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Summary.

Cesarean section (CS) remains one of the most frequently performed surgical interventions in obstetric practice, particularly
in term gestations. The influence of CS on perinatal outcomes in term pregnancies continues to be a subject of rigorous
investigation and academic discourse.

Aim. This review evaluates perinatal outcomes associated with cesarean section (CS) in term pregnancies (37 to 42 weeks
gestation), with particular focus on comparative maternal and neonatal health parameters. The analysis examines both
immediate and longitudinal risks and benefits of CS relative to vaginal delivery.

Materials and methods. 4 systematic examination of scientific literature published within the preceding twenty years was
conducted, incorporating clinical studies, cohort analyses, and systematic reviews. Selected investigations met the following
criteria: (1) evaluation of term pregnancies (37-42 weeks gestation), (2) comparative assessment of maternal and neonatal
outcomes following CS versus vaginal delivery. Data sources included PubMed, the Cochrane Library, and Google Scholar.

Results. Cesarean delivery in term pregnancies demonstrates association with multiple maternal risks including postoperative
infectious morbidity, hemorrhagic complications, and prolonged convalescence periods. Longitudinal data indicate elevated
risks for subsequent pregnancy complications such as uterine rupture and placental implantation disorders. Neonates delivered
via prelabor CS exhibit increased incidence of respiratory distress syndrome and delayed physiological transition compared to
vaginally delivered infants. Importantly, CS retains critical importance in obstetric emergencies including fetal compromise,
malpresentation, and placenta previa, where timely intervention prevents severe maternal and perinatal morbidity.

Conclusion. While cesarean section constitutes an indispensable component of contemporary obstetric practice, its
escalating utilization warrants judicious clinical consideration. Although potentially life-saving in indicated circumstances,
the procedure carries substantive risks for both parturient and neonate. Rigorous indication assessment remains paramount to
avoid nonessential interventions and optimize perinatal outcomes. Additional investigation is warranted to elucidate long-term
consequences across the reproductive lifespan and pediatric development.
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Introduction

Cesarean section (CS) remains one of the most
frequently performed surgical interventions in obstetric
practice, particularly in term gestations. While this
delivery method is clinically indicated when vaginal birth
presents risks to maternal or neonatal health, its escalating
global prevalence has prompted scrutiny regarding both
immediate and delayed consequences for parturients and
offspring. The influence of CS on perinatal outcomes in
term pregnancies continues to be a subject of rigorous
investigation and academic discourse.

The procedure is technically defined as the extraction
of a neonate through incisions in the maternal abdominal
wall and uterine musculature. World Health Organization
(WHO) guidelines stipulate an optimal CS rate of 10-15%
of total deliveries; however, contemporary epidemiological
data demonstrate substantial global exceedance of this
threshold, with marked interregional variability [1].
Primary indications for elective CS in term pregnancies
encompass fetal compromise, malpresentation, maternal
preference, history of prior cesarean delivery, and obstetric
comorbidities including preeclampsia, diabetes mellitus,
and systemic infections [2]. Additional contributing factors

documented in clinical literature include labor dystocia,
arrest of cervical dilation, and multifetal gestation [3, 4].

The aim of this review is to critically assess perinatal
outcomes associated with CS in full-term pregnancies, with
particular emphasis on comparative maternal and neonatal
morbidity. The analysis will specifically evaluate evidence
regarding temporal sequelae (immediate, intermediate,
and long-term) of surgical delivery for both parturient and
neonate.

Object, materials, and methods of the study

The object of this review comprises pregnancy outcomes
following cesarean delivery compared with vaginal birth,
with particular focus on maternal and neonatal health
parameters. The analyzed studies exclusively examined
term pregnancies (gestational age range: 37-42 weeks).

The research materials encompassed clinical trials,
cohort studies, and systematic reviews published within
the preceding twenty years. Inclusion criteria required
studies to provide direct comparisons between cesarean
and vaginal delivery modalities while evaluating maternal
and neonatal health outcomes. Data sources included
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established medical databases: PubMed, Cochrane Library,
and Google Scholar.

The analytical process adhered to fundamental ethical
principles, including impartial literature selection and
rigorous adherence to scientific citation standards.

Data processing

The collected data underwent qualitative comparative
analysis of study outcomes. Information organization and
analysis were performed using Microsoft Excel for data
tabulation and Zotero for reference management.

Research results

Postoperative complications:: As a major abdominal
surgical procedure, cesarean delivery entails inherent
risks including infectious morbidity, hemorrhagic events,
and anesthesia-related complications. Current evidence
demonstrates elevated risks of postoperative infections
among cesarean deliveries, particularly endometritis and
surgical site infections compared with vaginal births [5].
Furthermore, maternal hemorrhage substantially increased
compared to vaginal deliveries [6]. It is documented
that women who undergo cesarean section have higher
frequencies of blood transfusion and uterine atony, which
can lead to more severe complications [7].

Long-term risks: Cesarean delivery is associated with
with several persistent maternal health risks, including uterine
rupture in subsequent pregnancies, placenta accreta, and other
placental implantation abnormalities [8]. These conditions
demonstrate significant morbidity potential for both mother
and fetus in future gestations. Furthermore, meta-analyses
indicate increased risks of secondary infertility and subsequent
requirement for assisted reproductive technologies among
women with prior cesarean deliveries [9].

Mental health implications: Women undergoing cesarean
delivery may experience significant psychological sequelae,
including postpartum depression, post-traumatic stress
disorder (PTSD), and emotional distress related to unmet birth
expectations [10]. These psychological impacts demonstrate
heightened prevalence in cases of unplanned cesarean sections
performed under emergency conditions [11]. Furthermore,
current evidence indicates that traumatic cesarean delivery
experiences correlate with increased incidence of postpartum
regret and prolonged grief reactions [12].

Cesarean delivery is associated with significantly elevated
neonatal risks of respiratory morbidity. Neonates delivered via
cesarean section demonstrate increased incidence of transient
tachypnea of the newborn (TTN) and other respiratory
complications, primarily attributable to the absence of
physiological labor processes that facilitate fetal pulmonary
fluid clearance [13]. Elective cesarean sections performed
prior to 39 weeks of gestation are particularly associated with
heightened risks of neonatal respiratory distress syndrome, as
evidenced by contemporary clinical studies [14].

More severe respiratory pathologies associated with
surgical delivery include neonatal respiratory distress
syndrome (NRDS) and persistent pulmonary hypertension
of the newborn (PPHN), often necessitating intensive
respiratory support and extended hospitalization [15].

Neonatal adaptation and gut microbiota: Delivery
mode significantly impacts early microbial colonization
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patterns. Cesarean-delivered neonates exhibit reduced
gut microbiota diversity compared to vaginally delivered
infants, with particular depletion of Bacteroides and
Bifidobacterium species [16,17]. This dysbiosis has been
associated with long-term immunological consequences,
including increased risks of atopic conditions, asthma, and
metabolic disorders during childhood [18].

While neonatal mortality rates following term cesarean
deliveries remain low, these neonates demonstrate
increased likelihood of neonatal intensive care unit (NICU)
admission compared to vaginal births, particularly in
non-emergent cases [19]. Additionally, cesarean delivery
correlates with higher incidence of early-onset neonatal
infections, including sepsis and pneumonia [20].

Comparative studies demonstrate significant differences
in postpartum recovery between cesarean and vaginal
deliveries. Cesarean sections are consistently associated with
prolonged convalescence periods, elevated thromboembolic
risk, and increased postpartum complication rates [21].
Conversely, vaginal delivery correlates with accelerated
recovery trajectories, reduced analgesic requirements, and
lower incidence of postpartum hemorrhage [22].

Quantitative analyses reveal that cesarean deliveries
necessitate extended hospitalization and more frequent
postpartum medical interventions [23]. Studies further
identify associations between cesarean delivery and chronic
pelvic pain syndromes, along with scar-related complications
including keloid formation and adhesions [24].

Fetal and neonatal outcomes: From a neonatal
perspective, vaginal delivery confers distinct neonatal
advantages, including reduced respiratory morbidity and
optimized microbial colonization patterns. Vaginal delivery
is associated with enhanced early maternal-neonatal
bonding and more timely initiation of breastfeeding
compared to cesarean birth [25]. Nevertheless, in cases of
fetal compromise or placental pathology, cesarean delivery
represents a critical intervention that can preserve maternal
and neonatal survival [26].

Multiple determinants contribute to increasing cesarean
delivery rates worldwide, including medical, sociocultural
and healthcare system factors. Maternal age, obesity,
multiple pregnancies and previous cesarean section
represent significant predictors of elective cesarean [27].
The rising trend of maternal-request cesarean section,
sometimes motivated by perceived safety or labor concerns,
further increases elective rates [28]. Other sociocultural
factors include higher socioeconomic status, urbanization
and healthcare access, which may increase cesarean
likelihood in certain populations [29].

Beyond established clinical factors, elective cesarean
sections are increasingly performed due to psychological
and emotional considerations. Severe childbirth anxiety
(tokophobia) or adverse prior birth experiences may
motivate cesarean requests in the absence of medical
indications. Healthcare provider preferences, institutional
protocols, and resource availability further influence
procedural decision-making [30].

Contemporary cesarean rates substantially exceed
WHO recommendations across most high-income nations,
with the United States documenting 32.1% cesarean
deliveries (2022 data) versus the recommended 10-15%
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threshold [31]. Middle-income countries demonstrate
parallel increases (annual growth rate 4.2%), reflecting
healthcare infrastructure development. This trend has
prompted concerns regarding excessive cesarean utilization
without definitive medical indications, highlighting the need
for enhanced clinical guidelines and optimized prenatal care
strategies to minimize non-indicated procedures [32]. Several
nations, particularly Scandinavian countries, maintain
comparatively low cesarean section rates, attributable to
strong cultural preferences for vaginal delivery.

Discussion

To address the rising rates of cesarean delivery,
several strategies have been proposed. These include
the promotion of vaginal birth after cesarean (VBAC) in
women with a previous cesarean section, provided that
no contraindications are present. Enhanced intrapartum
support, including midwifery care and individualized birth
plans, may also contribute to a reduction in unnecessary
cesarean deliveries. Furthermore, the implementation of
antenatal education programs emphasizing the benefits
of vaginal birth and addressing fear of childbirth may
play a critical role in lowering the incidence of elective
cesarean delivery [33]. Ensuring that healthcare providers
and patients are adequately informed regarding the risks
and benefits of different delivery modalities is essential to
achieving a balanced and evidence-based approach.

The long-term health consequences associated with
cesarean delivery represent an area of increasing concern.
Evidence indicates several risks related to cesarean
section, including an elevated risk of uterine rupture in
subsequent pregnancies, particularly following a prior
cesarean delivery. Although uterine rupture is rare, it may
result in catastrophic maternal and neonatal outcomes, such
as massive hemorrhage, organ injury, and the necessity
for emergency surgical interventions [34]. Moreover,
women with a history of cesarean delivery demonstrate
a higher risk of placenta previa and placental abruption
in subsequent pregnancies, both of which pose significant
threats to maternal and fetal health [35].

Chronic pain and long-term pelvic sequelae, including
intra-abdominal adhesions and scar tissue formation, are
also frequently reported among women with a history of
cesarean delivery. These complications may cause persistent
pain, dyspareunia, and in some cases infertility, due to
tubal occlusion or impaired ovarian function secondary to
adhesion formation [36]. In addition, adverse psychological
outcomes, including post-traumatic stress disorder (PTSD)
following a traumatic cesarean experience, may persist
long after delivery, with affected women reporting enduring
emotional distress related to the birth event [37].

Neonates delivered by cesarean section are at increased
risk of specific health complications compared with those
born via vaginal delivery. Respiratory conditions, such
as transient tachypnea of the newborn (TTN), are more
frequently observed among infants born by cesarean
section. This phenomenon is attributed to the absence
of the physiological thoracic compression occurring
during vaginal birth, which facilitates the clearance of
pulmonary fluid [38]. Infants delivered by cesarean section
are also at elevated risk of developing asthma and other

atopic disorders, most likely due to disruption of normal
microbiota colonization at birth [39].

In addition, cesarean delivery, particularly when
performed electively, is associated with delayed initiation of
breastfeeding, which may adversely affect neonatal nutrition
and immune system maturation. Breastfeeding provides
essential immunoglobulins and commensal microorganisms
that support immune development and promote overall
health. Furthermore, neonates delivered by cesarean section
demonstrate a higher likelihood of admission to the neonatal
intensive care unit (NICU) as a consequence of complications
such as respiratory distress [40].

‘Women with a history of cesarean section are at increased
risk of complications in subsequent pregnancies. One
of the most serious complications is uterine scar rupture
during labor, which can result in significant maternal and
perinatal morbidity and mortality [41]. This risk increases
proportionally with the number of prior cesarean deliveries
and must be carefully considered when evaluating the option
of vaginal birth after cesarean (VBAC). While VBAC
is regarded as safe in many cases, it is appropriate only
in selected patients in whom the previous cesarean was
performed under low-risk circumstances and who otherwise
meet favorable clinical criteria [42].

Placenta accreta, characterized by abnormal trophoblastic
invasion into the myometrium, is another complication
strongly associated with multiple cesarean deliveries. The
likelihood of placenta accreta rises with each successive
cesarean procedure and may result in life-threatening
maternal hemorrhage, often necessitating hysterectomy or
other extensive surgical interventions [43].

From a public health perspective, the increasing
prevalence of cesarean delivery imposes a substantial
economic burden, as cesarean sections are more costly
than vaginal births due to prolonged hospitalization, greater
need for medical interventions, and higher incidence of
postoperative complications. Moreover, recovery following
cesarean delivery is often extended, potentially impairing
maternal capacity to resume occupational and caregiving
responsibilities [44]. The World Health Organization
(WHO) has underscored the importance of prioritizing
vaginal birth when clinically feasible in order to reduce
healthcare expenditures and improve maternal and neonatal
outcomes [45].

To reduce the overuse of cesarean section and improve
maternal and neonatal outcomes, several strategies have
been proposed. These include:

* Promoting evidence-based guidelines and protocols
restrict the use of cesarean section to medically indicated
situations.

* Encouraging a supportive labor environment that
incorporates adequate pain management, continuous
intrapartum support, and the avoidance of non-essential
interventions.

* Training healthcare providers to accurately identify
appropriate indications for cesarean section while ensuring
that women receive counseling on the risks and benefits of
both cesarean and vaginal delivery [46].

* Supporting vaginal birth after cesarean (VBAC)
in eligible candidates to decrease the frequency of repeat
cesarean sections.
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Public health initiatives aimed at educating pregnant
women about the risks and benefits of both cesarean
and vaginal delivery, as well as the potential long-term
consequences of cesarean birth, are also considered critical
to reducing unnecessary cesarean procedures.

One of the principal obstetric complications associated
with cesarean delivery is postoperative hemorrhage. This
may result from rupture of blood vessels supplying the
placenta or from impaired uterine contractility following
the surgical incision. The severity of hemorrhage can vary
from mild to massive bleeding requiring blood transfusion
or additional surgical interventions. Hemorrhage following
cesarean section remains one of the leading causes of
postoperative maternal mortality, with an incidence of
1.5-2% among women undergoing the procedure [47].

Another major complication is postoperative infection.
Surgical site infection and endometritis, defined as inflammation
of the endometrial lining, represent serious sequelae of
cesarean section. Studies report that postoperative infections
occur in 5-15% of cases [48]. Such infections often prolong
hospitalization and necessitate additional therapeutic measures.

Impaired healing of the postoperative uterine scar
constitutes another important clinical concern. Repeated
cesarean sections increase the risk of uterine wall weakness
and subsequent rupture during later pregnancies or deliveries.
Evidence indicates that the risk of uterine rupture in women
undergoing a subsequent cesarean section after two previous
procedures is approximately 1.5-2% [49]. Uterine rupture
presents a life-threatening risk for both mother and fetus.
Accordingly, careful surveillance of the postoperative
uterine scar is warranted during subsequent pregnancies to
mitigate the risk of rupture and associated complications.

Cesarean section is associated with an increased risk
of intra-abdominal adhesion formation, which may lead
to chronic abdominal pain, bowel obstruction, and other
significant complications. As with any surgical intervention,
cesarean delivery carries a risk of postoperative adhesions,
frequently necessitating subsequent surgical management
for resolution. Current evidence suggests adhesion
development occurs in 15-30% of post-cesarean cases [50].

From a neonatal perspective, cesarean delivery elevates
the risk of respiratory distress syndrome (RDS) due
to incomplete pulmonary fluid clearance absent the
physiological stresses of vaginal delivery. The incidence
of RDS is 3-5% higher in neonates delivered via prelabor
cesarean section compared to those born vaginally [51].

Additional neonatal risks include procedural trauma,
with 0.5-1% of cesarean deliveries resulting in iatrogenic
injuries such as skin lacerations or organ damage [52].

Maternal complications may include urological
dysfunction secondary to intraoperative bladder injury,

References:

along with hemorrhage attributable to surgical factors or
suboptimal postpartum management.

The prospects for further research. Future
research priorities should focus on longitudinal assessment
of cesarean section outcomes, particularly regarding
reproductive sequelae and pediatric health implications.
Investigation of preventive strategies to optimize delivery
modality selection and mitigate procedure-associated risks
represents another critical research direction.

Conclusion

Cesarean section remains an essential and potentially life-
saving intervention in specific obstetric circumstances; however,
its escalating global utilization presents complex challenges
regarding both acute and chronic health consequences
for mothers and neonates. This review demonstrates that
cesarean delivery in term pregnancies correlates with multiple
perinatal risks, including neonatal respiratory complications,
altered immune system development, and increased maternal
morbidity encompassing chronic pelvic pain, subsequent
pregnancy complications, and psychological sequelae.
Furthermore, cesarean delivery may negatively impact early
maternal-neonatal bonding and breastfeeding initiation,
processes fundamentally important for infant health.

The documented rise in cesarean rates underscores the
necessity for judicious delivery planning, prioritizing reduction
of non-indicated surgical interventions. Implementation
of comprehensive patient education programs, facilitation
of informed decision-making processes, and promotion
of vaginal delivery when clinically appropriate constitute
critical components of this effort. Enhanced postoperative
management protocols for cesarean patients, coupled with
neonatal care strategies emphasizing early breastfeeding
initiation and skin-to-skin contact, may improve outcomes.

Given the profound implications for maternal and child
health, future investigations should prioritize three key areas:
development of evidence-based interventions to reduce
unnecessary cesarean deliveries, refinement of surgical
techniques to minimize complications, and elucidation of
long-term health outcomes associated with operative delivery.
Concurrently, healthcare systems must maintain commitment
to providing equitable access to high-quality, evidence-
based obstetric care that optimally supports both vaginal and
cesarean delivery when medically indicated, thereby ensuring
optimal outcomes for mothers and their newborns.
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MEPUHATAJBHI ACHEKTH KECAPEBOI'O PO3THHY IPH JOHOIIEHIN BATITHOCTI: KOMIIIEKCHMIA OIVISIT

0. Kopuunceka', C. Anopawmuxosa’, C. 3ynmaxosa’, A. Illlnocceposa®, T. Illyminina'>

Yixropoachkuii HanioHaIBLHUI YHiBepcuTeT'
(M. Ykropoa, Ykpaina),
IpecroBcbkuii yHiBepcuTeT?
(m. IIpecros, CioBauunna),
KHII «beperiscobka Jikapust imeni beprosiona Jlinnepa» BeperiBcbkoi Michbkoi pagu®
(m. BeperiB, Ykpaina)
Pesrome.
Kecapis postut (KP) € onHi€ero 3 HalmoMmMpeHIKX XipypriyHUX MPOLeRyp B aKyILEpCTBi, 0COOIMBO IPH JOHOIICHIH BariTHOCTI. Brius
KECapeBOro po3THHY Ha MEpHHATANIbHI Pe3yIIbTaTH, 0COOIMBO NPH AOHOIICH N BariTHOCTI, € MPEMETOM HOCTIHHUX AOCIDKEHD i JUCKYCIH.
Meta. OuiHUTH EpHHATAJIBbHI PE3YAbTATH, OB’ A3aHi 3 KECApEBUM PO3THHOM IIPH JOHOLICHUX BariTHOCTSX, 3 aKIIEHTOM Ha 3710-
POB’sl MaTepi Ta HOBOHAPOKEHOT0. 30KpeMa, MeTa L{bOT0 OISy IOJIATae Y BUBYCHHI KOPOTKOCTPOKOBHUX 1 JOBFOCTPOKOBUX PH3HUKIB
ta nepesar KP sk juis Marepi, Tak i Jsi HOBOHAPOIXKEHOTO, 3 aKIIEHTOM Ha 370pPOB’sI Ta BiJHOBJICHHS 000X IPYIL.
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AHANITUYHI OrnaAgu

Martepiaan Ta Metogn: Omsi OyB IPOBEACHUH IIUISIXOM aHaJIi3y BiAIOBIIHOI HAYKOBOI JIiTepaTypH, 30KpeMa KIIiHIYHUX JTOCIIHKCHB,
KOTOPTHHX JIOCITIDKEHB Ta CHCTEMaTHYHUX ONVIS/IIB, OITyOIiIKOBAaHUX 32 OCTAHHE JASCATIIITTA. BKIIIOUEH] B OIS JOCTIIIDKEHHS 30Cepe-
JKYBaJIMCh Ha JJOHOIICHUX BariTHOCTAX (BU3HAUCHUX SIK BaTriTHOCTI TPUBATICTIO BiJ 37 110 42 THXKHIB) Ta pe3ylibTaTax, 0B’ I3aHUX 3 Ke-
capeBUM po3THHOM. KpuTepil BKIIIOUSHHS: TOCHIIKEHHS, 1[0 BUBYAJIH 30pOB’s MaTepi Ta HoBoHapomkeHoro micist KP 1 mopisHIoBam
IIi pe3yJIbTaTH 3 MOJIOTaMy Yepe3 IpHpoHi porosi nuwsixu. Crarti Oynu oTpuMaHi 3 MeIUYIHUX 0a3 JaHux, Takux sk PubMed, Cochrane
Library ta Google Scholar. Bei nocmimkeHHs OI[IHIOBAJIMCH Ha SKICTh METOJOJIOTT, po3Mip BUOIpPKH Ta IX peIeBaHTHICTD TEMi OTVIITY.

Pe3yabraTn. Pe3ynsraTi 0boro OnIsTy CBiAYATh, IO KeCapiB PO3TUH IIPH JOHOIIEHUX BariTHOCTAX ITOB’SI3aHUIH 3 pI3HOMAHITHIMH
pH3HMKaMH I MaTepi Ta HOBOHApOpKeHOro. 1T MaTepi pU3MKHU BKIIIOYAIOTH ITiIBUIIEHY HMOBIPHICTD HicsonepanifHuX iHEeKIiH,
KpOBOTEY, a TAKOXK TPHBaJie BiTHOBIEHHs. KpiM Toro, iHKH, sKi mpoxoaaTs KP, MaioTs BHIy HMOBIPHICTS YCKIIQAHEHS Iij 9ac Mai-
OyTHIX BariTHOCTEH, TAKNX SIK PO3PHB MaTK{, aHOMAJII] IUTAIEHTH Ta IIepeAdacHi mojaoru. Takoxk iCHye MiIBHIIEHHH PH3HUK YTBOPCHHS
CrHaioK, 0 MOXKe yCKIQAHUTH MaiOyTHI omeparii. PH3nku U1 HOBOHAPOIPKEHUX BKIIIOYAIOTH CHHAPOM IMXAIBHHUX PO3JIAJiB, 0CO0-
JIMBO y JiTeH, HapokeHHX depes mraHoBuit KP o mouarky nosnoris. Takoxk CHOCTEpiraeThCst BUIMK PU3UK TPABM IIiJ 4ac MOJIOTIB,
X04Ya TaKi BUNAJAKH pinkicHi. He3Baxkaroun Ha i pU3UKH, KecapiB PO3THH 3aJIUIIAETHCS BKIMBUM 1 )KUTTEBO HEOOX1THUM BTPYYaHHSIM
y pasi akyIIepchbKUX eKCTPEHNX CUTYaIil, TaKKX SIK (peTaapHui TucTpec, HelpaBUIIbHE ITOJI0KEHHS I1I0/1a a00 IUIaleHTa previa, KoJu
BariHaJIbHi IOJIOTH MOXXYTh CTAHOBUTH 3arpo3y 370pOB’10 Marepi Ta AuTuHU. QNI MoKasye, o Xoda mianosuii KP o’ si3anmit 3 6i1b-
IIIOF0 HEOHATAJIBHOIO 3aXBOPIOBAHICTIO IIOPIBHSHO 3 BariHAJIGHUMHU ITOJIOTaMU, y BHINAKaX eKCTPEHUX CUTYaIlill BiH MOXE BPSTYBaTH
JKUTTS K Marepi, Tak i TUTHHI.

BucHnoBok. KP 3anummaeTscst BaXKIMBOIO MEAWYHOIO ONEPALI€I0 B aKyIIEPCTBI, 0COOIHMBO B pa3i aKyMIePChKUX KCTPEHHUX CUTYami.
OpHak #oro 3pocTaioya MONIMPEHICTh BUKIMKAE 3aHSTIOKOECHHS OO0 MOXKIIMBAX HETaTUBHUX HACHIJKIB JUIS 3[0POB’Sl MaTepi Ta HOBO-
HapokeHoro. Xoda KP mMoxke 3amo0irTd 3arpo3yiMBUM JUTs )KUTTS YCKIIaJHEHHSIM, BIH Ma€ PU3UKH SK JJISI MaTepi, Tak i JUIs TUTHHA.
IcHye noTpeba y mpoBeieHHI OAATKOBUX NOCHIIIKEHb JUIS 3 SICyBaHHS JOBroctpokosux HachigkiB KP, 30kpema B acriexti 310poB’st
Marepi Ta MaitoyTHBOI penpoxykTrBHOI (yHKHii. JIikapi MOBHHHI peTebHO OIiHIoBaTH Noka3aHHs 10 KP, mo6 3abe3mneunTty ontuMaibHi
NIepUHATAIEH] pe3yabTaTH Ta MiHIMI3yBaTH HEOOXITHICTE y HeMoTpiOHKX mponexypax. [IpodinakTuani crparerii, 30kpeMa HaJIexKHE
BEJICHHS TIOJIOTiB Ta MOHITOPHHT 3[J0POB’Sl MaTepi, MOXYTb JOIIOMOI'TH 3HH3UTH 9acToTy HenoTpiOoHux KP i 3MeHmmTH iXHI CymyTHI
pm3uku. OniHKa OCHOBHUX IMPUYHH 3pocTanHs uuciaa KP momomorke onTuMizyBaTi nepHHaTaIbHI pe3y/IbTaTH 1 MOJINIINTH 3aralbHIH
CTaH 3[J0pOB’Sl MaTepi Ta HOBOHAPOKCHUX.

Ka1040Bi c10Ba: kecapis po3tun; 30poB’s MaTepi; 3710poB’sl HOBOHAPOIKEHOTO; IEPMHATAJBHI HACIIIKU; PeCHipaTopHHil

JAUCTPEC-CUHAPOM; MiCTISTIONIOTOBE Bi}lHOBHeHHH; aKyH_IepCI)Ki YCKIIaAHCHHS.
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