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ABSTRACT

AIM: We aimed at assessing the status of newborns in the early neonatal period in a group of mothers at high prenatal risk
for preeclampsia (PE), fetal growth restriction (FGR), preterm hirth (PTB), and fetal chromosomal abnormalities (FCA).

MATERIALS AND METHODS: We prospectively analyzed the status of 435 singletons. Mothers in the first-trimester un-
derwent prenatal screening with risk assessment. Group 1 (study group, n=231) included high-risk subgroups for FCA (sub-
group 1A, n=67), maternal PE (subgroup 1B, n=66), FGR (subgroup 1C, n=46), and PTB (subgroup 1D, n=52). We excluded risk
combinations. Group 2 (controls) included 204 children of low-risk women.

RESULTS: Group 1 had a higher incidence of mild-to-moderate asphyxia compared with group 2 (p <0.05) and was more
frequent in 1B, 1C, and 1D subgroups. Moreover, the frequency of severe asphyxia was similar between the groups (p >0.05).
Intrauterine growth restriction (IUGR) and developmental delay were more frequent in group 1 than in group 2 (p <0.05). More-
over, group 1 children required monitoring and treatment more frequently that in group 2 (p <0.05). The frequency of infectious
complications in group 1 and 1A, 1B, and 1C subgroups was equally higher than that of group 2 (p <0.05), while respiratory
distress syndrome predominated in group 1 (subgroup 1D) and was not observed in group 2. The discharge rate was 95.7% in
group 1 and 84.0% in group 2 (p <0.05). On days 3 to 5, 16% and 3.4% of children in groups 1 and 2, respectively, were trans-
ferred to the second stage of aftercare (p <0.05).

CONCLUSIONS: In the early neonatal period, children born to high-risk mothers, as opposed to those born to low-risk
mothers, were significantly more likely to have asphyxia, IUGR, infectious complications, and indications for continued treat-
ment in the second stage of nursing.
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HoBopoXxaéHHble B paHHeM HeoHaTanbHOM nepuoje
B rpynne MaTtepeil BbICOKOro aKyLIepCcKoro
W NepuHaTaNbHOro pUCKa

M.M. Camuyk', N.X. Llapoesa', A.N. Uwenxo', 3.J1. Asoesa?

"MepBblit MOCKOBCKUIA roCYAaPCTBEHHBIN MEANLMHCKMA YHuBepcuTeT uM. U.M. CeuyeHosa, Mocksa, Poceuitckas Mepepaums;
Topoackan KNMHUYecKas 6onbHuLa M. B.B. Bepecaesa, Mocksa, Poccuitckas Qeaepaums

AHHOTALMA

Lenb uccnepgoBaHus — OLEHUTL COCTOSHWE HOBOPOMXAEHHBIX B PaHHEM HEOHATaNbHOM Mepuoae B rpynne Matepeit
BbICOKO0 NpeHaTasbHOro pUcKa o paseuTuio npesknamncum (13), 3aaepxku pocTa nnogaa (3PIM), npexaeBpeMeHHbIX poLoB
(MP) 1 XpOMOCOMHBIX aHoManuit y noga (XA).

Martepuansbl u Metopabl. [TpoBeEH NPOCMEKTUBHBIA aHaNM3 COCTOAHUA HOBOPOMXKAEHHBIX OT 435 0AHOMNOAHBIX POAOB.
MartepsM B | TpUMecTpe BbINOJIHEH NMPeHaTabHbIA CKPUHUHE C OLEHKOM pucka. B 1-t0, ocHoBHyto rpynny (n=231) BKtoumam
MoArpynmbl ¢ BLICOKMM pUCKOM No pa3ssutuio XA y nnoga — noarpynna 1A (n=67), N3 y matepent — noarpynna 1B (n=66),
3PN — noarpynna 1C (n=46), NP — noarpynna 1D (n=52). UckntoyeHbl codeTaHns puckoB. BTopas, KoHTponbHas rpynna
BKJItoyana 204 pebEHKA OT KEHLLUMH C HU3KUM PUCKOM.

Pesynbtarbl. B 1-i1 rpynne oTMeueHa bonee BbICOKas YacToTa pOXAEHUS AeTel B COCTOSHUM acPUKCUM NETKON U CPea-
Hel cTeneHu, yeM Bo 2-i rpynne (p <0,05), v vawe B noarpynnax 1B, 1C u 1D. YactoTa Tsxenon achukcumn He uMena ot-
nnunid Mexkay rpynnamu (p >0,05). 3apep:kka BHYTpUYTPOOHOrO pocTa u passutus (3BYP) B 1-11 rpynne BCTpeyanach value,
yeM Bo 2-# (p <0,05). HabniopeHne n nedeHne notpeboBanock AetaM 1-i rpynnbl Yalle, YeM aetam 2-i rpynnel (p <0,05).
YactoTa uHEeKLMOHHBIX 0CNOXKHeHUiA Y aeTel B 1-i rpynne u B noarpynnax 1A, 1B u 1C oka3anacb BbiLue, 4eM Bo 2-i rpyn-
ne (p <0,05). PecnupatopHblii aucTpecc-cuHapoM npeobnapan B 1-i rpynne B noarpynne 1D, Bo 2-11 rpynne OH He OTMEYEH.
Boinucanbl 84,0% peten 1-n rpynnel u 95,7% peten 2-n rpynnel (p <0,05). Ha 3-5-e cytkn 16% peteii 1-i rpynnbl nepe-
BeZleHbl Ha 2-i1 3Tan JoneynBaHus, Bo 2-i rpynne — 3,4% (p <0,05).

3akniouenue. Y feTeid, poXKAEHHbLIX OT MaTePEN C BbICOKUM PUCKOM, B OT/IMYME OT POXAEHHLIX OT MaTepen C HU3KUM pu-
CKOM, B paHHEM HeoHaTalbHOM NepUoAe LOCTOBEPHO Yalle oTMeYeHbl achuKeus, 3BYP, MHDEKUMOHHbIE OCIOMHEHMS U Mo-
Ka3aHus K NPOLO/IKEHMIO JIEYEHUSA HA BTOPOM 3Tane BbIXaUBaHuS.

KnioueBble cnoBa: acuKcus; BHYTPUYTpoOHOE pas3BUTWE; 3afiepKKa BHYTPUYTPOGHOro poCTa; HOBOPOXKAEHHbIE;
NpeHaTabHbIil CKPUHUHT; CTENeHb pUCKa.
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BACKGROUND

Prediction based on the results of prenatal screening of
adverse complications for both pregnant women and the fe-
tus is one of the most pressing and difficult tasks in the peri-
natal period [1]. Nowadays, combined screening is used for
this purpose, consisting of calculating the basic risk based
on the patient’s age with subsequent correction of its data
considering biochemical markers and ultrasound results [2].
Protein and hormone levels in the fetoplacental system are
measured to assess the condition of the fetus from the early
stages and throughout pregnancy [3-5]. Prenatal screen-
ing in trimester | includes determining placental hormones
that indicate its function, namely, free B-subunit of human
chorionic gonadotropin (B-hCG), glycoprotein pregnancy-as-
sociated plasma protein-A (PAPP-A) [6], and nuchal fold
thickness (NFT) [7]. An increasing number of studies have
focused on determining the prognostic significance of pre-
natal screening and expanding diagnostic capabilities for the
fetus [8-10]. Fetal losses and the development of intrauter-
ine growth restriction (IUGR) during pregnancy increase with
a decrease in free B-hCG and PAPP-A levels and an increase
in NFT [11-14]. IUGR is a serious problem in obstetrics, neo-
natology, and pediatrics [15]. This complication in the peri-
natal period becomes a significant risk factor for death in the
neonatal and postneonatal periods, the incidence of which
increases sharply and is 3—10 times higher than the morta-
lity rate of newborns with normal development [16—19]. The
diagnostic criterion for IUGR is considered to be a decrease
in body weight (as an integral indicator of fetal size) and/or
body length less than the 10" percentile compared to that for
gestational age [20]. Research shows that IUGR diagnosed
in the fetus has long-term negative effects on the endocrine
system, neurological development, and homeostasis in the
newborn [21]. Growth disturbances, low weight, decreased
head circumference, and visual impairment are more often
recorded in infants with IUGR than in those with normal de-
velopment at aged 18-22 months [22]. Furthermore, a pre-
disposition in adult life to obesity, hypertension, cardiovas-
cular diseases, and diabetes mellitus has been noted [23].

Studies examining the significance of high-risk mothers
based on prenatal screening in trimester | in predicting the
characteristics of the condition of newborns are advisable.

This study aimed to evaluate the condition of newborns in
the early neonatal period in a group of mothers at high pre-
natal risk for preeclampsia, fetal growth restriction, preterm
birth, and chromosomal abnormalities in the fetus.

MATERIALS AND METHODS

A prospective analysis of the condition of newborns from
435 births in singleton pregnancies was performed. All pa-
tients in the trimester | of pregnancy (11 weeks and 4 days
to 13 weeks and 6 days) underwent prenatal screening. De-
pending on the level of identified risk, the patients (n=435)
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were divided into two groups: the main group (risk frequency
of 1:100 and above [high risk]) and control group (risk fre-
quency of 1:101 and below [low risk]). The study was con-
ducted at V.V. Veresaev City Clinical Hospital (clinical base
of the Department of Obstetrics and Gynecology No. 1 of the
.M. Sechenov First Moscow State Medical University), which
provides second (expert) level of prenatal diagnostics.

The main group included 231 newborns from patients
(n=231) in whom screening revealed a high risk of pre-
eclampsia (PE), fetal growth restriction (FGR), preterm birth
(PTB), and fetal chromosomal abnormalities (FCA). The con-
trol group included 204 newborns from patients (n=204)
with a low risk of prenatal screening for the development of
complications. The pregnant women with a high risk of only
one of the four assessed outcomes were selected, and sub-
groups were formed. In the main group, four subgroups were
formed: 1A (n=67), newborns from pregnant women with a
high risk of FCA; 1B (n=66), newborns from pregnant women
with a high risk of PE; 1C (n=46), newborns from pregnant
women with a high risk of FGR; and 1D (n=52), newborns
from pregnant women with a high risk of PTB. Combined
screening included assessment of blood flow in the uterine
arteries, the condition of the internal orifice of the uterus,
and the presence or absence of uterine hypertonicity. In the
fetus, the length of the nasal bone, coccygeal—parietal size
(CPS), NFT, and heart rate were assessed. Ultrasound (US)
examination was performed in the Department of Antenatal
Fetal Care of the branch of the V.V. Veresaev City Clinical
Hospital using ALOKA PROSOUND a 6 (Hitachi Aloka Medi-
cal, Ltd., Japan), APLIO 500 (Toshiba Medical Systems Cor-
poration, Japan), and GE Voluson E6 (GE Healthcare, USA).
In parallel, B-hCG, pregnancy-associated plasma protein-A
(PAPP-A), and human placental growth factor concentrations
were determined in the blood serum of pregnant women.
Prenatal screening was performed according to the order of
the Ministry of Health of Russia no. 1130n, dated October 20,
2020, and the order “On improving the organization of prena-
tal (antenatal) diagnostics of fetal/child development disor-
ders”, dated June 14, 2013, no. 600 [24]. A unified network
of the Astraia software and hardware complex was used to
evaluate the results of prenatal screening.

The criteria for including pregnant women in the groups
were high and low risk of prenatal screening for FCA in the
fetus, development of PE, FGR, and PTB based on test results
in trimester |, birth of a child without FCA, singleton pregnan-
cy, spontaneous pregnancy, and absence of severe concom-
itant extragenital diseases. The exclusion criteria were chro-
mosomal abnormalities confirmed antenatally and/or after
the birth of the child, multifetal pregnancy, and pregnancy
resulting from ART.

A clinical assessment of the condition of newborns was
performed in the early neonatal period and during the first
3 days of life. After birth, the main integral indicators were
determined, namely, Apgar scores at minutes 1 and 5 of life
to describe the cardiorespiratory and neurological condition
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of the newborn, degree of asphyxia [25], weight and height
at birth, weight loss on day 3 of life, and incidence and struc-
ture of neonatal morbidity. To assess the compliance of the
child’s anthropometric indicators with the appropriate values,
percentile graphs and tables of I.E. Olsen (2010), T.R. Fenton
(2013), and Intergrowth-21st. (2014) [26] were used, and
gender differences were considered [27]. To assess IUGR
severity, we used the classification according to the National
Guidelines for Neonatology [15]. Degree 1 of severity (mild)
was characterized by a decrease in body weight below the
10th percentile with normal or moderately reduced body
length. In degree 2 of severity (moderate), both body weight
and length decreased, with the indicators being in the range
from the 10th to the 3rd percentile. Degree 3 (severe) was
characterized by a decrease in all parameters of physical de-
velopment below the third percentile.

All female patients in the study groups underwent clinical
and laboratory examinations, as regulated by the order of the
Ministry of Health of Russia no. 1130n.

All patients included in the study signed a voluntary in-
formed consent form to participate in the study and publish
their medical data. This study was approved by the local eth-
ics committee of .M. Sechenov First Moscow State Medical
University (LEC protocol dated January 22, 2021, no. 01-21).

Statistical analysis of data was performed using the com-
puter program STATISTICA 64 bit for Windows and the sta-
tistical functions of Microsoft Office Excel 2007. The analysis
of the results was presented in the form of arithmetic means
and root-mean-square deviations. When comparing the av-
erage values of two groups of unrelated samples, subject
to the law of normal distribution, Student’s ¢-test was used.
Differences in frequencies were considered statistically sig-
nificant at p <0.05.

RESULTS

The average age of patients was 29.1 + 2.1 years in the
main group and 30.2 + 1.1 years in the control group; the
groups did not have statistically significant differences in age
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(p >0.05). Moreover, primigravidas in the high-risk subgroups
and control group did not have statistically significant differ-
ences (30% versus 33%) (p >0.05).

In addition, 433 (99.54%) of the 435 women examined
had liveborn infants; 2 (0.46%) patients in the main group
had stillbirths. In the group with high prenatal risk, the in-
cidence of antenatal fetal death (AFD) was significantly dif-
ferent (p <0.05). No cases of fetal losses were found in the
subgroups with a high risk of developing PE (1B) or PTB (1D).
AFD at weeks 29 and 30 was associated with progressive
chronic placental insufficiency (PI), which was confirmed by
histological examination of the placentas (placental hypopla-
sia, many afunctional zones, infarction, and ischemia).

Basic medical care for newborns was provided in the
delivery room. The birth of children with varying degrees
of asphyxia was noted in the high-risk group in 44 (19.0%)
cases and in the control group in 15 (7.4%) cases. The indi-
cators showed statistically significant differences (p <0.05).
The incidence of mild asphyxia in subgroups 1C (12.8%) and
ID (21.2%) was significantly higher than that in the control
group (3.9%; p <0.05). The birth of children with moderate
asphyxia prevailed in subgroups 1B (7.6%), 1C (8.5%), and
1D (15.4%) and was significantly different (p <0.05) compared
to that in the control group (2.5%). The frequency of birth of
children with severe asphyxia did not differ significantly and
was 1.3% in the main group and 1% in the control group
(p >0.05).

Thus, the hirth of children with asphyxia of varying sever-
ity was more often observed in the group of women with high
perinatal risk, especially in subgroups with high risk for PE,
FGR, and PTB. The data is presented in Table 1.

Considering the requirements of modern clinical rec-
ommendations, acetylsalicylic acid (aspirin) was prescribed
to pregnant women with a high risk of perinatal complica-
tions for prophylactic purposes, which improves the depth
of placentation and blood flow in the spiral arteries of the
uterus [28-29]. All pregnant women with identified risk fac-
tors in group 1 (subgroups) and group 2 were prescribed low
doses of aspirin, that is, 150 mg/day from week 14 to 36,

Table 1. Indicators of the condition of newborns (the number of newborns by groups. with an assessment of the condition on the Apgar

scale in points. M+g)

Group 1 (n=231). n (%) Group 2
Indicator (n=204),
1A. FCA (n=67)| 1B. PE (n=66) | 1C. FGR (n=46)| 1D. PB (n=52) Group 1 n (%)
Satisfactory condition 63(92.6+1.8) 58(87.9£2.1) 35(74.5+2.9)  31(59.6+3.2) 187 189 (92.6+2.0)
(80.2+2.6)

Mild asphyxia 3 (4.4£1.3) 3 (4.6£1.4) 6 (12.8+2.9)*  11(21.222.7)* 23 (9.9£1.9)* 8 (3.9+1.3)
Moderate asphyxia 1(1.50.8) 5 (7.6£1.7) 4 (8.5+1.8) 8 (15.4+£2.4)* 18 (7.8£1.7) 5 (2.5¢1.1)
Severe asphyxia 0 0 1(2.1£0.9) 2 (3.9£1.3) 3(1.3£0.7) 2 (1.0£0.7)
Stillbirth 1(1.51.1) 0 1(2.1£1.3) 0 2 (0.9+0.8) 0

*Differences between Group 1, Group 1 subgroups, and Group 2 are significant (p <0.05); FCA, fetal chromosomal abnormalities;

PE, preeclampsia; FGR, fetal growth retardation; PB, preterm birth.
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considering compliance with the instructions for use of the
drug in the Russian Federation.

Anthropometric assessment showed that the frequency of
births of children with IUGR in the main group was 84 (33.0%)
cases compared to 34 (18.3%) cases in the control group; the
differences were statistically significant (p <0.05). In the IUGR
group, morphological signs of PI, which became the probable
cause of FGR, were found in 64 (76.2%) patients (Table 2).

The birth of large children weighing >4,000 g was signifi-
cantly more often noted in the control group than in the main
group, with 47 (22.6%) cases and 7 (3.0%) cases, respectively
(p <0.05).

Among all the examined children, 19.1% of newborns
from mothers in the high prenatal risk group and 7.3% from
the control group required follow-up and medical care in the
early neonatal period; these indicators showed significant
differences (p <0.05). The frequency of treatment for new-
borns in the neonatal intensive care unit (NICU) and the unit
for neonates and prematurely born children (UNP) was higher
in children from mothers in the group with high prenatal risk
(9.1% and 10.0%, respectively) than in those from mothers in
the control group (3.4% and 3.9%); the indicators had signifi-
cant differences (p <0.05). The routing of newborns on day 1
of life is presented in Table 3.

When analyzing the course of the early neonatal peri-
od, the incidence of complications was significantly higher
in children from high-risk mothers and amounted to 20.8%
versus the control group value of 3.4% (p <0.05). In the struc-
ture of complications, the share of infectious complications
in the main group (7.8%) and subgroups 1A, 1B, and 1C was

(3) 2022 VF Snegirev Archives of Obstetrics and Gynecology

6.0%, 7.6%, and 17.4%, respectively, and was significantly
higher than that in the control group (1.0%; p <0.05). The
incidence of neonatal aspiration of amniotic fluid did not have
significant differences between the groups, and it was not
noted in subgroups with a high risk of FGR and PTB (p >
0.05). In subgroups 1C and ID, the incidence of complica-
tions, such as hemorrhagic syndrome, was 2.2% and 5.8%,
and that of respiratory distress syndrome (RDS) was 4.4%
and 38.5%, respectively, and was higher compared to that
of subgroup 1A and the control group and had statistically
significant differences (p <0.05). Complications such as hem-
orrhagic syndrome and RDS were not determined in the con-
trol group. Table 4 shows the structure of the complications.

Newborns from mothers from the high prenatal risk group
were discharged from the maternity hospital in satisfactory
condition in 194 (84.0%) cases; in the control group, new-
borns in 197 (96.6%) of cases were discharged, and the indi-
cators revealed statistically significant differences (p <0.05).
In the main group, 37 (16.0%) newborns on days 3-5 of life
required transfer for continued treatment and follow-up to
the NICU of the stage 2 nursing or to the stage 2 nursing
newborns; whereas in the control group, there were 7 (3.4%)
such cases, with significant statistical differences between
the indicators (p <0.05). The data are presented in Table 5.

At stage 2, 21 newborns of the main group and 1 new-
born of the control group were treated in the NICU; the in-
dicators had significant differences (p <0.05). Follow-up
and treatment in stage 2 nursing newborns was required in
16 children of the main group and 6 children of the control
group; the differences were significant (p <0.05).

Table 2. Number of newborns with intrauterine development delay, M+o

Group 1 (n=231). n (%) Group 2
Mokasatenn (n=204),
1A. FCA (n=67) | 1B. PE (n=66) | 1C. FGR (n=46) | 1D. PB (n=52) Group 1 n (%)
Degree 1 IUGR 20 (29.4%2.6) 9(13.6£2.2)  11(23.4£2.7)* 12(23.1x2.8)* 52 (22.1£2.7)* 28 (13.5£2.4)*
Degree 2 IUGR 8 (10.3£2.0)* 4 (6.1£1.6) 5 (8.5+1.8)* 5(9.6£1.9) 22 (8.6+1.8) 6 (4.8+1.9)
Degree 3 IUGR 6 (8.7£1.8) 1(1.5£0.8) 1(2.1£0.9) 2 (3.91.3) 10 (2.31.0) 0

*Differences between Group 1 and Group 2 subgroup values are significant (p < 0.05); FCA, fetal chromosomal abnormalities;
PE, preeclampsia; FGR, fetal growth restriction; PB, preterm birth; IUGR, intrauterine growth restriction.

Table 3. Routing of newborns by departments in the early neonatal period, M+o

Group 1 (n=231). n (%) Group 2
Characteristics (n=204),
1A. FCA (n=67) | 1B. PE (n=66) | 1C. FGR (n=46) | 1D. PB (n=52) Group 1 n (%)
Rooming-in 63 (94.0£1.6) 58 (87.9+2.2) 35(77.1£2.8)* 31(59.6+£3.2)* 187 (81.0£2.3)* 189 (92.7+1.8)*
Follow-up and treatment 3 (4.5+1.4) 3 (4.6+1.4) 6 (13.0£2.2)*  11(21.2£2.7)* 23 (10.0+2.0)* 8 (3.9+1.3)*
of UNP
Follow-up and treatment 1(1.5+0.8) 5 (7.6+1.7) 5(10.9£2.1) 10 (19.2+2.6)* 21 (9.1£1.9) 7 (3.4+1.3)*

in the NICU

*Differences between Group 1 and Group 2 subgroup values are significant (p < 0.05); FCA, fetal chromosomal abnormalities;
PE, preeclampsia; FGR, fetal growth restriction; PB, preterm birth; UNP, unit for neonatal and premature children; NICU, neonatal
intensive care unit.
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- Group 1 (n=231), n (%) Group 2
Comeplication (n=204),
1A, FCA (n=67) | 1B, PE (n=66) | 1C, FGR (n=46) | 1D, PB (n=52) Group 1 n (%)

Intrauterine infection 3 (4.5+1.4)* 1(1.5+0.8) 3 (6.5+1.6)* 0 7 (3.0+1.1)* 1(0.5+0.5)*
of an unspecified etiology
Intrauterine pneumonia 1(1.50.8) 4 (6.1£1.6)* 5(10.9£3.0)* 1(1.9£0.9) 11 (4.8£1.4)*  1(0.520.5)
Neonatal aspiration 1(1.5+0.8) 3 (4.611.4) 0 0 4 (1.7£0.9) 5(2.5¢£1.1)*
Hemorrhagic syndrome 0 2 (3.0£1.1)* 1(2.2+1.0)* 3 (5.8£1.5)* 6 (2.6£1.1)* 0*
Respiratory distress 0 0 2 (b.4£1.3) 20 (38.5£3.2) 22 (9.5£1.9) 0*

syndrome

*Differences between Group 1 subgroup and Group 2 values are significant (p <0.05); FCA, fetal chromosomal abnormalities;

PE, preeclampsia; FGR, fetal growth retardation; PB, preterm birth.

Table 5. Transfer of newborns to the second stage of further treatment — number of children. abs. (%)

Group 1 (n=231), n (%) Group 2
Characteristics (n=204),
1A, FCA (n=67)| 1B, PE (n=66) | 1C, FGR (n=46) | 1D, PB (n=52) Group 1 n (%)
Discharged home 64 (95.5+1.4) 60 (90.9+£1.9) 37 (80.4+2.6)  33(63.5£3.1) 194 (84.0+2.4)* 197 (96.6+1.3)*
Transfer to the NICU 1(1.5+0.8) 5(7.6+1.7) 5(10.9£2.0)* 10 (19.2£2.6)* 21 (9.1£1.9)* 1(0.5+0.5)*
of stage 2 nursing
Transition to stage 2 2 (3.0£1.1) 1(1.5+0.8) 4 (8.7+1.8)* 9 (17.3+2.5)* 16 (6.9£1.7)* 6 (2.9+1.2)

of nursing newborns

**Differences between Group 1 subgroup and Group 2 values are significant (p <0.05); FCA, fetal chromosomal abnormalities;
PE, preeclampsia; FGR, fetal growth restriction; PB, preterm birth; UNP, unit for neonatal and premature children; NICU, neonatal

intensive care unit.

Studying the prognostic aspects of prenatal screening to
increase the efficiency of prenatal monitoring and the earliest
possible diagnostics of pregnancy complications will allow
early diagnosis of adverse consequences for the fetus, which
may subsequently affect the condition of newborns.

CONCLUSION

In the group of mothers with high prenatal risk, more chil-
dren were born with asphyxia, especially in subgroups with a
high risk for the development of PE, FGR, and PTB and children
with IUGR in subgroups with a high risk for FCA, PE, FGR, and
PTB compared with the control group (p <0.05). Complicated
course of the early neonatal period in newborns was signifi-
cantly more common in the group with a high risk of prenatal
screening than in the control group (p <0.05). Newborns from
mothers at a high perinatal risk for the development of PE,
FGR, PTB, and FCA in the fetus more often required follow-up
and treatment in the early neonatal period than the group of
children from mothers with a low risk, which indicates a de-
crease in the adaptive capabilities of these children.
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JOMO/THUTE/IbHO

Bknap aBTopoB. Bce aBTOpbI BHEC/M CYLLECTBEHHbIN BKAA B pas-
paboTKy KOHLENUMM, NpoBeieHNe UCCeA0BaHMS U MOArOTOBKY CTa-
TbM, MPOYAN 1 0A0BPUAN BUHANBHYI0 BEPCUID Nepes NybAnKaumen.
®uHaHcupoBaHMe. ABTOPbI 3aABNAIOT 06 OTCYTCTBMM BHELLUHEMO
(GMHAHCMPOBAHMSA NPW NPOBEAEHNM UCCNEL0BAHMS.

KoHaMuKT mHTepecoB. ABTOpbI AEKIAPUPYIOT OTCYTCTBME SIBHBIX
1 NOTEHUMANbHBIX KOHQIIMKTOB MHTEPECOB, CBA3aHHBLIX C NMybnmKa-
LMeN HacTosLLIEN CTaTbu.
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