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ABSTRACT

Objective: The perinatal outcome of
pregnancies with preeclampsia varies in
comparison to pregnancies without
preeclampsia. In addition, the perinatal
outcomes are also altered in preterm
birth. This study evaluates the neonatal
outcomes of pregnancies with preterm
preeclampsia compared to preterm birth
related with other etiologies.

Methods: This study included the
evaluation of 160 premature neonates
delivered before 37 weeks gestation.
Neonatal outcomes of 35 infants delivered
prematurely due to preeclampsia were
compared with 125 premature infants
delivered due to other etiologies. Neonatal
outcomes included: APGAR scores, length
of stay in the neonatal intensive care unit
(NICU), intubation rates, respiratory
distress syndrome (RDS) and neonatal
death (NND).

Results: There was no difference in the
APGAR scores between the two groups
(p>0.05). The rate of intubation, RDS,
NND and stay in NICU were found similar
among the groups (p>0.05). Early
preterm delivery (<34 week) rate was
found to be higher in preeclampsia (80%
vs. 60.8%, p=0.045). The rate of infants
with very low birth weight (<1500gr) was
found to be higher in preeclampsia
compared to the other group (37.1% vs.
18.4%, p=0.034).

Conclusion: The neonatal outcomes of
infants delivered prematurely due to
preeclampsia appeared to be worse than
the premature infants delivered due to
other etiologies. These results can be
explained with the pathophysiology of
preeclampsia and its effect on the fetus
during the intrauterine period.
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OZET

Giris: Preeklampsi ile komplike
gebeliklerde perinatal sonuglar
preeklampsi olmayan gebeliklerden

farklidir. Buna ek olarak perinatal sonuglar
preterm dogumlarda da farkli olmaktadir.

Bu calismada preeklampsi ve diger
etyolojiler nedeniyle erken dogumla
sonuglanan gebeliklerin neonatal

sonuglarinin karsilastiriimistir.

Metod: Calismaya 37. gebelik haftasindan
once dogan 160 prematir yenidogan dabhil

edildi. Preeklampsi nedeniyle erken
dogum vyaptirilan 35 gebe ile diger
etyolojiler  nedeniyle gebeligi erken

dogumla sonucglanan 125 gebenin neonatal
sonuglar karsilastirildi. Neonatal sonuglar
olarak, APGAR skorlari, yenidogan yogun
bakimda yatis slresi, entiibasyon oranlari,
respiratuar distress gelisimi ve neonatal
mortalite oranlan karsilastirildi.

Bulgular: APGAR skorlari agisindan iki
grup arasinda fark saptanmadi (p>0.05).
entlibasyo, RDS gelisimi, yenidodan
mortalite oaranlari ve yodun bakimda
yatis slreleri acisindan fark tespit edilmedi

(p>0.05). erken preterm dogum
(<34hafta) orani preeklampsi grubunda
daha fazla bulundu (%80 vs. %60.8,
p=0.045). ¢ok dlstk dogum adgirlikh

(>1500gr) bebek oranlan da preeklampsi
grubunda daha fazla bulundu (%37.1 vs.
%18.4, p=0.034).

Sonuc: Preeklampsi nedeniyle erken
dogum ile  sonuglanan  gebeliklerde
neonatal sonuglar daha koéta
gérinmektedir. Bunun olasi  nedeni

preeklampsi patofizyolojisinin intrauterine

donemde fetus Uzerine olasi etkileri ile
aciklanabilir.
Anahtar kelimeler: Preterm;

preeklampsi; neonatal sonuclar.
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OBJECTIVE:

Preterm birth is defined as childbirth
occurring between 20 and 37 completed
weeks of gestation (1). Preterm labor
occurs in approximately 7-12% of all
pregnancies (1,2). It is generally known
that preterm births are more common in
women with a disease during pregnancy,
such as urinary tract infections, maternal
infectious diseases involving fever,
multiple pregnancy, congenital uterine
defects, congenital defect or damage to
the cervix and recurrent preterm births
(3,4). On the other hand, preterm labor is

occurred by medical personnel due to
some high-risk situations such as
preeclampsia, hypertension, chronic

kidney disease and diabetes (4).

Preeclampsia is an important cause of
maternal and perinatal morbidity /
mortality characterized with hypertension,
proteinuria and edema during pregnancy
(5,6). The neonatal outcomes of infants
born from mothers with preeclampsia may
differ from those born to non-preeclamptic
women (7). In addition, the perinatal
outcomes are also altered in preterm
birth. This study evaluates the neonatal
outcomes of pregnancies with preterm
preeclampsia compared to preterm birth
because of other etiologies.

METHODS

This study was carried out at the
Obstetrics & Gynecology and Neonatology
Clinics of a University Hospital. Between
January 2012 and March 2013, the data of
160 pregnancies with preterm labor before
37 weeks of gestation were evaluated
retrospectively. The preterm labors were
divided into two groups by the causes of
birth, the first group (group-I) related
with preeclampsia and the second one
(group-II) due to other etiologies.
Presence of hypertension (two blood
pressure measurements =140/90mmHg,
more than 4h apart), edema and
proteinuria (>300 mg/24h) was
considered as diagnosis of preeclampsia.
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Maternal and antenatal features and
neonatal outcomes of 35 infants delivered
prematurely due to preeclampsia were
compared with 125 premature infants
delivered due to other etiologies. Maternal
and antenatal features were included:
maternal age, number of pregnancy,
maternal systemic disease, and
gestational week, presence of placenta
previa, placenta abruption and
oligohydramnios. Neonatal outcomes
included: APGAR scores, length of stay in
the neonatal intensive care unit (NICU),
intubation rates, respiratory distress
syndrome (RDS), neonatal death (NND),
intraventricular hemorrhage (IVH),
necrotizing enterocolitis (NEC), patent
ductus arteriosus (PDA), retinopathy and
sepsis.

All data were analyzed using
Statistical Package for the Social
Sciences Version 18.0 (SPSS, Chicago,
IL, USA). Differences between the two
groups of women were assessed using
Chi-squared test, Fisher’'s Exact test and

Mann-Whitney U-test for categorized
variables, and Student’'s t-test for
continuous variables. P<0.05 was
considered as significant.

RESULTS

The maternal and antenatal features

were similar in both groups except the
rate of delivery age before 34 week
(Table-1).
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Table-1:
subjects.

Maternal and antenatal features of

Early preterm delivery (<34 week) rate
was found to be higher in preeclampsia
group than the other group (80% vs.
60.8%, p=0.045).

There was no difference in the APGAR
scores between two groups (p>0.05).
Similarly, the rate of intubation, RDS and
NND was not found different between two
groups (p>0.05). The rate of infants with
very low birth weight (<1500gr) was
found higher in preeclampsia compared to
the other group (37.1% vs. 18.4%,
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p=0.034). The birth weight was
1736£567gr in preeclampsia group while
it was 1969%+444gr in the other one
(p=0.046). On the other hand, the rates
of infants with IVH, NEC, PDA, retinopathy
and sepsis were detected similar in both
groups (p>0.05) (Table-2).

Table-2: Neonatal outcomes.

DISCUSSION

Our study demonstrates that the rate of
infants with very low birth weight
(<1500gr) is higher in preeclampsia
compared to the other group. Placental
insufficiency due to preeclampsia likely
inhibits fetal growth leading to small for
gestational age (SGA) and/or intrauterine
growth restriction (IUGR) (8). The rate of
SGA in the infants delivered from mothers
with  preeclampsia is found higher
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compared with other infants (17.8% vs.
5.6%, respectively) (9). However, the low
birth weight without SGA and/or IUGR is
related with gestational week. Preterm
delivery due to preeclampsia is iatrogenic.
Currently, expectant management can
perform to prolong the gestational age but
the treatment of preeclampsia is delivery.
In this study, the rate of early preterm
delivery (<34 week) is detected higher in
preeclampsia group.

It is believed that infants delivered
under preeclamptic conditions exhibited a
stress response, expediting lung
development, and decreasing the rate of
RDS (10). Additionally, a decreased rate
of NND was observed in pregnancies
complicated by preeclampsia, 11% vs.
18% compared with the control group for
early preterm infants (11). In contrast,
according to a prospective randomized
study by Amorim et al. (12) the rates of
RDS, IVH and NND were found decreased
by administration of steroid in cases with
preterm severe preeclampsia. Pearlman et
al. (13) reported that RDS is found with
higher ratio in preterm preeclampsia but
IVH is lower compared with preterms who
did not suffer preeclampsia. In our study,
the rate of RDS and NND was higher in
the preeclampsia group, but this was not
statistically significant. Compared with
neonates delivered prematurely because
of other etiologies, neonates born to
preeclamptic mothers were more likely to
be SGA and have RDS, but had a decrease
in mortality (14). Fernandez et al. (15)
reported that the rate of SGA, delivery
with cesarean, low APGAR scores and
polycythemia were found higher in
preghancies with preeclampsia compared
to normotensive subjects.

The neonatal outcomes of infants
delivered prematurely because of
preeclampsia appeared to be worse than
the premature infants delivered with other
etiologies. These results can be explained
with the pathophysiology of preeclampsia
and its effect on the fetus during the
intrauterine period. On the other hand,
early preterm delivery because of
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preeclampsia related with severe iliness or
fetal distress can elucidate these results.
Because of worse neonatal outcomes of
preterm born due to preeclampsia
compared with non-preeclamptic ones, it
will be appropriate that these cases should

be evaluated by more sophisticated
hospitals which have qualified NICU
conditions.
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