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Abstract
Pre-eclampsia is a leading cause of maternal mortality, responsible annually for
over 60,000 maternal deaths around the globe. Pre-eclampsia is a multisystem
disease featuring hypertension, proteinuria, and renal, hepatic, and
neurological involvement. Diagnosis is often elusive, as clinical presentation is
highly variable. Even those with severe disease can remain asymptomatic.
Angiogenic factors are emerging as having a role in the diagnosis of
pre-eclampsia and in prognostication of established disease. In this article, we
summarize new developments and focus on angiogenic biomarkers for
prediction of disease onset. We also discuss recent advances in management
strategies for patients with hypertensive disorders of pregnancy.
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Introduction
Hypertensive disorders of pregnancy are responsible for over 
60,000 maternal deaths worldwide annually and complicate 5% 
of all pregnancies1. Pregnancies complicated by pre-eclampsia  
show an increase in maternal and perinatal morbidity and  
mortality.

The definition of pre-eclampsia was revised in 2014 and is 
defined as hypertension developing after 20 weeks’ gesta-
tion with one or more of the following: proteinuria, maternal 
organ dysfunction (including renal, hepatic, hematological, or  
neurological complications), or fetal growth restriction2. It is 
important to note that this definition does not require proteinu-
ria to meet the diagnostic criteria. The inclusion of fetal growth  
restriction in this definition may increase the number of women  
meeting the diagnostic criteria for pre-eclampsia and is, therefore,  
a significant change.

Diagnosing pre-eclampsia remains a challenge. The mater-
nal phenotype of pre-eclampsia is associated with inflamma-
tion and endothelial cell activation. The more severe early onset 
placental phenotype is associated with fetal growth restric-
tion. Women may present with late-onset hypertension and  
proteinuria, with an absence of fetal growth restriction near term.  
This appears to have few long-term consequences for mother or 
infant. Conversely, early onset, severe maternal disease is often 
associated with fetal intrauterine growth restriction.

Even in the presence of severe preterm disease, a woman can 
be asymptomatic. Douglas and Redman reported an absence 
of hypertension and proteinuria in 38% of women who pre-
sented with an eclamptic fit3, demonstrating that severe maternal 
adverse events occur even when the traditional clinical definition  
of pre-eclampsia is not met. Unrecognized fetal compromise  
contributes to the rate of fetal demise, and 1 in 20 stillbirths  
without congenital abnormality is complicated by, or attributable 
to, pre-eclampsia4.

New developments in prediction
An important focus for improving the antenatal management 
of pre-eclampsia is to develop accurate prediction models that 
identify women at high risk of disease. This would enable more 
appropriate targeting of prophylaxis from the first trimester 
as well as increased surveillance of those at high risk of dis-
ease. Lack of recognition of risk contributes to substandard care  
associated with maternal deaths5. Early administration of 
prophylactic aspirin in high-risk women prior to 16 weeks’  
gestation appears to reduce the risk of pre-eclampsia by 17%.  
Furthermore, there is an 8% relative risk reduction of preterm  
birth and a 14% reduction in fetal and neonatal death6.

Risk factors
The National Institute for Health and Care Excellence (NICE) 
recommends a list of maternal risk factors that can be used to 
identify women at high risk for pre-eclampsia in whom aspirin  
should be started from 12 weeks’ gestation7. Strong risk factors 
include previous pre-eclampsia or hypertension in pregnancy,  

chronic kidney disease, chronic hypertension, diabetes (type 1 
or 2), and autoimmune disorders such as systemic lupus ery-
thematosus or antiphospholipid syndrome. Women should 
also be advised to take aspirin if they have more than one 
of the following moderate risk factors: first pregnancy, age 
of 40 years or more, a pregnancy interval of greater than 10 
years, body mass index of 35 kg/m2 or more, family history of  
pre-eclampsia, and multiple pregnancy8. A recent study dem-
onstrated that women who developed pre-eclampsia had a  
significantly lower vitamin D concentration at 14 weeks com-
pared with women in the control group (mean 47.2 versus 52.3  
nmol/L, p<0.0001)9. Women with levels below 30 nmol/L com-
pared with those with at least 50 nmol/L had a greater risk of 
developing pre-eclampsia—adjusted odds ratio (OR) 2.23; 95%  
confidence interval (CI) 1.29–3.83—after adjustment for other 
variables, suggesting that maternal vitamin D deficiency may 
be an independent risk factor for the development of pre- 
eclampsia. Indeed, the large SCOPE (Screening for Pregnancy 
Endpoints) cohort study10 showed that there was a lower incidence 
of developing pre-eclampsia with a small-for-gestational-age  
baby with 25(OH)D concentrations of more than 75 nmol/L 
at 15 weeks’ gestation. Another large prospective cohort study 
from New Zealand failed to demonstrate similar findings11. To  
accurately investigate this link requires well-designed randomized 
controlled studies.

Low dietary calcium and low serum calcium concentrations 
are associated with pre-eclampsia. It has been shown that 
high-dose calcium supplementation reduces pre-eclampsia in 
women from areas with low dietary calcium intake (relative risk 
0.36, 95% CI 0.23–0.57)12. Although calcium supplementa-
tion is not recommended in women with normal dietary calcium 
intake, the World Health Organization recommends calcium  
supplementation (1.5–2 g daily) in the second half of pregnancy 
for women with low dietary calcium intake. A randomized con-
trolled trial investigating the use of early low-dose dietary calcium 
supplementation in women who have had previously developed  
pre-eclampsia did not demonstrate a significant benefit in  
reduction of blood pressure or subsequent risk of pre-eclampsia13.

A novel “point of care” test used for the prediction of pre- 
eclampsia is the measurement of glycosylated fibronectin (GlyFn) 
serum levels in the first trimester. A longitudinal cohort study by 
Rasanen et al. showed levels to be significantly higher in women 
with pre-eclampsia (p<0.01) and to remain higher throughout 
pregnancy (p<0.01)14. Increased GlyFn levels were significantly 
associated with blood pressure and small-for-gestational-age  
neonates. Analysis of measurements in mild pre-eclampsia  
showed a weekly change of 81.7 mg/mL (standard error [SE] 
94.1) versus 195.2 mg/mL (SE 88.2) for severe pre-eclampsia. It  
remains to be seen whether predictive ability has sufficient utility  
to add to risk prediction in clinical practice.

Risk modeling
Pre-eclampsia is notoriously difficult to predict and diagnose. 
There have been many studies investigating multiple-marker algo-
rithms for predicting pre-eclampsia in a manner similar to that 
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already in use at first-trimester aneuploidy screening. Significant  
differences have been shown in mean first-trimester levels of  
pregnancy-associated para protein A (PAPP-A), a disintegrin and 
metalloproteinase 12 (ADAM12), and placental growth factor 
(PlGF)15; placental protein 1316; angiopoietin 1 and 217; inhibin 
A and Activin A, soluble endoglin, and soluble fms-like tyrosine 
kinase 1 (sFlt-1)18; and human chorionic gonadotropin (hCG)19. 
However, alone and in combination, their likelihood ratios have 
been insufficient for use as reliable prognostic tools for pre- 
eclampsia. This was demonstrated in a systematic review into 
the methodology of studies developing first-trimester prediction  
models. The authors reported frequent methodological deficien-
cies in studies reporting risk prediction models for pre-eclampsia,  
which may limit their reliability and validity20.

Several studies have shown that levels of cell-free fetal DNA 
(cffDNA) are raised in women with pre-eclampsia21,22. The 
hypothesis for increased levels of cffDNA is of abnormal  
placentation, hypoxia reperfusion injury, and release of apop-
totic fragments containing cffDNA into maternal circulation22.  
A recent systematic review showed that whilst cffDNA may  
have a role in disease prediction in pre-eclampsia, its use is prob-
ably limited to the early second trimester because its detection  
rate is too low at later gestations23.

A further systematic review compared “simple” risk models 
for pre-eclampsia that use routinely collected maternal char-
acteristics against “specialized” models that include special-
ized tests24. Four simple models were externally validated, and 
a model using parity, previous pre-eclampsia, race, chronic 
hypertension, and conception method to predict early onset pre- 
eclampsia achieved the highest area under the curve (AUC) 
(0.76, 95% CI 0.74–0.77). Nine studies comparing simple ver-
sus specialized models in the same population reported AUCs  
favoring specialized models. However, a simple model achieved 
fewer false positives than a guideline-recommended risk fac-
tor list such as NICE hypertension-in-pregnancy guideline, but  
sensitivity to classify risk for aspirin prophylaxis was not  
assessed.

Assessing pre-eclampsia
Pre-eclampsia is elusive to diagnose. Hypertension is classi-
fied as a blood pressure of at least 140/90 mmHg. Those with a 
background of chronic hypertension are at higher risk of devel-
oping pre-eclampsia and remain a challenge to diagnose, as  
conventional blood pressure thresholds are not always applicable.

There is evidence of accuracy, increased surveillance, and 
acceptability of home blood pressure monitoring in pregnancy 
in small studies25–27. However, a systematic review of ambula-
tory versus conventional monitoring of blood pressure in preg-
nancy found no evidence to support its routine use28. OPTIMUM 
(optimizing titration and monitoring of maternal blood pressure)  
is an ongoing randomized controlled study assigning women 
with high blood pressure to self-monitoring in addition to ante-
natal care versus usual antenatal care to identify rising blood 
pressure sooner, which could lead to an earlier diagnosis and 
treatment of subsequent complications29. Also under way is the 

BUMP trial (Blood Pressure monitoring in High-Risk Pregnancy 
to Improve the Detection and Monitoring of Hypertension). This  
randomized controlled trial compares routine antenatal care  
with self-monitoring in high-risk women to determine whether  
self-monitoring can lead to earlier diagnosis of hypertension  
and lower blood pressure in those with hypertension and  
pre-eclampsia30.

Additionally, assessment of proteinuria is variable. Even this 
gold standard, defined as greater than 300 mg of protein excreted 
in the urine in 24 hours, is prone to error31. There is heterogene-
ity in test accuracy of protein/creatinine ratios when compared 
with 24-hour urine collections in pregnancy32. A systematic 
review and diagnostic meta-analysis suggested that a 12-hour 
urine collection performs well for the diagnosis of proteinuria in  
hypertensive women during pregnancy32 and recommends 
a cut-off of 150 mg per 12-hour collection. This cut-off is 
associated with 99% specificity and 92% sensitivity for the  
diagnosis of pre-eclampsia. The use of the 12-hour urine collec-
tion would be more convenient, expedite diagnosis and clinical 
management, and decrease cost33. The results are awaited of the  
“diagnostic accuracy in pre-eclampsia using proteinuria assess-
ment” (DAPPA) study, aimed at comparing the diagnostic accu-
racy of different methods of assessing proteinuria at various  
thresholds in predicting severe pre-eclampsia compared with  
24-hour urine protein measurement34.

Novel methods of diagnosis
A role for angiogenic biomarkers in the diagnosis of pre- 
eclampsia is emerging. Currently, diagnosis relies on param-
eters associated with end-organ complications of established dis-
ease. Angiogenic factors are implicated in the pathophysiology 
of pre-eclampsia, which may have the potential of identifying 
women earlier in their disease course. Low maternal PlGF con-
centrations (defined as below the fifth centile for gestation or not 
more than 100 pg/mL) have demonstrated high sensitivity (0.96, 
95% CI 0.89–0.99) and a negative predictive value (0.98, 95%  
CI 0.93–0.995) for predicting the development of pre-eclampsia  
that requires delivery within 14 days (Figure 1)35. These very low 
PlGF concentrations were often seen weeks prior to the diagno-
sis of pre-eclampsia in this cohort. “Prediction of short-term  
outcome in pregnant women with suspected pre-eclampsia” 
(PROGNOSIS) by Zeisler et al., a prospective, multicenter obser-
vational study of 500 women, demonstrated that a sFlt-1:PlGF ratio 
cut-off of 38 has clinical utility36. Values below this cut-off have a 
high negative predictive value (99.3%, 95% CI 97.9–99.9) and an 
80% sensitivity (95% CI 51.9–95.7) and 78.3% specificity (95% 
CI 74.6–81.7) for pre-eclampsia. The positive predictive value of 
an sFlt-1:PlGF ratio above 38 for a diagnosis of pre-eclampsia  
within 4 weeks was 36.7% (95% CI 28.4–45.7), sensitivity was 
66.2% (95% CI 54.0–77.0), and specificity was 83.1% (95% 
CI 79.4–86.3). The authors propose that in women in whom 
pre-eclampsia is suspected clinically, an sFlt-1:PLGF ratio of 
less than 38 can be used to rule out the short-term development  
of the syndrome.

The most likely area of clinical impact for PlGF is in “point- 
of-care” testing in women posing a diagnostic challenge to the 
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Figure 1. Time to delivery (median, interquartile range) stratified by PlGF concentration for all participants and for pre-eclampsia  
cases28. Red line indicates very low PlGF (<12 pg/mL); orange line, low PlGF (< fifth centile); green line, normal PlGF (≥ fifth centile). PlGF, 
placental growth factor. 

clinician. These “point-of-care” tests could have a substantial  
impact on health resource use, avoiding unnecessary admissions  
for those who will have a more benign disease course and a 
longer “time to delivery” interval. A cost-saving analysis per-
formed in 2010 showed that the addition of an angiogenic  
biomarker test can amount to a saving of £945 per woman 
because of its ability to reduce the rates of false-positive and false- 
negative diagnoses compared with the current standard of care37. 
In 2016, a budget impact analysis in consultant-led maternity 
units modeled that PlGF testing was associated with a mean cost  
saving of £582 per woman tested38. A similar health economic  
assessment published in the same year demonstrated a £344 
cost saving per patient39. Such tests have the potential to assist 
in risk stratification in women at high risk of developing pre- 
eclampsia, singling out those with low PlGF to receive intensive 
surveillance to avoid adverse outcomes such as fetal demise. The  
“placental growth factor to assess and diagnose hypertensive 
pregnant women: a stepped wedge trial” (PARROT) is under 
way to determine whether the addition of PlGF testing to the 
current management of women with pre-eclampsia will reduce 
the time taken to reach diagnosis and thus improve maternal and  
perinatal outcomes40.

Placental exosomes have been highlighted for use in the diagno-
sis of pre-eclampsia. They are extracellular vesicles which can 
transfer microRNA to target cells, influencing their function41.  
There is evidence to show abnormal levels of circulating 
microRNAs in pregnancies affected by pre-eclampsia42–44. In 
a recent prospective cohort, it was shown that the levels of  
circulating exosomes are increased in pregnancies complicated by  

pre-eclampsia and that this difference is seen across gestations45. 
The maintenance of this difference across gestations could  
suggest a potential role for exosomal microRNA in both the  
prediction and the diagnosis of pre-eclampsia.

In practice, it is important to consider that women classified 
with a “low-risk” pregnancy at booking still need a full ante-
natal care schedule, including frequent assessment to exclude  
hypertension and proteinuria.

Management
Blood pressure
The NICE recommends keeping systolic blood pressure below 
150 mmHg and diastolic blood pressure below 80–100 mmHg7 
and using labetalol as first-line treatment for hypertension over 
this threshold. The results of the Control of Hypertension In 
Pregnancy Study (CHIPS) were reported in 2016. This trial 
compared “tight” (target diastolic blood pressure of 85 mmHg)  
versus “less tight” (target diastolic blood pressure of 100 
mmHg) control of hypertension in women with non-severe, non- 
proteinuric maternal hypertension at 14–33 weeks46. The results 
demonstrated that those with “tight” control achieved a lower 
blood pressure (by 5 mmHg) and there was no increase in adverse 
perinatal outcome (adjusted OR 0.98, 95% CI 0.74–1.3) and 
birth weight less than the tenth percentile (1.3, 0.93–1.8).  
However, there were reduced rates of severe maternal hyperten-
sion (p<0.001) with tighter control. In this trial, 48.9% of the 
women developed pre-eclampsia in the “less tight” group and 
45.7% in the “tight” control group (adjusted OR 1.14, CI 0.88–
1.47). While results from this study can only be extrapolated to  
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pre-eclampsia with caution, it may be concluded that in these 
women who are at high risk of the complications of severe 
hypertension, seizures, and intracerebral hemorrhage, there may  
be benefit in tighter control of blood pressure.

Oral antihypertensives
Traditionally, severe hypertension has been treated with short-
acting parenteral antihypertensive agents, most frequently 
intravenous hydralazine or labetalol. This is because of the 
speed of onset of action but means that they require more inten-
sive monitoring and can affect the fetus if large shifts in blood 
pressure occur. A systematic review showed that, in most  
women, nifedipine achieved treatment success similar to that 
of hydralazine (84% with nifedipine; relative risk 1.07, 95% CI 
0.98–1.17) or labetalol (100% with nifedipine; relative risk 1.02, 
95% CI 0.95–1.09)47. Less than 2% of women who received 
nifedipine experienced hypotension. There were no differences  
in adverse maternal or fetal outcomes. Thus, the authors sug-
gest that oral nifedipine is a suitable treatment for severe  
hypertension in pregnancy and post-partum.

A meta-analysis by Shekhar et al. confirmed these findings, 
providing further evidence that oral nifedipine is a reason-
able antihypertensive for the treatment of severe pregnancy  
hypertension of any classification48. These treatments are widely  
available, even in middle- and lower-income countries, so these 
findings can be implemented globally and reduce costs.

Delivery
Clinical convention offers women with pre-eclampsia delivery 
at 37 weeks’ gestation as per NICE guidance and the guideline 
from the American College of Obstetricians and Gynecologists.  
Prior to 34 weeks’ gestation, management is expectant with  
elective delivery not considered due to worse neonatal adverse  
outcomes (respiratory distress syndrome risk ratio 2.3, 95%  
CI 1.39–3.81 and necrotizing enterocolitis risk ratio 5.54, 95% 
CI 1.04–29.56)49. Between 34 and 37 weeks’ gestation, the  
optimum time to deliver to prevent morbidity for the mother and 
baby remains unknown.

The HYPITAT-II randomized controlled trial investigated the 
effect of immediate delivery versus expectant management 
between 34 and 37 weeks’ gestation in women with non-severe 
hypertensive disorder of pregnancy including, but not limited to, 
pre-eclampsia50. The findings of the trial showed that in women 
diagnosed between 34 and 37 weeks of gestation, immediate  
delivery (through either induction or, if indicated, elective cesar-
ean section) might reduce the small risk of adverse maternal 
outcomes compared with expectant monitoring (assessed by a 
composite of severe maternal adverse outcomes; relative risk  
0.36, 95% CI 0.12–1.11; p=0.067). However, immediate deliv-
ery may increase the risk of neonatal respiratory distress  
syndrome (relative risk 3.3, 95% CI 1.4–8.2; p=0.005). It is 
important to note that this trial was not specifically powered  
for neonatal endpoints and still showed a clinically important 

(70%) non-significant benefit to the mother; therefore, further 
evidence is required before making firm recommendations in 
management. The PHOENIX (pre-eclampsia in hospital: early  
induction or expectant management) randomized control-
led trial is under way to determine whether planned delivery 
between 34+0 and 36+6 weeks of gestation in women with 
pre-eclampsia reduces adverse maternal outcomes without  
substantially increasing neonatal/infant morbidity51.

Complications
A diagnosis of pre-eclampsia may result in a range of complica-
tions with significant long-term implications for the mother52. 
Furthermore, the diagnosis may have future implications for 
the management of the health of the mother, as a history of 
pre-eclampsia is an independent risk factor for cardiac events 
and stroke. Women from the HYPITAT trial, which investi-
gated the optimum time for delivery in women with gestational  
hypertension or pre-eclampsia, received a cardiovascular fol-
low-up 2–5 years post-delivery. The results showed that 
almost half of the early onset pre-eclampsia women subse-
quently developed hypertension as opposed to 39% and 25% of 
women in the pregnancy-induced hypertension and late-onset  
pre-eclampsia groups, respectively53. The effects can be even 
longer-lasting, and it has been shown that 30 years after a  
pregnancy complicated by pre-eclampsia, the odds of having 
a coronary artery calcification score of greater than 50 Agatston  
units are 2.61 (CI 0.95–7.14) times greater than those for women 
without pre-eclampsia, even after adjustment for additional risk 
factors54.

Conclusions
Important evidence regarding the optimum methods of diag-
nosis and management of this complex disease is still  
emerging. The CHIPS trial demonstrates the importance of opti-
mal management of blood pressure in pregnancy hypertension. 
In order for optimal management to be instigated, improved 
diagnosis and surveillance of pre-eclampsia are key. Angiogenic 
biomarkers demonstrate a promising role for the prediction and  
diagnosis of pre-eclampsia. There may be a role for PlGF in the 
monitoring and prognosis of established disease; however, until 
clinical management and interventions such as timing of deliv-
ery are more evidence based, their biggest impact will remain in  
women presenting with suspected disease as a point-of-care test.

The most serious of all complications of pre-eclampsia is 
maternal death. The recent MBRACE (mothers and babies:  
reducing risk through audits and confidential enquiries across 
the UK) report has demonstrated that UK maternal deaths from 
hypertensive disorders are at the lowest rate ever55. Investigators 
found that in 93% of the cases of women who died, there were  
improvements that could have been made in clinical care, show-
ing that work remains to optimize management for all women. 
It is, however, a triumph of modern obstetrics that, per million 
births, there is fewer than one maternal death from hypertensive  
disorders of pregnancy.

Page 5 of 8

F1000Research 2018, 7(F1000 Faculty Rev):242 Last updated: 28 FEB 2018



Abbreviations
AUC, area under the curve; cffDNA, cell-free fetal DNA; CHIPS, 
Control of Hypertension In Pregnancy Study; CI, confidence  
interval; GlyFn, glycosylated fibronectin; NICE, National Institute 
for Health and Care Excellence; OR, odds ratio; PlGF, placental 
growth factor; SE, standard error; sFlt-1, soluble fms-like tyrosine 
kinase 1.

Competing interests
The authors declare that they have no competing interests.

Grant information
The author(s) declared that no grants were involved in supporting 
this work.

References F1000 recommended

1.	 (WHO) WHO: The World Health Report 2005: Make every mother and child 
count. 2005.  
Reference Source

2.	 Tranquilli AL, Dekker G, Magee L, et al.: The classification, diagnosis and 
management of the hypertensive disorders of pregnancy: A revised statement 
from the ISSHP. Pregnancy Hypertens. 2014; 4(2): 97–104.  
PubMed Abstract | Publisher Full Text 

3.	  Douglas KA, Redman CW: Eclampsia in the United Kingdom. BMJ. 1994; 
309(6966): 1395–400.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

4.	 Centre for Maternal and Child Enquiries (CMACE): Perinatal Mortality 2008. United 
Kingdom: Centre for Maternal and Child Enquiries; 2010.  
Reference Source

5.	 Shennan AH, Redman C, Cooper C, et al.: Are most maternal deaths from pre-
eclampsia avoidable? Lancet. 2012; 379(9827): 1686–7.  
PubMed Abstract | Publisher Full Text 

6.	 Duley L, Henderson-Smart DJ, Meher S, et al.: Antiplatelet agents for preventing 
pre-eclampsia and its complications. Cochrane Database Syst Rev. 2007; (2): 
CD004659.  
PubMed Abstract | Publisher Full Text 

7.	 Excellence. NIfHaC. CG107 NICE Guideline: Hypertension in Pregnancy. 2012.

8.	 Mol BW, Roberts CT, Thangaratinam S, et al.: Pre-eclampsia. Lancet. 2016; 
387(10022): 999–1011.  
PubMed Abstract | Publisher Full Text 

9.	  Achkar M, Dodds L, Giguère Y, et al.: Vitamin D status in early pregnancy 
and risk of preeclampsia. Am J Obstet Gynecol. 2015; 212(4): 511.e1–7.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

10.	  Kiely ME, Zhang JY, Kinsella M, et al.: Vitamin D status is associated 
with uteroplacental dysfunction indicated by pre-eclampsia and small-for-
gestational-age birth in a large prospective pregnancy cohort in Ireland with 
low vitamin D status. Am J Clin Nutr. 2016; 104(2): 354–61.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation

11.	  Boyle VT, Thorstensen EB, Mourath D, et al.: The relationship between 25-
hydroxyvitamin D concentration in early pregnancy and pregnancy outcomes 
in a large, prospective cohort. Br J Nutr. 2016; 116(8): 1409–15.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

12.	  Hofmeyr GJ, Belizán JM, von Dadelszen P: Low-dose calcium 
supplementation for preventing pre-eclampsia: a systematic review and 
commentary. BJOG. 2014; 121(8): 951–7.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

13.	  Hofmeyr GJ, Seuc AH, Betrán AP, et al.: The effect of calcium 
supplementation on blood pressure in non-pregnant women with previous 
pre-eclampsia: An exploratory, randomized placebo controlled study. 
Pregnancy Hypertens. 2015; 5(4): 273–9.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

14.	  Rasanen J, Quinn MJ, Laurie A, et al.: Maternal serum glycosylated 
fibronectin as a point-of-care biomarker for assessment of preeclampsia. Am J 
Obstet Gynecol. 2015; 212(1): 82.e1–9.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

15.	 Odibo AO, Patel KR, Spitalnik A, et al.: Placental pathology, first-trimester 
biomarkers and adverse pregnancy outcomes. J Perinatol. 2014; 34(3): 186–91.  
PubMed Abstract | Publisher Full Text 

16.	 Meiri H, Sammar M, Herzog A, et al.: Prediction of preeclampsia by placental 
protein 13 and background risk factors and its prevention by aspirin. J Perinat 
Med. 2014; 42(5): 591–601.  
PubMed Abstract | Publisher Full Text 

17.	 Schneuer FJ, Roberts CL, Ashton AW, et al.: Angiopoietin 1 and 2 serum 
concentrations in first trimester of pregnancy as biomarkers of adverse 
pregnancy outcomes. Am J Obstet Gynecol. 2014; 210(4): 345.e1–345.e9.  
PubMed Abstract | Publisher Full Text 

18.	  Myatt L, Clifton RG, Roberts JM, et al.: Can changes in angiogenic 

biomarkers between the first and second trimesters of pregnancy predict 
development of pre-eclampsia in a low-risk nulliparous patient population? 
BJOG. 2013; 120(10): 1183–91. 
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

19.	 Karahasanovic A, Sørensen S, Nilas L: First trimester pregnancy-associated 
plasma protein A and human chorionic gonadotropin-beta in early and late 
pre-eclampsia. Clin Chem Lab Med. 2014; 52(4): 521–5.  
PubMed Abstract | Publisher Full Text 

20.	  Brunelli VB, Prefumo F: Quality of first trimester risk prediction models for 
pre-eclampsia: a systematic review. BJOG. 2015; 122(7): 904–14.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

21.	 Sifakis S, Koukou Z, Spandidos DA: Cell-free fetal DNA and pregnancy-related 
complications (review). Mol Med Rep. 2015; 11(4): 2367–72.  
PubMed Abstract | Publisher Full Text | Free Full Text 

22.	 Hahn S, Rusterholz C, Hösli I, et al.: Cell-free nucleic acids as potential markers 
for preeclampsia. Placenta. 2011; 32 Suppl: S17–20.  
PubMed Abstract | Publisher Full Text 

23.	  Contro E, Bernabini D, Farina A: Cell-Free Fetal DNA for the Prediction of 
Pre-Eclampsia at the First and Second Trimesters: A Systematic Review and 
Meta-Analysis. Mol Diagn Ther. 2017; 21(2): 125–35.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

24.	  Al-Rubaie Z, Askie LM, Ray JG, et al.: The performance of risk prediction 
models for pre-eclampsia using routinely collected maternal characteristics 
and comparison with models that include specialised tests and with clinical 
guideline decision rules: a systematic review. BJOG. 2016; 123(9): 1441–52.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

25.	 Chung Y, de Greeff A, Shennan A: Validation and compliance of a home 
monitoring device in pregnancy: microlife WatchBP home. Hypertens 
Pregnancy. 2009; 28(3): 348–59.  
PubMed Abstract | Publisher Full Text 

26.	 Ross-McGill H, Hewison J, Hirst J, et al.: Antenatal home blood pressure 
monitoring: a pilot randomised controlled trial. BJOG. 2000; 107(2): 217–21.  
PubMed Abstract | Publisher Full Text 

27.	 Little P, Barnett J, Barnsley L, et al.: Comparison of acceptability of and 
preferences for different methods of measuring blood pressure in primary 
care. BMJ. 2002; 325(7358): 258–9.  
PubMed Abstract | Publisher Full Text | Free Full Text 

28.	 Bergel E, Carroli G, Althabe F: Ambulatory versus conventional methods for 
monitoring blood pressure during pregnancy. Cochrane Database Syst Rev. 
2002; (2): CD001231.  
PubMed Abstract | Publisher Full Text 

29.	 Pealing L: OPTIMUM: Optimising titration and monitoring of maternal blood 
pressure. ISCRN Regist.  
Publisher Full Text 

30.	 Oxford Uo: Blood Pressure Monitoring in High Risk Pregnancy to Improve the 
Detection and Monitoring of Hypertension (BUMP). ClinicalTrialsgov Identifier: 
NCT03334149. 2017.  
Reference Source

31.	 Waugh J, Bell SC, Kilby MD, et al.: Urine protein estimation in hypertensive 
pregnancy: which thresholds and laboratory assay best predict clinical 
outcome? Hypertens Pregnancy. 2005; 24(3): 291–302.  
PubMed Abstract | Publisher Full Text 

32.	  Morris RK, Riley RD, Doug M, et al.: Diagnostic accuracy of spot urinary 
protein and albumin to creatinine ratios for detection of significant proteinuria 
or adverse pregnancy outcome in patients with suspected pre-eclampsia: 
systematic review and meta-analysis. BMJ. 2012; 345: e4342.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

33.	  Stout MJ, Conner SN, Colditz GA, et al.: The Utility of 12-Hour Urine 
Collection for the Diagnosis of Preeclampsia: A Systematic Review and Meta-
analysis. Obstet Gynecol. 2015; 126(4): 731–6.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

34.	 Waugh JUA, Shennan A, Navaratnarajah R, et al.: DAPPA Protocol: Spot Protein 

Page 6 of 8

F1000Research 2018, 7(F1000 Faculty Rev):242 Last updated: 28 FEB 2018

http://www.who.int/whr/2005/en/
http://www.ncbi.nlm.nih.gov/pubmed/26104417
http://dx.doi.org/10.1016/j.preghy.2014.02.001
https://f1000.com/prime/725311952
http://www.ncbi.nlm.nih.gov/pubmed/7819845
http://dx.doi.org/10.1136/bmj.309.6966.1395
http://www.ncbi.nlm.nih.gov/pmc/articles/2541348
https://f1000.com/prime/725311952
http://www.publichealth.hscni.net/sites/default/files/Perinatal Mortality 2008.pdf
http://www.ncbi.nlm.nih.gov/pubmed/22177535
http://dx.doi.org/10.1016/S0140-6736(11)60785-X
http://www.ncbi.nlm.nih.gov/pubmed/17443552
http://dx.doi.org/10.1002/14651858.CD004659.pub2
http://www.ncbi.nlm.nih.gov/pubmed/26342729
http://dx.doi.org/10.1016/S0140-6736(15)00070-7
https://f1000.com/prime/725256523
http://www.ncbi.nlm.nih.gov/pubmed/25446694
http://dx.doi.org/10.1016/j.ajog.2014.11.009
http://www.ncbi.nlm.nih.gov/pmc/articles/5023419
https://f1000.com/prime/725256523
https://f1000.com/prime/726472727
http://www.ncbi.nlm.nih.gov/pubmed/27357092
http://dx.doi.org/10.3945/ajcn.116.130419
https://f1000.com/prime/726472727
https://f1000.com/prime/726858946
http://www.ncbi.nlm.nih.gov/pubmed/27753425
http://dx.doi.org/10.1017/S0007114516003202
https://f1000.com/prime/726858946
https://f1000.com/prime/718309044
http://www.ncbi.nlm.nih.gov/pubmed/24621141
http://dx.doi.org/10.1111/1471-0528.12613
http://www.ncbi.nlm.nih.gov/pmc/articles/4282055
https://f1000.com/prime/718309044
https://f1000.com/prime/727508542
http://www.ncbi.nlm.nih.gov/pubmed/26597740
http://dx.doi.org/10.1016/j.preghy.2015.04.001
https://f1000.com/prime/727508542
https://f1000.com/prime/718517573
http://www.ncbi.nlm.nih.gov/pubmed/25086276
http://dx.doi.org/10.1016/j.ajog.2014.07.052
https://f1000.com/prime/718517573
http://www.ncbi.nlm.nih.gov/pubmed/24434779
http://dx.doi.org/10.1038/jp.2013.176
http://www.ncbi.nlm.nih.gov/pubmed/24607918
http://dx.doi.org/10.1515/jpm-2013-0298
http://www.ncbi.nlm.nih.gov/pubmed/24215861
http://dx.doi.org/10.1016/j.ajog.2013.11.012
https://f1000.com/prime/718091161
http://www.ncbi.nlm.nih.gov/pubmed/23331974
http://dx.doi.org/10.1111/1471-0528.12128
http://www.ncbi.nlm.nih.gov/pmc/articles/4104359
https://f1000.com/prime/718091161
http://www.ncbi.nlm.nih.gov/pubmed/24176962
http://dx.doi.org/10.1515/cclm-2013-0338
https://f1000.com/prime/725387736
http://www.ncbi.nlm.nih.gov/pubmed/25761437
http://dx.doi.org/10.1111/1471-0528.13334
https://f1000.com/prime/725387736
http://www.ncbi.nlm.nih.gov/pubmed/25530428
http://dx.doi.org/10.3892/mmr.2014.3118
http://www.ncbi.nlm.nih.gov/pmc/articles/4337476
http://www.ncbi.nlm.nih.gov/pubmed/21257079
http://dx.doi.org/10.1016/j.placenta.2010.06.018
https://f1000.com/prime/727461058
http://www.ncbi.nlm.nih.gov/pubmed/27838884
http://dx.doi.org/10.1007/s40291-016-0245-9
https://f1000.com/prime/727461058
https://f1000.com/prime/726381786
http://www.ncbi.nlm.nih.gov/pubmed/27225348
http://dx.doi.org/10.1111/1471-0528.14029
https://f1000.com/prime/726381786
http://www.ncbi.nlm.nih.gov/pubmed/19263287
http://dx.doi.org/10.1080/10641950802601286
http://www.ncbi.nlm.nih.gov/pubmed/10688505
http://dx.doi.org/10.1111/j.1471-0528.2000.tb11692.x
http://www.ncbi.nlm.nih.gov/pubmed/12153924
http://dx.doi.org/10.1136/bmj.325.7358.258
http://www.ncbi.nlm.nih.gov/pmc/articles/117641
http://www.ncbi.nlm.nih.gov/pubmed/12076403
http://dx.doi.org/10.1002/14651858.CD001231
http://dx.doi.org/10.1186/ISRCTN16018898
https://clinicaltrials.gov/ct2/show/NCT03334149
http://www.ncbi.nlm.nih.gov/pubmed/16263601
http://dx.doi.org/10.1080/10641950500281019
https://f1000.com/prime/725311954
http://www.ncbi.nlm.nih.gov/pubmed/22777026
http://dx.doi.org/10.1136/bmj.e4342
http://www.ncbi.nlm.nih.gov/pmc/articles/3392077
https://f1000.com/prime/725311954
https://f1000.com/prime/725774873
http://www.ncbi.nlm.nih.gov/pubmed/26348193
http://dx.doi.org/10.1097/AOG.0000000000001042
https://f1000.com/prime/725774873


Creatinine Ratio (SPCr) and Spot Albumin Creatinine Ratio (SACr) in the 
Assessment of Pre-Eclampsia: A Diagnostic Accuracy Study with Decision 
Analytic Model Based Economic Evaluation and Acceptability Analysis. 2015.

35.	 Chappell LC, Duckworth S, Seed PT, et al.: Diagnostic accuracy of placental 
growth factor in women with suspected preeclampsia: a prospective 
multicenter study. Circulation. 2013; 128(19): 2121–31.  
PubMed Abstract | Publisher Full Text 

36.	  Zeisler H, Llurba E, Chantraine F, et al.: Predictive Value of the sFlt-1:PlGF 
Ratio in Women with Suspected Preeclampsia. N Engl J Med. 2016; 374(1): 
13–22.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

37.	 Hadker N, Garg S, Costanzo C, et al.: Financial impact of a novel pre-eclampsia 
diagnostic test versus standard practice: a decision-analytic modeling 
analysis from a UK healthcare payer perspective. J Med Econ. 2010; 13(4): 
728–37.  
PubMed Abstract | Publisher Full Text 

38.	 Duckworth S, Chappell LC, Seed PT, et al.: Placental Growth Factor (PlGF) in 
Women with Suspected Pre-Eclampsia Prior to 35 Weeks’ Gestation: A Budget 
Impact Analysis. PLoS One. 2016; 11(10): e0164276.  
PubMed Abstract | Publisher Full Text | Free Full Text 

39.	  Vatish M, Strunz-McKendry T, Hund M, et al.: sFlt-1/PlGF ratio test for pre-
eclampsia: an economic assessment for the UK. Ultrasound Obstet Gynecol. 
2016; 48(6): 765–71.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

40.	 Duhig K: PlGF as a diagnostic test for pre-eclampsia.  
Publisher Full Text 

41.	  Valadi H, Ekström K, Bossios A, et al.: Exosome-mediated transfer of 
mRNAs and microRNAs is a novel mechanism of genetic exchange between 
cells. Nat Cell Biol. 2007; 9(6): 654–9.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

42.	 Yang Q, Lu J, Wang S, et al.: Application of next-generation sequencing 
technology to profile the circulating microRNAs in the serum of preeclampsia 
versus normal pregnant women. Clin Chim Acta. 2011; 412(23–24): 2167–73.  
PubMed Abstract | Publisher Full Text 

43.	 Li H, Ge Q, Guo L, et al.: Maternal plasma miRNAs expression in preeclamptic 
pregnancies. Biomed Res Int. 2013; 2013: 970265.  
PubMed Abstract | Publisher Full Text | Free Full Text 

44.	 Zhang Y, Fei M, Xue G, et al.: Elevated levels of hypoxia-inducible microRNA-
210 in pre-eclampsia: new insights into molecular mechanisms for the 
disease. J Cell Mol Med. 2012; 16(2): 249–59.  
PubMed Abstract | Publisher Full Text | Free Full Text 

45.	  Salomon C, Guanzon D, Scholz-Romero K, et al.: Placental Exosomes as 

Early Biomarker of Preeclampsia: Potential Role of Exosomal MicroRNAs 
Across Gestation. J Clin Endocrinol Metab. 2017; 102(9): 3182–94.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

46.	  Magee LA, von Dadelszen P, Rey E, et al.: Less-tight versus tight control of 
hypertension in pregnancy. N Engl J Med. 2015; 372(5): 407–17.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

47.	  Firoz T, Magee LA, MacDonell K, et al.: Oral antihypertensive therapy for 
severe hypertension in pregnancy and postpartum: a systematic review. 
BJOG. 2014; 121(10): 1210–8; discussion 1220.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

48.	  Shekhar S, Gupta N, Kirubakaran R, et al.: Oral nifedipine versus 
intravenous labetalol for severe hypertension during pregnancy: a systematic 
review and meta-analysis. BJOG. 2016; 123(1): 40–7.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

49.	 Churchill D, Duley L, Thornton JG, et al.: Interventionist versus expectant care 
for severe pre-eclampsia between 24 and 34 weeks’ gestation. Cochrane 
Database Syst Rev. 2013; (7): CD003106.  
PubMed Abstract | Publisher Full Text 

50.	  Broekhuijsen K, van Baaren GJ, van Pampus MG, et al.: Immediate delivery 
versus expectant monitoring for hypertensive disorders of pregnancy 
between 34 and 37 weeks of gestation (HYPITAT-II): an open-label, randomised 
controlled trial. Lancet. 2015; 385(9986): 2492–501.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

51.	 Shennan A, Chappell L: PHOENIX - Pre-Eclampsia in Hospital: Early inductIon 
or Expectant Management. ISRCTN01879376. 2013.  
Publisher Full Text 

52.	 Souza JP, Gülmezoglu AM, Vogel J, et al.: Moving beyond essential 
interventions for reduction of maternal mortality (the WHO Multicountry 
Survey on Maternal and Newborn Health): a cross-sectional study. Lancet. 
2013; 381(9879): 1747–55.  
PubMed Abstract | Publisher Full Text 

53.	  Veerbeek JH, Hermes W, Breimer AY, et al.: Cardiovascular disease 
risk factors after early-onset preeclampsia, late-onset preeclampsia, and 
pregnancy-induced hypertension. Hypertension. 2015; 65(3): 600–6.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

54.	  White WM, Mielke MM, Araoz PA, et al.: A history of preeclampsia is 
associated with a risk for coronary artery calcification 3 decades later. Am J 
Obstet Gynecol. 2016; 214(4): 519.e1–519.e8.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

55.	 Knight M, Nair M, Tuffnell D, et al.: MBRRACE-UK: Saving Lives, Improving 
Mothers’ Care. 2016.  
Reference Source

Page 7 of 8

F1000Research 2018, 7(F1000 Faculty Rev):242 Last updated: 28 FEB 2018

http://www.ncbi.nlm.nih.gov/pubmed/24190934
http://dx.doi.org/10.1161/CIRCULATIONAHA.113.003215
https://f1000.com/prime/726058153
http://www.ncbi.nlm.nih.gov/pubmed/26735990
http://dx.doi.org/10.1056/NEJMoa1414838
https://f1000.com/prime/726058153
http://www.ncbi.nlm.nih.gov/pubmed/21138338
http://dx.doi.org/10.3111/13696998.2010.535285
http://www.ncbi.nlm.nih.gov/pubmed/27741259
http://dx.doi.org/10.1371/journal.pone.0164276
http://www.ncbi.nlm.nih.gov/pmc/articles/5065176
https://f1000.com/prime/726442670
http://www.ncbi.nlm.nih.gov/pubmed/27300726
http://dx.doi.org/10.1002/uog.15997
http://www.ncbi.nlm.nih.gov/pmc/articles/5215695
https://f1000.com/prime/726442670
http://dx.doi.org/10.1186/ISRCTN16842031
https://f1000.com/prime/1085970
http://www.ncbi.nlm.nih.gov/pubmed/17486113
http://dx.doi.org/10.1038/ncb1596
https://f1000.com/prime/1085970
http://www.ncbi.nlm.nih.gov/pubmed/21840305
http://dx.doi.org/10.1016/j.cca.2011.07.029
http://www.ncbi.nlm.nih.gov/pubmed/24195082
http://dx.doi.org/10.1155/2013/970265
http://www.ncbi.nlm.nih.gov/pmc/articles/3781840
http://www.ncbi.nlm.nih.gov/pubmed/21388517
http://dx.doi.org/10.1111/j.1582-4934.2011.01291.x
http://www.ncbi.nlm.nih.gov/pmc/articles/3823289
https://f1000.com/prime/727639141
http://www.ncbi.nlm.nih.gov/pubmed/28531338
http://dx.doi.org/10.1210/jc.2017-00672
https://f1000.com/prime/727639141
https://f1000.com/prime/725330329
http://www.ncbi.nlm.nih.gov/pubmed/25629739
http://dx.doi.org/10.1056/NEJMoa1404595
https://f1000.com/prime/725330329
https://f1000.com/prime/718389548
http://www.ncbi.nlm.nih.gov/pubmed/24832366
http://dx.doi.org/10.1111/1471-0528.12737
http://www.ncbi.nlm.nih.gov/pmc/articles/4282072
https://f1000.com/prime/718389548
https://f1000.com/prime/725590996
http://www.ncbi.nlm.nih.gov/pubmed/26113232
http://dx.doi.org/10.1111/1471-0528.13463
https://f1000.com/prime/725590996
http://www.ncbi.nlm.nih.gov/pubmed/23888485
http://dx.doi.org/10.1002/14651858.CD003106.pub2
https://f1000.com/prime/725409344
http://www.ncbi.nlm.nih.gov/pubmed/25817374
http://dx.doi.org/10.1016/S0140-6736(14)61998-X
https://f1000.com/prime/725409344
http://dx.doi.org/10.1186/ISRCTN01879376
http://www.ncbi.nlm.nih.gov/pubmed/23683641
http://dx.doi.org/10.1016/S0140-6736(13)60686-8
https://f1000.com/prime/725298358
http://www.ncbi.nlm.nih.gov/pubmed/25561694
http://dx.doi.org/10.1161/HYPERTENSIONAHA.114.04850
https://f1000.com/prime/725298358
https://f1000.com/prime/726144664
http://www.ncbi.nlm.nih.gov/pubmed/26874301
http://dx.doi.org/10.1016/j.ajog.2016.02.003
http://www.ncbi.nlm.nih.gov/pmc/articles/4808608
https://f1000.com/prime/726144664
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-UK Maternal Report 2016 - website.pdf


 

Open Peer Review

  Current Referee Status:

Editorial Note on the Review Process
 are commissioned from members of the prestigious   and are edited as aF1000 Faculty Reviews F1000 Faculty

service to readers. In order to make these reviews as comprehensive and accessible as possible, the referees
provide input before publication and only the final, revised version is published. The referees who approved the
final version are listed with their names and affiliations but without their reports on earlier versions (any comments
will already have been addressed in the published version).

The referees who approved this article are:
Version 1

The benefits of publishing with F1000Research:

Your article is published within days, with no editorial bias

You can publish traditional articles, null/negative results, case reports, data notes and more

The peer review process is transparent and collaborative

Your article is indexed in PubMed after passing peer review

Dedicated customer support at every stage

For pre-submission enquiries, contact   research@f1000.com

 Nuffield Department of Obstetrics & Gynaecology, University of Oxford, Women's Centre,Sofia Cerdeira
John Radcliffe Hospital, UK

 No competing interests were disclosed.Competing Interests:

1

 The Ritchie Centre, Monash Institute of Medical Research, Melbourne, Victoria, AustraliaRebecca Lim
 No competing interests were disclosed.Competing Interests:

1

Page 8 of 8

F1000Research 2018, 7(F1000 Faculty Rev):242 Last updated: 28 FEB 2018

http://f1000research.com/collections/f1000-faculty-reviews/about-this-channel
http://f1000.com/prime/thefaculty

