (71%) were sponta-

neous deliveries. After vaginal deliveries, we had to manually 

remove the placenta (MRP) and instrumental revision of 

the uterine cavity in 677 (4.1%) women. Thus, if we take all  

the procedures for RPOC during this period in our health 

facility, their frequency was 0.85% of all deliveries.

Figures 1–5 show the distribution of age, parity, week 

of gestation, mode of delivery and beginning of the deli-

very. The composition of parturients in the study populati-

on corresponds to the typical design of the population of  

parturients in our health facility (4). It consisted of 70%  

of patients after vaginal delivery with spontaneous delivery of  

the placenta, 14% of women after caesarean section (CS) and 

a group of 16% of women after vaginal delivery where we 

had to perform manual removal of placenta and instrumen-

tal revision of the uterine cavity (D&C). Hence 4.75% of wo-

men after MRP had later D&C performed for suspected RPOC, 

i.e., one in 21 women. Similarly, it can be inferred that 0.6% of 

women had a vaginal delivery, and 0.45% of women after CS  

D&C procedure for RPOC was performed in women after  

Figure 2. Distribution of parity
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MRP 7.9 times more often than after spontaneous delive-

ry and 11 times more often than after caesarean section. 

Labour started spontaneously in 65%, induction was in 

27% and planned CS in 8%. Of the total number of cae-

sarean sections, 66% of CS were acute and 34% planned, 

which is undoubtedly surprising but may be an error of small 

numbers. Most (73.5%) of the D&C were performed within 

six weeks of delivery. Of these, 16% of procedures were 

performed on days 1 to 5. In our health facility, we perform 

an ultrasound on every woman after MRP and CS on day 3  

during hospitalization, and therefore D&C is performed 

within 5 days after delivery.

Further, we performed 28% of procedures from days 

6 to 14 and 29.5% of procedures from days 15 to 42. After 

day 42, it was 26.5% of operations (Fig. 6). The longest time 

span from delivery to D&C performance was 198 days. The 

diagnosis of residua was 59.5% based on clinical signs and 

ultrasound examination, 17% based on clinical signs only 

and 23.5% based on ultrasound examination only. The most 

frequent clinical manifestations were bleeding, abdominal 

pain elevated temperature. Ultrasound findings suspicious 

of RPOC were uterine cavity dilatation over 10 mm, hype-

rechogenic content, and present flow was not a conditi-

on. Histologically, the correct diagnosis was confirmed in 

62% (chorion + amniotic envelope). In 34% only decidua 

was described; in 2%, only myometrium and in 2%, only 

coagula. In the complete histology findings, myometrial 

fragments were described in 59 patients (29.5%), which 

could be a risk factor for further pregnancies. Inflammation 

was described histologically in 46%. There were 47% of wo-

men with a history of mild or no complications. Thirty per 

cent of the women had a history of uterine cavity surgery 

(abortion, D&C, suction curettage), indicating a significant 

effect (Chi-square = 80.554, p = 0.0001) of this factor on 

the subsequent occurrence of RPOC in following pregnan-

cies. A risk factor for RPOC could also be a caesarean section 

in the previous pregnancy (occurrence in 5.5% of women) 

Figure 3. Distribution of gestational age
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or pre-eclampsia in this pregnancy (7.5% of women). When 

testing the concordance between mode of delivery and 

clinical diagnosis of RPOC confirmed by histological corre-

late, at the significance level (Chi-square = 19.599, p = 0.46), 

there was interestingly lower concordance of histologically 

confirmed RPOC in post-CS patients (only 42%). In women 

after spontaneous delivery of the placenta, the diagnosis of 

RPOC was confirmed by histological correlate in 63%, and 

the highest concordance occurred in women after MRP in 

75%. Histological concordance with the diagnosis of RPOC 

was lower in the women after acute CS group than in women 

after elective caesarean section. No statistical significance 

(Chi-square = 217.274, p = 0.84) was found between this 

factor and the mode of delivery of the placenta when the 

time of the procedure was observed.

Similarly, there was no correlation (Chi-square = 4.966, 

p = 0.291) between the mode of delivery and the presen-

ce of inflammation confirmed by histopathology. When 

the way of onset of the labour (planned SC, induced la-

bour, spontaneous labour) was correlated with the final 

histological findings (Chi-square = 27.13, p = 0.028), a false 

positive diagnosis of RPOC was found to be almost 50% in 

patients after induced deliveries. Also, inflammation was 

more frequently described by the histopathologist in pa-

tients after induced deliveries, but this factor appeared 

only at the level of significance (Chi-square = 4.539, p = 

= 0.209). Surprisingly, when testing the concordance between  

parity and inflammation confirmed by a histopathologist, 

inflammation was less frequently described in second and 

multiple births (Chi-square = 6.355, p = 0.096).

In 8.5% (17 women), we were forced to perform a re-

peated D&C for persistent RPOC. In three cases, the uterus 

was perforated and uterine perforation was corrected by 

subsequent laparoscopic suture.

The pathologist described placenta accrete in two cases 

(1%). We performed a hysterectomy in one patient, and 

ligation of internal iliac arteries and hysteroscopic resection 

of the placental remnants was needed in the other patient 

after six weeks of gestation.

DISCUSSION
In other studies [1, 2], the incidence of RPOC was 

around 1%, with a higher incidence after preterm termina-

tion of pregnancy. This study performed D&C for suspected 

post-delivery RPOC in 0.854% of women. Histological con-

cordance occurred in 62% of cases, suggesting that only 

0.53% of postpartum women had histologically proven 

RPOC. We are aware of the factors that may reduce the 

actual number of RPOC in this study, namely incomplete 

D&C, surgeon bias in the selection of material sent to the 

Pathologist, the possibility of the Pathologist‘s error, and  

the fact that we are a perinatology centre and some women 

with complications in the sixth-week visit other facilities 

closer to their homes. All these could lead to a slight under-

estimation of RPOC in our setting. Striking was the relatively 

high number of procedures for suspicion of RPOC in women 

after CS (28%). In fact, in our health facility, we perform 

D&C or at least digital revision of the uterine cavity in every 

woman during CS Furthermore, the higher incidence after 

elective CS is surprising. However, the histological concord-

ance with the diagnosis of RPOC is only 42% after CS com-

pared to the concordance after spontaneous delivery when 

we get to 62% and 75% after MRP. The greater concern of pa-

tients could be an explanation, but also the more significant 

concern of physicians about possible complications after CS 

and thus the more frequent decision to perform D&C when 

clinical signs such as bleeding or febrile.  

Furthermore, MRP is one of the most critical risk fac-

tors for RPOC. The performance risk for RPOC after MRP 

is 11 times higher than after CS and 7.9 times higher after 

spontaneous delivery, and concordance with histology is 

most common here. This ratio is, of course, due to the con-

dition that led to the need for MRP, which is the placenta 

accreta spectrum and subsequent D&C on the after-delivery 

distended uterus. The risk factor is the recurrence of retained 

placenta in the next pregnancy, reported to be around 

13.8%. [8]. Risk factors for placental retention include ab-

normal placentation (history of uterine surgery, uterine 

curettage, postpartum endometritis, hysteroscopic surgery 

and endometrial ablation, in vitro fertilization conception), 

which is consistent with the anamnestic frequency of intrau-

terine procedures we have described in our study. Another 

risk factor related to surgery on the uterus is a previous 

caesarean section. A large population-based cohort study 

from Sweden described the risk of retained placenta after 

a previous caesarean section at 3.4% versus 1.9% after spon-

taneous delivery p= 0.0001. In this study, there was a higher 

association with placental failure in older parturients, but 

Figure 6. Day of manual removal of placenta and instrumental revision 
of the uterine cavity (D&C) after delivery
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the location of the placenta on the anterior or posterior wall 

had no effect [9].

The other risk factors are poor uterine contraction (pro-

longed use of oxytocin and high parity) and other factors, 

such as preterm delivery, congenital uterine anomalies and 

prior history of retained placenta. [10, 11] The question of 

possible complications after D&C where the myometrium has 

been described in the histological findings seems interest-

ing. In a study by Pather [6], a 39% incidence of myometrium 

from D&C is described, but only one evidence of Asherman‘s 

syndrome (however, the group was not properly followed 

up long term). The risk factor for developing intrauterine 

adhesions (IUA) is the caesarean section itself, and the risk 

further increases with the subsequent need to perform D&C 

for RPOC. A higher incidence of IUA has also been described 

in patients after procedures for retained placenta [12].

Our histological results with findings of myometrium 

and inflammation, especially after induced deliveries, could 

explain the higher risk of IUA.

We have to consider other possible complications such 

as foss route during D&C, risk of placenta accreta spectrum in 

subsequent pregnancies and development of arteriovenous 

malformation. 

CONCLUSIONS
Retained products of conception after delivery is a rare 

diagnosis with an incidence of about 1%. They occur with 

greater frequency after MRP and spontaneous deliveries 

than CS deliveries when we perform perioperative D&C. 

Concordance with histological findings of chorion or amnion 

was seen in 62% of cases; this means that the incidence rate in 

our study was around 0.53%. The lowest concordance is after  

CS deliveries, 42%. D&C for RPOC should be performed 

after adequate clinical evaluation and in the knowledge of 

38% false positivity. There is certainly more space for a con-

servative approach under appropriate clinical conditions, 

especially in patients after CS.

Uterine procedures in personal history are a statistically 

significant risk factor for the RPOC occurrence in following 

pregnancies. Thus, there should be more efforts to reduce 

the number of uterine procedures and conservatively man-

age complications such as missed abortion or incomplete 

or complete abortion. The history of the caesarean section 

could also be a risk factor in the future, especially with its 

increasing trend. 
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The amenorrhea as a protective factor for healing 
of hysterotomy — a retrospective analysis 

one year postpartum
Hynek Herman , Petr Velebil , Iva Urbankova , Petr Krepelka , Michal Emingr, 

Lucie Hympanova , Ladislav Krofta , Jiri Hanacek

Institute for the Care of Mother and Child, 3rd Faculty of Medicine, Charles University, Prague, Czech Republic

ABSTRACT
Objectives: The good healing of the hysterotomy after cesarean section is important for subsequent pregnancies. How-
ever, the factors which improve this healing have not been completely described, yet. In this study, we focused on factors 
which may affect healing of hysterotomy within one year after delivery, such as menstruation, breastfeeding, and the 
use of the contraception. 

Material and methods: Following delivery, total of 540 women were invited for three consecutive visits at six weeks, 
six months, and 12 months postpartum. The presence of menstruation, frequency of breastfeeding and contraception 
use were recorded. The scar was evaluated by vaginal ultrasound as already described. The impact of menstruation, 
breastfeeding, and contraception method on presence of niche was evaluated.

Results: The presence of menstruation increased odds to have niche by 45% (CI 1.046–2.018, p = 0.026). Secondarily, 
our results demonstrated a statistically significant protective effect of breastfeeding on the incidence of niche with OR 
0.703 (CI 0.517–0.955, p = 0.024). Breastfeeding decreases odds to have niche by 30%. Also, the use of gestagen con-
traception lowered the odds by 40% and intrauterine device (IUD) or combine oral contraceptive (COC) by 46.5%. The 
other possibly intervening factors were statistically controlled.

Conclusions: Amenorrhea, breast-feeding and progesterone-contraceptive decreases the risk of uterine niche within 
one year follow up. 

Keywords: cesarean section; uterus; contraception; niche; breastfeeding
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INTRODUCTION
Over the last few decades percentage of Caesarean sec-

tion (CS) deliveries has dramatically increased worldwide 

[1, 2]. The increasing trend is most probably related to the 

demographic changes taking place in the society (aging 

population of pregnant women, declining number of chil-

dren, legal consequences of delivery complications etc.). 

The increasing CS rate has stimulated an interest in the 

related short- and long-term morbidity of CS scars and 

niche. The most common long-term consequence of the 

CS niche may cause intermenstrual spotting (34–64%), dys-

menorrhea (53.1%), chronic pelvic pain (36.9%), dyspareunia 

(18.3%) and infertility (4–19%) [3–6]. The scar defect may also 

cause serious complications in the subsequent pregnancy,  

i.e., uterine dehiscence (0.6–3.8%), uterine rupture (0.2–

3.8%), or pregnancy in the scar, and placenta accreta 

spectrum. Postpartum evaluation of the CS scar is usually 

performed by a transvaginal ultrasound, or by contrast-en-

hanced sonohysterography which offers even better visibil-

ity of niche. Another option is hysteroscopy or hysterosalpin-

gography. The prevalence of niche is between 24 and 80.9% 

using the transvaginal sonography [7–11] and 56–84% [4, 

8, 12] when using sonohysterography.

Interestingly, not all women have a niche after a caesar-

ean section. Thus, there must be risk and protective factors 

for niche development. The risk factors can be: 1) obstetrical 

and partially un-avoidable such as acute caesarean section, 

vaginal dilatation before CS, duration of labor, oxytocin use, 

mailto:jiri.hanacek@upmd.eu
https://orcid.org/0000-0002-4576-8753
https://orcid.org/0009-0001-0643-1069
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preeclampsia; 2) surgical and mostly avoidable, i.e., uterine 

incision location, one or two layer hysterotomy suture, ex-/ 

/inclusion of the endometrium in the suture, un-/locked 

suture, peritoneum closure, formation of adhesions in the 

hysterotomy area, etc.; 3) lastly, there are patient-related 

risk factors such as individual pre-disposition to healing 

process, BMI, smoking [13].

The impacts of amenorrhea, breastfeeding and con-

traception have not been, to our knowledge, investigated 

yet. Therefore, hereby, we present retrospective analysis of 

the available data on impact of amenorrhea (breastfeeding, 

contraception) on healing of hysterotomy. 

MATERIAL AND METHODS
Within this study we retrospectively analysed available 

secondary data obtained from large prospective study, car-

ried out 2011–2014 in the tertiary perinatological center [7]. 

The study was approved by the institutional ethics commit-

tee (ethics committee number 3/2010). 

Included were healthy primiparous women with a sin-

gleton pregnancy delivered at or beyond 37 weeks, who 

underwent CS and signed informed consent. Patient char-

acteristics, which were recorded and have a relation to our 

study are in Table 1. The follow up was set on 6 weeks, 

6 months and one year postpartum. 

Table 1. Demographic and other characteristics at 6 weeks postpartum related to A/menstruation B/breastfeeding C/contraception

A/ Menstruation

Parameter Yes (n = 51) No (n = 417) p value

Age (years) 30 (28–34) 31 (29–34) 0.121a

BMI (kg/m2) 23.4 (21.4–26.8) 22.2 (20.3–24.4) 0.002a

Gestational week 40 (39–41) 40 (39–41) 0.906a

Type of caesarean section

    Acute by delivery 20 (10.4) 172 (89.6) 0.967b

    Acute in pregnancy 1 (6.3) 15 (93.8)  

    Planned by delivery 24 (11.9) 178 (88.1)  

    Planned in pregnancy 6 (10.3) 52 (89.7)  

B/ Breastfeeding

Parameter More than 4 in day (n = 404)
None or less than 4 

in day (n = 69)
p value

Age (years) 31 (29–34) 31 (28–34.5) 0.701a

BMI (kg/m2) 22.3 (20.4–24.7) 22.2 (20.1–25.1) 0.884a

Gestational week 40 (39–41) 40 (39.5–41) 0.993a

Type of caesarean section

    Acute by delivery 169 (86.2) 27 (13.8) 0.074b

    Acute in pregnancy 12 (75) 4 (25)

    Planned by delivery 178 (88.1) 24 (11.9)

    Planned in pregnancy 45 (76.3) 14 (23.7)

C/ Contraception

Parameter Gestagen (n = 69) IUD or COC (n = 21) None (n = 302) p value

Age (years) 30 (28–32.5) 32 (28.5–35) 32 (30–34) 0.002a

BMI (kg/m2) 22,8 (20.7–24.4) 21.2 (19.7–22.7) 22.3 (20.2– 24.8) 0.143a

Gestational week 40 (40–41) 41 (39.5–41) 40 (39–41) 0.775a

Type of caesarean section

    Acute by delivery 32 (19.6) 6 (3.7) 125 (76.7) 0.100b

    Acute in pregnancy 5 (33.3) 0 (0) 10 (66.7)

    Planned by delivery 28 (16.9) 9 (5.4) 129 (77.7)

    Planned in pregnancy 4 (8.3) 6 (12.5) 38 (79.2)
aWilcoxon-Mann-Whitney test; bFisher’s Exact Test; Characteristics are presented as median and interquartile range. Categorical variables are presented as total number 
(percentage in group); BMI — body mass index
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We recorded presence of menstruation or amenorrhea, 

defined as the absence of menses [14]. Additionally, we 

noted breastfeeding frequency (> 4 times a day, < 4 times 

a day, or not breastfeeding) and contraception type (none, 

combined oral contraceptive (COC), gestagen, or intrauter-

ine device (IUD). The presence of niche was evaluated by 

transvaginal ultrasound as already described [7, 15]. Within 

this study niches were categorized as A/niche present or B/ 

/not present. As niche we recognized any defect (missing 

part) of the myometrium, including defects without contact 

with endometrial cavity. The special niche characteristics 

(i.e., niche length) were not in the scope of this study. 

Statistics were carried out in SPSS software version 

13.0 (IBM Corp., Armonk, NY, USA). The homogeneity was 

tested with Fisher’s exact test. The p value < 0.05 was con-

sidered significant. To test the development of categorized 

variables (including dichotomous variables) over time and 

dependence on amenorrhea (breastfeeding, contraception), 

we used the generalized linear mixed model with logit link 

function, binomial distribution, and first-order autoregres-

sive covariance structure. The dependent variable was the 

presence of niche diagnosed at visits. Hence the reference 

category is absence of the niche the estimated odds ratios 

are related to presence of the niche.

RESULTS
Population characteristics 

A total of 540 women and were included in the study. 

During the follow up 477 women attended at 6 weeks, 

391 women at 6 months and 324 women at one year post-

partum. Their demographic and other characteristics are 

in Table 1. We observed statistically more frequent men-

struation in women with higher BMI (p = 0.002). Due to low 

count of women using COC, IUD those data were pooled to 

group called other contraception. The group of women us-

ing gestagen contraception had lower mean age compared 

to groups with other or no contraception (30 vs 32 years; 

p = 0.002). There were no other significant differences in 

demographic and other characteristics, between groups 

related to 1) menstruation 2) breastfeeding frequency and 

3) type of contraception (Tab. 1).

The breastfeeding as causative factor 
for amenorrhea 

We observed that with the decrease in breastfeeding the 

presence of menstruation gradually increased from 10.6% at 

six weeks to 88.7% in one year after the CS (Fig. 1). Frequen-

cy of breastfeeding more than 4 times per day decreased 

from 85.3% at 6 weeks to 59.7% at 6 months and further 

to 15.3% at 1 year follow up. While only 9.9% of women 

did not breastfeed at all at 6 weeks, more than half did not 

breastfeed at 1 year (Tab. 2). The relation of breastfeeding 

and menstruation is described in Table 3. Breastfeeding and 

menstruation effect were statistically insignificant in models 

containing both effects together. This fact is in concordance 

Table 2. Breastfeeding, menstruation and a use of contraception during follow up

6 weeks, n = 477 6 months, n = 391 1 year, n = 324

Menstruation 51 (10.6%) 221 (55.9%) 287 (88.7%)

Breastfeeding 

    > 4 times a day 407 (85.3%) 233 (59.7%) 50 (15.3%)

    < 4 times a day 23 (4.7%) 51 (12.9%) 99 (30.5%)

    none 47 (9.9%) 107 (27.3%) 175 (54.2%)

Contraception

    Gestagen 44 (9.3%) 71 (18.2%) 44 (13.7%)

    IUD 7 (1.5%) 12 (3.0%) 9 (2.7%)

    COC 9 (1.9%) 9 (2.3%) 10 (3.3%)

    none 417 (87.4%) 299 (76.5%) 261 (80.3%)

COC — combined oral contraceptive; IUD — intrauterine device

Figure 1.  Frequency of breastfeeding and menstruation during follow up

100
90
80
70
60
50
40
30
20
10

0

88.7

6 weeks
10.6

55.9

6 months 12 months

Breastfeeding 4×/day and more
No breastfeeding
Breastfeeding less  than 4×/day
Mesntruation



975

Hynek Herman et al., Amenorrhea improves hysterotomy healing

www. journals.viamedica.pl/ginekologia_polska

with the assumption that the direct effect on scar presence 

has presence of menstruation. The effect of breastfeeding 

is indirect and is meditated by menstruation. 

Contraception use one year postpartum
When evaluating the use of contraception, we have 

found that the most frequent was gestagen hormonal con-

traception in all three post-partum periods (9.3 % at 6 weeks, 

18.2% at 6 months, and 13.7% at 1 year) (Tab. 2).

Impact of menstruation on presence 
of cesarean niche

Based on statistical models menstruation increases 

the risk of cesarean niche by 45% (Tab. 4). Breastfeeding 

indirectly decreases the risk of niche by 30%. The use of 

gestagen contraception lowers the risk of niche by 40% and 

IUD or COC by 46.5%.

DISCUSSION
This study confirmed our hypothesis that amenorrhea 

might decrease the risk of niche. Breastfeeding and contra-

ception, the most usual causative factors of amenorrhea, 

also showed an indirect positive impact on CS-scar healing. 

Our hypothesis comes out of the general wound heal-

ing process. Even though under physiologic conditions, 

non-injured endometrium completely restores the lost 

structure each month [16], the situation may change after 

the external injury [17]. In example, the extensive amount 

of fluid may impair wound healing [18]. Either blood or 

exudate can either flow or create a collection, both having 

a possible impact on healing. The mechanical effect could 

be pressure or washing out cells or chemokines. The pres-

ence or absence of chemokines may impact tissue healing 

and remodeling. All these factors can change the healing 

process and lead to prolonged inflammation and weaker 

scar tissue. The remodeling process is known to take up to 

one-year post-injury [19]. That is why we think amenorrhea 

after puerperium still could have an impact. Prolonged or 

excessive pressure at the wound site may compress the 

capillary network and disrupt the blood supply resulting 

in delayed healing. We hypothesize, but we have no data 

to confirm, that menstruation may increase intrauterine 

pressure and, therefore, may put pressure on the healing 

scar. We would like to further investigate this. In the case of 

a vulnerable wound, these collapses and creates a niche. 

Also, regular menstruation can be a repetitive trauma and 

can lengthen the healing process or stop it completely 

[20]. It has long been recognized that the collection of free 

blood, liquefied fat, and cellular debris are both physical 

and chemical deterrents to wound healing.

We acknowledge several limitations of our study. Firstly, 

we set the study hypothesis after completing the primary 

Table 3. Relation of menstruation and breastfeeding at 6 weeks. Variables are presented as total number (percentage in group)

Menstruation

Parameter Yes (n = 52) No (n = 424) p value

Breastfeeding

More than 4 in day 28 (6.9) 379 (93.1) < 0.001a

None or Less than 4 in day 24 (34.8) 45 (65.2)
aFisher’s Exact Test

Table 4. Effect of menstruation, contraception and breastfeeding on presence of defect

Estimated Odds Ratios (Subjects = 481)

Parameter Value ORb P
95% CI for OR

Lower Upper

Menstruation
Yes 1.453 0.026 1.046 2.018

Noa 1.000

Contraception Gestagen 0.607 0.031 0.386 0.954

 IUD or COC 0.535 0.073 0.270 1.059

 Nonea 1.000    

Breastfeeding Yes 0.703 0.024 0.517 0.955

Noa 1.000
aReference category; bReference category of dependent variable Scar Defect is No.; Only subjects with non-interrupted sequence of values are included in the model; 
CI — confidence interval; COC — combined oral contraceptive; IUD — intrauterine device; OR — odd ratio
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project [7]. Therefore, the available data are limited and 

obtained retrospectively. However, we think that our finding 

is clinically very relevant and needs further investigation. 

For further study, we suggest enrolling more women using 

different types of contraception. We are aware that healing 

wildly differs concerning wound location. Therefore, we 

encourage the investigation of the healing processes of 

the uterine myometrium and endometrium complex. We 

are aware that puerperium is a period of lochia discharge; 

in this period, we can in future investigate if some stage of 

lochiometra may have impact on the healing process. 

This study also has several strengths. By the statistical 

model, we confirmed that the primary impact is caused 

by amenorrhea, and breastfeeding and contraception are 

indirect. Moreover, we statistically controlled for possible 

confounders (age, BMI, type of CS, and suture type (single, 

double layer — not reported). 

With an increased CS and knowledge of the risk of uter-

ine rupture, we should pay attention to the healing of hys-

terotomy as any other body wound. We should try to find 

factors that increase the risk (find correlates with risk factors 

for general wound healing, i.e., diabetes mellitus or protec-

tive factors (i.e., good nutrition and rest). We can postpone 

menstruation using various methods of contraception or 

by lactation amenorrhea. Therefore, breastfeeding support 

among women after CS may positively impact the child’s 

health as well as maternal health. We consider this an essen-

tial additional argument for early initiation and duration of 

breastfeeding after cesarean birth. We can assume that the 

absence of menstruation, regardless of the cause, provides 

a better condition for un-disturbed healing. Considering the 

potential risks and health problems related to improperly 

healed scars, the finding that delayed menstruation lowers 

the risk of niches is essential and may have significant public 

health consequences.

CONCLUSIONS
Our main finding is that women delivered by caesar-

ean section who did not menstruate within the one-year 

period had lower risk of uterine niches. Breastfeeding had 

a positive effect mediated by absence of menstruation. 
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ABSTRACT
Objectives: To explore the application effect of virtual reality (VR) combined with moderate perineal protection on 
singleton primipara delivery.

Material and methods: The study utilised a two-group design intervention and a randomised clinical trial. A total of 
200 singleton primiparas who had a regular prenatal examination in a third-class hospital (between 1 September 2018 and 
30 December 2018) and were willing to give birth naturally were randomly divided into treatment (traditional prenatal 
health mission combined with desktop VR health education system mode) and control (traditional health education 
mode) groups. The delivery conditions of the two groups were surveyed, recorded, analysed and compared.

Results: There was no significant difference in the time of the second stage of labour between the treatment and control 
groups, and the comparison of neonatal Apgar scores and neonatal weight between the two groups showed that the 
different modes of prenatal education had no effect on newborns (p > 0.05). The amount of postpartum haemorrhage 
in 2 h and the pain score in the treatment group were significantly lower than in the control group, and the degree of 
perineal injury in the treatment group was not as serious as that in the control group. Meanwhile, there was a statisti-
cally significant difference in the anxiety score, self-efficacy score and quality of life satisfaction between the treatment 
and control groups (p < 0.05).  

Conclusions: VR technology combined with moderate perineal protection could improve the delivery outcome of 
a primipara, maternal self-confidence of delivery and the quality of vaginal delivery; effectively alleviate the anxiety  
of a primipara; have no adverse effects on both mothers and newborns; and be widely used in clinical settings.

Keywords: virtual reality technology; moderate perineal protection; natural labour; self-efficacy
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INTRODUCTION
With the implementation of the two-child policy, the 

number of births in most cities in China has increased 

sharply [1]. Since childbirth is a natural event, all deliveries 

should ideally be spontaneous [2]. Childbirth is a natu-

ral physiological process that every parturient has to go 

through [3]. Although labour is a natural phenomenon, its 

accompanied pain is severe in more than half of pregnant 

women [4]. About 5–40% of pregnant women fear childbirth 

in western countries, and a recent study reported that Chi-

nese pregnant women have moderate levels of childbirth 

fear and anxiety [5]. It is estimated that out of every five 

pregnant women, one has a fear of natural childbirth, and, 

in most women, fear of birth leads to increased anxiety, 

pain and prolonged labour [6]. Depression and anxiety are 

common mental disorders during pregnancy and after child-

birth worldwide [7]. In addition, during childbirth, perineal 

trauma may occur, either spontaneously or after episiotomy. 

Perineal injuries are a common occurrence during childbirth, 

affecting approximately 90% of women to varying degrees 

during natural vaginal delivery [8]. In the face of the current 

grim situation, the goals of midwifery staff are to change 

traditional concepts, reduce intervention during delivery, 

create a non-invasive and comfortable delivery process 

and promote natural delivery. McCandlish [9] proposed 

the moderate perineal protection technique. In 2010, the 

China Maternal and Child Health Association also proposed 

the ‘China Action to Promote Natural Childbirth’, stating 

https://orcid.org/0009-0002-9827-0799
https://orcid.org/0009-0003-0279-7666
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that efforts should be made to promote moderate perineal 

protection delivery technology in China. In February 2016, 

our hospital began to gradually promote moderate perineal 

protection. 

Virtual reality (VR) is a rapidly improving emerging tech-

nology [10]. Virtual reality technology refers to the use of 

computer technology to form a realistic virtual world. Us-

ers can participate in the virtual world and interact through 

certain input or output devices, and they can control ob-

jects in the virtual world with their real-world actions and 

behaviours [11]. Virtual reality technology has made great 

advances in recent years, and it is increasingly being used in 

healthcare settings [12, 13]. Little is known about childbirth 

fear and childbirth preparation experiences among primi-

gravid women before childbirth in low-resource settings [14].  

With the help of VR technology for prenatal health education, 

pregnant women can be immersed in or participate in the vir-

tual delivery room environment, interact with the VR system 

and achieve immersive feelings and experiences in mutual re-

sponse and feedback. In this study, a randomised clinical trial 

was conducted to explore the effect of VR technology health 

education combined with appropriate perineal protection 

on parturients with a natural delivery so as to provide data 

support to promote the use of VR technology in medicine. 

MATERIAL AND METHODS
Research objective

Primigravid women with singleton pregnancies who 

underwent routine antenatal examination in third-class 

hospitals between 1 June 2018 and 31 December 2018 were 

selected as the study group. The inclusion criteria were 

as follows: parturients with single full-term pregnancies, 

a normal external pelvic measuremen, no obvious cepha-

lopelvic disproportion, no complications in pregnancy and 

delivery and aged 20–34 years. The exclusion criteria were 

as follows: an estimated fetal weight of ≥ 4000 g and fetal 

biparietal diameter of > 9.7 cm indicated by B-ultrasound, 

a mental illness or communication disorder and the use of 

analgesia during labour. The 200 selected subjects were 

equally divided into the treatment group and the control 

group by a random number table. All the parturients and 

their family members had signed informed consent forms, 

and this study has been approved by the medical ethics 

committee of our hospital.

Research methods
Both groups of parturients were fully evaluated for fe-

tal size, maternal pelvic conditions and maternal mental 

state, and fetal heart rate was closely monitored before 

delivery to ensure a safe and natural delivery. The nurses 

communicated effectively with the puerpera before surgical 

hand disinfection to obtain their support and cooperation. 

Both groups of parturients adopted the moderate perineal 

protection technique during delivery: when the fetal head 

is exposed, the midwife places one hand on the head and 

applies appropriate pressure when the head is delivered so 

as to prevent the fetal head from being delivered at an ex-

cessive speed. In contrast, the conventional supporting and 

pressing of the perineum intends to let the fetal head fully 

expand the perineum and comply with the physiological 

process of fetal delivery, so as to assist fetal delivery. Mod-

erate perineal protection delivery is completed with the 

cooperation of pregnant women and midwives. Midwives 

should have good communication skills and rich experi-

ence in delivery, be able to accurately identify changes in  

the childbirth process and help pregnant women deliver the  

fetus smoothly between contractions.

Treatment group:
Traditional health education is carried out in combina-

tion with VR technology. Using the virtual delivery room 

SpaceMax software, the real scene shooting in the delivery 

room is added to the system to bring the 3D interactive vir-

tual scene to life, including characters, sites, objects, environ-

ments, time and voices. Various scenes in the delivery room 

and precautions during delivery are preset; pregnant women 

experience the operation through the computer VR system.

Control group:
Carry out traditional health education, which includes 

watching videos and looking at pictures in the simulated 

labour room, experiencing the delivery bed and various 

auxiliary delivery instruments during labour and listening to 

the explanation of midwives. Both groups of parturients re-

ceived routine clinical treatment and nursing after delivery.

Observation indexes
1. The delivery outcome: This includes the time of the 

second stage of labour, postpartum haemorrhage in 2 h, 

neonatal Apgar score and neonatal weight.

2.  The level of pain: A visual analogue scale (VAS) was used, 

consisting of a 10 cm horizontal line with pain descrip-

tors indicating ‘no pain’ on the left and ‘the worst pain 

imaginable’ on the right. One centimetre represents one 

point, and the total score is 0–10 points. The higher the 

score, the stronger the degree of pain [15]. 

3. The level of anxiety: A visual analogue anxiety scale 

(VAS-A) was used to measure the accuracy and sensi-

tivity of anxiety levels during labour [16]. The VAS-A is 

a 10 cm horizontal line with 0 on the left, represent-

ing ‘no anxiety’, and 10 on the right, representing ‘the 

most severe anxiety’. The pregnant women draw lines 

representing the intensity of their anxiety, and the total 

score is 0–10.
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4. General self-efficacy: The general self-efficacy scale is 

used to measure general self-efficacy and has good 

reliability and validity [17]. There are 10 items on the 

scale, with a total score of 10–40. The higher the score, 

the higher the level of self-efficacy.

5. Ouality of life: The self-made quality of life satisfaction 

scale is used for evaluation. The scores range from 0 to 

100 and include particularly satisfied, relatively satisfied 

and dissatisfied. If dissatisfied, the score does not exceed 

60 points; if relatively satisfied, the score is 60–80 points; 

if particularly satisfied, the score exceeds 80 points. Total 

satisfaction rate = special satisfaction rate + comparative 

satisfaction rate.

Statistical method
The SPSS 19.0 statistical software was used to process 

and analyse the data. The T-test and the χ2 test were used for 

counting data. A value of p < 0.05 means that the difference 

was statistically significant. 

RESULTS
Comparison of general data between two groups 

of parturients
There was no significant difference in average age, ges-

tational age, body mass index, education, place of residence 

and medical insurance between the two groups (p > 0.05) 

(Tab. 1). This suggests that the data from the two groups 

were comparable.

Comparison of delivery outcomes between the 
two groups

The time of the second stage of labour between the 

treatment group and the control group was not significantly 

different (p > 0.05). The amount of postpartum haemorrhage 

in 2 h and the pain score in the treatment group were sig-

nificantly lower than those in the control group (p < 0.05). 

The comparison of neonatal Apgar scores and neonatal 

weight between the two groups showed that the different 

modes of prenatal education had no effect on newborns 

(p > 0.05) (Tab. 2).

Comparison of the rate of lateral episiotomy and 
the degree of perineal laceration between the 

two groups
The complete rate of lateral episiotomy and the rate 

of grade I laceration in the treatment group were higher 

than those in the control group, and the rate of grade II 

and above laceration was lower than that in the control 

group. There were two cases of grade III laceration in the 

control group, and there was no grade IV laceration in both 

groups. The difference between the two groups was statisti-

cally significant (p < 0.05) (Tab. 3).

Table  1. Comparison of general data of pregnant women between the two groups [x ± s, n (%)]

General information
Groups

χ²/t P
Treatment group (100) Control group (100)

Average age [year] 30.29 ± 1.14 30.35 ± 1.07 0.275 0.789

Gestational week [week] 38.41 ± 0.96 38.63 ± 1.18 0.809 0.434

Weight index [kg/m2] 23.39 ± 2.52 22.76 ± 1.97 1.762 0.256

Educational background

High school and below 9 (9%) 10 (10%)

0.992 0.083College and Bachelor degree 78 (78%) 75 (75%)

Bachelor degree or above 13 (13%) 15 (15%)

Place of residence 
Countryside 17 (17%) 19 (19%)

0.007 0.904
Town 83 (83%) 81 (81%)

Medical insurance
Have 90 (90%) 91 (91%)

1.310 0.861
Don’t have 10 (10%) 9 (9%)

Table 2. Comparison of delivery outcomes between the two groups (x ± s)

Group Cases
The time of the second 
stage of labor [min]

The amount of postpartum 
hemorrhage in 2h [mL]

Pain [score]
Neonatal Apgar 
score [score]

Neonatal weight 
[g]

Treatment group 100 95.23 ± 10.12 151.28 ± 50.73 3.73 ± 1.87 8.82 ± 0.49 3604.4 ± 321.9

Control group 100 98.58 ± 12.03 248.95 ± 39.67 5.97 ± 2.66 8.78 ± 0.57 3672.6 ± 294.8

t 2.002 0.013 –2.231 1.428 –0.635

P 0.815 0.008 0.00 0.669 0.527
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Comparison of the quality of life satisfaction, 
scores of general self-efficacy and anxiety 

between the two groups
There was no significant difference in the quality of life 

satisfaction and the scores of anxiety and self-efficacy before 

education between the two groups (p > 0.05). The anxiety 

score of the treatment group was lower than that of the  

control group, while the quality of life satisfaction and 

the self-efficacy score of the treatment group were higher 

than those of the control group (p < 0.05) (Tab. 4).

DISCUSSION
Application of VR technology in health 

education
Not only can the application of VR technology in obstet-

ric health education increase interest in and improve the 

effectiveness of the education, but it is also more conducive 

to the collection of users’ feedback and further improve-

ments of the education system. Fateme utilised a Solomon 

four-group design intervention and a randomised clinical 

trial to prove that medical treatment using VR technology, 

as well as distraction and drowning in VR, reduced pre- 

-operative anxiety in children [18]. Generally, creators 

can generate medical and nursing content in the form of 

3D modelling and live shooting and create scientific and 

standardised health education content in combination with 

technical conditions and medical and nursing theory in 

order to achieve the expected education objectives. Virtual 

reality technology can bring abstract knowledge to life by 

integrating vision, hearing and touch [19]. This study uses 

novel VR technology to achieve a sense of immersion, hu-

man–computer interaction and entertainment. It can help 

pregnant women understand the delivery environment and 

experience the delivery process in advance; improve the 

initiative and effectiveness of pregnant women and their 

spouses; and promote health education based on informa-

tion technology. It also shows that pregnant women and 

their spouses have high acceptance and evaluation of the 

system. With the deepening of research and the increase 

of the patient population and demand content, the system 

should be updated and improved to add more functional 

modules and enhance interest.

VR technology combined with moderate 
perineal protection can alleviate pain

Natural delivery is a normal physiological process. Due 

to the severe pain caused by the regular contraction of the 

uterus and the long labour process, many pregnant women 

are afraid of natural delivery. It is reported that labour pain 

can cause maternal sympathetic excitement and increase 

the release of catecholamines in the body, which inhibits 

uterine contraction, prolongs the labour process, causes 

an acid–base imbalance, decreases uterine blood flow and 

causes fetal distress [20–22]. For pregnant women, especially 

primiparas, childbirth pain causes strong psychological and 

physiological stress responses, resulting in slower expansion 

of the uterine orifice and a prolonged labour process, which 

makes it difficult to deliver smoothly [23]. Virtual reality 

technology can distract patients, reduce pain and relieve 

discomfort in nursing operations. Virtual reality technology 

can provide an effective non-pharmacological means for 

reducing acute and traumatic injury pain [24]. In this study, 

delivery pain in the treatment group was significantly less 

than that in the control group (p < 0.05); it is suggested that 

Table 3. Comparison of lateral episiotomy rate and perineal laceration degree between the two groups [n (%)]

Group Cases
Degree of perineal trauma

Integrity I degree II degree III or IV degree  Lateral episiotomy

Treatment group 100 9 (9.00) 80 (17.00) 1 (1.00) 0 (0.00) 11 (11.00)

Control group 100 3 (3.00) 59 (59.00) 5 (5.00) 2 (2.00) 31 (31.00)

χ² 16.83

P < 0.01

Table 4. Comparison of general self-efficacy and anxiety scores between the two groups (x ± s)

Group Cases
Anxiety level Self-efficacy Quality of life satisfaction

Before education During labor Before education During labor Before education During labor

Treatment group 100 3.53 ± 1.42 3.63 ± 1.42 28.08 ± 2.82 30.27 ± 2.74 65.10 ± 2.76 85.05 ± 4.72

Control group 100 3.18 ± 1.33 6.58 ± 1.33 28.23 ± 2.30 23.52 ± 2.14 63.98 ± 3.38 73.12 ± 3.46

t 0.763 0.175 2.871 3.560 2.213 4.558

P 0.947 < 0.001 0.875 < 0.001 0.798 < 0.001
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the use of VR technology combined with moderate perineal 

protection can reduce pain during parturition.

VR technology combined with moderate 
perineal protection can improve the outcome of 

delivery
Clinically, in order to shorten the second stage of labour 

and avoid severe perineal laceration, lateral episiotomy is 

one of the most commonly used operations during delivery 

[25]. However, studies have shown that lateral episiotomy 

can lead to massive bleeding, intense pain, increased prob-

ability of infection, poor scar healing and other consequenc-

es, which have a serious impact on the postpartum quality 

of life of pregnant women, and lateral episiotomy has no 

significant improvement on the outcome of newborns [26]. 

Therefore, the rate of lateral episiotomy and perineal lacera-

tion should be reduced to the greatest extent. In this study, 

there was no grade IV perineal laceration in either group, 

indicating that VR technology combined with moderate 

perineal protection not only reduces the rate of lateral epi-

siotomy and the degree of perineal injury but also does not 

increase the risk of severe perineal laceration.

VR technology combined with moderate 
perineal protection can improve self-efficacy 

and reduce anxiety
Among the four factors of delivery, maternal psychology 

is one of the important influencing factors [27]. Self-efficacy 

has been related to decreased pain perception during la-

bour [28]. In this study, the anxiety score of the treatment 

group was lower than that of the control group, and the self- 

-efficacy score of the treatment group was higher than that 

of the control group (p < 0.05). During childbirth, pregnant 

women often have anxiety. In this study, the pain degree of 

pregnant women in the treatment group was reduced, the 

anxiety level was reduced and the sense of self-efficacy was 

enhanced. With the help of VR technology, the treatment 

group gives play to its sense of immersion, human–com-

puter interaction and entertainment; improves the enthu-

siasm of pregnant women and the effectiveness of prenatal 

education; promotes full communication between midwives 

and pregnant women; increases maternal self-confidence 

in childbirth; alleviates childbirth pain, anxiety and tension; 

enhances self-efficacy; and enables pregnant women to 

have a good childbirth experience in a relatively relaxed 

environment.

Deficiencies in this study
There were some limitations in this study; a professional 

psychological scale was not used to objectively evaluate the 

psychological state of pregnant women. In future research, 

this should be addressed.

CONCLUSIONS
Based on the moderate perineal protection technique, 

this study conducted VR technology health education for 

pregnant women in the treatment group, deepened the 

understanding of the pregnant women and their families 

about natural childbirth, recognised the benefits of natural 

childbirth for mothers and infants, improved and relieved 

the delivery anxiety to a certain extent, established con-

fidence in natural childbirth and alleviated pain during 

childbirth. Moderate perineal protection also reduces the 

rate of perineal lateral resection and the degree of perineal 

wound laceration and plays a certain role in the preven-

tion of postpartum haemorrhage. It provides a positive 

childbirth experience for puerpera, making it worthy of 

clinical application.
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ABSTRACT
Objectives: Labor induction is one of the most common procedures in modern obstetrics. One in five pregnant women 
and 30–40% of women delivering vaginally undergo this procedure. If the cervical status is unfavorable, a ripening process 
is used prior to induction to shorten the duration of oxytocin administration and maximize the possibility of vaginal birth. 
The aim of this study was to compare the duration of labor induced with dinoprostone vaginal insert to spontaneous labor. 

Material and methods: It was a retrospective study conducted between May 2019 and February 2021 in the tertiary 
reference center, the Obstetrics and Perinatology Department of the Jagiellonian University Hospital in Krakow. The re-
search group involved 182 patients in singleton pregnancy at term, qualified for cervical ripening procedure. The control 
group consisted of 178 patients that were delivering spontaneously and admitted to the delivery ward in the first stage 
of labor. Statistical analysis was performed to compare the duration of labor between groups. To find factors affecting 
the procedure we compared different models consisting of maternal and fetal characteristics.

Results: Successful vaginal delivery in the dinoprostone group was achieved in the group of 88% of patients. There 
was no significant difference in labor duration between the groups: 315 minutes in the study group and 300 min in the 
control group. Only being primipara was a factor related to longer labor in both groups. 

Conclusions: Pre-induction with dinoprostone insert and additional foley catheter, if indicated, does not make labor 
longer in comparison with spontaneous labor.

Keywords: labor; induced; dinoprostone; cervical ripening; pregnancy

Ginekologia Polska 2023; 94, 12: 984–989

INTRODUCTION
Labor induction is a procedure of artificial stimulation of 

childbirth before the natural, spontaneous onset of labor. It 

is one of the most common procedures in modern obstet-

rics. Currently, one in five pregnant women and 30–40% of 

women delivering vaginally undergo this procedure [1]. The 

reasons for the induction include reduction of the perinatal 

mortality and morbidity of the fetus and newborn as well 

as the reduction of maternal complications. However, as 

with every medical intervention, labor induction is associ-

ated with a risk of complications. The decision to induce 

labor should always be justified on medical grounds and 

preceded by obtaining written informed consent from the 

pregnant woman [2]. When labor is induced, cervical status 

has an impact on the duration of induction and the likeli-

hood of vaginal birth. If the cervical status is unfavorable, 

a ripening process is generally used prior to induction to 

shorten the duration of oxytocin administration and maxi-

mize the possibility of vaginal birth. There are two major 

modalities for cervical ripening: mechanical interventions, 

such as insertion of a balloon catheter or hygroscopic cervi-

cal dilators, and the application of pharmacologic agents, 

such as prostaglandins. 

Prostaglandins stimulate collagenase activity, syn-

thesis of glycosaminoglycans, elastase and hyaluronic 

acid in the cervix. They sensitize also the myometrium 

to the action of oxytocin and directly induce contrac-

tions of the uterus [3]. Dinoprostone vaginal insert (Cer-

vidil®; Propess®) is a retrievable vaginal pessary contain-

ing 10 mg of dinoprostone [prostaglandin E2 (PGE2)] in 

https://orcid.org/0009-0007-7562-0510
https://orcid.org/0000-0002-7822-2434
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a controlled-release drug delivery device. The initiation (or 

continuation) of cervical ripening in patients prior to labor 

induction is approved in Poland and in many countries 

worldwide. The effectiveness of dinoprostone vaginal 

insert has been demonstrated in multiple of randomized 

clinical trials in women at term. The demonstrated ef-

fectiveness and safety of the system, simple application, 

and efficient dose control, suggest that a dinoprostone 

vaginal insert is a valuable option for cervical ripening in 

patients with an unfavorable cervix [3, 4]. 

Objectives
The aim of this study was to compare the labor duration 

of induced labor with the use of a dinoprostone vaginal 

insert to the spontaneous labor.

MATERIAL AND METHODS
Data collection and study sample

It was a retrospective study conducted between May 

2019 and February 2021 in the tertiary reference center, 

the Obstetrics and Perinatology Department of the Jagiel-

lonian University Hospital in Krakow. The research group 

involved 182 patients in singleton pregnancy at term, 

qualified for cervical ripening procedure according to 

Polish Gynecological Society indications with unfavorable 

cervix. The indications include hypertension, gestational 

or pregestational diabetes mellitus, cholestasis and fetal 

growth restriction as well as gestational age of 41 + 0.  

Although the gestational age for the procedure differs 

regarding a particular indication, the gestational age was 

at least 37 + 0 weeks. Our facility uses the following regime 

for labor induction. For an unprepared cervix (Bishop 

score < 6 points), a dinoprostone vaginal insert is used 

(Cervidil®). After 24 hours (when the 1st labor stage does 

not occur and the cervical dilation is < 3 cm), mechani-

cal methods for labor induction are introduced, namely, 

Foley catheter, with filling of 60–120 mL for 24 hours. The 

intravenous oxytocin infusion is initiated when the bal-

loon falls out and there is no contractile function or is 

removed after 24 hours.

The control group consisted of 178 patients that was 

delivering spontaneously and admitted to the delivery ward 

in the first stage of labor. The labor onset was defined as 

regular uterine contractions, at least one in 10 minutes that 

cause progressive dilation and effacement of the cervix. 

Labor duration was counted for successful vaginal delivery 

patients, that is 120 of the study group and 149 patients in 

the control group.

The medical data was taken from electronic medical his-

tory. The study received consent from the Ethics Committee 

No. 1072.6120.291.2021.

Statistical analysis
To compare the duration of labor between groups and to 

find factors affecting it, we compared the models preferring 

those with lower AICc (the second-order Akaike Information 

Criterium) as giving greater support for data relative to the 

others. AICc is analogous of classical AIC and its use is recom-

mended when the sample size n is relatively smaller than the 

number of estimated parameters K, namely n/K < 4 [5].  

The dependent variable in all analyses was the duration of 

the vaginal labor treated as continuous or dichotomized. 

Four variables: the main explanatory (Cervidil induction) and 

three others which can potentially influence the duration of 

labor (woman’s age at birth together with being multipa-

rous or primiparous and gestational age) were regarded 

as ‘basic’ predictors and were retained in all constructed 

models. We used an approach focusing on searching the 

most parsimonious models based on subsets of ‘basic’ pre-

dictors and some other covariates potentially influencing 

tested association. We considered nine features character-

izing both mother and child, namely: parity (multiparous or 

primiparous), baseline characteristic (woman’s age at birth 

(continuous), body mass index (BMI) before pregnancy (con-

tinuous), variables relating to a woman’s pregnancy (preg-

nancy duration, change weight during pregnancy (con-

tinuous), child’s birth weight (< 2500, 2500–4000, ≥ 4000 g)  

and interventions (Cervidil preinduction (yes/no), Foley 

catheter (yes/no). Linear regression was applied to estimate 

coefficients of change in the duration of labor associated 

with switching from the reference category to others or 

per unit increase in a covariate. Analogically, logistic re-

gression was engaged to compare the chances of a longer 

duration of labor with a cut-off point of 450 minutes used 

as a threshold. The odds ratios (ORs) with 95% confidence 

intervals (Cis) were calculated with the classical method of 

logistic regression or Firth’s bias reduction method (in the 

case of zero cells) by applying the Wald test. The comparison 

of alternative models with different subsets of predictors 

was done with the MuMIn package. The difference in AICc 

(Δ) between the two competing models reflects the extent 

of their equivalence. The value of Δ ≤ 4 indicates that both 

models are plausible, and when Δ ≥ 14 there is little evidence 

in the data for model with greater AICc [5, 6]. All analyses 

were conducted in R software version 4.0.4.

RESULTS
A total of 6,300 childbirths took place in 2019–2021 at 

the Department of Obstetrics and Perinatology, UH, of 

which 3,400 were by Caesarean section. In the analyzed 

period, 300 pregnant women were qualified for labor 

induction, of whom 182 met the inclusion criteria and 

were included in the analysis. The control group included  
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178 patients admitted at the first stage of labor. Success-

ful vaginal delivery occurred in 120 patients of the study 

group and in 149 of the control group on which this study 

was focused on. The rest of the patients in both groups had 

a caesarean section.

Among the study group, hypertension was diagnosed 

in 25% of patients (pregnancy-induced and chronic inclu-

sively), diabetes mellitus in 38% of cases (pregestational and 

gestational inclusively), cholestasis in 1% and fetal growth 

restriction in 4% of patients. 13% of patients were qualified 

for the induction of labor because they achieved 41 weeks 

of gestational age. Some of the patients suffered from more 

than one disorder or abnormality related to pregnancy. 

A Foley catheter was used in 24 patients as an additional 

method to ripen an unfavorable cervix. 88% of inducted 

labor women had successful vaginal labor within 24 hours. 

The characterization of each of the groups was pre-

sented in Table 1. Statistically significant difference regarded 

two following features — BMI before pregnancy and ges-

tational age. Otherwise, BMI of both groups was defined as 

normal weight in both groups (Me (Q1–Q3): 23.8 (20.9; 25.7) 

vs 21.9 (20.5; 23.9), p = 0.006). The median gestational age 

differed only by one day. These differences, even if statisti-

cally significant, were not of clinical importance.

The Chi-square test had been used to check which vari-

ables had a significant difference between both groups that 

could affect the labor duration. Merely, being primigravida 

made labor duration longer (Tab. 2).

Another different model was compared.  The model with 

the lowest AICc value is the best-supported one among 

those compared. The difference in AICc values between 

model i and the best model is ∆i, number of estimated 

parameters is K, w — Akaike weight. The best model was 

primipara model, then model primipara with preinduction 

with Cervidil — AICc 3495.55 (Tab. 3).

DISCUSSION
The main goal of this study was to compare the time of 

induced labor to the spontaneous one. As it was mentioned 

in the introduction, the procedure of labor induction is 

nowadays one of the most commonly performed in the 

obstetrics, thus needed to improve safety for the mother and  

the child [1, 2]. Many studies compare the efficiency  

and safety of pharmacological and mechanical methods 

of labor induction. Patients with unfavorable cervixes are 

candidates for the procedure of cervical ripening. Compared 

with the use of oxytocin infusion alone, cervical ripening 

probably increases the chances of achieving vaginal birth 

Table 1. The comparison of characteristics of patients in the study and the control group (only successful vaginal labors)

Variable Inducted labor N = 120 Spontaneous labor n = 149 p

Mothers characteristics

BMI at baseline [kg/m2], Q2 (Q1; Q3) 23.8 (20.9; 25.7) 21.9 (20.5; 23.9) 0.006#

Age [years], Mean (SD) 30.8 (4.8) 31.4 (4.2) 0.288

Change in body weight [kg], Mean (SD) 14.0 (6.0) 13.2 (4.8) 0.233

Labor characteristics

Gestational age [days], Q2 (Q1; Q3) 277.0 (273.0; 286.0) 276.0 (270.0; 281.0) 0.047#

Length of vaginal delivery [min], Q2 (Q1; Q3) 315.0 (195.0; 450.0) 300.0 (205.0; 450.0) 0.569

Neonatal characteristic

Birth weight [g], Mean (SD) 3 421.4 (427.6) 3 441.6 (433.0) 0.702

Apgar  < 7, 1 min 3 (2.5) 0 (0.0) 0.175

Apgar  < 7, 5 min 1 (0.8) 0 (0.0) 0.913

Apgar  < 7, 10 min 1 (0.8) 0 (0.0) 0.910

Apgar  < 8, 1 min 3 (2.5) 0 (0.0) 0.175

Apgar  < 8, 5 min 1 (0.8) 0 (0.0) 0.913

Apgar  < 8, 10 min 1 (0.8) 1 (0.7) 1.000

Apgar  < 9, 1 min 5 (4.2) 2 (1.3) 0.289

Apgar  < 9, 5 min 4 (3.3) 3 (2.0) 0.771

Apgar  < 9, 10 min 3 (2.5) 4 (2.7) 1.000

Apgar  < 10, 1 min 6 (5.0) 9 (6.0) 0.918

Apgar  < 10, 5 min 5 (4.2) 7 (4.7) 1.000

Apgar  < 10, 10 min 4 (3.4) 8 (5.4) 0.622

p value based on Student’s t-test except of denoted by # based on Mann-Whitney U test
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within 24 hours and does not increase, but may decrease, the 

risk for cesarean section [7, 8]. There is no single, best prac-

tice for the choice of agent adopted for cervical ripening: 

both mechanical and pharmacologic agents are acceptable 

options unless the patient has a contraindication to the use 

of a specific procedure. A 2016 Cochrane meta-analysis com-

paring misoprostol, dinoprostone, and the balloon catheter 

for cervical ripening concluded that no method was clearly 

superior in terms of diminishing the over-24-hour vaginal 

birth or tachysystole with adverse FHR changes along with 

cesarean birth [9]. Another 2019 meta-analyses showed that 

choosing mechanical methods of cervical ripening is less sat-

isfactory for women [10]. Many patients feel anxious about 

labor induction that it may last longer or will be more painful 

than spontaneous vaginal one [11], but after the delivery, 

most women report little overall effect on satisfaction with 

induced labor compared with a spontaneous one but feel 

an increased sense of control [12]. There are multiple studies 

and meta-analyses regarding the efficiency of labor induc-

tion. Most authors compare the percentage of successful  

Table 2. Tested variables

Variable Categories
Inducted vaginal delivery

n = 120
Spontaneous vaginal delivery 

n = 149
p value

Primigravida
No 58 (48.3) 94 (63.1)

Yes 62 (51.7) 55 (36.9) 0.021

BMI

< 18.5 5 (4.2) 5 (3.4)

18.5–25 76 (63.3) 124 (83.2) 0.001

25-30 31 (25.8) 13 (8.7)

≥ 30 8 (6.7) 7 (4.7)

Primipara
No 52 (43.3) 77 (51.7)

Yes 68 (56.7) 72 (48.3) 0.215

Birth weight

< 2500 106 (88.3) 133 (89.3)

2500–4000 5 (4.2) 1 (0.7) 0.126

≥ 4000 9 (7.5) 15 (10.1)

BMI — body mass index; p value based on Chi-square test of independence

Table 3. Model comparison results based on second-order Akaike Information Criterium (AICc) values

Model AICc ∆ K w

Primipara# 3494.45 0.00 3 0.32

Primipara + preinduction with Cervidil 3495.55 1.10 4 0.18

Primipara + gestational age 3496.08 1.63 4 0.14

Primipara + mother’s age 3496.46 2.01 4 0.12

Primipara + preinduction with Cervidil + gestational age 3497.09 2.64 5 0.09

Primipara + preinduction with Cervidil + mother’s age 3497.59 3.13 5 0.07

Primipara + gestational age + mother’s age 3498.05 3.60 5 0.05

Basic## 3499.1 4.64 6 0.03

Full model 3507.61 13.15 12 0.00

Mother’s age 3537.81 43.36 3 0.00

Preinduction with Cervidil + mother’s age 3539.61 45.16 4 0.00

Gestational age + mother’s age 3539.87 45.42 4 0.00

Preinduction with Cervidil + gestational age + mother’s age 3541.68 47.23 5 0.00

Null model 3543.32 48.87 2 0.00

Preinduction with Cervidil 3545.26 50.81 3 0.00

Gestational age 3545.27 50.82 3 0.00

Preinduction with Cervidil + gestational age 3547.21 52.76 4 0.00
1Basic = Preinduction in Cervidil (yes/no) + woman’s age at birth (continuous) + primipara (yes/no) + gestational age; #Best model; ##Full model with all considered variables
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labor within 24- or 48-hours’ time and time intervals of in-

duction to labor activated by different agents [9]. This study 

aimed to compare the duration time of induced labor with 

dinoprostone insert with spontaneous labor and to identify 

factors that influence that time. We found that there is no 

significant difference in labor duration between the groups 

in comparison to the active phase of labor (the first and the 

second stage of labor): 315 minutes in the study group and 

300 min in the control group. A similar duration time, 4 hours 

of the first stage of labor, was observed in Zielinska K. et al. 

study [13] and in Gornisiewicz T. study [14] (5.4 h of first stage 

of labor in dinoprostone group). In 2019 Wei Y. study [15] on 

1,400 term pregnancies also showed no difference between 

time intervals of the first and second stage of labor in com-

parison to the one induced with dinoprostone and oxytocin 

in late-term pregnancies. (Latent phase: 3.75 h vs 3.68, ac-

tive phase: 1.71 h vs 1.82 h, second stage: 0.45 h vs 0.53 h). 

However, for patients with a Bishop’s score between 4–6, the  

duration of the active phase was significantly reduced in 

the subgroup who were given dinoprostone [15]. Similarly, 

Poma S. at al. [16] observed shorter time of induced labor 

compared to spontaneous one. Successful vaginal delivery 

in the dinoprostone group was achieved in our study in 88% 

of patients. That is a higher rate than expected according to 

other studies like in the MVI and EXPEDITE trials comparing 

dinoprostone and misoprostol vaginal inserts (72,9% and 

71,6%) [17, 18]. There was no substantial difference in Apgar 

score between the analyzed groups. Other studies confirm 

that there are also no significant concerns regarding the 

safety of the dinoprostone for neonates [4, 19]. A variety 

of maternal and fetal factors have been suggested to pre-

dict labor induction success. Certain characteristics of the 

woman like parity, age, weight, height and body mass index, 

and of the fetus (including birth weight and gestational 

age) are associated with the duration of stages of labor and 

success of labor induction; with parous, young women who 

are taller and of lower weight have a higher rate of induc-

tion success. Fetuses with a lower birth weight or increased 

gestational age are also associated with increased induction 

success [20, 21]. Our research shows that pre-induction with 

pharmacological and additionally mechanical method if 

indicated, does not make labor longer in comparison with 

spontaneous labor. Only being primipara was a factor re-

lated to longer labor in both groups. Our findings are similar 

to the trends described in Poma et. al study that has proven 

shorter duration of the first stage of labor among patients 

qualified to use dinoprostone as a pre-induction method 

and with effective epidural labor analgesia in comparison to 

spontaneous labor [16]. Furthermore, the Cochrane system-

atic review including over 21,000 patients has showed that 

overall length of labor was shorter for women undergoing 

induction compared with the expectant management [22]. 

Pre-pregnancy BMI is important factor that makes an im-

pact on labor duration and must be mentioned. Obesity 

increases the risk of prolonged spontaneous or induced 

labor duration and cesarean section rates [23]. Despite of 

significantly higher BMI of the study group, still both groups 

are characterized as normal weight. BMI is not a considered 

feature to have an impact on the labor duration or to disturb 

the research scores. Higher BMI among patients demanding 

labor induction is consistent with mentioned systematic 

review and meta-analysis which has proven that obesity 

women are less likely to go into labor spontaneously [22]. 

This study had some limitations as it was retrospective, 

not controlled and dependent on the quality and avail-

ability of data present in the medical records. It also had 

a small study sample. The strength is a different statistic 

approach that finds the best model of predicting factors 

for labor duration.

CONCLUSIONS
The aim of this study was to compare the duration 

time of induced labor to spontaneous one. Pre-induction 

with dinoprostone insert and additional foley catheter, if 

indicated, does not make labor longer in comparison with 

spontaneous labor. Statistical model showed that only being 

primipara was a factor related to longer childbirth. There 

are also no significant concerns regarding the safety of the 

dinoprostone for neonates based on Apgar score. 
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ABSTRACT
Objectives: In this meta-analysis, we aimedto demonstrate the relationship between uterocervical angle and preterm 
labor in singleton pregnancies more clearly and reliablywith this meta-analysis.

Material and metods: In this study, we use keywords such as “uterocervical angle,” “cervical angle,” “angle,” “cervix,” 
“cervical,” “preterm,” and “preterm labour.” We searched various databases, including PubMed, MEDLINE, ClinicalKey, 
Scopus, ScienceDirect, Web of Science, and Google Scholar. The search encompassed the period from January 1, 2010, 
to December 27, 2020. As a result of the literature review, a total of 585 articles were identified. After the screening and 
selection process, six studies met the inclusion criteria and were included in the analysis. These six studies were deemed 
relevant and provided valuable information on the research topic. 

Results: When the Egger test (p = 0.020) and Begg test (p = 0.188) were performed, no significant publication bias was 
found in the studies examined. These statistical tests assess publication bias, and the resulting p-values indicate a low 
probability of bias in the included studies. Cochran’s Q test revealed the presence of heterogeneity among the included 
studies. Heterogeneity indicates variability in the results beyond what would be expected by chance alone. This finding 
suggests that the studies may differ in methodologies, populations, or other factors, which could impact the overall results 
and require further investigation. There was a significant difference between the patient and control groups (p < 0.001). 
This result provides strong evidence to support the importance of the difference between the two groups compared.

Conclusions: Based on the findings of this study, a wider uterocervical angle appeared to be significantly associated with 
an increased risk of preterm delivery in overall effect. It concluded that a wide uterocervical angle may be a potential risk 
factor for preterm delivery. Moreover, the study revealed a significant association between wider uterocervical angles 
and an elevated risk of preterm labour in singleton pregnancies. In this study, the definition of preterm birth accepts as 
birth before 37 weeks of gestation. These results highlight the potential significance of evaluating the uterocervical angle 
as a meaningful predictor for identifying the propensity of preterm labour in singleton pregnancies.

Keywords: meta-analysis; preterm labor; singleton pregnancy; uterocervical angle
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INTRODUCTION
Preterm birth (PB) is defined as birth between 20 0/7 and 

36 6/7 weeks of gestation [1]. Despite advancements in 

technology and medical care, preterm labour remains 

a significant cause of neonatal morbidity and mortality. 

Premature birth is associated with several complications, 

such as cerebral palsy, bronchopulmonary dysplasia, retin-

opathy of prematurity, and several other health issues 

problems common in premature infants. These morbidities 

highlight the importance of addressing preterm labour 

and implementing effective interventions to improve the 

outcomes for preterm infants [1, 2]. This situation, which 

is seen in 5–18% of pregnancies and is an important rea-

son for hospitalizations, creates a serious charge on the 

economies of the countries [3]. Less than 10% of patients 

with preterm labor who are hospitalized give birth within 
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7 days. Therefore, it is essential to develop strategies that 

will prevent unnecessary hospitalizations and identify 

at-risk pregnant women and thus indirectly improvethe 

country’s economies.

In recent years, different measurements and tests have 

been developed for the prediction of preterm labor [2]. 

The leading ones include cervical length measurement, 

fetal fibronectin testing, and biochemical markers obtained 

from maternal serum and amnion [4]. Maternal blood and 

amniotic fluid inflammatory markers may cause anxiety in 

pregnant women due to the interventional nature of the 

procedures. The cervical length measured in the second tri-

mester is a more commonly used measurement for preterm 

labor [5]. According to previous reports, the 10th percentile 

threshold for cervical length at 24 weeks of gestation was 

defined as 25 mm, indicating the risk of preterm birth (PB) 

[6]. Sensitivity at this threshold was reported to be about 

37.3%, meaning that 37.3% of pregnancies at risk of preterm 

labour were correctly identified. The specificity, on the other 

hand, was reported to be around 92.2%, indicating that 

92.2% of pregnancies not at risk for preterm birth were 

correctly identified as such. The most effective threshold for 

predicting true preterm labour was found to be a cervical 

length of 15 mm or less, yielding a specificity of 81% and 

a positive predictive value of 83% [2]. 

Newer tools, such as uterocervical angle (UCA),have 

beendeveloped to predict PB. With the widespread use of 

UCA in studies in the last decade, UCA has become more 

prominent. However, most studies have a small sample size. 

The subject of UCA is relatively new, and there is limited 

availability of systematic reviews on this topic. These reviews 

indicate the necessity for more robust scientific evidence to 

establish the success of UCA in predicting preterm birth (PB). 

In such cases, conducting a meta-analysis can be an appro-

priate approach to enhance the sample size and consolidate 

findings from similar studies. Therefore, our objective is to 

use this meta-analysis to provide a clearer and more reli-

able understanding of the relationship between UCA and 

preterm labour in singleton pregnancies. By synthesizing 

the available data, we aim to contribute valuable insights 

and strengthen the existing evidence on this topic. 

MATERIAL AND METHODS
Search strategy

For our research, we implemented a systematic elec-

tronic search strategy to explore published literature. We 

conducted searches across multiple databases, namely Pub-

Med Medline, ClinicalKey, ScienceDirect, Web of Science, 

and Google Scholar. Our search encompassed the period 

from January 1, 2010, to December 27, 2020. We employed 

a combination of the following keywords: uterocervical 

angle, cervical angle, angle, cervix cervical, preterm, and 

preterm labour. The appropriate database-specific suffixes 

were employed in the search to optimize results. We focused 

exclusively on studies conducted on humans and published 

in the English language. The search process and results 

are presented in a structured flow diagram, as depicted in 

Figure 1 of our thesis.

Study selection
All included studies in our meta-analysis were prospec-

tive observational studies that examined the relationship 

between preterm labour and the anterior uterine cervix. 

While these studies varied in terms of diagnosing preterm 

labour, parity, gravidity, presence of previous preterm births, 

and prior cervical or uterine surgeries, they were all consid-

ered for inclusion in the meta-analysis. In addition, studies 

that defined preterm labor as delivery before 37 weeks 

were subgrouped and evaluatedseparately. However, our 

study excluded studies that involved patients with preterm 

premature rupture of membranes, polyhydramnios, multiple 

gestations, and cerclage. Additionally, conference abstracts 

were also excluded. Furthermore, trials were excluded if 

they reported results in a manner that hindered pooling for 

meta-analysis, such as failure to provide mean and standard 

deviation values.

All the studies included in our analysis provided a clear 

definition of the method used for ascertaining the uterine 

cervical angle. Most of the studies utilized similar measure-

ments, concerning Dziedz et al. [7], to ensure uniformity 

in the assessment of the uterine cervical angle. The UCA 

was defined as the value obtained by measuring the tri-

angle formed between the lower uterine segment and the 

cervical canal using transvaginal ultrasound. During the 

measurement process, the first line of callipers was placed 

at the junction where the anterior and posterior walls of the 

cervix meet, including the internal and external os along 

the endocervical canal. If the cervix appeared curved, the 

measurement was taken vertically from the internal os to  

the external os. The second line was drawn by averaging 

a 3 cm line from the internal os of the cervix to the upper 

uterine segment. The angle formed between these two lines 

was recorded. It is worth noting that all participants in the 

trials had an empty bladder during the ultrasound scan.

Quality and risk of bias assessment
Before conducting the meta-analysis, the publication 

bias of the included studies was assessed using Begg’s and 

Egger’s tests. 

Data extraction
The studies were selected in three consecutive stag-

es. Following deduplication, the titles and abstracts of all 

electronic articles were screened by N.N.Y. to assess their 
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eligibility. The decision to include studies in the present 

meta-analysis was made after retrieving and reviewing the 

full text of articles that were held potentially eligible. Poten-

tial discrepancies in this latter stage were resolved by the 

consensus of all the authors.

Summary measures
The main outcome measure chosen for the present 

meta-analysis was the success of the UCA in preterm labor 

prediction. Subgroup analyses were done for studies that 

described preterm labor as before 37 weeks.

Quantitative data synthesis
The heterogeneity of the studies was evaluated accord-

ing to Cochran’s Q test, while to determine the degree of 

statistic was employed. In the meta-analyses, the lowest 

number of studies taken for analysis was three. In the stud-

ies, the value of α was taken as 0.10 for the homogeneity 

and publication bias tests.

In cases where heterogeneity was determined in the 

publications following Cochran’s Q test, the DerSimoni-

an-Laird method was carried out using the random-ef-

fects model. In the statistical analyses, MedCalc version 

20.009 program was used.

RESULTS 
Literature search and study characteristics
The literature search uncovered 585 articles (Fig. 1). 

Among these, 527 articles were considered unrelated due 

to their titles, 34 articles were excluded after reviewing the 

abstracts, six articles were in the format of poster presenta-

tions [8–13], and 18 articles were thoroughly examined in 

their entirety.

Of the 18 full-text articles evaluated, four were excluded 

because patients with multiple pregnancies were includedin 

the studies [14–17], 1 because patients with both singleton and 

twin pregnancies were included [18], and 1 because it was dif-

ficult to determine the correlation between transabdominal  

Figure 1. Flow diagram
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and transvaginal sonography UCA measurement [19]. Two 

additional articles were excluded because they compared 

the UCA as predictors of preterm delivery in patients with 

transvaginal cerclage [20, 21], and one other because they 

included the patients who underwent cerclage in the study 

groups [22]. One article was excluded because it specifi-

cally included pregnant women diagnosed with idiopathic 

polyhydramnios [23]. Of the eight articles remaining for 

a more thorough evaluation, one was excluded from the 

quantitative meta-analysis, as it hadan uninterpretable or 

incomplete data set [24], andanother one because it pre-

sented the data as median, not mean values [25]. Thus, 

six articles remained to be included in the meta-analysis  

[7, 26-30]. Relevant characteristics of the trials included in 

this review are given in Table 1.

This meta-analysis includes 6 articles with a sample 

size between 100 and 972 published in 2016 and 2020. The 

studies determined that UCA values were assessed using 

transvaginal ultrasound during the second trimester. In 

the articles, alterations were observed in the weeks of the 

second trimester when the measurements were conducted: 

four of them were taken between 17/18 weeks and 24 weeks 

[7, 28–30], one between 20–24 weeks [26], and one during 

the second trimester [27].

Qualitative analysis
All studies reported that UCA is a good predictive tool 

for preterm labor that was measured at the begining of 

the second trimester. Only Borna et al.’s [30] reported that 

UCA could be a good predictive tool for preterm labor in 

patients with vaginal bleeding complaints. In all thestud-

ies included, birth weeks were correlated with the UCA 

measurement performed at different time intervals at the 

beginning of the second trimester. Only Sawaddisan et al. 

[24] evaluated the UCA prediction success according to 

the weeks in which UCA measurement was performed. 

In this study, while comparing UCA values with term and 

spontaneous preterm deliveries, the patients were divided 

into two groups: gestational age 160/7-240/7 weeks (n = 356) 

and gestational age above 19.5 weeks (n = 141). There was 

a statistically significant difference in value between the 

groups when the UCA measurement was made only over 

19.5 weeks (p = 0.017). 

There were some differences in terms of the definition of 

preterm labor in the studies. Martinez et al. [26] defined pre-

term labor as less than 34 weeks. On the other hand, Llobet 

et al. [28] divided the patients into those who gave birth after 

37 weeks and those who gave birth after 34 weeks. Dzia-

dosz et al. [7] Llobet et al. [28] and Borna et al. [30] defined 

preterm labor as births less than 37 weeks. In Sur et al.’s [27] 

study, we did not find a specific week definitionfor preterm 

labor. All casesdefined as preterm labor independent of 

the week were included in this meta-analysis. In addition, 

subgroup analysis was performed in three studies in which 

preterm labor was defined as less than 37 weeks [7, 28, 30].

Quantitative analysis
As a result of Egger’s test (p = 0.220) and Begg’s test 

(p = 0.188), it was determined that there was no publication 

bias. Cochran’s Q test revealed that there was heterogene-

ity (p < 0.001 = 94.49%). There was a significant difference 

between the patient and control groups(p < 0.001) (Tab. 2).

In the subgroup consisting of studies in which preterm 

labor wasdefined as before 37 weeks, through Egger’s test 

(p = 0.704) and Begg’s test (p = 0.601), it was determined that 

there was no publication bias. Cochran’s Q test revealed that 

there was heterogeneity (p < 0.001 = 95.11%). There was 

a significant difference between the patient and control 

groups (p = 0.012) (Tab. 3). The results of the meta-analysis 

were shown in Figures 2 and 3.

Table 1. Study characteristics 

Source Studydesign
No. of 
patients

Including criterias
Week of UCA 
measurement

UCA value
(mean ± SD)

Martinez et al. [20] Retrospective 318
Singleton pregnancies with history of preterm 
labor

20–24 week
106.1 ± 26.4 (preterm)
99.5 ± 26.4 (term)

Dziadosz et al. [1] Retrospective 972
Singleton pregnancies with history of abnormal 
smear, cervical surgery and preterm labor

16–24 week
120 ± 27 (preterm)
93 ± 26 (term)

Sur et al. [21] Prospective 100
Singleton pregnancies with history of preterm 
labor

 Second 
trimester

127.66 ± 6.61 (preterm)
103.65 ± 14 (term)

Llobet et al. [22] Prospective 275
Singleton pregnancies with history of preterm 
labor

18–24 week
105.2 ± 21.6 (preterm)
94.5 ± 22.7 (term)

Sawaddisan et al. [23] Prospective 356
Singleton pregnancies with a history of 
cesarean or D/C

16–24 week
111.8 ± 25.4 (preterm)
104.8 ± 26.7 (term)

Borna et al [24] Prospective 100
Singleton pregnancies that had bleeding during 
pregnancy

18–24 week
102.12 ± 7.13 (preterm)
86.15 ± 5.78 (term)

UCA — uterocervical angle; SD — standard deviation
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DISCUSSION
Principal findings

The meta-analysis, results indicated that a wider UCA 

was associated with a higher risk of preterm labour in the 

overall effect. A significant correlation was also observed be-

tween UCA and preterm labour occurring before 37 weeks.

Results in the context of what is known
Uterocervical angle, in the prediction of preterm labor, 

is an important tool that has been emphasized in recent 

years [7]. Studies have continued to assessseveral areas, 

such as preterm labor, termination time, and latent phase 

periods of labor. A recent indirect comparison between  

Table 2. Meta-analysis of all studies 

Study
Preterm
(n1)

Term
(n2)

Total SMD SE 95% CI t p
Weight [%]

Fixed Random

Martinez 93 225 318 0.249 0.123 0.006–0.492 29.46 17.54

Dziadosz 84 888 972 1.034 0.116 0.806–1.263 33.08 17.60

Sur 37 63 100 2.013 0.250 1.517–2.509 7.18 16.08

FarrasLlobet 34 241 275 0.473 0.184 0.111–0.835 13.28 16.93

Sawaddisan 31 325 356 0.263 0.188 –0.107 to 0.632 12.71 16.89

Borna 17 83 100 2.632 0.323 1.991–3.273 4.30 14.97

Total (random effects) 296 1825 2121 1.068 0.302 0.476–1.660 3.537 < 0.001 100.00 100.00

SMD — Standart mean difference; SE — standart error; CI — confidence interval

Table 3. Meta-analysis of the subgroup with diagnosis preterm labor before 37 weeks

Study
Preterm
(n1)

Term
(n2)

Total SMD SE 95% CI t p
Weight [%]

Fixed Random

Dziadosz 84 888 972 1.034 0.116 0.806–1.263 66.04 34.98

Sawaddisan 31 325 356 0.263 0.188 –0.107 to 0.632 25.38 33.96

Borna 17 83 100 2.632 0.323 1.991–3.273 8.58 31.07

Total (random effects) 132 1296 1428 1.269 0.503 0.283–2.254 2.524 0.012 100.00 100.00

SMD — Standart mean difference; SE — standart error; CI — confidence interval
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collagen fiber orientation and dispersion in the upper cervix 

of pregnant and nonpregnant women suggested that col-

lagen fiber dispersion and direction may influence cervical 

remodeling during pregnancy [31]. In this sense, a predictive 

tool originating from the upper cervix and uterus may be 

more meaningful than biochemical markers. Since 2016, 

many studies have been conducted showing the success 

of UCA in preterm labor prediction. However, there is no 

meta-analysis to increase the level of evidence, except for 

the systematic review in 2018 [32]. Outcomes of the present 

study can provide clinical applicability for UCA.

Two of the studies [7, 26], UCA measured depends on 

previously measured and archived cervical length imag-

es. Hovewer, both studies were written prospectively and 

the journals in which they were published accepted these 

publications as prospective. For this reason, we accepted 

these two articles as prospective in accordance with the 

literature. Our most important inclusion criteria were sin-

gleton pregnancies. However, the preterm labor risk status 

of the patients included in the analysis was not similar. 

For example, we could not exclude studies that included 

patients with a history of preterm labor or previous cervical 

surgery because we have reached only a few studies in the 

literature on low-risk pregnant women in terms of singleton 

and preterm labor.

Clinical implications
The study’s analysis was not the standardized diagnosis 

of preterm labour diagnosis. All patients are defined as pre-

term regardless of week. Even in this way, we tried to create 

a more specific and near-standard subgroup to increase the 

power of our analysis, which turned out to be meaning-

ful. We performed a subgroup analysis of studies defining 

preterm labor as less than 37 weeksand found a significant 

difference from the control group [7, 29, 30]. Moreover, UCA 

measurement weeks were not standard. This prevented 

us from drawing attention to a cut-off value obtained by 

measuring in a certain week.

Research implications
Studies show that UCA measurement can be a good tool 

for predicting preterm labor. But none of these studies were 

randomized. Ensuring randomization in future studies will 

also be important for publications to be included in future 

meta-analyses.

Strengths and limitations
One of the strengths of the present study is thatwe dis-

cussed a subject that becamepopular recently, but little is 

known about it. To the best of our knowledge, this is limited 

data evaluating the role of UCA in prediction of preterm 

labor in singleton pregnancies. In addition, we analyzed 

preterm labor independent of the week and preterm labor 

defined as before 37 weeks; therefore, rendering our results 

more reliable.

One of the limitations of this meta-analysis is that we 

retained broad criteria for the inclusion of studies. For ex-

ample, patients with a history of preterm labor were not 

further subgrouped or mechanical reasons that could af-

fect UCA measurements such as conization and previous 

cesarean history could not be excluded from all the studies 

included in the meta-analysis. In other words, patients could 

not be analyzed according to risk groups for preterm labor. 

The primary factor that limited us is the fact that UCA is a new 

subject, and there were only a few studies with similar patient 

groups. Second, the literature search strategy was limited to 

the published papers that were used, which were in English, 

whilestudies published in other languageswere excluded. 

CONCLUSIONS
This meta-analysis found that preterm births both be-

fore 34 weeks and up to 37 weeks could be predicted by 

UCA measurement in the second trimester. To improve the 

diagnostic value of the uterine cervical angle in predict-

ing preterm birth, further studies should establish more 

specific patient groups and standardise the cut-off value. 

In addition, further larger studies should be performed to 

confirm these findings.
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ABSTRACT
Endometriosis is a disease of the female genital organs, the causes of which are not fully understood. Recent studies have 
shown that non-coding RNAs (ncRNAs) like long non-coding RNAs (lncRNAs) and microRNAs (miRNAs) can contribute 
to the pathogenesis of endometriosis. Profiling of miRNA and lncRNA expression is carried out using state-of-the-art 
molecular biology techniques (RT-PCR, sequencing, microarray analysis). The use of the latest technologies may make it 
possible to establish a genetic profile, which is a promising prospect for early diagnosis of endometriosis. In the future, 
genetic testing may become the gold diagnostic standard and eliminate invasive laparoscopy. In the case of endome-
triosis, it is important to extend the research to molecular aspects, which may facilitate the diagnosis of the disease or 
indicate new (based for example ncRNA) treatment methods. The paper presents the latest data on the importance of 
miRNA/lncRNA in endometriosis.

Keywords: endometriosis; miRNA; lncRNA
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INTRODUCTION
According to the classical definition, endometriosis is 

the surgical detection of endometrial tissue outside the 

uterine cavity, however, this narrow anatomical definition 

turns out to be insufficient to explain the pathogenesis  

of endometriosis, the molecular substrate, the full spectrum of  

its clinical manifestations, frequent relapses and reactions to 

modern methods of treatment [1]. Women wait an average 

of 8–10 years for a diagnosis. The basic method of recogniz-

ing endometriosis is laparoscopy (called the gold standard), 

which consists in excision of endometrial lesions [2]. 

The pathogenesis of endometriosis is controversial 

— immune, hormonal, genetic and environmental factors 

are involved [3]. There is no single theory that would fully 

explain the emergence of endometriosis. A very popular 

theory is the Sampson theory. It seems that the disease 

may arise as a result of the phenomenon of “retrograde 

menstruation”. During menstruation, part of the men-

strual secretion enters the peritoneal cavity through the 

fallopian tubes. The live endometrial cells delivered in this 

way can inhabit the peritoneal cavity, creating ectopic 

lesions. However, it has been shown that 90% of women 

without endometriosis experience retrograde menstrua-

tion. Another theory of the cause of endometriosis is the 

so-called metaplasia theory, i.e., the transformation of 

cells lining the peritoneal cavity into endometrial cells 

outside the uterine cavity. A malfunctioning immune 

system may be responsible for the causes of the disease. 

Weakened immunity or autoimmune diseases promote 

the formation of foci of endometriosis. Another theory 

about the causes of endometriosis speaks of a genetic 

predisposition. If your grandmother, mother or sister 

has endometriosis, you are more likely to suffer from 

the disease as well. As a result of changes at the level of 

genes that participate in the differentiation of anatomical 

structures of the genitourinary system, abnormal location 

of stem cells may occur. The above phenomenon, togeth-

er with immunological changes and pro-inflammatory  
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environment of the peritoneum, determines the progres-

sion of endometriosis.

In the treatment of symptomatic endometriosis, hor-

mone therapy and analgesics are used, however, endome-

triosis often returns [3]. Therefore, it is important to have 

a comprehensive and individualized approach to the pa-

tient and to find a non-invasive diagnostic marker of the 

disease. In the research plans of the area associated with 

endometriosis is the identification of the molecular basis 

of this disease. 

RNAs are divided into two classes: messenger RNA 

(mRNA), which is involved in protein synthesis, and non-cod-

ing RNA (ncRNA). First, the work focuses on the analysis of 

non-coding RNAs (miRNA/lncRNAs) in patients affected by 

endometriosis. ncRNAs are candidates for reliable laboratory 

biomarkers of this disease [4, 5]. 

RNA molecules can become desirable biomarkers in 

the non-invasive diagnosis of endometriosis because they 

are characterized by tissue specificity and high stability in 

biological fluids [6].

MicroRNA (miRNA)
MicroRNAs circulating in the blood have potential as 

useful biomarkers of endometriosis [7]. In tissues, miRNAs 

are stable. They are detected in the serum of patients using 

quantitative methods (qPCR). Mature miRNAs are single- 

-stranded molecules of non-coding RNA with a length of 

about 22 nucleotides. They regulate gene expression by in-

fluencing the translation process [8]. The greatest prognostic 

power is given by the determination of several microRNAs, 

whose change in expression is observed in endometriosis.

Genes for microRNAs can occur between protein-coding 

sequences and function as stand-alone transcription units, 

or they can be in coding sequences [9]. Genes for miRNAs 

are found both in exons, introns, and in untranslated regions 

[10]. Such a transcription unit arrangement may lead to the 

simultaneous creation of miRNA and mRNA transcripts [9]. 

The miRNA genes are organized in a manner characteristic 

of polymerase II and III, transcribing the genes of small 

RNAs [9, 10].

In the process of transcription, the primary pri-miRNA 

transcript is created. Pri-miRNA is then treated with Drosh ri-

bonuclease, which releases pre-miRNAs with a length of about 

60–70 base pairs [9]. Exportin-5 transfers pre-miRNAs from the 

cell nucleus to the cytoplasm, where the resulting molecules 

undergo further processing by the Dicer enzyme [9–11].

The catalytic reaction results in a double-stranded miR-

NA-miRNA* duplex consisting of a leading strand and a lag-

ging strand [11]. After duplex breakdown, the passenger 

thread is usually degraded, sometimes combining with Ago 

* complementary RNA

proteins to maintain miRNA functions. The leading strand, 

on the other hand, binds to a number of proteins, including 

RNA-binding proteins and the aforementioned catalytic 

Ago proteins (Argonaute), forming a complex miRNP (mi-

croribonuclear protein complex), called RISC (RNA-induced 

silencing complex) [10, 11]. The resulting complex, mainly 

due to Ago proteins, performs mRNA degradation or trans-

lational reprisals, and therefore negatively regulates gene 

expression at the post-transcriptional level [10, 11]. This is 

possible due to the complementarity of miRNA with target 

mRNA in the 3’UTR region [11]. In the case of full comple-

mentarity, mRNA degradation occurs. If complementarity 

is incomplete, translation is inhibited [10, 11]. It is believed 

that up to 30% of protein-coding genes can be regulated by 

the corresponding miRNAs. The microRNAs are “guardians” 

that take care of the proper course of processes such as cell 

division, proliferation, differentiation or cell apoptosis, which 

are of fundamental importance for the proper functioning 

of the body [12].

MiRNA IN ENDOMETRIOSIS
In endometriosis, there is a pool of genes regulated by 

miRNAs. The miRNAs dominant in endometrial cells include 

miRNAs from the let family. It is known that Let-7b with 

pleiotropic activity regulates the expression of ER α/ß, KRAS 

4A/4B, Cyp19 or IL-6 [13] genes, which is important in the 

pathophysiology of endometriosis. The development of 

this disease is also influenced by the altered expression  

of miR449b3p [14]. In ectopic endometrium, altered levels of  

miR-139-5p and miR-375 expression have been detected 

that can regulate the expression of transcription factors 

HOXA9 and HOXA10 and the endothelin 1 gene (EDN1), 

influencing the development of endometriosis [15].

MicroRNAs in endometriosis regulate the expression 

of mTOR kinase (the mammalian target of rapamycin) and 

genes of the VEGF pathway [16].

mTOR kinase affects the regulation of cell growth, prolif-

eration and movement, as well as translation and transcrip-

tion processes. VEGF enhances the process of angiogenesis 

in endometriosis.

An analysis of the miRNA profile in the eutopic endo-

metrium of women with endometriosis was performed. 

A pool of 667 human miRNAs in patients with endome-

triosis was studied. Two of the miRNA pools studied were 

shown to be subject to increased expression, while 13 miR-

NAs were characterized by reduced levels of expression in 

these patients.

In addition, hsa-miR-483-5p and miR-629 have been 

shown to have significantly reduced expression in patients 

with endometriosis [17]. Studies of the pool of various mi-

croRNAs in endometriosis have shown that they can have 

a significant impact on the development of lesions (Tab. 1).
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Recent research indicates that plasma miRNAs may be 

potential diagnostic markers of endometriosis [18]. The 

search for miRNAs as biomarkers and modeling was con- 

ducted on a group of 120 patients (38 people in the  

control group and 82 people with endometriosis as a study 

group), which was then validated in an independent group 

of 90 patients (30 in the control group and 60 in the study 

group) [19].

The researchers identified a set of 42 miRNAs that 

can distinguish women with endometriosis from women 

without endometriosis, based on genome-wide miRNA 

expression profiling. The method has diagnostic power for 

mild endometriosis, which confirmed the biological rela-

tionship between some miRNAs (such as hsa-miR-125b-5p, 

hsa-miR-28-5p and hsa-miR-29a-3p) and endometriosis.

A possible biological link between some miRNAs and 

endometriosis has therefore been confirmed, but their po-

tential as useful biomarkers require well-designed, large 

cohort studies and detailed analyses. 

MicroRNAs are involved in the pathogenesis of endo-

metriosis by alleviating inflammation, proliferation, an-

giogenesis, and tissue remodeling [20, 21]. It has been 

shown that potential biomarkers of endometriosis may 

be miR-21, miR-29c, miR-100 and miR-143 [20, 21]. These 

miRNAs are regulated upwards in ectopic endometrial tis-

sues. The target for miR-29c during the late secretory phase 

is c-Jun mRNA, a gene that drives proliferation, apoptosis, 

and invasion of endometrial cells. Increased expression 

of miR-100 inhibits cell proliferation, migration, and inva-

sion in the cancer model. Lowering the expression of miR-

100 stimulates metastasis. Thus, increasing the expression 

of miR-100 and miR-143 in endometrial tissues triggers 

a defense mechanism against the possibility of transfor-

mation to malignant changes in the phenotype of benign 

endometriosis [20, 21].

MOMENDO project (https://cordis.europa.eu/article/ 

/id/418294-molecular-cues-into-the-pathogenesis-of-en-

dometriosis/pl) detected that miRNAs are dysregulated in 

endometriotic tissue, thereby contributing to the invasive 

development of endometriotic cells. Importantly, the ex-

perimental increase in the expression of selected microR-

NAs inhibited many pathogenic features of patient-taken 

endometriotic cells in cell culture, including their growth, 

invasiveness, and stem status. Using transcriptomics, it has 

been shown that some patients’ endometriotic cells are 

like cancer cells; This new data can be used in personal-

ized therapies. The positive therapeutic effects obtained 

in experimental preclinical models paved the way for 

some strategies to emerge therapeutic targets, including 

gamma-secretase inhibitors, microRNA-based drugs, and 

anti-inflammatory compounds that will be evaluated in 

clinical trials of endometriosis. 

Abnormal expression of individual miRNAs may result 

from changes in the genome, abnormalities in their biogen-

esis, or may be related to epigenetic factors regulating gene 

expression. Attention is paid not only to the genetic causes 

of changes in miRNA expression, such as single nucleotide 

polymorphisms (SNPs) in miRNA genes, affecting the tran-

scription and formation of pri-miRNAs or subsequent inter-

actions between mature microRNAs and mRNAs, but also to 

the possibility of changes in the level of methylation of these 

genes. Therefore, not only structurally determined changes 

in the level of expression of miRNAs are important, but also 

their epigenetic regulation. Perhaps these mechanisms will 

become a target in the future for the development of new 

therapies that modulate the expression of miRNAs through 

changes in the level of methylation of their genes. However, 

the use of microRNAs in the diagnosis of endometriosis is 

only in the initial phase of research. 

LncRNA
According to the ENCODE consortium (Encyclopedia 

of DNA Elements, 2012) human genetic material is tran-

scribed in 93% (of which 39% of tranxrypts correspond to 

introns and UTR sequences of protein-coding genes, 1% to 

exons, and 54% to protein-coding genomes) [22, 23]. Before 

non-coding sequences were studied, they were thought to 

be nothing more than “junk DNA".

The first long non-coding RNAs, treated as mRNAs at 

the time of their discovery, were the H19 and Xist genes 

Table 1. MicroRNA (miRNA) regulatory functions in endometriosis

Biological process miRNA

Hypoxic injury miR-15b and miR-16

Tissue repair and TGFβ-regulated pathways miR-1, miR-21, miR-141 and miR-194

Inflammation miR-199a, miR-16, miR-302a, miR-542-3p

Cell growth, proliferation and apoptosis miR-15b/16, miR-143, miR-145, miR-20a, miR-221 and miR-222

Extracellular matrix remodelling miR-29c

Angiogenesis miR-126

https://cordis.europa.eu/article/id/418294-molecular-cues-into-the-pathogenesis-of-endometriosis/pl
https://cordis.europa.eu/article/id/418294-molecular-cues-into-the-pathogenesis-of-endometriosis/pl
https://cordis.europa.eu/article/id/418294-molecular-cues-into-the-pathogenesis-of-endometriosis/pl
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(X-Inactive Specific Transcript, a transcript specific for X 

chromosome inactivation) [24–28]. 

The H19 gene was identified on chromosome 7 of mice. 

H19 forms a group together with the insulin-like growth 

factor Igf2 (Insulin Like Growth Factor 2) gene, but unlike 

it, it is transcribed but not translated [24].

The Xist gene belongs to a complex of genes in one of 

the regions of the X chromosome, called XIC (X Inactivation 

Center, the center of X chromosome inactivation). The Xist 

gene is crucial for the correct phenomenon of lionization 

described by geneticist Mary Lyon [28, 29]. It is the process 

of switching off one of the X chromosomes in women (or 

other female mammals), thanks to which gene expression 

is equalized in women and men [30]. The function of shut-

ting down the entire chromosome is unique in the world 

of lncRNA.

Long non-coding RNAs have a length of more 

than 200 base pairs [23]. Exon regions are located within 

the lncRNA genes. Their large amount as a result of splic-

ing allows the formation of diverse forms of this family. 

lncRNAs perform various functions, including those of clini-

cal relevance [23]. The structure of lncRNAs is similar to 

protein-coding genes (PCG). However, the level of expres-

sion of lncRNA genes is much lower than PCG. 

The reduced level of expression is the result of differenc-

es in thestructure of lncRNA gene promoters and amplifiers 

(this applies mainly to epigenetic changes in histones). The 

change in expression reduces the severity of the transcrip-

tion process and with less stability of the lncRNA molecule 

from the mRNA molecule [23].

Depending on the type of lncRNA, their stability var-

ies. Less stable are lncRNAs associated with the intron and 

promoter. Intergenic lncRNAs, antisense or 3’UTR end are 

more stable [23]. lncRNAs are specifically expressed in tis-

sues and even cells [31, 32]. LncRNA expression may be 

associated with single nucleotide polymorphisms located 

within genes and their promoters. This may affect the patho-

genesis of diseases [32]. lncRNAs due to the specificity of 

expression can play an important role in the regulation  

of processes in the organisms, as well as participate in the 

repair of pathological processes. 

LncRNAs are common throughout the cell [33] and 

can therefore perform a variety of functions. lncRNAs lo-

calized in the nucleus affect chromatin, transcription, RNA  

processing. lncRNAs located in the cytoplasm affect  

mRNA stability, translation, and cellular signaling path-

ways. As a result of environmental changes or infection, 

lncRNAs can travel from one cell location to another [33]. 

Thanks to the flexible and dynamic structure of lncRNA (it 

can take on a secondary structure), the functions of these 

molecules are very versatile. They can change locations, 

especially nuclear ones, and interact with proteins [33]. 

lncRNAs are characterized by low sequence conservatism, 

which allows for variability of the structure and subsequent 

function and regulatory specialization of lncRNAs [34, 35]. 

lncRNAs can interact in two ways: cis and trans (according 

to Kopp F. and Mendell J) [35, 36]. The cis method means the 

effect of lncRNA on the expression of neighboring genes 

[36–39], i.e., directly affecting the transcription process 

as an enhancer, “stopping” transcription factors, affecting 

chromatin looping and gene methylation [39]. The trans 

method involves controlling the expression of distant genes 

by influencing their promoters and enhancers. lncRNAs 

can also affect proteins that bind to these regions and, in 

complex with them, affect chromatin conformation and 

polymerase activity [39].

One of the first trans-function lncRNAs discovered were 

the HOTAIR (Homeobox (Hox) Transcript Antisense Inter-

genic RNA), intergenic RNAs antisensibly complementary to 

the Homeobox transcript and MALAT1, which, as it turned 

out in further studies, play a significant role in the develop-

ment of endometriosis [40–42].

LncRNA IN ENDOMETRIOSIS
Recently, in endometriosis research, long non-coding 

RNAs [42] have been of interest, which tend to have a greater 

sequence matching and thus the specificity of the action on 

target genes. All stages of the transfer of genetic information 

from DNA to protein require the participation of non-coding 

RNA molecules. Their participation is particularly marked in 

the mechanisms leading to the inclusion or exclusion of the 

expression of individual genes.

Altered expression of lncRNAs in endometriosis is in-

volved in the regulation of numerous processes include 

epithelial–mesenchymal transition (EMT), endometriosis cell 

stemness, angiogenesis, lesion establishment and growth, 

endometriosis cell survival, proliferation and invasion, oxida-

tive stress, autophagy, and endometrial receptivity (Fig. 1).

In the research of Zhou et al. [43], 388 lncRNA transcripts 

studied were overexpressive and 188 were overexpressed, 

and 188 were reduced in ectopic endometrial compared to 

eutopic endometrial. 

It is known that lncRNA expression varies in the serum of 

women with endometriosis, eutopic endometrial of women 

with endometriosis compared to healthy women, and in ec-

topic endometrial ovaries compared to eutopic endometrial 

in women with endometriosis [43]. 

The types of lncRNAs and their changes in endometriosis 

expression are presented in Table 2.

However, the clinical relevance and biological mecha-

nism of lncRNA in the development of endometriosis remain 

largely unknown.

Important for endometriosis lncRNA is H19. H19 is 

2–3 kb lncRNA. It is located on the human chromosome 
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11p15.5, which can be transcribed but not translated. To-

gether with insulin-like growth factor 2 (IGF2), H19 forms 

a pair of imprinted genes [44]. A reduction in H19 lncRNA 

levels has been demonstrated in patients with endometrio-

sis in the eutopic endometrium. Decreased H19 expression 

leads to increased let-7 activity, which in turn inhibits IGF1R 

(insulin-like growth factor 1 receptor). This process limits the 

proliferation of endometrial stroma [45].

MALAT1 is another important lncRNA in endometriosis. It 

was shown that miR-200c, which is regulated by MALAT1, 

was down-regulated in endometrial tissue inendometriosis 

[46]. Many studies have confirmed that the MALAT1 gene is 

associated with recurrence, metastasis and epithelial-mes-

enchymal transformation of various tumors [47, 48].

A unique pool of serum lncRNAs was detected, which 

was associated with the severity and progression of endo-

metriosis. Thanks to the detected lncRNAs, it is possible to 

distinguish between early and severe stages of endometrio-

sis. lncRNAs can therefore be non-invasive biomarkers for 

diagnosing endometriosis and act as important regulators 

of its development [49].

Huang et al. concluded that lowering UCA1 lncRNA 

levels cannot be a biomarker for the diagnosis of ovar-

ian endometriosis. They pointed out that in most patients 

with endometriosis, UCA1 expression was increased in ec-

topic tissue compared to expression in eutopic endometrial 

tissue. Most importantly, at the time of discharge, serum 

UCA1 levels were reduced in relapsed patients compared 

with non-relapsed patients [50]. 

lncRNA TC0101441 has been identified as a poten-

tial extracellular follicular biomarker for endometrio-

sis. Serum extracellular vesicle levels TC0101441 were  

Figure 1. Scheme of phenotypic changes that occur as a result of altered lncRNA expression in endometriosis

Table 2. Differentially expressed lncRNAs in endometriosis

lncRNA

Upregulated Downregulated

Endometriosis tissue Body fluids Endometriosis tissue Body fluids

MALAT1
CCDC144NL-AS1
AC002454.1
TC0101441
AFAP1-AS1
H19
UCA1
SNHG4
LINC01133

TC0101441

LINC00261
LINC01541
MEG3-210
FTX
UCA1
H19

MALAT1
H19 (T17)
UCA1
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significantly higher in patients with stage 3/4 endome-

triosis compared to patients with stage 1/2 endometriosis 

and healthy subjects. This indicates the importance of 

circulating extracellular vesicles TC0101441 as a biomarker 

of endometriosis [51].

Whole-genome DNA sequencing studies identi-

fied genetic variations in lncRNA loci that may affect the 

pathogenesis of endometriosis. A possible mechanism is 

disruption of lncRNA function by single nucleotide poly-

morphisms. A specific variant of polymorphic may predis-

pose patients to endometriosis. Studies of Korean patients 

showed that SNP rs10965235 in the CDKN2B-AS gene lo-

cated on chromosome 9p21.3 is associated with severe 

endometriosis [52].

Another polymorphism SNP rs3820282 located in the 

WNT4 intron on chromosome 1p36.12 is associated with 

endometriosis. This polymorphism can affect the amplifi-

er-promoter interaction, resulting in a decrease in the level 

of LINC00339 and an increase in the level of CDC42 [53]. 

Genetic changes at SNP sites rs1838169 and 

rs17720428 on chromosome 12q13.3 in HOTAIR are com-

monly detected in patientswith endometriosis [54]. These 

variants appear to increase lncRNA stability, resulting in re-

duced levels of HOTAIR-regulated HOXD10 and HOXA5 tran-

scripts. 

The SNP variant rs591291 located on chromosome 

11q13.1 in the MALAT1 promoter region was associated 

with an increased risk of endometriosis in the Chinese popu-

lation, indicating that a change in MALAT1 expression level 

may affect the risk of endometriosis [55]. SNP rs710886 in 

PCAT1 is known to be associated with an increased risk of 

developing endometriosis [56]. rs710886 appears to inter-

fere with PCAT1 miR-145 sponging, affecting the expres-

sion of FASCIN1, SOX2, MSI2, SERPINE1, and JAM-A and the 

proliferative and invasive capacity of endometriosis stem 

cells. In summary, genetic variants associated with endo-

metriosis may predispose patients to disease by disrupting 

the regulatory function of the lncRNA gene through various 

mechanisms.

In conclusion, genomic and transcriptomic studies of 

the whole genome showed correlations of lncRNA with 

endometriosis.

CONCLUSIONS
The literature data presented in the article indicate that 

work is still underway to search for markers of endometrio-

sis. These studies may contribute to a better understanding 

of the mechanisms of this disease and the development of 

new treatments. Perhaps with appropriate manipulations at 

the molecular level (including miRNA/lncRNA), in the future 

some diseases, including endometriosis, can be completely 

eliminated.
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ABSTRACT
The continuous development of assisted reproductive techniques (ART) implies the search for solutions that could 
increase the effectiveness of available methods. In the context of in vitro fertilization (IVF), a significant proportion of 
failures are due to unsuccessful embryo transfers. At this stage the most important issue is proper dialogue between 
implanting embryo and the maternal endometrium. Therefore, it seems justified to assess endometrial receptivity (ER), 
defined as the tissue’s ability to accept an embryo to attach and invade into the mucosa. Window of implantation (WOI), 
is a certain period in which implantation of the properly developed embryo is possible. The cause of endometrial recep-
tivity disorders is believed to be the disturbed expression of cytokines and endometrial surface proteins, the presence 
of which has been proven in commonly diagnosed diseases such as endometriosis or chronic endometritis. Despite 
many years of research on endometrial receptivity, the area of   diagnostic methods enabling clinical monitoring of ER 
still remains undeveloped. The aim of this study is to review the utility of selected markers and the available methods 
of ER assessment, ranging from noninvasive ultrasound, through endometrial fluid analysis, to genomic studies based 
on endometrial biopsy, in order to increase the effectiveness of IVF. Such an approach could potentially be a significant 
step towards personalizing medical procedures especially in patients diagnosed with repeated implantation failure (RIF).
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INTRODUCTION
Reproductive health is undoubtedly one of the factors 

that constitute human well-being. The problem of infertil-

ity affects a significant percentage of the world’s popula-

tion. It significantly reduces the quality of life and deepens 

the demographic crisis [1]. According to World Health Or-

ganization (WHO) data between 48 million couples and 

186 million individuals suffer from infertility globally. 

A properly running implantation process is essential in 

achieving clinical pregnancy. For many years, conducted 

research focused on embryonic defects as the main causa-

tive factor of implantation failure. The available in vitro 

fertilization (IVF)-related procedures allow the genetic se-

lection of aneuploid embryos, but despite that fact the 

pregnancy rates remain at constant levels in recent years. 

It is estimated that the cause of implantation failure may be 

related to the condition of the endometrium in 2/3 of cases 

[2]. Endometrial receptivity (ER) is defined as the tissue’s 
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ability to accept an embryo to attach and invade into the 

mucosa resulting in establishing an ongoing pregnancy [3]. 

For fertilization to take place, the embryo at the appropriate 

stage of development must appear in the uterine cavity at  

a strictly defined, individually differentiated time called win-

dow of implantation (WOI), in which numerous hormonally 

controlled cellular, molecular and biochemical processes 

determine the proper development of the endometrium 

[4, 5]. In natural cycle, this period occurs in mid-secretory 

phase, between days 6–10 after ovulation and is limited 

to approximately 48 hours [6]. The cause of endometrial 

receptivity disorders is believed to be disturbed expres-

sion of cytokines and endometrial surface proteins. Such 

alternations were also observed in several conditions such 

as endometriosis or chronic endometritis (CE). Moreover, 

both aforementioned diseases are associated with high-

er prevalence of infertility resulting in necessity of ART 

implementation compared with the general population. 

The establishment of ER assessment schemes and their 

implementation as a constant element in IVF protocols 

poses an opportunity to synchronize the transfer with the 

individual moment of maximal endometrial receptivity of 

a given patient. Such personalized embryo transfer (pET) 

is likely to increase the effectiveness of the procedure. The 

potential clinical benefits of endometrial assessment are 

numerous. It is believed that decreased or altered ER may 

be the cause of defective implantation, resulting in early 

pregnancy loss or further complications of the gestation as 

gestational hypertension or pre-eclampsia [7].

DESCRIPTION OF THE CURRENT STATE 
OF KNOWLEDGE

During the physiological menstrual cycle, the female 

endometrium cyclically proliferates, transformates and se-

crets under the influence of ovarian hormones. Biochemical 

and morphological changes, resulting in its thickening and 

a change in the pattern, lead to the normal receptivity [8]. 

The first attempts to assess the histological maturity of the 

endometrium and its correlation with the day of the onset 

of menstruation were made by Rock and Bartlett [9]. Their 

study showed 16% agreement of biopsy estimates with the 

actual occurrence of menstruation, 17% of patients had 

their periods later and 68% earlier than expected [9]. Based 

on these results, Noyes et al. [10] developed histological 

criteria on the ground of own studies, that have been the 

standard assessment of endometrial maturity for many 

years. With the introduction of new examination techniques 

and the emergence of requirements for an individual as-

sessment of patients’ endometrium in IVF procedures, the 

universal criteria for histological evaluation have become 

outdated and insufficient. Among others Murray et al. [11] 

showed that the histological dating of the endometrium is 

not sufficiently accurate and reliable to allow its clinical use 

in the management of patients with reproductive failure, 

as the variable duration of endometrial maturation applies 

to fertile women as well as to those with fertility disorders. 

Attention was paid to the individual variability and some 

systemic conditions that may reduce the credibility of ob-

tained results. 

Certain conditions may reduce ER and impair female 

fertility by shifting or narrowing the WOI. According to Zhao 

et al. [12] lower expression of Hypoxiainducible factor1α 

(HIF1α) in patients with polycystic ovary syndrome (PCOS) 

might be the cause of endometrial disfunction, due to 

proven in previous studies crucial role of this protein in 

establishment of proper ER during WOI. Endometriosis, as 

a chronic inflammatory disease is proved to be associated 

with an overexpression of endometrial B-cell lymphoma 6 

(BCL6) [13] as well as Sirtuin 1 (SIRT1) [14]. Both appear to 

be biomarkers of this disease and are key factors involved 

in the pathogenesis of progesterone resistance. Further-

more, according to Almquist et al. [15] overexpression of 

BCL6 is associated with poor pregnancy rates in IVF cycles. 

Histone deacetylase 3 (HDAC3) is shown in the study of 

Jae-Wook Jeong and his team [16] to be downregulated in 

endometrium of women with endometriosis. It is a causa-

tive factor for increased fibrosis and disturbed hormonal 

impact on endometrium, that impairs its receptivity. This 

study also emphasizes the possibility that excessive fibro-

sis of various pathogenesis within the endometrium may 

translate into a decrease in ER and constitute one of the so 

far unexplored causes of infertility. Based on this discovery,  

a discussion about other potential causes of increased endo-

metrial fibrosis has opened and sets trends in new research 

[17]. Described by Osiński et al. [18] significant increase in 

3β-hydroxysteroid dehydrogenase type II (HSD3B2) and 

estrogen receptor 1 (ESR1) transcripts in follicular eutopic 

endometrium from infertile women with endometriosis 

might also have a negative impact on biological effect of 

E2 in endometrium, further impairing implantation mecha-

nisms and the development of possible pregnancy. The 

inclusion of the indicated molecules in future tests may 

increase the prognostic value of ER assays. Also, chronic en-

dometritis (CE), is characterised by an abnormal expression 

of cytokines and other molecules that regulate receptivity 

of the endometrium. The most sensitive way of diagnosing 

this pathology seems to be immunohistochemistry (IHC) for 

Syndecan-1 (CD138), a marker for plasmatic differentiation 

[19]. By examining seventy-five patients with CE and RIF 

Wang et al. [20] showed, that they have decreased endome-

trial TGF-β and IL-10 expression and increased IL-17 expres-

sion compared to patients with male factor infertility. The 

consequence is promotion of proinflammatory phenomena 

resulting in a defective ER. 
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Currently, wide range of methods to assess ER are 

available. From noninvasive ultrasound, through endome-

trial fluid analysis, search for biochemical markers or study 

of molecular markers in endometrial samples, to genomic 

studies based on endometrial biopsy. Ultrasonography 

is an easily accessible and universal tool enabling the 

assessment of the endometrium in the peri-implantation 

period. Evaluation of certain parameters in 3D power 

Doppler scans may add further benefits. In the study of 

Mercé et. al. [21] 80 infertile patients underwent their first 

IVF cycle. On the day of human chorionic gonadotropin 

(hCG) administration endometrial pattern, endometrial 

thickness, endometrial volume (EV), and PDA vasculari-

zation index (VI), flow index (FI), and vascularization flow 

index (VFI) were measured. Results showed that EV and 3D 

power Doppler indexes such as VI, FI and VFI are useful in 

assessing ER in IVF/ICSI and embryo cycles, as they were 

statistically significantly higher in the group of patients 

who became pregnant. However according to mentioned 

study there was no statistically significant difference in 

endometrial thickness and endometrial pattern between 

pregnant and nonpregnant groups. Similar data is pro-

vided by Rashidi et al. [22] in prospective study of 150 

infertile patients undergoing IVF/ICSI. It concludes that 

the ultrasonographic characteristics of the endometrium, 

such as thickness and pattern on the day of hCG admin-

istration, were of no prognostic value in terms of the 

occurrence of pregnancy. A potentially reliable source of 

information on the status of the endometrium is endome-

trial fluid, the relatively non-invasive collection of which, 

with proven pregnancy safety in this cycle [23], is a chance 

to assess the ER. A comprehensive proteomic analysis of 

human endometrial fluid aspirate led to the successful 

identification of 803 different proteins in the International 

Protein Index (IPI) human database [24]. It may constitute 

the basis for further research to detect reliable ER mark-

ers, but nowadays no grounds for introducing any spe-

cific marker into clinical diagnostics are available [25]. As  

a summary of described methods serves a study of Li Wang 

and colleagues [26], conducted on 396 women, half of 

whom were diagnosed with unexplained infertility, and 

the rest were fertile controls. The blood flow, endometrial 

thickness and EV did not differentiate patients from both 

groups, unlike VI, FI and VFI which were much higher in 

fertile patients. Also, the levels of markers obtained from 

the uterine fluid of the patients, including integrin avb3, 

VEGF, TNF-a, and LIF levels were significantly higher in the 

control group. The best parameters for predicting ER in 

WOI was FI (AUC = 0.894, sensitivity 93.8%, and specific-

ity 83.1%) and among biomarkers integrin avb3 had the 

best predictive value, (AUC = 0.921, sensitivity 96.7%, and 

specificity 89.5%) [26].

The previous researches proved the purposefulness 

of endometrial biopsy analyzes in terms of the presence of 

molecular biomarkers and their possible correlation with 

the histological picture. Prospective case control study car-

ried out by Franasiak et al. [27] proved that the usage of 

leukemia inhibitor factor (LIF) combined with ανβ3 integrin 

as biomarkers of ER can be useful in predicting poor repro-

ductive outcomes in both monitored natural and stimulated 

cycles. Decreased concentration of both molecules was 

observed in women with unexplained infertility. Despite 

this, insufficient convincing evidence from the studies on 

larger sample size implicates the lack of clinical tests based 

on molecular markers. 

A breakthrough in the approach to ER assessment and 

personalization of IVF procedures by determining patient’s 

individual WOI, was the presentation by Diaz-Gimeno  

et al. [28] of a brand-new diagnostic test — endometrial 

receptivity array (ERA). It is based on the evaluation of 238 

selected genes expression in endometrial sample and can 

determine endometrial status of the patient by comparing 

obtained results with control samples. Using this method, 

it becomes possible to detect WOI shifts in a patient and 

to synchronize the embryo transfer (ET) with the presence 

of endometrium at the time of its maximal receptivity. This 

enhances the probability of proper implantation and is  

a step towards personalizing medical procedures in order 

to increase the effectiveness of embryo transfer. Another 

advantage of the ERA is the reproducibility of the results 

in the middle secretory phase in successive cycles or over 

long periods [29]. In randomized controlled trial conducted 

on 458 infertile patients undergoing IVF procedures, cu-

mulative pregnancy rate was significantly higher in the 

pET guided by ERA testing (93.6%) compared with frozen 

ET (79.7%) and fresh embryo transfer groups (80.7%) [30]. 

Such results indicate the potential utility of pRT guided by 

ERA test at the first appointment.

A beREADY test based on the highly sensitive Targeted 

Allele Counting by sequencing (TACseq) methodology facili-

tates the ability to analyze the expression of 57 genes related 

to ER in endometrial sample [31]. All the genes are involved 

in endometrial growth, maturation and receptivity. Using 

robust rank aggregation analysis, a statistically significant 

meta-signature of 52 up-regulated and five down-regulated 

genes in mid-secretory vs ‘pre-receptive’ endometrium was 

identified [32]. The expression of among others membrane 

associated proteins, secreted enzymes, binding proteins, 

secreted immune response proteins, different enzymes, 

transcription factors is tested. A beREADY test provides 

93% to 96% compliance with the ERA results and enables 

the classification of the patient’s endometrium as pre-re-

ceptive, early-receptive, receptive, late-receptive or post-

receptive [33]. As part of the result, the receptivity score, the  
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Figure 1. Exemplary Be-ready test result. Endometrium in a pre-receptive state; HCG — human chorionic gonadotropin

recommended time of progesterone administration and 

the estimated time of obtaining receptivity in the case of 

pre-receptive results are determined. Therefore, it is possible 

to adjust the transfer day to the receptive period (WOI) and 

maximize the chances of successful implantation just as in 

case of exemplary Be-ready test result presented at Figure 1.

Testing for BCL6 overexpression in endometrial samples 

has high positive value for diagnosing endometriosis and 

associated progesterone resistance [34]. Both of them may 

lead to decreased ER. Moreover, according to Likes et al. [35] 

patients with detected BCL6 overexpression might benefit 

from medical or surgical treatment before undergoing IVF 

procedure by achieving higher live birth rates. The study 

proves that women with higher level of BCL6 in endometrial 

sample treated by medical suppression and those undergo-

ing laparoscopy for endometriosis had a significantly higher 

LBR, (5/10; 50%; 95% CI 23.7 to 76.3%) and (11/21; 52.4%; 

95% CI 32.4 to 71.7), respectively, compared to controls 

(4/54; 7.4%; 95% CI 2.9 to 17.6).

CONCLUSIONS
A significant proportion of unsuccessful IVF procedures 

are due to missed embryo transfers. Implantation failure may 

be related to the condition of the endometrium in 2/3 of 

cases, what makes the assessment of ER potentially crucial 

in increasing the effectiveness of IVF. Reliable assessment of 

the endometrium could enable the embryo transfer person-

alization, contributing to the increase in the effectiveness 
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of implantation and would lead to growth of pregnancy 

rates. Regarding to the cited research results presenting 

and evaluating the numerous available methods, it seems 

justified to propose a comprehensive assessment of the 

endometrium in order to guarantee patients the highest 

possible effectiveness of the IVF procedure (Tab. 1). Methods 

based on the analysis of the genes expression related to 

endometrial receptivity seem to be the most objective and 

clinically useful. There are many studies on the effectiveness 

of ERA test, however, there still remain a need to evaluate the 

beREADY test clinical utility in randomized controlled trials.

Patients with a history of RIF in IVF procedures, as well as 

patients with endometriosis, in whom the exact mechanism 

of infertility is presumably multifactorial and has not been 

concretely defined, seem to be a particularly interesting 

target groups for further research. The potential clinical 

benefits of endometrial assessment are numerous, as it is 

believed that decreased endometrial receptivity may also 

be the cause of defective implantation, resulting in early 

pregnancy loss, or incompletely correct implantation lead-

ing to the development of pre-eclampsia.
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INTRODUCTION
Recent decades have witnessed an epidemic of obesity, 

which has become a global health concern. According to 

the World Health Organization (WHO), overweight or obese 

adults outnumber the population of underweight individu-

als. In 2016, almost 2 billion people over the age of 18 were 

overweight (40% — women and 39% — men), and over half 

a billion were obese (15% — women and 11% — men) [1]. 

Excess body mass indices increased dramatically over the 

last four decades, predominantly in the developed and de-

veloping countries. If the current trends persist, an estimated 

2.7 billion people will have been overweight and 117 million 

will have been diagnosed with Class III obesity (formerly 

known as morbid obesity) by 2025 [2]. With the increasing 

prevalence of obesity among the general population, the 

number of reproductive-age (15–44 years) women with obe-

sity reached 100 million [1]. According to the epidemiologi-

cal data from Poland, in 2019 obese individuals comprised 

23% of the population, and the number of obese reproduc-

tive-age women increased significantly between 2009 and 

2019 — by 53% and 42% among 15–19 and 20–29-year-olds, 

respectively and by 27% among people in their forties [3]. 

Obesity in pregnancy is defined as a maternal body 

mass index (BMI) of ≥ 30 kg/m² in the first weeks of gesta-

tion. Based on the BMI values, three classes of obesity have 

been distinguished (Tab. 1). The main causes of excess body 

weight include poor eating habits, low physical activity, and 

some endocrine syndromes [polycystic ovary syndrome 

(PCOS), Cushing’s syndrome, hypothyroidism]. 

Due to its high prevalence and harmful effects on the 

mother and the child, obesity in pregnancy has become one 

of the greatest challenges of obstetric care. Obese women 

face more difficulty conceiving and more often experience 

complications in pregnancy (Fig. 1). They are at a particularly 

high risk for developing hyperglycemia, gestational hyper-

tension, preeclampsia, and venous thromboembolism. Also, 

the literature demonstrated increased risk for obstetric in-

terventions, genital tract trauma, perinatal hemorrhage, and 

mortality [4–6]. Maternal obesity affects fetal health and is 

associated with higher incidence of fetal abnormalities, con-

genital malformations, and abnormal fetal growth, including 

hypotrophy and macrosomia. That, in turn, increases the risk 

for intrauterine fetal demise or neonatal complications [7, 8].  

Sleep apnea in pregnant women with obesity constitutes 

Table 1. Classes of obesity

Class I
Obesity

Class II
Obesity

Class IIII
Obesity 
(morbid obesity)

BMI 30.0–34.9 kg/m2 BMI 35.0–39.9 kg/m2 BMI ≥ 40 kg/m2

BMI — body mass index = weight [kg]/height2 [m]
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yet another negative prognostic factor for the obstetric 

outcome [9]. During the puerperium, obese women more 

often present with depression and problems with wound 

healing and/or breastfeeding [10, 11]. Moreover, excess 

body weight during pregnancy in the mother increases the 

risk for later obesity in the offspring [12].

The present guideline aimed to acquaint gynecolo-

gists and obstetricians with the most common problems 

as well as diagnostic-therapeutic management of pre- and 

post-conception care of women with obesity. 

Recommendation
In light of a steadily growing number of reproduc-

tive-age women with obesity, all healthcare centers should 

be prepared, both in terms of knowledge and equipment, 

for providing care to obese mothers during pregnancy and 

labor. Only obese mothers with comorbidities and/or Class III  

— morbid obesity (BMI ≥ 40 kg/m2) should be referred to 

a high level of care center (category D).

PRE-CONCEPTION CARE
Weight reduction is the primary therapeutic goal of 

pre-conception care of obese women. According to the 

literature, negative effects of excess weight on fertility and 

the incidence of complications in pregnancy are rarely ad-

dressed by physicians during the pre-conception period 

and infertility treatment [13, 14], whereas decreased BMI, 

even by only one unit or a 10% body mass loss, may sig-

nificantly increase the chances of conception and lower 

the risk for maternal and fetal complications [13, 14].  

Therefore, it is vital to launch initiatives which will lead to 

lifestyle modifications, in particular those associated with 

eating habits and physical activity, among women with 

obesity. Alas, reviews of randomized trials found little, if any, 

evidence for successful non-pharmacological interventions 

in obese women [15, 16], probably due to the complexity 

of the etiopathogenesis of obesity, including the disturbed 

mechanism of central regulation of food intake. Also, the 

recommended low-caloric diets are associated with decel-

erated metabolic rate and increased the appetite, which 

contributes to ineffective weight reduction in the long run. 

Therefore, much attention has been paid to the importance 

of metabolism boosters and appetite suppressors in recent 

years. Also, normal intestinal flora, whose content depends 

on the diet, plays an essential role. Gut microbiota and 

physical activity affect the neuro-hormonal reward system, 

which is responsible for eating behaviors [17]. Women with 

obesity are more prone to food cravings for sweets, bread, 

fast-foods, and fatty foods [18]. Patients find it challenging 

to differentiate between the actual and the emotional hun-

ger, and to stop eating once the hunger has been satiated. 

Hunger and satiety are regulated by a number of hormones 

excreted by the gastrointestinal system, i.e. ghrelin, gluca-

gon-like peptide 1 (GLP-1), pancreatic peptide YY (PYY), 

cholecystokinin, insulin, and leptin, which is released by fat 

cells in the adipose tissue [17]. Obese individuals were found 

to present with higher fasting concentrations and impaired 

postprandial inhibition of ghrelin — an appetite-stimulating 

FETAL COMPLICATIONS

• recurrent miscarriage

• fetal defects

• abnormal fetal growth (FGR, 

LGA)

• intrauterine fetal death

MATERNAL COMPLICATIONS

• hyperglycemia in pregnancy

• gestational hypertension/ 

/preeclampsia

• venous thromboembolism 

• urinary tract infection

LABOR COMPLICATIONS

• surgical delivery

• perinatal hemorrhage 

• cervical dystocia

• shoulder dystocia 

• perineal tear

• wound infection

• anesthesiologic complications

• failure to breastfeeding

• postpartum depression

Figure 1. Complications in pregnancy among obese women; FGR —fetal growth restriction; LGA — large for gestational age
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hormone, as well as abnormal release of anorexigenic gas-

trointestinal peptides [17]. 

In light of the above, the role of methods which affect 

the activity of the gastrointestinal peptides has significantly 

increased as far as management of obesity is concerned. 

Recent studies have demonstrated high effectiveness of 

incretins, drugs used to treat type 2 diabetes, in weight 

reduction [19, 20]. Obese patients who received analogues 

of glucagon-like peptide 1 receptor agonists (GLP-1 RA) 

achieved a 6–8% body mass reduction in the course of 

one year [19]. Chronic medication is necessary to maintain 

this effect. So far, there have been no data on the safety 

of using GLP-1 RA drugs in pregnancy. Discontinuation of 

GLP-1 RA treatment is recommended if the patient attempts 

to conceive. 

Bariatric surgeries have been used to treat Class II and III 

obesity for years. Typically, they help to achieve a long-term 

effect of up to even 20% reduction of the body mass. Apart 

from reducing stomach volume and ghrelin-releasing cells, 

these surgeries also stimulate the GLP-1 and PYY secretion. 

Women after bariatric surgeries are recommended to post-

pone pregnancy for 12–24 months postoperatively, until 

the desired weight loss and stabilization are achieved, 

and in order to lower the risk for macro- and microelement 

deficiency resulting from malabsorption. Iron, folic acid, 

vitamin B and calcium need to be supplemented in those 

women, if deficient. Shorter time interval between the sur-

gery and conception increases the risk for prematurity, fetal 

hypotrophy, anemia, excess weight gain in pregnancy, and 

cesarean section [21]. 

The dumping syndrome, which usually occurs an hour 

after the consumption of simple carbohydrates, may be the 

consequence of decreased stomach volume in bariatric pa-

tients. Typical manifestations include lightheadedness, hot 

flashes, and tachycardia [21]. Therefore, it is recommended 

to avoid simple carbohydrate consumption and replace 

the oral glucose tolerance test (OGTT) with continuous 

glucose monitoring when diagnosing impaired carbohy-

drate tolerance. 

Fertility disorders in women with obesity
Obese women are more likely to experience problems 

with conception, including the use of assisted reproductive 

techniques (ARTs), as compared to their non-obese peers 

[22]. Impaired function of the hypothalamus-pituitary-go-

nadal axis, low-quality oocytes, and decreased endometrial 

receptivity are the main causes of failure to achieve a preg-

nancy [22]. Higher concentrations of circulating insulin and 

ovarian overproduction of androgens are more often found 

in individuals with obesity. Enzymatic activity of excess adi-

pose tissue contributes to aromatization of the androgens to 

the estrogens, which in turn, by reversible inhibition of the 

hypothalamus-pituitary axis, affect gonadotropin produc-

tion and menstrual cycle disorders [22]. 

Hyperinsulinemia and insulin resistance play important 

roles in the pathogenesis of the polycystic ovary syndrome 

(PCOS). Management which aims at improving sensitivity to 

insulin increases the chances of spontaneous conception, 

also in ARTs, among obese women with PCOS. Inositol, 

which is insulin second messenger, and metformin are the 

first-line therapy [23, 24]. Also, recent years have brought 

attempts to use GLP-1 analogs in these patients [8]. Met-

formin therapy in women with obesity lowers the risk 

for miscarriage during the periconception period, but 

it does not prevent other pregnancy-related complica-

tions and should not be continued after 12 weeks of 

gestation [25]. 

The effectiveness of ARTs decreases with increasing 

BMI values. Apart from the abovementioned mechanisms, 

it is also associated with poor quality embryos. In light of 

the above, and taking into consideration the high risk for 

complications, women with Class II and III obesity should 

not be deemed eligible for in vitro fertilization proce-

dures [22]. 

Prevention of neural tube defects in the fetus
Numerous cohort studies demonstrated a positive cor-

relation between class of obesity and the prevalence of 

neural tube defects (NTD) in the fetus [26, 27]. Insufficient 

maternal concentration of folic acid during fetal organo-

genesis in individuals with obesity is believed to be one 

of the main causes of NTD. Obese women are less likely to 

use supplements or consume foods with high folic content 

[26]. Metabolic disorders associated with obesity, including 

release of proinflammatory cytokines by adipose tissue, 

hyperinsulinemia, and hyperglycemia, are responsible for 

higher folic demand in the body. An imbalance in the normal 

gut microbiota in obese individuals also results in deficient 

levels of vitamin B12, a cofactor for the conversion of folates. 

Folate and vitamin B12 supplementation seem to play 

a crucial role in preventing NTD in children born to obese 

mothers. Alas, the literature lacks reliable data about the ef-

fective dose of the folic acid. Various academic societies and 

associations recommend high daily doses (4–5 mg) of folic 

acid, which may cause a potentially neurotoxic accumula-

tion in individuals with defective folate metabolism [26–28]. 

According to the Polish Society of Gynecologists and 

Obstetricians (PTGiP) guidelines, a daily dose of 800 ug of 

folic acid, containing 400 ug of active folates, is recom-

mended in obese women who attempt to conceive, which 

is 2-fold higher as compared to the general population [29].  

The experts emphasize that the dose needs to be tailored to the  

individual needs of women with BMI > 30 kg/m² by meas-

uring serum folic acid concentration after 4-6 weeks of  
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supplementation [30]. If the concentration is < 28 nmol/L, 

an increased dose (max. 5 mg/day) is recommended until 

week 12 of gestation. 

As far as NTD prophylaxis in children born to obese 

mothers is concerned, the role of myo-inositol should not 

be ignored. Folic acid supplementation does not prevent 

NTD in approximately 30% of the cases in the high-risk 

group [26]. Studies on small populations of women with 

history of infants born with spina bifida demonstrated the 

effectiveness of additional supplementation with myo- 

-inositol at a daily dose of 1000 mg [31]. Lower concen-

trations of inositol were found in women who gave birth 

to spina bifida children. Supplementation with inositol 

preparations in pregnant women with obesity was also 

found to decrease the risk for gestational carbohydrate 

intolerance [31]. 

Recommended pre-conception diagnostics in 
women with obesity 

Obesity, which is currently perceived as a chronic dis-

ease, affects the functioning of numerous systems and or-

gans. During the pre-conception period, it is recommended 

to determine the efficiency of the cardiovascular system, 

and check for metabolic and endocrine disorders, which 

might increase the risk for maternal and neonatal complica-

tions. It is also necessary to take patient medication history 

to screen for possible teratogenic effects. The recommended 

diagnostic tests are presented in Table 2. 

Pre-conception recommendations
1. Management of obese women with reproductive plans 

should include body mass reduction to improve fertility 

and lower the risk for pregnancy-related complications 

in the mother and the child (category B).

2. Pharmacotherapy for management of obesity should be 

discontinued during pregnancy (category D).

3. Pregnancy in women after bariatric surgeries should be 

delayed for 12–24 months after the optimal weight was 

achieved and stabilized (category B).

4. Folic acid supplementation at a daily dose of 800 ug, 

including 400 ug of active folates, is advised in obese 

women with reproductive plans. It is recommended to 

measure serum folic acid concentration after 4–6 weeks 

of supplementation and, if the level is < 28 nmol/L, to 

increase the dose to 5 mg/day, max. up to 12 weeks of 

gestation (category B).

5.  Myo-inositol preparations should also be considered 

for pre-conception supplementation in women with 

obesity to lower insulin resistance and to prevent neural 

tube defects (category C). 

Table 2. Recommended pre-conception diagnostic management in obese women

Condition Test Management

Gestational carbohydrate 
intolerance 

OGTT
(glycemic profile in patients after bariatric surgery)

Fasting glycemia 100–126 mg/dL
repeated (several times) HOMA 
fasting insulinemia (mU/L) × fasting glycemia (mmol/L)/22.5 

Intensive treatment for carbohydrate 
intolerance 

HOMA > 2.5 — therapy implementation
Diet, physical activity, myo-inositol 
supplementation, metformin, GLP-1 RA

Thyroid disorders 

TSH 
in case of TSH > 2.5 mIU/mL 
Additional tests to measure
FT4, FT3, aTPO, aTG

Depending on the test results, hormone 
replacement therapy is recommended, after 
a consultation with an endocrine specialist

Lipid disorders 
Triglycerides
Cholesterol fractions

Dietary modifications and physical activity 
are recommended if the levels are elevated; 
statin therapy needs to be stopped during 
the peri-conception period 

Circulatory system disorders 
Self-monitoring of the blood pressure and heart rate 
ECG
Echocardiography

Cardiology consultation, if required;
modification of hypotensive treatment with 
discontinuation of convertase inhibitors and 
angiotensin receptor inhibitors 

Disorders of other systems 

Transaminase
Creatinine
GFR
general urine test

Specialist consultations, if required

Vitamin, macro- and micro-
nutrient deficiency 

CBC, ferritin, 
Folic acid
Vitamin B12
Vitamin D

Supplementation for any deficiency
Fetal NTD prophylaxis with folate 
supplementation (800 ug/day)

OGTT — oral glucose tolerance test; TSH — thyroid stimulating hormone; ECG — electrocardiogram; GFR —glomerular filtration rate, CBC —Complete Blood Count, 
NTD — neural tube defects
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CARE DURING PREGNANCY 
Pregnant women with obesity need to receive thor-

ough and comprehensible information about the risk 

for complications and how to minimize it. Apart from 

the standard information given to all pregnant women, 

additional tips about nutrition and physical activity during 

pregnancy should be offered. In ambulatory and hospital 

care, special attention needs to be given to adequate train-

ing of the physicians and midwives. Also, healthcare centers 

need to be adequately equipped: blood pressure monitors 

with extra large cuffs, bariatric/obesity scales, extra large 

couches, wheelchairs, therapy (examination and treatment) 

chairs and operating tables, which are suitable for higher 

load capacity. 

Monitoring of maternal weight gain 
During the last months of pregnancy, maternal energy 

demand is only slightly (by 10%) elevated as compared to 

the pre-gestational values. Low weight gain in obese moth-

ers decreases the risk for gestational diabetes, preeclampsia, 

cesarean delivery, and fetal macrosomia. Maternal weight 

gain in women with obesity should not exceed 7 kg dur-

ing the entire course of pregnancy [32]. A retrospective 

observational study demonstrated a lower risk for complica-

tions in mothers with Class III obesity (BMI > 40 kg/m2), who 

lost weight during pregnancy, which is why weight reduc-

tion is recommended in that group of women [33]. However, 

the literature offers solid evidence that insufficient weight 

gain in pregnancy is often associated with fetal hypotrophy 

and preterm labor. In morbidly obese women, obstetric 

outcomes improved if the weight loss was 0.19 kg/day or 

7.6 kg throughout the entire pregnancy [34]. A combination 

of diet and even moderate, but regular, physical activity is 

particularly effective in preventing excessive weight gain 

in pregnancy. Unlike in case of energy, maternal demand 

for vitamins and minerals/trace elements is significantly 

higher, so pregnant women should pay special attention 

to the quality of their food [35].

Dietary recommendations 
A well-balanced and diversified diet is essential for ma-

ternal and fetal health, although it is important to bear in 

mind that the caloric demand in pregnancy increases by 

250–300 calories/day as compared to the pre-pregnancy 

values. Regular meals not only contribute to maternal well-

being, but also to optimal weight gain and fetal develop-

ment. Recommendations for the quality and quantity of 

various nutrients in maternal diet are presented in Table 3. 

Overweight and obese pregnant women should take 

special care to include vegetables, fruit, whole-grain prod-

ucts, low-fat milk as well as low-fat meat and fish products 

into their diet. Animal products should be consumed in 

moderation. Products with high content of saturated fats, 

sweets, and snacks which have high-energy but low-nutrient 

content should be consumed with caution or completely 

eliminated. 

Table 3. Dietary recommendations for pregnant women

Fruit and vegatables Cereal products Proteins Fats

Fruit and vegetables should be 
the base of all meals — source of 
vitamins, minerals, carbohydrates, 
and fiber

Daily recommended amount:
4–5* servings of vegetables

Choose green vegetables, rich in 
folates and polyphenols, which 
stimulate the metabolic processes: 
kale, arugula, celery, parsley, lovage

1–2* servings of fruit 

Choose fruits with lower content 
of sugar, preferably partially 
ripe. Fruits should be avoided 
in the evening due to high 
monosaccharide content and the 
possibility of fermentation, which 
leads to flatulence

Fiber content is vital. It is 
necessary to choose whole-
grain pastas, groats, bread, or 
brown rice

It is advised to use earlier 
cooked and cooled rice, pasta, 
or groats in the salad for 
supper instead of bread. These 
products contain resistant 
starch, which slows down 
glucose absorption

It is advised to consume 
nutritious, easily digestible 
protein found in milk and 
fermented milk products, 
eggs, lean meat ,and fish

40% of the protein should 
be plant-based: lentil, 
chickpeas, beans, peas, fava 
beans, soy

High-quality fats, with the best 
Omega-3:Omega-6 ratio, should be 
chosen: extra virgin olive oil, canola oil

Other sources of good fats include 
avocados, seeds, and nuts 

Consumption of saturated fats 
should be limited (< 10%) and trans 
isomers should be avoided. 

Consumption of butter should be 
limited. Avocado or leguminous plant 
pastes may be used as bread spreads 
instead. 

Omega 3 fatty acids, including DHA 
and EPA, which are found in fatty fish, 
play an important role. Due to the 
risk for heavy metal contamination, 
it is advised to choose smaller fish: 
herrings, sardines, and mackerels

BEVERAGES: water 2–2.5 L/day, additionally: tea, coffee — weak infusions (up to 200 mg caffeine/day)

*1 serving = 100 g; EPA — (omega 3-fatty acids (Eicosapentaeiconic acid)
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Physical activity in pregnancy
Regular physical activity during pregnancy and after de-

livery is recommended to all pregnant women and parturi-

ents, unless contraindicated [36]. At least 150 minutes of 

moderate-intensity aerobic physical activity per week as 

well as aerobic and muscle-strengthening exercises are 

advised. Stretching exercises might also be beneficial. During 

pregnancy and postpartum, the patients should engage in  

physical activity, starting with light training and gradually 

increasing its intensity, and should also include pelvic floor ex-

ercises. Additionally, women who before pregnancy engaged 

in high-aerobic intensity physical activity on daily basis, or who 

were physically active, may continue to do so during preg-

nancy and puerperium, unless medically contraindicated [37].

The most recommended types of aerobic activity 

include walking, running, cycling (ideally on a station-

ary bike), and swimming. According to WHO, any kind 

of physical activity is better than no activity at all, and 

that engaging in physical activity is necessary to achieve 

optimal health results [36]. 

Tests recommended during pregnancy
Biochemical diagnostics in pregnant women with obe-

sity should be carried out in accordance with the standards 

of care for pregnant women. The scope of testing should be 

extended (see: Tab. 2, with the exception of insulin resist-

ance) if the diagnostic assessment of the systems in question 

had not been performed, or if the pregnancy was uninten-

tional. Due to the high risk for carbohydrate intolerance, 

adequate diagnostic process and management are vital. 

Diagnostics and management of gestational 
hyperglycemia

Pregnant women with obesity are at a higher risk for de-

veloping gestational hyperglycemia. Several-fold higher risk 

for that complication has been demonstrated in pregnant 

women with obesity as compared to their normal weight 

pregnant peers [38]. Timely diagnosis of hyperglycemia in 

obese pregnant patients and treatment (dietary recommen-

dations, glycemia control, and insulin therapy, if necessary) 

significantly lower the risk for developing complications 

such as fetal macrosomia and shoulder dystocia [39].

The 75 g OGTT after earlier fasting glycemia test 

should be performed at the first antenatal visit in all 

pregnant women with obesity. If no glycemic abnormali-

ties are found, the diagnostic test needs to be repeated 

between 24–28 weeks of gestation, or if the first symptoms 

indicative of diabetes have been observed. Hyperglycemia 

diagnosed first-time during pregnancy should be classified 

in accordance with the 2013 WHO recommendations:

Diabetes in pregnancy — if the general criteria for  

diagnosing diabetes are met, i.e., fasting glycemia  

≥ 7.0 mmol/L (126 mg/dL) or glycemia at 2 hours of the 

75 g OGTT ≥ 11.1 mmol/L (200 mg/dL) or random glyce-

mia ≥ 11.1 mmol/L (200 mg/dL) with accompanying clinical 

symptoms of glycemia. Gestational diabetes mellitus (GDM) 

— if at least one criterion from Table 4 is met.

If fasting glycemia of 126 mg/dL is observed twice, it is 

recommended to forgo the test and diagnose diabetes in 

pregnancy. If the OGTT result is normal, the test should be 

repeated between 24 and 28 weeks of gestation. In light 

of the fact that pregnant women with obesity are at a par-

ticularly high risk for hyperglycemia in pregnancy, even if 

the glucose test is negative, it is still advised to repeat it at 

32 weeks of gestation in women with BMI of ≥ 35 kg/m2. Re-

gardless of gestational age, women with abnormal fasting or 

OGTT glycemia require specialist care. Routine management 

consists in self-monitoring of glycemic levels and low simple 

carbohydrate diet; if that fails it is necessary to implement 

insulin therapy. 

Insulin is the only hypoglycemic drug recommended 

in pregnancy. According to the current state of knowl-

edge, other medicines which decrease glycemia, oral or 

GLP-1 agonists and SGLT-2 inhibitors, are not recommended. 

Metformin used in women with PCOS to treat insulin 

resistance or to induce ovulation should be stopped 

until the end of the first trimester [40]. RCT (Randomized 

Clinical Trial) meta-analysis demonstrated that metformin 

treatment during pregnancy does not lower the risk for 

developing GDM in high-risk women with obesity, PCOS, 

or earlier diagnosis of insulin resistance [41]. If metformin 

is used in the first trimester, glycemia should be monitored 

by the patient, and the diagnostics for hyperglycemia needs 

to be performed at least one week after metformin was 

stopped. If self-monitoring reveals glycemic levels above 

the norm for pregnant patients during metformin therapy, 

further diagnostics is not necessary and hyperglycemia in 

pregnancy should be declared, and appropriate recom-

mendations should be followed. 

Hyperglycemia in pregnancy increases the risk for com-

plications in the mother and the fetus, as well as further de-

velopment of the child. Therefore, regardless of the type of 

Table 4. Diagnostic criteria for gestational diabetes based on 
the 75 g oral glucose tolerance test (OGTT) results according to 
2010 International Association of Diabetes and Pregnancy Study 
Groups (IADPSG) and 2013 World Health Organization (WHO) 
reports

Plasma glycemia

Mg/dL Mmol/L

Fasting 92–125 5.1–6.9

After 1 hour ≥ 180 ≥ 10

After 2 hours 153–199 8.5–11.0



1017

Dorota Bomba-Opon et al., Guidelines of the PTGiP on the obstetric care of women with obesity

www. journals.viamedica.pl/ginekologia_polska

carbohydrate metabolism disorder, the goal of the therapy 

is to achieve glycemic levels which are normal for pregnant 

women.

According to the current state of knowledge, the target 

self-monitored glycemic values are as follows:

• fasting and before meals: 70–90 mg/dL (3.9–5.0 mmol/L);

• max. glycemia in the 1st hour since the meal has 

been started: < 140 mg/dL (< 7.8 mmol/L) or after 

2 hours < 120 mg/dL (6.7 mmol/L);

• between 2.00 and 4.00 a.m.: 70–90 mg/dL (3.9– 

–5.0 mmol/L).

Pregnant women should self-monitor their glycemia, 

after being instructed by a physician or a nurse with experi-

ence in caring for diabetic patients. The number of glucose 

concentration measurements and their timing should de-

pend on the seriousness of the carbohydrate metabolism 

disorder and the treatment. 

Continuous glucose monitoring (CGM) in preg-

nant women is also possible, in which case the patients 

should achieve > 90% of the target glycemic values, i.e., 

63–140 mg/dL (3.5–7.8 mmol/L). The management in case 

of diabetes or hyperglycemia should follow the PTGiP and 

PTD guidelines [42, 43].

Prenatal diagnostics
The recommended path for prenatal diagnostics in 

pregnant women with concomitant obesity does not dif-

fer much from a physiological pregnancy [44–46]. At least 

four ultrasound tests, at 11+0–13+6/7, 18–22, 28–32, and due 

date, are recommended. 

As far as the technical aspects of ultrasound testing 

are concerned, it is advised to use lower-frequency ultra-

sounds as well as harmonic imaging, compound imaging 

and speckle reduction filters to improve visualization 

in obese patients [47]. A full bladder and the use of the 

so-called tissue windows, i.e. areas of lower cumulation of 

adipose tissue such as the umbilical region, the area above 

mons pubis, or the iliac fossa, offer another possibility to 

improve the quality of imaging in pregnant women with 

obesity [47].

First trimester ultrasound 
The aim of the first screening test is to determine the 

gestational age, evaluate fetal anatomy, and assess the risk 

for the most common chromosomal aberrations and preec-

lampsia. So far, no relationship between maternal obesity 

and increased risk for fetal aneuploidy has been found. How-

ever, it has been confirmed that obesity significantly increas-

es the rate of failed attempts to assess nuchal translucency 

and of inadequate imaging of the nasal bone in the first 

trimester. Also, maternal obesity significantly prolongs the  

duration of the test [48–50]. The recommended path for  

the prenatal diagnostics in the first trimester of pregnancy 

in obese women is presented in Figure 2 [51–55]. 

Figure 2. The recommended path for prenatal diagnostics in the first trimester of pregnancy in women with obesity [51–55]; BMI — body mass index; 
OR — odds ratio; CI — confidence interval

Ultrasound at 11+0–13+6/7 weeks of gestation 

with assessment of risk for chromosomal 

aberrations

Low risk

< 1:1000

1. In case of technical difficulties, transvaginal 
ultrasound test should be considered 

2. The most detailed fetal anatomy assessment 
— available for the given gestational age 
— should be the goal 

3. Integrated combined test should be recom-
mended to all patients

Ultrasound with fetal anatomy 
assessment between 18 and 

22 weeks of gestation

Circulating Free DNA (cf-DNA) test
1. Patients should be made aware that 

obesity increases the likelihood of 
an indetermined result due to lower 
fetal fraction. The rate of cf-DNA score 
below the required 4% rises with 
higher maternal weight and has been 
estimated at 0.7% for 60 kg, 7.1% for 
100 kg and 51.1% for 160 kg

2. In case of an indetermined score of the 
cf-DNA test and the decision to repeat 
the test, during prenatal counseling 
patients should be made aware that 
obesity significantly increases the like-
lihood of repeat test failure

Invasive diagnostic methods (chorion 
biopsy, amniocentesis)
1. Lack of conclusive data that maternal 

obesity significantly increases the rates 
of > 1:300 results, indicating high risk 
for chromosomal aberrations

2. In case of both invasive procedures, no 
significantly increased risk for miscar-
riage among women with BMI between 
30–40 kg/m² was found. However, 
a two-fold higher risk for miscarriage 
after amniocentesis was observed 
among patients with BMI of > 40 kg/m² 
(OR = 2.2; 95% CI 1.2–3.9)

Moderate risk

1:1000–1:300

High risk

> 1:300
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Second trimester ultrasound
The aim of the ultrasound test performed between 

18 and 22 weeks of gestation is a detailed evaluation of fetal 

anatomy. A link has been found between maternal obesity 

and an elevated risk for NTD, including spina bifida, cardio-

vascular defects, split palate, split lip and palate, anorectal 

atresia, hydrocephalus, hemimelia, and fetal hernia (Tab. 5). 

In contrast, pregnancy in obese women is significantly less 

often associated with gastroschisis [odds ratio (OR) = 0.17; 

95% confidence interval (CI) 0.10–0.30] [56, 57]. 

According to the literature, maternal obesity signifi-

cantly lowers the detection rate for fetal structural defects 

on second trimester ultrasound [50, 58]. In a retrospective 

cohort study, conducted among 11,135 singleton pregnan-

cies, the detection rate for fetal malformations was 66% 

among patients with BMI of < 25 kg/m2, but only 48% and 

25%, respectively in women with Class I (BMI 30–34.9 kg/m2) 

and Class III (BMI > 40 kg/m2) obesity [58]. Another study 

found that complete evaluation of fetal anatomy in the 

second trimester of pregnancy was successfully performed 

in only 30% of patients with BMI of > 40 kg/m2 [59]. 

Third trimester ultrasound 
The main goal of fetal ultrasound at 28–32 weeks of ges-

tation is reevaluation of fetal anatomy, combined with fetal 

growth assessment. It is especially important in moth-

ers with obesity due to a correlation between maternal 

excess weight and fetal macrosomia, as well as higher 

incidence of small for gestational age (SAGA) neonates 

(< 10 percentile) born to mothers after bariatric surgery 

[60, 61]. As far as the additional late-third trimester ultra-

sound test (i.e., between 34+0 and 36+6/7weeks of gesta-

tion) is concerned, the findings of studies published so far 

have not validated the need for such a test [62–64]. When 

it comes to low birthweight fetuses, the sensitivity and 

the positive predictive values of ultrasound evaluation of 

the fetal weight at that stage of pregnancy are 8.1–32% 

and 58.5–100%, respectively, while for fetuses with birth-

weight of > 90 percentile the values are 38.6–87.1% and 

30.2–77.1%, respectively [62–64]. The abovementioned per-

centile values are the reason why, in a group of mothers with 

obesity, a significant number of fetuses with birthweight 

of <10 percentile remain undiagnosed, whereas in case of 

excess fetal growth, approximately half of the readings are 

false positive. In light of the above, it is not recommended to 

perform an additional ultrasound test, with the evaluation of 

fetal weight, between 34+0 and 36+6/7weeks of gestation, in 

women with isolated obesity. However, such a test should be 

considered in obese women with concomitant diabetes or 

hypertension, after bariatric surgery, and in cases when the 

28–32 weeks ultrasound revealed fetal growth abnormal-

ity. A relationship between maternal obesity and fetal 

growth abnormalities as well as shoulder dystocia is the 

reason why an ultrasound should be performed before 

elective labor induction and at term. 

HYPERTENSION IN PREGNANT WOMEN WITH 
OBESITY 

Cardiovascular changes during pregnancy include, 

among others, volume overload. Also, obesity is additionally 

associated with increased circulating blood volume, stroke 

volume, systemic and pulmonary blood pressure, which 

may predispose the affected individual to hypertrophic 

cardiomyopathy and left ventricular hypertrophy. As far 

as function is concerned, left ventricular systolic as well as 

diastolic functions may be impaired, and in severe cases 

obesity may even lead to right ventricular heart failure [65]. 

Left ventricular hypertrophy, with signs of diastolic dis-

function and abnormal deformation indices, was observed 

in women with class II and III obesity as compared to normal 

weight pregnant women [66]. These changes constitute 

a cardiac response to excessive strain and may explain 

higher incidence of unfavorable pregnancy results associ-

ated with dysfunctions of the uteroplacental circulation, 

which is observed among pregnant women with obesity.

Abnormal maternal BMI constitutes an independ-

ent risk factor both, for preeclampsia and pregnancy- 

-induced hypertension [5–7, 67]. In a review of 13 cohort 

studies, including almost 1.4 million pregnant women, the 

risk for preeclampsia doubled each time BMI increased by 

5–7 kg/m2, and that correlation persisted after individuals 

with chronic hypertension, diabetes or multiple pregnancy 

had been excluded [68]. Studies of patients after bariatric 

surgery indicate that loss of weight significantly lowers the 

risk for preeclampsia [69]. 

Obesity-related pathophysiological changes such as 

insulin resistance, hyperlipidemia, or elevated concentra-

tions of pro-inflammatory and oxidative stress factors may 

Table 5. The risk for structural defects in the fetuses born to mothers 
with obesity [56, 57]

Structural defect in the fetus
Odds ratio (OR) and 
confidence interval (CI)

Neural tube defects OR = 1.87; 95% CI 1.62–2.15

Spina bifida OR = 2.24; 95% CI 1.86–2.69

Cardiovascular defects OR = 1.30; 95% CI 1.12–1.51

Split palate OR = 1.23; 95% CI 1.03–1.47

Split lip and palate OR = 1.20; 95% CI 1.03–1.40

Anorectal atresia OR = 1.48; 95% CI 1.12–1.97

Hydrocephalus OR = 1.68; 95% CI 1.19–2.36

Hemimelia OR = 1.34; 95% CI 1.03–1.73

Umbilical hernia OR = 1.63; 95% CI 1.07–2.47
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be responsible for higher incidence of preeclampsia, as 

these factors affect placental development and function. 

Adipose tissue is an important source of proinflammatory 

cytokines, which may promote the expansion of maternal 

anti-angiogenic factors engaged in the pathogenesis of 

preeclampsia [70, 71]. In patients with obesity, the course 

and the progression of hypertension and preeclampsia may 

be more dynamic and more severe. Therefore, the number 

and frequency of follow-up visits as well as laboratory tests 

should be adjusted accordingly. Regular blood pressure 

measurement, Blood Pressure Diary, and monitoring for 

symptoms of preeclampsia are essential. The rules for proper 

blood pressure measurement need to be followed. In obese 

women, it is necessary to select adequate size of the cuff  

to fit the patient arm (the bladder length inside the  

cuff should be 80% and the width 40% of the patient’s 

arm circumference) [72]. 

Obesity is a known risk factor for preeclampsia and 

prophylaxis is vital in case of such patients. Meta-analyses of 

numerous randomized studies demonstrated that adminis-

tration of acetylsalicylic acid (ASA), initiated late in the first tri-

mester, significantly lowers the risk for preeclampsia [73, 74].  

The use of aspirin was associated with an 80% decrease 

in preeclampsia rates at < 34 weeks and a 63% reduction 

at < 37 weeks of gestation [75]. Due to a high number (even 

up to 30%) of pregnant women who are resistant to ace-

tylsalicylic acid at a dose of < 100 mg, ASA at the dose of 

150 mg is advised in the evening [72]. Preventive meas-

ures should be implemented in patients with at least one 

high-risk factor or two moderate-risk factors (Tab. 6). The 

use of the Fetal Medicine Foundation (FMF) algorithm, used 

to calculate individual risk for developing preeclampsia, 

might be considered, especially in patients with obesity. 

The screening tests combine medical history, biophysical 

methods, and maternal serum markers. In case of high risk 

for PE (preeclampsia), (cut-off > 1:150), prophylaxis using 

acetylsalicylic acid is recommended. 

As the rates of unintended pregnancies remain high, 

every menstruating woman needs to be treated as poten-

tially pregnant. It is advised to select adequate pharmaco-

therapy and avoid using angiotensin-converting enzyme 

inhibitors, angiotensin receptor blockers, and miner-

alocorticoid receptor antagonists in reproductive-age 

women. Due to limited availability of labetalol and nifedi-

pine (special-request import), methyldopa remains the main 

medication for hypertensive pregnant women in Poland. 

It needs to be mentioned that a multi-drug combination 

therapy is often used to achieve satisfactory control of pa-

tient blood pressure (calcium channel blockers, alpha- and 

beta-blockers). The criteria for pharmacotherapy and tar-

get blood pressure values should be tailored to individual 

patients. 

Thromboprophylaxis 
Due to elevated risk for thrombotic complications, 

pregnant women with Class III or lower obesity with 

concomitant risk factors (one high- or two low-risk), 

should receive thromboprophylaxis with the use of 

low-molecular-weight heparins, since the beginning 

of pregnancy and throughout the entire puerperium 

period, at a pre-pregnancy weight-dependent dose. 

The risk should be individually assessed, documented, and 

discussed during the first antenatal visit, and also during the 

perinatal period. The risk factors for venous thromboembo-

lism (VTE) in pregnancy are presented in Table 7. 

Patients who present with more than two additional risk 

factors are advised to wear compression stockings. Also, the 

beneficial role of physical activity should not be overlooked. 

Early postpartum mobility is recommended in patients with 

obesity [76, 77].

Recommendations: care during pregnancy
1. Low gestational weight gain is advised in pregnant 

women with obesity in order to lower the risk for com-

plications during pregnancy and delivery (category B).

2. Obese women should receive reliable information about 

balanced and diversified diet and the benefits of en-

gaging in moderate-intensity physical activity during 

pregnancy (category B).

3. Pharmacotherapy with metformin for insulin resistance 

should not be continued beyond the first trimester of 

pregnancy (category A).

4. Women with more than one moderate risk factor 

(BMI ≥ 35 kg/m2, primipara, maternal age > 40 years, 

family history of preeclampsia, multiple pregnancy) 

might benefit from receiving 150 mg/day of aspirin 

from week 12 to week 36 of gestation (category B). 

5. Pregnant women with at least Class II or Class I obesity and 

additional risk factors should receive thromboprophy-

laxis since the very beginning of pregnancy, up until day 

7 postpartum, with small-molecular-weight heparins, 

using pre-pregnancy weight-based dosing (category B).

Table 6. Risk factors for preeclampsia

Risk factors for preeclampsia

Moderate risk High risk

Primipara HT in previous pregnancy

Age > 40 years Chronic renal diseases

Interpregnancy interval > 10 years Systemic lupus erythematosus 

Pre-pregnancy BMI > 35 kg/m2 Antiphospholipid syndrome

History of PE in patient’s mother Type 1 or 2 diabetes 

Multiple pregnancy Chronic HT 

HT —Hypertension, BMI — body mass index; PE — Preeclampsia
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6. Obese women should be tested for carbohydrate intol-

erance as early as the first antenatal visit (category B). 

7. At least four ultrasound tests at 11+0–13+6/7, 18–22, 

28–3 weeks of gestation and at term are recommended 

in women with obesity (category A).

8. During each of the above-recommended ultrasound 

tests, obese pregnant women should be informed about 

the technical limitations associated with maternal ex-

cess weight and the resulting lower effectiveness of 

detecting fetal structural defects on ultrasound. An an-

notation about informing the patient, together with 

pre-pregnancy BMI values, should be included in the 

test report. A record of all elements whose imaging 

was either incomplete or impossible, together with 

recommendations for further management, should be 

included in the patient ultrasound report. In such cases, 

and if fetal structural defect is suspected, it is prudent 

to consider referring the patient to higher-level of care 

center (category C).

CARE DURING DELIVERY
The center which provides care to pregnant women 

with obesity should be equipped with proper size and load 

capacity transport chairs and trolleys, as well as operating 

tables. Pregnant women with BMI of ≥ 30 kg/m2 should be 

informed about elevated risk for perinatal and postpartum 

complications, including perinatal injury, shoulder dystocia, 

perinatal hemorrhage, venous thromboembolism, problems 

with wound healing, and postoperative wound infection. 

Active management of the third stage of labor is advised 

in obese women due to higher risk for postpartum hemor-

rhage [78]. The mode of delivery should be selected to meet 

the individual needs of the woman, after consulting with 

the patient and presenting the benefits and risks associated 

with every mode of delivery. 

Labor induction
Recent years have witnessed a notably higher rates of 

pregnant patients with obesity. Obesity has been demon-

strated to be correlated with higher odds for post-term 

pregnancy [79]. Moreover, it also increases the duration of 

labor, especially in primiparas [80, 81]. It is believed that 

myometrial dysfunction might be the cause of higher risk for 

post-term pregnancy and prolonged labor in that popula-

tion of patients [82]. As a result, weaker uterine reaction to 

oxytocin is found in obese women as compared to patients 

with normal BMI. 

As far as induction of labor is concerned, there is no 

consensus which method — the Foley catheter vs vaginal ad-

ministration of prostaglandins E2 (PGE2) — is more effective 

in patients with obesity. In one of the randomized studies, the 

Foley catheter was found to significantly shorten the dura-

tion of labor, but it did not lower the risk for cesarean section 

delivery [83]. However, Beckwith et al. [84], compared obese 

women with their normal weight peers and found that the 

effectiveness of labor induction using the Foley catheter 

was not significantly different between the groups, whereas 

prostaglandins were statistically significantly less effective in 

patients with obesity. However, the amount of data is insuf-

ficient to determine which method of labor induction might 

be more beneficial for women with obesity [85]. 

In a retrospective cohort study among patients from 

California (n = 74 725), labor induction in obese women at 

Table 7. Risk factors for venous thromboembolism in pregnancy

High risk factors

Personal history of VTE

Concomitant diseases: malignancy in pregnancy, circulatory 
failure (NYHA III/IV), active SLE, exacerbation of inflammatory 
bowel diseases, active inflammatory polyarthritis (e.g., rheumatoid 
arthritis), nephrotic syndrome > 3.5 g/day, type 1 diabetes with 
nephropathy, sickle cell anemia, intravenous drug use 

High-risk thrombophilia: AT III deficiency, double heterozygous 
prothrombin gene mutation and factor V Leiden, homozygous 
factor V Leiden and prothrombin gene mutation, antiphospholipid 
syndrome 

Surgical intervention during pregnancy 

Hyperemesis gravidarum with the need of hospitalization 

Ovarian hyperstimulation syndrome (only in the 1st trimester)

Morbid obesity

Low risk factors 

Low-risk thrombophilia without personal history of VTE: 
heterozygous factor V Leiden, heterozygous prothrombin gene 
mutation, protein C deficiency, protein S deficiency. 

First-line family history of VTE 

Obesity 

Large varicose veins (lower extremities, vagina, vulva)

Parity ≥ 3

Smoking

Age > 35 years

Preeclampsia in current pregnancy 

Multiple pregnancy 

Surgical delivery (cesarean section, VE, forceps, manual extraction 
of the placenta)

Postpartum hemorrhage (> 1000 mL), or blood transfusion, or Hb 
drop to 4 g/dL

Graviditas obsoleta in current pregnancy

In vitro fertilization (peri-conception)

Systemic infection with clinical symptoms and elevated 
inflammatory indices 

Immobilization, dehydration

Postpartum proteinuria > 1.0 g/24 h

VTE — venous thromboembolism; NYHA —New York Heart Association, 
SLE —Systemic Lupus Erythromatosus; AT —Antithrombin, VE — Vacuum 
extractor
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term significantly decreased the risk for cesarean section 

delivery, without increasing the risk for perinatal compli-

cations as compared to conservative management [86]. In 

2021, the results of the largest retrospective cohort study, 

which investigated whether labor induction in patients 

with isolated obesity at 39 weeks of gestation increased 

the risk for a cesarean section, were published [87]. A total 

of 1 184 058 pregnant patients with BMI ≥ 30 kg/m2 were 

included in that study, which demonstrated that labor in-

duction at 39 weeks of gestation in those patients signifi-

cantly lowered the risk for cesarean section delivery, without 

increasing the risk for perinatal complications (OR: 95% CI 

0.58–0.60), especially among multiparous women. In light of 

the abovementioned findings, labor induction at 39 weeks 

of gestation may be recommended to pregnant women 

with obesity. 

Additionally, it needs to be emphasized that in cases 

with suspected fetal macrosomia, labor induction does not 

decrease the risk for a cesarean section, as was demonstrat-

ed in the 2016 systematic review of the Cochrane database. 

In such case, the patient should be informed about the risk 

associated with fetal macrosomia [88].

Anesthesia during delivery 
The patients should receive information about the pos-

sibility of technical difficulties with regional anesthesia, and 

a higher risk for general anesthesia for cesarean delivery if 

regional anesthesia proves unsuccessful. The anesthesia care 

team should be informed in advance about hospitalization 

of obese pregnant patients.  

Fetal monitoring during labor
Fetal monitoring during labor may present a challenge 

in obese patients due to excess adipose tissue within the 

abdominal cavity. The patients should be informed about 

potential difficulties with fetal monitoring using CTG. If ex-

ternal cardiotocography proves ineffective, internal CTG (if 

available) needs to be considered. It is also possible to use 

ultrasound imaging directly in the delivery room in order 

to monitor fetal well-being. 

Cesarean section
Obesity is not an indication for cesarean section de-

livery. Subramaniam et al. [89], demonstrated that elective 

cesarean section in women with Class III obesity does not 

lower the risk for perinatal complications as compared to 

women with induced labor. The literature offers no con-

sensus about the preferred technique for cesarean section 

incision (midline vs. transverse); the technique should be 

individually adjusted to the patient. However, some authors 

emphasize the advantage of a longitudinal midline inci-

sion, below the umbilicus, over the Pfannenstiel incision, 

claiming better visualization of the operative field and, in 

consequence, decreased operative time and blood loss 

[90]. Obesity constitutes a risk factor for poor postopera-

tive wound healing. The available sources unequivocally 

recommend suture closure of the subcutaneous tissue if 

the thickness is > 2 cm to significantly lower the risk for im-

paired wound healing [91]. Higher dose antibiotic prophy-

laxis should be considered in obese patients with BMI 

of ≥ 30 kg/m2 and weight of ≥ 120 kg [92]. Data on the 

effectiveness of using wound retractor or negative pressure 

wound therapy in obese patients remain limited [93, 94]. 

Vaginal birth after previous cesarean section 
(VBAC)

Pregnant women with obesity are at an elevated risk 

for failed vaginal birth after earlier cesarean delivery. In 

a retrospective cohort study, Durnwald et al., demonstrated 

that only 54.6% of obese women with history of cesar-

ean section managed to deliver vaginally, as compared to 

70.5% of women with normal BMI (p = 0.003) [95]. Class III 

obesity is associated with higher risk for inter-delivery 

uterine rupture. Additionally, emergency cesarean section 

in obese women is associated with higher risk for periopera-

tive complications as compared to women with normal BMI. 

Therefore, obese patients with history of caesarean delivery 

should be informed about all benefits and complications 

before making the decision to deliver vaginally.

Recommendations: care during delivery
1. Active management of the third stage of labor is advised 

in obese women due to higher risk for postpartum hem-

orrhage (category A).

2. Pregnant women with obesity should receive antibiotic 

prophylaxis during the cesarean section due to higher 

risk for wound infection (category A).

3. In obese women, subcutaneous tissue layer should be 

sutured in order to lower the risk for wound infection 

and dehiscence (category A).

CARE DURING PUERPERIUM 
During the puerperium, the risk for complications in 

obese women increases with BMI values. Obesity-related 

health problems may require careful patient monitoring dur-

ing the short postnatal period, as well as support from the  

medical personnel throughout the entire puerperium.  

The most common complications result from patient im-

mobility, poor wound healing after cesarean section incision 

and episiotomy, venous thromboembolism, and problems 

with breastfeeding. Higher-quality postnatal care may result 

in improved health outcomes in that group of patients. 
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Postnatal clinical surveillance 
Morbid obesity is a well-known risk factor for respira-

tory failure [96]. Obesity constitutes a risk factor for hy-

poventilation and respiratory tract blockage while the 

patient emerges from anesthesia and during the post-

operative time [97]. Due to elevated risk for obstructive 

sleep apnea and aspiration syndrome, based on patient 

health, it is prudent to monitor oxygen saturation and 

breath frequency, especially when narcotic medicines or 

tranquilizers have been administered [98]. Positioning 

the headrest at a 45-degree angle may also be beneficial. 

Temperature monitoring, to detect early signs of infection, 

and estimation of blood loss volume, to prevent postpar-

tum hemorrhage, constitute essential elements of clinical 

surveillance. 

Early mobility
Early mobility is vital to lower the risk for deep vein 

thrombosis, pulmonary embolism, respiratory complica-

tions, or bed sores, and adequate and effective postnatal 

analgesia may help to achieve that. Women after cesar-

ean section should be mobilized early and encouraged to 

use physiotherapy. In that group of patients, it is important 

to monitor areas of the body where bed sores might develop 

and, if possible, encourage the woman to change position 

frequently [76].

Wound care 
Regardless of the delivery mode and antibiotic prophy-

laxis, obese mothers are at a higher risk for infection and 

wound dehiscence. Infection may affect the following areas: 

vagina, endometrium, episiotomy, and the cesarean section 

wound [99, 100]. One in ten obese women present with 

poor wound healing after a cesarean section. The risk for 

that complication is approximately 1.5 higher as compared 

to normal weight women, and increases with BMI values 

[101, 102]. Extra caution is advised during the interval be-

tween day 6 and 12 after a cesarean section in women with 

BMI of ≥ 50 kg/m2 [9, 103]. Episiotomy and the abdominal 

wound should be carefully monitored for signs of infection, 

hematomas, and wound dehiscence during hospitalization 

and after the patient is discharged. 

Anti-Rh(D) prophylaxis 
A few reports have suggested that intramuscular ad-

ministration of the anti-D immunoglobulin at a standard 

dose may not be optimal and effective in Rh-D-negative 

mothers with BMI over 30 kg/m2. At present, the available 

data are not sufficient to change immunoglobulin dosing. 

Immunoglobulin is administered by deep intramuscular 

injection, so appropriate injection site and length of the 

needle need to be selected for women with obesity [104].

Thromboprophylaxis
Obesity, pregnancy, puerperium, and cesarean section 

constitute independent risk factors for developing venous 

thromboembolism, especially in women with obesity. The 

risk for VTE increases 5-fold during pregnancy and 60-fold 

during the puerperium, especially during the first six weeks 

postpartum [105]. Other factors which increase the risk for 

VTE include surgical delivery (especially emergency deliv-

ery), and other demographic and medical factors (maternal 

age, smoking, infections, varicose veins, thrombophilia, and 

postpartum hemorrhage) [106]. 

Venous thromboembolism is one of the leading causes 

of maternal morbidity and mortality, especially during the 

postpartum period [107]. The risk for venous thromboembo-

lism increases with BMI values [108]. Compression stockings 

and antithrombotic prophylaxis should be considered for 

all obese women with risk factors for VTE. Pharmacological 

thromboprophylaxis, dosing and duration of therapy should 

be individually adjusted.

Antithrombotic prophylaxis should be implemented in 

all women with Class III obesity (BMI > 40 kg/m2), regard-

less of the mode of delivery [109]. Routine antithrombotic 

prophylaxis is not indicated in patients with Class I and II obe-

sity after vaginal delivery [110]. Proper hydration is necessary 

and early mobility should be encouraged. While making the 

decision to start antithrombotic prophylaxis, it is necessary to 

take into account individual risk factors other than BMI. Low- 

-molecular-weight or unfractionated heparins should be used 

and the dose should be adjusted to patient weight, not BMI 

[111]. Early mobility is advised in patients after cesarean sec-

tion delivery. Patients who experience problems with mobility 

should be offered a chance to work with a physiotherapist.

Antithrombotic prophylaxis should be considered 

in all patients with Class I and II obesity after a cesar-

ean section delivery, especially those with additional 

(one high or two low) risk factors (Tab. 7) [102]. The lit-

erature offers no conclusive evidence to support routine 

dosing and duration of antithrombotic prophylaxis in that 

population of women. Dosing and duration of the treatment 

should be individually adjusted, based on the calculated risk. 

It is advised to continue the antithrombotic prophylaxis at 

least until the patient has regained full mobility [110]. 

In patients with BMI of ≥ 30 kg/m2 and at least two other 

risk factors, compression stockings for 7 days are advised, 

apart from low-molecular-weight heparins. Heparin therapy 

needs to be continued throughout the entire duration of the 

puerperium, i.e. 6 weeks, in women who received antithrom-

botic prophylaxis during pregnancy [109].

Lactation and breastfeeding
Problems with breastfeeding, delayed and short-

ened breastfeeding are observed among women with  
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obesity [112–114]. A Danish cohort study found a link be-

tween a BMI index and early cessation of breastfeeding 

- higher BMI correlated with higher incidence of breast-

feeding cessation [115]. Patient constitution may affect 

breastfeeding in case of obese women. Larger breasts may 

make it challenging to position the infant comfortably 

for breastfeeding. Postpartum shifts of fluids may cause 

breast edema, flat nipples, and difficulty latching [116, 117].  

Delayed lactogenesis may be responsible for failure to at-

tempt breastfeeding [118].

Complications during pregnancy and delivery are more 

often reported among pregnant women with high BMI as 

compared to normal weight women. Diabetes and cae-

sarean sections are statistically significantly more often 

observed in that group of women, while their neonates 

are more often hospitalized at an intensive care unit. In 

such circumstances, the child is separated from the mother, 

which is yet another reason why breastfeeding is delayed 

and stopped [7, 119–121]. 

Other puerperium-related complications
Women with BMI of > 30 kg/m2 are more likely to ex-

perience postpartum depression, which may also result 

in maternal unwillingness to breastfeed the child [122]. In 

accordance with the Ministry of Health directive of 16 Au-

gust, 2018, about the standards of perinatal care, postnatal 

assessment of maternal emotional condition, including the 

risk for postpartum depression, should be performed up 

to 8 weeks after delivery [123]. The assessment should be 

performed by a Primary Health Care midwife during the 

postnatal home visits. 

Higher risk for postpartum anemia may also affect the 

care of a newborn and breastfeeding [124]. Therefore, rou-

tine screening for postpartum anemia seems justified in 

that group of patients.

Lactation support during hospitalization and after the 

patient is discharged should be considered in order for 

the obese mothers to start and continue breastfeeding. 

Women with obesity should be encouraged to breastfeed. 

It is necessary to emphasize the benefits of breastfeeding 

both, for the mother and the child, especially since lack of 

neonatal breastfeeding is yet another, apart from maternal 

obesity, risk factor for obesity in the offspring. 

Recommendations: care during puerperium 
1. Early postpartum mobility should be encouraged 

among obese women to lower the risk for venous throm-

boembolism (category B).

2. Thromboprophylaxis needs to be implemented in all 

women with BMI of ≥ 40 kg/m2 postpartum, regardless 

of the delivery mode (category D).

3. Preoperative thromboprophylaxis (the dose needs to be 

adjusted to patient BMI) is advised in all obese women 

after cesarean section delivery due to higher risk for 

venous thromboembolism (category C).

4. Screening for postpartum depression and anxiety is 

recommended as obesity constitutes a risk factor for 

both these conditions (category B).

5. Women with obesity should have access to a lactation 

consultant and receive lactation support after delivery 

(category D).

LONG-TERM RECOMMENDATIONS 
Excess weight gain in pregnancy constitutes a sig-

nificant risk factor for maintaining excessive weight 

after delivery, which elevates the risk for metabolic 

disorders and overweight or obesity in the subse-

quent pregnancies. All women should be made aware 

that weight reduction between pregnancies is associated 

with significantly lowered risk for intrauterine fetal demise, 

hypertension-related complications, and fetal macrosomia. 

Weight reduction increases the chances for a successful 

vaginal delivery after cesarean section (VBAC) [125–127]. It 

has been demonstrated that interpregnancy weight loss in 

obese women lowers the risk for LGA infant. The literature 

presents no evidence for elevated risk of SGA infant as long 

as maternal weight loss did not exceed 8 BMI units [128]. All 

obese women should receive advice about dietary ap-

proaches to weight management and be encouraged to 

engage in regular physical activity in order to decrease 

their weight, and as prophylaxis for diseases associated 

with the metabolic syndrome [129]. Women who were 

diagnosed with gestational diabetes should undergo OGTT 

testing at 6–12 weeks postpartum [130].

Children born to obese mothers present with more 

fatty tissue as compared to infants born to normal weight 

mothers. Also, the metabolic syndrome [131] and childhood 

obesity [132, 133] are more often observed in children born 

to obese mothers. In a study from Scandinavia, a relationship 

between higher maternal BMI and elevated risk for asthma 

in the children was demonstrated [134]. Maternal obesity 

in pregnancy may be associated with behavioral disorders, 

attention deficits, hyperactivity, and symptoms related to 

autism in the offspring [8].

Birth control
Contraceptive counselling is especially important 

among women with obesity. Safe and effective contracep-

tion is vital, as it prevents unintended pregnancy and the 

risk for pregnancy-related complications is significantly el-

evated in that group of women, especially in patients with 

concomitant diseases [135–137]. 
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Obstetric care of obese women — summary

Guidelines of the Polish Society of Gynecologists and Obstetricians on the obstetric care of women with obesity

In light of a steadily growing number of reproductive-age women with obesity, all healthcare centers should be prepared, both in terms of 
knowledge and equipment, for providing care to obese mothers during pregnancy and labor. Only obese mothers with comorbidities and/or Class III  
— morbid obesity (BMI ≥ 40 kg/m2) should be referred to a high level of care center (category D)

Recommendations — pre-conception care

1. Management of obese women with reproductive plans should include body mass reduction to improve fertility and lower the risk for 
pregnancy-related complications in the mother and the child (category B)

2. Pharmacotherapy for management of obesity should be discontinued during pregnancy (category D)

3. Pregnancy in women after bariatric surgeries should be delayed for 12–24 months after the optimal weight was achieved and stabilized 
(category B)

4. Folic acid supplementation at a daily dose of 800 ug, including 400 ug of active folates, is advised in obese women with reproductive plans. It 
is recommended to measure serum folic acid concentration after 4–6 weeks of supplementation and, if the level is < 28 nmol/L, to increase the 
dose to 5 mg/day, max. up to 12 weeks of gestation (category B)

5. Myo-inositol preparations should also be considered for pre-conception supplementation in women with obesity to lower insulin resistance 
and to prevent neural tube defects (category C)

Recommendations — care during pregnancy

1. Low gestational weight gain is advised in pregnant women with obesity in order to lower the risk for complications during pregnancy and 
delivery (category B)

2. Obese women should receive reliable information about balanced and diversified diet and the benefits of engaging in moderate-intensity 
physical activity during pregnancy (category B)

3. Pharmacotherapy with metformin for insulin resistance should not be continued beyond the first trimester of pregnancy (category A)

4. Women with more than one moderate risk factor (BMI ≥ 35 kg/m2, primipara, maternal age > 40 years, family history of preeclampsia, multiple 
pregnancy) might benefit from receiving 150 mg/day of aspirin from week 12 to week 36 of gestation (category B)

5. Pregnant women with at least Class II or Class I obesity and additional risk factors should receive thromboprophylaxis since the very beginning 
of pregnancy, up until day 7 postpartum, with small-molecular-weight heparins, using pre-pregnancy weight-based dosing (category B)

6. Obese women should be tested for carbohydrate intolerance as early as the first antenatal visit (category B)

7. At least four ultrasound tests at 11+0–13+6/7, 18–22, 28–3 weeks of gestation and at term are recommended in women with obesity (category A)

8. During each of the recommended ultrasound tests, obese pregnant women should be informed about the technical limitations associated with 
maternal excess weight and the resulting lower effectiveness of detecting fetal structural defects on ultrasound. An annotation about informing 
the patient, together with pre-pregnancy BMI values, should be included in the test report. A record of all elements whose imaging was either 
incomplete or impossible, together with recommendations for further management, should be included in the patient ultrasound report. In 
such cases, and if fetal structural defect is suspected, it is prudent to consider referring the patient to higher-level of care center (category C)

Recommendations — care during delivery

1. Active management of the third stage of labor is advised in obese women due to higher risk for postpartum hemorrhage (category A)

2. Pregnant women with obesity should receive antibiotic prophylaxis during cesarean section due to higher risk for wound 
infection (category A)

3. In obese women, subcutaneous tissue layer should be sutured in order to lower the risk for wound infection and dehiscence 
(category A)

Recommendations — care during puerperium

1. Early postpartum mobility should be encouraged among obese women to lower the risk for venous thromboembolism (category B)

2. Thromboprophylaxis needs to be implemented in all women with BMI of ≥ 40 kg/m2 postpartum, regardless of the delivery mode (category D)

3. Preoperative thromboprophylaxis, at a dose adjusted to patient BMI, is advised in all obese women after cesarean section delivery due to higher 
risk for venous thromboembolism (category C)

4. Screening for postpartum depression and anxiety is recommended as obesity constitutes a risk factor for both these conditions (category B)

5. Women with obesity should have access to a lactation consultant and receive lactation support after delivery (category D)

Long-term recommendations 

1. After the delivery, women with obesity should receive nutrition advice and be encouraged to engage in regular physical activity; they 
should also consider pharmacotherapy or surgical therapy, to reduce their weight and lower the number of complications in the subsequent 
pregnancy, and prophylaxis for metabolic syndrome-related diseases (category B)

2. Women with obesity should be informed about potentially lower effectiveness of contraceptives in their weight group (category D)

BMI — body mass index
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Obesity may alter both, the pharmacokinetics and the 

pharmacodynamics of oral contraceptives. Peak levels of  

the contraceptive hormones are lower in women with obe-

sity as compared to their normal weight peers. The effective-

ness of oral contraceptives and transdermal patches may 

be limited due to lower serum concentrations of a given 

preparation, which results in insufficient levels of hormones 

to maintain the contraceptive effect. These women should 

be informed about potentially lower effectiveness of the 

abovementioned methods [138–140]. 

Intrauterine devices (IUDS), which contain copper and 

levonorgestrel (LNG), proved to be highly effective in obese 

women, and are the method of choice for those patients as 

far as hormonal contraception is concerned. The half-life of 

levonorgestrel is prolonged in obese women, and levonorg-

estrel levels plateau later in normal weight women. Contra-

ceptives have been demonstrated to inhibit ovulation and to 

effectively prevent pregnancy in most women with obesity. 

However, they may be associated with a higher failure rate 

as obesity significantly affects pharmacokinetics [140]. Due 

to a 2- or 3-fold higher risk for venous thromboembolism, it 

is always advised to choose a preparation with the lowest 

available ethinylestradiol content (20–30 µg of ethinylestra-

diol) when considering hormonal contraceptives for women 

with obesity [136, 137].

A limited number of reports have indicated that the 

use of combined contraceptives in women with obesity is 

not associated with an elevated risk for acute myocardial 

infarction or stroke, as compared to obese women who do 

not use such preparations. 

Contraceptives containing estrogens should be con-

sidered after a thorough analysis of the additional risk 

factors for VTE, and should not be administered earlier 

than 4–6 weeks postpartum [141–143]. An etonogestrel 

implant seems to be effective, irrespective of body weight, 

although some sources suggest that its pharmacokinetics 

may be altered in obese individuals. 

The use of oral contraceptives, progestogen implants, 

and intrauterine devices is not correlated with weight gain. 

Medroxyprogesterone acetate (MPA) is believed to be safe 

for women with obesity, but caution is advised since MPA 

has the highest pro-thrombotic activity among the available 

progestogens [138, 139, 144]. Nevertheless, a link between 

weight gain and the possibility of menstruation disorders 

has been reported. 

Long-term recommendations
1. After delivery, women with obesity should receive nu-

trition advice and be encouraged to engage in regular 

physical activity. Also, they should consider pharmaco-

therapy or surgical therapy, to reduce their weight and 

lower the number of complications in the subsequent 

pregnancy, and prophylaxis for metabolic syndrome- 

-related diseases (category B).

2. Women with obesity should be informed about po-

tentially lower effectiveness of contraceptives in their 

weight group (category D).
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INTRODUCTION
Aorto-left ventricular tunnel (ALVT) is an extremely rare congenital cardiac malformation, accounting for 0.03% to 

0.46% of all congenital heart diseases. Since its first description as a congenital lesion in 1963, fewer than 300 cases of this 

heart defect have been reported in the English literature. Aorto-left ventricular tunnel creates an abnormal connection 

between the lumen of the left ventricle and the aorta, although less frequently, it may involve the aorta and the right 

ventricle. The incidence of ALVT is twice as high in boys compared to girls. Despite ongoing research, the embryological 

pathomechanism underlying ALVT remains elusive. However, it appears to be associated with abnormal development 

of the endocardial processes responsible for dividing the common trunk into the aorta and pulmonary trunk [1, 2].

CLINICAL CASE
A 26-year-old primigravida woman with no comorbidities was referred for fetal echocardiography due to suspected 

ventricular septal defect and tricuspid valve regurgitation detected during a second-trimester prenatal examination. At 

the 30th week of gestation, fetal echocardiography at a reference center revealed a disproportion between the heart cham-

bers and a slightly enlarged heart size (heart area to chest area (HA/CA) ratio of 0.36). The left ventricle was hypertrophic 

and enlarged, with hypokinesis (fractional shortening of the left ventricle — 23%) and a hyperechoic endocardium. The 

Aortic Valve (AoV) had a Z-Score of 1.2, with normal valve leaflets and flow. The 3-vessel view (3VV) showed an enlarged 

main pulmonary artery and transverse aortic arch, with Z-Scores of 3.2 and 3.1, respectively. An abnormal connection 

between the Aorta and the Left Ventricle, characteristic of an Aorto-left ventricular tunnel (ALVT) with retrograde flow 

approximating 2 m/s, was also identified. The fetal middle cerebral arterial (MCA) peak systolic velocity (PSV) was 75 cm/s, 

likely secondary to the heart defect. Ultrasound findings are presented in Figures 1A through 1E.

The fetus exhibited supraventricular extrasystoles that did not necessitate pharmacological intervention. Despite 

the cardiac abnormalities, the fetus maintained efficient circulation, scoring 7 points on the cardiovascular score, with 

deductions for heart size and function. Standard ultrasound care was provided. At the 39th week of gestation, the patient 

underwent a caesarean section for obstetric reasons and delivered a son, who received an Apgar score of 8/8. On the 

first day of life, the newborn was transferred to the Department of Cardiac Surgery, Heart Transplantation, and Mechani-

cal Circulation Support in Children in Zabrze, Poland. The defect was confirmed postnatally, and cardiac surgery was 

performed on the second day of life (Fig. 1F). The tunnel was closed in two layers, and the fistula’s wall was secured with 

a pull-on suture and a continuous suture, preserving a connection between the aorta and the right coronary artery. The 

tunnel wall and aortotomy were sutured. Postoperative ultrasound confirmed complete closure of the tunnel. Echocardi-

ography revealed slight regurgitation through the aortic valve after the procedure. The patient was started on standard 

treatment to improve left ventricular function, including captopril, carvedilol, and spironolactone. Currently, the boy is 

under outpatient follow-up, demonstrating normal development and no cardiovascular symptoms.
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DISCUSSION
The embryological path-

omechanism underlying 
ALVT remains elusive, but it 
is thought to be associated 
with abnormal development 
of the endocardial processes 
involved in the division of 
the common trunk into the 
aorta and pulmonary trunk. 
According to the literature, 
ALVT can be diagnosed after 
the 18th week of gestation. 
A dilated left ventricle with 
increased wall thickness may 
raise suspicion of ALVT. Ap-
proximately 45% of ALVT cas-
es are associated with other 
heart defects, often coexisting 
with aortic valve abnormali-
ties [1, 3, 4]. The ‘cockade sign’, 
indicative of a tunnel adjacent 
to the aortic annulus, can aid 
in making a correct diagnosis 
[5]. An elevated peak systolic 
velocity in the fetal middle 
cerebral artery may also as-
sist in diagnosis. Differential 
diagnoses include aortic re-
gurgitation, Valsalva fistula, 
common arterial trunk (CAT), 
aortopulmonary window, and 

coronary ventricular fistula. The standard cardiac repair procedure involves closing the tunnel with a patch inserted through 
an aortotomy [6]. Perioperative mortality is low, and prompt intervention is recommended. Surgical correction is indicated 
not only to prevent heart failure but also to halt the progression of aortic valve damage. Patients who undergo surgery within 
the first six months of life have the best-documented normalization of left ventricular size and function [2, 7–9].
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Figure 1. A. Aorto-left ventricular tunnel (ALVT) in gray scale; B. AVLT in gray scale; C. AVLT in color 
doppler; D. Retrograde flow in AVLT; E. Middle cerebral arterial (MCA) peak systolic velocity (PSV);  
F. Visualization AVLT during operation
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CASE REPORT
A 27-year-old patient, a physician by profession, attended 

a gynecologist for a first ultrasound (US) breast examination. 

Until then, she had no oncological burdens or chronic diseases, 

had been using hormonal contraception (HC) for 11 years, and 

had not performed breast self-examination. On US examination, 

an oval lesion in the right breast (6:30), assessed according to 

the Breast Imaging Reporting and Data System (BIRADS) score 3, 

was detected and a follow-up examination was recommended 

for 6 months’ time. At the follow-up examination after 7 months, 

the lesion was classified as BIRADS-US-4b (Fig. 1). The patient 

was referred for a core-needle biopsy. Histopathological exami-

nation of a specimen revealed invasive breast carcinoma of no 

special type G-1 [World Health Organization (WHO): invasive 

breast carcinoma of no special type (NST)] luminal A phenotype 

(cT1c, cN0, cMx). Then an magnetic resonance imaging was 

performed which confirmed the presence of a 16 mm lesion 

suspected for malignancy. At the patient’s request, breast-con-

serving surgery with adjuvant radiotherapy was rejected, and 

instead, the surgical treatment was subcutaneous mastectomy 

with reconstruction (Fig. 2). Hormone therapy with tamoxifen 

and goserelin was then commenced. 

DISCUSSION
It is significant that in women < 35 years of age with breast 

cancer (BC), we observe a higher frequency of BC with triple 

negative subtypes and significantly fewer luminal A subtypes 

compared to older premenopausal and postmenopausal wom-

en [1]. After sequencing 70 genes, including BRCA 1/2, we found 

no mutations that could predispose our patient to BC at a young 

Figure 1. Ultrasound images (B-mode presentation) of the same 
lesion; A. Relatively well delineated lesion, BI-RADS 3; B. Slightly 
ill-defined margins, BI-RADS-4b
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age. Analysis of additional, known risk factors for BC, i.e., 

age, family history, body mass index, physical activity, 

smoking, pregnancy, and breastfeeding, revealed no sig-

nificantly increased risk of BC. The protective effects on the 

occurrence of luminal BC of a woman’s number of births 

and a young age at first birth do not include HER2-negative 

subtypes, which suggests that this risk may be mainly influ-

enced by hormonal mechanisms related to sex hormones 

[2]. Considering that the patient in our study is nulliparous, 

the potential influence of taking HC must be discussed. 

Currently, there is no unequivocal correlation between 

the use of HC and an increased risk of BC. In some popula-

tion studies, a slight increase in risk was observed, mainly 

during the first 5 years of contraceptive use [3]. For the  

first year, the patient took a combined oral pill, and for  

the remainder, a intrauterine device containing 19.5 mg of 

levonorgestrel. According to the Polish Society of Gynecol-

ogists and Obstetricians guidelines, an OB&GYN specialist 

should perform a breast examination before starting HC, 

and then repeat the examination annually. It is worth not-

ing that these recommendations do not specify the breast examination type that should be undertaken (by default, this 

is clinical breast examination). The low sensitivity of breast palpation is widely known, so that cannot be recommended 

as a screening test. Our patient may have been more willing to keep the breast if the lesion had been detected several 

years earlier and had been a few millimeters in size, preserving, among other things, the possibility of breastfeeding and 

further prevention of BC [4]. However, in cases of young women, early detection is more likely to be diagnosed with US 

than mammography. In addition, it should be noted that the BC may not have been luminal A and may have been more 

aggressive in behavior. Indeed, the patient also decided to remove and reconstruct the other breast. US examination at 

the age of 16 and further regular examinations could protect the patient from this “favorable” course of BC in our patient.

CONCLUSIONS
The development of optimal strategies for the prevention of breast diseases in young and very young women is 

important, because these women are currently excluded from secondary prevention through screening tests [5]. The age 

at which breast US should be examined either non-systemically (i.e., by gynecologists during routine visits) or systemi-

cally requires further analysis. In the light of the noticeably worsening statistics of BC incidence among young women, it 

seems reasonable for gynecologists to eliminate the practice of excluding these group of patients from BC screenings as 

though they are not at risk of developing BC. This is especially so, given that gynecological US check-ups are performed 

much more regularly, and yet the risk of gynecological cancers is significantly lower than that of BC.
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Uterine arteriovenous fistulas (UAVF) occur more frequently and generally result from trauma, such as curettage or 

pelvic surgery. UAVF is life-threatening, as patients can suffer from profuse bleeding. Most reported cases are acquired 

as a secondary outcome to cesarean delivery but rarely as a result of vaginal delivery. 

A 24-year-old woman gave birth to a healthy 3.11 kg full-term baby via spontaneous vaginal delivery at our obstetrics 

inpatient department. Her prenatal course had been uneventful, without underlying coagulation defects, medical dis-

eases, or drug exposures. She only had a previous history of spontaneous abortion treated with dilation and evacuation. 

The ultrasonography revealed that the placenta was lodged in the anterior wall of the uterus, about 31 mm thick, grade 

III maturity (Fig. 1A). Eventually, the entire placenta ejected itself nine minutes after the baby was delivered without 

complications and manual exploration. Through visual estimation, she lost about 400 mL of blood during delivery and 

the post-delivery procedure. However, the patient returned on postpartum day 12 and complained of a hemorrhage 

gushing rapidly from the uterus. Two massive vaginal bleedings had occurred three days before her admission and re-

sulted in a total blood loss of about 500 mL. Hemorrhaging aside, the patient reported no abdominal pain or anything 

else. She was hemodynamically stable when she arrived and denied experiencing abdominal pain and dizziness. We 

noted disseminated intravenous coagulopathy, as laboratory data showed severe anaemia (hemoglobin: 6.5 g/dL).  

As a result, the patient was supplemented aggressively with intravenous fluids and massive blood components. 

Subsequently, she underwent conventional ultrasonography, which revealed that the non-echo structure of the uterus’ 

anterior wall close to the endometrium was 2.99 × 1.67 cm and had ill-defined edges (Fig. 1B). Color Doppler flow imaging 

exposed a distorted and expanded blood flow signal: dilated, tortuous vessels were visible on the anterior and left sides of the 

uterus. Pulsed wave ultrasound showed a turbulent spectrum and venous blood flow at the peak of the systole. Uterine and 

pelvic blood flow exhibited high velocity (78.5 cm/s) and low resistance (0.29) (Fig. 1C). Our patient, who was hemodynamically 

stable during the first week in the hospital, was administered oral ferrous sulfate. Her platelet count and coagulation profile were 

normal. Yet the patient reported sudden “gushes” of bright red blood in her vagina on postpartum day 22. The visual estimated 

Figure 1A. B-ultrasonography revealed the placenta lodged of the uterus (red arrow); B. Transvaginal sonography image of the uterus a low-
echoic cystic lesions (red arrow); C. Color-flow Doppler revealed a mosaic pattern of blood flow (red arrow)

A B C
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blood loss was 400 mL. The vaginal bleeding gradually ceased eventually. However, she suffered from an abrupt and profuse 

vaginal hemorrhage in the uterine cavity again two days later. Her estimated blood loss this time was 800 mL, and her hemo-

globin levels dropped from 10.9 to 6.0 g/dl. She was hemodynamically unstable, and a physical examination showed she was 

drowsy and hypotensive (88/56 mmHg), with signs of cyanosis in her extremities. She denied abdominal pain but reported dizzi-

ness. Laboratory data revealed severe anemia (hemoglobin: 6.5 g/dL) and abnormal coagulation tests. The patient continued to 

be given oxytocin and prostaglandin to control hemorrhage in postpartum uterine atony, but she failed to respond to treatment.

Her family requested that a uterine-preserving procedure be conducted if possible. Hence, Pelvic Digital subtraction 

arteriography was promptly performed, disproving the earlier suspicion of a typical UAVF lesion over the left uterine 

artery. The arterial phase during arteriography showed dilatation of uterine arteries to accommodate high-volume 

shunting through the uterus. Uterine artery embolization of the bilateral uterine arteries was immediately carried out 

with microspheres for embolization (Fig. 2). 

The woman’s follow-up ultrasound images were reviewed and displayed intrauterine residue. However, on hysteroscopic 

inspection of the uterine cavity, a false cavity in the uterus was discovered in the anterior wall of the uterus (Fig. 3). The ante-

rior wall of the false cavity was situated above the normal intrauterine entrance (Fig. 3A). Observed was a long and narrow 

lacuna, surrounded by musculo-fibrous tissues, no intimal tissue covering the walls, and no fallopian tube opening (Fig. 3B).

The importance of combinedly reviewing blood loss estimate and laboratory data post birth requires more attention. 

Timely spectral ultrasonography of the uterus should be considered necessary post-delivery.
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Figure 2. The dilated uterine artery and tortuous 
arteriovenous net seen during the UAE (uterine artery 
embolization). Angiography before embolization of the 
left (A) and right (B) uterine arteries. Angiography after 
embolization of the left (C) and right (D) uterine arteries

Figure 3. Hysteroscopic image of a false cavity in the 
uterus. The green arrows point prominent a false cavity 
in the uterusA B



Table of contents 2023

VOL 94, NO 1

EDITORIAL

Molecular classification in endometrial cancer — are we ready?

Agnieszka Rychlik, Mariusz Bidzinski ......................................................................................................................................................................................1

ORIGINAL PAPERS 
GYNECOLOGY

Classification of high-grade endometrium carcinomas using molecular  
and immunohistochemical methods

Denizhan Bayramoglu, Özlem Seçilmiş Kerimoğlu, Zeynep Bayramoğlu,  
Ersin Çintesun, Gözde Şahin, Pınar Karabağlı, Çetin Çelik ...............................................................................................................................................3

Histopathological discrepancies between colposcopy-directed biopsy  
and LEEP-conization observed during SARS-CoV-2 pandemic

Dominik Pruski, Marcin Przybylski, Sonja Millert-Kalinska, Andrzej Zmaczynski, Robert Jach ....................................................................... 12

Practical application of modified ASCCP 2019 algorithms in the diagnosis  
and early detection of cervical pathology

Klaudyna Madziar, Witold Kedzia........................................................................................................................................................................................... 19

Correlation between three-dimensional transperineal ultrasound  
and pelvic floor electromyography in women with stress urinary incontinence

Zhihong Zhuo, Zhiying Ye, Jianli Zhang, Huimin Yu ....................................................................................................................................................... 25

Expression pattern of circadian rhythm-related genes and its potential relationship  
with miRNAs activity in endometrial cancer

Ewelina Hermyt, Nikola Zmarzly, Celina Kruszniewska-Rajs, Joanna Gola,  
Agnieszka Jeda-Golonka, Katarzyna Szczepanek, Urszula Mazurek, Andrzej Witek ........................................................................................... 33

Is the presence of deep infiltrative endometriosis underestimated in the surgical management of 
endometriosis?

Sabahattin Anil Ari, Ali Akdemir, Gurdeniz Serin, Murat Ulukus, Fatih Sendag .................................................................................................... 41

ORIGINAL PAPERS 
OBSTETRICS

Sonographic imaging and differential diagnosis of fetal perineal masses

Sharon Perlman, Katarzyna Zych-Krekora, Michal Krekora, Ron Bardin, Yinon Gilboa ...................................................................................... 46

Association between characteristics of previous cesarean delivery and pelvic adhesions:  
a case-controlled study

Ayman S. Dawood, Adel E. Elgergawy, Abdelghaffar S. Dawood............................................................................................................................... 51

How does the type of delivery affect pelvic floor structure?  
Magnetic resonance imaging parameter-based anatomical study

Ayse Rabia Senkaya, Eren Ismailoglu, Sabahattin Anil Ari, Ibrahim Karaca ............................................................................................................ 57

BMP4 is insufficient to differentiate umbilical cord mesenchymal stem cells into germ cell-like cells in vitro

Pengbo Wang, Huanhuan Hu, Xinyi Li, Ruiyun Zhang, Hongbin Cheng,  
Haixia Qin, Guojie Ji, Huigen Feng, Yanli Liu, Juntang Lin ............................................................................................................................................ 64



Testing of new instrument for measuring quality and diversity of nutrition in pregnancy

Jovana Milosavljević, Ana Pejčić, Petar Arsenijević, Aleksandra Dimitrijević,  
Miloš Milosavljević, Dejan Mihajlović, Slobodan Janković ........................................................................................................................................... 73

REVIEW PAPER 
OBSTETRICS

Influence of COVID-19 infection on placental function

Izabela Pilarska, Magdalena Bizon, Wlodzimierz Sawicki ............................................................................................................................................. 79

CLINICAL VIGNETTE
Breast injury as a manifestation of distant-metastatic ovarian cancer: a case report

Pawel Topolewski, Marcin Sniadecki, Marcin Liro, Pawel Guzik, Dariusz Wydra ................................................................................................... 84

VOL 94, NO 2

EDITORIAL

Adolescence pregnancy as a challenge of modern perinatology

Jakub Staniczek, Rafał Stojko, Agnieszka Drosdzol-Cop ............................................................................................................................................... 87

ORIGINAL PAPERS 
GYNECOLOGY

Effects of polyamine synthesis enzymes on angiogenesis and apoptosis during endometriosis

Caglar Yildiz, Veysel Kenan Celik, Begum Kurt, Serkan Kapancık, Hasan Kılıcgun ............................................................................................... 89

Laparoscopy versus open surgery for the surgical management of tubo-ovarian abscess (TOA).  
Is there a beneficial impact of early endoscopic intervention in terms of fertility rates? 

Meltem Sönmezer, Koray Görkem Saçıntı, Bulut Varlı, Yavuz Emre Şükür, Çağrı Gülümser,  
Batuhan Özmen, Cem Somer Atabekoğlu, Bülent Berker, Ruşen Aytaç, Murat Sönmezer ............................................................................... 95

Clinical study of acute toxicity of pelvic bone marrow-sparing intensity-modulated radiotherapy  
for cervical cancer

Shuangshaung Sun, Zhi Chen, Pingping Li, Jian Wu, Baoling Zhu, Xi Zhang,  
Congcong Wu, Ruifang Lin, Yingying Zhou, Wenjun Chen  .......................................................................................................................................101

ORIGINAL PAPERS 
OBSTETRICS

The influence of preincubation time of prepared sperm before IVF on fertilization,  
embryo developmental competence and the reproductive outcomes

Sai Liu, Guoxuan Wu, Li Wang, Yanyan Zhao, Yongqing Lv, Nannan Dang, Yuanqing Yao ..............................................................................107

Elabela levels in pregnancies with intrauterine growth retardation

Gulen Yener, Salih Burcin Kavak, Yeliz Gul, Ebru Celik Kavak,  
Funda Gulcu Bulmus, Cengiz Sanli, Ibrahim Batmaz, Gulay Bulu ............................................................................................................................113

Impact of gestational diabetes and other maternal factors on neonatal body composition  
in the first week of life: a case-control study

Karolina Karcz, Matylda Czosnykowska-Lukacka, Barbara Krolak-Olejnik ............................................................................................................119

Influence of gestational diabetes in twin pregnancy on the condition of newborns  
and early neonatal complications

Bartlomiej Myszkowski, Agata Stawska, Malgorzata Glogiewicz, Marta I. Sekielska-Domanowska,  
Sawa Wisniewska-Cymbaluk, Rafal Adamczak, Jaroslaw Lach, Wojciech Cnota, Mariusz Dubiel ................................................................129



The nightmare of obstetricians — the placenta accreta spectrum in primiparous pregnant women

Ülkü Ayşe Türker Aras, Engin Korkmazer, Emin Üstünyurt  ........................................................................................................................................135

Effect of the implementation of an enhanced recovery after surgery protocol (ERAS)  
in patients undergoing an elective cesarean section

Maria Ofelia Sordia-Pineyro, Carlos Villegas-Cruz, Magdalena Hernandez-Bazaldua,  
Alfredo Pineyro-Cantu, Tracy Gaston-Locsin, Luis Humberto Sordia-Hernandez ..............................................................................................141

Use of the expanded Apgar score for the assessment of intraventricular  
and intraparenchymal haemorrhage risk in neonates

Agnieszka Goralska, Joanna E. Puskarz-Gasowska, Pawel Bujnowski, Renata Bokiniec ..................................................................................146

REVIEW PAPER 
GYNECOLOGY

Chronic endometritis — is it time to clarify diagnostic criteria?

Katarzyna Klimaszyk, Henriette Svarre Nielsen, Ewa Wender-Ozegowska, Malgorzata Kedzia ...................................................................152

REVIEW PAPER 
OBSTETRICS

Influence of selected factors on serum AFP levels in pregnant women  
in terms of prenatal screening accuracy — literature review

Joanna Glowska-Ciemny, Marcin Szymanski, Jakub Pankiewicz, Zbyszko Malewski,  
Constantin von Kaisenberg, Rafal Kocylowski ................................................................................................................................................................158

CLINICAL VIGNETTE
Metastatic gastric cancer in a full-term pregnancy

Jorge Aparicio-Ponce, Sandra Salcedo-Hermoza, Sandra Aparicio-Salcedo,  
Gustavo Cerrillo, Carlos Nureña, Jose S Lazarte, Ericson L. Gutierrez .....................................................................................................................167

VOL 94, NO 3

EDITORIAL

The relevance of blood gases levels in newborns: the sampling matters

Joanna M. Jassem-Bobowicz, Katarzyna Stefanska ......................................................................................................................................................169

ORIGINAL PAPERS 
GYNECOLOGY

Congenital adrenal hyperplasia in adolescence — a gynecological perspective

Joana Correia Oliveira, Filipa Costa Sousa, Sara Teixeira Campos, Fernanda Bento Geraldes,  
Joana Lopes Belo, Maria Helena Leite, Maria Alice Mirante, Maria Fernanda Aguas ........................................................................................170

The impact of cystocele repair on urge symptoms in women with pelvic organ prolapse

Pawel Szymanowski, Paulina Banach, Andrzej Wisniewski, Wioletta K. Szepieniec ..........................................................................................177

Effect of mucinous differentiation in endometrioid type endometrial cancers on prognosis

Bahadir Saatli, Orkun Ilgen, Selim Kandemir, Seda Eryigit, Meral Koyuncuoglu, Cagnur Ulukus, Erkan Cagliyan .................................183

Prenatal diagnosis and molecular cytogenetic characterization of Xp22.32p22.31 microduplication 
in a Chinese family

Weixin Cui, Xi Li, Yan Jin, Juan Zhang .................................................................................................................................................................................188



Transabdominal and transvaginal ultrasound assessment of cervical length  
— can transvaginal approach be avoided? 

Andrzej Korniluk, Przemyslaw Kosinski, Piotr Dobrowolski, Miroslaw Wielgos ..................................................................................................191

Our clinical experience in pelvic magnetic resonance imaging with vaginal contrast

Fatma Öztürk Keleş, Inan Korkmaz, Esin Dogan, Sibel Hakverdi, Kenan Dolapcioglu, Sinem Karazincir ..................................................198

Is there association between thyroid stimulating hormone levels and the four phenotypes  
in polycystic ovary syndrome?

Hyun Nyung Jo, Hyun Joo Lee, Hye Kyung Noh, So Hee Kim, Jong Kil Joo ..........................................................................................................203

ORIGINAL PAPERS 
OBSTETRICS

Fetal kidney measurement — additional biometric parameter for accurate gestational age assessment

Agnieszka Zalinska, Oskar Sylwestrzak, Arkadiusz Papis, Przemyslaw Oszukowski, Agnieszka Pieta-Dolinska .....................................211

Prospective comparison of cervical ripening with double balloon Cook catheter,  
misoprostol or dinoprostone in term singleton pregnancies

Eliska Hostinska, Marek Lubusky, Radovan Pilka ...........................................................................................................................................................221

Adropin in pregnancy complicated by hyperglycemia and obesity — a preliminary study

Lukasz Adamczak, Pawel Gutaj, Ewa Wender-Ozegowska .........................................................................................................................................229

Foetal macrosomia — incidence, determinants and neonatal outcomes:  
10-years retrospective review, 2010–2019

Marta Buraczewska, Mateusz Bonin, Jaroslaw Meyer-Szary, Amelia Wawer, Patrycja Wieczorek,  
Olga Gapska, Karolina Filipczyk, Paulina Samusik, Ewa Michalik, Iwona Sadowska-Krawczenko ...............................................................233

The potential role of preoperative cystoscopy for determining the depth  
of invasion in the placenta accreta spectrum

Furkan Çetin, Seyhun Sucu, Hüseyin Çağlayan Özcan, Özge Kömürcü Karuserci,  
Çağdaş Demiroğlu, Muhammed Hanifi Bademkiran, Emin Sevinçler ....................................................................................................................242

Is it possible to predict the success of single dose methotrexate  
in the treatment of tubal ectopic pregnancies?

Eren Pek, Fatma Beyazıt, Duygu Sıddıkoglu ....................................................................................................................................................................249

RECCOMENDATIONS

The Polish Society of Gynecologists and Obstetricians’ Expert Group Recommendations regarding 
adolescent pregnancy

Agnieszka Drosdzol-Cop, Jakub Staniczek, Dominika Orszulak, Karolina Kowalczyk, Anna Fuchs, Piotr Sieroszewski,  
Miroslaw Wielgos, Jaroslaw Kalinka, Hubert Huras, Piotr Wegrzyn, Sebastian Kwiatkowski, Mariusz Zimmer, Rafal Stojko .............258

VOL 94, NO 4

ORIGINAL PAPERS 
GYNECOLOGY

Platelet to lymphocyte and neutrophil to lymphocyte ratios in endometrial pathologies

Orkun Ilgen, Sefa Kurt, Resmiye Irmak Yuzuguldu, Onur Ada, Alper Mankan .....................................................................................................269

Endometrial carcinoma in patients under 40 years of age: insights from the Bulgarian Cancer Registry

Angel Yordanov, Stoyan Kostov, Yavor Kornovski, Stanislav Slavchev, Yonka Ivanova, Jean Calleja-Agius,  
Riccardo Di Fiore, Sherif Suleiman, Andra Piciu, Ihsan Hasan, Mariela Vasileva-Slaveva .................................................................................275



Hematological and biochemical markers in determining the diagnosis  
and stage prediction of endometrial cancer

Aleksandra Nadezda Petric, Radomir Živadinović, Dejan Mitić, Marko Stanojević, Aleksandar Živadinović, Ivana Kostić .................283

Endometriosis is associated with an increased whole-blood thrombogenicity detected  
by a novel automated microchip flow-chamber system (T-TAS®)

Malgorzata Kedzia, Maciej Osinski, Urszula Mantaj, Ewa Wender-Ozegowska...................................................................................................291

CoronaVac vaccine does not affect ovarian reserve

Ayşe Rabia Şenkaya, Zafer Çil, Ömür Keskin, Mehmet Emin Güneş, Deniz Can Öztekin .................................................................................298

ORIGINAL PAPERS 
OBSTETRICS

The importance of β-hCG values in prediction of the effectiveness  
of single dose methotrexate therapy in tubal ectopic pregnancy

Askın Yıldız, Oznur Bilge ..........................................................................................................................................................................................................303

Assessment of fetal thymus size and BMI in pregnant women with diabetes

Katarzyna Zych-Krekora, Mariusz Grzesiak, Piotr Kaczmarek, Sharon Perlman, Ron Bardin, Yinon Gilboa, Michal Krekora ..............309

Influence of Entonox (mixture of 50% nitrous oxide and 50% oxygen)  
on physiological labor and neonatal outcome in own material

Piotr Minowski, Malgorzata Swiatkowska-Freund, Krzysztof Preis ..........................................................................................................................315

Novel marker to predict rupture risk in tubal ectopic pregnancies: the systemic immune-inflammation index

Kemal Dinc, Gizem Issın ..........................................................................................................................................................................................................320

REVIEW PAPER 
OBSTETRICS

Implantation of embryos. The way for the improvement of the cumulative life birth rate (CLBR)  
in the assisted reproductive technology (ART)

Marian Szamatowicz, Jacek Szamatowicz ........................................................................................................................................................................326

RECCOMENDATIONS

The Urogynecology Section of the Polish Society of Gynecologists and Obstetricians Guideline  
for the diagnostic assessment of stress urinary incontinence in women

Edyta Wlazlak, Magdalena E. Grzybowska, Tomasz Rechberger, Wlodzimierz Baranowski, Artur Rogowski,  
Pawel Miotla, Klaudia Stangel-Wojcikiewicz, Magda Krzycka, Tomasz Kluz, Elzbieta Narojczyk-Swiesciak,  
Bartlomiej Burzynski, Grzegorz Surkont ...........................................................................................................................................................................330

CLINICAL VIGNETTES

A case of successful delivery after IVF-ET in a patient with a history of full-thickness uterine rupture 
and subsequent reconstructive surgery

Monika Baczkowska, Artur Skowyra, Michal Ciebiera ..................................................................................................................................................337

Cervical molar pregnancy, profuse bleeding and urgent surgical treatment

Predrag Vukomanovic, Ranko Kutlesic, Jelena Milosevic Stevanovic, Ivana Djordjevic, Milan Stefanovic ...............................................339

VOL 94, NO 5

EDITORIAL

Acid–base parameters of umbilical cord blood as evidence in a criminal trials

Agnieszka Nowak, Agnieszka Drosdzol-Cop, Iwona Maruniak-Chudek, Elzbieta Chelmecka ......................................................................341



ORIGINAL PAPERS 
GYNECOLOGY

Ultrasound imaging of abdominal muscles activity among women with stress urinary incontinence:  
case-control study in Poland

Bartlomiej Burzynski, Piotr Gibala, Tomasz Jurys, Michalina Knapik, Agnieszka Mazur-Bialy, Piotr Bryniarski .......................................344

Risk factors for recurrence of gestational diabetes mellitus in southern Chinese women:  
a retrospective study

Yingshi Liang, Jingjin Gong, Xiao Chen, Guangqing Li, Xiaobin Lin, Jing He, Yi Chen, Ruixia Wu ...............................................................350

A contrastive study on the clinical efficacy and safety of laparoscopic myomectomy  
and high intensity focused ultrasound in the treatment of uterine fibroids

Yingqiang Ren, Yutan Li, Yuanfang Pu ........................................................................................................................................................................................358

ORIGINAL PAPERS 
OBSTETRICS

Prenatal echocardiography in Trisomy 18 — the key to diagnosis and further management  
in the second half of pregnancy

Aleksandra Nowakowska, Oskar Sylwestrzak, Iwona Strzelecka, Przemyslaw Oszukowski,  
Maria Responek-Liberska, Agnieszka Zalinska ...............................................................................................................................................................366

GnRH agonist administration as luteal support on the transfer day of single blastocyst  
in dual-triggered cycles

Ahmet Demir, Can Köse, Ebru Şahin Güleç, Pınar Türkmen, Emrah Töz, Nuri Peker .........................................................................................374

Sufentanil for carboprost-induced adverse reactions during cesarean delivery under combined 
spinal-epidural anesthesia

Qian Hu, Jin Guo, Peng Bai, Xue Xiao, Teng He, Pei Yang, Huafeng Li, Lin Zhang ..............................................................................................379

Comparison of the clinical characteristics, glycemic control, and pregnancy outcomes between  
women with gestational diabetes mellitus in waves I and III of the COVID-19 pandemic:  
a reference center report

Magdalena Wilk, Magdalena Kwiatkowska, Michal Kania, Radoslaw Dziedzic, Adam Stepien,  
Katarzyna Cyganek, Hubert Huras, Maciej T. Malecki ...................................................................................................................................................389

The predictive value of the first trimester combined test for gestational diabetes mellitus

Aşkin Yildiz, Simge Tezel Yozgat, Hakan Cokmez, Fatma Şebnem Yildiz ...............................................................................................................395

Association of tissue inhibitor of metalloproteinase-3 (TIMP-3) serum level and its genetic polymorphism  
with pregnancy outcome of patients undergoing in vitro fertilization and embryo transfer

Mahdis Meraji Masouleh Moghaddam, Farhad Mashayekhi, Ziba Zahiri, Akram Eidi ......................................................................................400

Evaluation of the effect of multi-dose methotrexate therapy on ovarian reserve in ectopic pregnancies:  
is polycystic ovarian morphology a protective condition for ovarian reserve?

Furkan Çetin, Neslihan Bayramoğlu Tepe, Ali İrfan Kutlar ..........................................................................................................................................407

RECCOMENDATIONS

Guidelines of the Polish Society of Gynecologists and Obstetricians on the diagnosis and treatment  
of iron deficiency and iron deficiency with anemia

Piotr Sieroszewski, Dorota Bomba-Opon, Wojciech Cnota, Agnieszka Drosdzol-Cop, Marek Gogacz,  
Mariusz Grzesiak, Hubert Huras, Artur Jakimiuk, Piotr Kaczmarek, Sebastian Kwiatkowski,  
Radzislaw Mierzynski, Wlodzimierz Sawicki, Agnieszka Seremak Mrozikiewicz, Rafal Stojko,  
Miroslaw Wielgos, Ewa Wender-Ozegowska, Mariusz Zimmer, Marta Konieczna .............................................................................................415



CLINICAL VIGNETTES

Natural history of hepatic subcapsular hematoma in mild pre-eclampsia

Wojciech Szanecki, Mateusz Klimek, Karolina Kowalczyk, Krzysztof Nowosielski .............................................................................................423

Cesarean scar pregnancy complicated by uterine wall sequestration

Justyna Rybka, Slawomir Wozniak, Tomasz Paszkowski, Piotr R. Szkodziak .........................................................................................................425

VOL 94, NO 6

EDITORIAL

It’s high time to change our management of gestational diabetes

Dorota A. Bomba-Opon ..........................................................................................................................................................................................................427

ORIGINAL PAPERS 
GYNECOLOGY

Expression and clinical significance of lncRNA non-coding RNA activated by DNA damage (NORAD)  
in patients with gestational hypertension 

Zhengjiao Liang, Li Wang .......................................................................................................................................................................................................429

Survivin expression at the mRNA level in tumors and the protein concentration in the serum  
and peritoneal fluid in patients with serous ovarian tumors

Celina Kruszniewska-Rajs, Marta Smycz-Kubanska, Barbara Strzalka-Mrozik, Jaroslaw Strzelczyk,  
Wojciech Szanecki, Andrzej Witek, Joanna Gola, Aleksandra Mielczarek-Palacz ...............................................................................................435

Investigation of serum enzyme activities and oxidative stress markers in preeclampsia:  
a multiparameter analysis

Sahabettin Selek, Ayse Zehra Gul, Nil Atakul, Sedat Meydan, Ufuk Sarikaya, Fatmanur Koktasoglu, Metin Demirel ...........................442

Ovarian teratoma-associated anti-N-methyl-D-aspartate receptor encephalitis:  
a clinical analysis of 5 cases

Lidan He, Xia Zhang, Jianbo Wu ...........................................................................................................................................................................................451

Improving pregnancy rate in infertile patients with polycystic ovarian syndrome receiving clomiphene  
citrate and cabergoline in euprolactinomic women in single cycle treatment

Suha J. Witwit ..............................................................................................................................................................................................................................456

Could soluble L1 cell adhesion molecule (sL1CAM) in serum be a new biomarker for endometrial cancer?

Emre Sertel, Merve Demir, Sare Dogan, Aydin Corakci ................................................................................................................................................463

The relationship between serum FSH level and ovarian response during controlled ovarian stimulation

Ping-Ping Sun, Yue-Min Zhang, Hai-Ying Zhu, Na Sun, Hua-Gang Ma ...................................................................................................................470

ORIGINAL PAPERS 
OBSTETRICS

The effect of anti-pandemic measures on some aspects of obstetric care in a single  
obstetric unit in the Slovak Republic

Jozef Zahumensky, Petra Psenkova, Michaela Ostatnikova, Zuzana Chvalna, Natalia Dominova, Miroslava Jurcisinova ..................476

Peripartum prolactin and cortisol level changes. A prospective pilot study

Katarzyna M. Wszolek, Karolina Chmaj-Wierzchowska, Malgorzata Piet, Agata Tarka, Marek Chuchracki,  
Magdalena Muszynska, Blazej Meczekalski, Maciej Wilczak  .....................................................................................................................................484



Hemoptysis during pregnancy: a comprehensive review of literature and an unprecedented  
case report of oropharyngeal carcinoma

Natalia Mazur, Jakub Osowski, Ewa Gostkowska, Dominik Stodulski, Boguslaw Mikaszewski, Dariusz Wydra ......................................491

Perinatal and neonatal outcomes of adolescent pregnancies over a 10-year period

Bahadir Yazicioglu, Nazan Yurtcu, Huri Guvey, Canan Soyer Caliskan, Samettin Celik, Andrea Tinelli .......................................................500

CLINICAL VIGNETTES

Advanced ovarian cancer imitating deep infiltrating endometriosis. Radical resection and reconstructive 
surgery of the anterior abdominal wall

Patrycja Stec, Anna Rygula, Marcin Jedryka, Rafal Matkowski, Piotr Lepka .........................................................................................................507

Vulvar sebaceous hyperplasia — a problematic dermatosis of the vulva

Konrad Gorski, Lidia Korczynska, Beata Spiewankiewicz, Krystyna Swiderska,  
Monika Baczkowska, Artur Skowyra, Michal Ciebiera ..................................................................................................................................................509

VOL 94, NO 7

ORIGINAL PAPERS 
GYNECOLOGY

Clinical efficacy of thermocoagulation in women with biopsy-confirmed cervical low-grade squamous 
intraepithelial lesions (LSILs) or less after colposcopy referral

Xiaoying Chen, Jian An, Jianfang Zhu ................................................................................................................................................................................511

Analysis of serum homocysteine concentration in patients less than 35 years of age  
with polycystic ovary syndrome and hyperandrogenism 

Ting Li, Rui-Jie Wu, Qian-Qian Liang, Li-Na Niu, Yun Shang, Li-Ming Xue .............................................................................................................518

Does body mass index affect anti-mullerian hormone levels in girls and adolescents?

Iwona J. Czech, Miroslaw Partyka, Agnieszka Drosdzol-Cop .....................................................................................................................................524

Expression of heat shock proteins HSPA1A, HSPA1B and TP53 in vulval lichen planus  
and vulval lichen sclerosus

Adrianna Marzec, Aleksandra Augusciak-Duma, Dominika Kupny-Bujoczek, Lukasz Witek, Anita Olejek, Iwona Gabriel .................527

ORIGINAL PAPERS 
OBSTETRICS

Placenta accreta spectrum surgery with the Joel Cohen incision for abdominal access:  
a single-center experience

Selim Buyukkurt, Mete Sucu, Irem Hatipoglu, Ferda Ozlu, Hakki Unlugenc, Cuneyt Evruke, Cansun Demir ..........................................532

Influence of gestational diabetes mellitus on outcomes of preinduced labour  
with dinoprostone vaginal insert

Magdalena Kolak, Katarzyna Skibinska, Magda Rybak-Krzyszkowska,  
Agnieszka Micek, Tomasz Gora, Hubert Huras, Andrzej P. Jaworowski ..................................................................................................................539

Clinical study on the effect of remifentanil patient-controlled intravenous labor  
analgesia compared to patient-controlled epidural labor analgesia

Haibing Li, Hui Li, Yibing Yu, Yan Lu ....................................................................................................................................................................................544

Complications of planned home births in the Czech Republic

Petr Krepelka, Hynek Herman, Petr Velebil, Alena Mechurova, Jiri Hanacek, Zbynek Stranak, Jaroslav Feyereisl .................................552



Effects of unilateral apical sling and laparoscopic sacrocolpopexy on the outcome in women  
with apical prolapse: randomised trial

Botagoz Aitbayeva, Serik Iskakov, Yelena Lushchaeva, Galymzhan Toktarbekov, Kamilla Kenbayeva ......................................................559

REVIEW PAPERS 
OBSTETRICS

Severe course of COVID-19 in pregnant woman and newborn’s alloimmune thrombocytopenia 
— case study and review of the literature

Angelika Piotrowska-Gwizdak, Karolina Krajewska, Hanna Blaszczyk, Anna Gluszko,  
Konstanty Szuldrzynski, Waldemar Wierzba, Artur J. Jakimiuk.................................................................................................................................565

Lactoferrin supplementation during pregnancy — a review of the literature and current recommendations

Paulina Gawel, Barbara Krolak-Olejnik ...............................................................................................................................................................................570

CLINICAL VIGNETTES

The analysis of the therapeutic decisions in a patient with gigantic ovarian leiomyoma

Tomasz Sylwestrzak, Jaroslaw Debniak, Dariusz Wydra, Tomasz Jastrzebski ......................................................................................................581

Ectopic pregnancy after pancreas-kidney transplantation

Dariusz Kowalczyk, Kamil Kowalczyk, Robert Peterek, Karolina Piskorowska, Karolina Kowalczyk ............................................................583

VOL 94, NO 8

EDITORIAL

Endometriosis — a systematic and interdisciplinary approach

Pawel Basta, Harald Krentel ...................................................................................................................................................................................................585

ORIGINAL PAPERS 
GYNECOLOGY

Learning curve analysis of single-site incision laparoscopic adnexal surgery performed by a single surgeon

Sang Wook Yi ...............................................................................................................................................................................................................................587

Quality of life in patients with overactive bladder following botulinum toxin treatment:  
a preliminary report

Agnieszka Licow, Sylwester Ciecwiez, Agnieszka Brodowska ...................................................................................................................................593

Postoperative gynecologic oncology admissions to intensive care unit in the tertiary care center:  
an eight-year retrospective study

Pawel Krawczyk, Dominika Trojnarska, Rafal Baran, Tomasz Lonc, Rafal Swistek, Pawel Tyszecki, Robert Jach ......................................599

ORIGINAL PAPERS 
OBSTETRICS

The Polish women’s experience and level of knowledge about fertility and its disorders 
— a cross-sectional study

Weronika Knap-Wielgus, Aleksanra Zygula, Magdalena Malec, Miroslaw Wielgos, Iwona Szymusik .........................................................605

The effect of hCG day progesterone in 1318 cycles on pregnancy outcomes: ongoing discussion

Özlem Kayacık Günday, Oya Aldemir, Runa Özelçi, Serdar Dilbaz, Emre Başer, Özlem Moraloğlu Tekin ...................................................616



Alternative technique of intrauterine myelomeningocele repair to decrease the incidence 
of unfavorable maternal and fetal outcomes

Tomasz Horzelski, Ewa I. Horzelska, Mateusz Zamlynski, Jacek Zamlynski,  
Agnieszka Pastuszka, Adrianna Marzec, Anita Olejek ..................................................................................................................................................625

Serum MOTS-c levels remain unchanged in patients with preeclampsia

Abdullah Tok, Serdar Ozer, Omer Faruk Kandilcik, Filiz Alkan-Baylan ....................................................................................................................633

Role of serum metalloproteinases 2 and 9 to assess the severity of COVID-19 in pregnant women: 
a prospective cross-sectional study

Esra Can, Isil Turan Bakirci, Huri Bulut, Filiz Yarsilikal Guler, Ali Cetin ......................................................................................................................638

Factors associated with fetal growth restriction and small for gestational age newborns

Jovana Milosavljevic, Ana Pejcic, Petar Arsenijevic, Aleksandra Dimitrijevic,  
Milos Milosavljevic, Ivana Zivanovic Macuzic, Milica Milentijevic, Slobodan Jankovic ........................................................................................ 645

Leptin/SFRP5 ratio as a potential predictor of postpartum weight retention. A prospective pilot study

Monika Ruszala, Jolanta Patro-Malysza, Zaneta Kimber-Trojnar, Bozena Leszczynska-Gorzelak .................................................................654

REVIEW PAPER 
OBSTETRICS

Physical activity and pelvic floor muscle training during pregnancy: review of international recommendations

Joanna Banys-Kotomska, Maggie Banys-Paluchowski, Jan Korzeniewski, Michal Pomorski .........................................................................663

RECCOMENDATIONS

Guidelines of the Polish Society of Gynecologists and Obstetricians, the Polish Society for Vaccinology,  
and the Polish Society for Family Medicine on vaccinating women with reproductive plans  
and pregnant or breastfeeding women

Agnieszka Seremak-Mrozikiewicz, Aneta Nitsch-Osuch, Krzysztof Czajkowski, Krzysztof Drews, Hubert Huras,  
Jaroslaw Kalinka, Ernest Kuchar, Bozena Leszczynska-Gorzelak, Agnieszka Mastalerz-Migas, Malgorzata Swiatkowska-Freund, 
Miroslaw Wielgos, Hubert Wolski, Jacek Wysocki, Mariusz Zimmer, Piotr Sieroszewski ..................................................................................670

CLINICAL VIGNETTE

Femoral artery blowout syndrome following radical vulvectomy and radiation therapy

Nebojsa Videnovic, Jovan Mladenovic, Milanka Tatic, Jelena Videnovic, Ranko Zdravkovic .........................................................................683

VOL 94, NO 9

EDITORIAL

Aspects of gynaecological care for individuals with a transmasculine identity

Katarzyna Zborowska, Violetta Skrzypulec-Plinta .........................................................................................................................................................685

ORIGINAL PAPERS 
GYNECOLOGY

Comparison of the efficacy of pharmacological and nonpharmacological treatments in women  
with primary dysmenorrhea: randomized controlled parallel-group study

Gizem Boztaş Elverişli, Nurcan Armağan, Esra Atilgan.................................................................................................................................................687

Modified segmental bowel resection technique in deep infiltrating endometriosis. Is it a suitable method  
to reduce the risk of bowel leakage after an extensive complex surgery?

Ewa Milnerowicz-Nabzdyk, Krzysztof Nowak, Weronika Ogonowska, Maja Mrugala, Tomasz Sachanbinski ..........................................698



ORIGINAL PAPERS 
OBSTETRICS

Does asymptomatic/uncomplicated SARS-CoV-2 infection during pregnancy increase the risk  
of spontaneous preterm birth?

Pınar Kumru, Seyhan Hidiroglu, Ebru Cogendez, Habibe Ayvaci, Betül Yilmazer, Hümeyra Erol, Oya Demirci, Pınar Ay ....................704

Increased risk of low infant birth weight in pregnant women with low PAPP-A values measured  
in the first trimester

Jozef Krawczyk, Piotr Ratajczak, Stefan Sajdak ...............................................................................................................................................................714

Retrospective evaluation of outcomes of vaginal birth after caesarean section in a tertiary center:  
a single-center study from Türkiye

Aytaj Jafarzade, Sveta Aghayeva, İpek Ulu, Osman Ufuk Ekiz, Tamer Mungan, Aydan Biri .............................................................................721

A novel prenatal index predicting the probability of neonatal intensive care in pregnants:  
amnion progesterone receptor to alfa fetoprotein rate

Seyma Banu Arslanca, Tolga Ecemis, Ozgur Sahin, Sevgi Ayhan,Tufan Arslanca, Gamze Sinem Yucel ......................................................727

Epidural analgesia: effect on labor duration and delivery mode — a single-center cohort study

Aleksandra Olszynska, Zofia Di Martino, Agnieszka Pawlowska, Stepan Feduniw,  
Jan Modzelewski, Anna Kajdy, Dorota Sys, Grazyna Baczek, Michal Rabijewski ................................................................................................733

The efficacy of three regimes of uterotonic agents for prevention of postpartum blood loss  
at undergoing cesarean section: a prospective randomized clinical trial

Çağlar Çetin, Hanife Rana Dural, Pınar Özcan, Fatma Basak Tanoglu, Mehmet Serdar Kütük, Özge Pasin, Seda Ateş..........................741

REVIEW PAPERS 
GYNECOLOGY

Depression and anxiety in patients with pelvic floor disorders

Urszula Kalata, Michal M. Jarkiewicz, Ewa M. Barcz .......................................................................................................................................................748

A rare case of uniparental isodisomy of chromosome 7 without phenotypic anomalies

Xiaoli Zeng, Fang Liu, Yunfan Xu, Fangfang Liu ..............................................................................................................................................................752

REVIEW PAPER 
OBSTETRICS

Optimization of the cosmetic appearance of skin scar after caesarean section — part I: obstetric practice

Daniel P. Wolder, Grzegorz M. Swiercz, Agata Michalska, Justyna Pogorzelska ..................................................................................................754

RECCOMENDATIONS

Recommendations of the Polish Society of Gynaecologists and Obstetricians, Polish Paediatric Society,  
Polish Society of Family Medicine, Polish Society of Vaccinology, Polish Society of Oncological Gynaecology  
and Polish Society of Colposcopy and Pathophysiology of the Uterine Cervix on prophylactic vaccinations 
against infections with human papillomaviruses in Poland

Andrzej Nowakowski, Robert Jach, Leszek Szenborn, Mariusz Bidzinski, Teresa Jackowska, Jan Kotarski,  
Agnieszka Mastalerz-Migas, Aneta Nitsch-Osuch, Jaroslaw Pinkas, Wlodzimierz Sawicki, Piotr Sieroszewski,  
Maciej Stukan, Jacek Wysocki ...............................................................................................................................................................................................759

CLINICAL VIGNETTE

A case report of laparoscopic pectopexy in a patient with an ectopic kidney  
and POP-Q III grade apical prolapse

Paulina Szymczak , Dariusz G. Wydra .................................................................................................................................................................................768



VOL 94, NO 10

EDITORIAL

Pelvic organ prolapse surgery. What techniques should be used?

Ewa M. Barcz ................................................................................................................................................................................................................................771

ORIGINAL PAPERS 
GYNECOLOGY

Use of autologous fascia in midurethral sling surgeries; comparison of transobtrator and retropubic ways

Harun Ozdemir, Yunus Colakoglu, Kemal Topaloglu, Emin Taha Keskin, Metin Savun,  
Ali Ayten, Alkan Cubuk, Abdulmuttalip Simsek .............................................................................................................................................................773

Microvesicles released from ectopic endometrial foci as a potential biomarker of endometriosis

Magdalena Kajdos, Jacek Szymanski, Hanna Jerczynska, Tomasz Stetkiewicz, Jacek R. Wilczynski ...........................................................780

Comparison of the clinical characteristics and prognosis between clear cell carcinomas  
and high-grade serous ovarian carcinomas

Shixiang Dong, Fengsheng Yu, Yutong Liu, Xiao Yu, Xin Sun, Wenjie Wang, Yankui Wang .............................................................................792

Evaluating the risk of malignancy in adnexal masses: validation of O-RADS  
and comparison with ADNEX model, SA, and RMI

Rongling Wang, Zongli Yang .................................................................................................................................................................................................799

The impact of splenectomy and diaphragmatic surgery on perioperative morbidity  
and overall survival of ovarian cancer patients

Artur Skowyra, Sebastian Szubert, Tomasz Rajs, Blazej Nowakowski, Lukasz Wicherek .....................................................................................807

FOXP3-positive cell infiltration in the chorionic villi is increased in the placenta accreta  
and decreased in the placental abruption

Magdalena M. Dutsch-Wicherek, Blazej Nowakowski, Jan Faryna,  
Krystyna Galazka, Michal Lew-Starowicz, Sebastian Szubert ....................................................................................................................................816

Prognostic significance of omental disease and the role of omentectomy  
in non-endometrioid endometrial cancer 

Sevtap Seyfettinoglu, Ghanim Khatib, Umran Kucukgoz Gulec, Ahmet Barıs Guzel, Derya Gumurdulu, Mehmet Ali Vardar ..........823

ORIGINAL PAPERS 
OBSTETRICS

SARS-CoV-2 infection during pregnancy — single-center retrospective study

Malgorzata Skalska-Swistek, Magdalena Kolak, Andrzej P. Jaworowski, Rafal Swistek, Agnieszka Micek, Hubert Huras ...................831

The clinical significance of electronic fetal heart rate monitoring in twins

Anna Dera-Szymanowska, Martyna Polska, Wieslaw Markwitz, Jerzy Moczko, Nikodem Horst, Krzysztof Szymanowski..................839

Plasma Lnc-UCA1/miR-138 axis as a potential biomarker for gestational diabetes mellitus 
and neonatal prognosis

Bingjie Leng, Feifei Chen, Min Li, Heng Yin, Guoqiang Sun, Yun Zhao ..................................................................................................................845

Anterior uterocervical angle: is it an ultrasonographic screening tool that estimates the latent phase duration  
in post term pregnancies?

Nefise Nazlı Yenigul, Fedi Ercan, Hakan Sager, Elif Yuce Bilgin, Emin Ustunyurt .................................................................................................852



REVIEW PAPER 
GYNECOLOGY

Diagnosis and management of vaginal leiomyoma: a case report and literature review

Mingqian Chen, Yunfei Li, Yugang Chi, Enlan Xia ..........................................................................................................................................................858

CLINICAL VIGNETTE

The 12-year-old-girl with imperforate hymen

Katarzyna Wilk, Maja Zieba-Domalik, Karolina Kowalczyk, Rafal Stojko, Agnieszka Drosdzol-Cop ............................................................862

VOL 94, NO 11

EDITORIAL

Uterus preserving surgery for placenta accreta spectrum: some clarifications

Shigeki Matsubara, Hironori Takahashi .............................................................................................................................................................................865

ORIGINAL PAPERS 
GYNECOLOGY

Prospective analysis of the impact of adjuvant treatment with external beam radiation therapy  
and vaginal brachytherapy on health-related quality of life in patients with early-stage endometrioid 
endometrial carcinoma

Adam Kluska, Bartlomiej Tomasik, Malgorzata Moszynska-Zielinska, Leszek Zytko,  
Natalia Tracz, Michal Spych, Jacek Fijuth, Leszek Gottwald .......................................................................................................................................867

Development and validation of a performance assessment checklist for insertion  
of an intra-uterine device (IUD)

Stephanie Mignot, Anne-Charlotte Berthome, Marion Andre, Cyril Breque,  
Jean-Pierre Richer, Daniel Aiham Ghazali, Denis Oriot ................................................................................................................................................874

The correlation of vitamin D level with body mass index in women with polycystic ovary syndrome

Artur Nowak, Mariusz Wojtowicz, Kamil Baranski, Dominika Galczynska, 
Jakub Daniluk, Dagmara Pluta .............................................................................................................................................................................................883

Postpartum stress urinary incontinence: a clinical study of 6,302 cases in Jiangsu Province

Xiao-Xia Chang, Ling Ling, Hong-Ju Gao, Yu-Mei Jiang, Mei-Qin Jiang,  
Yu-Rong Hua, Ai-Hua Huang, Jie Peng, Ya-Jun Lu, Rui-Jia Yang, Jie Wu .................................................................................................................889

The effect of suture materials with different absorption times on isthmocele: a retrospective study

Selcuk Yetkinel, Pinar Caglar Aytac, Hakan Kalayci, Tayfun Cok, Gulsen Dogan Durdag,  
Didem Alkas Yaginc, Safak Yilmaz Baran, Songul Alemdaroglu, Esra Bulgan Kilicdag .....................................................................................897

The use of CO2 laser in vulvar lichen sclerosus treatment — molecular evidence

Adrianna Marzec, Anita Olejek, Kamila Stopinska, Wojciech Cnota, Iwona Gabriel..........................................................................................903

Accessory cavitated uterine mass (ACUM) as a miniature uterine anomaly causing severe lateralized 
dysmenorrhea: case series 

Weronika Zajaczkowska, Karina Kapczuk .........................................................................................................................................................................907

ORIGINAL PAPERS 
OBSTETRICS

The evaluation of serum brain-derived neurotrophic factor levels in pregnant women  
with hyperemesis gravidarum 

Busra Demir Cendek, Betul Tokgoz Cakir, Rahime Bedir Fındık, Mujde Can Ibanoglu,  
Melahat Yildirim, Huseyin Tugrul Celik, Ayse Filiz Yavuz..............................................................................................................................................913



Prenatal karyotype results from 2169 invasive tests

Hanna Moczulska, Marta Chrzanowska-Steglinska, Beata Skoczylas, Katarzyna Wojda, Maciej Borowiec, Piotr Sieroszewski ........918

Assessment of the birth status of children born by elective caesarean section before  
and after 39 weeks of gestation following in vitro fertilization

Marek Pokulniewicz, Marcin Januszewski, Kamil Pluta, Alicja Jakimiuk, Tomasz Oleksik, Joanna Zytynska-Daniluk, 
Malgorzata Santor-Zaczynska, Artur Jakimiuk ...............................................................................................................................................................922

Is the expression of placental epithelial and lymphoid markers associated  
with the perinatal outcomes in preeclampsia?

Zeynep Bayramoğlu, Sibel Özler ..........................................................................................................................................................................................929

REVIEW PAPER 
GYNECOLOGY

Sexual function in women with pelvic organ prolapse and surgery influence on their complaints

Magdalena Zietarska-Cisak, Aneta Zwierzchowska, Ewa Barcz, Edyta Horosz ...................................................................................................939

CLINICAL VIGNETTE

Successful treatment of interstitial ectopic pregnancy using methotrexate

Ibrahim A. Abdelazim, Svetlana Shikanova, Mohamed H. Farag, Bakyt Karimova ............................................................................................944

VOL 94, NO 12

EDITORIAL

Cervical cancer — a preventable (?) disease in Poland

Andrzej Nowakowski ...............................................................................................................................................................................................................947

ORIGINAL PAPERS 
GYNECOLOGY

Expression profiles of human somatic mesenchymal stem cells derived from fresh endometrium,  
ectopic-endometrium and umbilical cord

Chunmei Li, Tong Wang, Suiyu Luo, You Wu, Yan Song, Ying Su, Yuhui Zhang, Yuanyuan Zhang, Guangzhi Liu, Lu Wang ................950

The impact of limited access of photodynamic therapy during COVID-19 pandemic on patients  
with vulvar lichen sclerosus

Magdalena A. Bizon, Aleksandra Ostrowska, Anna Wieczorek, Wlodzimierz Sawicki ......................................................................................959

Retained products of conception — a retrospective analysis of 200 cases of surgical procedures 
for the diagnosis of residua postpartum

Petr Velebil, Lucie Hajkova Hympanova, Hynek Herman, Michal Emingr, Petr Krepelka, Jiri Hanacek ......................................................967

ORIGINAL PAPERS 
OBSTETRICS

The amenorrhea as a protective factor for healing of hysterotomy — a retrospective analysis  
one year postpartum

Hynek Herman, Petr Velebil, Iva Urbankova, Petr Krepelka, Michal Emingr, Lucie Hympanova, Ladislav Krofta, Jiri Hanacek .........972

Application of virtual reality technology combined with moderate perineal protection  
in natural childbirth

Jinqiu Xie, Qingxiang Zen ......................................................................................................................................................................................................978



Comparison of labor duration of induced labor with dinoprostone insert vs spontaneous labor

Katarzyna A. Skibinska, Magdalena Kolak, Agnieszka Micek, Hubert Huras, Andrzej Jaworowski .............................................................984

Investigating the predictive role of uterocervical angle in predicting preterm labor  
in singleton pregnancies: a meta-analysis

Nefise Nazli Yenigul, Burcu Dincgez, Arda Uzunoglu, Ilker Ercan ............................................................................................................................990

REVIEW PAPERS 
GYNECOLOGY

MicroRNAs (miRNAs) and long non-coding RNAs (lncRNAs) in endometriosis — review of literature

Tomasz Szaflik, Hanna Romanowicz, Krzysztof Szyllo, Beata Smolarz ...................................................................................................................997

Personalized embryo transfer (pET) guided by endometrial receptivity (ER) assessment  
— a possibility to increase effectiveness of in vitro fertilization (IVF) procedures.  
Review of available methods

Aleksandra Urban, Damian Warzecha, Piotr Laudanski, Bronislawa Pietrzak, Miroslaw Wielgos .............................................................. 1004

RECCOMENDATIONS

Guidelines of the Polish Society of Gynecologists and Obstetricians on the obstetric care  
of women with obesity

Dorota Bomba-Opon, Pawel Gutaj, Malgorzata Kedzia, Bozena Leszczynska-Gorzelak, Agata Majewska,  
Sandra Radzicka, Pawel Stanirowski, Ewa Wender-Ozegowska ............................................................................................................................ 1011

CLINICAL VIGNETTES

Large left heart ventricle — difficulties in recognizing the Aorto-left ventricular tunnel (ALVT)

Jakub Staniczek, Agata Michalczyk, Rafal Stojko, Agata Wloch............................................................................................................................. 1030

A biologically “old” breast cancer subtype in a very young woman: a plea of ignorance

Marcin Sniadecki, Magdalena Krajewska, Maria Stasiak, Aleksandra Walkiewicz, Pawel W. Guzik ........................................................... 1032

Postpartum hemorrhage as a result of acquired uterine arteriovenous fistula post-vaginal delivery 

Sijie Yi, Yuanhuan Xiong, Xia Jin, Xiuxiu Peng .............................................................................................................................................................. 1034



List of Reviewers 2023

Ewa Wender-Ożegowska

Artur Jakimiuk

Christopher Kobierzycki

Sławomir Wołczyński

Anna Bogacz

Mariusz Bidziński

Dariusz Borowski

Katarzyna Borszewska-Kornacka

Agnieszka Drosdzol-Cop

Mariusz Dubiel

Agata Karowicz-Bilińska

Tomasz Paszkowski

Jana Skrzypczak

Grzegorz Surkont

Małgorzata Świątkowska-Freund

Piotr Węgrzyn

Piotr Czuczwar

Michal Pomorski

Urszula Sioma Markowska

Jacek Wilczyński

Krzysztof Preis

Wojciech Cnota

Piotr Kaczmarek

Dorota Darmochwał-Kolarz

Sławomir Woźniak

Jakub Staniczek

Włodzimierz Sawicki

Aneta Adamiak-Godlewska

Jarosław Kalinka

Mirosław Wielgoś

Cihan Kaya

Rauf Melekoglu

Błażej Męczekalski

Hasan Ulubasoglu

Tomasz Kluz

Robert Jach

Michał Lipa

Agata Szpera-Goździewicz

Edyta Wlaźlak

Szymon Piątek

Sebastian Kwiatkowski

Jakub Młodawski

Ewa Woźniakowska

Eren Pek

Katarzyna Skorupska

İbrahim Karaca

Pawel Milart

Bożena Leszczyńska-Gorzelak

Arkadiusz Krzyżanowski

Pinar Bahat

Anna Stępniak

Dariusz Radomski

Rafał Stojko

Tomasz Fuchs

Joanna Budny-Wińska

Fuchs Anna

Paweł Mach

Anna Rosner-Tenerowicz

Michał Kunicki

Iwona Gabriel

Karol Bielasik

Ibrahim Abdelazim

Anna Różańska-Walędziak

Marek Gogacz

Elżbieta Poniedziałek-Czajkowska

Erol Arslan

Marcin Sadłocha

Beata Osiecka

Mufareh Asiri

Ewa Gabryś

li-dan He

Justina Rzewiczok

Jaroslaw Krzyzanowski

Iwona Gabriel

Stanisław Horak

Agnieszka Rychlik

Denis Querleu

Celina Kruszniewska-Rajs

Aleksandra Auguściak-Duma

Andrzej Nowakowski

Pluvio Coronado

Piotr Sobiczewski

Beata Kotowicz

Ewa Barcz

Furkan Çetin

Justyna Sejboth

Diana Massalska

Mateusz Zamłyński

Selim Buyukkurt

Ahmed Radwan

Ulku Mete Ural

Ahmed  Hargras

Ihab Serag

Paulina Dżugan



Dawid Serafin

Marek Adam Paul

Elif Gül Yapar Eyi

Hakan Timur

Miłosz Pietrus

Martina Angeles

Şevki Çelen

Merve Sezer Yıldırım

Sezai Vatansever

Rubén García-Fernández

Felix Boria

Murat Yassa

Magdalena Grzybowska

Atanu Bhattacharjee

Ahmet Sezer

Szubert Sebastian

Marta Szajnik

Mariusz Miśkiewicz

Dawid Konwant

Magdalena Chechlińska

Joanna Mazur

Michał Boroń



Zapraszamy do zapoznania się  
z ofertą IKAMED już teraz!

www.ikamed.pl

Ogromna oferta wydawnicza obejmująca  pozycje skierowane do lekarzy i pacjentów, książ-

ki autorów polskich i zagranicznych z dziedziny medycyny jest dostępna w jednym miejscu 

 — księgarni internetowej IKAMED!

dla lekarzy dla pacjentów

książki

rabaty dla  
stałych klientów

książki sprowadzane  
na zamówienie

e–bookiczasopisma

sprzęt medyczny

dla studentów

%

| OGLĄDAJ 
TERAZ

MULTIMEDIALNA  
PLATFORMA  

WIEDZY MEDYCZNEJ

• Ponad 5000 wyemitowanych nagrań

• Ponad 300 transmitowanych konferencji 

• Ponad 2000 współpracujących z nami specjalistów

• Ponad 1600 godzin materiałów wideo

Dostęp do najlepszej wiedzy medycznej
w ramach jednej prostej opłaty.

Warto skorzystać już dziś!

www.tvmed.pl



G
I

N
E

K
O

L
O

G
I

A
 P

O
L

S
K

A
 2

0
2

3
,

 V
O

L
 9

4
,

 N
O

 1
2

,
 P

A
G

E
S

 9
4

7
–

1
0

3
5

ORIGINAL PAPERS
Expression profiles of human somatic 
mesenchymal stem cells derived from fresh 
endometrium, ectopic-endometrium  
and umbilical cord
Chunmei Li, Tong Wang, Suiyu Luo, You Wu, Yan Song, Ying Su,  
Yuhui Zhang, Yuanyuan Zhang, Guangzhi Liu, Lu Wang

950

The impact of limited access of photodynamic 
therapy during COVID-19 pandemic on patients  
with vulvar lichen sclerosus
Magdalena A. Bizon, Aleksandra Ostrowska,  
Anna Wieczorek, Wlodzimierz Sawicki

959

Retained products of conception  
— a retrospective analysis of 200 cases  
of surgical procedures for the diagnosis  
of residua postpartum
Petr Velebil, Lucie Hajkova Hympanova, Hynek Herman,  
Michal Emingr, Petr Krepelka, Jiri Hanacek

967

The amenorrhea as a protective factor for healing 
of hysterotomy — a retrospective analysis  
one year postpartum
Hynek Herman, Petr Velebil, Iva Urbankova, Petr Krepelka,  
Michal Emingr, Lucie Hympanova, Ladislav Krofta, Jiri Hanacek

972

Application of virtual reality technology 
combined with moderate perineal protection  
in natural childbirth
Jinqiu Xie, Qingxiang Zen

978

Comparison of labor duration of induced labor with  
dinoprostone insert vs spontaneous labor
Katarzyna A. Skibinska, Magdalena Kolak, Agnieszka Micek, Hubert 
Huras, Andrzej Jaworowski

984

Investigating the predictive role of uterocervical 
angle in predicting preterm labor  
in singleton pregnancies: a meta-analysis
Nefise Nazli Yenigul, Burcu Dincgez, Arda Uzunoglu, Ilker Ercan

990

MicroRNAs (miRNAs) and long non-coding RNAs 
(lncRNAs) in endometriosis — review of literature
Tomasz Szaflik, Hanna Romanowicz, Krzysztof Szyllo, Beata Smolarz

997

GINEKOLOGIA
POLSKA

P O L I S H   G Y N E C O L O G Y

ORGAN POLSKIEGO TOWARZYSTWA GINEKOLOGÓW I POŁOŻNIKÓW 
THE OFFICIAL JOURNAL OF THE POLISH SOCIETY OF GYNECOLOGISTS AND OBSTETRICIANS

no 12/vol 94/2023

IF: 1.3, MEiN: 70

ISSN 0017–0011
e-ISSN 2543–6767

Edi te d s ince
1922

W ciągu roku wydajemy  
ponad 800 publikacji

Publikujemy  
blisko 50 czasopism

Organizujemy 
ponad 300 konferencji  
i webinariów rocznie

Udostępniamy  
około 3000 godzin filmów 
edukacyjnych

Obsługujemy
40 serwisów internetowych,  
oferujemy aplikacje mobilne

Prowadzimy  
księgarnię medyczną 
Ikamed

www.viamedica.pl @ViaMedicaMedicalInformation

OD PONAD 30 LAT  
AKTYWNIE UCZESTNICZYMY  
W ROZWOJU NAUKI  
I EDUKACJI MEDYCZNEJ.


	GP_12_2023__makieta
	GP_12_2023_okladka
	GP_12_2023__makieta
	GP_12_2023__srodki


	GP_2023_12_11_Bomba-Opon_Guidelines_97361
	GP_12_2023__makieta
	GP_12_2023_okladka




