VAGINAL BIRTH VS CAESAREAN DELIVERY:
IMPACT ON GASTROSCHISIS ANATOMY IN NEWBORNS
(A 33-YEAR EXPERIENCE)

BACKGROUND

In 2015, we hypothesized the possible impact
of the delivery mode on gastroschisis (GS) anato-
my, based on clinical data consisting of 100 new-
borns with this malformation, born naturally or
by caesarean section (CS) between 1987 to 2015
years. Over the past 5 years, our experience has
increased by 35 children with GS born by CS,
which gave the opportunity to refuse or confirm
the results of our previous studies.

In addition, the entire clinical data of 135 new-
borns with GS were adapted to the anatomical
and physiological classification of GS developed
by prof. O.K. Sliepov in 2019 (Table 1) [1], which
provided new opportunities for research.

Research objective: to determine the impact
of the delivery mode on the features of GS anat-
omy in newborns.

MATERIAL AND METHODS
A retrospective analysis of medical data of
135 pregnant women and their newborns with
Table 1. Classification of GS (OK. Sliepov, 2019)
I. Isolated GS (simple GS)

a) simple
b) complex
II. By localization of the anterior abdominal wall defect (AWD):

a) typical b) atypical

GS (n = 135), born naturally (n = 55) or by CS
(n = 80), between 1987 and 2020 was performed.
Newborns with GS are divided into 3 clinical
groups, depending on the method and place of
birth, prenatal diagnosis, transportation, location
and duration of surgical treatment of the defect.
Group lincluded 83 newborns with GS, who were
born in the SI“O.M. Lukyanova Institute of Pedi-
atrics, Obstetrics and Gynecology of the NAMS of
Ukraine” (in utero transfer group), for the period
from 2006 to 2020. In 100% of cases GS was diag-
nosed prenatally.

The vast majority of children (96.4%, n = 80)
were born by CS. Maternal age ranged from 16
to 36 years (23.07 + 4.2). Scheduled premature
CS was performed in 45% (n = 36) of women at
term of 36-38 (36.7 + 0.54) weeks of gestation;
planned term CSin 20% (n = 16) of women at 38-
39 (38.2 + 0.36) weeks of gestation; unplanned
(emergency) CS was conducted in 35% (n = 28)
of women at 32-38 (35.8 + 1.34) weeks of gesta-
tion. Most children (66.2%, n = 53) were firstborn.

Associated GS (GS with other congenital malformations or intrauterine pathology:

[11. By the presence of a communication between the amniotic and abdominal cavities:

a) open GS

V. By the volume of eventrated organs:
a) midqut

b) midgut + gaster

b) closed GS (closing GS with vanishing midgut syndrome)

¢) midqut + gaster (or without) -+ other organs (liver, gallbladder, pancreas, duodenum, bladder, uterus and/or its appendages (in girls),

testicles (in boys)
d) atypical eventration (appendix)

V. By bowel damage degree:

b) with bowel inflammation:

a) non-inflamed (intact)

- moderate (bowel matting)

- severe (peels formation)

VI. By the presence of intrauterine growth restriction (IUGR):
a) without IUGR
VII. By degree of visceral abdominal disproportion (VAD):

b) GS with VAD:
« moderate
- high

a) GS without VAD
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b) with IUGR (grade |, II, I1f)
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The course of pregnancy was complicated in 57.5% (n = 46)
of women: threatened miscarriage in 32.6% (n = 15), mater-
nal extragenital diseases in 21.7% (n = 10), infection in 32.6%
(n = 15), fetoplacental insufficiency in 19.6% (n = 9), anemia in
10.9% (n = 5) of women. In total, 41 (51.3%) girls and 39 (48.7%)
boys were born after the CS. Premature babies predominated
(78.7%, n = 63). The body weight of newborns ranged from
1760 to 4020 g, on average 2524 + 460.5 g. Apgar score was
4.21 +1.52 for 1 min, and 4.62 + 1.27 for 5 min. IUGR of various
degrees (I-1ll) was detected in 36.2% (n = 29) of cases. Isolated
GS was in 55% (n = 44) of cases and prevailed over associated
GS (45%, n = 36). Associated GS was complicated in 17.5% (n =
14) of cases. VAD was found in 82.5% (n = 66) of infants: mod-
erate degree in 56.2% (n = 45) and severe degree in 26.2% (n =
21). In all newborns of this group surgical management of GS
was performed in the first minutes of life (“surgery of the first
minutes”).

Group Il consisted of 27 newborns with GS, treated at the
SI “O.M. Lukyanova Institute of Pediatrics, Obstetrics and Gy-
necology of the NAMS of Ukraine” between 1987 and 2005.
Some children of this group (51.9%, n = 14) were born in our
institute (in utero transfer), and other (48.1%, n = 13) children
were transported from another hospitals. GS was diagnosed
prenatally only in 1/3 of cases (29.6%, n = 8). Most women
(92.6%, n = 25) had vaginal delivery at 34-40 weeks of gesta-
tion, averaging 37 + 0.2 weeks. Maternal age ranged from 15
to 30 years, with an average of 19.7 + 0.5 years. 77.8% (n = 21)
women were first childbirth. The pregnancy course was com-
plicated in 63% (n = 17) of women: threatened miscarriage in
6 (22.2%), infection in 4 (14.8%), anemia in 4 (14.8%), maternal
extragenital diseases in 3 (11.1%), fetoplacental insufficiency
in 2 (7.4%). There were 15 (60%) girls and 10 (40%) boys. There
were 44.0% of premature infants (n = 11). Body weight ranged
from 1480 to 3400 g (2568.5 + 91.2 g). IUGR was diagnosed in 6
(24%) children. Isolated GS (88%, n = 22) prevailed over associ-
ated (12%, n = 3). Associated complicated GS was diagnosed in
2 (8%) children. VAD was found in 21 (84%) children: moderate
in 7 (28%), severe in 14 (56%). All newborns of this group un-
derwent delayed surgical correction of the defectin 1.5t0 48 h
(13.9 + 2.1 h) after birth.

Group lll included 30 newborns with GS, who were treated
in the Mykolaiv Regional Children's Hospital between 1987
and 2005. All children were transported to a surgical clinic
from Maternity Hospitals of Mykolaiv city and Mykolaiv re-
gion. All children were born naturally at 32-40 weeks of ges-
tation (36.6 + 0.3 weeks). GS was diagnosed prenatally only in
3 (10%) cases. Maternal age ranged from 16 to 27 years (20.7
+ 0.5 years). The vast majority of children (70%, n = 21) were
firstborn. The pregnancy course was complicated in 23 (76.7%)
mothers: infections in 8 (26.7%), fetoplacental insufficiency
in 5 (16, 7%), threatened miscarriage in 3 (10.0%), anemia in
3 (10.0%). There were 13 (43.3%) girls and 17 (56.7%) boys.
Body weight ranged from 1700 to 3400 g (2434.3 + 77.9 g).
IUGR was detected in 36.7% (n = 11) of cases. Premature ba-
bies were predominated (73.3%, n = 22). GS was isolated in
most cases (66.7%, n = 20). Associated GS was complicated
in 23.3% (n = 7) of cases. VAD was detected in all cases: mod-
erate in 14 (46.7%), severe in 16 (53.3%). All newborns of this
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group underwent delayed surgical management of the de-
fectin 1to 64 h (9.7 + 2.5 h) after birth.

The study included children with GS from each group born
exclusively by vaginal delivery (group Il (n = 25) and group IlI
(n=30)) or by CS (group | (n = 80)). In the studied children the
following anatomical features of the defect were investigated:
localization and size of the AWD, connection with the abdomi-
nal cavity, nature and frequency of eventrated organs. Prena-
tal and postnatal ultrasonography, laboratory and radiological
findings, data of intraoperative revision and morphological
examination (at autopsy) were studied.

Statistical significance was assessed by Mann - Whitney
U-test and Chi-squared test. P values < 0.05 were considered
statistically significant.

The study was conducted in accordance with the principles
of the Declaration of Helsinki. The research protocol was ap-
proved by the local Ethics Committee of the institution. The
informed consent of the child's parents was obtained for the
research. The level of evidence of this study is Ill.

RESULTS

The results of a long-term study presented in Table 2 and
show the anatomical features of GS in newborns depending
on the delivery mode.

It was found that the AWD localization was typical in all
groups, regardless of the delivery method. The frequency
of open GS was also high and almost the same in all groups.
Closed GS was detected in 3.7% of cases in group I.

The AWD size was significantly smaller in children born by
CS (group 1) than in those born by vaginal delivery (groups Il
and lll). In newborns of group | it was 3.02 + 0.58 cm, while
in groups Il and lll they were 4.17 + 0.3 cm (p < 0.01) and 4.7
+ 0.29 cm (p < 0.01), respectively. Thus, we confirmed in the
literature for the first time our hypothesis about the impact of
the delivery mode on the size of the AWD defect in patients
with GS.

In addition, it was found that the delivery mode affected the
frequency of eventration of the duodenum and pancreas. Fre-
quency of the duodenum (52%) and pancreas (63.3%) eventra-
tion after vaginal delivery in groups Il and Ill was significantly
higher than in patients of group I (20.0%) born by CS (p < 0.01).

There was no significant difference in the frequency of even-
tration of other abdominal organs, both after CS and after vagi-
nal delivery.

DISCUSSION

Until the beginning of the XXI century, and even until now,
there is a controversy in the literature about the best way of
childbirth in women who are prenatally diagnosed with fetal
GS. Some clinicians promote natural vaginal birth as the safest
and physiological for women [2, 3]. Others argue that vaginal
birth is dangerous for a newborn with GS, due to infection and,
most importantly, injury of eventrated organs during uterine
contractions and their passage through the birth canal [3, 41.

Some researchers emphasize that in natural childbirth, as a
result of uterine contractions, blood plasma is released from
the capillaries of the exposed intestine which leads to peels
formation [4, 5]. However, numerous studies by other authors
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Table 2. Comparative characteristics of anatomical variants of GS depending on the mode of delivery

Anatomical features of GS

I'group (CS), n =80

II'group (vaginal delivery), n =25 Il group (vaginal delivery), n=30

Localization of the AWD defect

« typical, % 100 100 100
« atypical, % - - -
Communication between the amniotic and abdominal cavities
« closed GS, % 3.7 - -
- open @S, % 96.3 100 100
Size of AWD, cm 3.02+0.6% 417 +£03* 47+0.29%*
The frequency and volume of eventrated organs

- midqut, % 375 40.0 30.0
« midqut + gaster, % 15.0 40 6.7

- midqut + gaster (or without) and other organs, %: 475 56.0 63.3
- duodenum, % 20.0% 520% 63.3%*
- pancreas, % 20.0* 52.0% 63.3**
- liver and/or gallbladder, % 50 20.0 133
- bladder, % 50 8.0 -

- uterine appendages (in girls) and testicles (in boys), % 30.0 120 -

*significant difference between groups | and Il
**significant difference between groups | and Il

report that inflammatory damage of the eventrated bowel de-
velop in utero before the onset of labor and are well diagnosed
during fetal ultrasonography at 32-34 weeks of gestation [5-7].
In fetuses and newborns with GS, typically, the AWD is per-
forating, located to the right of the umbilical cord and is ac-
companied by splitting of the umbilical ring [1-6]. Rare forms
include “closed” GS and GS with atypical localization of the
defect [1]. “Closed” GS (vanishing GS) is a specific form of this
malformation in which strangulation of the eventrated midgut
in a stenotic AWD develops due to its strong narrowing, with-
out splitting of the umbilical ring and connection between the
amniotic and abdominal cavities [8]. According to the results
of our study location of the defect was typical (right-sided) in
all newborns, and “closed” GS was found in only 3.7% of infants
born by CS, with no significant difference between the com-
pared groups. This is due to the fact that the formation of a
AWD occurs during fetal development, i.e. does not depend
on the delivery mode, and can be diagnosed by prenatal ultra-
sound of the fetus after 10-11 weeks of gestation [8-10].
There is a wide range of abdominal organs eventration in
patients with GS: from the isolated loop of the midgut (or ap-
pendix only) to the complete eventration of the midgut with
the stomach, duodenum, liver, gallbladder, pancreas, bladder,
uterus and its appendages (in girls) or testicles (in boys) [1, 11].
However, midgut and stomach eventration is the most com-
mon unlike parts of the liver with gallbladder, bladder, uterine
appendages or testicles (Table 2). Eventration of these organs
occurs in utero, therefore, does not depend on the mode of
delivery, which is reflected in the results of our study. More-
over, inflammatory injuries of the eventrated organs occur only
in those parts of them that are located extra-abdominal in the
amniotic fluid. Intra-abdominal organs have a normal appear-
ance of the serous membrane, soft and elastic. This indicates

WWW.REPRODUCT-ENDO.COM.UA / WWW.REPRODUCT-ENDO.COM N2 5(61)/>koBTeHb 2021

that inflammatory bowel damage develop only as a result of
prolonged intrauterine interaction with amniotic fluid [7, 11].

Eventration of the duodenum and pancreas was significantly
more common in patients born by vaginal delivery (Table 2).
This is due to increased intra-abdominal pressure of the fe-
tus, during uterine contractions and the passage of the fetus
through the birth canal of a woman [11-14]. According to our
observations, the duodenum and pancreas have no inflamma-
tory lesions, indicating the absence of prolonged contact with
amniotic fluid during fetal development. This means that their
eventration occurs during natural childbirth.

According to data of our study, due to natural childbirth and
intranatal eventration of an additional number of abdominal
organs through the AWD, a significant increase in the size of
the defect was found (Table 2). This is confirmed by the fact
that the size of the defect is significantly smaller in babies born
by CS, compared with those born naturally. Such data indicate
that the natural birth of babies with GS leads to additional trau-
ma to the abdominal organs [15-20]. In turn, this bowel dam-
age lead to a significant increase in the duration of intestinal
paresis, the duration of total parenteral nutrition, achieving of
complete enteral autonomy, increasing the incidence of sepsis
and central line associated complications [11, 21-25].

CONCLUSIONS

Thus, on a much larger amount of data, compared with pre-
vious studies, it can be reliably stated that the delivery mode
affects the GS anatomy, namely changes the size of the ab-
dominal wall defect, as well as frequency of the abdominal or-
gans eventration.
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VAGINAL BIRTH VS CAESAREAN DELIVERY: IMPACT ON GASTROSCHISIS ANATOMY IN NEWBORNS (A 33-YEAR EXPERIENCE)
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Background. Despite the existence of numerous studies on the optimal delivery mode in gastroschisis (GS), their results remain controversial. Therefore, the presented study is focused on establishing the delivery
mode impact on GS anatomy in newborns.

Research objective. The study was conducted to determine the impact of the delivery mode on the features of GS anatomy in newborns.

Materials and methods. A retrospective analysis of medical records of 135 pregnant women and 135 their newborns with GS born between 1987 and 2020 was conducted. All newborns are divided into

3 groups. Newborns delivered by caesarean section are included in group | (n = 80); children bom exclusively naturally are included in groups II (n = 25) and Il (n = 30). The following anatomical features of GS
in newborns were studied: localization and size of the anterior abdominal wall defect, confluence with the abdominal cavity, the nature and frequency of the eventrated organs.

Results. The size of the anterior abdominal wall defect was significantly smallerin children with GS delivered by caesarean section (3.02 +0.58 cm; p < 0.01) than in children born naturally (4.17 0.3 cmin group Il,
4.7 +0.29 cm in group I1l). The frequency of retroperitoneal organs eventration was significantly less (20.0%; p < 0.01) in caesarean delivery grope than in Il and I1l groups (52% and 63.3%, respectively). There
was no significant difference in frequency of other abdominal organs eventration, localization of the anterior abdominal wall defect and confluence with the abdominal cavity. Level of evidence — lI.
Conclusions. The mode of delivery affects the size of abdominal wall defect and frequency of the abdominal organs eventration in newborns with GS.

Keywords: gastroschisis, delivery, vaginal delivery, caesarean section, gastroschisis anatomy.
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H.A. Munka, 1. mex. H., npodecop, 3acnyxeHuii nikap YKpaiki, CTapLUmit HayKoBMiA CNBPOOITHYK Kadeapw akyLLepcTBa, rinexonorii Ta nepunatonorii HYO3Y im. 1. LLynuka, m. Kuis

B.J1. Becenbcobkuit, k. Meg. H., nomiuHuk npe3uaenta HAMH Ykpaiku, m. Kuig

H.A. CkpunueHKko, 4. Mef. H., Npodecop, KepiBHYK BiaAineHHA BNPOBAZMeHHA Ta BUBYEHHA eDEKTUBHOCTI CyUaCHINX MeANYHNX TeXHONONi B aKywwepcTBi Ta nepuatonorii Y «I[MAT im. akaa. 0.M. Jlyk'aHogoi
HAMH Ykpaitu, m. Kiig

T.B. ABpameHKo, 1. MeA. H., podecop, KepiBHYK BiAANeHHA akyLLIePCbKOi eHAOKPUHOAOTT Ta MpUPOMKeHyX Baz po3suTKy nioda 1Y «MAT im. akaa. 0.M. Jyk'aHosol HAMH Ykpainu, M. Kiig

M.I0. Muryp, K. mea. ., HaykoBuii CniBpoGITHIK BiAZAINeHHs XipypriuHoi KopeKLl NpUPOIKeHuX Bz PO3BUTKY Y AiTelt LIeHTDY HeoHaTanbHOi Xipyprii BaA po3suTky Ta ix peabinitauii Y AT im. akaa.

0.M. Jlyk'aHoBoi HAMH Ykpaitu», m. Kuis

0.11. MoHoMapeHKo, K. M. ., 3aBiyBauy BiZLINEHHA TOPaKoa0AOMIHaNbHOT XipypriT LIeHTpy HeoHaTanbHoi Xipypril Bag po3suTky Ta ix peabinitauii 1Y «IIAT im. akag. .M. Jlyk'anosoi HAMH Ykpaitu»,

M. KiiB

06rpyHTYBaHHA. He3Baxalouy Ha HaABHICTb YMCTEHHIX AOCAIAXeHb, CIPAMOBAHYIX Ha BIABNIEHHA ONTUMalbHO0 cnocoby po3pomkera npu ractpotumauci (ILL), ixui pesynsTati 3anuuwatTbea
cynepeunuumit. Tomy npeAcTaBAeHe AOCTIKEHHA CHOKYCOBAHE Ha BCTaHOBAEHHI BMBY CMOCO6Y PO3POMKEHHA Ha aHaToMmito 'Ll y HoBOHapoaXeHwX AiTeit.

Merta gocnigeHH: JoCniauTI BNMB CNOCO6Y PO3POKEHHA Ha aHaToMiuHi 0cobnuBocTi byaosi [y HoBOHapoaXeHwX.

Marepianu Ta meToau. [poBeaeHo peTpocnexTUBHMI aHani3 MeAUHIX KapTok CTaLlioHapHIX xBopux — 135 BariTHInX i 135 ixHix HoBoHapomkeHwx Aiteid i3 [, Hapomxerux 3a nepioz ia 1987 o 2020 p. Ycix
HEMOBAAT 6yno po3aineHo Ha 3 rpyni. [lo | rpynin 3apaxoBaHo ManiokiB, HapoXeHyX 3a Aonomoroto kecapesoro po3tiHy (n = 80), Ao Il (n = 25) 1a lll rpyn (n = 30) — HapoaXeH¥X BUHATKOBO NPUPOAHNM
wnaxom. Y iteid i3 T Tpbox KAIHIYHIX Fpyn AOCAIAKYBANN Taki aHATOMIYHI 0COBAMBOCTI Baaw: NOKaNi3aLlito Ta po3mip AedeKTY nepeaHboi UePeBHOI CTIHKI; 38'A30K i3 YePEBHOK MOPOXHUMHOK; XapakTep

| YaCToTy €BEHTPOBAHMX OPraHiB.

Pe3ynbtartin. BennuHa HackpizHoro aedeKTy nepeaHbOi uepeBHOi CTiHKY 6ynia AOCTOBIPHO MeHLUOIo B AiTeit i3 LI, HapoaxeHux 3a 4onomoroto Kecapesoro posTuHy (3,02 + 0,58 am; p < 0,01), Hix

Y HAPOZKEHINX NPUPOAHUM wwnaxom (4,17 +0,3 cvy Il rpyni, 4,7 +0,29 cv y Il rpyni). [Tpu HAPOLEHH LWNAXOM KecapeBOro PO3TIAHY YacToTa eBeHTPaLll OpraHiB 3a0uepeBuHHOr0 NPoCTopy byna A0CTOBIPHO
Hxuoto (20,0%; p < 0,01), Hix nicna npupoarux nonorig (52163,3% y Il 11l rpynax Bianogiao). 1oCToBIpHOI pi3HWL B YaCTOTI eBEHTPALYT IHLLUMX OPraHiB YepeBHOT NOpPOXHMHIA, NoKani3auil ZedexTy Ta
3B'A3KY 3 YePEBHOI0 NOPOXHUHOI0 He BCTaHOBNEHO. PiBeHb A0Ka30B0CT AocnimxerHa — II.

Bucroku. (nocib po3pozpkeHHs BAAMBAE HA PO3MIP AedeKTY NepeAHbOT YepeBHOT CTIHKY Ta XapaKTep i YacToTy BUABNIEHHS eBEHTPOBAHYIX OPFaHiB YePeBHOT NOPOXHIUHY B MartokiB i3 L],

Kntouosi cnosa: raCTpoLIn3NnG, cnocio PO3POAMKEHHA, I'Ipl/lpO[lHi nonoru, Ke(apis PO3THUH, aHaTomiA TaCTPOLLU3NCY.

ECTECTBEHHbIE PO/Ibl VS KECAPEBO CEYEHWE: BNMAHIE HA AHATOMUIO TACTPOLLM3UCA Y HOBOPOMIEHHBIX (33-NETHUW OMbIT)

A.K. Cnenos, 1. Mef1. H., Tpodeccop, 3acnyeHHbli Bpay YKpauHbl, pyKoBoAUTENb LIeHTpa HeoHaTanbHoi Xvpyprian nopoKoB pa3suTis 1 ux peabunutauun Y «AMAT um. akag. EM. Jlykbarooit HAMH
YkpauHbl», T. Knes

H.A. Munka, 4. mex. H., Npodeccop, 3acyeHHbI Bpay YKpauHbl, CrapLLtii Hay4Hblid COTPYAHNK Kadeapbl akyLLepcTsa, rHekonoru 1 nepuaronorun HY3Y um. 1. Wynuka, r. kues

B.J1. Becenbckuit, K. mea. H., nomowHvK npe3uaenta HAMH Ykpaubl, r. Kues

H.f. CkpunueHKo, 4. Mea. H., npodeccop, pyKoBOANTENb OTAENEHINA BHEAPEHNA U U3y4eHiA 3OdeKTUBHOCTI COBPEeMEHHbIX MEANLIMHCKYX TexHonorwii B akyLuepcrae i nepunatonorin Y «/MAT um. akaa.
E.M. JykbAHooit HAMH Ykpautbi», r. Kues

T.B. ABpameHKo, 1. MeA. H., Ipodeccop, pyKoBOAUTeNb OTAENEHIA aKyLLePCKOV SHAOKPUHONOTMM 1 BPOXAEHHDIX NOPOKOB passuTiA nnoga 'Y «MMAT m. akaz. EM. Jlykbaxosoit HAMH Ykpaurbi, r. Kues
M.I0. Muryp, K. M. H., HayuHblii COTPYAHUK OTAENEHIAA XVPYPrIIYeCKoid KoppeKLMIA BPOXAeHHbIX TOPOKOB Pa3siTyA Y AeTeit LieHTpa HeoHaTanbHOI XvpYpriAn NOPOKOB Pa3BUTIAA 1 UX peabuamTaLim

[Y «/NAT um. akag. EM. TlykbaHosoit HAMH Ykpaurbi», r. Knes

A.TN. TloHoMapeHKo, K. Mef. ., 3aBeayloLLii 0TAeNeHem TopakoabaoMUHanbHOM Xupypriv LieHTpa HeoHaTanbHoii Xvpyprian nopokoB pa3suTits 1 ux peabunutaun Y «/AMAT um. akan. E.M. JlykbaHoBoit
HAMH Ykpautbi», r. Knes

(060cHOBaHMe. HecMoTps Ha Haiuve MHOTOUMCIEHHDIX UCCNIE0BaHMIA, HANPaBEHHbIX Ha BbIABNIEHIE ONTIMaNbHOr0 Cocoba poAopaspelenna npu ractpotumauce (T1L), ux pesynbratbl ocTatotca
npoTUBOPEUMBbIMY. [103TOMY NPeACTaBAEHHOE UCCIEAO0BAHME CHOKYCMPOBAHO Ha YCTaHOBIEHU BIMAHIA CNoC06A poAopa3peleHya Ha aHaTomuto [LL y HOBOpOXeHHbIX AeTed.

Llenb nccnenoBaHmA: UccneaoBaTh BAMAHKE CNocoba poAopaspeLleHma Ha aHaTomuyeckue ocobeHHocT cTpoeHua 'Ll y HoBOpOX AeHHbIX.

Marepuanb 1 MeTogbl. [IpoBeaeH PeTPOCEKTUBHBI aHaNN3 MEANLIMHCKIAX KapT CTALMOHaPHbIX 00MbHbIX — 135 6epemenHbIX 1 135 ux HoBOpOXaeHHbIX AeTeli ¢ 'L, poavBLumxca 3a nepuog ¢ 1987 no 2020,
Bce HoBopoaeHHble Obinu pasaienexbl Ha 3 rpynbl. K | rpynne oTHeceHbl €T, poxaeHHble ¢ nomoLLblo KecapeBa ceveia (n = 80), kol (n = 25) u lll rpynnam (n = 30) — pozeHHble UCKAlouNTeNbHO
ecTecTBeHHbIM MyTem. Y AeTeit ¢ IL Tpex KnuHdecKwX rpynn UCCeaoBany CeyioLLye aHatomMuyeckie 0COBEHHOCTY MOPOKa: OKaNU3aLIMio U pa3mep AedeKTa nepeHelt OpIOLLIHOV CTeHKN; CBA3b

C 6PIOLLHOI MONIOCTbIO; XapaKTep ¥ YaCTOTY 3BEHTPUPOBAHHbIX OPFaHOB.

Pe3ynbratbl. Pasmep CkBo3HOr0 AedexTa nepeaHeii OpoLLHOI CTeHK Obin 40CTOBEPHO MeHbLLe Y AeTeit ¢ L, poxzaeHHbix C nomoLLbo KecapeBa ceverna (3,02 40,58 am, p < 0,01), uem y poxaeHHbIX
ectectBenHbIM nyTem (4,17 20,3 av Bo Il rpynne, 4,7 £ 0,29 cv Il rpynne). [y pox eI nyTem KecapeBa CeyeHwa YacToTa IBEHTPALIAN OPFraH0B 3abpIOLLIMHHONO NPOCTPAHCTBA Obina AOCTOBEPHO HIbKe
(20,0%, p < 0,01), uem mocne ectecTBeHHbIX poaoB (52 1 63,3% o Il u Ill rpynnax cooTBeTCTBEHHO). [l0CTOBEPHOI Pa3HILIbI B YaCTOTE IBEHTPALIAN APYTUX OPraHOB OpIOLLHOA NOOCTI, NoKaNu3auun AedexTa
1 CBA3V C BPIOLLIHOIT NONOCTbIO HE YCTaHOBNEHO. YpoBeHb AoKa3aTenbHOCTU iccnefoBaHuA — Il

BbiBoabl. (Noco6 posopaspellieHya BAUAET Ha pasmep edexTa nepeHeid OpoLIHOI CTeHKY, XapaKTep 11 YacToTy BbIABNIEH!A IBEHTPUPOBAHHbIX OPraHOB BPIOLLIHOM MOAOCTI Y HOBOPOMAeHHbIX ¢ ['L].

Kntouesble cnoga: raCTpOLLn3NC, €nocob pOoA0pa3peLleHna, eCTECTBEHHbIE PO/Ibl, KECAPEBO CEUEHNE, dHATOMIA FACTPOLLIN3ICA.



