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THE ROLE OF PREVENTIVE OBSTETRICS IN REDUCING PERINATAL MORTALITY
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Implementing the latest technologies and programs aimed at helping the mother and the newborn contributed to the
development of both perinatal and preventive obstetrics. The role of preventive obstetrics is aimed at predicting and preventing, if
necessary, perinatal consequences. The World Health Organization has developed guidelines for effective perinatal care: evidence-
based, demedicalized, technology-based, multidisciplinary, family-centered, and regionalized. In Ukraine, as in the world, among
the causes of perinatal mortality, the death of premature children with meagre body weight (up to 70 %) and congenital
malformations and anomalies (22-24 %) prevails. Perinatal obstetrics involves the development of a network of perinatal centres
and hospitals according to the degree of development, as well as the reorganization and development of neonatal services. There
should be provision of intensive therapy, the possibility of raising premature babies, and the availability of highly qualified
specialists. Thus, the preventive direction of perinatal obstetrics should be based on deep knowledge of the basics of classical
obstetrics during the physiological course of pregnancy and childbirth; limited (prohibitions), aggressive obstetrics with
hyperpolarization of obstetric activity, which, as a rule, is based on a misunderstanding (ignorance) of perinatal obstetrics.
“Management” of pregnancy and childbirth in case of risk (presence) of diagnosed fetal morbidity, manifestations of intrauterine
infection, autoimmune pathology, and pathology of the placental complex in the presence of modern technologies that ensure the
development of the newborn.
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POJIb IPEBEHTUBHOI'O AKYIIEPCTBA Y 3HUKEHHI NEPUHATAJIbHOI
CMEPTHOCTI

BrineHHs HOBITHIX TEXHOJIOTIH 1 Mporpam, sIKi HalpaBJieH] Ha JOTIOMOTY MaTepi Ta HOBOHAPOKCHOMY CIIPHSUIO PO3BHTKY
HE TIJIbKHU NIEPUHATAIBHOTO, @ i IPEBEHTUBHOIO aKylIepcTBa. POJIb MPEBEHTHBHOIO aKyIIEPCTBA CIIPSIMOBAHA Ha MPOrHO3YBAaHHS Ta
MOTMEepe/PKEHHS, y pa3i NoTpeOH, NepuHaTabHUX HACTIAKIB. BCeCBITHS opraHizaiisi OXOPOHH 3[0pOB's po3poduia pekoMeHaamil
010 e(peKTUBHOIO IMEPHHATAIBLHOTO NOIVISAMY, SIKHi Mae OyTH @ 3aCHOBaHMM Ha JOKAa30Bid MEIUIMHI, JeMEANKali30BaHHM,
3aCHOBaHHMM HA HAJIC)KHUX TEXHOJOTISAX, OaraTo QUCIMILTIHAPHIM, OPIEHTOBAaHUM HA CiM 10, Ta perioHanizoBaHuM. B YkpaiHi, sk 1y
CBITI, cepel] MPUYNH IePUHATAIBHOI CMEPTHOCTI IIEPEBaKa€ CMEPTh HiTel HEOHOICHHX 13 eKCTPUMAaIbHO HU3BKOIO Macolo Tina (10
70 %) Ta 3 BPOIDKCHUMH BaJaMH PO3BUTKY 1 aHoMaitisiMu (22-24 %). IlepuHaranbHe akymepcTBo nependadae po3BUTOK Mepeski
MEepUHATAIBHUX LIEHTPIB 1 CTAIiOHAPIB 3a CTYIICHEM PO3BHTKY, Ta peopraHizamiil i po3BUTKY HeOHATaNbHOI ciry>kOu. [ToBuHHO OyTH
3a0e3MeYCHHs IHTCHCUBHOI Teparil i MOXKJIMBOCTEH BUXOIDKYBaHHS HEOHOIICHUX JTEH Ta HASBHICTh BHCOKOKBaTi(hiKOBaHHX
crieniasticTiB. TakuM YMHOM: IPEBEHTUBHUI HAPSIMOK ITEPHHATAIEHOTO aKyllepCcTBa TOBHHEH IPYyHTYBATHCS Ha NIMOOKOMY 3HAHHI
OCHOB KJIACHMYHOIO aKylepcTBa mpu (i3ionoriyHoMy mepebiry BariTHOCTI Ta IMOJIOTiB; OOMexeHi (3a00pOHH), arpecrBHOrO
aKyIIepcTBa 3 rinepOoIi3aliero aKyepchkoi aKTUBHOCTI, sIKa, SIK MPaBHII0, 0a3yeThes Ha HEPO3yMiHHI (HE3HAHHI) IEPUHATAIBHOIO
aKyIIepCTBa. «YMIPaBIiHHD) BAriTHICTIO Ta PO3POMKEHHSAM Yy pa3i pH3HKy (HAsSBHOCTI) AiarHOCTOBAHOI 3aXBOPIOBAHOCTI IUIOAA,
MPOSIBIB BHYTPINIHBOYTPOOHOI iH(EKIil, ayToOIMyHHOI MaToNOrii, MaTOJNOTIi IIAEHTApPHOTO KOMIUIEKCY 3a HAsBHOCTI Cy4aCHHX
TEXHOJIOTIH, 10 3a0e3MeTyI0Th PO3BUTOK HOBOHAPOPKEHOTO.

Ko1040Bi cj10Ba: eprHATONOrisT, PO3BUTOK aKyIIEpCHKUX CTalliOHapiB, IepUHATaIbHI IEHTPHU, PerioHali3amis, Kkecapis
PO3THH.

The work is a fragment of the research project “Pathogenetic role of endothelial dysfunction and genetic features in
pathology during pregnancy and gynecological diseases”, state registration No. 0119U005253.

The main goal of obstetrics is to preserve the mother's health and help her give birth to a healthy
child because, during the period of intrauterine development of a person, a “scenario” of his health is laid
for almost life. Given that the mother's body is the external environment for the development of the embryo
and the fetus, its existence and preservation of life entirely, taking into account heredity, depends on the
state of health of both the mother and the father. However, the state of the fetus-patient is not influenced
by the ecosystem only internally but also externally. It should be noted that the risk of intrauterine diseases
in the fetus is 50 times higher than in the last periods of a person's life. Fetal mortality exceeds the mortality
of persons under the age of 65.

Implementing the latest technologies and programs aimed at helping the mother and the newborn
contributed to the development of perinatal obstetrics — a system of prenatal care and assistance in
childbirth and the early neonatal period. A feature of prenatal care is ensuring the health of the fetus and
newborn, with the simultaneous development of the main obstetric problems related to the health of the
mother.
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It should be remembered that the physiological development of the fetus and newborn is ensured
by pregnancy planning, a conscious attitude to the birth of a child, antenatal monitoring of fetal
development, determination of the perinatal risk of pregnancy with intensive perinatal monitoring if
necessary; fetal monitoring; medical and genetic counselling; timely examination for the leading causative
agents of perinatal TORCH-infections, which increase the risk of the formation of perinatal pathology;
psychological prophylactic preparation of the mother for childbirth; physiological childbirth; skin-to-skin
contact; early attachment of the child to the mother's breast; joint stay of mother and newborn in the
maternity hospital; breastfeeding babies; effective primary resuscitation of newborns.

The purpose of the study was to reflect the peculiarities of the development of preventive
obstetrics to reduce perinatal mortality and morbidity.

Materials and methods. To determine the leading causes of perinatal mortality, we conducted a
retrospective analysis of 6,527 birth histories and processed statistical data. We calculated perinatal
mortality rates for three years through a retrospective analysis of pregnancy and childbirth histories of
women who gave birth from 2021 to 2023. In 2021, we had 2,372 outpatient cards; in 2022 — 2,158; and
2023 — 1,997 outpatient cards from the city perinatal centre of the second level of the Poltava City Council,
which is the clinical base of the Department of Obstetrics and Gynecology No. 1 of the State Medical
University. Information about pregnant women and their newborns was entered into the database, and
statistical results were processed using the Microsoft Excel program. Statistical processing of the obtained
data was carried out using the Statistica 6.0 program. The obtained qualitative parameters are presented as
absolute or relative shares (n, %).

Results of the study and their discussion. Thus, since 2021, the number of births has decreased:
in 2022 — 214 fewer births compared to 2021, and in 2023 — 181 fewer births compared to 2021. It should
be noted that, in addition to the decrease in the number of births, the fertility rate (FR) also decreases. In
the Poltava region, the FR is significantly lower than in Ukraine. If the total birth rate in Ukraine is 1.23 %,
then in the Poltava region it is 1.05 %. The state of war and migration of the predominantly female
population have significantly reduced these indicators, which is a significant problem not only for the
present but also for the future of Ukraine.

Indicators of perinatal mortality (PM) and its components, early neonatal mortality (NM) and
stillbirth were calculated per 1,000 births and are listed in Table 1.

Table 1
Structure and parameters of perinatal mortality
Perinatal mortality Early neonatal mortality Stillbirths
2021 2022 2023 2022 2023 2021 2022 2023
5%o 6%o 1.5%0 - 0.5%o - 5%o 5.5%0 1.5%0
The indices listed in Table 2 are distinguished in the structure of perinatal mortality.
Table 2
Registration of stillbirths
Antenatal mortality Intranatal mortality
2021 2022 2023 2021 2022 2023
91.7% 84.6 % 100 % 83 % 7.7 % -

Analyzing the PS data presented in the table, it should be noted that in 2023 it was 4 times lower
compared to 2022 and 3.3 times lower than in 2021. Antenatal fetal death prevailed in the structure of
PM in all years. When analyzing birth stories, we noticed that with a decrease in the number of births,
the morbidity of newborns increases. In 2021, 27.5 % of newborns were born sick; in 2022, the
percentage was 29.4 %, and in 2023, it was 31.8 %. In the structure of the morbidity of newborns,
infectious diseases prevailed: in 2021 — 18.4 %, in 2022 — 16.3 %, and in 2023 — 14.1 %, which is 0.7
less than in 2021. An attention-grabbing disorder in the structure of newborn diseases is the increase in
the percentage of anemia at birth.

If in 2021, hematolytic disorders were diagnosed in 0.9 % of cases; anemia accounted for 88.2 %;
in 2022, hematological disorders were detected in 1.4 %, anemia in 34.6 %, and in 2023 —1.9 % and 90 %,
respectively, which required the expansion of hematological studies.

Pre- and perinatal risk factors should also be assessed and considered. Prenatal: history of
stillbirths; birth of children with congenital disorders (CD); death of previous children in the neonatal age;
miscarriage; birth of children with chromosomal pathology in the mother's history; hereditary pathology in
the family; mother's age is over 35 years.

Perinatal: extragenital pathology of the mother; dysfunction of the placenta; the threat of abortion;
acute and chronic urogenital infections, the persistence of pathogens of perinatal TORCH-infections in the
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mother; gestosis; bleeding during pregnancy; isosensitization by Rh, ABO; hydramnios and
polyhydramnios; intrauterine growth restriction (IUGR); incorrect position of the fetus; premature rupture
of membranes; placental abruption; fetal distress; pathological childbirth

According to the recommendations of the World Health Organization regarding effective perinatal
care (1998), it should be based on evidence-based medicine, holistic; de-medicalized, based on appropriate
technologies; multi-disciplinary; regionalized; aimed at involving women in the decision-making process;
family-oriented; to take into account cultural traditions and peculiarities.

Particular attention should be paid to timely perinatal diagnosis, which is aimed at detecting defects
in the development of the fetus, taking into account modern possibilities of correcting defects. Early
diagnosis of placental and fetal function disorders in perinatal morbidity, intrauterine growth retardation
syndrome and its causes is of great importance. It contributes to the improvement of perinatal and neonatal
outcomes due to the reduction of both perinatal and neonatal mortality and the reduction of early and late
neonatal morbidity. Such observation allows us to avoid particularly severe consequences in sick newborns,
in case of their survival, to improve the quality of life of both newborns and their families.

The main tasks are improving perinatal care (WHO), reducing maternal mortality to 70 deaths per
100,000 live births, reducing the global neonatal mortality rate to 9 per 1,000 live births, and reducing the
global stillbirth rate to 12 per 1,000 births by 2030 [2, 6].

In 2021, WHO published a new document, Maternal and Perinatal Death Surveillance and
Response, to provide a roadmap for implementing MPDSR in clinical and policy settings.

This document is a practical step-by-step guide related to creating a basis for assessing maternal
and neonatal mortality, as well as stillbirth [7].

Together with countries and global partners, the U.S. government is working to significantly reduce
child and maternal mortality so that by 2035, all countries will have fewer than 20 deaths per 1,000 live
births and fewer than 50 maternal deaths per 100,000 live births.

The first 28 days of life are the most vulnerable period for a child's survival. Globally, 2.3 million
babies will die in their first month of life in 2021 — approximately 6,400 neonatal deaths every day. In 2021,
the global average was 18 deaths per 1,000 live births, a 51 % decrease from 37 deaths per 1,000 live births
in 1990. The probability of death in the first month after the first month and before the age of 1 year was
estimated at 11 deaths per 1,000, and the likelihood of death after the first year and before the age of 5
years was estimated at 10 deaths per 1,000 in 2021.

Primary health care, a central component of all high-performance healthcare systems, is a
significant means for essential and cost-effective interventions. It is a means for necessary and cost-
effective health interventions, including maternal and newborn care, family planning, malaria, nutrition,
routine immunization, and treatment of common childhood diseases, reducing child and maternal mortality,
which can be prevented [8].

In addition, the increase in aggressive obstetrics requires intensive monitoring of newborns.

Analysis of the indicators of surgical delivery of the Poltava perinatal centre of the second level, it
should be noted that a caesarean section in 2021 was performed in 571 women, which was 24 %, in 2022,
566 (25.8 %) in 2023, 518 (25.9 %), respectively. Among the indications, uterine scars after a previous
cesarean section prevail: in 2021, out of 571 cesarean section operations in 139 women, which amounted to
24.3 %, the indication was a scar with suspicion of its failure; in 2022, 155 — 27.7 %, and in 2023 — 24.5 %,
respectively. Almost every fourth woman after a previous cesarean section resolves labor surgically.

This trend continues both in the region and in Ukraine. In 1980-1990, the frequency of cesarean
sections did not exceed 3 %. Perinatal mortality decreased from 18-20 % to 12—-13 %. Maternal mortality
also decreased. From 2000 to 2010, in Ukraine, 10-14 % of births were performed by caesarean section
(about all deliveries). From 2008 to 2018, the frequency of caesarean sections in the Poltava region increased
from 14 % to 19.9 %, and the average rate of childbirth by cesarean section in Ukraine is 18-25 %.

Caesarean section surgery has changed attitudes towards other obstetric surgeries. Childbirth
injuries have decreased (injuries to the spinal cord, dura mater, bone system). Significantly reduced fetal
pathology with intrauterine suffering [9].

WHO recommendations today:

1. Caesarean section is effective in saving the life of mother and child, but only when they are
needed for medical reasons.

2. At the population level, caesarean section rates above 10 % are not associated with decreased
maternal and infant mortality.

3. Cesarean delivery can cause significant and sometimes permanent complications, disability or
death, especially in settings where there is a lack of facilities to perform safe operations and treat surgical
complications properly. Caesarean sections should ideally be performed only when medically necessary.
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4. Every effort should be made to provide a caesarean section to women who need it rather than
striving to achieve a certain percentage of these operations.

5. The effect of the caesarean section rate on other outcomes, such as maternal and perinatal
morbidity, pediatric outcomes, and psychological or social well-being, is still understudied and unclear.
More research is needed to understand the health effects of caesarean section on immediate and future
outcomes.

The ideal caesarean section rate should be from 10 to 15 % [11].

The strategy of perinatal care at the current level includes the regionalization of obstetric and
neonatological care according to the level of its provision.

I — hospital level for the care of healthy women with an uncomplicated pregnancy;

II — for high-risk pregnant women;

I — for high-risk pregnant women.

The three-level system provides for the distribution of medical services between maternity and
childhood care facilities by the levels of perinatal care, and above all, the concentration of modern
equipment is envisaged to ensure the timely provision of medical care according to the level. Improve
organizational and medical technologies for newborn care by integrating obstetric and neonatological care
into perinatal care. Reducing the risk of disability of newborns in the care of profoundly premature and
sick infants [1].

Thus, perinatal obstetrics can function in the presence of the development of a network of perinatal
centres and obstetric hospitals by degrees of risk.

Reorganization and development of the neonatology service in the direction of provision of
intensive fetal therapy; possibilities of modern resuscitation of newborns; review of the system for the care
of premature children; training of highly qualified perinatologists and neonatologists.

T2 =

The preventive direction of perinatal obstetrics should be based on deep knowledge of the basics
of classical obstetrics during the physiological course of pregnancy and childbirth.

Restriction (prohibition) of aggressive obstetrics with hyperbolization of obstetric activity, which,
as a rule, is based on misunderstanding (ignorance) of perinatal obstetrics.

“Management” of pregnancy and childbirth in case of risk (presence) of diagnosed fetal morbidity,
manifestations of intrauterine infection, autoimmune pathology, and pathology of the placental complex in
the presence of modern technologies that ensure the development of the newborn.
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