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OBSTETRIC AND PERINATAL OUTCOMES IN PREGNANCY WITH DIFFERENT
SEVERITY AND TIME OF THE MANIFESTATION OF PREECLAMPSIA

The aim of the study - to conduct a retrospective analysis of the course of pregnancy and delivery to determine the nature
of obstetric and perinatal complications in preeclampsia.

Materials and Methods. The analysis was based on the results of the evaluation of the medical documentation (individual
medical records of the pregnant woman, birth histories, developmental histories of the newborn) in 224 pregnant women with
preeclampsia and 80 pregnant women without preeclampsia. In addition to the results of the clinical and laboratory examination,
the analysis included the severity of preeclampsia and the time of clinical manifestations. The results of the study were statistically
processed by methods of mathematical analysis with the determination of the mean values (M £ m), Student's t-test and significance
factor (p<0.050 difference was statistically significant.

Results and Discussion. According to the results of the analysis, mild preeclampsia was found in 32.6 % of cases, modera-
te PE —in 37.5 %, severe PE —in 29.9 % of cases. The early onset of PE (up to 34 weeks) was observed in 35.7 % of pregnant
women, and later onset (after 34 weeks) in 64.7 %. The analysis of the incidence of early and late PE cases at various severity
levels showed that, in the case of early PE, severe disease was 2.9 times more frequent, and the moderate disease was 2.7 times
more frequent than the mild disease. In the late PE, the mild PE was 1.9 times more frequent than the severe PE and 1.2 times
more frequent than the moderate PE. In addition to PE, 31.7 % of women had other complications of pregnancy. The most common
complications include asymptomatic bacteriuria (16.9 %), abnormal placental location (14.1 %), placental dysfunction (32.4 %),
and fetal growth retardation (21.1 %). Term delivery occurred in 81.6 % of cases, premature births were in 18.3 %. Complications
include premature rupture of membranes, anomalies of labor, premature detachment of the normally located placenta, postpartum
hemorrhage. Among perinatal complications, fetal growth retardation, hemodynamic disorders, fetal distress, newborn asphyxia
have been observed. The adverse outcome for a child in severe PE was 3 times higher than for mild PE.

Conclusion. The analysis showed that obstetric and perinatal outcomes in preeclampsia are associated with the time of this
pregnancy complication and its severity.
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AKYLUEPCBKI 1 MEPUHATAJIbHI HACNIAKW Y BATITHUX I3 PISBHUM CTYMNEHEM TS)KKOCTI TA CTPOKAMU
MAHI®ECTALLII MPEEK/TAMMCIT

MeTa gocnifjxkeHHs — NPOBECTN PETPOCNEKTNBHUI aHani3 nepebiry BariTHOCTI Ta NOMOriB A5 BU3HAUEHHS XapakTepy aky-
LLUEPCLKUX | MepuHaTasIbHUX YCKNaAHEHb NPY Npeeknamncil.

Marepianu Ta meToAun. AHani3 NPoBeAEeHO 3a pe3y/ibTatamm OLHKM MeauYHOT JOKYMeHTaul (IHAMBIAYaIbHUX KapT criocTepe-
YKEHHS BariTHOI i mopoginni, ictopili nonoris, icTopili pPO3BMTKY HOBOHAPOMAXKEHOT0) 224 BariTHUX i3 npeeknamncieto i 80 BariTHVx 6e3
npeeknamncii. Kpim pesynbraris K/iHiko-1abopaTtopHOro 06CTEXEHHS, aHaui3 BK/YaB OLHKY CTYNeHs TSXKOCTI npeeknamncii Ta
TEePMIHN 1T KiHIYHMX NposiBiB. CTaTUCTUYHY 0O6PO6KY pe3ynsTaTiB AOC/iIKEHHS NPOBOAWIN METOAAMY MaTEMATUYHOIO aHaslisy 3
BM3HAYEHHAM cepefHixX BenmumH (M+m), koediuieHTa CTblofeHTa i nokasHmka AOCTOBIPHOCTI (CTATUCTUYHO LOCTOBIPHOK BBaXa
pi3HuLto p<0,05).

PesynbTatu gocnigxeHHA Ta iXx 06roBopeHHs. 3a pesybratamy aHasisy BCTaHOB/IEHO, L0 flerkuii CTyniHb npeeknamncii
3ycTpivaBcs B 32,6 % BUNagkiB, cepeqHii cTyniHb — B 37,5 %, Tshxkuil —y 29,9 % BunagkiB. PaHHili noyaTtok ME (4o 34 TUXHIB)
Bifj3HauYeHo y 35,7 % BariTHuX, Ni3Hiil — (Nicnsa 34 TMxHIB) — 64,7 %. AHani3 4acToTV BUNaAKiB paHHbOI Ta Ni3Hboi ME npu pisHoMy
I CTyneHi TSHXKKOCTI Nokasas, Lo Npwv paHHiii ME Tskkuid cTyniHb 3ycTpiyaBcs B 2,9 pasa, a cepefHili — B 2,7 pasa yacTille, Hix
nerkuii cTynivb. Mpu nisHid ME nerkuid cTtyniHb ME Big3HaveHo B 1,9 pasa vacTile, HiX TSXKUIA CTyniHb, | B 1,2 pa3a vacTilue,
HiXX cepepHiii cTyniHb ME. Kpim ME, iHWi ycknaaHeHHs BariTHOCTi Mann 31,7 % iHoK. HaliGinbll 4acTo BiA3HAYEHO HasiBHICTb
6e3cMmnToMHOT 6akTepiypii — 16,9 %, aHOMasibHOro po3TallyBaHHA nnaueHTn — 14,1 %, nnaueHTapHoi ancdyHkuii — 32,4 %,
3aTpuMKn pocTy nnoga — 21,1 %. TepmiHoBi nonoru Bigdynucs B 81,6 % Bunagkis, nepeayacHi — B 18,3 %. Cepef ycknagHeHb
nonoris 6ynn nepefyacHe BUANTTS HABKOMOM/IiAHUX BOA, aHOManii Noa0roBoi AisfibHOCTI, NepeAyacHe BifLuapyBaHHS HOPMasib-
HO po3TalloBaHOI MaueHTn, NicNsAnonorosi kKposoTedi. Cepef, NepUHaTas/IbHUX YCKNaAHEHb BiA3HAYEHI 3aTpyMKa pocTy nnogja,
reMofMHaMiyYHi MopyLUEeHHS, AUCTPeC naoga, acqikcis HOBOHaPOMKEHOro. HecnpuaTaneuid pesynstar 415 AUTUHW NPY TSHXXKOMY
cTyneHi i ME 6yB B 3 pa3u BULLWMIA, HiXX NPpX NIETKOMY CTYNEHi.

BucHoBoOK. MNpoBeaeHnii aHasi3 nokasas, Lo akyLIepChbKi i1 nepuHaTasibHi HaCNigKM Npy npeeknamncii NoB’a3aHi 3 TepMiHaMm
PO3BUTKY A@HOr0 YCKNaAHEHHS BariTHOCTi Ta CTyNneHeM /oro TSHKKOCTI.

KntouoBi cnoBa: BariTHICTb; Npeek/iaMncist; akyllepcbki HacNiaku; nepuHaTasibHi HacnigKu.

AKYLLEPCKUE N NMEPUHATAJIbHBLIE NCXOA4bl Y BEPEMEHHbIX C PA3/IMYHOW CTENEHBLIO TSXYKECTU U CPOKAMM
MAHU®DECTALUUN NPE3K/TAMINCUA

Lienb uccnegoBaHus — NPOBECTY PETPOCMEKTUBHbIA aHaNn3 TeueHns 6epeMeHHOCTY 1 POAOB A/l ONpeaeneHns XxapakTepa
aKyLLIEPCKMX 1 NepuHaTasbHbIX OC/IOXHEHWIA NPpY Npeaknamncum.

Marepuanbl U MeToabl. AHaM3 NPOBE/EH MO pe3y/bTaTtam OLEeHKN MeAMLMHCKON AoKyMeHTaumn (MHANBUAYa TbHbIX KapT Ha-
6tofeHNa 6epeMeHHoI 1 POANALHULBI, UICTOPWIA POAOB, UCTOPHIA PA3BUTUSI HOBOPOXAEHHOTO) 224 6EPEMEHHBIX C NpeaknaMncuei
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n 80 6epemeHHbIX 6e3 npeaknamncun. Kpome pesynbratoB KIMHWUKO-N1abopaTopHOro 06cnefoBaHns, aHan3 BKAYa OLEHKY
CTeneHn THKECTV NPe3KIaMmChm 1 CPOKM ee KITMHUYECKMX NposiBAeHnin. CTatnuctuyeckas 06paboTka pesynbTaTtoB NCCef0BaHns
npoBoAnIach MeTogaMnm MaTteMaTuyekoro aHaamsa ¢ onpefeneHnem cpegHux Benmumd (M+m), koadpcpuupmeHta CTblogeHTa un
nokasarensi 4OCTOBEPHOCTY (CTaTUCTMYECKN AOCTOBEPHON cunTany pasHuy p<0,05).

PesynbTathl UccnefoBaHUA U UX 06CyxaeHue. o pesynsrataM aHannsa ycTaHOB/IEHO, YTO Jierkasi CTeneHb Npeakiamncmm
BCTpeyanack B 32,6 % cny4yaes, cpeHasa cteneHb — B 37,5 %, Tshkenas —y 29,9 % cnyyaes. PaHHee Havano M3 (8o 34 Hefenb)
oTMeueHo Yy 35,7 % 6epeMeHHbIX, No3gHee — (nocne 34 Hepenb) — 64,7 %. AHaNn3 4acToTbl C/lyYaeB paHHen 1 nosaHel M3 npu
pasnIMyHOI ee CTEMEHN TSHKECTM NoKasas, UTo Npu paHHeit M3 Taxenas cTeneHb BCTpeyanack B 2,9 pasa, a cpefHsis — B 2,7 pa3a
Yallle, yeM ferkas cteneHb. MNpu no3gHeit M3 nerkas cteneHb M3 oTMeveHa B 1,9 pasa valle, Yem Tsxenas creneHb, 1 B 1,2
pasa valle, yem cpefHsasa cteneHsb M3. Kpome M3, apyrue ocnoxHeHns 6epemeHHocTn nmenn 31,7 % xeHwumH. Hanbonee yacto
OTMEeYeHO Hannune beccuMnToMHoOl 6akTepuypun — 16,9 %, aHOMasIbHOrO PacnonioXeHus nnaueHTbl — 14,1 %, nnaueHTapHol
ancdyHkumm — 32,4 %, 3agepxkm pocta nnoga — 21,1 %. CpouHble pogbl npomsoLwnu B 81,6 % cnyyaes, NpeXxaeBpemMeHHble — B
18,3 %. Cpefim 0OCNOXKHEHW pofoB Bbl/In NPeXAeBPEeMEHHOE U3NUTHE BOA, aHOMasIMM POLOBOV AeSATENbHOCTH, NpexaeBpeMeHHas
0TC/10/iKa HOPMa/IbHO PacMoIOKEHHON MaLeHTbl, MOCIepPOoA0BbIe KpoBOTeUeHUs. Cpeamn neprHaTaibHbIX OCIOKHEHUI OTMeYe-
Hbl 3a[lepXKa pocTa nao4a, remoguHammyeckne HapyLleHus, AucTpecc nnoga, achrkeus HOBOPOXAEHHOro. HebnaronpusaTHbIi

pe3ynbTar Ansi pebeHka npu Tskenoii cteneHn u M3 6bi1 B 3 pasa Bbille, Yem NP JIETKOIR CTENEHN.
BbiBog,. [poBeAEHHbIV aHaM3 NoKasaul, YTo akyllepckue U nepuHaTasibHble UCXOAbI NPU NPeaKkIaMncum CBsizaHbl CO CPOKaMu
pasBUTUS 4AHHOTO OC/IOXHEHNSI 6GEPEMEHHOCTU U CTEMEHbLIO €r0 TSHKECTH.

KnioueBble cnoBa: 6ep6MeHHOCTb; npeakamMmncus; akylepckme ncxoabl; nepnHatasibHble NCXOoA4bl.

INTRODUCTION. Preeclampsia (PE) remains the most
serious complication of pregnancy, which is life-threatening
for both mother and child. The incidence of PE ranges from 7
% to 16 %, depending on geographical variations [1-3], but
investigators do not report a clear downward trend. Severe
preeclampsia with increased incidence over the last years
is one of the first causes of maternal and perinatal morbidity
and mortality [1]. PE increases the risk of placental abrup-
tion, massive bleeding, and placental dysfunction. Moreover,
severe PE causes the onset of preterm labour or requires
premature delivery [4, 5]. PE is the main cause of the perinatal
hypoxic damage, foetal growth retardation, foetal death [2, 4,
5], and prematurity.

Today it has been proven that the course of preeclampsia
and its consequences depend not only on its severity, but on
the duration of its clinical manifestations [6].

Preeclampsia can develop up to 34 weeks (early onset)
and after 34 weeks (late onset), in the intrapartum or
postpartum period. According to the latest scientific data,
early and late preeclampsia has different pathogenesis
and clinical manifestations [6]. The early preeclampsia is
considered to be of placental origin and is associated with
primary placental insufficiency and foetal growth retardation,
while late PE is associated with mother's extragenital
pathology, which is related to impaired fat metabolism,
chronic hypertension, renal disease and is commonly
associated with foetal distress [5, 6].

Despite a certain amount of studies on various forms of
preeclampsia, additional information about their similarities
and differences to determine their effective diagnosis and
management should be accumulated. Due to the prediction
of the course and consequences of various forms and
severity of preeclampsia, maternal and perinatal outcomes
could be improved.

THE AIM OF THE STUDY - to conduct a retrospective
analysis and to determine the pattern of obstetric and
perinatal complications at different periods of manifestation
and in varying severity of preeclampsia.

MATERIALS AND METHODS. The analysis was based
on the results of the evaluation of the medical documentation
(individual medical records of the pregnant woman, birth

histories, developmental histories of the newborn) in 224
pregnant women with preeclampsia and 80 pregnant women
without preeclampsia. Preeclampsia and its severity were
diagnosed in accordance with the current orders of the
Ministry of Health of Ukraine on the provision of medical care
for pregnant women with hypertension [7].

In addition to the results of the clinical and laboratory
examination, the analysis included the severity of
preeclampsia and the time of clinical manifestations.
Preeclampsia was diagnosed based on clinical and
laboratory data. One of the main criteria for assessing the
severity of preeclampsia was the duration of its course
from the initial gestational age, at which the first significant
signs appeared.

Additional clinical and laboratory criteria for preeclampsia
were used according to the Order of the Ministry of Health
of Ukraine to confirm the severity [7].

The pattern of obstetric and perinatal complications that
developed during pregnancy, intrapartum, postpartum and
neonatal periods in patients with preeclampsia was analysed.

The results of the study were statistically processed by
methods of mathematical analysis with the determination of
the mean values (M + m), Student's t-test and significance
factor (p<0.050) difference was statistically significant.

RESULTS AND DISCUSSION. According to the results
of the analysis, mild preeclampsia was found in 73 (32.6 %)
cases, moderate PE in 84 (37.5 %), and severe PE in 67
(29.9 %) cases.

The early onset of PE (up to 34 weeks) was observed in
80 (35.7 %) pregnant women, and late onset (after 34 weeks)
in 144 (64.7 %). Summary data are presented in Table 1.

The analysis of the incidence of early and late PE cases
at various severity levels showed that, in the case of early
PE, severe disease was 2.9 times more frequent, and the
moderate disease was 2.7 times more frequent than the
mild disease. In the late PE, the mild PE was 1.9 times more
frequent than the severe PE and 1.2 times more frequent
than the moderate PE.

The age analysis of pregnant women showed that
preeclampsia was more common in women of older
reproductive age (Table 2).
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Table 1. Structure of the distribution of pregnant women with preeclampsia according to the form and severity (abs, %)

PE severit Pregnant with preeclampsia, n-224
y Early PE, n-80 Late PE, n-144
Mild, n-73 13-16.3% 60 — 41.7 %
Moderate, n-84 32 —40.0 % 52 - 36.1 %
Severe, n-67 35-43.8% 32-222%
Table 2. Age parameters in pregnant women with preeclampsia (abs., %)
Healthy Pregnant women with preeclampsia, n-224
pregnant Mild, n-73 Moderate, n-84 Severe, n-67
hge. years women, i lat | lat i lat
(n-80) early | ate early | ate early | ate
20-24 35-43.8 10-13.7 7-8.3 575
2-20.0 | 8-80.0 2-28.6 | 5-71.4 3-60.0 | 2-40.0
25-29 25-31.3 19-26.0 24— 28.6 11-16.4
4-21.1 | 15-78.9 10-41.7 | 14-58.3 6-54.5 | 5-45.5
30-34 16-20.0 23-31.5 31-36.9 31-46.3
4-17.4 | 19-82.6 9-29.0 | 22-71.0 14-45.2 | 17-54.8
>35 450 21-28.8 22-26.2 20-29.8
3-14.3 | 18-85.7 11-50.0 | 11-50.0 12-60.0 | 8-40.0

Based on the analysis of this parameter depending on the
severity and time of the onset of PE, it can be concluded that
in mild PE, the percentage of women with late pre-eclampsia
increased with age. In moderate and, in particular, in severe PE,
the percentage of women with early preeclampsia increased.

Thus, based on the data obtained, preeclampsia was
more common in late pregnancy.

The analysis of the course of pregnancy included all
complications of the gestational process.

In addition to PE, 71 (31.7 %) pregnant women with
preeclampsia had other complications of pregnancy:
complications were observed in 23 (32.4 %) pregnant women
with early preeclampsia, and in 48 (67.6 %) with late PE.
At various severity of PE, complications were observed in
18 (25.4 %) patients with mild disease, in 25 (35.2 %) with
moderate disease and in 28 (39.4 %) with severe disease.
Other gestational complications in pregnant women with PE
were observed by 1.4 times more often in moderate disease
and by 1.5 times more often in severe disease compared
to mild disease and were by 2 times more often in late PE.

The most common complications include placental
dysfunction (32.4 %) and foetal growth retardation (21.1 %).
Asymptomatic bacteriuria (16.9 %) and abnormal placental
location (14.1 %) were observed less frequently.

Based on the analysis of the labour outcomes, it was
found that term delivery occurred in 183 (81.6 %), preterm
delivery was in 41 (18.3 %). It should be noted that the
majority (61.0 %) of preterm birth was among pregnant
women with early preeclampsia. Preterm birth was observed
with the same frequency both in pregnant women with early
and late PE. The highest percentage of term labour was
observed in pregnant women with late and mild PE. The
structure of labour in pregnant women with pre-eclampsia
according to the form and severity is presented in Figurel.

Based on the analysis of the pattern and frequency of
labour complications with various severity of preeclampsia,
it should be noted that PE complications occurred more

frequently in moderate PE (by 1.5 times) and severe PE
(by 1.9 times) than in mild PE, and early preeclampsia was
associated with labour complications by 1.4 times more
frequent, especially in severe cases of PE.

Complications include premature rupture of membranes
(28.8 %, 33.3 %, 44.8 % respectively according to their
severity), labour abnormalities (43.8 %, 42.9 %, 46.3 %),
placental abruption (17.8 %, 21.4 %. 20.9 %), postpartum
haemorrhage (19.2 %, 19.0 %, 22.4 %), foetal distress
(30.1 %, 33, 3 %, 40.3 %). According to the data obtained,
the frequency of labour complications was higher in moderate
and severe PE, while its early onset was more often
associated with labour complications due to the severity of
PE and foetal state.

60
a0
40

30

20

Severe

Moderate
Mild

term
Early PE. 0-80  Late PE, n-144

Fig. 1. Structure of labour in pregnant women with pre-
eclampsia according to its form and severity.
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Surgical delivery was performed in 79 (35.3 %) pregnant
women with PE:

in 22.7 % of women with mild PE, in 40.5 % with moderate
PE and in 36.7 % with severe PE. Among pregnant women,
36 (45.6 %) had early PE and 43 (54.4 %) had late PE.

Thus, it should be noted that the labour outcomes depend not
only on the severity of preeclampsia, but on the period of its onset,
which certainly affects the obstetric and perinatal outcomes.

A comparative analysis of the labour pattern showed that
complicated labour was significantly more often associated
with adverse perinatal consequences.

The foetal outcome was relatively favourable in 87.7 % of
women with mild PE, in 78.6 % with moderate PE and even
in 67.2 % with severe PE.

The frequency of perinatal losses is shown in Figure 2.

Children born from mothers with varying severity of
preeclampsia had complications in the neonatal period
(9.6 % in mild PE, 14.3 % in moderate PE, and 19.4 % in
severe PE). Consequently, the adverse outcome for a child
in severe PE was 3 times higher than for mild PE.

CONCLUSIONS. Thus, based on the analysis of the
retrospective study, we can state that preeclampsia is im-
portant as a factor of obstetric and perinatal complications,
the pattern of which depends on the severity and the onset
of clinical manifestations of preeclampsia. Timely prediction
of the course of pregnancy and its outcomes will provide the
appropriate management of pregnancy and labour for the
prevention of adverse effects in mother and foetus
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