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ABSTRACT Top drei Definitionen

Objective: To evaluate opinions among Irish obstetricians and obstetric trainees regarding the optimal
definition, assessment and management of pregnancies affected by intrauterine growth restriction
(IUGR).
Study design: An anonymous, structured, web-based survey that comprised 14 questions was sent to 200
obstetricians and obstetric trainees in Ireland.
Results: Of the 113 participants (57% response rate), the majority (50%) were consultants, with over 10
years' clinical experience (46%), who worked in large maternity units (58%) with neonatal units
providing care for preterm IUGR fetuses (94%). Eighty-three clinicians (74%) agreed that an estimated
fetal weight (EFW) below the 10th centile constitutes small-for-gestational age (SGA). The majority
n=93: 82%) would deliver the ALE petween 0 and 39 week gestation. In total the [VE\
yielded 30 different IUGR definitions; the top three definitions were (i) an EFW below the 5th centile
(n=18; 16%), (i1) an EFW below the 10th centile with oligohydramnios and abnormal umbilical artery,

(UA) Doppler (n=16; 14%), and (iii) an EFW below the 10th centile (n=12; 11%). In the evaluation of the

preterm IUGR fetus with abnormal UA Doppler, the assessment of amniotic fluid volume, middle cerebral
artery, ductus venosus, cardiotocograph (CTG)and biophysical profiling was performed in 74%, 60%, 60%,
54% and 52% respectively. The majority of clinicians applied three or more assessment modalities and
60% referred to a maternal-fetal medicine (MFM) subspecialist. Interestingly, even among MFM
subspecialists there was no common consistent management approach. Most doctors (81%) would
deliver the IUGR fetus for CTG abnormalities but MFM subspecialists more commonly deliver on the
basis of absent end-diastolic flow in the UA alone (37% vs. 10%; p = 0.006). Two-thirds of doctors (n = 74)
would implement customised growth charts if they became available for their population and over 80%
thought that a national guideline on IUGR would be beneficial.
Conclusion: The results of this survey confirm the inconsistencies surrounding the clinical management
of IUGR pregnancies and highlight the need for standardisation of terminology and antenatal
surveillance, implementation of fetal weight customisation and national guidance for Ireland.

@ 2013 Elsevier Ireland Ltd. All rights reserved.




. [UGR bei dem
der Fetus sein ¢ .

Wachsumspotential nicht errreicht hat.

o Fetal growth restriction (FGR)

oWill be used as a general term to describe fetuses with EFW <10" centile
o Small-for-gestational age (SGA) or isolated FGR
oWill be used to describe a physiologically small fetus (ie EFW<10" centile, normal
amniotic fluid volume and normal umbilical artery Doppler)
o Intrauterine growth restriction (IUGR)
oWill be used to describe a pathologically small fetus (ie EFW<10™ centile,

oligohydramnios, abnormal UA Doppler AND/ OR poor interval growth velocity AND/
OR EFW <3" centile)




Neue Definition IUGR

R.L. Schild

Gewicht < 3. Perzentile [Porto study, 2013]
Auffallige Dopplerwerte [Porto study, 2013]
Kein Perzentilen-gerechtes Wachstum

Spatform: > 32*° SSWo.

Evaluation of an Optimal Gestational Age Fetal Diagn Ther
Cut-Off for the Definition of Early- and DO 10.1159/M003555 75
Late-Onset Fetal Growth Restriction

&) Perinatalzentrum

™ | Hannover



Geschatztes Fetalgewicht

Friihe Wach ktion (vor 32-34 SSW)
Spite Wachstumsrestriktion (nach 32-34 SSW)



Early onset FGR Late onset FGR

Problem |Management Richtig Erkennen

Folgen Schwere Hypoxie, Leichte/ maBige
hohe Morbiditat/ Hypoxie, schlechtes
Mortalitat Langzeitoutcome

Schneider u. Lobmaier 2014, Obergurgl



Early- VErSUuUsS late-onset IUGR

_ Early-onset IUGR Late-onset IUGR

Problem Management Diagnose

Plaz. Veranderungen ausgepragt mild

Hypoxie ++, systemische Adaptation +/-, zentrale Adaptation
Fet unreif reif
Morbiditat/Mortalitat hoch niedriger

Pravalenz 1-2% 3-5%

Figueras & Gratacos, 2014



IUGR: Definitionen

= AU <2 5%, <3%, <5%, <10%
= Keine Zunahme von AU oder KU
* KU/AU > 2 Standardabweichungen

* Fetales Schatzgewicht unter < 10%

* Geburtsgewic
* Geburtsgewic
* Geburtsgewic

nt< 2 SD
Nt < 3%, <5%. <10%

nt < 25009




IUGR: Definitionen

= AU <2.9%, <3%, <5%, <10%
» Keine Zunahme von AU oder KU

* KU/AU > 2 Standardabweichungen
= Fetales Schatzgewicht unter < 10%

* Geburtsgewic

= Geburtsgewic
* Geburtsgewic

nt<2SD
Nt < 3%, <5%, <10%

nt < 2500g




Gutachterkommission

* n Gegenstand BF
positiv
* 39 Fehlbildung 26%
= 28 Retardierung 94 %
* 15 maternale Erkrankung 33%
* 9 Chromosomenanomalie 56%
7 Geburtslertung 1/7

2 invasive Diagnostik 1/2




wron
abnorma
starving small
normal small

Nicolaides FMF



Schwangerschaftsdauer

Internatio

Datlel’ung Verwenden (Mandruzzato et al., 2011)



Unklares Gestationsalter ?

s Cerebellum 17 - 22 Wo.: mm = Wo.

= Calcaneus, Metatarsalia: ab 22. Wo.

m Distaler Femurkern: ab 32. Wo.

= Proximaler Tibiakern: ab 36. Wo.



Wreng cates

Normal small

Starving small

Abnormal emall

1Aaano 2 £1:

Structurally norma o

Symmetrically smal

Nomal amniotic fluid index (AFI1), activity and Doopler

Noemal growth veoclty over 2 weeks

Structurally normal

Symmetrcally smal

Nermal AFL, activity and Doppler

Decreased grovah velacity over 2 weeks

Structurally normal

Asymmetrically small (AC, FL :=-HC)

Reduced AFI and activity

Increased pulsatiity index (Pl) in the utenne/umbilical arteénes; reduced =l n middie cerebral
atery (MCA); abnormal ductus venosus + abnormal CTG

Marked decrease in growth over 2 weeks

Fetal abrormalities

Symmetrically smal or asymmslrica decrease in the head or | mbs

AF! and lelal aclivily decreased, increased or noma

CTG and Copplers ncrmal or abnormal

Decrezsed grovah over 2 waeks

AC: abdomiral circunrfarence, HC  head circumferencs, F_: femur length, CTG: cardiotccaqrapn
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AC: abdomiral circunrfarence, HC  head circumferencs, F_: femur length, CTG: cardiotccaqrapn




-alle mutterlich
beeinflussen (z.

-Leben in groRer Hohe

-Niedriges mutterliches Ausgangsgewicht



Tab. 1 lllegaler Substanzkonsum und mogliche Auswirkung auf den Feten/das Neugeborene.

Substanz Schwangerschaft Geburt Weitere Gefahren
Heroin IUCR, Friihgeburt. Anpassungsstorungen, NAS Streckungsmittel. Abrupter Entzug:
Fehlbildungen? vorzeitige Wehen, Alteration fetaler
Herzfrequenz
Kokain Fehigeburt, IUGR, Anpassungsstorungen Akute plazentare Vasokonstriktion,
Friihgeburt vorzeitige Plazenta-losung, IUFT
ke :lirtzefesg Sr\'ijlt:alrohrdc- Neurologisch-kognitive Auffalligkeiten
Cannabis IUGR Ty
Amphetamine Herzfehler, FuRfehlstellung  Hyperexzitabilitdt Neurologisch-kognitive Spatfolgen?
Crystal $.0., Neurotoxizitat Zittrigkeit, Gedeihstérung Maternaler Hyper-tonus mit vorzeitiger
Plazentaldsung
Benzodiazepine (nichtille-  IUGR, Fehlbildungen? Anpassungsstorungen, NAS Abrupter Entzug: maternale Krampf-
gal, aber i.S. eines Abusus) anfalle, IUFT
Neue psychoaktive Situation unklar: Kombination mit anderen Substanzen in der Auswirkung fiir Schwangerschaft/kindliche Entwicklung nicht
Substanzen abschatzbar!

Modifiziert nach: Deutsche Hauptstelle fir Suchtfragen e.V. Du bist schwanger...und nimmst Drogen. Informationen und Hilfen fiir Drogen, Alkohol und Nikotin konsumierende
Schwangere. Broschiire 2012

UGR: intrauterine Wachstumsrestriktion; NAS: neonatales Abstinenz(Entzugs-)syndrom; IUFT: intrauteriner Fruchttod; LKG-Spalte: Lippen-Kiefer-Gaumen-Spalte

Zeitsch. f. Geb. und Neo. August 2014
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4p-S
Sp-Sync
13q, 18p,
Triploidie .
X0 (Turner-Syndrom)
XXY, XXXY, XXXXY
XXXXX

@



Ellis-van Crev

« Familial dysautono ybi Syndrom
* Fanconi pancytopenia

« Hallerman-Streiff Syndrom «  Seckel Syndrom

*  Meckel-Gruber Syndrom «  Smith-Lemli-Opitz Syndrom
* Mikrocephalie « VATER und VACTERL

* Mobius Syndrom «  Williams Syndrom

* Multiples Fehlbildungssyndrom .



als

« Beiisolierter | esentlich weniger
Aneuploidien (2%) als bei assoziierten Fehlbildungen (40%)



IUGR symmetrisch / asymmetrisch

Zellhypertrophie
ZellgroRe > 16. SSW

Zellhyperplasie
Zellzahl < 16.55W

FW-Menge f FW-Menge *

. Symmetrische Asymmetrische
(irreversibel) : Y (reversibel)
Intelligenzdefekta IUGR (30%) IUGR (70%) ' /
Hemmung der Chron.
Zellproliferation Zentralisation
Chromosomale Aberrationen mutterliche Erkrankung — gefaBrelevant
Fehlbildung Path. Plazentaveranderungen

virale Infektionen (CMV)

Praeeklampsie
Drogen, Alkohol s

Galan et al. 02,




Account for 5 to 10% of FGR. Cytomegalovirus (CMV) and toxoplasmosis are the mos: common infectious
etiologies of FGR in developed countries. Other viruses and parasites that may cause FGR include rubella,
varicella-zoster, malana, syphilis, and herpas simplex. Malaria is a common infectious cause of FGR where
the infection is endemic.
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Die Ductus venosus Dopplerflusskurve vor intrauterinem Fruchttod
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Lancet 201

Einschluss: Friihe IUGR, 26+0-31+6,
Schatzgewicht <10%, >500 g

— 542wemen ligible Ausschluss: Fehlbildungen, auffallige Genetik,
31 not randemly assigned bevorstehende oder geplante Geburt
21 refused participation
2 notaporcached <
2 lanquage problems Y
< ' ' l . : . £11 randamlv accianed
Short-time variations | "5 ¢ ilitat des DV > DV: A-Welle 0 oder
<29: <3,5 ms; 229: o
— 95% — reverse
<4 ms
" 1| . 1| . | .
1 had nc neonatd data - INTERVENTION Bexcluded fromtwo cznties
Auffalliger Befund:
Bestatigung nach 24 Stunden ,
e _ — ——roretollew-up
| | | | 7l [ | |
Sicherheitsnetz: Keine STV-Beurteilung:
STV<29: <2,6 ms; 229: <3 ms 24-72 Stunden nach
Spontane Dezelerationen im CTG Beginn Betamethason
>30 SSW: Reverse Flow A. umb. Keine wiederholten
>32 SSW: Zero Flow A. umb. Gaben
Zyears I I Zyears I Zyeers I

Nach 32: weiteres Procedere nach Standard des jeweiligen Zentrums




oder Entbindung wenn Nullfluss im
Ductus venosus



FiGuRe 8. Timeline for fetal hypoxemia

Abnormal fetal growth

Abnormal arterial Doppler

" : ‘nﬂl":*\?\'ks
\ Abnormal venous Doppler

o "
~1-Z \]a\y’S.’

\ Abnormal cardiotocograph/BPP score
BPP—Biophysical profile
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Truffle-

Lancet 2015; 38

CTGSTV

DV p95

DVnoA

Total

Demographic characteristics
Maternal age, years

Caucasian ethnicity
Nulliparous

Body-mass index, kg/m*
Smoking during pregnancy
Diabetes

Chronic hypertension

Renal morbidity

Other medical disease

Any gestational hypertensive morbidity
Pre-eclampsia—HELLP

31(5)
135 (81%)
101 (61%)

25(5)

31(19%)

3(2%)

14 (8%)

5(3%)

33(20%)

98 (59%)

58 (35%)

31(6)
138 (83%)
103 (62%)
25 (6)
24 (12%)
3(2%)
23 (14%)
5(3%)
29 (17%)
100 (60%)
68 (41%)

31(6)
150 (88%)
115 (68%)

24(5)

22 (13%)
3(2%)
19 (11%)
1(1%)
29 (17%)
105 (62%)
69 (41%)

31(6)
423 (84%)
319 (63%)

25(6)

77 (15%)
S (2%)
56 (11%)
11 (2%)

91 (18%)
303 (60%)
195 (39%)

Gestational age at entry, weeks

Estimated fetal weight by ultrasound, g

293
(27.9-301)

868 (201)

291
(27-9-30-3)

887 (229)

291
(27-9-30-4)

887 (221)

291
(27-9-303)

881(217)

Umbilical artery pulsatility index
Absent or reversed end diastolic flow
U/Cratio

Ductus venosus pulsatility index

Short-term variation fetal heart rate, ms

2.0 (0-6)
62 (37%)
1.4(0-6)
06 (01)
64 (1.9)

2:0(05)
70 (42%)
1.5 (0-6)
0-6 (0-1)
67 (2:4)

2:0(05)
77 (45%)
1.5 (0-6)
0.6 (0-1)
67 (2-2)

2:0(05)
209 (42%)
15 (0-6)
0.6 (01)
66(22)




Lancet 20

CcT6e STV OV p95 DVnoA Total
(n=16€) 'n=167) (n=170) (n=503)
Any hypertensive morbidity 117 (705%) 124 (74%) 121 (729%) 362 (72%)
Preeclampsia—HELLP 80 (48%) 83 (50%) 88 (52%) 251 (50%)
Antihypertensive medication 80 (43%) Q0 (54%) 92 (54%) 262 (52%)
Magnesium treatment 29 (13%) 24 (14%) 33(19%) 85 (17%)
Antenatal sorticostarnid 140 (QnN8e) 16A (93%) 15h (Q79) 461 (Q2%)
Interval to delivery days 7 (05-61) 7 (05-56) 9 (05-83) 3 (05-88)
Fetal deatt 2 (1%) 4 (2%) b (4%) 12 (2%)
Delivered using criteria off protecol at <)2 weeks
Fetal condition* 13(8x%) 19 (11%) 23 (14%) 53 (12%)
Matzrnal pre-eclampsia 17 (10%) 15(9%) 22 (13%) 54 (12%%)
Delivery indication 232 weeds, lual protweeol 46 (23%) 51 (31%) 50 (29%) 147 (29%)
Gestatonal age at delivary, weeks 306 307 307 307
(290-32.0)  [29.0-324) (29-1-32.1) 29:1-321)
Neonatal characteristics, liveborn 164 (99%) 163 (93%) 164 (96%) 491 (93%)
Bithweight, g 998(238)  1036(356)  1023(320) 1013 (322)
Male s=x 01 (49%) 77 (47%) BG (52%) 244 (50%)
Apygdr score <7al Smin 16 (109%) 14 (9) 21 (13%) 51(10%)
Umbilical erter al pH
Datz available 138(83%)  131(78%) 135 (79%) 404 (8C%)
Median /26 /-2€ 726 /26
(6274) 6874 (7074 6874
~70 4 (%) 1(1%) 0 (0%) 3 (1%)

Data are n (%), mean (SD), or median (1QR).CTGSTV=cardiotocog-aphy short term variation. DV p95=early ductus
verous changes (pulsatility index >95th percentile). 2V no A=late ductus venous changes (A wave at cr below
baseling). “Results include clirical susp don of Impending fetal conpromisz.

Table 2: Obstetric data after study entry and neonatal dataat delivery




sty DV pa5s DVnoh Totel (n="07)
y (n-1 66' (0-167) (n-170|
Truffle_ Fr al cwal o i leevent on® 201%) 1(1%] 21%) S11%)
Unaqgecied ceatnt c 3i2%) q[2x) 711%)
Lancet 2015; Jvebirth 164/95%)  16379¥%)  1b496%)  291(97%)
Meorztal d2ath 1C (6%} bidn 117%) 27163
Rea hdus toconzgenital dhosenling r n 20%) 217%)
Overall rorizlity 1275 1016} 17 [10%) 3318%;
Neoratal data mssing 11%; U U 1(=1%|
Sunvival et discharge 153792%) 157194%) 133190%) 267 (92%)
Nearatal maridity
Received rechanical venilation 72 (44%) 63139%) 65 [42%) 204 142%)
Kecened supolementzl oxyzen ng (GU%) 95 155) 204 [5:%) 297 161%)
BPD >2¥ cays 220%) 281(17%) 1 15%) 91119%)
OPD »30 worksd 16 (1088) 17 (10%) 10 [10%) 43 (110%)
Sepnis (provas 4 337 31 1159%) 2314%) 87 113%)
NEZ oneumarasist 20ax) 312w} 101w} 711%)
Pertzration 21%) 2(11%; 5% J12%)
CMH grade llor VE £ () 4070 A 5% 12 17%)
PV gpreade lleor 114 1(1%) 211%; 2% 511%)
Ceath follow ng severa morb d tyt 1C (5%} 54 g 5% 2515%)
nd usted ageof sLrviversat e 7 ~1U -3
discharce, daysS (-17tc b) (~15t0 2) (-17t0 2) (~1€ 03]
survival following severe neonatzl 34 (23%) 42 127%) 3H [25%) 115125%)
ncehiicdit p (35 0l wvioees)
Sunvival without savere necnaral 115 (65%) 115 (63%) 115 [68%) 345165%)
mcrbicity (5 of all sTudy antrants)
Jeta are n 196) o med en (1OR). BI'D-Erenchosc I nonery dysp esia NEConecrotising enterscalitis, GMH-germingl
wacsix haeonn hage A =i peiesaticolacdleocesdacia CT6 ST=cacint e oephy ot feom vaiat an
255 ~earky dutius wenows changus (mubat [ty Index ~9527 percentiiel. Dy no A= bate dozios venous changus (4 wase at
or badow baseling). *Parents declined celvery duspite this buing indicatee azcord ng to study eriterda | Futal daatynot
At cipated setween scteduled follow up apsainenaits. Flemponstsof sevese mortidity: BPC (<upplemental
awygen 8t b waeks' gestat ona age), LIAH [grade Nl oc 1Y), vl igrade |1 o 11}, NLC, o° proven 32060, ‘\Adjusted age at
discharge calculketed Trom expectac date of d2 ivery 2t 40 weeks” gestetion
Table 3. Short-termietal and neonatal cutcomes



Lees
Lance

2 Jahres-Outcome

CTGSTV
(n=166)

DV p9s5
(n=167)

DV noA
(n=170)

Total
(n=503)

Infants with known outcome*

Survivors assessed for
neurodevelopmentt

Survival without impairment

Percentage of assessed
surviving infants

Percentage of all infants
with known outcome§

144 (87%)
131 (86%)

111
85%

77%

Components of abnormal outcome

Perinatal orinfant death
before 2years*q|

Impairments at 2 years9]

Cerebral palsy
(GMFCS >grade 1)1

Neurosensory impairmentq[
DQ <859

No test result, but reported
impairedq]

13 (8%)

20 (15%)
5 (4%)

3(2%)
13 (10%)
7 (5%)

142 (85%)
131 (84%)

119
91%

84%

11 (7%)

12 (9%)
1(1%)

1(1%)
8 (6%)
3(2%)

157 (92%)
140 (92%)

133
95%

85%

17 (10%)

7 (5%)
0 (0%)

1(1%)
5 (4%)
1(1%)

443 (88%)
402 (87%)

363
90%

82%




Int

82% der IUGR-Neugeborenen uberleben ohne neuromotorische Defizite

Intensives antenatales Monitoring (Ductus venosus, Kurzzeitvariation) und
spezifische Kriterien fur die Entbindung sind fur ein gutes Outcome
entscheidend

Eine negative oder retrograde a-Welle geht nicht mit einer neurologischen
Verschlechterung im Vergleich zum computerisierten CTG einher

Betreuung der schweren frihen IUGR gehort in die Hand eines Spezialisten



L e T N
10 Fza Growd 2

FCR fetus - Doaples

Ned Lt
ANINGS TEETRICK OF

FETAL ABNORMAL TICS
AF U dical arte oy

. !

TR (MEDF or RECF)
Normal Raduced A3

l !

Reges: 1-2 weeks Low MTA P

J ] TEl

<2 waeds 233 waeks

e l

<500g  >500 —— WCA: Ducius Absent UA ar
A%EANT A-WAA

l duahs or
AFl <Zom

Disciise progrosie

A

Conbinue <28 wezks: Revssed avnave

vonservalive Rk duchss and reversad UA end
Ml <2cn

Nomal —e-

~23 weeks: Raverserd awave
ductus or ravarsed L8 or AT
<2cm

Propased aathway for the anlecalal momlone g ol HGR pregnansies. AEDF ansent end diastolis flows RED=, revarsed end dastolic




p-Wert

pH 0.004
pOZ(mmHg) O, 15,3 0.09
PCO,(mmHg) 56,9 64,2 0.01
BE mmoun) -2,9 -6,6 0.01

Laktat,;mon 3,3 5,6 0.02



Indivi orgehen

Abhangig von der Erfahrung des
Geburtshelfers

Entscheidung oft aus dem
,Bauchgefuhl* heraus
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Perinatales Management bei IUGR

¢ stationare Aufhahme im Perinatalzentrum bei IUGR mit ARED-Flow
in der A. umb, gefolgt von Lungenreifeinduktion < 34. SSW, Sectio-
und Anasthesieaufklarung, Neo-Gesprach

» Oxford-CTG 2/die, Doppler der ACM, DV, AFIl und
Kindsbewegungen detektieren

* Fetale Zentralisation, Pl DV Tfuhrt zu taglichen Dopplerkantrollen



: Abb.6 Vorgehen bei sonografisch festgestell-
tem kleinen Feten® am UniversititsSpital Ziirich.
AU =Abdomenumfang; NSA=Nabelschnurarterie,
Alt=Amniotic fluid index, Ri, PI= Resistance und
Pulsatility Index, AREN =absent or rever sed end-

4 diastolic flow, CTG =Kardiotokografie, BPP= Biophy-
T BT - —— W —— -.nl)-‘ T — - Sikﬂ“SChP’i Profil.
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Identifiziere das kleine Kind

!

SGA - IUGR

N

Stadium 1: Zentralisierung CPR
Partus < 40+ @ | Partus 37+
Kontrolle alle 2 - 3 Wochen
Stadium 2: AEDF
—|Partus 34+
Kontrolle 2 - 3x / Woche, hélt 2 - 4 Wo.
Stadium 3: REDF, PVIV DV ﬁ Partus 30
é artus ar
Kontrolle taglich, halt 1 - 2 Wo.
—|Zeitnahe




LATE ONSET IUGR

nach 34.SSW

A. umbilikalis meist unauffallig

IUGR nur mild ausgepragt

berechnetes Gewicht

5000
450
4000
1500
3000
g 2500
2040
1500
WO
500
U

12 % 20 24 28 32 36

Woche

erkennbar oft erst durch Wachstumsdynamik und

cerebroumbilikale Ratio

erhohte Komplikationsrate unter Geburt

arn




Ultrusvsnd Obstet Cynecol 20115 37: 191 195
Published online 14 Jenuary 2011 i Wiley Online Library (wileyonlinelibrary com). DOL 1O 10 o 7738

Longitudinal changes in uterine, umbilical and fetal cerebral
Doppler indices in late-onset small-for-gestational age fetuses

D. OROS, I'. 'IGULERAS, R. CRUZ MARTINLEZ, L MELER, M. MUNMANY and L. GRATACOS

Deprarisneni of Malernal Feial Medrane, ICGON, Hosgntal Clinie HRIBAFPS, University of Barcelonu and Cendre [or Biomedical Research
on Rare Niseases (CIRERER), Barsaloma, Spatn

Conclusions Late-onset SGA fetuses with mnormal
Doppler velocimetry upon diagnosis show progression

from 37 weeks’ gestation with worsening CPR followed
by a decrease in MCA-PI. Copyright © 2011 ISUOG.
Published by Jobn Wiley & Sons, Ltd.
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Longitudinal changes in uterine, umbilical and fetal cerebral
Doppler indices in latc-onset small-for-gestational age fetuses

D, OROS, F, FIGUERAS, R, CRUZ MAKTINEZ, E. MELER. M. MUNMANY and E. CRATACOS
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OBSTETRICS
The importance of the cerebroplacental ratio in the
evaluation of fetal well-being in SGA and AGA fetuses

Gregpary R. DeVare, MD

Studies reporting the value for an abnormal cerebroplacental ratio

Study Year  Shady bype Dopples indices  Compulabon of ralio — Abnomal arilens

Arbed el ol 000 Cwssectional  §-0% MCATUA Rativ 1

A’ G4 Lmes-sectional - HI A Hefin - |

Gramelini ¢l o 1992 Cssecional Pl MCA A Ratio 1,00

Bl Singd o 8 698 Crosseswclional Pl TACATUA NN Rativ « 0.0 Mol

Boschat and Gembeach’ 2000 Unss-sacionsl P MALAA Less W Tt cenlile

Ocity ¢t al" 005 Crows-sectional Pl MCATUA Rativ 1.00

Ebbing < u/" 000 Longibodingl P MCATUA <28 canliy

Mordeseld 014 Gogs-sectional Pl IACAUA L U fith centle or Motd 20,6765

MO medy e oy WA moripe el redor; O posd b e & neabon tr S0 aenicatomaneles o, mhied by

Severe Cerevopacassa a1y psl meth B ang a3 Al A4 s A L Cesaa! 2005




The importance of the cerebroplacental ratio in the

evaluation of fetal well-being in SGA and AGA fetuses
JULY 2015 American Journal of Obstetrics & Gynecology 9

Sensitivities, specificities, and odds ratio for CPR computations for
detecting adverse perinatal outcome™*’

Measurement
Cerebroplacental ratio  standard Sensitivity  Specificity  0dds ratio
<1 Resistance index  66% 84% 11.8
Less than fifth centile Centile 80% 60% 6.2
(cross-sectional study)”
Less than fifth centile Centile 85% 1% 4.1

(longitudinal study)'’




Prediction of intrapartum fetal compromise using the

cerebroumbilical ratio: a prospective observational study
Am J Obstet Gynecol 2013;208:124.21-6. 400 AGA-Feten am ET

= CPR ‘

6 x hohere sekundare Sectiorate

= CPR t

Negativer Vorhersagewert 100 %



The association between fetal Doppler and
admission to neonatal unit at term

JULY 2015 American Journal of Obstetrics & Gynecology 57.e1

Rates of neonatal unit admission
in the 4 study groups

25
215%

9.8%
8.4%
I I ]

SGA+IcwCFR SGA+*nomalCPR AGA+low CPR AGA +normal CPR
(n=16/71) (n=40/569) (n=551) (n=90/1794)

»
o

o

Neonatal unit admession (%)
o

(6]

o




wer - Wann entbinden bei milder Auspragung?

CPR ‘

Gewicht < 10. Perzentile

Entbindung zwischen 37+ und ET

) Einleitung der Geburt mit mechanischen Methoder
>

KX Growth restricted fetuses don’t tolerate labor: perhaps a

Taine 5 Rhowdss', Roxane M, Racpersed’, Methodius G, Tuudi .

MISCONCEPTIONT  Geoige b, Mocores', Alison G Cabl . Moy 1. Stout’

Supplement to JANUARY 2016 American Joumal of Obstetrics & Gynecology S179



Folien bei m.meyer-wittkopf(@mathias-spital.de



