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The features of psychological status of pregnant
women with an allogeneic fetus

T.G. Romanenko, N.V. Yesyp
Shupyk National Healthcare University of Ukraine, Kyiv

The objective: to establish the peculiarities of the psychological status of pregnant women with an allogeneic fetus.
Materials and methods. The psychological status of 120 pregnant women, who were divided into two groups, was
assessed. I group included 80 patients after in vitro fertilization (IVF) programs with the formation of an allogeneic fetus,
IT group (control one) included 40 pregnant women after IVF with the woman’s own oocytes.

The psychological state of pregnant women was assessed using the Spielberger-Hanin questionnaire, the Holmes and
Rahe stress event scale, the assessment of well-being, activity and mood, the Edinburgh Postnatal Depression Scale, and
the SF-36 quality of life questionnaire.

Results. A high level of reactive anxiety was significantly more often determined in pregnant women with an allogeneic
fetus compared to the pregnant women in the control group (32.50 % and 12.50 %, respectively), as well as uncertain
indicators according to the Edinburgh Postnatal Depression Scale (72.50 % and 52.50 %, respectively).

During the evaluation of the quality of life in patients of the I group, significantly lower indicators of role-emotional
functioning (41.13£5.29 points), social functioning (72.76+4.88 points), as well as role-physical functioning (35.12+7.22
points) and vitality (38+7.11 points) than in the examined women of the II group (62.43%5.45, 84.4+5.02, 46.89%6.51 and
59.56+9.78 points, respectively) were established. The indicators of well-being and mood were also significantly lower
in the I group (3.88+1.40 and 4.21+1.27 points, respectively) compared to the II group (4.83%1.55 and 5.13%1.49 points,
respectively).

Conclusions. The psychological status of pregnant women with an allogeneic fetus is characterized by the presence of
statistically significant deviations not only compared to the control group, but also to the normative indicators provided
by standardized survey methods. This indicates the necessity for further study of the relationship between these factors
and the frequency of complications during pregnancy, childbirth and the postpartum period, as well as the condition of
newborns in these women and possible ways of correcting the psychological status to reduce the frequency of obstetric
and perinatal complications.

Keywords: assisted reproductive technologies, in vitro [ertilization, allogeneic [etus, surrogate (substitute) motherhood,
psychological status, state anxiety, trait anxiety, quality of life, postpartum depression, Edinburgh Postnatal Depression Scale.

Oco6MBOCTI NCUXOJIOrYHOIr0 CTaTyCcy BariTHUX 3 aJIOreHHUM MJI0A0M
T.I. PomaHeHko, H.B. Ecun

Mema docaioxcenns: BCTAHOBJIEHHS 0COOIMBOCTEN TICUXOJIOTTYHOTO CTATYCy BariTHUX i3 aJIOTEHHUM ILI0JIOM.
Mamepianuma memoodu. IIpoBejieHo OTiHIOBaHHS TICHXO0JIOT YHOTO cTarycy 120 BariTHUX, ki Oy po3noiaeHi Ha ABi TPyTIH.
[lo I rpynu ysiiinim 80 naiieHTok, 3aydeHux /1o Iporpam eKcTpakopriopasibroro sarigaenss (EK3) 3 popmyBannsm asno-
FeHHOTrO 1710713, 10 11 rpymu (konTposibHa) — 40 BariTHuX, akuM BuKoHaM EK3 i3 BUKOPUCTAHHSAM BJIACHUX OOIUTIB KiHKH.
[TcuxooTiYHuil CTaH BariTHUX OI[HIOBAJIM 34 JIOTOMOTOI0 onuTyBaibHuKa Crinbeprepa—Xamina, MIKaJIH CTPECOBUX O
Xonmca—Pare, OliHIOBaHHS CaMOIIOYYTTsl, aKTUBHOCTI Ta HACTPOr, EAnHOYP3bKOI MIKaIM MiCJAANON0r0BOI Aenpecii, onury-
BaJIbHUKA SKOCTi sKkuTTS SF-36.

Pesyavmamu. Cepes BariTHUX i3 aJIOTeHHUM I7I0/I0OM JIOCTOBiPHO YacTillle PEECTPYBAIN BUCOKHH PiBeHb PEaKTUBHOI TPUBOK-
HOCTi TIOPIBHSIHO 3 BariTHUMHU KOHTPOJbHOI rpyTin (32,50 % Ta 12,50 % BiAMOBIAHO), a TAKOK CYMHIBHI MOKa3HUKY 3a Exumi-
GyP3bKOIO IIKaIO0I0 micasmnoaorosoi aenpecii (72,50 % ta 52,50 % Bianosiamo).

Y Xoni ormiHIOBaHHS SKOCTi JKUTTS Y TMAIIEHTOK | TPyNM BCTAHOBIEHO AOCTOBIPHO HIZKYI MOKA3HUKU POJTHOBOTO €MOTIiITHO-
ro ¢dyHkiionysanns (41,13+5,29 6ana), couianbHoro (yHkuioHysanus (72,76+4,88 Gasna), a TaKoK POIBOBOTO (hisUUHOTO
dbyuxmionysanns (35,12+7,22 6ana) Ta skutreBoi aktuBHOCTI (38£7,11 6ana), Hixk B obcTesxennx xkinok I1 rpynu (62,43+5,45,
84,4%5,02, 46,89+6,51 Ta 59,56+9,78 Gana BianosiaHo). [lokasHUKU CaMOIIOYYTTSI Ta HACTPOIO TAKOXK OYJIM JOCTOBIPHO HUK-
yumu y 1 rpymi (3,88+1,40 ta 4,21+1,27 Gana BianosinHo) nopisusiHo 3 11 rpymoro (4,83+1,55 ta 5,13%1,49 Gasa BiaosiaHO).
Bucnoexu. Ilcuxosioriunnii craTyc BariTHUX i3 aJIOTEHHUM ILJIOJIOM XapaKTEPU3YEThCS HASBHICTIO CTATUCTUYHO 3HAYYIIUX
Bi/IXUJIEHD HE JIUIIIe TOPIBHIHO 3 KOHTPOJIBHOIO IPYTIOI0, & il 3 HOPMATUBHIMHE MMOKA3HUKAMH, Tepe0adeHuMI CTaHIapTH30-
BaHUMMU METOAUKAMU OIKUTYBaHH:. e cBimunTh n1po HeOOXiAHICTD MOAANBIIOTO BUBYCHHS B3AEMO3B SI3KY MiK aHUME (haKkTo-
PaMu Ta 4acTOTOIO YCKJIaAHEHb epebiry BariTHOCTI, HOJIOTIB Ta MiC/ISAII0JI0TOBOrO TEPIO/LY, a TAKOK CTaHy HOBOHAPOIKEHUX Y
IIUX JKiHOK Ta MOKJIMBUX IMIJISIXiB KOPEKITii NCUXO0JIOTIYHOTO CTATYCY /IS 3HIPKEHHS YaCTOTH aKyIIePChbKUX Ta ePUHATAIBHUX
YCKJIQZIHEHb.

Kmouoei crosa: donomivcii penpodyxmueni mexmonozii, excmpakopnopaivie 3aniionenis, aiozennuil niio, cypozamue (3a-
MIHHE) MAMEPUHCMBO, NCUXOO0ZIMHUL CINATNYC, PEAKMUBHA (CUTYAMUBHA) MPUBONCHICTIL, OCOOUCTNICHA MPUBOHCHICD, SKICTb
Jcummsi, nicasnonozoea denpecis, EQunbypsvra wxaia nicasnonozosoi denpecii.
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n accordance with the definition approved by the WHO

Constitution, health is a state of complete physical, mental
and social well-being and not merely the absence of disease
or infirmity [1]. Therefore, it is clear that the support of the
government and various non-governmental organizations
for preventive measures aimed at preserving mental health
should contribute to their widespread implementation
over the years. At the same time, work with a specialist in
the field of mental health in the circumstances of obstetric
and gynecological care is not carried out actively enough,
although in the health care systems of many countries,
including Ukraine, it is de jure enshrined in regulatory
documents that provide clinical guidance for both ways of
medical care — outpatient and inpatient [2, 3].

The priority of this field of healthcare is determined by
the results of numerous studies that highlight the presence
of changes in the mental status of a pregnant women and
its influence on the obstetric and perinatal outcomes rate
[4—6]. In particular, scientists talk about pregnancy as
a psychological phenomenon, taking as an example not
only frequent mood changes ranging from exhaustion to
exaltation, or mixed anxiety-depressive disorders, but also
generally defining pregnancy as a highly emotional state
that acts as a stressor in itself [7].

It is obvious that during pregnancy resulting from in
vitro fertilization (IVF), the patient will face a significantly
greater amount of stressors, which may include, for in-
stance, invasive manipulations and the increased overall
number of medical interventions. A group of researchers
from Germany has shown that patients undergoing IVF
treatment have higher levels of anxiety compared to the
average population [8].

In general, a number of scientists note the deterioration
of the quality of life indicator of patients diagnosed with
infertility in comparison with other women of reproductive
age [9, 10]. Also, a group of Polish researchers report the
negative impact of the factor of extending the duration of
infertility treatment on the quality of life of patients [11].

Generally, higher levels of anxiety and depression are
observed in patients after failure of ART treatment in com-
parison with successful treatment cycles [12]. In particu-
lar, a significant increase in state anxiety and depression
scores were registered from 22 weeks of gestation to 15
days after delivery in patients who received multiple
unsuccessful IVF/ICSI cycles compared to women who
became pregnant as a result of the first cycle of IVF and
those who had only one unsuccessful IVF treatment cycle
previously [13].

In addition, both partners of the couple with the his-
tory of recurrent pregnancy loss have high risks for devel-
oping depression and anxiety [14].

Current data show that deterioration of psychological
status indicators is associated with increased rates of
various obstetric and perinatal complications [15]. For ex-
ample, women with a high level of perceived stress were
less likely to achieve livebirth [16].

But it is worth adding that in a number of studies it is
also noted that the indicators of the psychological status
of patients, which characterize the level of anxiety, self-
esteem, satisfaction with life and depression scales, right
before the start of the IVF protocol were close to normal
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levels. It may be associated with significant expectations
of women from these methods of infertility treatment
[17]. In particular, rates of anxiety obtained during the
infertility treatment with the help of IVF were relatively
lower in comparison with such assessments before the
start of the cycle [18].

An important aspect is that many women undergoing
infertility treatment in IVF programs report high levels of
social support and emotional well-being [16].

Also, in one of the studies a low level of depression and
anxiety in patients who became pregnant as a result of
IVF with donor oocyte was observed [19]. Scientists be-
lieve that it can be explained by the dominant desire of the
patients to experience pregnancy and childbirth despite
the complete allogeneity of the fetus [20].

However, with regard to another category of patients
with an allogeneic fetus — surrogate mothers, the available
studies are mainly focused on the assessment of their
psychological status in direct connection with the neces-
sity to relinquish the newborn, and therefore are mainly
based on the results of examinations carried out in the
postpartum period [21]. At the same time, the relatively
high frequency of obstetric and perinatal complications
in women undergoing careful selection based on the data
of somatic and reproductive anamnesis and the results of
clinical and laboratory examinations before the enrollment
in surrogacy programs requires the additional research into
the pathogenesis of the development of these conditions.

The American Society for Reproductive Medicine
postulates that gestational carriers (surrogate mothers)
should undergo psychological evaluation before, and
access to counseling during and after participation in the
program [22].

Nowadays, the active investigation of the character-
istics of psychological status creates prerequisites for
further research into possible ways of its correction. In
particular, in one of the studies of recent years, a 7-week
daily at-home meditation and mindfulness program
combined with group sessions leaded to significant
decrease in the perceived stress index in the involved pa-
tients in comparison with those who underwent standard
algorithm for the management of patients with recurrent
pregnancy loss [23].

It is obvious that the conditions for conducting psy-
chocorrective measures during pregnancy and the indi-
cators of their effectiveness will differ, so it is difficult to
extrapolate the data of studies similar to the abovemen-
tioned ones on pregnant women. However, a number of
publications describe pilot randomized controlled studies
focused on the possibility of correcting the psychological
status under the circumstances of antenatal care [24,
25]. The results demonstrate a decrease in the rates of
pregnancy-related anxiety in patients [26].

Obviously, the reason for the lack of large-scale studies
on the possibility of correcting the psychological state of
surrogate mothers is connected with extremely limited
data on possible features of the psychological state of these
women during pregnancy with an allogeneic fetus.

The objective: of the study is to establish the features
of the psychological status of pregnant women with an al-
logeneic fetus.
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MATERIALS AND METHODS

We examined 120 patients that underwent inpatient
treatment on the basis of Kyiv Regional Perinatal Center.
They were divided into two groups: I (main) group — 80
pregnant women with allogeneic fetus, who underwent
IVF procedure with foreign oocytes, I (control) group —
40 pregnant women, who underwent IVF procedure with
the use of their own oocytes.

Including criteria were: the patient’s consent to partic-
ipation in the study, age 18 — 40 years, pregnancy achieved
by IVF with foreign oocytes in surrogacy program (ultra-
sound verification of pregnancy, number of embryos in
the uterus <2) — for the main group, in the control group
— pregnancy as a result of IVF program with the use of
their own oocytes (ultrasound verification of pregnancy,
number of embryos in the uterus <2), absence of severe
extragenital pathology, absence of psychiatric disorders,
absence of acute infections, reassuring fetal state on the
beginning of investigation, antenatal monitoring and la-
bour at Kyiv Regional Perinatal Center.

Excluding criteria were: patient’s refusal to participa-
tion in the study, age under 18 or over 40 years, presence
of severe extragenital pathology, presence of psychiatric
disorders, acute infections, nonreassuring fetal state or
presence of fetal pathology with poor prognosis at the be-
ginning of investigation.

The basis for assessing the psychological status of
pregnant women was the analysis of data obtained from
the interview and questionnaires, which pregnant women
filled out individually according to the unified written
instructions: Spielberger’s State-Trait Anxiety Inventory
(Khanin’s adaptation), Holmes — Rahe Stress Inventory,
well-being, activity and mood inventory, Edinburgh post-
natal depression scale, SF-36 (Short Form-36) Health
Survey (SF-36).

Spielberger’s State-Trait Anxiety Inventory is widely
used by researchers to assess levels of state and trait
anxiety [27, 28]. Tt is suggested that the indicator of trait
anxiety is determined by individual characteristics and
reflects a person’s constant traits in various everyday
situations, while state anxiety denotes the subject’s
state at the time of the action of a threatening factor,
which causes a specific degree of fear, nervousness and
discomfort [29]. This questionnaire makes it possible to
evaluate each of the components of anxiety diversely and
to divide patients according to the corresponding levels,
in particular, an indicator of up to 30 points corresponds
to a low level of anxiety, 31-45 points — to an average
level, and 46 points and more corresponds to a high level
of anxiety [30].

The Holmes — Rahe Stress Inventory includes 43 sig-
nificant events for which the above-mentioned scientists
have established a certain score [31]. The latter reflects
the degree of significance, or the stressogenicity of the
event. The number of points depending on the general
list of events that happened in the respondent’s life dur-
ing the last year is added up, and an assessment of the risk
of stress-induced health problems is made. It is supposed
that the score of 150 points means a 50% probability to
develop a so-called “stress disease”, while a score of 300
points means 90% of such probability [32].
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Well-being, activity and mood inventory has been
also used by scientists to assess the psychological status of
pregnant women [27]. This inventory provides a differen-
tiated evaluation of the above-mentioned conditions ac-
cording to a scale with a maximum value of seven points.
At the same time, a score above 4 points is considered as
an indicator of a favorable state of the respondent, and less
than 4 points — of an unfavorable one.

We also estimated the results of Edinburgh Postnatal
Depression Scale that was created in the 80s of the last
century and is currently actively used by doctors in
various parts of the world both at the stage of antenatal
care and in the postpartum period [33, 34]. The propor-
tion of women whose score result exceeded the threshold
of 9 recommended by the authors of the questionnaire
was determined, as well as the number of patients with
an ambiguous result (5-9 points) [34]. This scale includes
anxiety symptoms that are characteristic of perinatal
mood disorders, but excludes constitutional symptoms of
depression, such as changes in sleep patterns, which may
be common in pregnancy and the postpartum period [35].

As an integral indicator that reflects various aspects
of the patient’s physical, mental, social, economic and
emotional state, the concept of quality of life was taken.
Its quantitative and qualitative assessment was performed
using the SF-36 Health Survey questionnaire, which
is fully adapted and widely used in Ukraine in various
biomedical studies. [36—38]. The questionnaire consists of
11 items, which include 36 questions. During the analy-
sis, they are combined into 8 scales and 2 integral indi-
cators. Thus, it is possible to evaluate: vitality, physical
functioning, bodily pain, general health perceptions, role-
physical functioning, role-emotional functioning, social
functioning, mental health or emotional wellbeing, as well
as two integral indicators — physical and mental compo-
nents of health. The obtained results are displayed by the
score within the range from 0 to 100 points, where 100
corresponds to “full health” [39].

The study was performed in accordance with the prin-
ciples of the Declaration of Helsinki, as well as in compli-
ance with the relevant legislative norms and requirements
for conducting clinical /biomedical research. The research
protocol was approved by the Local Ethics Committee
of the institution where it was conducted. Informed con-
sents of the women were obtained.

Statistical analysis of the obtained data was performed
in the “SPSS Statistics” software environment. Using
the methods of descriptive statistics, the main indicators
characterizing the quantitative variables were determined.
Categorical variables were described as the absolute
number of cases in the group and the corresponding
percentage — n (%). The assessment of differences be-
tween independent samples for quantitative variables was
carried out by parametric and non-parametric methods
depending on the type of the distribution (Independent
Sample T-Test, Mann-Whitney U test), and the Pear-
son’s chi-squared test ( 2), Fisher’s exact test for categori-
cal variables were used. Differences at p<0.05 were con-
sidered statistically significant. The graphical display of
the results was carried out using the tools of the software
package «Microsoft Office».
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RESULTS

Our findings show that the average age of the patients
of the main group was 31,65£2,92 years [95% CI: 31,00—
32,30], of the control group — 32,05+2,34 years [95% CI:
31,30-32,79], p>0,05. Also, the groups had an age struc-
ture (Table 1) that did not significantly differ from each
other. At the same time, a significant proportion of women
of the age of 30 years or older was found in both groups
— 64 (80%) and 35 (87,5%) of women in groups I and 1I,
respectively.

A comprehensive assessment of the patients’ socio-
demographic factors was carried out with help of surveys
and questionnaires. We also focused on the marital status
of women since it is generally acknowledged that there
is an influence of the support of the spouse on the risk of
developing anxiety during pregnancy [40]. We found out
that among the women of the group I, only 42 (52,5%)
of the patients were in a registered marriage, which is
significantly lower than the similar indicator for the
control group (31 women — 77,5%), p<0,01 (Figure 1).

Patients were also asked to assess their own financial
situation. Despite the subjectivity, we believe it is appro-
priate to evaluate this indicator, as it reflects the patient’s
satisfaction with her own life and, accordingly, determines
certain aspects of her quality of life, which will be further
evaluated by a standardized questionnaire. Thus, less
than half of women in the main group — 36 (45%), and
23 (57,5%) of patients from the control group consider
their financial situation subjectively satisfactory, the dif-
ference is not statistically significant (p>0,05).

We analyzed the levels of state and trait anxiety ac-
cording to Spielberger’s State-Trait Anxiety Inventory.
The number and the percentage of patients of both groups
with certain level of state and trait anxiety according to
the generally accepted ranges are displayed in table 2.

As it is shown in table 2, in both groups, the medium
level of trait anxiety was found in almost 2/3 of the pa-
tients. This level of anxiety is recognized as optimal, be-
cause it provides an adequate reaction and adaptation to
stressogenic factors. Along with that, in the main group

100%

Table 1
Age structure of groups of study,
n (%)
Group I, Group Il,
n=80 n=40

% %
Younger than 30 years 16 20 5 12,5
30-34 years 50 62,5 29 72,5

35 years and older 14 17,5 6 15

there is a considerable proportion of patients with a low
level of trait anxiety (18 women — 22,5) compared to
6 (15%) patients of the control group), which may indi-
cate a lack of critical assessment of one’s own condition
and the environment, which may result in an insufficient-
ly effective reaction to the stimulus.

Also, among the patients of the main group, there is a
significantly higher proportion of women with a high level
of state anxiety — 32,5% (26 women) compared to 12,5%
(5 patients) in the control group. Accordingly, the pro-
portion of patients with low and medium levels of state
anxiety is lower, but there was no statistically significant
difference with the corresponding indicators of women in
the control group. This may prove the statement that the
patients of the main group have a pronounced stress reac-
tion, which can act as a background for the development
of various complications during pregnancy, childbirth and
the postpartum period.

Similarly, the level of psychosocial stress was evaluat-
ed according to the The Holmes — Rahe Stress Inventory.
It was established that more than half of the patients of
both groups presented medium level of psychosocial stress
(Table 3). However, there was no statistically significant
difference between both groups.

The results of assessment of Edinburgh Postnatal
Depression Scale scores are shown in Figure 2. It was
established that there isastatistically significant difference
in the number of patients with a questionable ambigu-

90% -

80% -

22.5%

47.5%
70% -

60% -

50% -

40% -

77.5%

30% -
° 52.5%

20% -

10% -

0%
Group |

Registered marriage
Fig. 1. Marital status of the patients (%)
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Distribution of the
Trait anxiety

Anxiety level

Group I, n=80

Group I, n=40

Table 2

atients by levels of trait and state anxiety, n (%)

State anxiety

Group I, n=80 Group I, n=40

Low 18 (22,50%) 6 (15,00%) 9(11,25%) 7 (17,50%)
Medium 49 (61,25%) 26 (65,00%) 45 (56,25%) 28 (70,00%)
High 13 (16,25%) 8 (20,00%) 26 (32,50%)* 5 (12,50%)*

Note. * — Statistically significant difference (p<0,05).

ous test result in the range of 5-9 points, as stated in the
Standards of medical care “Normal pregnancy” approved
by the Order of the Ministry of Health of Ukraine dated
August 9, 2022 No. 1437 [41].

At the same time, every fifth patient (15 women —
18,8%) of the main group received a result of more than
9 points, which requires further examination for the de-
tection of depressive disorders, while in the control group
there were less than 10% of such women (3 patients) (how-
ever, the difference is not statistically significant, p>0,05).
It should be mentioned that none of the patients in both
groups had a score equal to or higher than 13 points, and
no positive answer was received to question Ne10 regard-
ing the woman’s desire to harm herself.

The results of the assessment of well-being, activity
and mood were obtained in both studied groups and are
shown in Figure 3. None of the indicators of the main
group reached the optimal level of 5,0—-5,5 points. The
low rates of the well-being scale scores in the patients of
group I are observed (3,88%1,40 points [95% CI: 3,56—
4,19]), and the difference with such indicator of the
control group (4,83%1,55 points [95% CI: 4,33-5,32]
respectively) is statistically significant (p<0,01). The
activity level is also below 4 points ((3,55+1,28 points
[95% CI: 3,26-3,84]), which means unfavorable state
of the patients, but it doesn’t differ significantly from
the control group scores (4,10£1,60 points [95% CI:
3,59-4,61]).

Group |

15 (18,75%)

58 (72,50%)

B Less than 5 points B 6-9 points

7 (8,75%)

Table 3
Distribution of the patients by levels of psychosocial
stress (Holmes — Rahe Stress Inventory), n (%)

L lof h ial Group | Group Il
evel of psychosocia (n=80) (n=40)
stress
n % ] %
Low 24 30,00 11 27,50
Medium 45 56,25 23 57,50
High 11 18,75 6 15,00

Note. * - Statistically significant difference (p<0,05).

There was a statistically significant difference in mood
scale rates between the patients of main and control group
(p=0,001). However, the scores of both groups were more
than 4 points (4,21+1,27 points [95% CI: 3,93-4,50] in
main group and 5,13+1,49 points [95% /11 4,65-5,60] in
control group), which indicates generally favorable state
of the patients according to this parameter.

The assessment of the SF-36 Health Survey questionnaire
results revealed significantly lower scores of role-emotional
functioning, social functioning, as well as role-physical func-
tioning and vitality in the patients of the main group (Table
4). The levels of physical functioning and mental health were
also lower, but did not reach the criteria of statistical signifi-
cance.

Our findings show a significantly higher proportion of
patients with a high level of state anxiety among pregnant

Group Il

3(7,5%)

16
(40,0%)

21
(52,5%)

7 10 points or more

Fig. 2. Distribution of the patients according to Edinburgh Postnatal Depression Scale score, N (%)
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5 4.83

5.13

3,88

N
1

4,21~

3,55

w
1

Score, points

N
I

Well-being
Group

Activity

Mood
M Group Il

Fig. 3. The average rates of well-being, activity and mood inventory

Note. * — Statistically significant difference (p<0,01).

women with an allogeneic fetus, which, according to the
literature, is a reflection of the individual’s reaction to a
specific threatening situation. Obviously, the test does
not allow to identify the specific stressor as the cause of
patients’ anxiety. Nevertheless, scientists note that this
examination allows outlining the risk groups for carrying
out appropriate preventive measures [42].

Also a significant proportion — one fourth of the pa-
tients of main group — was characterized by a low level
of trait anxiety. According to sources, this condition is
associated with an insufficient critical assessment of one’s
own condition and potentially threatening environmental
factors [43].

A possible evidence of insufficient social support for
pregnant women in the main group was also identified: a
significant percentage of patients are in an unregistered
marriage, which implies the presence of certain psycholog-
ical and material risks for a pregnant woman who tempo-
rarily loses her ability to work. This position is supported
by the data on higher rates of anxiety and depression in
patients with recurrent pregnancy loss who are dissatisfied
with their marriage [44].

The results of our study also reflect that widespread
implementation of screening programs to detect both pre-
existing depressive disorders and conditions that develop
during the current pregnancy is of great importance [41].
A significant proportion of women with the ambiguous
test result of Edinburgh Postnatal Depression Scale re-
veals the necessity of re-examination and, according to the
recommendations of a number of researchers, diagnostic
and therapeutic measures to prevent the development of a
specific pathology [45].

A decrease in well-being, activity and mood scores
also reflects the peculiarities of the psychological status
of pregnant women with an allogeneic fetus and the
presence of prerequisites for the development of more
serious neuropsychological disorders and, in general, the
deterioration of the patient’s quality of life [27]. Actually,
significantly lower scores for certain scales of the quality
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of life questionnaire were found in patients of main group
in comparison with the control group. In particular, sig-
nificantly lower level of certain parameters of the physical
(role-physical functioning and vitality) and mental (role-
emotional functioning, social functioning) components of
health were observed.

CONCLUSIONS

It was established that among pregnant women with
an allogeneic fetus, the proportion of women with a high
level of state anxiety is significantly higher. The assess-
ment of the level of psychosocial stress did not show sta-
tistically significant differences between the patients of
the main and control groups.

In the group of pregnant women with an alloge-
neic fetus, significantly lower levels of well-being and
mood scores were also noted. Moreover, the indicator
of the mood scale was in the range that corresponds to

Table 4
Assessment of Quality of life indicators according
to SF-36 Health Survey questionnaire, M+m

I rpyna, Il rpyna,
tHikana n=80 n=40
®diznyHe DYHKLiOHYBaHHSA 53,56+8,54 72,64+13,78
Ponbose dianine 35,12+7,22* | 46,89+6,51
YHKLIOHYBaHHS
IHTEHCUBHICTL 60110 83,37+11,31 81,29+7,86
3aranbHuii ctaH 3gopos’a | 71,65+13,36 68,26+12,87
Couianere 72,76+4,88** |  84,4+5,02
bYHKLOHYBaHHS
Ponbosg emolirnHe 41,13+5,29%** 62,43+5 45
bYHKLiOHYBaHHS
XuTTEBa akTUBHICTb 38+7,11** 59,56+9,78
McuxiyHe 300poB’a 68,76+9,24 73,14+11,17

Note. * — statistically significant difference (p<0,05);
** — statistically significant difference (p<0,01);

* Kk

— statistically significant difference (p<0,001)
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the unfavorable condition of the patient according to
the regulations of the test. Similarly, the activity indi-
cator also corresponded to an unfavorable condition,
but no statistical difference with the control group

was achieved.

In the main group, a significantly higher proportion of
women with ambiguous result according to the Edinburgh
postnatal depression scale was registered. The assessment
of the quality of life of patients of the group I revealed sig-

University of Ukraine, Kyiv

nificantly lower scores of indicators of both physical and
mental health: the level of role-emotional functioning, so-
cial functioning, as well as role-physical functioning and

vitality.

The analysis of socio-demographic factors showed that
among the pregnant women with allogeneic fetus the pro-
portion of patients who are in a registered marriage is sig-

nificantly lower.
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