© 2025 K0A1eKTUB aBTOPOB. © 2025 by the authors.

Pabora HaxXOAUTCSI TI0A, AMTIEH3EN This work is licensed under
Creative Commons Attribution 4.0 International License BY Creative Commons Attribution 4.0 International License
OPUTMHAABHOE MCCAEAOBAHME ORIGINAL RESEARCH

doi: 10.25005/2074-0581-2025-27-1-10-21
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Taaxukucran

Llenb: M3yunTb NepuHaTasbHble UCXOAbI Y NALMEHTOK C paHHEN U NO3AHEN TAXKENON npeaknamncueit (M3).

Matepuanbl U MeToAbl: NPOBEAEHO NPOCNEKTUBHOE UcCaeaoBaHMe 140 nauueHTOK ¢ Taxénol M3, NocTynuBLLKNX B peaHUMaLMOHHOe oTaeneHue lo-
pogackoro pogunbHoro oma Ne 1 r. ywaH6e. MauneHTKM Bbin pasgeneHsl Ha 2 rpynnbl: nepsyto rpynny (n=47) coctaBunm 6epemMeHHbIe ¢ TAKENOM
M3 co cpokom rectaumm 4o 34 Hegenb (paHHaAs M3), BTopyto rpynny (n=93) — co cpokom bepemeHHOCTV 36-42 Heaenb, onpeaensemas Kak nosaHas
M3. AHanu3 BKAtOYaN CNefylolmMe napameTpbl: BO3PACT, NAapUTET, CONYTCTBYOLWME 3ab601eBaHMA, aKyLWePCKUIA aHaAMHE3, OC/IOKHEHNA HaCTOALLe
6epeMeHHOCTH, OCIOXKHEHMA POAOB, UCXOA BepemMeHHOCTV Anf MaTepu U NN0AA, OC/IOKHEHUA NOCNEPOLOBOro Nepuosaa.

Pe3ynbTathbl: CPeLHUI CPOK rectauum B rpynne 6epemeHHbIx ¢ paHHe M3 coctasun 31,7+0,4 Hegenb, Bo BTopoit — 38,7+0,1 Hepenb. Bbicokas yacTo-
Ta NpeXxAeBpemMeHHbIX POLOB OTMeYeHa Cpeay NaLMeHTOK nepBow rpynnbl. MpexkaeBpemMmeHHas OTC0MKa HOPMasibHO PACMONOKEHHOW NAALLEHTbI
(MOHPM) BcTpeyanach y Kaxaon 8-i naumeHTK nepsoi rpynnbl (p=0,017). YacToTa MHTpaHaTanbHoOM rubenn nnoga u [BC-cuHApOMa Takxe bbina
BbICOKa U cocTaBwia 4% B AaHHOW rpynne. MeanaHa MacCbl HOBOPOXAEHHbBIX OT MaTepeit ¢ Taxkénoi M3 8 | rpynne coctasuna 1840,0r, 8o 11-3160,01
(p<0,001). NepuHaTanbHan sHLedanonaTUA AMarHOCTUPOBAaHa C OAMHAKOBOM YacToToil B 06eunx rpynnax (p>0,05). Hu3kas macca Tena, CMHAPOM Apixa-
Te/bHbIX paccTpoicTs (CAP) npenmyLLecTBEHHO BCTPEYANNCh Y HOBOPOXKAEHHbIX nepBoi rpynnbl (p<0,001). YacToTa NHEBMOHMM U BHYTPUYTPOBHOA
MHOEKLMM cpeay HOBOPOXKAEHHDBIX TaKXKe CTaTUCTUYECKM 3HAYMMO MpeBbiLiana B rpynne ¢ paHHei M3 (p=0,013 u p=0,037).

3aKnroueHue: paHHaa M3 NpakTMYecKy Bceraa cBA3aHa ¢ UHAYLMPOBAaHUEM POAOB, POXKAEHUEM HeJOHOLLEHHbIX AeTel Ha GOHe CMHAPOMA 3a4ePHKKM
BHYTpUYTpO6HOTO pas3suTua (3BYP) nnoaa, BbICOKOM YacToTbl MepUHaTanbHO 3a6071€BaeMOCTH U NeTalbHOCTW. BbiCOKas YacToTa HeJOHOLLEHHOCTH,
CAP, 3BYP, NHEBMOHMM CTasM NPUYMHON HEOHATabHON cMepTHOCTU 11 (25%) HOBOPOMKAEHHbIX, POAUBLUMXCA OT MaTepei C paHHUM Hadanom M.
MNpuBeAEHHbIE AaHHbIE NOATBEPKAAT HEOOBXOAUMOCTb NOCNEPOA0BOr0 HAabMOAEHNA U MEAWLIMHCKOTO KOHCY/IBTUPOBAHUA KaKk MaTepeil, Tak U ux
HOBOPOXAEHHBIX, POAMBLUMXCA C BbICOKOM YacTOTOW NepuHaTasbHOM NaToNormMu.

KntoueBble cnoBa: npeskaammcus, bepeMeHHOCMb, nepuHamasbHble Uucxoobl, npexdespemeHHbie poObl, 300epHKA 8HyMpuympobHo20 pasgumus.
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Objective: To study perinatal outcomes in patients with early and late severe preeclampsia (PE).

Methods: A prospective study was conducted with 140 patients with severe PE admitted to the intensive care unit at the City Maternity Hospital
No. 1 in Dushanbe, Republic of Tajikistan. The patients were divided into two groups: 1st group (n=47) included pregnant women with severe PE
and a gestation period of up to 34 weeks, referred to as the early PE group. The 2nd group (n=93) included pregnant women with PE and a gestation
period of 36 to 42 weeks, classified as the late PE group. The analysis examined various parameters, including age, parity, comorbidities, obstetric
history, complications during the current pregnancy, complications during childbirth, prior pregnancy outcomes for both the mother and fetus, and
complications during the postpartum period.

Results: The average gestational age in the pregnant women in the early PE group was 31.7+0.4 weeks, while in the late PE group, it was 38.7+0.1
weeks. A high incidence of premature birth was observed among patients in the early PE group. Placental abruption (PA) or abruptio placentae which
refers to a premature separation of the normally implanted placenta that occurred in one out of every eight patients in this group (p=0.017). The
incidence of intrapartum fetal death and disseminated intravascular coagulation (DIC) was also notably high, at 4% in the early PE group. The median
birth weight of newborns born to mothers with severe PE in the early PE group was 1,840.0 g; in the late PE group, it was 3,160.0 g (p<0.001). Perinatal
encephalopathy was diagnosed at the same frequency in both groups (p>0.05). Low birth weight and respiratory distress syndrome (RDS) were
predominantly found among newborns born from mothers in the early PE group (p<0.001). Additionally, the frequency of pneumonia and intrauterine
infections among newborns was statistically significantly higher in the early PE group (p=0.013 and p=0.037, respectively).

Conclusion: Early PE is almost always associated with the induction of labor and the birth of premature infants, often occurring alongside intrauterine
growth restriction (IUGR) syndrome. This condition is linked to a high frequency of perinatal morbidity and mortality. Neonatal mortality in 11 out of
44 (25%) newborns born to mothers with early-onset preeclampsia was attributed to complications such as prematurity, IUGR, and pneumonia. These
findings underscore the importance of postpartum observation and medical counseling for both mothers and their newborns who are at high risk for
perinatal complications.
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BBEOEHUE

B HacTosllee Bpems rmMnepTeH3vBHblE HapyLUeHUA BO Bpems
6epeMeHHOCTU MPOAOMKAKOT COXPAHATb IMAMPYIOLLME MO3ULUM C
CTPYKTYpe MaTepPUHCKOM 1 NepuHaTaIbHO 3a601eBaeMOCTH U CMEPT-
HocTu. M3 1 aknamncusa obycnasnmeatot 76000 cydaeB maTepUHCKOM
1 500000 nepuHaTanbHOW CMEPTHOCTM B MUpPe Kaxaplii rog [1], pas-
BMBAOTCA C YacToToM 2-10% oT BCcex bepemeHHocTel [2].

M3 cumTaeTca OfHMM U3 «BOBLIMX aKYLIEPCKUX CUHAPOMOBY,
onpeaenseTcs Kak BO3HWKatowasa nocne 20 Hegenb 6epemMeHHOCTH
TUNEpTEH3UA U NPOTEUHYPUA, KOTOPas MOMET NPOrpeccMpoBaTb A0
ANCOYHKLUMM KM3HEHHO BA¥KHbIX OPraHOB, BK/IHOYAs MeYeHb, MOYKK,
roNoBHOM Mo3r, cepaLe. AnchyHKUMA SHAOTENUA COCYA0B maTepu,
06YC/I0BNIEHHAA LMPKYJIMPYIOLLMMM KOMMIEKCAMU NALEHTapHOMo
NPOUCXOXKAEHMA, ABNAETCA OTIMYUTENbHBIM NpM3Hakom M3 [3].

Ob6cyKaeHUA OTHOCUTENBHO reTeporeHHoCTH M3 npoaoaKatoT-
CA, MOCKO/IbKY 3NMAEMMONOTUA U KAMHUYECKAA KapTuHa mexay 13 ¢
PaHHMM HayanoM, MW «NaaLeHTapHOW» (BO3HMKatowen 4o 34 He-
Zenb), n M3 ¢ NO3ZHMM HaAYa/IoM, WU «MATEPUHCKOM» (BO3HMKatO-
Ler nocne 34 Hegenb) pasnuyatotcs. M3 ¢ paHHUM Havanom AB/seT-
CA CepbE3HbIM OCNOXKHEHMEM BepeMeHHOCTH C HebaronpUATHBIMU
nocNeACTBUAMM [/1 3[0POBbA MaTepy U M0Aa, YacTo NPUBOAUT K
3BYP, Toraa Kak 3abonesaHve ¢ NO34HWM Ha4yasOM YacTo CBA3AHO C
MaTEPUHCKUM OXKMPEHWEM W KPYMHbIMM AN1A recTalyoHHOro Bo3pac-
Ta HOBOPOKAEHHbIMM [4, 5]. 13 ¢ no3gH1M Hayanom (>34 Hegenb be-
peMeHHOCTH), cocTasnstowan ot 80% fo 90% scex 13 B 6onblUMHCTBE
Pa3BUTbIX CTPaH, TECHO CBA3aHa C KapAMOMeTaboMYEeCKUMM HapyLue-
HUAMM MaTepw [6]. PaHHAA M3 cywiecTBeHHO cBA3aHa C Npexaespe-
MEHHbIMM POAaMM Ha GpoHe BbICOKOW YacToTbl 3BYP, cnefoBaTenbHo,
nepvHaTanbHble UCXOAbI B OTAMYME OT No3aHel M3 cuabHO 0TAnYatoT-
€A N0 Macce Tena HOBOPOXKAEHHbIX, TAXKECTU UX COCTOAHUA U 4aCTOTbI
nepuHaTaibHoM 3a601€BaEMOCTU 1 CMEpPTHOCTY [7].

[ecTaLMOHHbI BO3pPacT ABMAETCA Hanbonee BaKHbIM (akTo-
POM, BAMAKOLLMM Ha HEOHaTa/IbHble UCXOAbl. Pe3ynbTaThl UccneaoBa-
HWA NOKa3bIBAIOT, YTO Y XKEHLLMH C PaHHUM Hayanom M3 Habntopanca
6onee HebNArONPUATHBIN UCXOA, YEM Y KEHLUMH C €€ NO3LHUM Ha-
4anoMm, HO pa3HULA He Bblna CTaTUCTUYECKM 3HAUMMOW. B rpynne ¢
paHHWUM Havanom 6bino bonblue AeTei ¢ He6AAroNPUATHBIMK Nepw-
HaTa/IbHbIMU UCXOA4AMM, YEM C NO3AHUM Havasom [8].

M3 yBennuvBaeT pucKk NOYEYHOW HeL,OCTaTOUHOCTH, NOPaKeHUA
neyeHu, OTEKa NETKMX, KPOBOM3NINAHUA B MO3T M Pa3BUTUA SKAAMMNCUM
C PUCKOM OTCNIOMKM NAaLEeHTbl U rnbenn nnoaa. Y HoBOpOXAEHHOTO
runonepdysuna NnaLeHTbl MOXKET BbI3BaTb 3BYP 1 onnrornapamHuoH.
3TU OCNOXKHEHUA TPebYIOT LOCPOYHOr0 POAOPA3PELLEHUA NYTEM Ke-
capeBa ceyeHuA. lMpu paHHKX popmax 3abonesaHnA macca Tena npu
pPOXKAEHUN Ha 23% HUKE 3HAYEeHUs, COOTBETCTBYHOLLENO CPOKY bepe-
MeHHOCTW. OTAaNEHHbIE HEBPONOTUYECKUE Pe3y/bTaTbl XapaKTepu3y-
}OTCA BbICOKOW YacTOTOM LiepebpanbHOro napanvya, a TakKe 4acTbiM
aytmsmom [9-11].

LLENb NCCNEAQOBAHUA

M3yunTb nepuHaTabHble WUCXOAbl Y MAUMEHTOK C PaHHEN U
nosaHen Taxénow Ma3.

INTRODUCTION

Hypertensive disorders during pregnancy remain a signif-
icant cause of maternal and perinatal morbidity and mortality.
Conditions such as preeclampsia (PE) and eclampsia account for
approximately 76,000 maternal deaths and 500,000 perinatal
deaths worldwide each year. These disorders occur in 2-10% of
all pregnancies [2].

PE is classified as one of the “great obstetrical syndromes”.
It is characterized by hypertension and proteinuria after 20 weeks
of pregnancy. If left untreated, PE can lead to dysfunction of vital
organs such as the liver, kidneys, brain, and heart. A key feature
of preeclampsia is the dysfunction of the maternal vascular endo-
thelium, which is caused by circulating complexes that originate
from the placenta [3].

The debate about the heterogeneity of PE continues due to
differences in epidemiology and clinical presentation between ear-
ly-onset or placental PE, which occurs before 34 weeks of gesta-
tion, and late-onset or maternal PE, which occurs after 34 weeks.
Early-onset PE is a severe complication of pregnancy that can lead
to significant adverse effects on both maternal and fetal health, of-
ten resulting in intrauterine growth restriction (IUGR). In contrast,
late-onset PE is typically associated with maternal obesity and
large-for-gestational-age infants [4, 5]. Late-onset PE, occurring af-
ter 34 weeks of gestation, accounts for 80% to 90% of all cases of
PE in the majority of developed countries and is closely linked to
maternal cardiometabolic disorders [6]. Early PE is strongly linked
to premature birth and is often associated with a higher incidence
of IUGR. As a result, the outcomes for newborns in cases of early
PE differ significantly from those in late PE. These differences are
evident in factors such as newborn body weight, general health
status, and perinatal morbidity and mortality rates [7].

Gestational age is the most significant factor affecting neo-
natal outcomes. The study findings indicate that women in the
early-onset PE group experienced worse outcomes than those in
the late-onset PE group, although this difference was not statis-
tically significant. Additionally, there were more infants with ad-
verse perinatal outcomes in the early PE group than in the late
PE group [8].

PE increases the risk of severe complications, including renal
failure, liver damage, pulmonary edema, cerebral hemorrhage,
and eclampsia, which can lead to placental abruption (PA) and fe-
tal death. In newborns, decreased placental blood flow can result
in IUGR and oligohydramnios. These complications often necessi-
tate early delivery by cesarean section. In the early stages of the
disease, the birth weight can be 23% lower than expected for the
gestational age. Long-term neurological outcomes are associated
with a higher incidence of cerebral palsy and a frequent occur-
rence of autism [9-11].

PURPOSE OF THE STUDY

To examine the perinatal outcomes in patients with early
and late severe preeclampsia (PE).
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MATEPUAN U METOAbI

[Ona poctnxeHua uenn 6b1n10 NpoBeseHO NPOCNEKTUBHOE UC-
cnepoBanmne 140 nauMeHToK ¢ TAxKEnow M3, NocTynMBLUNX B peaHu-
MaLuunoHHoe oTtaeneHune fopoackoro poamnbHoro goma Ne 1 r. y-
waHbe.

Kputepumamu BKAIOYEHWA B MCCeA0BaHUA bblan: apTepuanbHas
runepTeH3us, Bnepsble BO3HWKLWaA nocne 20 Hegenb 6epemeHHOCTH
U HaNnumMe MaToorMYecKor NPOTEUHYPUM U/UAKM OMACHBIX CUMMTO-
MOB TMNePTEH3UBHbIX HapyLleHUN. MauneHTKM bblan pasaeneHbl Ha
2 rpynnbi: nepsyto rpynny (n=47) coctaBunm bepemeHHble ¢ TAKENOW
M3 co cpokom rectaumum ao 34 Hegenb (paHHAsA M3), BTopyto rpynny
(n=93) — co cpokom bepemeHHOCTM 36-42 Heaenb, onpeaensemas Kak
no3gHas M. MeHwwHbl co cpokom 35 Hegenb 6epeMeHHOCTU B UC-
cnefoBaHMe He BKIKYANNCh.

AHanu3 BK/IOYan cnepylolwme napameTpbl: BO3pacT, MapuTer,
conyTcTBytoLMe 3aboneBaHnA, akyLWEpPCKUi aHaMHe3, OCN0XKHEeHMUA
HacToALel 6epemMeHHOCTH, OCNIOKHEHMA POAOB, UCXoa, bepemMeHHo-
CTV 418 MaTePU U NN0AA, OC/IOKHEHMA NOCEPOA0BOro nepuoga. Tak-
e 6blnn 06cnef0BaHbl HOBOPOKAEHHDIE, POAVBLUMECA Y KEHLLMH
€ pa3nnyHbiMn dopmamm M3, y KOTOpbIX ONpeAeninu cnepyrolime
NoKasaTenu: macca Tefia U A/IHa Npu PoXKAEHUU, COCTOAHME NpK po-
KIAEHWUW, OLLEHKA MO LWKane Anrap, Hasnume HEBPOIOTMYECKUX Hapy-
LIEHWI, NepuHaTasIbHyto 3a60/1€BaEMOCTb U CMEPTHOCTb.

BefeHne bepemeHHbIX ¢ TAXKENol M3 ocyLlecTBAANOCL Cornac-
Ho HauuoHanbHbiM cTaHgaptam [12]. MaumeHTkn Bbian rocnutanu-
31pOBaHbl B NanaTbl MHTEHCUBHOM Tepanuu, NPOBOAWAACh AUHAMM-
YyecKas oLleHKa QYHKLMIA U3HEHHO BaKHbIX OPraHoB, NpoduNaKkTMKa
CYAOPOT U aHTUTMNEPTEH3UBHAA TEPANMUA, OCHOBHbIM KOMMOHEHTOM
ABWIOCh pogopaspellenne. Mpu cTabuibHOM COCTOAHUM bepemeH-
HOW Npu CpoKe rectaumm meHee 34 Heaenb NpPoBoaAMNach Npodunak-
TWKa PecnupaTopHOro AucTpecc-cuHapoma. Mpodunaktuka cygopor
nposefeHa ¢ NPUMEHEHUEM CEPHOKMCION MarHesuu, KoTopas 3ame-
HANACb AMa3enamom npu eé HenepeHOcMMOCTU. lMpu 3HaveHuax Afl
160/110 mm Hg v Bbile NPOBOAMAACL aHTUMUMEPTEH3MBHAA TEpaNUS
C NPEMMYLLECTBEHHbIM Ha3HaYeHUeM HUPeaunuHa 1 ruapanasmnHa.

MaumeHTKM fanu cBoé MHGOPMUPOBAHHOE COIacMe Ha Uccne-
[l0BaHMe 1 06paboTKy CBOMX NEPCOHA/IbHbIX AaHHbIX B XO4E BbIMNO/-
HEHWA Hay4YHOI PaboTbl.

CTaTUCTUYeCKWUI1 aHaNu3 maTepuana NPOBOAMUACA C MOMOLLbIO
NpUKAagHoi nporpammel «Statistica 10» (StatSoft Inc., USA). Konnue-
CTBEHHble 3HaUeHWsA BapMaLLMOHHbIX PAAO0B OblNM NPOBEPEHbI Ha HOP-
Ma/IbHOCTb pacnpegeneHuna ¢ NoMmoLLbto Kputepues LLanmpo-Yunka v
Konmoroposa-CmupHoBa. BBuay oTcyTcTBMA HOPManbHOrO pacnpe-
[eneHusa, fanbHenlunin aHann3 NPOBOANUACA HenapaMeTPUYECKUMM
METOAaMM CTAaTUCTUKU. [lecKpUNTUBHAA CTAaTUCTUKA BKKOYANA BbisiB-
NIeHVE MefMaHbl C HVXHUM U BepxHUM KBapTuaamu (Me [Q1; Q3]),
a KauecTBEHHble NoKasaTesm bblin onucaHbl B Buae poneit (%). ns
CpaBHEHMA KOMMYECTBEHHDBIX JAHHbIX MeXay He3aBUCHMbIMK Tpyn-
namu NPUMeHANCA KpuTepuili MaHHa-YUTHW, a ANA CpaBHEHUA aonei
— TOYHbIV Kputepuii duilepa n Kputepuin Xu-kBagpat MupcoHa ann
Tabauu, 2x2. Hynesas runotesa oteepranach npu p<0,05.

PE3YNbTATbI

Bo3pacT naupeHToK B 06enx uccaesyembix rpynnax Bapbuposasn
ot 19 0o 43 net. Bo3pacTHas CTpyKTypa npeactasneHa B Tabn. 1. Cpea-
HWI BO3PACT KeHLWMH B nepsol rpynne coctasun 30,0+1,01 nert, Bo
BTOpOW rpynne — 24,7+0,5 ropa. 3HaunTeNbHAA YacTb BEPEMEHHbIX C
TAXEnol M B cpoke £0 34 Heaenb OKasanachb B NO3LHEM PENpPOayK-
TBHOM Bo3pacTe (35 u bonee) — 32% (p<0,001). No3aHas M3 npeu-
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METHODS

To achieve the goal of this study, a prospective investigation
was conducted involving 140 patients with severe PE who were
admitted to the intensive care unit of City Maternity Hospital No.
1 in Dushanbe, Republic of Tajikistan.

The inclusion criteria for the study required that participants
had developed arterial hypertension after 20 weeks of pregnan-
cy, along with proteinuria and/or severe symptoms of hyperten-
sive disorders. The patients were divided into two groups: the 1st
group (n=47) consisted of pregnant women with severe PE and
a gestation period of up to 34 weeks, classified as the early PE
group. The 2nd group (n=93) included women with 36-42 weeks
gestation, classified as the late PE group. The study did not in-
clude women with a gestation period of 35 weeks.

The analysis examined several parameters, including age,
parity, comorbidities, obstetric history, complications during the
current pregnancy, complications during childbirth, previous
pregnancy outcomes for both mother and fetus and complica-
tions during the postpartum period. Additionally, newborns born
to women with various forms of PE were assessed based on pa-
rameters such as body weight, length at birth, general health sta-
tus at birth, Apgar score, presence of neurological disorders, and
perinatal morbidity and mortality.

Management of pregnant women with severe preeclampsia
was conducted according to the national standards adopted in
the Republic of Tajikistan [12]. Patients were hospitalized in in-
tensive care units where they underwent continuous monitoring
of vital organ functions, seizure prevention, and antihypertensive
therapy, with the primary focus on delivery, ensuring the health
and safety of both mother and baby. In stable pregnant women
with a gestation period of fewer than 34 weeks, measures were
taken to prevent the development of respiratory distress syn-
drome (RDS). Seizure prevention was initially conducted using
magnesium sulfate; diazepam was used as an alternative if this
was not well tolerated. Antihypertensive therapy was implement-
ed for blood pressure readings of 160/110 mm Hg or higher, with
nifedipine and hydralazine being the preferred medications.

All patients provided informed consent for participating in
the study and processing their data for scientific purposes.

Statistical analysis of the material was conducted using Sta-
tistica 10 software (StatSoft Inc., USA). The quantitative variables
were tested for normal distribution using Kolmogorov-Smirnov
and Shapiro-Wilk tests. As normal distribution was not present,
further analysis utilized nonparametric statistical methods. De-
scriptive statistics included identifying the median along with
lower and upper quartiles (Me [Q1; Q3]), and qualitative vari-
ables were expressed as a percentage (%). The Mann-Whitney
test compared quantitative data between independent groups,
while the Fisher exact test and Pearson Chi-square test for 2x2 ta-
bles were employed to compare proportions. The null hypothesis
was rejected at p<0.05.

RESULTS

The ages of the patients in both study groups ranged from
19 to 43 years. The age distribution is shown in Table 1. The av-
erage age of women in the early PE group was 30.0+1.01 years,
while in the late PE group, it was 24.7+0.5 years. A significant
percentage of pregnant women with severe PE prior to 34 weeks
were of late reproductive age (35 and older) — 32% (p<0.001).
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Tabnuya 1 PacnpedeneHue bepemeHHbix ¢ maxéaol 13
¢ yyémom eo3pacma

n %

<19 2 4
20-24 9 19
25-29 12 26
30-34 9 19
>35 15 32

Table 1 Distribution of pregnant women with severe PE with
regard to age

Mo3aHaa N3
Late PE group
(n=93) p

n %
15 16 =0.033
39 42 =0.008
21 23 >0.05*
11 12 >0.05
7 8 <0.001

MpumeyaHue: p — CTaTUCTMYECKas 3HAYMMOCTb Pas/iMymMsA NoKasaTeseit MexKay Nepsoit U BTOpoi rpynnamu (no Kputepuio ®Guwepa; * — no Kputepuio Xu-Kkeagpar ans

Tabnuu 2x2)

Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)

MyLLECTBEHHO Hab/oganack y 6epeMeHHbIX BO3PACTHOW KaTeropum
20-24 ropa — 42% (p=0,008).

CpesHuit CpoK recTaumu B rpynne 6epemeHHbIx ¢ paHHer M3
coctasun 31,70,4 Hepenb, Bo BTopol — 38,7+0,1 Hepenb. PaHHAs M3
BCTpevanack y 1/3 nepBopoasAwumx v 2/3 ¢ naputetom 2-3, a No3aHAs
M3 npeumyuiecTBeHHO (B 62% cn.) Habntoganach y NepBOPOAALLIMX
(p=0,003), (Tabn. 2).

MHAeke maccbl Tena B nepsoi rpynne 6bin 29,1+0,9, Bo BTOpOIA
— 26,7+0,5 omoxo3aitkamn oKazanuncb 92% v 96% cooTBETCTBEHHO.
CpeaHuit MeXPOA0BOI MHTepBan B Nepsoii rpynne — 4,510,4, Bo BTO-
povi — 4,4+0,3 roga. [Jona ¥uTeabHWL, roposa B 0benx rpynnax cocra-
suna 100%.

PenpoayKT1BHbIV aHaMHe3 NaLMeHToK ¢ Taxeénoi M3 npeacTas-
NeH B Tabn. 3. Kak BUAHO, OTATOLLEHHBIV aKyLIepCKUii aHaMHe3 oTMme-
yancs y bepemeHHbIx 0bewnx rpynn. Tem He MeHee, YacToTa Npexaes-
pEeMeHHbIX POZIOB, HEOHATa/IbHOV CMEPTHOCTU U KecapeBa CevyeHus B
aHaMHe3e 6blna CTAaTUCTUYECKM 3HAUMMO BbILLE Y MALMEHTOK C paH-
Hel N3 (p<0,05). N3 B aHamHe3e 3apernucTpupoBaHa y 23% NaupyeHToK
¢ paHHei M3 ny 10% c nosgHeit (p=0,040).

B cTpyKType conyTcTBytOLLE NaTONOrMK B 06ENX UCCaeayemblX
rpynnax npeBasnpoBany XPOHUYECKUI nNuenoHedpuT, aHemMuu pas-
JINYHOW CTeneHu, Noa-AePULMTHbIE COCTOAHUA, OXKUPEHUE, XPOHUYe-
CKMI BPOoHXUT. OAHaKO, y Kaxaow 4-i bepemeHHol ¢ paHHel M3 6bin
AnarHoctupoBaH rnomepynoHedput (p=0,001). OxupeHne B obeunx
rpynnax Habnoganock y Kaxaov natoi bepemeHHow (Tabn. 4).

Tabauya 2 PacnpedeneHue bepemeHHbix ¢ maiénol 139
C y4émom napumema

MNepeopoasaime (0)

Primigravidas and nulliparas 7
1 pogbl

. 8
Primiparas
2-3 popos
Multiparas 18
4 n bonee pogos 4

Grand multiparas

Late PE was predominantly observed in pregnant women aged
20-24 years — 42% (p=0.008).

The average gestational age of the pregnant women in the
early PE group was 31.7+0.4 weeks, while in the late PE group, it
was 38.7+0.1 weeks. Early PE occurred in one-third of primigrav-
idas and nulliparas and two-thirds of multiparas, whereas late
PE was predominantly observed in primigravidas and nulliparas
(62% of cases) (p=0.003) (Table 2).

The body mass index in the early PE group was 29.1+0.9,
while in the late PE group, it was 26.7+0.5. The percentage of
homemakers in the two groups was 92% and 96%, respectively.
The average interbirth interval in the early PE group was 4.5£0.4
years, compared to 4.4+0.3 years in the late PE group. Both
groups consisted entirely of urban residents.

The reproductive history of patients with severe PE is sum-
marised in Table 3. As shown, pregnant women in both groups
had a complicated obstetric history. However, the frequency of
premature births, neonatal mortality, and cesarean sections in
their history was statistically significantly higher among patients
with early PE (p<0.05). A history of PE was recorded in 23% of
patients with early PE and 10% with late PE (p=0.040).

Both groups exhibited a significant burden of comorbidities,
with prevalent conditions including chronic pyelonephritis, various
degrees of anemia, iodine deficiency, obesity, and chronic bronchi-
tis. However, every fourth pregnant woman with early PE was diag-
nosed with glomerulonephritis (p=0.001). Obesity was observed in
one out of five pregnant women in both groups (Table 4).

Table 2 Distribution of pregnant women with severe PE
with regard to parity

Mo3pgHaa M3
Late PE group
(n=93) P

% n %
36 58 62 =0.003*
17 11 12 >0.05
38 21 23 =0.050*
9 3 3 >0.05

NpumeyaHwe: p — CTaTUCTUYECKAA 3HAUMMOCTb PA3MUMA NOKa3aTenell Mexay NepBoit U BTOpOIt rpynnamu (no Kputepuio duwepa; * — no Kputepuio Xu-Kkagpart ans

Tabauu, 2x2)

Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)
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Tabauya 3 PenpodykmusHell aHaMHe3 nauueHmok ¢ maxcénod M3 Table 3 Distribution of pregnant women with severe PE with
regard to complications of the previous pregnancy state

Mo3gHas N3
Late PE group
(n=93) P
% n %
Bakyym-acnupauua 4 9 5 5 >0.05
Suction abortion
Calmonp.owasoanbm BbIKMAbILL 7 15 12 13 50.05
Miscarriage
McKyccTBEeHHbIM abopT
Medical abortion 4 ? 3 3 >0.05
ngas‘BVlB?tOLu,EfﬂCﬂ 6epeMeHHOCTb ) 4 6 6 50.05
Missed miscarriage
MpexaeBpeMeHHble poapbl 6 13 1 1 -0.006
Premature labor
MépTtBopoxaeHune
Stillbirth 2 4 1 1 >0.05
HeoHaTanbHasA C{VlepTHOCTb 3 6 1 1 50.05
Neonatal mortality
Kecapgao ceyeHune 5 1
C-section
M3 B aHamrese 11 23 9 10 =0.040

PE in prior pregnancy/cies
MpumeyaHwe: p — cTaTUCTUYECKas 3HAYMMOCTb Pa3NYMsA NOKa3aTeNel MeXy Nepsoit U BTOpoit rpynnamu (no kputepuio Guwepa)
Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test)

Cpeav ocnoXKHeHW bepemMeHHOCTY B NepBOM TpUMECTpe B 0be- Among the pregnancy complications in the first trimester,
Ux rpynnax Habaoganucb peoTa bepemeHHbIx, yrpo3a npepbiBaHua  hyperemesis gravidarum and the risk of miscarriage were noted
6epemeHHocTH (p>0,05). Bo BTOpom v TpeTbem TpumeTpax oboctpe-  in both groups (p>0.05). In the second and third trimesters, ex-

Tabauya 4 Conymcmeyrow,as namonoaus bepemeHHbIx ¢ maxésnol 13 Table 4 Distribution of pregnant women with severe PE
with regard to comorbidities

Mo3pgHaa N3
Late PE group
(n=93) P
n %

Xpomdeckuii nuenoHedput 24 51 56 60 >0.05*
Chronic pyelonephritis
fuApoedpos. 1 2 12 13 >0.05
Hydronephrosis
Mo,g-p,edmgg THble FOCTOHHMH 10 21 31 33 >0.05*
lodine deficiency disorders
Aremus 32 68 70 75 >0.05*
Anemia
fnomepynoHeput 11 23 4 4 =0.001
Glomerulonephritis
Bap.MK03Ha$.1 60ne3Hb 3 6 4 4 50.05
Varicose veins
XpOHM'quKW TgHamnnMT 5 1 4 4 50.05
Chronic tonsillitis
XPOHUYECKNI BPOHXUT 7 15 11 12 50.05
Chronic bronchitis '
Omuperive 9 19 18 19 >0.05
Obesity ’

MpumeyaHwe: p — CTaTUCTUYECKAA 3HAUMMOCTb PA3NNUMA MOKa3aTeneil Mexay Nepsoi 1 BTopoit rpynnamu (no kputepuio duwwepa; * — no kputepuio Xu-kBagpar ans
Tabnuu 2x2)
Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)
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Tabnuya 5 TeueHue bepemeHHocmu ¢ maxénol 13

PBoTa

Hyperemesis gravidarum 26
Yrposa npepbiBaHuAa 6epemeHHOCTH 9
Threatened miscarriage

060CTpeHne XPOHUYECKoro nuenoHedppuTa 9
Recurrent pyelonephritis

Yrposa npexaeBpeMeHHbIX poLoB 1
Threatened preterm labor

[MosbiweHne ALL 16
Hypertension

AHTeHaTanbHasA rmbensb nioga 1

Intrauterine fetal demise

Table 5 Distribution of pregnant women with severe PE with regard to
complications of the current pregnancy state

MNosgHaa N3
Late PE group
(n=93) p

% n %
55 40 43 >0.05*
19 9 10 >0.05
19 21 23 >0.05
2 8 9 >0.05
34 39 42 >0.05*

2

NpumeyaHwe: p — CTAaTUCTUUECKAA 3HAYMMOCTb PA3NNUMA NOKa3aTenell Mexay Nepsoit 1 BTOpoit rpynnamu (no kputepuio duwepa; * — no Kputepuio Xu-kagpar ans

Tabnuy 2x2)

Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)

HME XPOHUYECKOTo NuenoHedpuTa AMarHOCTUPOBAHO Y KaxK Ao NATOM
MaLMEeHTKMN NepBOM rpynnbl Uy Kaxkaon 4-i — sTopolt rpynnbi (p>0,05).
AHTeHaTanbHasA rmbenb nioga coctaBuna 2% B rpynne c paHHelt M3, a
B rpynne c nosgHeit M3 nocneaHas He 6bina oTmeyeHa (Tabn. 5).

B obeux rpynnax cucronnyeckoe Al konebanocb B AyanasoHe
ot 150 go 200 mm Hg, a anactonnyeckoe — ot 90 o 110 mm Hg. B oc-
HOBHOW rpynne cpegHee cuctonnyeckoe ALl coctasuno 151,7+2,7 mm
Hg n anactonmyeckoe —100,211,4 mm Hg, BO BTOPOW — CUCTONNYECKOE
Al - 150,611,4 mm Hg n gnactonunyeckoe —97,91£0,8 mm Hg.

Pe3ynbTaTbl abopaTopHbIX MCCNEA0BaHWI NOKa3aau y 60/b-
LUMHCTBA MEHLUMH C TAXEnon M3 B obeunx rpynnax BbICOKYH npoTe-
nHypuio (0T 3,3 ao 13,2 r/n). B nepsoit rpynne cpesHee coaepkaHue
6e/ka B Moye cocrasuno 2,9+0,6 r/n, Bo BTOpOM — 2,3%0,3 r/n. Un-
NVHAPYPUA TaKXKe oTMeyeHa B 0bewnx rpynnax, cpeaHee coaepaHve
unMnAmMHApoB 6bino 3,310,6 B none 3peHuns nepsoii rpynne n 2,7+0,1 8
rose 3peHNsA BO BTOPOM, YTO NOATBEPKAAET HAIMUME COMYTCTBYIOLLE-
ro rnomepynoHedpuTa NpevMyLLECTBEHHO CPeaM NALMEHTOK C paH-
Hel M3 (p<0,05). MMnonpoTeMHeMUA BbiABAANACL Y 62% GepemeHHbIX

Tabauya 6 Vicxodsl bepemeHHocmu npu maxcénol 13

CpouHble poapl
Precipitate delivery
MpexaeBpemMeHHble poapl

Premature birth 47
NHAYLMpPOBaHHbIE poapbl 3
Induced labor

CamocToATeIbHble poapbl 2%
Natural childbirth

KecapeBo ceyeHne 21

C-section

acerbations of chronic pyelonephritis were diagnosed in every
fifth patient in the early PE group and every fourth in the late PE
group (p>0.05). Antenatal fetal death occurred in 2% of the ear-
ly PE group, while it was not observed in the group with late PE
(Table 5).

In both groups, systolic blood pressure ranged from 150 to
200 mm Hg, and diastolic blood pressure ranged from 90 to 110
mm Hg. In the early PE group, the average systolic blood pressure
was 151.7+2.7 mm Hg, and diastolic pressure was 100.2+1.4 mm
Hg. The systolic blood pressure in the late PE group was 150.6+1.4
mm Hg, and diastolic pressure was 97.9+0.8 mm Hg.

The laboratory tests showed high proteinuria (ranging from
3.3 to 13.2 g/I) in most women with severe PE in both groups. In
the early PE group, the average amount of protein in urine was
2.940.6 g/l; in the late PE group, it was 2.3+0.3 g/I. Urinary casts
were also observed in both groups, with an average cast count of
3.310.6 per high-power field in the early PE group and 2.7+0.1 in
the late PE group, confirming the presence of concomitant glo-

Table 6 Distribution of pregnant women with severe PE
with regard to pregnancy outcomes

Mo3pHasa N3
Late PE group
(n=93) P
n %
93 100
100
49 40 43 >0.5%*
55 93 100 <0.001
45

MpumeyaHue: p — CTAaTUCTMYECKas 3HAYMMOCTb PA3NNYMA NOKa3aTeNel Mexay NepBoii U BTOpoW rpynnamu (no kputepuio Guwepa; * — no Kputepuio Xu-ksagpar aas

Tabnuu 2x2)

Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)

15



Olimova FZ et al Severe preeclampsia

AVICENNA BULLETIN
Vol 27 * No 1 % 2025

I rpynnbl vy 54% Bo Il rpynne. CpesiHni1 ypoBeHb 6eka B KpOBM cOCTa-
Bun 59,0£0,8 r/n 1 59,9+0,4 r/n B COOTBETCTBYIOLMX Fpynnax.

Mcxoabl 6epeMEHHOCTM Y KeHLWMH ¢ Taxkénol M3 npeacTasne-
Hbl B Tab/1. 6. BbiCOKas YacToTa NpexaeBpeMeHHbIX POAOB OTMEYEHa
cpesm naumeHToK nepsoit rpynnbl (100%), 4To 610 CBA3AHO C Npek-
[EeBPEMEHHOW MHAYKLMEN pogoB npu paHHen M3, npoBeagHHONM B
49% cnyyanx. Pogpl uepes ecTecTBeHHble POAOBbIE MyTW COCTABUM
55% B nepsoii rpynne u 100% Bo BTopoit (p<0,001). Y Kaxaoi BTopoi
6epemeHHo ¢ paHHe 13 poabl 3aBEPLIMINCE ONEPATUBHBIM MYTEM.
MNoKa3aHWAMM K abA0OMMHANBHOMY POL0Pa3PELIEHMIO OblN B OCHOB-
HOM aKyLlepckue NpuunHbl: pybew, Ha maTke (12%), auctpecc nnosa
(5%), oTcnoiika nnaueHTbl (15%), HeNnoAroToBNEHHbIE POAOBbIE NYTK
(7%), otcyTcTBUE 3ddeKTa OT UHAYKLUMM PosoB (2%), Heynpasnsemas
runepTeHsus (5%) v ap.

06LLas NPOAOMKUTENBHOCTb POAOB Y POXKEHUL, C paHHel M3 ¢
BK/IOYEHMEM CNyYaeB POAOCTUMYAALMM cocTasuna 414,5+24,5 mu-
HYT, B TOM YMCe NPOAOIKUTENIbHOCTL NepBoro nepuoga —388,4+23,9
MWHYT, BTOPOro — 23,612,4 MUHyT, TpeTbero — 3,0+0,2 MuHyTbI. O6Lwan
NPOLOMKUTENbHOCTL POZOB B rpynne ¢ nosaHei M3 6bina gonblue,
yem B nepsoi — 565,4+21,3 muHyT (p<0,05), B TOM uncne Npoaon-
JKWUTENbHOCTb NepBoro nepuoga — 531,3+20,8 muHyT (p<0,05), BTO-
poro nepuopaa — 35,4+2,2 muHyT (p<0,05), Tpetbero — 2,60,1 MUHYT
(p>0,05).

CTpyKTypa OCNOXHeHuii npusegeHa B Tabn. 7. MMpexaespe-
MEHHas OTC/I0MKa HOPMasIbHO PacnosoXKeHHoM nnaueHTbl (MOHPM)
BCTPeYanach y Kaxaon 8-i naupeHTkM nepsoii rpynnbl (p=0,017), y
KOTOPbIX YacToTa MHTpaHaTanbHOW rmMbenn naoga u ABC-cuHapoma
TaKKe 6bla BbICOKa M cocTaBuna 4%. [loponoBbli paspbiB MAOAHbIX
obonouek (APMNO) y naumeHToOK ¢ paHHel M3 coctaBun 2%, ¢ no3aHein
—6% (p>0,05). Xop1MOaMHUOHUT ANArHOCTUPOBAH B 2% CyyaeBs cpeam
6epemeHHbIX ¢ no3aHen M3.

PaHHWI1 nocneposoBbI Nepuos, OCNOKHUACA TMMOTOHUYECKUM
KpoBoTeueHuem B 4% cnyvaes B NepBoii rpynne, No NOBOAY Yero B
1 HabntofeHun Bblna Mpov3BeseHa amnyTauua MaTKU. YAEeNbHbIN
BeC rMNOTOHUYECKUX KPOBOTEUEHMIA BO BTOPOM rpynmne coctaBun 2%
(p>0,05). B nocneposoBom neproae reMaToMmeTpa AMarHoCcTMpoBaHa
B 15% cnyyaes cpesm poamnbHUL, ¢ paHHelt N3 u B 18% — ¢ no3aHei
M3 (p>0,05). HELLP-cHAPOM pa3BMACA B OLHOM C/y4ae y NaLueHTKn
C paHHew MN3.

Tabauya 7 OcrnoxHeHus bepemeHHoCMU U podos npu maxénol 13

PaHHAsa M3
Early PE group
(n=47)

n
APno 1
PROM
MOHPN 6
PA
[uctpecc nnoga 2
Fetal distress
MHTpaHaTanbHaa rmubens naoga )
Intrapartum stillbirth
LOBC-cuHapom )
DIC
XOpMoamHUOHUT

Chorioamnionitis

merulonephritis primarily among patients with early PE (p<0.05).
Hypoproteinemia was detected in 62% of pregnant women in the
early PE group and 54% in the late PE group. The average blood
protein levels were 59.0+0.8 g/I and 59.90.4 g/l in the respec-
tive groups.

Pregnancy outcomes in women with severe PE are detailed
in Table 6. A high rate of premature birth (100%) was noted
among patients in the early PE group, which was linked to the
premature induction of labor in early PE, occurring in 49% of cas-
es. Vaginal births accounted for 55% of the early PE group and
100% of the late PE group (p<0.001). Every other pregnant wom-
an with early PE underwent a surgical delivery. The primary indi-
cations for abdominal delivery were obstetric pathology: uterine
scar (12%), fetal distress (5%), placental abruption (15%), birth
canal issues (7%), labor induction failure (2%), uncontrolled hy-
pertension (5%), and others.

The total labor duration for the early PE group, including
cases of labor induction, was 414.5+24.5 minutes. This includes
the duration of the first stage —388.4+23.9 minutes, the second
stage — 23.6£2.4 minutes, and the third stage —3.0£0.2 minutes.
In contrast, the total labor duration for the late PE group was sig-
nificantly longer, at 565.4421.3 minutes (p<0.05). This included
the duration of the first stage — 531.3+20.8 minutes (p<0.05), the
second stage — 35.4+2.2 minutes (p<0.05), and the third stage —
2.610.1 minutes (p>0.05).

The burden of complications is detailed in Table 7. Placental
abruption (PA) occurred in 1 out of every 8 patients in the early
PE group (p=0.017). This group also had a high frequency of in-
trapartum fetal death and disseminated intravascular coagulation
(DIC), both occurring at a rate of 4%. In the early PE group, the
rate of prelabor rupture of membranes (PROM) was 2%, while in
the late PE group, it increased to 6% (p>0.05). Additionally, cho-
rioamnionitis was diagnosed in 2% of cases in the late PE group.

The early postpartum period was complicated by hypotonic
hemorrhage in 4% of cases in the early PE group, with uterine
amputation performed in one case. The incidence of hypotonic
hemorrhage in the late PE group was 2% (p>0.05). During the
postpartum period, hematometra was diagnosed in 15% of cases
among women in labor in the early PE group and 18% of cases

Table 7 Distribution of pregnant women with severe PE with
regard to complications of pregnancy and childbirth

Mo3pgHasa N3
Late PE group
(n=93) p
% n %
2 6 6 >0.05
13 2 2 =0.017
4 2 2 >0.05
4
4
2 2

NpumeyaHwe: p — cTaTUCTUYECKas 3HAUYMMOCTb PA3NYMA NOKa3aTeNelt MeX iy NepBoit U BTOpoit rpynnamu (no kputeputo Guiwepa)
Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test)
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Tabauya 8 [okazamesnu cocmosaHus Hosopou0éHHblx, Me [Q1,; Q3]

Macca npu poxaeHum, r

Table 8 Assessments for newborn infants of women
with severe PE, Me [Q1; Q3]

Mo3aHasa N3
Late PE group p
(n=93)

Birth weight, g 1840.0 [1370.0; 2150.0] 3160.0 [2800.0; 3480.0] <0.001
Anvka npy poxaeHmm, cm 42.0 [40.0; 44.0] 50.0 [49.0; 52.0] <0.001
Length, cm

OKPY)HOCTb T0/10Bb, CM 30.0 [28.0; 32.0] 34.0[33.0; 35.0] <0.001
Head circumference, cm

OKPY)HOCTb TPYAH, CM 27.0 [24.0; 30.0] 33.0[32.0; 34.0] <0.001
Chest circumference, cm

OueHKa CoCToAHMA MO WKane Anrap B KOHLe

1-A MUHYTbI, 6annbl 6 [5; 6] 717;8] <0.001
1-minute Apgar score, points

OLeHKa coCTOAHMA MO WKase Anrap B KOHLE

5-i1 MUHYTbI, 6annbl 6 [6; 7] 8 [8; 8] <0.001

5-minute Apgar score, points

NpumeyaHve: p — CTaTUCTUYECKAnA 3HAUMMOCTb PA3INYMA NOKa3aTenel Mexay Nepsoit 1 BTOpoit rpynnamu (no kputepuio MaHHa-YutHu)
Note: p — statistical significance of the difference in variables between the two groups (according to the Mann-Whitney test)

M3 47 )eHWMH ¢ paHHel M3 K1BbIX HOBOPOKAEHHBIX POAUIN
44: 0fWH NN0A YMep aHTEHATa/IbHO M ABOE NAOLOB NOTUB/IN MHTPaHa-
TasbHO. B TO }Ke Bpems, BCe MKEeHLUMHbI ¢ No3aHew M3 poauam xuebIx
HOBOPOMAEHHDIX.

MegMaHa Maccbl HOBOPOXKAEHHbBIX OT MaTepeit ¢ Taxkéno NI B |
rpynne coctasuna 1840,0 1, 8o Il —3160,0 r (p<0,001) (Tabn. 8). Hoso-
POXKAEHHbBIE Maccol Tena npu poxkaeHun 2500,0 © 1 HUKe coCTaBUAM
100% u 16,0% cootsetcTBeHHO (p<0,05). MeamnaHa pocta HOBOPO-
KAEHHbIX B | rpynne 6bina 42,0 cm, Bo Il — 50,0 cm (p<0,001).

OueHKa HOBOPOXKAEHHBIX MO WKane Anrap B KOHLE Nepsoii Mu-
HYTbl NpeAacTaBneHa B Tabn. 9. AcPUKCUMM pasnnyHO CTENeHN npeu-
MYLLECTBEHHO OTMEYaUCh CPeay HOBOPOMAEHHBIX OT matepeil C
paHHeit M3 (p<0,001).

O6Luee cocToAHME AeTelt NPU POXKAEHUM NPeaCTaBAeHo B Tabs.
10. B nepBoii rpynne y % HOBOPOMKAEHHbIX 0bLLEee COCTOAHME OLEHMBA-
JI0Cb KaK TAXKENOE, a B rpynne c no3gHel Taxénoi M3 coctonHue npu
POXXAEHUM BbINO NPEUMYLLECTBEHHO YAOBNETBOPUTENbHBIM (p<0,001).

MepuHaTanbHas aHuedanonaTms AMarHoCTMPOBaHa C OAMHAKO-
BOI YaCTOTOM Cpesn HOBOPOKAEHHBIX OT MaTepeli C paHHewl 1 no3a-
Helt M3 (>0,05). HM3Kan macca Tena n CP npeuMmyLlecTBeHHO BCTpe-
YanCb Y HOBOPOXKAEHHDBIX NepBoi rpynnbl (p<0,001). AHTeHaTaNbHAnA
rmbenb naoga 3aperncTpupoBaHa B 2% cny4yaes y 6epemMeHHbIX C paH-
Heli 13, uTo CcBA3aAHO C BbICOKOW YacToToi MOHPI 1 ancTpecca no-
[a. YenbHbIi BEC MHEBMOHWUU U BHYTPUYTPOOHOW MHbEKLMK cpeam

Tabauya 9 OueHKa cocmMosHUA HOBOPOMOEHHbIX NO WKase Anzap
8 KOHUE 1 MUH H(U3HU

n
8 6annos/points 3
7 6annos/points 6
6 6annos/points 14
5 6annos/points 15
<4 6anna/points 6

in the late PE group(p>0.05). HELLP syndrome developed in one
patient in the early PE group.

Of the 47 women with early PE, 44 delivered live newborns:
one fetus experienced antenatal demise, while two succumbed
intranatally. In contrast, all women with late PE delivered live
newborns.

The median weight of newborns born to mothers with se-
vere PE in the early PE group was 1840.0 g, while in the late PE
group, it was 3160.0 g (p<0.001), as shown in Table 8. In this
group, newborns weighing 2500.0 g or less represented 100%
and 16.0%, respectively (p<0.05). The median length of newborns
in the early PE group was 42.0 cm, whereas in the late PE group, it
was 50.0 cm (p<0.001).

The assessment of newborns using the Apgar scale at one
minute after birth is shown in Table 9. Asphyxia of varying de-
grees was primarily noted among newborns born to mothers in
the early PE group (p<0.001).

The general health status of the newborns is presented in
Table 10. In the early PE group, the overall health condition of
three-fourths of the newborns was assessed as severe distress.
In contrast, in the late PE group, the general health status at birth
was predominantly satisfactory (p<0.001).

Perinatal encephalopathy was diagnosed with the same fre-
guency among the newborns of mothers in both early and late PE

Table 9 Distribution of Apgar score at 1 minute of newborns of
women with severe PE

MosgHas M3
Late PE group
(n=93) p

% n %
7 44 47 <0.001
14 42 45 <0.001
32 4 <0.001
34 3 3 <0.001
14

MprmeyaHue: p — CTaTUCTUYECKAA 3HAUMMOCTb Pa3NMUMA NOKa3aTeNel Mexay Nepsom 1 BTOPOK rpynnamu (no kputepuio duiiepa)
Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test)
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Tabauya 10 CocmosHue HOBOPOHOEHHbIX NpuU POI#OeHUU

YaoBnetsopuTenbHoe 4
Satisfactory

CpegHei TaxecTm 10
Moderate distress

Taxénoe 30

Severe distress

%

Table 10 Distribution of condition of newborns at birth
of women with severe PE

Mo3aHasa N3
Late PE group
(n=93) p
n %
72 77 <0.001
23 13 14 >0.05*
68 8 9 <0.001

MNpumeyaHwe: p — CTAaTUCTUYECKAA 3HAUMMOCTb PA3NNUMA NOKasaTeneit Mexay Nepsoi 1 BTopoit rpynnamu (no Kputepuio duwepa; * — no Kputepuio Xu-KkBagpar ans

Tabnuu, 2x2)

Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)

HOBOPOXAEHHbIX TaKKe CTaTUCTUYECKM 3HAYMMO NpeBbILLan B rpynne
¢ paHHel M3 (p=0,037). Bbicokas YactoTa C1P, nHeBMOHMM, 3BYP, HK3-
KOV Macchl Tena NpUBENM K HeoHaTasibHol cmepTu 11 (25%) Hoopo-
AEHHbIX, POAMBLUMXCA OT MaTepel ¢ paHHel Takénon M3. NepuHa-
Ta/lbHas CMEPTHOCTb B YKa3aHHOM rpynne coctaBuia 27% (Tabn. 11).

OBCYXAEHUE

MpoBeséHHOE nccnefoBaHVe NOATBEPKAAET MHEHWME, YTO paH-
HAs 13 ABnAeTcA GaKTOPOM BbICOKOTO PUCKA HeBNAronpuATHbIX aKy-
LIEPCKMX U MEepUHATaNbHbIX UCXOA0B. PUCK Pa3BUTUA OCNOKHEHWI
npu M3 HaxoamMTCA B 3aBUCMMOCTM OT CPOKa rectauym, Npu KOTOpom
nponsnsetca 3.

MonyyeHHble pe3ynbTaTbl NOKa3aaM HaMbosbLUYHO pacnpocTpa-
HEHHOCTb paHHel M3 cpeay bepemMeHHbIX NO3AHEr0 PENPOAYKTUBHO-
ro Bo3pacta (p<0,001). U3yueHune aKyLLEPCKOTO aHamMHe3a BbISBUAO,
4TO YacToTa NPEXAEBPEMEHHbIX POAOB, HEOHATA/IbHON CMEPTHOCTH U1

Tabauya 11 Cmpykmypa nepuHamanbHol namosnoauu npu maxcénoli 13

SHuedanonatus 6
Encephalopathy
cap
RDS 2
3BYP
IUGR 2
MHeBMOHMA

. 4
Pneumonia
BHYTpUyTpOobHaA MHPeKLMA 5
Intrauterine infection
Hun3kasa macca Tena 18
Low body weight
Cy63nMHAMMANbHOE KPOBOM3NUAHME

2

Subependymal hemorrhage
HeoHaTanbHas cMepTHOCTb 1

Neonatal mortality

groups (p>0.05). Low body weight and RDS were predominantly
observed in the newborns born to mothers in the early PE group
(p<0.001). Antenatal fetal death was recorded in 2% of cases in
the early PE group, which is linked to a high incidence of PA and
fetal distress. The proportion of pneumonia and intrauterine in-
fection among newborns also significantly exceeded in the ear-
ly PE group (p=0.037). The high occurrence of RDS, pneumonia,
IUGR, and low body weight contributed to the neonatal death of
11 (25%) newborns born to mothers in the early PE group. Peri-
natal mortality in this group was 27% (Table 11).

DISCUSSION

The study confirms that early PE is a significant risk factor
for adverse obstetric and perinatal outcomes. The likelihood of
complications in PE varies based on the gestational age at which
PE manifests.

Table 11 Distribution of pregnant women with severe PE
with regard to perinatal pathology

p
% n %

14 11 12 >0.05
27 1 1 <0.001
27 10 11 =0.023*
9 1 1 =0.037
11 1 1 =0.013
41 8 9 <0.001
5

25

MpumeyaHue: p — CTaTUCTMYECKaA 3HAYMMOCTb PasINYMsA MoKasaTesei Mexay Nepsoit U BTopoit rpynnamu (no Kputepuio Guwepa; * — no Kputepuo Xu-Kksagpar ans

Tabnuu, 2x2)

Note: p — statistical significance of the difference in variables between the two groups (according to Fisher’s exact test; * —according to the Chi-square test for 2x2 tables)
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KecapeBa ceyeHUs B aHaMHe3e Oblfa CTaTUCTUYECKM 3HAYMMO BblLLE Y
MaLMEHTOK ¢ paHHel N3 (p<0,05). N3 B aHamHe3e 3aperncTprupoBaHa
Y Kaxkzow 4-1 naumeHTKU ¢ paHHen M3 vy Kaxgoi 10-i — ¢ nosaHein
N3 (p=0,040). Mo AaHHbIM UCCNeA0BaTENEN, KEHLLMHbI, NepeHEcLune
13, oTHOCATCA K rpynne BbICOKOro pucKa peuunamsa 13 npu cneayto-
wmx 6epemeHHocTax [13]. Bonee Toro, B ApYrom UCCIeA0BaHUM NOZ-
TBEpKAAETCA, YTO npeaLecTtsytowas M3 npespacnonaraer K passu-
TWo paHHeii M3 [8]. B cTpyKType conyTCTBYHOLLEH NaToNorm B obemnx
uccnegyemblx rpynnax npeBasMpoBanu XPOHUYECKUI NuenoHedpuT,
aHeMUW Pa3IMYHON CTeneHu, Noa-LePULMTHbIE COCTOAHMA, OXUpe-
HWE, XPOHUYECKMI1 BPOHXMT. Y Kaxaow 4-i bepemeHHoM ¢ paHHel 13
6bln AMarHOCTMPOBaH rnomepynoHedput (p=0,001).

CpaBHWUTENbHBLIA  aHanuM3  pacnpocTpaHéHHocTn TMOHPM u
[OBC-cuHapoMa nokasasn, YTo MX 4YacToTa CTaTUCTUYECKM 3HAuMMO
BblLLe Npu paHHel 3. Hawummn nccnegoBaHnamum Takske 6bina Bbisis-
JIeHa BbICOKan 4acToTa aHTe- U MHTPaHaTasbHOM rvbenu naoaa y be-
PEMEHHbIX U POXKEHUL, C PAHHUM Ha4ya oM TaxKEno M3. aHHbIi GpaKkT
NOATBEPKAAET HEOOXOAMMOCTb NOBbILLEHHOM 0CBEAOMNEHHOCTU Me-
JVLMHCKOTO NepcoHana npv BeAeHWUMU EeHLWMH C rtMnepTeH3MBHbIMU
HapyLeHUAMU, 0COBEHHO ¢ paHHel M.

CpaBHUTENbHBIN aHaNU3 NepUHATaNbHbIX UCXOA0B BbIABUA Bbl-
COKYIO YaCTOTy POMAEHWA HeJOHOLIEHHbIX eTel C 3aAepKKov pas-
BUTWSA, HU3KOM mMaccol Tena, CAIP, nHEBMOHMeEN B rpynne ¢ paHHe M.
HeoHaTasibHble Ucxoabl Npu paHHel M3 onpeaenatoT TAXENoe eé Te-
YeHMe, YTO ABNAETCA NOKA3aHUEM K JOCPOYHOMY POLOPa3PELLEHHUIO.

3AK/NIOYEHUE

Takvm 06pa3om, NONYYEHHbIE Pe3y/bTaTbl NOKa3aau, YTo nepu-
HaTa/ibHble UCXOApI Y MALMEHTOK C paHHel 1 nosaHel M3 3HaunTens-
HO oT/nYatoTCA. PaHHAA M npaKkTUYeCcKM BCerga CBA3aHa C MHAYLM-
pOBaHMEM POAOB, POXKAEHMEM HELOHOLWEHHbIX AeTei Ha doHe 3BYP,
BbICOKOW YacTOTbl NepUHaTasIbHOM 3a60/1€BaeMOCTU U NeTaNbHOCTU.
Y 3TOro KOHTUHIEHTa BbISBNEH BbICOKMI yaenbHbIl Bec MOHPI ¢ pas-
sutMem [BC-cMHAPOMa, MHTPaHaTanbHOW rmbenu nnofa. Boicokas
yacTtoTa HefloHoweHHocTH, CAP, 3BYP, MHEBMOHUM CTa/In NMPUYMHONA
HeoHaTaNbHOM cmepTHOCTM 11 (25%) HOBOPOXAEHHDIX, POAMBLLMXCA
OT MaTepel C paHHUM Havanom 3.

MpuBeaEHHbIE AaHHbIE MOATBEPKAAOT HEOBXOAMMOCTb Noc/e-
pPOA0BOro HabMtAEHUA U MEAULMHCKOTO KOHCY/IbTUPOBAHMUA KaK Ma-
Tepen, Tak U UX HOBOPOXKAEHHbIX, POAMBLUMXCA C BbICOKOW 4acTOTOM
nepvHaTanbHOM matonorun. CnefoBaTelbHO, aHTEHATa/IbHOe 3BEHO
MrpaeT KAYeBYD PONb B MPOBEAEHUM KOHCYNLTUPOBAHMA MO Nja-
HUPOBAHMIO CEMbM, KAaYecTBEHHOW NperpaBuAapHON MOATOTOBKU U
HabNIOAEHMMN C paHHUX CPOKOB BEpPeMEHHOCTM B Fpynmnax BbICOKOrO
pU1CKa MO PasBUTUIO TMMNEPTEH3UBHBIX HAPYLLIEHWIA.

The results indicated the highest prevalence of early PE
among pregnant women of advanced reproductive age (p<0.001).
An evaluation of the obstetric history revealed that the incidence
of premature birth, neonatal mortality, and cesarean sections
was statistically significantly higher in patients with early PE
(p<0.05). A history of PE was noted in every fourth patient with
early PE and every tenth patient with late PE (p=0.040). Accord-
ing to some studies, women with previous PE are classified as a
high-risk group for recurrence of PE in future pregnancies [13].
Additionally, another study confirms that prior PE increases the
likelihood of developing early PE [8]. Among comorbidities in
both groups, the following were most common: chronic pyelo-
nephritis, anemia of varying severity, iodine deficiency, obesity,
and chronic bronchitis. One in four pregnant women with early
PE was diagnosed with glomerulonephritis (p=0.001).

A comparative analysis of PA and DIC prevalence showed
that their frequency is statistically significantly higher in early PE.
Our studies also revealed high rates of perinatal mortality with
early onset of severe PE. This observation highlights the need for
increased awareness among medical professionals when man-
aging women with hypertensive disorders, especially those with
early PE.

A comparative analysis of perinatal outcomes revealed a
high incidence of premature births accompanied by develop-
mental delays, low birth weight, RDS, and pneumonia in the early
PE group. The neonatal outcomes associated with early PE indi-
cate its severe progression, which suggests the need for planned
preterm birth.

CONCLUSION

The results indicated that perinatal outcomes in patients
with early and late PE differ significantly. Early PE is nearly always
linked to the induction of labor, the birth of premature infants
due to IUGR, and a high frequency of perinatal morbidity and
mortality. These patients showed a high rate of perinatal out-
comes related to DIC and intranatal fetal death. The high rates
of prematurity, RDS, IUGR, and pneumonia contributed to the
neonatal mortality observed in 11 (25%) of the newborns born to
mothers with early-onset PE.

The presented data confirm the need for follow-up care
during the post-natal period and medical counseling for both
mothers and their newborns born with a high incidence of peri-
natal pathology. Additionally, antenatal care plays a vital role in
providing family planning counseling, high-quality preconception
preparation, and monitoring from early pregnancy in high-risk
groups for developing hypertensive disorders.
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