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Rhein: A review of pharmacological activities.
Evid Based Complement Alternat Med. 2015;

2015:578107. dot: 10.1155/2015/578107. Epub
2015 Jun 22.

VITAMIN D EFFICIENCY FOR PREVENTION OF PREGNANCY
COMPLICATIONS

ORTIQBOYEYV J.O.,VALIEV A.A., USMANOV D.A., AKRAMOV B.B.
Tashkent pediatric medical institute

When studying the level of vitamin D in the risk group for pre-eclampsia development
pregnant women, reliably low rates were found in relation to pregnant women with physiological
course of pregnancy without complications. Dependence of preeclampsia development in at-risk
pregnant women on prophylactic vitamin D intake have been studied too. We have hypothesized
that pregnant women having taken vitamin D have a more favorable course of pregnancy, which
in turn affected the state of newborns. Therefore we have found that hypoxia of the fetus was
observed 2 times less in the group of pregnant women who were taking vitamin D since 20 weeks

than women who were not taking vitamin D.

Keywords: vitamin D deficiency, pregnancy complications, pre-eclampsia.

At present, vitamin D deficiency is
considered to be a global health problem
affecting a wide range of acute and chronic
diseases [1, 2].

Over the past ten years, the
physiological role of 25 (OH) 2D3 has been
widely studied, but data on its role in human
reproduction are limited. Since vitamin D
receptors have been found in reproductive
tissues, including the ovaries, uterus, placenta,
testicles and pituitary gland, vitamin D
association with many reproductive health
outcomes is requested [5, 6]. Vitamin D
induces more than 3000 genes, many of which
play a role in fetal development. 26 of them
have a wide range of proven biological
actions, including inhibition of cell
proliferation and induction of final
differentiation, inhibition of angiogenesis and
renin production, stimulation of insulin
production and production of macrophages,
apoptosis induction [3, §].

Hypertension during pregnancy and
especially preeclampsia (PE) are the most
studied pregnancy complications. PE
syndrome is defined as the occurrence of
hypertension and proteinuria after 20 weeks of
pregnancy, and with a prevalence of 3-5% of
all pregnancies worldwide, it is the leading
cause of maternal mortality and perinatal
morbidity and mortality [4, 7].

Purpose of the study: to evaluate the
role of vitamin D during gestation in pregnant
women at risk for pregnancy complications.

Materials and methods. The study
enrolled 90 pregnant women with 18-22
weeks gestation period. The age gradation was
from 19 to 40 years, the average age was
27.9£1.5 years.

Based on cohort observation we
identified a risk group for PE development
consisting of 60 pregnant women.

Vitamin D was determined in all cases.
Vitamin D was determined by ELISA method
on FElecsys-2010 (Switzerland). M.Hollick
(2005) criteria were used to evaluate serum
vitamin D status. Vitamin D level is
considered to be sufficient at 25(ON)D level
in serum over 30 ng/ml. Vitamin D deficiency
means a decrease in serum concentration of
25(0OH)D below 20 ng/ml (50 nmol/l); vitamin
D deficiency is the concentration of 25(OH)D
in serum preserved in the range of 21-29
nanograms/ml.

All pregnant women were prescribed
calcium 1.5 g and vitamin D in a dose of 1500
units. During observation 30 pregnant women
did not take vitamin D (comparison group),
and 30 followed the prescription of a
gynecologist (main group); 30 patients with
physiological course of pregnancy were
included in the control group.
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Vitamin D level was administered
again at admission for childbirth.

Statistical processing of the study
results was performed using Statistica for
Windows packages (version 6.1) using

parametric and non-parametric statistics
(Student, Mann - Whitney criteria).

Research results. Based on our studies, we
found that in PE risk pregnant women,
vitamin D was significantly decreased with

respect to the control group (Table 1).

Vitamin D rates at 20 pregnancy weeks pregnant control group and PE risk group

Groups

Vitamin D level

Data reliability, P<

Control group, n =30

19,82+1,5

Main group, n = 30

12,76=+1,1 0,05

Comparison group, n = 30

13,21+1,2

There is a more favorable course of
pregnancy in the main group of pregnant
women. With further observation, moderate
PE in this group of pregnant women
developed in 6.7% (2 pregnant women) of
cases, while severe PE was not recorded. In

% OCHOBHOM 1
OcHoBHOM 1
OcHoOBHOM 1
OcHoOBHOM 1 Ocl <0.05

OcHoBHOM |

OCHOBHOWM

OCHOBHOW

OCHOBHOM
moderate PE

Tablel

the comparison group in 16.7% of cases the
development of PE was noted, which is 2.5
times higher with respect to the main group
(P<0.05), of which severe PE was registered
in 3.3% of cases (1 pregnant) and moderate
PE in 13.3% (4 pregnant) (Fig. 1).

Oc v

Main group

= Comparison group

severe PE

Fig. 1. Percentage of PE development among the surveyed pregnant women, depending
on the use of vitamin D

All pregnant women were given birth at terms
from 37 to 41 weeks, all were retested. The
pregnant women of the main group had
vitamin D level of 21,1£1,7 ng/ml (p<0,01) at

admission to obstetrical department, while in
the comparison group its level was 1,7 times
lower (Table 2)

Vitamin D rate at the period of labor in both study groups

Groups Initial Pregnant Pregnant with P<, to P<, x
data without PE PE initial data | CG
Main group, n=30 12,76+ | 21,1+1,7 18,52+1,7 0,05 -
1,1
Comparison group, 13,21+ | 12,32+1,2 11,2+1,1 - 0,01
n=30 1,2
Control group, n=30 19,82+1,5

Table2
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When analyzing the outcomes of labor,
we found that 23 women (75.9%) (p<0.05) of
the main group had a physiological course of
labor. We revealed a prolonged course of labor
due to weakness of labor forces in 4 (13,2%),
hypoxia of fetus in labor process in 2 (6,6%).

The following complications occurred
during childbirth: premature abruption of
normally located placenta in 1 (3.3%),
persistent weakness of labor forces in 1
(3.3%), threatening fetal asphyxia 2 (6.6%).

In the postpartum period, hypotonic
bleeding was recorded - in 3 (9.9%),
chorioamnionitis and endometritis in 2 (6.6%)
(p<0.05).

3 patients (9.9%) had labor surgically
in the planned order, 4 (13.2%) - in the
emergency order, according to the indications
in 1 (3.3), 2 (5.8%) had premature abruption
of the normally located placenta, 1 (3.3%) had
persistent weakness of labor forces,
threatening fetal asphyxia in 2 (6.6%).

When assessing the condition of
newborn children of patients who took vitamin
D from 20 weeks of pregnancy, it was found
that 25 children (82.5%) were born in the
normal condition (p<0.01). Cerebral ischemia
of the 1st degree was observed in 4 (13.2%)
(p<0.01); cerebral ischemia of the 2nd degree
in 1 (3.3%); cerebral ischemia of the 3rd
degree was not observed. Fetal growth delay
syndrome of the 1st degree was observed in 5
(16.5%); fetal growth delay syndrome of the
2nd degree was not observed. Hyperhigh
excitability syndrome was found in 2 (6.6%),
intraventricular hemorrhage (IVH) - in 2
(6.6%), kefalohematoma - in 1 (3.3%),
hyperbilirubinemia - in 4 (13.2%), intrauterine
infection (IUI) - in 3 (9.9%).

In PE risk patients who did not take
vitamin D, 19 children (62.7%) (p<0.01) were
born in satisfactory condition, 6 (19.8%)
(p<0.01) were born with the 1st degree
cerebral ischemia, 3 (9.9%) - had 2nd degree
cerebral ischemia and 1 (3.3%) - had the 3rd
degree cerebral ischemia. Fetal growth delay
syndrome of the 1st degree was observed in 10
(33%); fetal growth delay syndrome of the 2nd
degree was observed in 1 (3.3%). Hyper-
excitability syndrome was found in 5 (16.5%),
IVH - in 3 (9.9%), kefalogematoma - in 4

(13.2%), hyperbilirubinemia - in 7 (23.1%),
congenital infections- in 8 (26.4%).

Comparative analysis of the state of
newborns revealed that fetal hypoxia was
twice as rare as in the control group in patients
who took vitamin D from 20 weeks.

Conclusion: Thus, it can be proved
that vitamin D deficiency is a risk factor for
the development of PE, an increase in vitamin
D- level confirms the presence of polyorganic
failure, which is also a risk factor for obstetric
complications. The increased endothelion
level in the serum causes an increase in blood
pressure. As experts from the World Health
Organization (2010) emphasized, the maternal
status of vitamin D is very important in the
prevention  of  complications  during
pregnancy.
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OLEHKA 3®®EKTUBHOCTH KOMBUHAIINA CEJITNHAPNIIA U
HEBUBAJIOJIA ITPU JIEYHEHUU JIET'OYHOU I'MIIEPTEH3UU

XAKHEB C.0.
Ypeenuckuii punuan Tawxenmckot MeOuyuHckou akaoemuu

Onmumuzayusi OUASHOCMUKU U JleYeHUss NAyueHmos ¢ Quopuiiayuei npeocepouti u
8bICOKOU J1e20UHOU cUunepmensueli 0CMaemcst cepbe3Hou npooaemotl 0as Mmuozux cmpan. B 2015
200Y edHCeOHeBHAsl CMEePMHOCMb CpedU nayuenmos 60 ecem mupe oocmuena 114. Akmyanvnocmo
npobiemuvl 00vsacHAemca mem, umo 17.6% OonvHbix umerom nioxoe uiu Heyo081emeopumenbHoe
camouyecmsue. HapyweHnue cepoeuno2o pumma, Xxponuueckas oocmpykmusHas 601e3Hb 1e2KUX,
odrcupenue, uzdovimounas macca mena(MMT), apmepuanvuas cunepmensusa (Al) u napywenus
JUNUOHO20 00MeHa, ABNAIUUEC OCHOBHLIMU KOMHOHEHMAMU IMO20 COCMOSHUS, OKA3bl8AOm
He2amueHoe IusAHUe HA 300po6be 0oabHbIX. [l0omomy OuazHoCmMuKa U ONMUMUZAYUSL TledeHUs
nayuenmos ¢ puopuiisyuels npedcepoull U blCOKOU 1e20YHOU cunepmen3uell s8IAemcs 8aANCHOU
npobemot, mpeoyowas peuieHue.

Knrouesvle cnosa: necounou eunepmensuu, Guopuiisyuert npeocepoull, cerounapuia u
Heousano.

Optimization of diagnostics and treatment of patients with atrial fibrillation and high
pulmonary hypertension remains a serious problem for many countries. In 2015, daily mortality
among patients worldwide reached 114. The relevance of the problem is explained by the fact that
17.6% of patients have poor or unsatisfactory health. Heart rhythm disturbances, chronic
obstructive pulmonary disease, obesity, overweight (BMI), arterial hypertension (AH) and lipid
metabolism disorders, which are the main components of this condition, have a negative impact
on the health of patients. Therefore, diagnosis and optimization of treatment of patients with atrial
fibrillation and high pulmonary hypertension is an important problem that needs to be addressed.

byimavanap ubpunnayuscu ea wxopu ynka eunepmeHsuscu Oy1ean OeMopiapHu
MAWXUCIaU 84 OABOLAUHU ONMUMALIAUMUPUIL KYNAAO MAMIAKAMAAD YYYH ACOCUL MYAMMO
o6ynub goamoxoa. 2015 tiunoa 6ymyn oyné oyiinab dbemoprapuune KyHauk yaum oapasicacu 114 ea
emou. Myammonune oonzaponueu 6emopnaprune 17,6 ghousunune coenucu Mo éku KOHUKAPCU3
9KaHAURU OUNAH U30XAAHAOU. YwbOy Xonramuune acocuu mapkubuii Kucmaapu 6ynean 10pax
PUMMUHUHZ OY3UTUWY, CYPYHKATU OOCMPYKMUB YNKA KACALIUSU, CeMU3Nux, opmuxya eazu (OB),
apmepuan cunepmen3us (Al') éa runuonap armawunysurHuH2 OY3UIUUU OeMOPIapPHUHE CONUBULA
canoutt mawvcup Kypcamaou. Illynume yuyn Oyamauanrap ¢uopunnsiyuicu 6a 0KOpu Ynka
eunepmeHsuscu Oynean 0OemMopiapHu Mawxuciaw 6a O0dONAWHU ONMUMALIAUMUPULL XAl
KUTUHUWYU KepaK OVIeaH MyXum Myammooup.

Kanum cyznap: Ynka eunepmensuscu, 6yimavanap Guépuniayuscy, He6usaion ea
cenouHopu.

B HacTosiee BpeMs HPOBOAUTCS Psif HUX  Oblma  JleroyHas  apTepuaibHas
UCCIIEJOBaHUN 1o ONTUMHU3ALNU runepTeHsus.’ TouHbIxX JAHHBIX 0
TUArHOCTUKU M JICUEHUS TAIMEeHTOB C pacrpoCcTpaHEHHOCTH 3TOrO
¢ubpmwuisiuueit npenacepauii U BBICOKOM MIaTOJIOTUYECKOTO TPOIlEcca B HalIEW cTpaHe
JIETOYHON THUMepTeH3Uel cpennd HaceIeHUs HeT. [loaToMy ocTaeTcsi MHOrO BOIPOCOB IO
mupa. Ilpu ckpunumnare OxoKI' 4579 JUAarHOCTUKE W  ONTUMHU3AaLMM  JICYCHUS
MAIMEHTOB 3a pyOeX oM CHMIITOMBI JIETOYHOM ManueHToB ¢ GuoOpmIsnuel npeacepauil u
TUIEPTEH3UN (CUCTOJIMYECKOE JaBICHHUE B BBICOKOH JIeroyHoOW runeprensueu. Iloatomy
jaeroyHoil aprtepuu Beimie 40 MM pT. CT.) HayyHas paboTra 1O  JUMAarHOCTHKE U
BbIsBIIEHBI B 10.5% ciyuaes. Jlums y 4.2% u3 ONTUMU3ALUU JIeYCHUS JIETOYHOU
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