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Abstract  Chronic diseases of the gallbladder and biliary tract are one of the most common diseases, ranked third after 

cardiovascular disease and diabetes. The study was conducted in the department of pathology of pregnant women of the 

maternity complex №9, Tashkent city for the period 2019-2022, the history of patients admitted to inpatient treatment for 

chronic cholecystitis, gestational hypertension, preeclampsia were studied.  
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1. Introduction 

The latest studies conducted by WHO experts show   

that complications such as preeclampsia and eclampsia, 

spontaneous abortion, premature births, birth defects, and 

postpartum bleeding have increased significantly in the case 

of diseases of the hepatobiliary system. These listed obstetric 

pathologies are important factors leading to maternal and 

perinatal morbidity and mortality. In clinical practice, joint 

diseases of the liver and biliary tract are often noted, for 

example, chronic hepatocholecystitis [1]. 

The symptomatic course of chronic calculous cholecystitis 

is repeated in 80% of cases against the background       

of conservative therapy during pregnancy, and in 9% of 

cases it ends with spontaneous abortion and premature  

birth. Chronic cholecystitis affects the complications of the 

gestation period. Suffering persistent nausea, vomiting, and 

salivation are observed in such patients. There is information 

in the scientific literature that early toxicoses last until the 

third trimester and are difficult to treat [1,2,3,4].  

Rios-Diaz A. J. and colleagues in the USA, according   

to the conclusion of the research conducted by colleagues  

in the USA, 603 (15.3%) of 3950 pregnant women with 

cholecystitis had preeclampsia, 216 (5.5%) had gestational 

hypertension, and 69 (1.7%) had delayed fetal development, 

331 (8.4%) had premature birth, 759 (19.2%) had a cesarean 

section on the background of cholecystitis [8].  

According to the observations of the chief researchers, 

early toxicosis in patients with cholecystitis can last up to 

20-30 weeks of pregnancy and turn into liver pathology [1]. 

A number of other scientific researchers, based on the  
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study of the effects of bile duct diseases on the course     

of pregnancy, determined the following: early toxicosis  

and spontaneous abortion of the fetus in the early stages   

of pregnancy, in the II and III trimesters - premature birth, 

preeclampsia, and especially life-threatening HELLP syndrome 

[6,7,10]. 

Such data can also be seen in the results of a study conducted 

by RR Thamil Selvi and his colleagues (2011). They reported 

that 11.4% of 44 pregnant patients had preterm labor and 

65.1% had a caesarean section [8].  

A British study compared the rates of obstetric and perinatal 

complications between pregnant women who underwent 

cholecystectomy and those who received conservative 

treatment: spontaneous abortion 6.6% vs. 5.8%, stillbirth vs. 

0.9%. 0.6%, preterm delivery 11.1% vs 7.5%, cesarean delivery 

28.23% vs 23.9%.  

Another US government study shows that cholecystectomy 

performed in the third trimester has a negative effect      

on maternal and fetal outcomes compared to postpartum. 

Nevertheless, data from most scientific sources confirm the 

safety of surgical intervention for biliary pathology during 

pregnancy [9]. 

Obstetric complications included antepartum and postpartum 

hemorrhage, rehospitalization within 90 days postpartum, 

and maternal morbidity and mortality. Maternal diseases 

explain the indications for hospitalization and a number of 

negative consequences in childbirth, namely, disorders of 

blood circulation in the brain, shock, cardiomyopathy, etc.. 

Neonatal complications include preterm birth, low Apgar 

score, perinatal morbidity and mortality. Neonatal death is an 

indicator of a number of serious adverse outcomes, namely 

intraventricular hemorrhage, respiratory failure, sepsis, 

blood transfusions, and surgical procedures before discharge 

from the delivery room [5].  
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Based on the data of a number of scientific studies and 

scientific literature presented above, it can be concluded that 

biliary tract pathology is one of the important factors in the 

development of complications that can be observed during 

pregnancy, including hypertensive conditions. 

2. Aim 

To study the importance of gallbladder pathology in the 

development of obstetric complications. 

3. Research Materials and Methods 

The study included patients with biliary tract pathology 

and hypertensive syndrome who were treated in the Department 

of Pregnant Women's Diseases of the City Maternity Complex 

No. 9 in Uchtepa District of Tashkent City from January 

2019 to September 2022. 

The subjects of the study (267 pregnant women) were 

divided as follows: 

We conducted a retrospective review of 237 patients with 

biliary tract disease at 22-41 weeks of pregnancy, during 

labor and early postpartum. All examined pregnant women 

were divided into 3 groups: 

Group I - the main group consisted of 133 pregnant 

women with diseases of the biliary tract, which were divided 

into 2 subgroups: 

I A group - pregnant women with bile duct diseases, 

n=101; 

Group I B - pregnant women with hypertensive syndrome 

at the same time as bile duct pathology, n=32. 

Group II - comparison group - pregnant women with 

hypertensive syndrome, but no pathology of the hepatobiliary 

system, n=104. 

The control group consisted of practically healthy pregnant 

women who did not have gall bladder and biliary tract 

pathology and hypertensive conditions at the same time as 

the physiological course of pregnancy and childbirth, n=30. 

The following indicators were selected as criteria for the 

inclusion of patients in the study: 

-  pregnant women aged 19-41; 

-  pathologies of the biliary tract, including chronic 

noncalculous cholecystitis, chronic calculous cholecystitis, 

and pregnant women with gallbladder polyps; 

-  gestational hypertension, preeclampsia caused by 

pathology of bile ducts, as well as other etiological 

factors; 

-  voluntary consent of the patient to participate in the 

study. 

The criteria for excluding the patient from the study are as 

follows: 

-  age < 19 years; 

-  scar and iatrogenic damage of bile ducts, mechanical 

jaundice caused by parasitic diseases; 

-  accompanying diseases in the decompensation stage; 

-  refusal of the patient to participate in the study. 

4. The Obtained Results and  
Their Discussion 

The age limit of the patients included in the study was 

between 19 and 41 years. The mean age in the main IA group 

is 26.5±5.3 years, in the IB group 28.1±5.5 years, in the 

comparison group it is 25.5±6.1 years, and in the control 

group it is 26.4±2.7 years.  

Pregnant women in the control group are also women  

of active reproductive age between 20 and 31 years old. The 

main difference is felt in the 19-23 age group, that is, this 

age group is the majority in the comparison group, statistically 

different from the main group by r<0.05. 

 

Table 1.  Obstetrical complications observed in this pregnancy, n=267 

Obstetric complications 

Асосий гуруҳ, n=133 
Comparison 

group, n=104 

Control group, 

n=30 
IB group, 

n=101 

IB group, 

n=32 

Аbс % Аbс % Аbс % Аbс % 

Vomiting in pregnant women 34 33,6** 19 59,4***^^ 17 16,3 3 10,0 

Risk of premature birth 28 27,7*** 11 34,3*** 19 18,2*** 2 6,6 

Abundance 19 18,8*** 11 34,3***^^ 28 26,9** 1 3,3 

Gestational hypertension - - 15 46,8 51 49,0 - - 

Preeclampsia 
Medium - - 10 31,4 37 35,6 - - 

Heavy   7 21,8^ 16 15,4 - - 

Premature rupture of the membrane 7 6,9 3 9,6^ 9 8,6 - - 

Premature placental abruption is mild - - 2 6,4 5 5,0 - - 

: *- The difference compared to the control group is reliable (*-P<0,05; **-P<0,01; ***-P<0,001) 

^ - differences between baseline and comparison groups are reliable (^-Р<0,05; ^^-P<0,01; ^^^-P<0,001)  
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Table 2.  Description of vomiting in pregnant women 

Research groups 

Frequency of vomiting in pregnant women 

14 up to a week 14-22 in a week 22 after a week Total 

Аbс. % Аbс. % Аbс. % Аbс. % 

Main group 

IA group, 

n=101 
15 44,1*** 13 38,2 6 17,6 34 100,0 

IB group, 

n=32 
2 10,5 12 63,2 ^^^ 5 26,3 19 100,0 

Comparison group, 

n=104 
30 73,1*** 9 21,9 2 4,8 ^^^ 41 100,0 

Control group, n=30 5 16,6 - - - - 5 100,0 

: *- The difference compared to the control group is reliable (*-P<0,05; **-P<0,01; ***-P<0,001) 

^ - differences between baseline and comparison groups are reliable (^-Р<0,05; ^^-P<0,01; ^^^-P<0,001)  

Table 3.  Description of hypertensive syndrome 

Obstetric complications 

Асосий group, n=133 Comparison 

group, 

n=104 

Control group, 

n=30 
IA group, 

n=101 

IB group, 

n=32 

Аbс % Аbс % Аbс % Аbс % 

Gestational hypertension - - 15 46,8 51 49,0 - - 

Preeclampsia 
Medium - - 10 31,4 37 35,6 - - 

Heavy - - 7 21,8 16 15,4 - - 

According to the time 

of appearance 

It's early - - 6 35,2 36 67,9 - - 

Evening - - 11 64,7 17 32,0 - - 

 

In order to study the importance of biliary system 

pathologies in the development of pregnancy and childbirth, 

obstetric and perinatal complications in patients under   

our control, we examined pregnant women with chronic 

cholecystitis and pregnant women without biliary tract 

pathology, hypertensive conditions of other etiologies, including 

gestational hypertension and preeclampsia. We compared 

and studied the obtained data. 

One of the most common complications of bile duct 

disease is vomiting in pregnant women. Among the examined 

patients, chronic cholecystitis and hypertensive conditions 

have the highest rate in pregnant women. 1 The difference 

between the indicators in group A and the comparison 

group was not significant.  

It can be seen that vomiting of pregnant women occurs 

frequently in bile duct pathologies, as well as in hypertensive 

cases without this pathology. This condition may be 

persistent and treatment may not be effective in all cases. 

According to the results of the study, vomiting in the case  

of preeclampsia, which occurred on the background of 

cholecystitis, is distinguished by its duration compared to 

other groups. In the 1A and comparison groups, the vomiting 

syndrome was mainly observed up to 14 weeks. In the period 

of 14-22 weeks and after 22 weeks, the prevalence of 

vomiting was found in 63.2% (12), 26.3% (5) subjects of 

group 1B. 

The role of the pathology of the hepatobiliary system in 

the pathogenesis of early toxicosis of pregnant women is 

not fully elucidated. The correlation between early toxicosis 

and chronic cholecystitis was shown in the research. In 

patients with toxicosis of pregnancy, chronic cholecystitis 

was manifested earlier than in women without toxicosis. 

We can explain this situation by the fact that in our women 

with toxicosis, the limited diet, the inability to eat timely 

and full meals motivates the early development of cholecystitis. 

On the other hand, cholecystitis can aggravate the toxicosis 

of pregnant women. 

One of the complications of obstetrics is premature birth. 

When we studied the level of their occurrence, it was found 

that the group with preeclampsia had a higher rate, that is, 

7.1% and 7.8%. This may be due to severe preeclampsia 

induced or surgically induced births. However, this indicator 

was 4.3% in the group with chronic cholecystitis.   

According to severity of preeclampsia in group 1B moderate 

level is 31.4% (10), severe level is 21.8% (7) and group 2   

is 35.6% (37) and 15.4% (16), respectively. If we analyse 

according to the time of manifestation of preeclampsia, early 

preeclampsia, that is, manifested before 34 weeks, in the 

comparison group, 67.9% (36) cases of early preeclampsia 

occurred, and in group 1B, 64.7% (11) of late preeclampsia 

(appeared after 34 weeks) dominate with observation.   

This shows that late preeclampsia phenotype in group 1B is 

related to diseases of modern development, such as obesity, 

calculous cholecystitis, while in group 2, it confirms the  

data that early preeclampsia is related to kidney, liver, and 

systemic diseases. 
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Table 4.  Birth outcomes and obstetric complications 

Obstetric complications 

Main group, n=127 
Comparison group, 

n=104 

Control group, 

n=30 1А group, 

n=102 
1B group, n=32 

abc. % abc. % abc. % abc. % 

Childbirth at term 90 93,7 28 90,3* 91 91,0 30 100 

Premature birth 4 4,2 3 9,7^^ 9 9,0 - - 

Premature pregnancy 2 1,9 - - - - 1 3,3 

Operative delivery 17 17,7 12 38,7 39 39,0 - - 

The practice of manual examination of 

the uterine cavity 
2 2,0 3 9,6^^^ 4 4,0 - - 

Antenatal death of the fetus - - 1 3,2^^ 1 1,0   

Uterine atony - - 4 2,8 7 7,0^^ - - 

Sub involution of the uterus 4 4,1 7 22,5^^^ 9 9,0   

Total births 101 100,0 32 100,0 104 100,0 30 100,0 

: *- The difference compared to the control group is reliable (*-P<0,05; **-P<0,01; ***-P<0,001) 

^ - differences between baseline and comparison groups are reliable (^-Р<0,05; ^^-P<0,01; ^^^-P<0,001)  

Table 5.  Analysis of the condition of newborns, n=267 

Indicators 

Main group, n=133 
Comparison group, n=104 Control group, n=30 

1А group, n=101 1B group, n=32 

абс. % абс. % абс. % абс. % 

Healthy babies 89 90,8 25 80,6* 88 85,4 29 96,6 

Mild asphyxia 8 8,2* 4 12,9*** 12 11,6** 1 3,3 

Moderate asphyxia 1 1,0 3 9,6***^^ 4 3,8 0 0 

Severe asphyxia 0 0 0 0 1 0,9 0 0 

: *- The difference compared to the control group is reliable (*-P<0,05; **-P<0,01; ***-P<0,001) 

^ - differences between baseline and comparison groups are reliable (^-Р<0,05; ^^-P<0,01; ^^^-P<0,001) 

127 out of 133 pregnant women in the main group, 100  

out of 104 in the comparison group, all pregnant women   

in the control group gave birth in maternity complex No. 9. 

In the analysis of the number of births at term, there is     

no significant difference between the groups. Premature 

delivery was twice as common in groups 1B and 2, where 

preeclampsia was recorded in comparison to group 1A   

and was 9.7 and 9.0%, respectively. Premature births are 

caused by preeclampsia and its complications. Their share 

corresponds to situations where preeclampsia is diagnosed in 

a severe degree. 

The rates of cesarean deliveries in groups 1B and 2 are 

almost the same, while in group 1A they are 2 times less 

frequent. Indications for operative deliveries in groups 1B 

and 2 are related to hypertensive syndrome and its complications, 

while in group 1A uterine scar after cesarean section, caused 

by various somatic and obstetrical pathologies, is considered. 

The fact that NJYBK occurs in 6.4 and 5.0% of hypertensive 

groups confirms our above opinion. No such birth complications 

were observed in the control group. 

In patients of groups 1 and 2, obstetric complications  

such as premature rupture of membranes (QPMOYo) and 

premature rupture of membranes (QPTOYo) were 2.0% (2) 

in group 1A, 9.6% (3) in group 1B, 7.0% in the comparison 

group. % (7) was noted in patients. 

In patients with gestational hypertension and preeclampsia, 

that is, in groups 1 B and 2, death of the fetus in the antenatal 

period was determined in one case (3.2% and 1.0%). 

The postpartum period in patients was complicated by 

uterine subinvolution. They are distributed among groups 

with the highest rate in group 1B with 22.5% (7), group 2 

with 9.0% (9), and group 1A with 4.1% (4). Such a high 

result in group 1B is explained by the combination of 

multiple births, level of obesity and hypertensive conditions. 

In group 1B, the average amount of blood loss during 

childbirth was 340.83±22.8 ml, and in group 2, the average 

amount of blood loss was 385.1±30.32 ml. The results     

of both groups were significantly different from those of  

the control group, 275.0±15.3. The high volume of bleeding 

is explained by atonic bleeding observed after delivery     

4 (12.8%) and 7 (7.0%) observed in the 1B and comparison 

group, as well as surgical deliveries. Atonic bleeding    

was stopped conservatively in all cases. Manual examination 

of the uterine cavity was performed in almost the same 

proportion of patients in groups 1 and 2 (3.9 and 4.0%). 

There was no need for blood transfusions, and infusion 

therapy was sufficient for the treatment to be effective. 

During the study, we studied the condition of the babies 

born from this pregnancy, based on the information of the 

history of the newborns. The condition of newborns was 



536 Abdurazakova Mukhayo Dilshodovna et al.:  The Role of Chronic 

Cholecystitis in the Development of Obstetric Complications 

 

assessed using the Apgar scale. Due to the birth of 2 twins in 

group 1 and 3 twins in group 2, the number of children was 

greater than the number of women who gave birth, that is,  

the number of women who gave birth in group 1 is 127,   

the number of babies is 129, the number of mothers is 100, 

the number of babies is 103 in group 2. In almost all studied 

groups, the number of children born with a score of 7-8 and 

above was the majority. In group 1A, the number of children 

born with mild asphyxia was 8.2%, while in group 1B, 1.5 

times more babies were born with 6-7 points, in group 2,  

this figure was 11.6%. Infants born from moderate asphyxia 

were mainly born to women with hypertensive conditions, 

distributed from 2(6.4%) and 4(3.8%) in groups 1B and 2, 

respectively. One infant with severe asphyxia was recorded 

in the comparison group. In the control group, only 1 out of 

30 children (3.3%) was born with 6-7 points. 

The weight of newborns was 3393.6±73.6 g in group 1, 

3206±62.1 g in group 2, and 3355.2±66.9 g in the control 

group, that is, there was no significant difference. In group 1, 

the smallest weight of babies was 2130.0 g, the largest 

weight was 5150.0 g. The same indicators were 2040.0 and 

3860.0 gr. in the 2nd group, 2860.0 gr. and 3950.0 gr. in the 

control group. It can be explained by the fact that the weight 

of more than 4000.0 g among babies was found only in group 

1A, the fact that such a large weight was not found in babies 

of women with hypertensive conditions, and the high rate  

of placental insufficiency observed in groups 1B and 2. 

Summary. Thus, the study of indicators describing the 

reproductive function of patients with chronic stoneless  

and calculous cholecystitis showed that they differ in   

many ways compared to the indicators of healthy patients. 

This was especially evident in women with cholecystitis  

and hypertensive conditions. On the background of chronic 

cholecystitis, pregnancy is complicated in most cases by 

continuous and painful vomiting, the risk of premature birth, 

and the development of hypertensive disorders. 
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