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Summary. Improving the quality of life and health of pregnant women and their rational pharmacotherapy are the main
objectives of WHO. Ukraine occupies 72 place in terms of motherhood in the world.

We have analyzed and compared the national and international reports, guidelines on requirements for treatment and
prevention of preterm birth. We analyzed the real world data of the frequency of drug prescriptions using ABC / VEN
analysis based on medical records about drug prescriptions for pregnant women, diagnosed according to ICD-10 - O47.0.
We found that the most common in A group were drugs for 7 INN (14.58 % of total allocations) and the essential drugs
was only sodium chloride, which indicated that not enough rational use of funds of patients.

We studied the evidence data about progesterone for effective treatment of PB. Therefore, that is important to optimize
pharmaceutical care for pregnant women and rational use of medicines for effective pharmacotherapy of PB according

to current health technologies.
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Introduction. According to the report «State of the
World's Mothers 2014. Saving Mothers and Children in
Humanitarian Crises” (was prepared by International
Society “Save the Children”) state Ukraine has 72 place
(total — 178 states) in the world, depending on conditions
of motherhood, such as rates of maternal health,
educational, economic and political status of women
and children). Other countries, such as Belarus has 26,
Poland — 29, China — 61 place in this ranking [24].

Preterm birth (PB) is a serious medical, economical
and social problem. This pathology is quite common
among women in low-income countries, but in countries
with high level, for example in the United States, that
is also a significant problem. According to the WHO
newsletter (2016) the rate of PB is over 60 % in Africa
and South Asia [27, 28]. The global World Prematurity
Network, which includes organizations from Europe,
Africa, Australia, China, Latin America, Canada, United
States, has the main task to improve care and quality of
life of premature infants [25].

According to data of M. Delnold (2015) the prevalence
of PB is 5-10 % in Europe [6]. In Ukraine, there is still no
official data on PB. Last data was published in 2008, it
showed the prevalence 12—46 % and morbidity — 4.0-4.5
% in 2014 [ 7, 13]. Pharmaceutical aspects of pregnant
women in the hospital and using ABC VEN analysis were
studied. Some aspects of pharmacoeconomic analysis
«cost-effectiveness» for treatment of threatened
abortion were elaborated in Ukraine [22].

Research methods. The aim of this article was to
analyze the economical, social aspects of PB in the world

and Ukraine. Also, we studied the real world data on
prescribing of drugs for the pregnant with threatened PB,
and determined a financial cost for therapy, using ABC/
VEN-analysis and the effectiveness rates according to
evidence data for progestogens for PB treatment. We
used content-analysis for recommendations, ABC/VEN
analysis for drug prescriptions, systematic review of
data.

Results and discussion. According to WHO
Preterm Birth, defined as birth before 37 weeks of
gestation, is the single most important determinant of
adverse infant outcomes, in terms of survival and quality
of life.. There are sub-categories of preterm birth, based
on gestational age: extremely preterm (less 28 weeks),
very preterm (28-32 weeks), moderate to late preterm
(32—-37 weeks) [26, 27]. Globally, it is the leading cause
of perinatal and neonatal mortality and morbidity.

WHO published the new “Recommendations on
interventions to improve preterm birth outcomes” in
2015. This guideline was developed using standard
operating procedures which can improve the chances
of survival and health outcomes for preterm infants. The
recommendations include the evidence-based health
technologies provided to the mother —for example steroid
injections before birth, antibiotics when her water breaks
before the onset of labour, and magnesium sulfate to
prevent future neurological impairment of the child. As
well as interventions for the newborn baby — for example
thermal care (e.g. kangaroo mother care when babies
are stable) , safe oxygen use, other treatments, and the
Cochrane systematic reviews were used primarily.
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Every year for nearly 15 million babies are born
preterm (before 37 weeks), and this number is rising.
Preterm birth complications are the leading cause of
death among children under 5 years of age, responsible
for nearly 1 million deaths due to complications of
preterm birth in 2015. Globally, prematurity is the
leading cause of death in children under 5 years. And
in almost all countries with reliable data, preterm birth
rates are increasing. Many survivors face a lifetime of
disability, including learning disabilities and visual and
hearing problems. Also 75 % of them could be saved
with current, cost-effective health technologies.

Data indicated across 184 countries, the rate of
preterm birth ranged from 5 % to 18 % of babies born.
In low-income countries, 50 % of the babies born at or
below 32 weeks (2 months early) die due to a lack of
feasible, cost-effective health technologies, such as
warmth, and basic care for infections and breathing
difficulties. In high-income countries, almost all of these
babies survive.

According to the data of British premature baby
support charity Bliss, about one in eight babies, or
80000 a year, are born prematurely, of these, 17 000
need intensive care in UK. Among the children born very
prematurely (22 to 27 weeks), they found that mortality
rates among boys and girls were 5.3 and 9.7 times
higher in early childhood. In late childhood boys were
7.0 times more likely to die than other children. The most
surprising result was the high age in these boys and girls
where increased mortality was registered [18].

Premature infants have an increased risk of dying
in late childhood compared with healthy babies,they
are significantly less likely to have children themselves.
Mothers who were premature are more likely to give birth
early as well. Several conditions can lead to premature
delivery, including multiple pregnancy, gestational
diabetes, pre-eclampsia or a stressful events, but
about 30 % of premature births happen for no apparent
reasons [5, 18, 19, 21, 23].

Since 2004 the International Working Group to study
issues and prevention of PB, that is Preterm Birth
International Collaborative (PREBIC) was established.
In 2014 in Denmark the First European Congress
«Spontaneous premature labor» and the second
International symposium of PREBIC was held [19].

In May 2012 report “Born too soon. The global action
report on preterm birth” was published. The authors
were 45 international experts from 11 countries with
support of 50 organizations. This document consists of
6 sections, four of which are devoted to using of good
safe health technologies during pregnancy [11].

One of the latest protocols to improve treatment and
prevention PB are the WHO Recommendation (WHO
recommendations on interventions to improve preterm
birth outcomes, 2015) [27], NICE, 2015 (Preterm labour
and birth) [21]. In Ukraine there were approved the
Orders of Ministry of Health dated 31.12.2004 Ne 676,
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dated 03.11.2008 Ne 624, Ne 782 of 29.12.2005 on the
requirements for health technologies during pregnancy
and preterm birth [13 -15].

We ccompared the requirements for treatment of
preterm birth in these recommendations and protocaols,
the results are given in Table 1:

Our task was to analyze 102 medical records of
pregnant women which diagnosed with PB (ICD-
10: - 0O47.0)/ These patients were hospitalized in the
gynecology department of Lviv Regional Hospital in
2016, January-June. We founded that 62 pregnant
women were the first-time birth, 40 were second-time,
and the mean age was 27.3 years.

It was established that for PB treatment was
prescribed 75 trade names of drugs, corresponding
to 46 INN of drugs and 2 dietary supplements. Most
frequently pregnant women were receiving these drugs
top 10 in Figure 1.

In total, 689 prescriptions were made that on
average was 6.75 drugs per pregnant, which indicated
polypharmacy.

Using the ABC analysis, we evaluated the design
prescriptions of drugs, distributing drugs into three groups
depending on their consumption. Was determined that
the value of drugs, the average retail cost of packaging
on September 2016. The analysisof PB schemes
revealed that the group included 7 drugs from A group
for the INN (14.58 % of total prescriptions), which are
the most costly drugs. In the group C is 11 and includes
30 names on drugs INN, whose share of prescriptions
was 22.9 % and 62.5 %, respectively (Table. 1).

The analysis showed that among the drugs of
group A weree selected such subgroups LS: G03 —
“Hormones of sexual glands and the preparations, used
for the pathology of the sexual sphere”, BO5 — “Blood
substitutes and perfusion solutions”, A1l — “Vitamin”,
A03 “Drugs used in functional gastrointestinal
disorders”, G02 — “Other gynecological medicines”,
NO7- “Other drugs acting on the nervous system». The
largest share are sub V05 — a 26 appointments with
BO5X B and 68 appointments of BO5X A, as well as
preparations subgroup G03 and A1l — 89 appointments
and 70 respectively.

The highest cost was in group of progestogen drugs,
and that were 10 trade names, of which 5 were in
dosage forms for vaginal use, two dosage forms were
in injectable and oral forms. Prescriptions of drugs of
national producers amounted to 20 % of all prescriptions.

Next task was to analyze the evidence based
pharmacy data on the effectiveness of progestogens.
Because these drugs are prescribed most often for
private drug therapy according to the analysis of
medical records lists. We searched the evidence data in
PubMed. We founded the evidence of effectiveness for
vaginal progesterone for use in women with singleton
pregnancy and a short cervix [14, 17]. Internal use of
17a-hydroxyprogesterone kapronat appropriate for
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Table 1. Analysis of the requirements for prescribing for preterm birth

Document, year Group and/or drug Level of .
recommendation
Corticosteroids
WHO, 2015 For women, which have a risk of PB from 24 to 34 weeks and other requirements | Strong
For women which PB will be inevitable within 7 days of treatment, including in | Strong
the first 24 hours
For women with premature rupture of amniotic membranes and the lack of signs | Strong
of infection
Not recommended for women with a planned cesarean section at a late stage of | Middle
prematurity (34-36 + 6 weeks)
It's recommended for women with hypertensive disorders during pregnancy, | Strong
with up - and gestational diabetes who are at risk of PB
The first drug is Dexamethasone or Betamethasone, 24mg individual doses i/m. | Strong
T NICE, 2015 It's recommended for women with high risk or premature rupture of membranes | Not specified
in the period 23—-26+6weeks; 24—-25 +6 weeks; 26—33+6weeks; 34-35+6 weeks
vaginal. Repeated courses are only in some cases (the interval since the end of
last year, gestational age, birth opportunity for 48 hours).
Orders of | The use of Dexamethasone and Betamethasone is prescribed with doses and | Evidence level A
Ministry of | course of treatment
Health of | Not recommended for repeated courses Not specified
Ukraine When there is a current manifestation of severe infection not used Not specified
Tocolytics
WHO, 2015 Not recommended for women with a risk of fatal PB; to improve the outcomes | Middle
in newborns
NICE, 2015 Nifedipine is recommended for women at risk in the period 24-25 weeks, | Not specified
26-33 weeks vaginal. When contraindicated, then use the Oxytocin receptor
antagonists, is not recommended beta-mimetics
Orders of Ministry of - -
Health of Ukraine
Magnesium sulfate
WHO, 2015 It's recommended for women who are at risk of inevitable PB to 32 weeks of | Strong
pregnancy; to prevent cerebral palsy in children
NICE, 2015 It'is recommended for infants and for women who are at risk or PB possibility | Not specified
of them within 24 hours. in the period 24-29+6weeks.vaginal, 30-33+6
weeks, the scheme and doses are for pharmacotherapy
Orders of Ministry | It's indicated that no PB prevents and increased postnatal mortality Not specified
of Health of Ukraine
Progesteron
WHO,2015 - -
NICE, 2015 For women, which were a history of spontaneous PB or between 16-34 | Not specified
weeks, and 16-24 weeks vaginal. it was shown that cervical length less than
25 mm., as well as for women without a history of PB and with a short cervix
Orders of Ministry - -
of Health of Ukraine

women with a singleton pregnancy in history were PP
[8]. Effective pharmacotherapy for the presence of
a pregnant woman bleeding in the first trimester [9].
Dydrogesterone has more advantages compared with
vaginal progesterone in women who became pregnant
via IVF [10], and also reduces the risk of miscarriage
in women with suspected potential. Article 2016 shows
that the effectiveness of progesterone (30 mg) is for the
prevention of severe preeclampsia pregnant women
at high risk [14, 25]. Not recommended for primary

prevention private use 17a-hydroxyprogesterone
kapronat and vaginal progesterone forms in multiple
pregnancies, and 17a-hydroxyprogesterone kapronat
— women with multiple pregnancies with a short cervix.
[8] Also, supplementation of progesterone in the first 12
weeks of pregnancy is not an effective way to prevent
recurrent miscarriages [18]. However, research on
the effectiveness of the pregnant women are held,
also studied the impact on perinatal mortality, as final
conclusions are difficult to make.
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Panangin tab.
Natrii chloridum 400 ml sol. for inf.
Biolectra microgranules in packets
Tivortin Aspartatum sol. for oral use
No-Spatab.
Sermion Smg tab.
Dicynone sol. for inject.
Magnicum tab.
Canephron N tab.
Viburcol supp.
Tricardin heart drops
Asparcam tab.
Tivortin sol. for inf.
Sedasen tab.
Utrogestan 100 ml caps.
No-Spasol. for inject.
Papaverine-Darnitsa sol. for inject.
Gynipral sol. for inject.
Magnesii sulfas sol. for inject.
Valerian extr. tab.
Utrogestan 200ml caps.
Dexamethason sol. for inject.
Magne-B6 tab.
Natrii chloridum 200 ml sol. for inf.
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Figure 1. Frequency analysis of drug prescriptions for preterm birth (part)

For efficient and effective use of funds held by
us VEN-analysis of consumption of medicines. This
analysis divides drugs into three categories depending
on their importance for the treatment of certain diseases:
V — vital, E — necessary, N — minor, the importance of
taking such drugs is questionable. The distribution of
drugs to the appropriate category we conducted using
a formal approach; if the drug was in the State logbook
drug release 8 [5] and the National List of Essential
medicines [6], then attributed to the drug group V. When
the drug was only one of these lists, then — in group E,
in the absence of drugs in these documents — group N
(tabl.2).

It was established , that according to a retrospective
analysis of medical records the drug costs at the lowest

purchase prices were 75354.25 UAH, the cost per one
patient was 740 UAH in average.

The VEN analysis showed that 12 drugs on INN were
formed a Vital group, but the group of A/ V entered only
one drug , it's a sodium chloride. The largest number in
the group C were 9 drugs, though some of them, such
as magnesium sulfate, nifedipine, there are in these
documents as a preparations for tocolytic therapy. The
share of essential drugs is 43.8 % (21 drugs on INN, and
the non-essential are 31.3 % (15 drugs on INN).

Thenextstepwastoanalyzeadataregardingevidence-
based pharmacy on drug as progestogens. This group
is often prescribing for pharmacotherapy PB according
to our analysis of medical records. We used the results
of the latest evidence-based data that is presented in

Table 2. ABC — analysis of the consumption of drugs at risk of preterm birth

Group ABC Number of drugs on INN Consumption, UAH The share of expenditure (%)
A 7 60751.44 80.62
B 11 10749,5 14.27
C 30 3853.31 511
Total 48 75354.25 100.00
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searching network PubMed. Evidence-based data about
progesterone for vaginal application for women with
singleton pregnancy and a short cervix are presented
[2, 9]. Intravenous using of 17a-hydroxyprogesterone
capronate is appropriate for women with a singleton
pregnancy in PB history [1]. Effective implementation of
pharmacotherapy for the presence of a pregnant woman
bleeding in the first trimester [9]. Dydrogesterone has
more advantages compared with vaginal progesterone
in women who became pregnant via IVF [26], and also
reduces the risk of miscarriage in women with suspected
potential. In 2016 was published the results that showed
the effectiveness (30 mg) for the prevention of severe
preeclampsia pregnant women at high risk [12, 17].

Now it not recommended for primary prevention
use of 17a-hydroxyprogesterone capronate and
vaginal progesterone forms in multiple pregnancies,
and 17a-hydroxyprogesterone capronate for women
with multiple pregnancies with a short cervix [8] Also,
supplementation of progesterone in the first 12 weeks of
pregnancy is not found an effective method of prevention
of repeat abortions isn’t known [18]

However, research on the effectiveness of even
being pregnantand also studied theimpacton perinatal
mortality, so definitive conclusions difficult to do.
For effective use we made VEN analysis. It makes
it possible to distribute the drugs into 3 categories
depending on their importance for the treatment of this
disease: V — vital, E — essential, N — non-essential,
the importance of these drugs are questionable.
The distribution of drugs to the appropriate category
performed using a formal approach based on the
presence of drugs at the same time in the State
Formulary 8 edition [14], the National List of Essential
medicines [10], while the drug belonged to the group
V. When the drug was only one of the above document
then was in the group E, in the absence of drug in
these documents was in group N (Table 3).

The proportion of essential drugs was 43.75 % (21
drugs on INN), and the non-essentials were 31.25 %
(15 drugs on INN), such as Probiz Femina and Yodofol
belonged to the group C / N. So these prescriptions are
need to correct for optimization of efficacy and safety of
PB.

Table 3. Results of ABC / VEN analysis of drug prescribing for pregnant women with threatened PB (part of study)

ATC Code INN or common name of drug Cost ABC/VEN
UAH %

G03D A04 Progesterone 32953.84 43.73 A/E
B0O5X BO1 Arginine hydrochloride 9625.32 12.77 A/E
AllEC Magne-B6 7681.12 10.19 A/'N
BO5X A03 Natrii chloridi 3146.55 4.18 ANV
AO3A D02 Drotaverine 2837.47 3.77 A/E
G02C A05 Hexoprenaline 2612.61 3.47 A/E
NO7XX10 Cytoflavin 1894.53 251 AN
C04AE 02 Nicergoline 1716.25 2.28 B/E
GO1A CO05 Dequalinii chloride 1327.81 1.76 B/E
R0O5X Viburcol 1316.1 1.75 B /N
HO02A B02 Dexamethasone 1156.68 1.53 B/
AO3A D01 Papaverine 920.05 1.22 B/E
G04BX50** CanephronN 855.08 1.13 B/N
Al12CC10. Magnesium oxide 776.23 1.03 B/N
Other 4 drugs 2681.30 3.56 B/V

3-B/E
C05C A03 Diosmin 559.02 0.74 C/IN
JO1F AO7 Josamycin 428.16 0.57 CIE
AO5AX10** Cynara scolymus* 356.18 0.47 C/N
A12CC55** Magnesium aspartate + Potassium aspartate 322.6 0.43 C/IE
B0O5X A05 Magnesium sulfate 255.71 0.34 CIV
JO1D D08 Cefiximum 211.64 0.28 CIV
G01AX10** Chlorhexidine 201.15 0.27 CIvV

Other 23 drugs 1518.85 2.03 6-CIV

9-C/E

8-CIN

ISSN 2312-0967. ®apManeBTUYHMIT yaconuc. 2016. Ne 4

58



Conclusions.
1.Preterm birth is a huge economical, medical and
social problem in the world, especially in low in-come
countries. It was established that current Ukrainian
clinical protocols include the treatment and prevention
of PB have a need for a good revision because
the WHO, NICE published a new evidence-based
recommendations for health technologies of PB in 2015.
2. We determined that treatment for PB threat
appointed 75 trade names of drugs, including 46 for INN
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CYYACHI EKOHOMIYHI, COLIA/IbHI ACMEKTU TEXHONON A OXOPOHW 340POB’A TA AHANI3
PEAJIbHUX AAHUX MPU3HAYEHb NIKIB AN ®APMAKOTEPANII NEPEAYACHUX NOJIOriB

H. M. MakcumoBuu?, O. M. 3anicbkal, I. I. Myapak?

JIbBiBCbKUU HayioHas1bHUl Medu4HUl yHisepcumem iMeHi aHuna anuybkoao?
BiHHuybKuli HayioHasbHUl meduyHul yHisepcumem imeHi M. I. Mupozosa?

Pe3tome: NoNinWeHHs AKOCTI XWUTTSA, 300PO0B'A BariTHUX XIHOK Ta AiKyBaHHS nepegvyacHuX nosoriB € OCHOBHUMW LiNsMu
anpektne BOO3. YkpaiHa 3aiiMae 72 Micue B PENTUHIY 3a piBHEM 3a6e3neveHHs1 MaTepMHCTBA B CBITI.

Hamu BMBYEHI y NOPIBHANBHOMY NAaHi pekoMmeHgauii BOO3, 2015 mixHapoaHi pekomeHaauii, Hakazn MO3 YkpaiHu woao
NikyBaHHA nepegyacHux nosoris (M) Ta BUABAEHO NEBHi BigMIHHOCTI, IO BUMarae OHOB/IEHHS BITYM3HSHMX NPOTOKONIB.

Mu npoaHanizyBanu peasibHi AaHi YacToTK NpU3HaveHb Nikapcbknx 3acobis npu MNP 3 BukopuctaHHam ABC/VEN-aHanisy
Ha OCHOBI 102 icTopili XBOPO6 BariTHUX XIiHOK 3 AiarHo30M BignoBigHo Ao MKX-10 - O47.0. BcTaHOBMEHO, L0 A5 1iKyBaHHS
3arposu MM npusHavanucsa 75 Toprosux Hase (46 MHH nikapcbkunx 3aco6iB Ta 2 BALl). CymapHo 6yno 689 npuaHayeHb
nikis, WO B cepeaHbOMY cknagae 6,75 npenapara Ha ogHY BariTHY XiHKy, W0 CBig4YMTb Npo noainparMasito. BusieneHo, o
B rpyni A Haibinbl YacTo npusHadaoTbesa npenapatn 7 MHH (14,58 % Big, 3ara/ibHOro 06CAry) i OCHOBHUM fliKapCbKUM
3ac060M € HaTpito x1opua, WO CBiAYMTb NPO HEAOCTATHLO PaLioHa/IbHE BUKOPUCTaHHSA (PiHAHCOBUX KOLUTIB NaLjiEHTIB.

BcTaHOBAEHO, L0 CyMapHO BUTpaTK Ha npu3HadeHi /13 npu MNP ctaHoBunn 75354,3 rpH, a BUTpaTh Ha chapmakoTepanii
1 nauieHTkn 6ynn B cepegHbomy 740,2 rpH.

Hamu npoaHanizoBaHi 40Ka30Bi AaHi NPO NpU3HaYeHHs NporecTepoHiB AN AikyBaHHA MNP. BcTaHOBAEHO, WO HabinbLL
edhekTuBHUM A1a NikyBaHHA MMM 3a gaHMMK f0Ka30BOi hapMauii € NporecTepoH y nikapcbkin dopmi Ans BariHabHOro
npuiiomMy Ans XIHOK 3 KOPOTKOK LUMIAKOK MaTku, a AWUFiCTPOCTEPOH — MPU 3aCTOCYBaHHI AOMOMDKHUX PEenpoAyKTUBHUX
TexXHoNoril
JouinbHo € onTuMisauis hapMaueBTUYHOT gonomory BaritTHum npu MNP 3a gaHMMmK 40Ka30BoT thapmadii Ta Npu3HaYeHHs
€KOHOMIYHO epeKTMBHOI hapmakoTepanii AN pauioHanisalii BUTpaT nauieHTiB.

KntouoBi cnoBa: BariTHIiCTb, nepegyacHi Mosorn, OuiHKa TEXHOMOrii OXOPOHW 3[40POB’S, aHasli3 peasibHUX AaHuX,
MpU3HAYEHHS NiKiB, MPOreCTUHN.

COBPEMEHHbIE 3KOHOMWYECKUE, COUUAJIbHBIE ACMEKTbI TEXHOMOMIN
34PABOOXPAHEHUA N AHANN3 PEAJNIbHbLIX AAHHBIX MOTPEB/IEHUA NEKAPCTB MNMPU
DPAPMAKOTEPANNN NPEXAEBPEMEHHbLIX POAOB

H. M. MakcumoBuu?, O. H. 3anuckas?, U. I. Myapak?

J1bBoBCKUU HaYUOHa/IbHbIlU MeOUuYUHCKUU yHUsepcumem umeHu JaHusna anuykozo?
BuHHUYKuUl HayuoHasibHbIl MeduyuHckuli yHusepcumem umeHu H. Y. NMupozosa?

Peslome: ynyuylueHre Ka4ecTBa XU3HU 1 300p0Bbs 6ePeEMEHHbIX XEHLLMH 1 UX paLrOHa/IbHON thapmakoTepanvmn ABAsSTCA
OCHOBHbIMY Lenamn BO3. YkpaviHa 3aH/MaeT 72 MecTO B peTUHre YPOBHSA 06ecneveHns MaTepnHcTea B MUpe.

Mbl NpoaHanM3npoBanM U CPaBHWIN HaUMOHa/IbHbIE U MEXAYHapoAHble PEKOMeHAauuW, PYKOBOAALLME MPUHLMMBI,
Kacawwmecs TPebGOBaHU K NeYeHno U npodunakTuke npexgeBpemMeHHbix pogos (MP). Mbl npoaHasmManposain
peasibHble JaHHble YacTOTbl Ha3HAYeHW NeKapCTBEHHbIX CPeacTB C ncnonb3oBaHmem ABC / VEN-aHanmM3a Ha OCHOBe
NCTOpWit 60/1€3HEN 0 HA3HAYEHNW NEKaAPCTB A/151 6EPEMEHHbIX XEHLUMH, AMAarHOCTMPOBaHHbIX B cOOTBETCTBUM ¢ MKB-10 -
047.0.

YcTaHoBMEHO, YTO ANs fievenHnst NP HasHavyaiocb 75 TOProBbiX HaumeHoBaHwuii (46 MHH nekapcTBeHHbIX cpeacTs U 2
BA/L). CymmapHO 6b110 689 HasHauyeHuli NeKapcTB, YTO COCTaBASIET B cpegHeM 6,75 npenapara Ha ogHy 6epeMeHHyo
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XEHLLUUHY 1 CBUAETUNBCTBYET O NoMNparmasun. YCTaHoBNEHO, YTO B rpynne A Hanbosnee HazHavyaeMbIMY ObInn NpenapaThbl
no 7 MHH (14,58 % ot o6Lero o6bema) 1 OCHOBHbIM SIeKapPCTBEHHbIM CpeAcTBaM SBMSETCS MO NOTPEe6AEHNI0 HaTpUs
X10pug, YTo CBMAETENLCTBYET O HEAOCTATOYHO pauvoHaIbHOM UCMO0Nb30BaHUM (DMHAHCOBbLIX CPEACTB NaLeHTOB.

YCcTaHOB/EHO, YTO CYMMapPHO pacxofbl Ha HasHayeHHble nekapctea npu MNP coctaBunn 5354,3 rpH, a pacxodbl Ha
thapmakoTepanuio 1 naymeHTkn 6bi1m B cpegHem 740,2 rpH.

Hamn npoaHanu3vpoBaHbl [AoKasaTeflbHble [AaHHble 0 Ha3HauyeHuu nporectepoHa Ana  nedenua TP
YCTaHOBMEHO, 4TO Haubonee 3SdeKTUBHbIM B fAedyeHun TP no  AaHHbIM - gokasatenbHoi  chapmauum
ABMSETCA MNPOrecTepOH B JIeKAPCTBEHHOW hopMe [ANns  BarvHaslbHOrO npuvema  Af1s XEHWWH C  KOPOTKOM
WEehKoW MaTknm, a [UINCTPOCTEPOH — MpU  NPUMEHEHUW BCMNOMOraTesibHbIX  PENnpOAYKTVBHBLIX  TEXHOMOIMA.
HeobxoanmbiM SIBASIETCA oNTMMU3auus hapMaLleBTUYEeCcKon nomoLm 6epeMeHHbIM npu MP No AaHHbIM AoKa3aTesbHOM
hapmaumm n HazHa4eHMs1 SKOHOMUYECKM 3hdDEKTMBHOM hapMakoTepanumn gas paumoHannsaummn pacxogosB nalMeHTok.

KntoueBble cnoBa: 6epeMeHHOCTb, MPEeXAEBPEMEHHbIE PO/bI, OLLEHKA TEXHOSIOMMIA 34PaBOOXPaHEHMS], aHA/TU3 peasibHbIX
[aHHbIX, Ha3HaYeHVe SIEKapPCTB, MPOreCTUHbI.

OtpumaHo 06.10.2016
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