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Management of pregnant women with intra-uterine growth restriction
in the condition of maternity welfare
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Jocmimxeno nepebir BariTHOCTI y JKIHOK 3 CHHIPOMOM 3aTPHUMKH POCTY ILIOAY.
BingsHaueHo BUCOKHI piBEHB epeaJacHUX MOJIOTIB Y ITi€l rpynu kiHOK. Y 63% Bumaakis
CHHJIPOM 3aTPHMKH POCTY TUTOAY PO3BHUBaBCs Ha (OHI TSHKKOT Mpeekamricii. Yei BariTHi
3 CHHIPOMOM 3aTPHUMKH POCTY IUIOY MaJIM CYIYTHIO €KCTPAreHITalbHy MaToJIOTiIo, aje
JKOJIHA 3 HUX HE OTpUMYBaa NpoQiTakKTHIHI HA3bKI JO3U acIiprHy.

HMccnenoBano TeueHus: GEpeMEHHOCTH M POZIOB Y XKEHIMH C CHHAPOMOM 33IEPiKKH
pocra mioaa. OTMe4eH BBICOKH ypOBEHb HMPEKIEBPEMEHHBIX POJOB B JTAHHO IpyIIie
xeHIMH. B 63% ciydaeB CHHIPOMOM 3aJIep)KKH pOCTa IUIofa pa3BmiIcs Ha (oHe Ts-
xeJloit npeekamicuu. Bee GepeMeHHbIE ¢ CHHIPOMOM 3aJepXKKH POCTa IUIOZA UMEIH
COITYTCTBYIOIYIO 3KCTPAareHUTaIbHYIO MATOJIOTHIO, HO HY OfHA W3 HUX HE MOJTydaja
npoGUIaKTHYECKHE HU3KHE 03bl aCIIUPHUHA.

Research of the duration of pregnancy and delivery at women with IUGR is carried
out. High level of premature birth in the given group of women is noted. In 63 % of cases
IUGR has developed at women with severe preeclampsia. All pregnant women with [UGR
had the the extragenital pathology. However any of women did not receive preventive
low doses of aspirin.

ntrauterine growth restriction (IUGR), which is

defined as the birth weight below the 10th percentile
for gestational age[1]. IUGR is a serious anomaly in the
antenatal period, responsible for many folds increase in the
pregnancy wastage, neonatal morbidity and mortality as
well as long term serious complications like dyslipidaemia,
type 2 diabetes, atherosclerosis and premature death. It is
the second cause of perinatal mortality after prematurity.
Factors that contribute to IUGR are divided into several
groups [2,3,4]. Maternal factors: high blood pressure, chronic
kidney disease, advanced diabetes, heart or respiratory
disease, malnutrition, anemia, infection, substance abuse,
cigarette smoking. Factors involving the uterus and
placenta: decreased blood flow in the uterus and placenta,
preterm placental abruption, placenta previa, infection in the
tissues around the fetus. Factors related to the fetus: multiple
gestation, intrauterine infection, birth defects, chromosomal
abnormality.

Our case control study was conducted in the field practice
area of maternity welfare Ne5, in Zaporozhye. The field
practice area covers a population of about 54 800 women,
among them — 27 732 women of reproductive age. From
December 2008 to December 2009, 1333 pregnant women
were under medical supervision. All pregnant women
had passed all necessary examinations according to the
local guidelines. 48 pregnancies had been over by preterm
deliveries (3,6%), mortinatality had taken place in 7
cases(5,2 ), early neonatal mortality had taken place
in 5 cases(3,7 °/), antenatal mortality-4 cases(3,7 /).
25 pregnant women had IUGR. 18 pregnancies had been
complicated by the development of preeclampsia(7-severe
preeclampsia, 11-moderate preeclampsia). We had made the
analyses of all cases of [IUGR and its management. There
wasn’t found any age factor that had influenced on the
risk of IUGR. In 100% cases pregnant women with [IUGR
had extragenital pathology: 56% - cardiovascular diseases
(essential hypertension-57%), 16%-chronic pyelonefritis,

and 42% — metabolic disorders. Symmetric IUGR had
been in 20% of cases, asymmetric in 80%. 44% of pregnant
women with [IUGR had preeclampsia. Severe form had been
in 63% of cases, the others had moderate preeclampsia. We
had found out that rate of antepartum and intrapartum fetal
distress that had led to cesarean delivery was 60%. Infants
had low APGAR scores almost in 64%. Preterm delivery had
taken place in 40% of cases, that is in 10 times as much than
in observed population of the region. The main factors that
led to the preterm delivery had been severe preeclampsia and
anterpartum fetal distress. Although all pregnant women with
IUGR had been in high risk group for the development of
that complication, none was prescribed low dose of aspirin
and none wasn’t informed about possibility of preventive
treatment in the sanatorium-preventorium for pregnant
women. In 12% of pregnancies with IUGR antenatal
mortality had taken place, that is in 4 times as much than in
observed population of the region.

Conclusions

1. IUGR remains a challenging problem for obstetricians.
Most cases of IUGR in our region occur in pregnancies
in which had developed severe preeclampsia; therefore,
the clinician must be alert to the possibility of a growth
disturbance in all pregnancies, specially at women with
extragenital pathology.

2. The current therapeutic goals are to optimize the timing
of delivery to minimize hypoxemia and maximize gestational
age and maternal outcome.

3. It is very important for all obstetricians, who work at
the female consulting center to remember about correct
completion of the gravidograma form.

4. It is very important to inform pregnant women to
pass nonmedical preventive treatment in the sanatorium-
preventorium for pregnant women.

5. It is necessary to remember that there is only one way to
decline in the rate of [UGR — usage of the low dose aspirin.
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