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ABSTRACT

The remaining placental reserve capacity at term plays a deci-

sive role in the perinatal morbidity of mother and child. Con-

sidering advances made in the field of fetal monitoring, the

routine examination methods currently used at term or late

term may be insufficient to detect subclinical placental dys-

function (PD). The aim of this study is to offer an up-to-date,

narrative review of the literature in the context of detecting

PD at term using complementary ultrasound markers and bio-

markers. Parameters of fetomaternal Doppler ultrasound and

fetal cardiac function, as well as (anti-)angiogenic factors in

maternal serum are potential PD markers. These may help

identify patients that may benefit from an elective, early in-

duction of labor at term, thereby potentially reducing mor-

bidity and mortality. However, their value in terms of the op-

timal date of delivery must first be determined in randomized

controlled trials on a large number of cases.

ZUSAMMENFASSUNG

Die verbleibende plazentare Reserve am Entbindungstermin

ist entscheidend für die perinatale Morbidität von Kind und

Mutter. Angesichts des Fortschritts im Bereich der fetalen

Überwachung sind die bislang routinemäßig eingesetzten Un-

tersuchungstechniken am Termin bzw. in der Terminüber-

schreitung womöglich unzureichend, wenn es um die Detek-

tion der subklinischen plazentaren Dysfunktion (PD) geht. Ziel

dieser Arbeit ist es, eine aktuelle, narrative Literaturübersicht

im Kontext der PD-Detektion am Termin mittels komplemen-

tärer US- bzw. Biomarker zu geben. Zu den potenziellen PD-

Markern zählen Parameter der fetomaternalen Doppler-Sono-

grafie bzw. fetalen kardialen Funktion sowie (anti-)angiogene

Faktoren im Serum der Mutter. Diese könnten eine Rolle spie-

len, wenn es um die verbesserte Selektion derjenigen Patien-

tinnen geht, bei denen eine elektive, frühzeitige Geburtsein-

leitung am Entbindungstermin womöglich zur Reduktion der

perinatalen Morbidität und Mortalität führt. Ihren Stellenwert

bezogen auf die Frage des idealen Entbindungszeitpunkts gilt

es jedoch vorerst in randomisiert-kontrollierten Studien mit

großer Fallzahl zu klären.
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Induction of Labor
More than one third of all pregnant women in Germany give birth
after their estimated delivery date [1]. The placental reserve ca-
pacity determines whether the supply of the fetus at term is ade-
quate. Placental dysfunction (PD) is often the cause of intrauter-
ine fetal death (IUFD) as well as intrapartal fetal hypoxia, which is
associated with serious complications such as asphyxia and hypox-
ic encephalopathy [2]. The uterine contractions that occur during
labor and the subsequent compression of the uterine blood ves-
sels physiologically reduces the uteroplacental perfusion by up to
60% [3]. Hence, the prenatal placental function is pivotal when it
comes to the adequate fetal response to this natural stress situa-
tion. In other words: PD increases the risk of neonatal (5-min Ap-
gar < 7, low umbilical cord arterial pH) and maternal (surgical de-
livery due to fetal distress, as shown by a pathological CTG or
pathological fetal blood analysis) morbidity.

In some pregnancies at term, intrapartal hypoxia may result as
a consequence of unforeseeable acute events such as uterine rup-
ture, umbilical cord prolapse or placental abruption. However,
most cases occur due to the gradual decline of the fetusʼ ability
to tolerate the delivery process [4]. Up to 60% of fetuses that de-
velop an oxygen deficiency during labor did not exhibit any prior
apparent prenatal risk factors [5]. It is likely that in these pregnan-
cies, a subclinical PD is present before the onset of uterine con-
tractions, even though the underlying processes are not yet fully
understood [4].

In light of the technical advances in the field of fetal monitor-
ing, the routine examination methods currently used at term and
the “classic” PD markers such as amniotic fluid volume, estimated
fetal weight (EFW) and fetal heart rate patterns (FHR) may be in-
sufficient to adequately assess placental function. While an oligo-
hydramnios (single deepest pocket < 2 cm [6]), a low estimated
fetal weight (EFW) and an abdominal circumference (AC) between
the 3rd and 10th percentile (SGA: small for gestational age [7]) or
below the 3rd percentile (FGR: fetal growth restriction [7]), as well
as pathological changes of the fetal heart rate patterns (according
to FIGO [8,9]) are all pivotal for the diagnosis of a PD, the concen-
tration on solely these parameters bears the risk of overlooking an
inapparent PD which may potentially effect perinatal outcome. In
addition to this, there are theoretical limitations in the pathophys-
iological climax of the PD (oligohydramnios – due to insufficient
fetal renal circulation – as a typical late sign of PD) [10,11], tech-
nical limitations due to the limited reproducibility and predictive
power of cardiotocography (CTG) [8,12–14] as well as – with re-
gard to the EFW – a reinterpretation of FGR independent of cut-
off values (meaning, a FGR and thus, a PD may also occur at an
EFW > 10th percentile) [7] and the “ideal” birth weight percentile
[15].

The aim of this study is to offer an up-to-date, narrative review
of the literature in the context of detecting PD at term using com-
plementary markers. Parameters of fetomaternal Doppler ultra-
sound and fetal cardiac function as well as (anti-)angiogenic fac-
tors in maternal serum are potential PD markers. These parame-
ters should be assessed based on the added diagnostic and pre-
dictive value they provide, particularly in relation to the optimal
induction of labor date for low-risk populations. In this context,
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the goal is to evaluate the potential with regard to an improved
selection from the collective of pregnant women at term that
may benefit from an elective induction of labor through the re-
duction of perinatal morbidity and mortality.
Optimal Date for Induction of Labor?
The results of a large randomized controlled trial concerning the
clinical benefit of induction of labor at term (ARRIVE study: A Ran-
domized Trial of Induction Versus Expectant Management) indi-
cate that in primipara without relevant risk factors an elective in-
duction of labor from 39 + 0 weeks of gestation (WG) may lower
the caesarean section rate without negatively influencing the
perinatal outcome [16]. Furthermore, a recent study of a large
number of cases (n = 53843) was able to demonstrate that the
elective induction of labor from 39 + 0WG did not seem to have
an influence on the childʼs school performance at an age of 8 years
[17]. Recently, an increased rate of IUFD could be observed when
exceeding the delivery date and prolongating beyond 41 + 0WG
(SWEPIS study: SWEdish Post-term Induction Study), although
methodological limitations – particularly those concerning the
heterogeneity of the study population – need to be considered
[18]. Moreover, a non-inferiority study published in the same year
could not support these results concerning the benefit of induc-
tion of labor in 41 + 0WG with regard to the perinatal mortality
(INDEX study: Induction of labor at 41 weeks versus expectant
management until 42 weeks) [19]. Based on these results, it can-
not be directly concluded that exceeding the delivery date should
generally be avoided and an induction of labor at 39 + 0WG
favored, in accordance with the ARRIVE study. It does, however,
raise the question to what extent the “offer” of induction of labor
at 41 + 0WG, that is recommended in the national guidelines,
should not only be an offer to pregnant women, but rather a med-
ical recommendation based on these data [20]. Furthermore, a
current Cochrane review on the question of induction of labor
from 37 + 0WG in a low-risk population (n = 34 randomized con-
trolled trials of > 21000 pregnant patients in total) showed that a
significant reduction of perinatal mortality (0.4 vs. 3 deaths per
1000) can be achieved with induction of labor from 37 + 0WG
when compared to conservative management. The induced pop-
ulation demonstrated a lower caesarean section rate without an
increase in the operative vaginal delivery rate and was also associ-
ated with fewer transfers to the neonatal intensive care unit
(NICU) [21]. In contrast, however, a current epidemiological study
of 39199 viviparous children (singleton pregnancies) between
37 + 0–41 + 0WG examined their neurocognitive development at
the age of 8 months, 4 and 7 years – stratified by the WG at deliv-
ery. Here, a progress in gestational weeks up until 41 + 0WG was
associated with a significant increase in neurocognitive develop-
ment scores [22].
Definition “at Term”

A temporal subdivision of “term” into early (37 + 0–38 + 6WG),
full (39 + 0–40 + 6WG) and late term (41 + 0–41 + 6WG), as is
suggested by Spong and colleagues, seems essential considering
the variations of perinatal mortality between these time periods
et al. New Markers for… Geburtsh Frauenheilk 2022; 82: 719–726 | © 2022. The author(s).
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▶ Fig. 1 Schematic depiction of the term-dependent morbidity and mortality risk (early, full and late term). A potential “term screening” (con-
sisting of fetomaternal Doppler, fetal cardiac function, antiangiogenic factors) could aid in better assessing the APO risk of low-risk pregnant
women and thus inducing labor at the right point in time.
[23]. Worth mentioning here are two significant epidemiological
studies that examined perinatal mortality (pre-, intra- and post-
partal) at term: Based on a population of 700878 singleton preg-
nancies between 37 + 0 and 43 + 0WG, Smith et al. observed the
lowest statistical risk for perinatal death at 38 + 0WG (1.8/1000),
with a continual increase up to 41 + 0WG (3.8/1000). Beyond
that, the mortality risk for the fetus significantly increases to 5.4/
1000 (42 + 0) and 9.3/1000 (43 + 0) [24]. In contrast to this, a re-
cent meta-analysis by Muglu et al. (n = 15000000 pregnancies)
merely observed a significant risk increase beyond 41 + 0WG
(3.18/1000). Between 37 + 0 (0.11/1000) and 41 + 0WG, it re-
mained constant [25].

▶ Fig. 1 depicts a schematic and simplified overview of the
term-dependent morbidity and mortality risk (early, full and late)
in the form of a traffic light. Considering the typical perinatologi-
cal PD situations such as late-onset SGA/FGR, preeclampsia (PE)/
hypertensive disorders of pregnancy and insulin-dependent (ges-
tational) diabetes, the gestational age limits beyond which an in-
duction of labor should be strived for seem evident (late-onset
FGR: 37 + 0WG, late-onset SGA: 38 + 0–40 + 0WG, late-onset PE:
37 + 0WG, iGDM: 40 + 0WG) [20]. In the high-risk population, the
sensitive phase of late term (“red traffic light”) – with regard to
perinatal morbidity and mortality – is either naturally not reached
or the gestational age limit not surpassed.

But what about the low-risk pregnant women that may have a
PD independent of EFW, CTG and amniotic fluid volume? Based
on current information, a conservative approach should be cho-
sen in the early term phase, however, at the very latest since the
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ARRIVE study, a larger scope of action considering the possibilities
of induction of labor vs. conservative management is permissive
during the full term phase. To better assess the perinatal risk of
the aforementioned low-risk pregnancies and to avoid exceeding
the due date on the basis of reliable, predictive markers for a PD-
associated adverse perinatal outcome (APO), a “term screening”
allowing the selection of cases with inapparent PD for induction
of labor at full term (39 + 0WG) would be optimal. In the follow-
ing, the value and evidence supporting the use of fetomaternal
Doppler ultrasound, fetal cardiac function indices and (anti-)an-
giogenic placental factors (sFlt-1, PlGF) as potential “screening
tools” of the future shall be highlighted.
Fetomaternal Doppler Ultrasound
Investigations concerning the role of uterine Doppler ultrasound
in the third trimester in the low-risk population (appropriate for
gestational age – AGA: EFW ≥ 10th percentile) demonstrate a
clear association with uteroplacental dysfunction in the form of
an increased uterine vascular resistance (mean uterine artery pul-
satility index: mUtA‑PI > 95th percentile) and fetal cerebral blood
flow redistribution, known as brain-sparing [26]. Furthermore, an
increased mUtA‑PI seems to be associated with a higher perinatal
mortality regardless of the EFW, and therefore plays a relevant
role in the context of prediction of perinatal mortality in addition
to the EFW and the cerebroplacental ratio (CPR: PI of the middle
cerebral artery [MCA]/PI of the umbilical artery [UA]) (▶ Fig. 2)
[27].
721thor(s).
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▶ Fig. 2 Overview of the fetomaternal Doppler indices, the relevant ratios (CPR, UCR, CPUR) and their pathophysiological significance in case
of anomalies. CPR: cerebroplacental ratio, UCR: umbilicocerebral ratio, CPUR: cerebroplacental-uterine ratio, UA: umbilical artery, MCA: middle
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Retro- as well as prospective studies on a large number of cases
have described a correlation between a low CPR and an APO – in-
dependent of EFW [28–35]. Systematic meta-analyses confirmed
the association between low CPR and APO in the low-risk popula-
tion, although the predictive power of CPR was low with an overall
low APO prediction rate [36,37]. Furthermore, the optimal CPR
cut-off value in defining pathology is unclear (< 5th percentile,
< 10th percentile, < 20th percentile, multiple of the median
[MoM], < 1.1) and the results of previous studies are to be inter-
preted with regard to the time of CPR measurement and the study
population [36,38]. In a recent study involving n = 2052 patients,
Ortiz et al. was able to demonstrate that the risk for an emergency
surgical delivery in the case of late-term delivery only significantly
increased beyond 41 + 0WG with a CPR < 10th percentile in the
AGA population (39% vs. 20%; p = 0.001) [39]. The much-dis-
cussed use of the inverse CPR (umbilicocerebral ratio: UCR =
UA‑PI/MCA‑PI) (▶ Fig. 2) instead of the CPR shall not be covered
in detail at this point. The inversion of the CPR has a verifiably sig-
nificant effect on the distribution and interpretation of the result-
ing UCR variables [40]. At first, the use of the UCR instead of the
CPR seems problematic considering the extensively available liter-
ature concerning the CPR. Nonetheless, data from the TRUFFLE 2
feasibility study showed that in the late-onset FGR population, the
UCR had a significant correlation with an APO and the usage of the
UCR (instead of the CPR) is mathematically justified due to the
fact that pathological UCR values reach into infinity while patho-
logical CPR values move asymptotically towards 0 [41].

The idea of integrating the maternal side of the placenta into
the Doppler-ultrasound-based APO risk assessment and the de-
scription of the fetal condition gave rise to the first studies that
highlight the role of the cerebro-placental-uterine ratio (CPUR =
722 Graupner O
CPR/mUtA‑PI) (▶ Fig. 2) in high- and low-risk populations [42–
44]. In a population of n = 347 patients, Macdonald et al. was able
to show for the first time that the CPUR had the strongest associ-
ation with indicators for a late mild placental insufficiency and pre-
dicted more cases of FGR (BW < 3rd percentile) compared to the
CPR and/or mUtA‑PI by itself [42]. A multicenter prospective study
showed that in the low-risk population (n = 804) at term, too,
there was a six-fold increase in the rate of emergency surgical de-
livery due to intrapartal fetal distress as well as a higher rate of APO
in cases with a CPUR < 10th percentile, even though the predictive
power of the CPUR was moderate at best [43]. Morales-Rosello et
al., however, could not determine an added predictive value of the
CPUR with regard to APO when compared to the CPR in the low-
risk population between 34 + 0–41 + 0WG (n = 891) [44].

The currently available results concerning fetomaternal Dopp-
ler ultrasound in the low-risk population (AGA fetuses) and its as-
sociation with an APO, in particular in late-term cases, raise the
question of whether abnormal Doppler indices can or even should
be cause for clinical consequences (even in the case of physiolog-
ical amniotic fluid volume and CTG). Taking into account the cur-
rent data around the added value of induction of labor in the low-
risk population at term or late term [16–18], anomalies in the es-
tablished fetomaternal Doppler indices should give rise to the
consideration of whether the recommended offer of induction of
labor at 41 + 0 [20] in the S3 guideline should be a recommen-
dation instead of an offer. At the very least, the authors believe
that – if the fetomaternal Doppler ultrasound is properly used as
part of the fetal monitoring in the low-risk population – an appro-
priate patient education and a participative form of decision-mak-
ing should be employed when deciding on the timing of induction
of labor during the late-term period.
et al. New Markers for… Geburtsh Frauenheilk 2022; 82: 719–726 | © 2022. The author(s).



Biomarkers – (Anti-)angiogenic Factors
Within the context of PE diagnostics, the sFlt-1/PlGF ratio has be-
come a fixed component for diagnosis and an integral part of the
national and international guidelines [45–48]. However, none of
the randomized-controlled trials addressing the question of pre-
dicting (and improving) perinatal outcomes have to date eval-
uated the sFlt-1/PlGF ratio in pregnancies with PD (PE, FGR). The
increasing tendency to use placental biomarkers to predict an
APO in the PD population is reflected in recent work that ob-
served an association between greatly elevated sFlt-1/PlGF levels
(> 655 in < 34 + 0WG, > 201 in ≥ 34 + 0WG) and an APO or a
shortened time interval till delivery due to perinatal complications
[49].

Preliminary work examining the value of (anti-)angiogenic fac-
tors in an unselected and low-risk near term population identified
the potential of placental biomarkers to predict an APO. In a pro-
spective (non-blinded) study (n = 795), Fiolna et al. analyzed the
value of sFlt-1/PlGF determination (linked with the CPR and ma-
ternal risk factors) 24 h prior to induction of labor ≥ 37 + 0WG.
The authors did not find any added value using sFlt-1/PlGF with
regard to the prediction of APO compared to only using maternal
risk factors (+/− CPR). Nevertheless, a decreased PIGF serum level
was significantly associated with an APO [50]. Another prospec-
tive blinded study (n = 207) of a low-risk population went through
weekly PIGF and CPR measurements from 36 + 0WG onwards.
The aim of the study was to examine the predictive power of both
PDmarkers relating to the indication for emergency surgical deliv-
ery due to intrapartal fetal distress. Bligh et al. were able to show
that the combination of CPR and PlGF had a high predictive value
in predicting emergency surgical delivery (sensitivity 100%, spec-
ificity 86%, false positive rate 14%). There was, however, no signif-
icant difference in the predictive power of CPR alone vs. the com-
bination of CPR + PIGF [51]. Another prospective study of a late-
term population (n = 426) determined that a PIGF < 5th percentile
and sFlt-1/PlGF > 95th percentile was associated with a signifi-
cantly shorter time interval until delivery (1.4 vs. 2.2 days) and
used these results to generate reference values and sFlt-1 and
PlGF percentile cut-offs for low-risk populations at > 40 + 0WG
[52]. The same study group conducted a prospective blinded
study to assess the incidence of a PD-associated APO depending
on the level of sFlt-1/PlGF. The authors reported significantly low-
er PlGF serum levels in the APO group [53]. These results support
the hypothesis that, even in the low-risk population, PIGF can be
seen as a general marker for placental health, and its role in the
prediction and reduction of PD-associated APO as a result of syn-
cytiotrophoblastic stress should be evaluated further in random-
ized controlled trials [51,53].
Fetal Cardiac Function
The fetal circulatory system is characterized by the adaptation of
blood volume as needed in hypoxemic phases as a result of utero-
placental malperfusion. In these phases, there is a regulatory in-
crease in blood flow to the adrenal glands, the brain and the myo-
cardium [11]. This raises the question of the extent to which fetal
cardiac function and cerebral perfusion are related in PD cases
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(measured by sonography) (▶ Fig. 3). The redistribution of the
cardiac output (CO), among other things (such as chemorecep-
tors), is responsible for the brain-sparing effect observed in times
of fetal hypoxia [54,55]. Echocardiographic examinations of hyp-
oxic fetuses have shown that an increased cerebral perfusion is as-
sociated with a shift of the CO to favor the left ventricle (LV) [56,
57]. The cerebral blood flow redistribution and vasodilation leads
to a decrease in the LV afterload, while the arterial vasoconstric-
tion of the blood vessels of the lower body half increases the after-
load of the right ventricle (RV) [58,59]. With an increasing degree
of intrauterine hypoxia, however, these cardiac compensatory
mechanisms are exhausted, resulting in a decrease of the CO [60].

In a prospective observational study (n = 270) with patients at
> 36 + 0WG, Alsolai et al. first examined the value of fetal cardiac
function for predicting APO in a low-risk population. AGA fetuses
that required an emergency surgical delivery due to intrapartal
distress exhibited a lower LVCO, a higher RVCO and a lower CPR
prenatally (measured within 2 weeks prior to delivery). Further-
more, the CPR and LVCO were significantly decreased in cases
with an APO, and a positive correlation could be found between
the LVCO and CPR [54].

In a follow-up study of the same study group, which examined
further cardiac function indices and their association with APO or
cerebroplacental Doppler indices, a correlation between the CPR
or MCA‑PI and the global left/right ventricular peak systolic strain
(GLVPSS/GRVPSS), measured using the two-dimensional speckle
tracking echocardiography (2D‑STE), was shown [55]. 2D‑STE is a
technique for measuring fetal myocardial function independent of
the angle of insonation. It is based on an image-to-image analysis
that tracks the movement of so-called “speckles” within the myo-
cardium and allows to assess systolic myocardial deformation
(strain) during the cardiac cycle. The analysis is performed using
a four-chamber view, usually offline in the form of a post-pro-
cessing technique [61] (▶ Fig. 3). In the aforementioned study by
Alsolai et al., the GLVPSS and GRVPSS values positively correlated
with the CPR and MCA PI values. The strain measurement reflects
the mechanics of myocardial movement, so that the correlation of
cerebroplacental Doppler and the strain suggests a subtle fetal
cardiac dysfunction at the time of cerebral blood flow distribu-
tion. However, this correlation, as associated with the need for
emergency surgical delivery, could only be observed for GLVPSS
and the CPR [55].

These results suggest that, in the context of a PD, the sono-
graphically measurable cardiac function and the cerebral perfu-
sion of the fetus are linked (▶ Fig. 3). In addition, there appears
to be an association of subclinical fetal cardiac dysfunction with
APO. This may potentially allow to stratify the low-risk population
into pre- and intrapartal risk according to cardiac function mea-
surements. The technical limitations of the cardiac function anal-
ysis due to factors such as fetal heart size, higher heart rates and
motion artefacts, however, continue to present barriers to repro-
ducibility. Therefore, the measured results and their clinical inter-
pretation should be viewed critically [61]. Another limitation that
must be considered at this point is the variability of strain anoma-
lies: longitudinal strain values from SGA/FGR fetuses with a mani-
fest PD have beenmeasured as similar to, elevated and > 95th per-
centile when compared to AGA fetuses [62,63]. At this point in
723thor(s).
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time, the evidence required to confirm the added value of cardiac
function analysis for predicting an APO, compared to the estab-
lished fetal Doppler ultrasound, is lacking. Another question that
has not yet been answered is whether the observed cardiac phe-
nomena in PD cases are the result of adaptation and compensa-
tion or of impending decompensation of the fetus.
Ongoing Randomized Controlled Trials
One currently ongoing randomized controlled trial examining the
role of (early term) PD screening in the low-risk population is the
PROMISE trial. In the PROMISE trial (predicting intrapartum fetal
compromise at term using the cerebroplacental ratio and
placental growth factor levels), low-risk pregnant patients be-
tween 34 + 0 and 36 + 6WG were randomized and assigned to
two groups. Group 1 (the intervention group) was screened for
PD (by CPR and PlGF) between 37 + 0–38 + 0WG. Positive screen
result patients (and thus high-risk patients: CPR < 20th percentile
and PlGF < 33rd percentile) were then induced within 7 days. Neg-
ative screen result patients received standard care. Group 2 (con-
trol group) was not screened for PD but received standard care.
The primary endpoint of the trial is to examine the effect of intro-
ducing an early term PD screening test (CPR + PlGF) to detect in-
trapartal fetal impairment for the purpose of reducing APO
(emergency caesarean section, severe acidosis, 5-minute Apgar
score ≤ 5 or perinatal death) [4]. The RATIO37 trial, performed by
the Figueras study group, is also focusing on the area of early term
PD screening. Among other things, its aim is to determine
724 Graupner O
whether induction of labor from 37 + 0WG based on CPR as the
sole indicator of a PD can improve the perinatal outcome in the
low-risk population [62]. Before clinical decisions (especially those
concerning the sensitive early term phase) are made on the basis
of Doppler ultrasound and/or (anti-)angiogenic PD markers, the
results of these above-named randomized controlled trials should
be awaited and considered.
Summary
The remaining placental reserve capacity at term plays a decisive
role in the perinatal morbidity of mother and child. Considering
advances made in the field of fetal monitoring, the routine exami-
nation methods currently used at term or during the late-term pe-
riod (CTG/amniotic fluid volume) may be insufficient to detect
placental dysfunction (PD). Both established and new fetomater-
nal ultrasound parameters as well as (anti-)angiogenic factors
may be helpful to detect subclinical PD (EFW > 10th percentile,
normal CTG/amniotic fluid volume). To envisage “term screening”
as a viable option, the general medical requirements for screening
(prevalence, sensitivity/specificity, means of intervention) includ-
ing the health policy and financial aspects (general availability, ef-
ficient cost-benefit analysis, low risk) need to be considered. For
now, however, the value of these PD markers in the low-risk pop-
ulation in terms of the optimal delivery date needs to be exam-
ined in randomized controlled trials on a large number of cases.
et al. New Markers for… Geburtsh Frauenheilk 2022; 82: 719–726 | © 2022. The author(s).



Conflict of Interest
Graup
The authors declare that they have no conflict of interest.
References

[1] IQTIG. Bundesauswertung der Qualitätsindikatoren Geburtshilfe 2016.
IQTIG – Institut für Qualitätssicherung und Transparenz im Gesundheits-
wesen, 2017. Accessed March 06, 2022 at: https://iqtig.org/downloads/
auswertung/2016/16n1gebh/QSKH_16n1GEBH_2016_BUAW_V02_
2017-07–12.pdf

[2] Turner JM, Mitchell MD, Kumar SS. The physiology of intrapartum fetal
compromise at term. Am J Obstet Gynecol 2020; 222: 17–26.
doi:10.1016/j.ajog.2019.07.032

[3] Janbu T, Nesheim BI. Uterine artery blood velocities during contractions
in pregnancy and labour related to intrauterine pressure. Br J Obstet
Gynaecol 1987; 94: 1150–1155. doi:10.1111/j.1471-0528.1987.
tb02314.x

[4] Sherrell H, Clifton V, Kumar S. Predicting intrapartum fetal compromise
at term using the cerebroplacental ratio and placental growth factor
levels (PROMISE) study: randomised controlled trial protocol. BMJ Open
2018; 8: e022567. doi:10.1136/bmjopen-2018-022567

[5] Low JA, Pickersgill H, Killen H et al. The prediction and prevention of in-
trapartum fetal asphyxia in term pregnancies. Am J Obstet Gynecol
2001; 184: 724–730. doi:10.1067/mob.2001.111720

[6] Kehl S, Schelkle A, Thomas A et al. Single deepest vertical pocket or
amniotic fluid index as evaluation test for predicting adverse pregnancy
outcome (SAFE trial): a multicenter, open-label, randomized controlled
trial. Ultrasound Obstet Gynecol 2016; 47: 674–679. doi:10.1002/
uog.14924

[7] Lees CC, Stampalija T, Baschat A et al. ISUOG Practice Guidelines: diag-
nosis and management of small-for-gestational-age fetus and fetal
growth restriction. Ultrasound Obstet Gynecol 2020; 56: 298–312.
doi:10.1002/uog.22134

[8] Grivell RM, Alfirevic Z, Gyte GM et al. Antenatal cardiotocography for fe-
tal assessment. Cochrane Database Syst Rev 2015; 2015 (9): CD007863.
doi:10.1002/14651858.CD007863.pub4

[9] Ayres-de-Campos D, Spong CY, Chandraharan E; FIGO Intrapartum Fetal
Monitoring Expert Consensus Panel. FIGO consensus guidelines on intra-
partum fetal monitoring: Cardiotocography. Int J Gynaecol Obstet 2015;
131: 13–24. doi:10.1016/j.ijgo.2015.06.020

[10] Baschat AA. Neurodevelopment following fetal growth restriction and
its relationship with antepartum parameters of placental dysfunction.
Ultrasound Obstet Gynecol 2011; 37: 501–514. doi:10.1002/uog.9008

[11] Kiserud T. Physiology of the fetal circulation. Semin Fetal Neonatal Med
2005; 10: 493–503. doi:10.1016/j.siny.2005.08.007

[12] Devane D, Lalor JG, Daly S et al. Cardiotocography versus intermittent
auscultation of fetal heart on admission to labour ward for assessment
of fetal wellbeing. Cochrane Database Syst Rev 2012; (2): CD005122.
doi:10.1002/14651858.CD005122.pub4

[13] Pinas A, Chandraharan E. Continuous cardiotocography during labour:
Analysis, classification and management. Best Pract Res Clin Obstet
Gynaecol 2016; 30: 33–47. doi:10.1016/j.bpobgyn.2015.03.022

[14] Ayres-de-Campos D, Bernardes J, Costa-Pereira A et al. Inconsistencies in
classification by experts of cardiotocograms and subsequent clinical de-
cision. Br J Obstet Gynaecol 1999; 106: 1307–1310. doi:10.1111/j.1471-
0528.1999.tb08187.x

[15] Vasak B, Koenen SV, Koster MP et al. Human fetal growth is constrained
below optimal for perinatal survival. Ultrasound Obstet Gynecol 2015;
45: 162–167. doi:10.1002/uog.14644
ner O et al. New Markers for… Geburtsh Frauenheilk 2022; 82: 719–726 |© 2022. The au
[16] GrobmanWA, Rice MM, Reddy UM et al.; Eunice Kennedy Shriver Nation-
al Institute of Child Health and Human Development Maternal–Fetal
Medicine Units Network. Labor Induction versus Expectant Management
in Low-Risk Nulliparous Women. N Engl J Med 2018; 379: 513–523.
doi:10.1056/NEJMoa1800566

[17] Yisma E, Mol BW, Lynch JW et al. Elective labor induction vs. expectant
management of pregnant women at term and childrenʼs educational
outcomes at 8 years of age. Ultrasound Obstet Gynecol 2021; 58: 99–
104. doi:10.1002/uog.23141

[18] Wennerholm UB, Saltvedt S, Wessberg A et al. Induction of labour at
41 weeks versus expectant management and induction of labour at
42 weeks (SWEdish Post-term Induction Study, SWEPIS): multicentre,
open label, randomised, superiority trial. BMJ 2019; 367: l6131.
doi:10.1136/bmj.l6131

[19] Keulen JK, Bruinsma A, Kortekaas JC et al. Induction of labour at 41 weeks
versus expectant management until 42 weeks (INDEX): multicentre, ran-
domised non-inferiority trial. BMJ 2019; 364: l344. doi:10.1136/bmj.
l344

[20] Kehl S, Hösli I, Pecks U et al. Induction of Labour. Guideline of the DGGG,
OEGGG and SGGG (S2k, AWMF Registry No. 015–088, December 2020).
Geburtshilfe Frauenheilkd 2021; 81: 870–895

[21] Middleton P, Shepherd E, Morris J et al. Induction of labour at or beyond
37 weeksʼ gestation. Cochrane Database Syst Rev 2020; (7): CD004945.
doi:10.1002/14651858.CD004945.pub5

[22] Gleason JL, Gilman SE, Sundaram R et al. Gestational age at term delivery
and childrenʼs neurocognitive development. Int J Epidemiol 2021; 50:
1814–1823. doi:10.1093/ije/dyab134

[23] Spong CY. Defining “term” pregnancy: recommendations from the De-
fining “Term” Pregnancy Workgroup. JAMA 2013; 309: 2445–2446.
doi:10.1001/jama.2013.6235

[24] Smith GC. Life-table analysis of the risk of perinatal death at term and
post term in singleton pregnancies. Am J Obstet Gynecol 2001; 184:
489–496. doi:10.1067/mob.2001.109735

[25] Muglu J, Rather H, Arroyo-Manzano D et al. Risks of stillbirth and neona-
tal death with advancing gestation at term: A systematic review and
meta-analysis of cohort studies of 15 million pregnancies. PLoS Med
2019; 16: e1002838. doi:10.1371/journal.pmed.1002838

[26] Khalil A, Morales-Roselló J, Townsend R et al. Value of third-trimester
cerebroplacental ratio and uterine artery Doppler indices as predictors
of stillbirth and perinatal loss. Ultrasound Obstet Gynecol 2016; 47:
74–80. doi:10.1002/uog.15729

[27] Monaghan C, Binder J, Thilaganathan B et al. Perinatal loss at term: role
of uteroplacental and fetal Doppler assessment. Ultrasound Obstet
Gynecol 2018; 52: 72–77. doi:10.1002/uog.17500

[28] Khalil AA,Morales-Rosello J, MorlandoM et al. Is fetal cerebroplacental ra-
tio an independent predictor of intrapartum fetal compromise and neo-
natal unit admission? Am J Obstet Gynecol 2015; 213: 54.e1–54.e10.
doi:10.1016/j.ajog.2014.10.024

[29] Khalil A, Morales-Rosello J, Khan N et al. Is cerebroplacental ratio a
marker of impaired fetal growth velocity and adverse pregnancy out-
come? Am J Obstet Gynecol 2017; 216: 606.e1–606.e10. doi:10.1016/
j.ajog.2017.02.005

[30] Morales-Roselló J, Khalil A, Morlando M et al. Poor neonatal acid-base
status in term fetuses with low cerebroplacental ratio. Ultrasound
Obstet Gynecol 2015; 45: 156–161. doi:10.1002/uog.14647

[31] Sirico A, Diemert A, Glosemeyer P et al. Prediction of adverse perinatal
outcome by cerebroplacental ratio adjusted for estimated fetal weight.
Ultrasound Obstet Gynecol 2018; 51: 381–386. doi:10.1002/uog.17458

[32] Akolekar R, Ciobanu A, Zingler E et al. Routine assessment of cerebropla-
cental ratio at 35–37 weeksʼ gestation in the prediction of adverse peri-
natal outcome. Am J Obstet Gynecol 2019; 221: 65.e1–65.e18.
doi:10.1016/j.ajog.2019.03.002
725thor(s).



GebFra Science | Review
[33] Fiolna M, Kostiv V, Anthoulakis C et al. Prediction of adverse perinatal
outcome by cerebroplacental ratio in women undergoing induction of
labor. Ultrasound Obstet Gynecol 2019; 53: 473–480. doi:10.1002/
uog.20173

[34] Bligh LN, Alsolai AA, Greer RM et al. Cerebroplacental ratio thresholds
measured within 2 weeks before birth and risk of Cesarean section for
intrapartum fetal compromise and adverse neonatal outcome. Ultra-
sound Obstet Gynecol 2018; 52: 340–346. doi:10.1002/uog.17542

[35] Prior T, Mullins E, Bennett P et al. Prediction of intrapartum fetal com-
promise using the cerebroumbilical ratio: a prospective observational
study. Am J Obstet Gynecol 2013; 208: 124.e1–124.e6. doi:10.1016/j.
ajog.2012.11.016

[36] Vollgraff Heidweiller-Schreurs CA, De Boer MA, Heymans MW et al.
Prognostic accuracy of cerebroplacental ratio and middle cerebral artery
Doppler for adverse perinatal outcome: systematic review and meta-
analysis. Ultrasound Obstet Gynecol 2018; 51: 313–322. doi:10.1002/
uog.18809

[37] Dunn L, Sherrell H, Kumar S. Review: Systematic review of the utility of
the fetal cerebroplacental ratio measured at term for the prediction of
adverse perinatal outcome. Placenta 2017; 54: 68–75. doi:10.1016/j.
placenta.2017.02.006

[38] DeVore GR. The importance of the cerebroplacental ratio in the evalua-
tion of fetal well-being in SGA and AGA fetuses. Am J Obstet Gynecol
2015; 213: 5–15. doi:10.1016/j.ajog.2015.05.024

[39] Ortiz JU, Graupner O, Karge A et al. Does gestational age at term play a
role in the association between cerebroplacental ratio and operative de-
livery for intrapartum fetal compromise? Acta Obstet Gynecol Scand
2021; 100: 1910–1916. doi:10.1111/aogs.14222

[40] Kalafat E, Khalil A. Umbilicocerebral ratio: potential implications of in-
versing the cerebroplacental ratio. Ultrasound Obstet Gynecol 2020;
56: 159–162. doi:10.1002/uog.21985

[41] Stampalija T, Thornton J, Marlow N et al.; TRUFFLE‑2 Group. Fetal cere-
bral Doppler changes and outcome in late preterm fetal growth restric-
tion: prospective cohort study. Ultrasound Obstet Gynecol 2020; 56:
173–181. doi:10.1002/uog.22125

[42] MacDonald TM, Hui L, Robinson AJ et al. Cerebral-placental-uterine ratio
as novel predictor of late fetal growth restriction: prospective cohort
study. Ultrasound Obstet Gynecol 2019; 54: 367–375. doi:10.1002/
uog.20150

[43] DallʼAsta A, Ghi T, Rizzo G et al. VP54.04: Cerebral-placental uterine ratio
assessment in early labour in low-risk term pregnancy and prediction of
adverse outcome: prospective multicentre study. Ultrasound Obstet
Gynecol 2020; 56 (Suppl. 1): 57–378

[44] Morales-Roselló J, Buongiorno S, Loscalzo G et al. Does Uterine Doppler
Add Information to the Cerebroplacental Ratio for the Prediction of Ad-
verse Perinatal Outcome at the End of Pregnancy? Fetal Diagn Ther
2020; 47: 34–44. doi:10.1159/000499483

[45] Stepan H, Herraiz I, Schlembach D et al. Implementation of the sFlt-1/
PlGF ratio for prediction and diagnosis of pre-eclampsia in singleton
pregnancy: implications for clinical practice. Ultrasound Obstet Gynecol
2015; 45: 241–246. doi:10.1002/uog.14799

[46] Brown MA, Magee LA, Kenny LC et al.; International Society for the Study
of Hypertension in Pregnancy (ISSHP). Hypertensive Disorders of Preg-
nancy: ISSHP Classification, Diagnosis, and Management Recommenda-
tions for International Practice. Hypertension 2018; 72: 24–43.
doi:10.1161/HYPERTENSIONAHA.117.10803

[47] Stepan H, Hund M, Andraczek T. Combining Biomarkers to Predict
Pregnancy Complications and Redefine Preeclampsia: The Angiogenic-
Placental Syndrome. Hypertension 2020; 75: 918–926. doi:10.1161/
HYPERTENSIONAHA.119.13763

[48] German Society of Obstetrics and Gynecology (DGGG); Austrian Society
of Obstetrics and Gynecology (OEGG); Swiss Society of Obstetrics and
726 Graupner O
Gynecology (SGGG). Guidelines for Hypertensive Disorders in Preg-
nancy. Diagnosis and therapy. Updated May 2019. Accessed March 06,
2022 at: https://www.awmf.org/leitlinien/detail/ll/015-018.html

[49] Graupner O, Enzensberger C. Prediction of Adverse Pregnancy Outcome
Related to Placental Dysfunction Using the sFlt-1/PlGF Ratio: A Narrative
Review. Geburtshilfe Frauenheilkd 2021; 81: 948–954. doi:10.1055/a-
1403-2576

[50] Fiolna M, Machuca M, Karampitsakos T et al. Prediction of adverse peri-
natal outcome by serum placental growth factor and soluble fms-like
tyrosine kinase-1 in women undergoing induction of labor. Ultrasound
Obstet Gynecol 2019; 54: 604–608. doi:10.1002/uog.20853

[51] Bligh LN, Alsolai AA, Greer RM et al. Prelabor screening for intrapartum
fetal compromise in low-risk pregnancies at term: cerebroplacental ratio
and placental growth factor. Ultrasound Obstet Gynecol 2018; 52: 750–
756. doi:10.1002/uog.18981

[52] Mitlid-Mork B, Bowe S, Gran JM et al. Maternal placental growth factor
and soluble fms-like tyrosine kinase-1 reference ranges in post-term
pregnancies: A prospective observational study. PLoS One 2020; 15:
e0240473. doi:10.1371/journal.pone.0240473

[53] Bowe S, Mitlid-Mork B, Georgieva A et al. The association between
placenta-associated circulating biomarkers and composite adverse de-
livery outcome of a likely placental cause in healthy post-date pregnan-
cies. Acta Obstet Gynecol Scand 2021; 100: 1893–1901. doi:10.1111/
aogs.14223

[54] Alsolai AA, Bligh LN, Greer RM et al. Relationship of prelabor fetal cardiac
function with intrapartum fetal compromise and neonatal status at
term. Ultrasound Obstet Gynecol 2018; 51: 799–805. doi:10.1002/
uog.17552

[55] Alsolai AA, Bligh LN, Greer RM et al. Correlation between fetoplacental
Doppler indices and measurements of cardiac function in term fetuses.
Ultrasound Obstet Gynecol 2019; 53: 358–366. doi:10.1002/uog.19056

[56] Wladimiroff JW, Tonge HM, Stewart PA. Doppler ultrasound assessment
of cerebral blood flow in the human fetus. Br J Obstet Gynaecol 1986; 93:
471–475

[57] Fouron JC, Skoll A, Sonesson SE et al. Relationship between flow through
the fetal aortic isthmus and cerebral oxygenation during acute placental
circulatory insufficiency in ovine fetuses. Am J Obstet Gynecol 1999; 181
(5 Pt 1): 1102–1107. doi:10.1016/s0002-9378(99)70089-x

[58] al-Ghazali W, Chita SK, Chapman MG et al. Evidence of redistribution of
cardiac output in asymmetrical growth retardation. Br J Obstet Gynaecol
1989; 96: 697–704. doi:10.1111/j.1471-0528.1989.tb03285.x

[59] Rizzo G, Arduini D, Romanini C. Doppler echocardiographic assessment
of fetal cardiac function. Ultrasound Obstet Gynecol 1992; 2: 434–445.
doi:10.1046/j.1469-0705.1992.02060434.x

[60] Hutter D, Kingdom J, Jaeggi E. Causes and mechanisms of intrauterine
hypoxia and its impact on the fetal cardiovascular system: a review. Int
J Pediatr 2010; 2010: 401323. doi:10.1155/2010/401323

[61] Graupner O, Enzensberger C. Kardiale Funktionsanalyse beim Feten:
Schritt für Schritt. Gynäkologe 2022; 55: 7–13. doi:10.1007/s00129-
021-04889-z

[62] van Oostrum NHM, Derks K, van der Woude DAA et al. Two-dimensional
Speckle tracking echocardiography in Fetal Growth Restriction: a sys-
tematic review. Eur J Obstet Gynecol Reprod Biol 2020; 254: 87–94.
doi:10.1016/j.ejogrb.2020.08.052

[63] Graupner O, Ried C, Wildner NK et al. Myocardial deformation analysis in
late-onset small-for-gestational-age and growth-restricted fetuses using
two-dimensional speckle tracking echocardiography: a prospective co-
hort study. J Perinat Med 2021. doi:10.1515/jpm-2021-0162

[64] Figueras F, Gratacos E, Rial M et al. Revealed versus concealed criteria for
placental insufficiency in an unselected obstetric population in late
pregnancy (RATIO37): randomised controlled trial study protocol. BMJ
Open 2017; 7: e014835. doi:10.1136/bmjopen-2016-014835
et al. New Markers for… Geburtsh Frauenheilk 2022; 82: 719–726 | © 2022. The author(s).


