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Abstract

Objective: To assess the effect of regular third-trimester ultrasound on antenatal detection and

perinatal outcomes of small for gestational age (SGA) infants.

Methods: Data from SGA infants delivered at �28 weeks’ gestation were retrospectively stud-

ied. Each pregnancy had undergone three regular third-trimester ultrasound examinations, and

data were grouped according to with or without antenatal ultrasound suspicion of fetal growth

restriction (FGR). Adjusted risk ratios (aRRs) of perinatal outcomes were analysed.

Results: A total of 407 infants were included, comprising 268 (65.85%) with antenatal

ultrasound suspicion of FGR. Antenatal suspicion of FGR was associated with increased risk of

iatrogenic delivery (aRR 2.03, 95% confidence interval [CI] 1.31, 3.14) that included risk of

preterm birth (aRR 10.61, 95% CI 1.35, 83.62) and elective caesarean section (aRR 1.306, 95%

CI 1.051, 1.623). Differences in fetal death, 1-min Apgar score, and admission to neonatal inten-

sive care unit were not statistically significant. Resuscitation risk was reduced (aRR 0.22, 95% CI

0.06, 0.79).

Conclusions: Regular use of third-trimester ultrasound in one teaching hospital in China

showed satisfactory antenatal detection of FGR among SGA infants. Ultrasound suspicion of

FGR was associated with higher incidence of iatrogenic deliveries, but not improved neonatal

outcomes, except for reduced perinatal resuscitation.
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Introduction

Fetal growth restriction (FGR) refers to the
failure of a fetus to reach its inherited
growth potential, and is often associated
with small for gestational age (SGA)
infants. The term FGR represents the
fetus whose estimated fetal weight is less
than the 10th percentile for gestational age
(GA), whereas the term SGA describes the
infant whose birth weight is less than the
10th percentile for GA.1 FGR pregnancies
and SGA infants are at increased risk of
adverse perinatal outcomes and childhood
disorders, such as stillbirth, hypoxia, neo-
natal death, impaired neurological develop-
ment, and metabolic and cardiovascular
impairment. An FGR pregnancy, when
undiagnosed and therefore unmanaged, is
associated with an eight-fold increase in
the risk of stillbirth compared with non-
FGR pregnancies.2 Antenatal monitoring
of FGR fetuses has been shown to decrease
perinatal mortality by approximately 30%
in high-risk pregnancies.3 Except for trying
to determine the causes of FGR, few inter-
ventions exist to treat FGR. Thus, FGR
screening has become an important part
of prenatal care, generally including assess-
ment of risk factors for FGR, measurement
of fundal height, and ultrasound examina-
tion, which is often preferred in the pres-
ence of FGR-related risk factors, and
when the limitation of fundal height meas-
urements is obvious, such as cases involving
maternal obesity, multiple pregnancy, and
polyhydramnios. Existing studies have
found that only 10–36% of SGA newborns
are identified during pregnancy.4

The present study aim was to estimate
the effect of regular third-trimester ultra-
sound examination on antenatal detection
of FGR, and the subsequent influence on
obstetric and neonatal outcomes of SGA
infants in a tertiary referral medical centre
in China.

Patients and methods

Study population

This retrospective observational study
included data from all non-anomalous, sin-
gleton births at �28 weeks of gestation,
delivered at Peking University People’s
Hospital between 1 January 2014 and 31
December 2018.

The research complied with all the rele-
vant national regulations, institutional pol-
icies and was conducted in accordance with
the tenets of the Helsinki Declaration. The
study protocol was approved by the Peking
University People’s Hospital Human
Research Ethics Committee (registration
number 2018PHB072-01). All of the
patients provided verbal informed consent.

Study design

Data were screened for SGA infants, and
data from all SGA infants (liveborn and
stillborn) were divided into two groups:
(1) SGA with antenatal ultrasound suspi-
cion of FGR (SGAþFGR); and (2) SGA
without antenatal ultrasound suspicion of
FGR (SGA–FGR). Data from medical
records regarding prenatal care, delivery
and neonatal conditions were collected.
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The Chinese reference of birth weight per-
centile for GA was used.5 Birth weight
under the 3rd percentile was defined as
severe SGA.

Each pregnancy underwent three regular
third-trimester ultrasound examinations
(conducted by YY, ZY, or YL), at 28–30
weeks of gestation, to detect fetal anomalies
that could not be diagnosed at mid-term
pregnancy, and at 34–36 and 38–40 weeks
of gestation, respectively, for growth moni-
toring, which was one part of standard care
at Peking University People’s Hospital.
Final decisions on antenatal suspicion of
FGR were made by Professor QP.
Antenatal suspicion of FGR was defined
as mention of suspected FGR in the late
pregnancy ultrasound reports, based on
estimated fetal weight under the 10th per-
centile for GA according to a previous
Chinese publication.5

Obstetric outcomes were investigated by
assessing iatrogenic deliveries. Iatrogenic
delivery was defined as induced labour or
an elective caesarean section. Preterm iatro-
genic delivery was determined. Fetal indica-
tions for iatrogenic deliveries were
analysed, including FGR suspicion, fetal
death, amniotic liquid/umbilical/middle
cerebral artery Doppler velocimetry abnor-
malities, and abnormal fetal heart rate.

Neonatal outcomes included fetal death,
premature infant, resuscitation (defined as
positive pressure ventilation in the delivery
room), Apgar score at 1 min, and admission
to the neonatal intensive care unit (NICU).

General characteristics of the pregnant
women and newborns were also described,
including maternal age, parity, body mass
index (BMI), average weight gain, medical
risk factors, and newborn sex, GA and
birth weight. Medical risk factors were
grouped into: (1) FGR-related risk factors,
including a previous history of liveborn or
stillborn SGA infants, any chronic vascular
diseases, such as hypertension, diabetes
mellitus, renal insufficiency, autoimmune

disease, cyanotic cardiac disease, and anti-
phospholipid syndrome;1 (2) Other risk fac-
tors, referring to those unrelated to FGR
but requiring more regular doctor visits;
and (3) Low risk factors, meaning without
any risk factors. Birth weight was analysed
as birth-weight ratio (birth weight divided
by mean birth weight for GA [using refer-
ence values]).5

Statistical analyses

Data are presented as n (%), mean�SD or
median, and were statistically analysed
using SPSS, version 22.0 (IBM, Armonk,
NY, USA). Student’s t-test, v2-test or rank
sum test were used, as appropriate. The
adjusted risk ratio (aRR) was calculated
using polynomial regression for each obstet-
ric and neonatal outcome, except for fetal
death, due to the small number. Potential
confounders included all the maternal char-
acteristics, infant sex and birth-weight ratio.
GA and birth weight were removed from
the formula because GA could be influenced
by the antenatal suspicion of FGR, and
then had an impact on birth weight.
Considering the delay between fetal death
and delivery, 2 days were subtracted from
the duration of pregnancy to calculate
birth-weight percentiles.6 A P value <0.05
was considered statistically significant.

Results

During the study period, 13 802 births met
the data inclusion criteria. Of these, a total
of 407 infants (2.95%) were SGA, and 152
(1.10%) were severe SGA. The antenatal
ultrasound detection rates of SGA and
severe SGA were 65.85% (268/407) and
76.97% (117/152), respectively.

Maternal and neonatal variables, used as
potential confounders in risk analyses in the
407 SGA pregnancies (SGAþFGR group,
n¼ 268; SGA–FGR group, n¼ 139), are
presented in Table 1. Pregnant women in

Wang et al. 3



the SGAþFGR group were more likely to

have FGR-related risk factors than those in

the SGA–FGR group (38.43% versus

17.27%; P< 0.01). The SGAþFGR group

had a lower birth-weight ratio (median 0.76

versus 0.79; P< 0.01) than the SGA–FGR

group. Between-group differences in mater-

nal age, parity, BMI, and average weight

gain, and in neonatal sex ratios, were not

statistically significant (Table 1).
Rates of each obstetric and neonatal out-

come item, and aRRs between SGAþFGR

versus SGA–FGR, are shown in Table 2.

The SGAþFGR group had a higher rate

of iatrogenic deliveries than the SGA–

FGR group (61.19% versus 41.01%;

P< 0.01), particularly regarding preterm

deliveries (27.54% versus 1.75%; P< 0.01)

and elective caesarean section (88.10%

versus 67.44%; P< 0.01). The only preterm

iatrogenic delivery in the SGA–FGR group

was for fetal death. After adjustment, ante-

natal ultrasound suspicion of FGR was

associated with a higher risk of iatrogenic

delivery (aRR 2.03, 95% confidence interval

[CI] 1.31, 3.14), particularly preterm birth

(aRR 10.61, 95% CI 1.35, 83.62) and elec-

tive caesarean section (aRR 1.31, 95% CI

1.05, 1.62). The rate of neonatal resuscita-

tion in the SGAþFGR group was lower

than that in the SGA–FGR group (2.24%

versus 5.76%), and antenatal ultrasound

suspicion of FGR was associated with a

lower risk (aRR 0.22, 95% CI 0.06, 0.79).
The overall rates of caesarean section

were 47.01% (126/268) in the SGAþFGR

group and 30.94% (43/139) in the SGA–

FGR group. Fetal indications for iatrogenic

deliveries were similar between the two

groups: 51.22% in the SGAþFGR group

(five with umbilical/middle cerebral artery

Doppler velocimetry abnormalities, 10

with abnormal fetal heart rate, 12 cases of

fetal death, 13 with FGR suspicion, and 44

with oligohydramnios) versus 43.86% in

the SGA–FGR group (four with abnormal

fetal heart rate, four cases of fetal death,

and 17 with oligohydramnios). The

Table 1. Variables used as potential confounders in 407 pregnancies resulting in SGA infants.

Variable SGAþ FGR SGA–FGR Statistical significance

Total, n (%) 268 (65.85) 139 (34.15)

Maternal

Age, years 31.22� 4.50 31.39� 4.03 NS

Parity 1.23� 0.46 1.17� 0.40 NS

BMI, kg/m2 21.21� 3.51 20.71� 3.19 NS

Weight gain, kg/week 0.34 0.32 NS

Medical factorsa

FGR-related risk factors 103 (38.43) 24 (17.27)

Other risk factors 83 (30.97) 49 (35.25)

Low risk factors 82 (30.60) 66 (47.48) P< 0.01

Neonatal

Sex (male/female) 121/147 75/64 NS

Birth-weight ratio 0.76 0.79 P< 0.01

Data presented as n (%) prevalence, mean� SD or median.

SGA, small for gestational age; FGR, fetal growth restriction; BMI, body mass index.
aFGR-related risk factors include patients with previous history of liveborn or stillborn SGA infants, and/or any chronic

vascular disease, such as hypertension, diabetes mellitus, renal insufficiency, autoimmune disease, cyanotic cardiac disease,

or antiphospholipid syndrome. Other risk factors include patients with risk factors unrelated to FGR, but requiring more

regular healthcare visits. Low risk factors comprise patients without any risk factors.

NS, no statistically significant between-group differences (P> 0.05).
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SGAþFGR group had numerically higher
rates of fetal death (4.48% versus 2.88%),
admission to the NICU (29.85% versus
14.39%), and 1-min Apgar scores< 10
(17.91% versus 14.39%) than the SGA–
FGR group, but the differences were not
statistically significant, and the CIs for
aRR included unity (Table 2).

The SGAþFGR group had a lower
mean duration of gestation (37.91� 2.52
versus 39.09� 1.48 weeks, P< 0.01), lower
absolute birth weight (2293.47� 492.77 g
versus 2599.78� 264.56 g, P< 0.01), higher
rate of preeclampsia (56/268 [20.90%]
versus 16/139 [11.51%], P¼ 0.02) and
higher rate of severe FGR (117/268
[43.66%] versus 35/139 [25.18%], P< 0.01)
than the SGA–FGR group.

Discussion

Antenatal detection of SGA

Infant weights are key in diagnosing SGA,
but unfortunately, birth weight can only be

accurately measured after delivery.
Therefore, fetal weight estimated by ultraso-
nography is the best choice in identifying
this high-risk condition during the prenatal
period. Currently, there is evidence that the
preferred screening method for SGA neo-
nates is routine third-trimester ultrasonic
fetal biometry,7 and the recommended
GA is 35þ0 to 36þ6 weeks.8 The regular
use of ultrasound examinations three
sequential times in the third trimester
at the Department of Obstetrics and
Gynaecology, Peking University People’s
Hospital exactly covered the recommended
GA for screening, and could be further used
to periodically monitor growth much better
than a one-time only examination. FGR
was mentioned prenatally in 65.85% of the
current SGA cases, which represents a high
detection rate, the same as 73% of respond-
ents in a survey of the Central Association
of Obstetricians Gynaecologists members,9

but was in contrast to other studies
concluding limited benefits of routine ultra-
sound in the third trimester.10

Table 2. Rates and adjusted risk ratios for obstetric and neonatal outcomes in 407 pregnancies resulting in
SGA infants divided into those with or without ultrasound suspicion of FGR.

Variable

SGAþFGR

(n¼ 268)

SGA–FGR

(n¼ 139) aRR (95% CI)

Statistical

significance

Obstetric

Iatrogenic delivery 164/268 (61.19) 57/139 (41.01) 2.03 (1.31, 3.14) P< 0.01

<37 weeks (preterm) 46/164 (27.54) 1/57 (1.75) 10.61 (1.35, 83.62) P< 0.01

Elective caesarean sectiona 111/126 (88.10) 19/43 (67.44) 1.31 (1.05, 1.62) P< 0.01

Iatrogenic delivery for

fetal indications

84/164 (51.22) 25/57 (43.86) 1.58 (0.79, 3.14) NS

Neonatal

Fetal death 12/268 (4.48) 4/139 (2.88) NS

Premature infants (<37 weeks) 51/268 (19.03) 1/139 (0.72) 4.48 (1.29, 15.60) P¼ 0.02

Resuscitation 6/268 (2.24) 8/139 (5.76) 0.22 (0.06, 0.79) P¼ 0.02

Apgar score <10 at 1 min 48/268 (17.91) 20/139 (14.39) 1.50 (0.78, 2.90) NS

Admission to NICU 80/268 (29.85) 20/139 (14.39) 1.47 (0.80, 2.67) NS

Data presented as n (%) prevalence.

SGA, small for gestational age; FGR, fetal growth restriction; aRR, adjusted risk ratio; CI, confidence interval; NICU,

neonatal intensive care unit.
aAs a proportion of total caesarean sections.

NS, no statistically significant risk between-group differences (P> 0.05).
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One reason for low detection rates may be
errors in fetal biometry. Measurement errors
for abdominal circumference, head circum-
ference, and femur length, which can cause
substantial errors in estimated fetal weight,
leading to misclassification of small or
appropriate for gestational age, were
assumed to be 6.93, 5.15, and 1.38 mm
respectively.11 Compared with head circum-
ference and femur length, errors from
abdominal circumference would have the
strongest impact on estimated fetal weight
percentile, and unfortunately, abdominal cir-
cumference measurement has the largest
spread. To minimize these systematic errors
and achieve high reproducibility, standard-
ized ultrasound measurement protocols and
quality control are essential.11 At Peking
University People0s Hospital, all fetuses
undergo general ultrasound examination,
including fetal biometry, by one of three
investigators (YY, ZY, or YL), each with
more than 10 years’ experience in the field
of fetal ultrasound. Once abnormal fetal
growth is suspected, the patient is transferred
to Professor QP, a fetal medicine specialist,
for detailed examination and a decision on
whether antenatal suspicion of FGR should
be reported. The high-quality scan may play
a key role in the high antenatal detection rate
of SGA in the present study.

Obstetric and neonatal outcomes

Higher rates of iatrogenic deliveries were
observed for the SGAþFGR group in the
present study, which is in keeping with the
view that initiation of birth may prevent
the incidence of FGR-related perinatal
morbidities. However, further analysis of
the indications for iatrogenic deliveries
showed that differences in fetal factors
were not statistically significant between
the two study groups, suggesting that
other high-risk medical factors might play
the same important role in the decision of
delivery initiation as prenatal ultrasound

suspicion of FGR. Additionally, 12 fetal

deaths occurred in the SGAþFGR group,

compared with only four in the SGA–FGR

group, although this difference was not sig-

nificant. Thus, both the detection of FGR

and how to manage such pregnancies

during subsequent prenatal care may all

impact on improving perinatal outcomes.4

The present study also found a higher

rate of preterm births in the SGAþFGR

group. There is currently no consensus on

the optimal timing to deliver an FGR fetus.

Emerging data has shown that pregnancy

management under intimate surveillance,

until it was felt that delivery should be con-

sidered without delay, does not lead to

worse perinatal outcomes than early deliv-

ery, but is associated with an improvement

in developmental manifestation at 2 years

of age.12 A suspected FGR fetus without

Doppler abnormalities can be delivered at

39 weeks of gestation.13 In addition to GA,

the potential aetiology of FGR (if known)

and other antenatal clinical findings, such

as abnormal Doppler velocimetry and

amniotic fluid volume, and maternal risk

factors, should also be considered together

in any decision about whether to initiate an

iatrogenic delivery.
Higher rates of preterm birth and elec-

tive caesarean section, together with no sta-

tistically significant differences in fetal

death or admission to the NICU in the pre-

sent study, suggest that the main benefit of

antenatal ultrasound suspicion of FGR to

SGA infant outcomes remains unclear.

Fewer resuscitations in the SGAþFGR

group with no significant differences in

Apgar score at 1 minute suggest that SGA

infants without ultrasound suspicion of

FGR are more likely to face acute non-

reassuring fetal status during labour. A

higher proportion of vaginal delivery was

observed in the SGA–FGR group, which

may have been accompanied by high rates

of fetal distress, although the difference
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between the two groups was not statistically

significant.

Other statements

The present study reported lower propor-

tions of SGA and severe SGA infants

(2.95% and 1.10%, respectively) than

other previously published studies.14 This

may be explained in part by the fact that

only non-anomalous, singleton births at or

after 28 weeks of gestation were included,

and the use of the Chinese reference of

birth-weight percentile for GA may also

have played a role.
Pregnancies with antenatal ultrasound

suspicion of FGR are more likely to have

FGR-related risk factors, particularly pre-

eclampsia. FGR and preeclampsia are both

placenta-mediated disorders, although the

accurate underlying pathophysiology is

not fully understood.15 Preeclampsia coex-

ists in up to one-third of cases with FGR,

and is thought to be a leading cause of

FGR.16 Generally, preeclampsia is classi-

fied as early-onset or late-onset, according

to the GA at onset. Interestingly, there is an

emerging belief that this classification

should be more dependent on the presence

or absence of FGR, rather than GA.17 Once

early-onset FGR is diagnosed, the presence

or absence and severity of maternal hyper-

tensive diseases affects the intervals from

diagnosis to birth and severe perinatal

morbidities.18

In the present study, SGAþFGR preg-

nancies had a lower birth weight, and

greater proportion of severe SGA than

SGA–FGR pregnancies, which may be inter-

preted as the higher the severity of SGA, the

more easily it is detected prenatally.

Limitations and strengths

The results of the present study may be lim-

ited by several factors, including its retro-

spective design and single-centre setting.

Suspicion of FGR was determined only
from third-trimester ultrasound reports,
and the study did not include appropriate
for gestational age infants with suspected
FGR by antenatal ultrasound examination,
which will be similarly important in
evaluating the worth of ultrasound screen-
ing for SGA.

Nevertheless, the study has several
strengths. It adds new evidence to the exist-
ing literature, due to the specificity in China
of commonly prescribing additional ultra-
sounds. Based on the frequent regular use
of ultrasound examinations during the third
trimester, the study found a high propor-
tion of SGA infants who were suspected
to have FGR prenatally. These findings
support the view that use of additional
ultrasounds is beneficial for detecting
SGA during pregnancy.

Conclusions

Regular and sequential use of third-
trimester ultrasound in one teaching hospi-
tal in China showed a satisfactory antenatal
detection rate of FGR among SGA infants.
The higher incidence of iatrogenic deliveries
based on this detection raises questions
about increased preterm birth and elective
caesarean section of SGA infants, but no
obvious improved neonatal outcomes,
except for reduced perinatal resuscitation.
Accordingly, further research is needed to
illuminate thoroughly the effect of regular
use of third-trimester ultrasound examina-
tion on antenatal detection and perinatal
outcomes of small for gestational age
infants.

Declaration of Conflicting Interest

The authors declare that there is no conflict of

interest.

Funding

The authors disclosed receipt of the following

financial support for the research, authorship

Wang et al. 7



and/or publication of this work: This research

received specific grants from two funds: the

Capital’s Funds for Health Improvement and

Research (No. 2018-2-4083) and the Peking

Hygiene Health Technological Achievements

and Appropriate Technology Promotion

Project (No. 2018-TG-78).

ORCID iDs

Yan Wang https://orcid.org/0000-0001-7058-

5727
Guoli Liu https://orcid.org/0000-0001-9475-

7386

References

1. ACOG practice bulletin No. 204 summary:

Fetal growth restriction. Obstet Gynecol

2019; 133: 390–392.
2. Gardosi J, Madurasinghe V, Williams M,

et al. Maternal and fetal risk factors for still-

birth: population based study. BMJ 2013;

346: f108.
3. Unterscheider J, Daly S, Geary MP, et al.

Optimizing the definition of intrauterine

growth restriction: the multicenter prospec-

tive PORTO study. Am J Obstet Gynecol

2013; 208: 290.e1–6.
4. Ego A, Monier I, Skaare K, et al. Antenatal

detection of fetal growth restriction and risk

of stillbirth: population-based case–control

study. Ultrasound Obstet Gynecol 2020; 55:

613–620.
5. Zhu L, Zhang R, Zhang S, et al. Chinese

neonatal birth weight curve for different ges-

tational age. Zhonghua Er Ke Za Zhi 2015;

53: 97–103 [In Chinese, English abstract].
6. Gardosi J, Mul T, Mongelli M, et al.

Analysis of birthweight and gestational age

in antepartum stillbirths. Br J Obstet

Gynaecol 1998; 105: 524–530.
7. Sovio U, White IR, Dacey A, et al.

Screening for fetal growth restriction with

universal third trimester ultrasonography in

nulliparous women in the Pregnancy

Outcome Prediction (POP) study: a

prospective cohort study. Lancet 2015; 386:

2089–2097.
8. Ciobanu A, Khan N, Syngelaki A, et al.

Routine ultrasound at 32 vs 36 weeks’ ges-

tation: prediction of small-for-gestational-

age neonates. Ultrasound Obstet Gynecol

2019; 53: 761–768.
9. Chauhan SP, Dahlke JD, Magann EF, et al.

Isolated intrauterine growth restriction: a

survey of Central Association of

Obstetricians Gynecologists (CAOG) mem-

bers. J Matern Fetal Neonatal Med 2013; 26:

497–502.
10. Bricker L, Mahsud-Dornan S and Dornan

JC. Detection of foetal growth restriction

using third trimester ultrasound. Best Pract

Res Clin Obstet Gynaecol 2009; 23: 833–844.
11. Cavallaro A, Ash ST, Napolitano R, et al.

Quality control of ultrasound for fetal biom-

etry: results from the INTERGROWTH-

21st Project. Ultrasound Obstet Gynecol

2018; 52: 332–339.
12. Lees CC, Marlow N, Van Wassenaer-

Leemhuis A, et al. 2 year neurodevelopmen-

tal and intermediate perinatal outcomes in

infants with very preterm fetal growth

restriction (TRUFFLE): a randomised

trial. Lancet 2015; 385: 2162–2172.
13. Dahlke JD, Mendez-Figueroa H, Maggio L,

et al. Early term versus term delivery in the

management of fetal growth restriction: a

comparison of two protocols. Am J

Perinatol 2015; 32: 523–530.
14. Institute of Obstetricians and

Gynaecologists, Royal College of

Physicians of Ireland and Directorate of

Clinical Strategy and Programmes, Health

Service Executive. Fetal growth restriction -

recognition, diagnosis management. Clinical

practice guideline no. 28, March 2017;

Version 1.1, http://www.hse.ie/eng/services/

publications/clinical-strategyand-programm

es/fetal-growth-restriction.pdf
15. Mar�sál K. Preeclampsia and intrauterine

growth restriction: placental disorders still

not fully understood. J Perinat Med 2017;

45: 775–777.

8 Journal of International Medical Research

https://orcid.org/0000-0001-7058-5727
https://orcid.org/0000-0001-7058-5727
https://orcid.org/0000-0001-7058-5727
https://orcid.org/0000-0001-9475-7386
https://orcid.org/0000-0001-9475-7386
https://orcid.org/0000-0001-9475-7386
http://www.hse.ie/eng/services/publications/clinical-strategyand-programmes/fetal-growth-restriction.pdf
http://www.hse.ie/eng/services/publications/clinical-strategyand-programmes/fetal-growth-restriction.pdf
http://www.hse.ie/eng/services/publications/clinical-strategyand-programmes/fetal-growth-restriction.pdf


16. Tranquilli AL, Dekker G, Magee L, et al.
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.

17. Tay J, Foo L, Masini G, et al. Early and late
preeclampsia are characterized by high
cardiac output, but in the presence of
fetal growth restriction, cardiac output is

low: insights from a prospective study. Am
J Obstet Gynecol 2018; 218: 517.e1–517.e12.

18. Lees C, Marlow N, Arabin B, et al.
Perinatal morbidity and mortality in early-
onset fetal growth restriction: cohort out-
comes of the trial of randomized umbilical
and fetal flow in Europe (TRUFFLE).
Ultrasound Obstet Gynecol 2013; 42:
400–408.

Wang et al. 9


	table-fn1-0300060521989204
	table-fn2-0300060521989204
	table-fn3-0300060521989204
	table-fn4-0300060521989204
	table-fn5-0300060521989204
	table-fn6-0300060521989204
	table-fn7-0300060521989204
	table-fn8-0300060521989204

