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Abstract: Fetuses with an estimated weight (EFW) below the 10th percentile are at risk for adverse
perinatal outcome and clinical management remains a challenge. We examined EFW and cerebro-
placental ratio (CPR) with regard to their predictive capability in the management and outcome of
such cases. Fetuses were first diagnosed as small after 34 weeks of gestation with an actual EFW
below the 10th percentile at our tertiary academic center. We determined the optimum cutoff value
for CPR and EFW in predicting adverse neonatal outcome. Mean gestational age at diagnosis was
36 weeks. One hundred and two cases were included in our study. We determined a CPR of 1.4
and an EFW of 2152 g to be the best cutoff value for predicting adverse fetal outcome, with an area
under the curve (AUC) of 0.65 (95% CI 0.54-0.76); p = 0.009, and 0.76 (95% CI 0.66-0.86); p < 0.0001,
respectively. However, when comparing EFW with CPR, EFW seems to be slightly better in predicting
adverse fetal outcome in our group. While the use of CPR alone for the management of small fetuses
is not sufficient, it is an important additional tool that may be of value in the clinical setting.

Keywords: cerebro-placental ratio; Doppler; estimated fetal weight; fetal growth restriction; neonatal
outcome; placental insufficiency

1. Introduction

Fetal growth restriction (FGR) is associated with preterm delivery and an elevated
risk for unfavorable perinatal and neonatal outcome [1,2]. There are several causes for
FGR, including maternal, fetal and placental [3]. Neonatal morbidity includes asphyxia,
hypoglycemia, hypothermia as well as increased perinatal mortality, along with a higher
risk for operative delivery and neonatal intensive care unit (NICU) admission [2,4-6].
Furthermore, later neurological development may be impaired as well as physical growth
in adulthood [1,2,7,8].

Consequently, optimal clinical management is crucial in timing of the delivery while
minimizing adverse perinatal outcomes. In utero monitoring may include regular ultra-
sound exams with Doppler studies using the cerebro-placental ratio (CPR) [9-11]. CPR is
an indicator of placental function (using the umbilical artery (UA)) and fetal adaptation
to placental insufficiency (using the middle cerebral artery (MCA)) and is calculated as a
ratio between the MCA pulsatility index (PI) and UA PI. A low CPR is a sign of cerebral
redistribution and has been associated with adverse neonatal outcome [1]. Different cut-off
values for CPR have been proposed in the daily clinical routine and it is unclear if an
absolute cut-off value of CPR < 1 or gestational age-related CPR percentiles are a better
predictor of the fetus” well-being [1,12].

Furthermore, several definitions for fetuses with FGR as well as small for gestational
age (SGA) and intrauterine growth restriction (IUGR) are used, with 32 as well as 34 weeks
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of gestation set as a cutoff for late FGR [1,13-15]. Other definitions have been established
by obstetric societies throughout the world, underlying the difficulties in finding a com-
mon and simple definition to distinguish the truly placental-related small fetus [3,16,17].
Recently, definitions for early and late FGR has been accepted based on an international
Delphi consensus. This consensus defined late FGR starting at 32 weeks of gestation by
an EFW or abdominal circumference (AC) below the 3rd percentile, or alternatively by
an EFW or AC below the 10th centile or its flattening across more than 2 centiles, and/or
abnormal CPR or uterine artery PI [13]. This definition has been subsequently also used by
ISUOG, which added that Doppler examinations may be used to distinguish between FGR
and SGA [14].

The objective of our retrospective study was to examine what CPR cutoff value is the
best predictor for perinatal as well as neonatal outcome in small fetuses > 34 weeks of
gestation. In addition, we looked at how it compares together with estimated fetal weight.

2. Materials and Methods
2.1. Study Design

This retrospective single center cohort study was conducted at the Department of Ob-
stetrics and Gynecology, Bern University Hospital, Switzerland. Cases between 2009 and
2016 were identified using our obstetric and neonatal databases. We searched our database
for fetuses with an EFW below the 10th percentile after 34 weeks of gestation. We recorded
ultrasound parameters at first diagnosis of FGR as well as parameters at the last ultrasound
before birth. EFW was calculated using Hadlock IV formula [18]. Prenatal ultrasound and
Doppler studies were conducted with a GE Voluson E8 and E10 (GE Voluson, Zipf, Austria)
equipped with a C2-9, C1-5 MHz, or RM6C transabdominal transducer. Ultrasound exam-
inations were performed or supervised by an expert sonographer, defined as a consultant
with at least three years ultrasound experience. Doppler flow velocity waveforms were
recorded during fetal apnea, and when at least three consecutive waveforms showing a
consistent pattern were obtained, UA and MCA PI were obtained. The high-pass filter was
set at 60-90 Hz. The size of the sample volume was adapted to the vessel diameter. CPR
was calculated using the MCA P1/UA PIL

We recorded maternal and peripartal parameters as well as neonatal outcome. Ma-
ternal parameters included medical and obstetric history including parity, current as well
as prior pregnancy complications, such as gestational diabetes, stillbirth, prior delivery
with a birth weight below the 10th centile, pre-eclampsia, HELLP (hemolysis, elevated
liver enzymes, low platelets) syndrome or other placental pathologies. Categorization of
ethnicity was performed according to the Fetal Medicine Foundation [19,20]. Gestational
hypertension and preeclampsia were defined according to the International Society for the
Study of Hypertension in Pregnancy (ISSHP) [21].

2.2. Inclusion Criteria

We included singleton pregnancies with an EFW below the 10th percentile first di-
agnosed between 34 0/7 and 38 0/7 weeks of gestation, with subsequent delivery at
our hospital.

2.3. Exclusion Criteria

Fetuses with an EFW < 10th percentile and/or pathological ACM or UA Doppler
ultrasound before 34 0/7 or after 38 0/7 week of gestation, congenital anomalies, chro-
mosomal defects, intrauterine infections, antepartum stillbirth, and multiple pregnancies
were excluded.

2.4. Neonatal Outcome

Neonatal outcome included birth weight (BW), head circumference and length, gender,
Apgar score at 5 min, and umbilical artery pH. Neonatal acidosis at birth was defined
as umbilical artery pH below 7.15 and severe acidosis as below 7.0. Data on neonatal
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morbidity included hyperbilirubinemia, neonatal anemia, hypoglycemia, hypothermia,
apnea-bradycardia-syndrome, and respiratory distress syndrome. Duration of NICU
hospitalization was recorded as well.

The value of the CPR and EFW in predicting outcome was calculated dichotomizing
our collective into cases with good and those with adverse outcome. Adverse neonatal
outcome was defined as Apgar < 7 at 5 min, and/or umbilical artery pH < 7.15 and/or
NICU admission (requiring intravenous lines for treatment, additional respiratory support,
additional intensive observation) and/or neonatal morbidity with at least one of the
following criteria: hypoglycemia, hyperbilirubinemia, respiratory distress syndrome (RDS),
apnea-bradycardia and hypothermia.

2.5. Standard Clinical Management

Management of suspected small fetuses in our clinic is mainly based on the severity
of growth restriction, maternal comorbidities (e.g., hypertensive complications), Doppler
findings and cardiotocography (CTG). We usually do not deliver below 37 weeks of
gestation when the feto-placental hemodynamics are compensated, namely, an umbilical
artery PI below the 95th percentile for gestational age and no sign of fetal distress is evident
during CTG-monitoring. If the EFW is above the 5th percentile, then we usually schedule
induction of labor or a Cesarean section around 38 to 39 weeks of gestation, if the EFW is
below the 5th centile then it is a week earlier. During the time our cases were collected
for this study, MCA Doppler was not incorporated within our management practices.
Similarly, we did not use angiogenic information for clinical management purposes.

2.6. Stasticial Analysis

Statistical analysis was performed using GraphPad Prism version 8 for Windows
(GraphPad Software, San Diego, CA, USA, www.graphpad.com). Correlations were
searched by using Spearman rank correlation, while proportions were analyzed by Chi?
test or Fischer’s exact test where appropriate. The Mann-Whitney test was used to analyze
continuous variables. Receiver operating characteristic (ROC) curve analysis was used to
describe the relationship between the sensitivity and false-positive rate for estimated fetal
weight as well for the CPR in predicting adverse neonatal outcome. Statistical significance
was considered achieved when p < 0.05.

3. Results

A total of 128 cases were identified fulfilling the inclusion criteria, with 125 used
for further analysis as three were incorrectly classified as small but actually had an
EFW > 10th percentile. One hundred and five had a recorded CPR in the last ultrasound
before delivery, while 102 had both a recorded CPR as well as EFW and were included in
the final analysis.

3.1. Demographic Data

Demographic and peripartal data are summarized in Table 1. Gestational and pre-
gestational diabetes, hypertension and current pre-eclampsia were found in about 10%
each, respectively. More than half of the women delivered via Cesarean section (CS)
(57.8%). However, in the group with good neonatal outcome, there were fewer CS than
in the adverse neonatal group (49% versus 70%, respectively). As this was a retrospective
study, there was no standardized clinical management.
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Table 1. Demographic and peripartal data.

Variables N (%)
Age (years) 34+68
Ethnicity (white) 86 (84.3%)
Primiparity 60 (58.8%)
Assisted reproductive technology 3(2.9%)
Body mass index (BMI) > 30kg/ m? 5 (4.9%)
Smoking 23 (22.5%)
Pre-gestational and gestational diabetes 12 (11.8%)
Hypertension (chronic and gestational) 12 (11.7%)
Renal disease 2 (2%)
Autoimmune disease 3 (3%)
Prophylactic aspirin intake 8 (7.8%)
Previous PE/HELLP 6 (5.9%)
Prior delivery with BW below the 10th centile and IUFD 2 (1.9%)
Prior delivery with BW below the 10th centile 23 (22.5%)
PE/HELLP in current pregnancy 10 (9.8%)
GA at birth (weeks + days) 376 +11.3
Delivery > 37 weeks of gestation 71 (70%)
Mode of delivery
Spontaneous vaginal delivery 34 (33.3%)
Instrumental vaginal delivery 9 (8.8%)
Cesarean section 59 (57.8%)
Predicted /confirmed BW below 10th percentile 90 (88%)
Birth weight (g) 2281 + 388

Data are presented as n (%) or mean =+ standard deviation, unless stated otherwise. BW, birth weight; PE,
preeclampsia; HELLP, hemolysis, elevated liver enzymes, low platelets; SGA, small for gestational age; IUGR,
intrauterine growth retardation; IUFD, intrauterine fetal death; GA, gestational age.

3.2. Ultrasound Parameters

Mean gestational age at diagnosis was 36 weeks of gestation. The mean CPR was
1.5 at the last ultrasound examination before birth. The mean time interval between last
ultrasound and delivery was 3.3 days. Overall, 88% of our cases had an EFW below
the 3rd percentile (therefore also fulfilling the actual definition of late FGR [14]), while 9
cases (8.8%) had an EFW > 3rd and < 10th centile for gestational age. Five of those nine
cases had a diagnosis of late flattening. Further ultrasound parameters before delivery are
summarized in Table 2.

Table 2. Parameters at last ultrasound before delivery.

Variables N (%)

GA at diagnosis (weeks + days) 36.0+1.1
GA at last ultrasound before delivery (weeks £ days) 370+ 14
EFW (g) 2209 + 366

EFW < 3rd percentile 90 (88%)

EFW < 10th and > 3rd percentile 9 (8.8%)

EFW > 10th percentile 3(2.9%)

CPR at last ultrasound before delivery 1.53+05
Middle cerebral artery PI 144 £0.3

Umbilical artery PI 1.0£03

Time interval between last ultrasound and delivery (days) 331+34

Data are presented as n (%) or mean =+ standard deviation, unless stated otherwise. GA, gestational age; EFW,
estimated fetal weight; CPR, cerebro-placental ratio; PI, pulsatility index.

3.3. Neonatal Outcome

Neonatal outcomes are summarized in Table 3. Adverse fetal outcome was defined
as described above. Forty-three cases had an adverse neonatal outcome. Of those, 56%
were preterm deliveries below 37 weeks of gestation. Approximately 88% of cases in each
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of the two groups were predicted and postnatally confirmed as small for gestational age.
The most frequent morbidities were hypoglycemia, hyperbilirubinemia and respiratory
distress syndrome. Overall, 79% of cases in the adverse outcome group were hospitalized
in the NICU for a median of 10 days (range 0 to 88 days).

Table 3. Adverse and good neonatal outcome.

Adverse Outcome

Good Outcome

Variables N = 43 N = 59 p Value
GA at last ultrasound (weeks + days) 36.1 + 8.8 374+ 85 <0.001
Time interval last ultrasound to delivery (days) 24128 40+£3.6 0.017
CPR at last ultrasound 1.4 (0.49) 1.6 (0.48) 0.014
GA at delivery (weeks + days) 36.6 + 10.0 384 +9.6 <0.001
Preterm delivery (<37 weeks) 24 (56%) 7 (12%) <0.001
Female gender 21 (49%) 36 (61%) 0.23
Birth weight (g) 2059 + 361 2443 + 325 <0.001
Birth weight percentile groups (FGR)
<3rd centile 22 (51%) 26 (44%)
<10th and >3rd percentile 17 (40%) 28 (47%)
>10th percentile 4 (9.3%) 5 (8.5%)
Predicted / confirmed birth weight < 10th percentile 38 (88%) 52 (88%) 1.00
Mode of delivery
Spontaneous vaginal delivery 9 (21%) 25 (42%) 0.033
Instrumental vaginal delivery 4(9.3%) 5 (8.5%) 1.00
Cesarean section 30 (70%) 29 (49%) 0.044
Arterial cord pH
pH<7.15 6 (14%) 0 (0.00%) 0.005
Apgar at 5 min <7 3 (7.0%) 0 (0.00%) 0.07
NICU admission 34 (79%) 0 (0.00%) <0.001
Duration of NICU hospitalization 10 (0-88) * 0
Neonatal morbidity (overall) 32 (74%) 0 (0.00%) <0.001
Hypoglycemia 15 (35%) 0 (0.00%) <0.001
Hyperbilirubinemia 13 (30%) 0 (0.00%) <0.001
Respiratory distress syndrome 8 (19%) 0 (0.00%) <0.001
Apnea-bradycardia 7 (16%) 0 (0.00%) 0.002
Hypothermia 2 (4.7%) 0 (0.00%) 0.18

Data are presented as n (%) or mean =+ standard deviation, unless stated otherwise; * range. GA, gestational age; CPR, cerebro-placental
ratio; FGR, fetal growth restriction; NICU, neonatal intensive care unit.

3.4. CPR Cutoff Value and EFW

As expected, CPR and EFW differed significantly between the two groups (good and
adverse outcome) and were correlated significantly (r = 0.23, p = 0.02). Therefore, we were
able to calculate ROC curves for CPR and EFW, with an AUC of 0.65 (95% CI 0.54-0.76) for
CPR and 0.76 (95% CI 0.66-0.86) for EFW, respectively, as shown in Figure 1a,b.

As shown in Figures 2 and 3, CPR < 1.4 seems to be the best discriminator between
good and adverse outcome in our cohort. Similarly, a low EFW (<2152 g) is significantly
related to adverse fetal outcome. Both CPR and EFW are good predictors for adverse fetal
outcome, however, EFW < 2152 g (OR 7.8, 95% CI 3.3-19.74; p < 0.0001) shows higher odds
compared to CPR < 1.4 (OR 2.9, 95% CI 1.23-6.72; p < 0.01).

To correct for gestational age and as suggested in a previous study on CPR, we
transformed CPR absolute values into multiple of median (MoM) values. However, we did
not see any differences in our results after transformation into CPR MoM values [22]. For
those nine cases with an EFW between >3rd and <10th centile, CPR was at 1.78 &= 0.1 MoM.
Furthermore, the MCA PI was 1.46 £ 0.27. These cases did not fulfill the newer concept of
defining late FGR. However, five of them showed a growth projection with crossing centiles.
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Figure 1. Receiver-operating characteristics (ROC) curves for performance in predicting adverse neonatal outcome using (a)
CPR (AUC 0.65, 95% CI 0.54-0.76, p = 0.009); and (b) EFW (AUC 0.76, 95% CI 0.66-0.86, p < 0.000).
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Figure 2. Correlation between cerebro-placental ratio (CPR) and estimated fetal weight (EFW) for
neonates with good and adverse outcomes. Black dots represent cases with adverse fetal outcome,
white dots show cases with good fetal outcome.

3.5. Umbilical Artery PI

UA PI > 95th percentile was present in 7/43 (16%) cases with adverse outcome and in
4/59 (7%) cases with good fetal outcome. In those cases with adverse outcome, all seven
had a CPR < 1.4 and five cases also had an EFW < 2152 g. All four cases with a good
outcome had a CPR < 1.4 and only three cases had an EFW < 2152 g as well. None of our
cases had absent or reverse end-diastolic flow in the umbilical artery.
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Figure 3. Classification of groups according to cerebro-placental ratio (CPR) and estimated fetal
weight (EFW), irrespective of outcome. Numbers shown in % on the right are adverse fetal outcomes
for each group. For example, in the group with a CPR < 1.4 and EFW < 2152 g, 19/27 (70.4%) cases
had an adverse fetal outcome.

4. Discussion

Our study confirms that the EFW and the CPR are able to distinguish between good
and adverse neonatal outcome in pregnancies complicated by placental insufficiency
> 34 weeks of gestation. Indeed, a CPR of <1.4 and an EFW of <2152 g significantly
differentiate between both groups. The combination of these parameters, which are both
easily measurable during fetal surveillance, shows a better performance than using just
one single parameter. The highest incidence of neonates fulfilling our criteria for adverse
outcome were found in the group with CPR < 1.4 and EFW < 2152 g. In this group, almost
three-quarter of cases had an adverse outcome while only 11.1% were found in the group
with a CPR > 1.4 and EFW > 2152 g.

Several randomized studies have examined early fetal growth restriction below
34 weeks of gestation. Most prominently, the TRUFFLE study for outcome in early FGR
fetuses recommends monitoring using CTG and arterial and venous fetal Doppler stud-
ies [5]. Based on the results from the TRUFFLE as well as GRIT trials, clinical diagnosis and
a management algorithm for early and severe FGR has been proposed. However, neither
the TRUFFLE nor the GRIT trial used MCA and CPR as a parameter for management
of early FGR, but instead focused on Doppler flow in the ductus venosus and UA, as
well the short-term variability calculated by computerized CTG evaluation in addition to
gestational age [5,23]. The various instruments that are used to monitor fetal wellbeing
reflect the different phenotypes of early and late FGR fetuses and their different adaptive
strategies on the underlying placental dysfunction.

A recent meta-analysis suggests a benefit in using CPR to predict adverse outcome
in FGR, however, without suggesting a CPR cutoff value [7]. Factors that might affect
these Doppler measurements were examined as well: low CPR is associated with low
maternal BMI, ethnicity (white), in-vitro fertilization, smoking, chronic hypertension, pre-
gestational diabetes type I, and nulliparity, while CPR is higher in multiparous women [24].
However, there is insufficient data regarding management for late FGR. The DIGITAT trial
was planned to investigate the neonatal outcome of FGR after 36 weeks of gestation, and
suggests that expectant management with increased fetal monitoring is not superior to
induction of labor [25]. Our detection rate of small for gestational age neonates was better
compared to that of the DIGITAT trial, however, our selected study cohort was assessed
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retrospectively based on our inclusion criteria. Another recent prospective observational
study examined cerebral Doppler changes in FGR and was able to show that cerebral
Doppler changes before delivery are associated with adverse short-term neonatal outcome
in FGR as well [26].

The classic flattening of the fetal growth dynamics was one of the most important
features of our cases. Moreover, in most cases placental pathologic results were available
and in 37.3% of our cases the placental weight was also below the 10th percentile. Therefore,
our study population is not comparable to a population selected by a screening setting
were the fetus is seen only once. Indeed, the incidence of small neonates in the DIGITAT
study was 65%. This methodologic difference may explain why our calculated CPR cutoff
is higher than other published values. Moreover, none of our cases had a UA PI above the
95th percentile. This is also a major difference compared to many studies dealing with late
FGR and CPR [1,12,27]. However, our results are in line with a recently published study,
confirming that gestational age as well as birth weight are good predictors of adverse
neonatal outcome and that cerebral blood flow seems to play an important role [26]. In
addition, recent guidelines established CPR as a complementary parameter for managing
late FGR [13]. In contrast, uterine artery Doppler does not seem to play an important
enough role in managing late FGR, as both of these aforementioned studies have shown.
Therefore, we have not included uterine artery Doppler in our analysis, even though it is
part of our routine ultrasound examination for FGR.

One weakness of our study is its retrospective character and a relatively small sample
size. This is also due to our selective cohort where we specifically looked at fetuses with
pre-selected EFW. Placental insufficiency as a main cause for FGR was predominant in our
cohort. However, compared with the TRUFFLE study, maternal hypertensive complications
were relatively low in our cohort [5]. Furthermore, when we started our study, the definition
of “late FGR” was not yet set as it is today. We determined our inclusion criteria and FGR
definition based on the expert review of DeVore [1]. Therefore, we defined and included
“late FGR” cases with an EFW below the 10th percentile and a gestational age > 34 weeks
and 0 days as opposed to the Delphi consensus using 32 weeks and 0 days of gestation
and an EFW (or abdominal circumference) < 3rd centile [13]. However, most of our cases
do already fulfill even the newer proposed criteria for “late FGR” as a high percentage
of our fetuses had an EFW < 3rd centile and notably, were also small at delivery. Our
results are also in accordance with a recently published bigger study using similar inclusion
criteria [26]. Of note, the positive predictive value of a SGA neonate using the 10th centile in
our center was 90/102 (88%) which is significantly higher than in the previously mentioned,
much bigger study [28]. Molina et al. compared both strategies by prenatally defining a
small fetus using the Delphi consensus versus an EFW < 10th centile. Their conclusion
was that the new consensus definition detects fewer cases of neonatal SGA than does the
definition based on an EFW < 10th centile, but is associated with a slight improvement in
predicting adverse neonatal outcome [28].

In conclusion, it is important to detect small fetuses in the third trimester and define
parameters for delivery indication to minimize adverse perinatal outcomes. A combination
of EFW and CPR, using our cutoff value of 2152 g and 1.4, respectively, might help in
determining the optimum time for delivery in order to minimize neonatal morbidity for
fetuses with an EFW < 10th percentile > 34 weeks of gestation. Estimated fetal weight as
well as gestational age seem to be the most important criteria for clinical management of
FGR. Further prospective studies are needed to confirm our results, which would also take
neurodevelopmental outcomes of children exposed to placental insufficiency during fetal
life into account, another important factor regarding long-term morbidity [12,29,30].

Author Contributions: Conceptualization, ].A.Z., L.R. and D.S.; methodology, ].A.Z., L.R. and D.S;
formal analysis, ].A.Z., M.D., R.G. and L.R,; investigation, M.D., ].A.Z. and L.R; data curation, ].A.Z.,
M.D., R.G. and L.R.; writing—original draft preparation, J.A.Z., M.D. and L.R.; writing—review and
editing, ].A.Z. and L.R.; visualization, ].A.Z., M.D. and L.R,; project administration, ].A.Z., L.R. and
D.S. All authors have read and agreed to the published version of the manuscript.



Reprod. Med. 2021, 2 10

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by the Ethics Committee the Canton of Bern (Basec-Nr.
2016-00415, approval date 28 April 2016).

Informed Consent Statement: Patient consent was waived as it is a retrospective study without
risks to the participants, evaluating and improving current clinical management.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy reasons.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.

S

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

DeVore, G.R. The importance of the cerebroplacental ratio in the evaluation of fetal well-being in SGA and AGA fetuses. Am. |.
Obstet. Gynecol. 2015, 213, 5-15. [CrossRef] [PubMed]

Figueras, F.; Savchev, S.; Triunfo, S.; Crovetto, F.; Gratacos, E. An integrated model with classification criteria to predict small-
for-gestational-age fetuses at risk of adverse perinatal outcome. Ultrasound Obstet. Gynecol. 2015, 45, 279-285. [CrossRef]
[PubMed]

ACOG Practice bulletin no. 134: Fetal growth restriction. Obstet. Gynecol. 2013, 121, 1122-1133. [CrossRef] [PubMed]

Garite, T.].; Clark, R.; Thorp, J.A. Intrauterine growth restriction increases morbidity and mortality among premature neonates.
Am. |. Obstet. Gynecol. 2004, 191, 481-487. [CrossRef]

Lees, C.; Marlow, N.; Arabin, B.; Bilardo, C.M.; Brezinka, C.; Derks, J.B.; Duvekot, J.; Frusca, T.; Diemert, A.; Ferrazzi, E.; et al.
Perinatal morbidity and mortality in early-onset fetal growth restriction: Cohort outcomes of the trial of randomized umbilical
and fetal flow in Europe (TRUFFLE). Ultrasound Obstet. Gynecol. 2013, 42, 400-408. [CrossRef]

Bouchet, N.; Gayet-Ageron, A.; Lumbreras Areta, M.; Pfister, R.E.; de Tejada, B.M. Avoiding late preterm deliveries to reduce
neonatal complications: An 11-year cohort study. BMC Pregnancy Childbirth 2018, 18, 17. [CrossRef]

Conde-Agudelo, A.; Villar, J.; Kennedy, S.H.; Papageorghiou, A.T. Predictive accuracy of cerebroplacental ratio for adverse peri-
natal and neurodevelopmental outcomes in suspected fetal growth restriction: Systematic review and meta-analysis. Ultrasound
Obstet. Gynecol. 2018, 52, 430—441. [CrossRef]

Cruz-Martinez, R.; Figueras, F.,; Hernandez-Andrade, E.; Oros, D.; Gratacos, E. Fetal brain Doppler to predict cesarean delivery
for nonreassuring fetal status in term small-for-gestational-age fetuses. Obstet. Gynecol. 2011, 117, 618-626. [CrossRef]

Khalil, A.; Morales-Rosello, J.; Khan, N.; Nath, M.; Agarwal, P; Bhide, A.; Papageorghiou, A.; Thilaganathan, B. Is cerebroplacental
ratio a marker of impaired fetal growth velocity and adverse pregnancy outcome? Am. |. Obstet. Gynecol. 2017, 216, 606.e1-606.e10.
[CrossRef]

Khalil, A.A.; Morales-Rosello, J.; Elsaddig, M.; Khan, N.; Papageorghiou, A.; Bhide, A.; Thilaganathan, B. The association between
fetal Doppler and admission to neonatal unit at term. Am. J. Obstet. Gynecol. 2015, 213, 57.e1-57.e7. [CrossRef]

Morales-Rosello, ].; Khalil, A. Fetal cerebroplacental ratio and adverse perinatal outcome. J. Perinat. Med. 2016, 44, 355. [CrossRef]
[PubMed]

Flood, K.; Unterscheider, J.; Daly, S.; Geary, M.P.; Kennelly, M.M.; McAuliffe, EM.; O’'Donoghue, K.; Hunter, A.; Morrison, J.J.;
Burke, G.; et al. The role of brain sparing in the prediction of adverse outcomes in intrauterine growth restriction: Results of the
multicenter PORTO Study. Am. J. Obstet. Gynecol. 2014, 211, 288.e1-288.e5. [CrossRef] [PubMed]

Gordijn, S.J.; Beune, LM.; Thilaganathan, B.; Papageorghiou, A.; Baschat, A.A.; Baker, PN.; Silver, R.M.; Wynia, K.; Ganzevoort,
W. Consensus definition of fetal growth restriction: A Delphi procedure. Ultrasound Obstet. Gynecol. 2016, 48, 333-339. [CrossRef]
[PubMed]

Lees, C.C.; Stampalija, T.; Baschat, A.; da Silva Costa, E; Ferrazzi, E.; Figueras, E; Hecher, K.; Kingdom, J.; Poon, L.C.; Salomon,
L.J.; et al. ISUOG Practice Guidelines: Diagnosis and management of small-for-gestational-age fetus and fetal growth restriction.
Ultrasound Obstet. Gynecol. 2020, 56, 298-312. [CrossRef] [PubMed]

Figueras, F.; Gratacds, E. Update on the diagnosis and classification of fetal growth restriction and proposal of a stage-based
management protocol. Fetal Diagn. Ther. 2014, 36, 86-98. [CrossRef] [PubMed]

RCOG. The Investigation and Management of the Small-for-Gestational-Age Fetus (Green-Top Guideline No. 31); Royal College of
Obstetricians and Gynaecologists: London, UK, 2013.

Kehl, S.; Dotsch, J.; Hecher, K.; Schlembach, D.; Schmitz, D.; Stepan, H.; Gembruch, U. Intrauterine Growth Restriction. Guideline
of the German Society of Gynecology and Obstetrics (S2k-Level, AWMEF Registry No. 015/080, October 2016). Geburtshilfe
Frauenheilkd 2017, 77, 1157-1173. [CrossRef]

Hadlock, FP; Harrist, R.B.; Sharman, R.S.; Deter, R.L.; Park, S.K. Estimation of fetal weight with the use of head, body, and femur
measurements—a prospective study. Am. J. Obstet. Gynecol. 1985, 151, 333-337. [CrossRef]

Kagan, K.O.; Wright, D.; Maiz, N.; Pandeva, I.; Nicolaides, K.H. Screening for trisomy 18 by maternal age, fetal nuchal translucency,
free beta-human chorionic gonadotropin and pregnancy-associated plasma protein-A. Ultrasound Obstet. Gynecol. 2008, 32,
488-492. [CrossRef]


http://doi.org/10.1016/j.ajog.2015.05.024
http://www.ncbi.nlm.nih.gov/pubmed/26113227
http://doi.org/10.1002/uog.14714
http://www.ncbi.nlm.nih.gov/pubmed/25358519
http://doi.org/10.1097/01.AOG.0000429658.85846.f9
http://www.ncbi.nlm.nih.gov/pubmed/23635765
http://doi.org/10.1016/j.ajog.2004.01.036
http://doi.org/10.1002/uog.13190
http://doi.org/10.1186/s12884-017-1650-8
http://doi.org/10.1002/uog.19117
http://doi.org/10.1097/AOG.0b013e31820b0884
http://doi.org/10.1016/j.ajog.2017.02.005
http://doi.org/10.1016/j.ajog.2014.10.013
http://doi.org/10.1515/jpm-2016-0040
http://www.ncbi.nlm.nih.gov/pubmed/27092646
http://doi.org/10.1016/j.ajog.2014.05.008
http://www.ncbi.nlm.nih.gov/pubmed/24813969
http://doi.org/10.1002/uog.15884
http://www.ncbi.nlm.nih.gov/pubmed/26909664
http://doi.org/10.1002/uog.22134
http://www.ncbi.nlm.nih.gov/pubmed/32738107
http://doi.org/10.1159/000357592
http://www.ncbi.nlm.nih.gov/pubmed/24457811
http://doi.org/10.1055/s-0043-118908
http://doi.org/10.1016/0002-9378(85)90298-4
http://doi.org/10.1002/uog.6123

Reprod. Med. 2021, 2 11

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.
30.

Kagan, K.O.; Wright, D.; Spencer, K.; Molina, FES.; Nicolaides, K.H. First-trimester screening for trisomy 21 by free beta-
human chorionic gonadotropin and pregnancy-associated plasma protein-A: Impact of maternal and pregnancy characteristics.
Ultrasound Obstet. Gynecol. 2008, 31, 493-502. [CrossRef]

Brown, M.A.; Magee, L.A.; Kenny, L.C.; Karumanchi, S.A.; McCarthy, EP,; Saito, S.; Hall, D.R.; Warren, C.E.; Adoyi, G.; Ishaku, S.
The hypertensive disorders of pregnancy: ISSHP classification, diagnosis & management recommendations for international
practice. Pregnancy Hypertens. 2018, 13, 291-310.

Morales-Rosello, J.; Khalil, A.; Morlando, M.; Bhide, A.; Papageorghiou, A.; Thilaganathan, B. Poor neonatal acid-base status in
term fetuses with low cerebroplacental ratio. Ultrasound Obstet. Gynecol. 2015, 45, 156-161. [CrossRef] [PubMed]

GRIT Study Group. A randomised trial of timed delivery for the compromised preterm fetus: Short term outcomes and Bayesian
interpretation. BJOG 2003, 110, 27-32. [CrossRef]

Ciobanu, A.; Wright, A.; Syngelaki, A.; Wright, D.; Akolekar, R.; Nicolaides, K.H. Fetal Medicine Foundation reference ranges for
umbilical artery and middle cerebral artery pulsatility index and cerebroplacental ratio. Ultrasound Obstet. Gynecol. 2019, 53,
465-472. [CrossRef] [PubMed]

Boers, K.E.; Vijgen, S.M.; Bijlenga, D.; van der Post, J.A.; Bekedam, D.].; Kwee, A.; van der Salm, P.C.; van Pampus, M.G.;
Spaanderman, M.E.; de Boer, K.; et al. Induction versus expectant monitoring for intrauterine growth restriction at term:
Randomised equivalence trial (DIGITAT). BM] 2010, 341, c7087. [CrossRef]

Stampalija, T.; Thornton, J.; Marlow, N.; Napolitano, R.; Bhide, A.; Pickles, T.; Bilardo, C.M.; Gordijn, S.]J.; Gyselaers, W.; Valensise,
H.; et al. Fetal cerebral Doppler changes and outcome in late preterm fetal growth restriction: Prospective cohort study. Ultrasound
Obstet. Gynecol. 2020, 56, 173-181. [CrossRef]

Morales-Rosello, ].; Khalil, A.; Morlando, M.; Papageorghiou, A.; Bhide, A.; Thilaganathan, B. Changes in fetal Doppler indices as
a marker of failure to reach growth potential at term. Ultrasound Obstet. Gynecol. 2014, 43, 303-310. [CrossRef]

Molina, L.C.G.; Odibo, L.; Zientara, S.; Obican, S.G.; Rodriguez, A.; Stout, M.; Odibo, A.O. Validation of Delphi procedure
consensus criteria for defining fetal growth restriction. Ultrasound Obstet. Gynecol. 2020, 56, 61-66. [CrossRef]

Baschat, A.A. Neurodevelopment after fetal growth restriction. Fetal Diagn. Ther. 2014, 36, 136—142. [CrossRef]

Murray, E.; Fernandes, M.; Fazel, M.; Kennedy, S.H.; Villar, J.; Stein, A. Differential effect of intrauterine growth restriction on
childhood neurodevelopment: A systematic review. BJOG 2015, 122, 1062-1072. [CrossRef]


http://doi.org/10.1002/uog.5332
http://doi.org/10.1002/uog.14647
http://www.ncbi.nlm.nih.gov/pubmed/25123254
http://doi.org/10.1046/j.1471-0528.2003.02014.x
http://doi.org/10.1002/uog.20157
http://www.ncbi.nlm.nih.gov/pubmed/30353583
http://doi.org/10.1136/bmj.c7087
http://doi.org/10.1002/uog.22125
http://doi.org/10.1002/uog.13319
http://doi.org/10.1002/uog.20854
http://doi.org/10.1159/000353631
http://doi.org/10.1111/1471-0528.13435

	Introduction 
	Materials and Methods 
	Study Design 
	Inclusion Criteria 
	Exclusion Criteria 
	Neonatal Outcome 
	Standard Clinical Management 
	Stasticial Analysis 

	Results 
	Demographic Data 
	Ultrasound Parameters 
	Neonatal Outcome 
	CPR Cutoff Value and EFW 
	Umbilical Artery PI 

	Discussion 
	References

