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9.3) pg/mL compared to uneventful pregnancies 17.3 (9.8–
26.0) pg/mL ( p  = 0.0011).  Conclusion:  The discriminatory ac-
curacy of PlGF increases from 10 to 14 weeks of gestation, 
and serial PlGF measurements might be of particular interest 
in PE screening.   © 2017 S. Karger AG, Basel 

 Introduction 

 Preeclampsia (PE) affects 2–3% of all pregnancies and 
is a major cause of maternal and fetal morbidity and mor-
tality worldwide  [1–3] . The only validated treatment to-
day remains delivery, but prevention with low-dose aspi-
rin (LDA) initiated before 16 weeks of gestation in wom-
en at risk has been shown to be effective  [4] . Therefore it 
is important to identify women at increased risk to de-
velop PE early in pregnancy to allow timely intervention 
with LDA. The National Institute of Clinical Excellence 
(NICE) and others propose screening by anamnestic and 
clinical risk factors alone  [5] ; however, about half of all 
women who develop PE have no classical risk factor  [6] . 
To overcome this limitation, various biochemical, bio-
physical, and ultrasound markers have been identified as 
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 Abstract 

  Objective:  The aims of this study were to test whether the 
performance of first-trimester placental growth factor (PlGF) 
in screening for preterm preeclampsia (PE) is gestational age 
dependent and to assess the value of serial first-trimester 
PlGF measurements in discriminating women at risk for PE. 
 Methods:  PlGF was measured in women with singleton 
pregnancies at their first antenatal visit at 8+0 to 10+6 and 
additionally at 11+0 to 14+0 weeks of gestation. The differ-
ence in absolute values of serial PlGF measurements was ex-
pressed as Δ-PlGF. Values were compared between preg-
nancies with normal outcome and those complicated by PE. 
 Results:  A total of 814 pregnancies were included, 18 (2.19%) 
developed PE that required delivery before 37 weeks of ges-
tation. PlGF increases significantly from 8 to 14 weeks of ges-
tation (ρ = 0.63;  p  < 0.0001) in normal pregnancies, but not 
so in preterm PE (ρ = 0.034;  p  = 0.893). PlGF discriminates 
between PE and uneventful pregnancies only after 10 weeks 
of gestation. Δ-PlGF was significantly lower in PE 5.3 (–1.1 to 
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possible candidates for more objective screening purpos-
es  [7–10] . Algorithms to calculate the risk for early or late 
PE have been developed, combining some of these mark-
ers with the background risk defined by maternal history. 
The performance of such a screening is best for early PE 
requiring delivery before 34 weeks of gestation, but the 
detection of later PE is also possible  [6, 11–13] . Placental 
growth factor (PlGF) is one of the most important first-
trimester biochemical markers for PE. Compared to un-
eventful pregnancies, significantly lower maternal serum 
levels of PlGF have been reported in pregnancies compli-
cated by PE, in particular early-onset forms  [14] .

  In screening for aneuploidies, it has been shown that 
timing the assessment of the biochemical markers β-
human chorionic gonadotropin and pregnancy-associat-
ed plasma protein A at 9–10 weeks of gestation substan-
tially increases the test sensitivity and specificity  [15] . 
Therefore, it was proposed to draw blood at this gesta-
tional age and combine it with nuchal translucency mea-
surements performed at 11–14 weeks of gestation  [15] .

  The aim of this study was to investigate the behavior 
of PlGF from 8 to 14 weeks of gestation in uneventful 
pregnancies and in those complicated by preterm PE and 
to explore whether the PE screening performance of PlGF 
is gestational age dependent. Additionally, we wanted to 
test the value of serial first-trimester PlGF measurements 
in discriminating women at risk for PE.

  Material and Methods 

 This was a prospective cross-sectional and partly longitudinal 
study of consecutive pregnant women attending for their first rou-
tine antenatal visit between 8 and 14 weeks of gestation and who 
underwent PE screening between January 2014 and December 2015 
at the outpatient clinic of our Department. We included consecutive 
patients with singleton pregnancy, who agreed to participate in the 
study and of whom outcome data were available. Exclusion criteria 
were: multiple pregnancies, pregnancies complicated by structural 
or chromosomal anomalies, and pregnancies resulting in fetal loss 
before 24+0 weeks of gestation. For the cross-sectional analysis of 
our results, pregnancies resulting in term PE were excluded. 

  PlGF was measured at the first antenatal visit between 8+0 and 
10+6 weeks of gestation if the patient presented before 11 weeks 
and again at the time of first-trimester screening for PE at 11+0 to 
14+0 weeks of gestation using the algorithm provided by the Fetal 
Medicine Foundation (FMF). Due to the low prevalence of PE in 
our cohort, we retrospectively analyzed also stored first-trimester 
serum samples of women who were referred to our service because 
of PE. PlGF was analyzed on Kryptor Compact Plus (Brahms 
GmbH) from mostly fresh or, in the case of retrospective analyses, 
frozen blood samples. The detection range for PlGF using this in-
strument is 0.03–7,000 pg/mL. For the cross-sectional analysis of 
our results, only the first PlGF measurement was used for statistical 

purposes. In patients with 2 samples, Δ-PlGF was calculated as the 
absolute values of the difference of both measurements. As the time 
interval between the 2 PlGF assessments is not standardized, and 
additionally, PlGF changes with gestational age in normal pregnan-
cies, we decided for comparative purposes to calculate the Δ-PlGF 
per time interval in days between the 2 measurements (Δ-PlGF/d). 
For the analysis of Δ-PlGF, additionally a subgroup analysis was 
performed, matching each patient who later developed PE with 3 
patients with uneventful pregnancies. The matching criteria were 
ethnicity, cigarette smoking, preexisting diabetes, method of con-
ception, maternal age and weight. All these factors have been shown 
to affect the serum concentration of PlGF  [16] . The outcome of the 
pregnancy was obtained from the clinical data system. 

  PE was defined according to the criteria established by the In-
ternational Society for the Study of Hypertension in Pregnancy: 
systolic blood pressure of 140 mm Hg or more and/or diastolic 
blood pressure of 90 mm Hg or more preexisting or developing af-
ter 20 weeks of gestation in a previously normotensive woman oc-
curring together with proteinuria defined as 300 mg or more in
24 h and/or other signs of maternal endothelial dysfunction and/or 
uteroplacental dysfunction with intrauterine growth restriction 
 [17] . Small for gestational age was defined as birthweight below the 
5th percentile for gestational age as provided by the software of the 
FMF for screening for PE  [18] . The study was approved by the Eth-
ics Committee of the University of Bern. Written informed consent 
was obtained from each woman agreeing to participate in the study.

  Statistical analysis was performed with GraphPad version 5.0 
for Windows (GraphPad Software, San Diego, CA, USA). Spear-
man rank correlation and linear regression were used to analyze 
the correlation between gestational age and absolute PlGF values 
in normal pregnancies and those complicated by PE. Continuous 
variables were analyzed using the Student  t  test or Mann-Whitney 
U test while proportions were evaluated utilizing the Fisher exact 
test. Statistical significance was considered achieved when  p  was 
less than 0.05.

  Results 

 During the study period, 814 pregnancies were includ-
ed; 342 women had a first PlGF measurement between 
8+0 and 10+6 weeks of gestation, 302 of them also had a 
second measurement between 11+0 and 14+0 weeks of 
gestation. The remaining 473 women had a PlGF mea-
surement between 11+0 and 14+0 weeks of gestation.

  A total of 789 uneventful pregnancies were compared 
with 18 (2.19%) pregnancies that developed PE, which 
required delivery before 37 weeks of gestation. Patient 
characteristics and pregnancy outcomes are shown in  Ta-
ble 1 . As expected, women who developed PE were more 
often nulliparous, had chronic hypertension, and delivery 
was at an earlier gestational age. Moreover, a higher inci-
dence of small-for-gestational-age children was noted.

  PlGF increases significantly from 8 to 14 weeks of ges-
tation (ρ = 0.63;  p  < 0.0001) in normal pregnancies, while 

D
ow

nl
oa

de
d 

by
: 

U
ni

ve
rs

itä
ts

bi
bl

io
th

ek
 B

er
n 

   
   

   
   

   
   

   
   

   
   

   
   

  
13

0.
92

.1
5.

42
 -

 2
/2

/2
01

8 
1:

26
:0

2 
P

M



 Timing of First-Trimester PlGF in 
Screening for PE 

 Fetal Diagn Ther 2017;42:111–116 
DOI: 10.1159/000455946

113

in those complicated by preterm PE no such gestational 
age-dependent behavior can be demonstrated (ρ = 0.034; 
 p  = 0.893) ( Fig. 1 ). The median (IQR) PlGF in preterm PE 
is 20.95 (17.08–24.43) pg/mL. Compared to the PlGF me-
dians of normal pregnancies calculated for each gesta-
tional week, a significant and steadily increasing differ-
ence can be demonstrated from 10+0 weeks onwards, 
while before 10 weeks of gestation, PlGF does not dis-
criminate between the 2 groups ( Fig. 2 ).

  Δ-PlGF values were available from 295 normal and 7 
PE pregnancies, 4 requiring delivery before and 3 at term. 
Median (IQR) Δ-PlGF in the PE group is 5.3 (–1.1 to 9.3) 
pg/mL compared to 17.3 (9.8–26.0) pg/mL in pregnan-
cies without PE ( p  = 0.0011). Δ-PlGF also shows a sig-

nificant increase with increasing time interval between 
the 2 measurements in normal pregnancies (ρ = 0.346,
 p  < 0.0001), but not in PE ( p  = 0.302). Mean gestational 
age at which blood was drawn was not statistically differ-
ent between the groups for both measurements (9.8 ± 0.6 
vs. 10.0 ± 1.1 weeks [ p  = 0.34] at the first and 12.7 ± 0.6 
vs. 12.2 ± 0.6 weeks [ p  = 0.171] at the second measure-
ment). The 7 PE pregnancies were matched with 21 nor-
mal pregnancies in the above-described manner. In this 
subgroup analysis, Δ-PlGF as well as Δ-PlGF/d were sig-
nificantly higher in normal pregnancies compared to PE 
pregnancies (14.9 [8.8 to 24.4] vs. 5.3 [–1.1 to 9.3] pg/mL 
[ p  = 0.0027] and 0.69 [0.49 to 1.11] vs. 0.31 [–0.08 to 0.62) 
pg/mL/d [ p  = 0.013], respectively).

 Table 1.  Patient characteristics and pregnancy outcome in the study population

PE (n = 18) No PE (n = 789) p

Maternal age, years 29.6 ± 4.5 30.8 ± 5.4 ns
BMI at 12 weeks 26.4 ± 5.4 24.0 ± 4.8 0.032
Cigarette smoker 0 71 (9.1) ns
Preexisting diabetes mellitus 0 6 (0.8) ns
Chronic hypertension 3 (16.7) 11 (1.4) 0.003
SLE or APS 0 7 (0.9) ns
Parity

Nulliparous 14 (77.8) 373 (47.0) 0.015
Parous, previous PE 3 (16.7) 22 (2.8%) 0.016
Parous, previous SGA 0 (0) 23 (2.9) ns
Parous, previous PE and SGA 1 (5.6) 5 (0.6) ns
Parous, no PE or SGA 0 (0) 366 (46.7) <0.001

Conception
Spontaneous 18 (100%) 753 (95.5) ns
ART 0 36 (4.3) ns

Ethnicity
White 14 (77.8) 575 (72.9) ns
Black 4 (22.2) 118 (14.9) ns
South Asian 0 41 (5.1) ns
East Asian 0 36 (4.6) ns
Mixed 0 19 (2.4) ns

Delivery
Vaginal 0 409 (51.3) <0.001
Operative vaginal delivery 0 96 (12) ns
Cesarean section 18 (100%) 284 (35.6) <0.001

Gestational age at delivery 33.0 (25.4 – 35.0) 39.6 (25.9 – 42.1) <0.001
Delivery before 37 + 0 weeks 18 (100%) 44 (5.6%) <0.001

Birth weight, g 1,470 (530 – 2,745) 3,340 (730 – 4,670) <0.001
Birth weight percentile 22.1 ± 21.8 44.5 ± 26.3 <0.001

<10 percentile 7 (38.9) 78 (9.9) 0.001
<5 percentile 3 (16.7) 33 (4.2) 0.042

 Data are presented as n (%), mean ± SD, or median (range). ART, assisted reproductive technology; SLE, 
systemic lupus erythematous; APS, antiphospholipid antibody syndrome; ns, not significant. Comparisons 
between the normal and PE groups: Fisher exact test for categorical variables and Student t test for continuous 
variables.
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they were also able to show a significant increase in PlGF, 
mainly from 10 weeks onwards. Pandya et al.  [16]  exam-
ined the performance of PlGF in first-trimester screening 
for Down syndrome and described a similar behavior of 
PlGF measured before 11 weeks and PlGF assessed be-
tween 11 and 14 weeks of gestation. However, in their 
study the number of patients with an assessment of PlGF 
before 11 weeks of gestation has not been provided, but 
mentioned to be low. Also, even if PlGF measured before 
11 weeks is as good in distinguishing trisomy 21 from eu-
ploid pregnancies as PlGF assessed at 11 and 14 weeks, 
one cannot conclude that the same is true in screening for 
PE. Crovetto et al.  [22, 23]  performed the only other 2 
studies that exist to our knowledge investigating early 

  Discussion 

 Our results show that PlGF increases steadily from 
early to late first trimester in normal pregnancies, while 
in pregnancies complicated by preterm PE this gestation-
al age-dependent first-trimester behavior of PlGF is not 
evident. Therefore, the capability of PlGF to discriminate 
between pregnant women at low and those at increased 
risk for PE is better when it is assessed late in the first tri-
mester. Of note, before the 11th week of gestation, PlGF 
seems to be of no value for PE screening purposes. How-
ever, the combination of an early PlGF assessment (<11 
weeks of gestation), with one performed between 11 and 
14 weeks and expressed as Δ-PlGF, adds further discrim-
inatory power to this angiogenic marker. Indeed, a low 
Δ-PlGF as well as a reduced increase in PlGF per day in-
creases significantly the risk of developing PE later during 
pregnancy. 

  Most studies investigating the role of PlGF as screen-
ing parameter were conducted between 11 and 14 weeks 
 [6, 14, 19] . Zhong et al.  [20]  summarized these results in 
a recently published meta-analysis and concluded that 
PlGF is a good predictive marker for PE, especially PE oc-
curring before 34 weeks of gestation. Less information 
exists on the behavior of PlGF before 11 weeks of gesta-
tion. Wortelboer et al.  [21]  performed longitudinal mea-
surements of several angiogenic and biochemical mark-
ers in 68 women with uneventful pregnancies between 6 
and 13 weeks of gestation and, similar to our findings, 
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  Fig. 1.  The course of PlGF during the first trimester in patients who 
developed preterm PE compared to pregnancies without PE using 
linear regression analysis. 
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8+0 to 8+6 19.2 (16.7 – 25.5) 0.855
9+0 to 9+6 21.7 (16.3 – 25.7) 0.577

10+0 to 10+6 27.8 (22.0 – 36.1) 0.0014
11+0 to 11+6 32.1 (26.2 – 42.3) <0.0001
12+0 to 12+6 40.6 (31.5 – 54.2) <0.0001
13+0 to 14+0 47.1 (37.0 – 62.0) <0.0001

  Fig. 2.  Median PlGF according to the gestational age of normal 
pregnancies compared to pregnancies complicated by preterm PE 
(median 20.95 pg/mL) demonstrating a significant difference from 
10+0 to 10+6 weeks onward. The included table shows the com-
parison for each gestational week of median (IQR) PlGF in un-
eventful pregnancies compared to the median PlGF of pregnancies 
complicated by preterm PE. 
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PlGF for PE screening. They analyzed different angiogen-
ic markers from 8 to 11 weeks and demonstrated an im-
provement of the screening performance when PlGF was 
included in a screening algorithm. Of note, in their larger 
study, the median (range) first-trimester PlGF of preg-
nancies complicated by early PE (<34 weeks of gestation) 
was 21.9 pg/mL (14.8–31.6), which is very similar to the 
PlGF concentration we found in our cases with preterm 
PE. The median (range) gestational age in their study was 
10.1 (9.1–10.6) weeks of gestation; just around this gesta-
tional age, we started to demonstrate a difference in PlGF 
in normal pregnancies compared to PE pregnancies also 
in our smaller cohort. However, our results demonstrate 
that the distinction of PE from normal pregnancies by 
PlGF is better at a later gestational age.

  Others have studied serial measurements of PlGF be-
fore, mostly between the first and the second trimester of 
pregnancy, but also longitudinally throughout gestation 
in normal and high-risk pregnancies  [24–28] . However, 
our study is so far the only one investigating serial PlGF 
assessments during the first trimester. Cumulatively, all 
these studies demonstrate significantly lower levels of 
PlGF throughout gestation in women who later develop 
PE and conclude that repeat measurements are likely to 
be better predictors of PE than a measurement at a single 
time point. The same conclusion could be drawn for oth-
er angiogenic and anti-angiogenic markers like soluble 
fms-like tyrosine kinase 1, soluble endoglin, or soluble 
VEGF receptor-1  [24, 25, 28] . Our results are therefore in 
line with previously described findings, but show, that se-
rial measurements are already of use in the first trimester. 
So, while a single PlGF measurement early in the first tri-
mester does not help to distinguish between PE and nor-
mal pregnancies, there is value in assessing PlGF between 
8 and 11 weeks of gestation when combined with a second 
measurement towards the end of the first trimester. The 
optimal gestational ages for assessing serial measure-
ments and the ideal time interval between the 2 measure-
ments, however, must still be defined in larger studies. If 
serial assessments of PlGF prove to be better predictors 
for PE than a single measurement, first-trimester mea-
surements are of particular interest, as LDA to prevent PE 
should be started early in pregnancy  [4] . 

  Screening for trisomies is shifting from combined 
screening to cell-free DNA screening, which makes opti-
mal timing of measuring biomarkers for Down syndrome 
less important  [15, 29, 30] . On the other hand, the FMF 
is carrying out an international multicenter trial (ASPRE 
project) to examine the use of LDA in preventing PE in 
women who screen positive in a combined first-trimester 

PE screening test  [31] . The results are awaited within a 
year’s time. If this randomized study confirms the prom-
ising results of Park et al.  [32] , who showed a very sig-
nificant reduction in preterm PE after administrating 
LDA to pregnant women who screened positive in this 
test, the uptake of such PE screening will likely be impor-
tant. According to our results, the assessment of a single 
PlGF value in combined PE screening should not be per-
formed before the time of ultrasound and biophysical 
screening, and the whole test should best be performed 
only after 12 weeks of gestation. The same is true for ear-
ly anomaly scanning, which also performs better late in 
the first trimester  [15] .

  The strength of this study is that we have used a well-
defined population at low risk and that all PlGF measure-
ments were performed in the same laboratory using 
Kryptor Compact Plus (Brahms GmbH), which is sensi-
tive in detecting PlGF also at low values. Indeed, we were 
able to obtain a result from all samples. Compared to oth-
er studies, this allowed us to analyze the course of PlGF at 
early gestational age.

  The main limitation of our study is the low prevalence 
of cases in which Δ-PlGF could be compared between PE 
and uneventful pregnancies. 

  Conclusion 

 First-trimester screening is shifting from merely as-
sessing the fetal risk for aneuploidies to a more complete 
exam including screening for placenta-associated mater-
nal pregnancy complications. In screening for PE, PlGF 
has shown good discriminatory properties in large trials. 
Our results show that this distinction can be demonstrat-
ed from the 11th week of gestation onwards and is most 
significant at the end of the first trimester. Serial measure-
ments of PlGF in the first trimester allowing to calculate 
Δ-PlGF seem to be of particular interest; however, larger 
studies are needed to test if integrating Δ-PlGF in a 
screening algorithm improves PE screening.

  Acknowledgement 

 This study was supported by Labormedizinisches Zentrum Dr. 
Risch, Bern.

  Disclosure Statement 

 Analysis of PlGF was performed by a laboratory where co-au-
thors are employees. No other conflicts of interest exist.
 

D
ow

nl
oa

de
d 

by
: 

U
ni

ve
rs

itä
ts

bi
bl

io
th

ek
 B

er
n 

   
   

   
   

   
   

   
   

   
   

   
   

  
13

0.
92

.1
5.

42
 -

 2
/2

/2
01

8 
1:

26
:0

2 
P

M



 Mosimann/Amylidi-Mohr/Höland/
Surbek/Risch/Raio

 

 Fetal Diagn Ther 2017;42:111–116 
DOI: 10.1159/000455946

116

 References 

  1 National Perinatal Epidemiology Unit: Moth-
ers and Babies: Reducing Risk through Audits 
and Confidential Enquiries across the UK 
(MBRRACE-UK). Surveillance of Maternal 
Death in the UK 2011–2013. Oxford, Univer-
sity of Oxford, 2015. 

  2 National Perinatal Epidemiology Unit: Moth-
ers and Babies: Reducing Risk through Audits 
and Confidential Enquiries across the UK 
(MBRRACE-UK). UK Perinatal Deaths for 
Births from January to December 2014. Ox-
ford, University of Oxford, 2016. 

  3 Duley L: The global impact of preeclampsia 
and eclampsia. Semin Perinatol 2009;   33:   130–
137. 

  4 Bujold E, Roberge S, Lacasse Y, Bureau M, 
Audibert F, Marcoux S, Forest JC, Giguère Y: 
Prevention of preeclampsia and intrauterine 
growth restriction with aspirin started in ear-
ly pregnancy: a meta-analysis. Obstet Gynecol 
2010;   116:   402–414. 

  5 National Institute for Health and Care Excel-
lence: Hypertension in Pregnancy: Diagnosis 
and Management. NICE Guidelines 2011. 
London, National Institute for Health and 
Care Excellence, 2011. 

  6 Akolekar R, Syngelaki A, Poon L, Wright D, 
Nicolaides KH: Competing risks model in 
early screening for preeclampsia by biophysi-
cal and biochemical markers. Fetal Diagn 
Ther 2013;   33:   8–15. 

  7 Wu P, van den Berg C, Alfirevic Z, O’Brien S, 
Röthlisberger M, Baker PN, Kenny LC, Kub-
lickience K, Duvekot JJ: Early pregnancy bio-
markers in preeclampsia: a systematic review 
and meta-analysis. Int J Mol Sci 2015;   16:  
 23035–23056. 

  8 Plasencia W, Maiz N, Bonino S, Kaihura C, 
Nicolaides KH: Uterine artery Doppler at 
11+0 to 13+6 weeks in the prediction of pre-
eclampsia. Ultrasound Obstet Gynecol 2007;  
 30:   742–749. 

  9 Poon LCY, Kametas NA, Pandeva I, Valencia 
C, Nicolaides KH: Mean arterial pressure at 
11(+0) to 13(+6) weeks in the prediction of 
preeclampsia. Hypertension 2008;   51:   1027–
1033. 

 10 Baumann MU, Bersinger NA, Surbek DV: Se-
rum markers for predicting preeclampsia. 
Mol Aspects Med 2007;   28:   227–244. 

 11 Wright D, Akolekar R, Syngelaki A, Poon 
LCY, Nicolaides KH: A competing risks mod-
el in early screening for preeclampsia. Fetal 
Diagn Ther 2012;   32:   171–178. 

 12 Scazzocchio E, Crovetto F, Triunfo S, Grata-
cos E, Figueras F: Validation of a first-trimes-
ter screening model for preeclamsia in an un-
selected population. Ultrasound Obstet Gy-
necol 2016, Epub ahead of print. 

 13 Baumann MU, Bersinger NA, Mohaupt MG, 
Raio L, Gerber S, Surbek DV: First-trimester 

serum levels of soluble endoglin and soluble 
fms-like tyrosine kinase-1 as first-trimester 
markers for late-onset preeclampsia. AJOG 
2008;   199:   266.e1–e6. 

 14 Akolekar R, Zaragoza E, Poon LCY, Pepes S, 
Nicolaides KH: Maternal serum placental 
growth facto rat 11+0 to 13+6 weeks of gesta-
tion in the prediction of preeclampsia. Ultra-
sound Obstet Gynecol 2008;   32:   732–739. 

 15 Wright D, Spencer K, Kagan KK, Torring N, 
Petersen OB, Christou A, Kallikas J, Nico-
laides KH: First-trimester combined screen-
ing for trisomy 21 at 7–14 weeks’ gestation. 
Ultrasound Obstet Gynecol 2010;   36:   404–
411. 

 16 Pandya P, Wright D, Syngelaki A, Akolekar R, 
Nicolaides KH: Maternal serum placental 
growth factor in prospective screening for an-
euplidies at 8–13 weeks’ gestation. Fetal Di-
agn Ther 2012;   31:   87–93. 

 17 Traquilli AL, Dekker G, Magee L, Roberts J, 
Sibai BM, Steyn W, Zeeman GG, Brown MA: 
The classification, diagnosis and manage-
ment of the hypertensive disorders of preg-
nancy: a revised statement from the ISSHP. 
Pregnancy Hypertens 2014;   4:   97–104. 

 18 Poon LC, Volpe N, Muto B, Syngelaki A, 
Nicolaides KH: Birthweight with gestation 
and maternal characteristics in live births and 
stillbirths. Fetal Diagn Ther 2012;   32:   156–165. 

 19 Nucci M, Poon LC, Demirdjian G, Darbouret 
B, Nicolaides KH: Maternal serum placental 
growth factor (PlGF) isoforms 1 and 2 at 11–
13 weeks’ gestation in normal and pathologi-
cal pregnancies. Fetal Diagn Ther 2014;   36:  
 106–116. 

 20 Zhong Y, Zhu F, Ding Y: Serum screening in 
first trimester to predict pre-eclampsia, small 
for gestational age and preterm delivery: sys-
tematic review and meta-analysis. BMC Preg-
nancy Childbirth 2015;   15:   191. 

 21 Wortelboer EJ, Koster MP, Kuc S, Eijkemans 
MJ, Bilardo CM, Schielen PC, Visser GH: 
Longitudinal trends in fetoplacental bio-
chemical markers, uterine artery pulsatility 
index and maternal blood pressure during the 
first trimester of pregnancy. Ultrasound Ob-
stet Gynecol 2011;   38:   383–388. 

 22 Crovetto F, Figueras F, Triunfo S, Crispi F, 
Rodriguez-Sureda V, Dominguez C, Llurba E, 
Gratacos E: First trimester screening for early 
and late preeclampsia based on maternal 
characteristics, biophysical parameters, and 
angiogenic factors. Prenat Diagn 2015;   35:  
 183–191. 

 23 Crovetto F, Figueras F, Triunfo S, Crispi F, 
Rodriguez-Sureda V, Peguero A, Dominguez 
C, Gratacos E: Added value of angiogenic fac-
tors for the prediction of early and late pre-
eclampsia in the first trimester of pregnancy. 
Fetal Diagn Ther 2014;   35:   258–266. 

 24 Erez O, Romero R, Espinoza J, Fu W, Todem 
D, Kusanovic JP, Gotsch F, Edwin S, Nien JK, 
Chaiworapongsa T, Mittal P, Mazaki-Tovi S, 
Than NG, Gomez R, Hassan SS: The change 
in concentrations of angiogenic and anti-an-
giogenic factors in maternal plasma between 
the first and second trimesters in risk assess-
ment for the subsequent development of pre-
eclampsia and small-for-gestational age. J 
Matern Fetal Neonatal Med 2008;   21:   279–287. 

 25 Vatten LJ, Eskild A, Nilsen TIL, Jeansson S, 
Jenum PA, Staff AC: Changes in circulating 
levels of angigenic factors from the first to sec-
ond trimester as predictors of preeclampsia. 
AJOG 2007;   196:   239.e1–e6. 

 26 Khalil A, Maiz N, Garcia-Mandujano R, Pen-
co JM, Nicolaides KH: Longitudinal changes 
in maternal serum placental growth factor 
and soluble fms-like tyrosine kinase-1 in 
women at increased risk of preeclampsia. Ul-
trasound Obstet Gynecol 2016, Epub ahead of 
print. 

 27 Romero R, Nien JK, Espinoza J, Todem D, Fu 
W, Chung H, Kusanovic JP, Gotsch F, Erez O, 
Mazaki-Tovi S, Gomez R, Edwin S, Chai-
worapongsa T, Levine RJ, Karumanchi SA: A 
longitudinal study of angiogenic (placental 
growth factor) and anti-angiogenic (soluble 
endoglin and soluble vascular endothelial 
growth factor receptor-1) factors in normal 
pregnancy and patients destined to develop 
preeclampsia and deliver a small for gesta-
tional age neonate. J Matern Fetal Neonatal 
Med 2008;   21:   9–23. 

 28 Rana S, Karumanchi SA, Levine RJ, Venkate-
sha S, Rauh-Hain JA, Tamez H, Thadhani R: 
Sequential changes in antiangiogenic factors 
in early pregnancy and risk of developing pre-
eclampsia. Hypertension 2007;   50:   137–142. 

 29 Gil MM, Quezada MS, Revello R, Akolekar R, 
Nicolaides KH: Analysis of cell-free DNA in 
maternal blood in screening for fetal aneu-
ploidies: updated meta-analysis. Ultrasound 
Obstet Gynecol 2015;   45:   249–266. 

 30 Norton ME, Jacobsson B, Swamy GK, Laurent 
LC, Ranzini AC, Brar H, Tomlinson MW, 
Pereira L, Spitz JL, Hollemon D, Cuckle H, 
Musci TJ, Wapner RJ: Cell-free DNA analy-
sis for noninvasive examination of trisomy. 
NEJM 2015;   372:   1589–1597. 

 31 Fetal Medicine Foundation: ASPRE Project: 
Combined Multi-Marker Screening and Ran-
domised Patient Treatment with Aspirin for 
Evidence-Based Preeclampsia Prevention. 
London, Fetal Medicine Foundation, 2016. 

 32 Park F, Russo K, Williams P, Pelosi M, Pud-
dephatt R, Walter M, Leung C, Saaid R, Ra-
washdeh H, Ogle R, Hyett J: Prediction and 
prevention of early-onset preeclampsia: im-
pact of aspirin after first-trimester screening. 
Ultrasound Obstet Gynecol 2015;   46:   419–423. 

  

D
ow

nl
oa

de
d 

by
: 

U
ni

ve
rs

itä
ts

bi
bl

io
th

ek
 B

er
n 

   
   

   
   

   
   

   
   

   
   

   
   

  
13

0.
92

.1
5.

42
 -

 2
/2

/2
01

8 
1:

26
:0

2 
P

M


