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Abstract 
Objective: Homogenous pathogenesis of preeclampsia has been challenged. We examined the 
clinical characteristics of preeclamptic patients with discordant fetal growth which is one of the 
controversial issues in preeclampsia. Methods: Clinical index values including central hemody- 
namics of third-trimester preeclamptic patients with distinct fetal birth weights (group A: birth 
weight ≥ 50th percentile; n = 23 and group B: birth weight < 50th percentile; n = 14) were 
compared. Results: Pregnant women of group A were characteristically obese and edematous, but 
no fetal complications were observed. Patients of group B were younger, onset of preeclampsia 
was earlier, proteinuria was more severe, and fetal compromise was frequent. A marked differen- 
ce between the two groups was noticed in central hemodynamics as the mean of CO (cardiac 
output) was 8.5 and 5.6 l/min in group A and B, respectively (p < 0.001). CO of less than 7.45 l/min 
was found to be associated with fetal birth weight below 50th percentile (OR = 15.6; 95% CI: 3.2 
and 45.8, p = 0.001). Conclusions: Augmented CO in pregnancy may ensure efficient placental 
blood supply, but it may cause hypertension with subsequent moderate proteinuria. This condi- 
tion, however, seems to be different from the “classical” preeclampsia. 

 
Keywords 
Preeclampsia, Distinct Birth Weights, Distinct Hemodynamics 
 
Subject Areas: Gynecology & Obstetrics, Women’s Health 

 
 

 

 

*Corresponding author. 

http://dx.doi.org/10.4236/oalib.1100751
http://www.oalib.com/journal
mailto:hantosie@freemail.hu
http://creativecommons.org/licenses/by/4.0/


E. Hantosi et al. 
 

OALibJ | DOI:10.4236/oalib.1100751  2 July 2014 | Volume 1 | e751 
 

1. Introduction 
Homogeneous pathogenesis of preeclampsia has been challenged mainly by distinct fetal somatic growth in 
patients with the diagnosis of preeclampsia. The reduced utero-placental blood flow—endothelial cell dysfunction 
—end-organ damage pathway is reasonably associated with fetal growth restriction [1] [2]. However, the diag-
nosis of preeclampsia is also associated with high incidence of fetal birth weight above the 90th percentile [3]-[5].  

Whether this contradiction in fetal growth is due to the early or late onset of the disease, or is the consequence 
of a different pathogenesis of gestational hypertension with proteinuria is still being explored.  

It was assumed, that the different pathogenesis should also be reflected by distinct clinical courses, when 
preeclampsia was associated either with decreased or with normal/augmented fetal growth. 

2. Patients and Methods 
Medical records of patients admitted to the Department of Obstetrics and Gynecology, University of Pécs with a 
diagnosis of preeclampsia throughout a 3-year period were retrospectively reviewed. Preeclampsia was defined 
according to the Hungarian (identical to the ACOG) classification (blood pressure ≥ 140/90 mmHg at least on 
two occasions, 6 hours apart with proteinuria ≥ 0.3 g/day after the 20th gestational week). 

Index values of clinical courses included maternal weight, age and parity, main characteristics of preeclamp-
sia, central hemodynamics and of fetal well-being. 

Hemodynamic monitoring, as the part of institutional routine examinations in preeclampsia was performed by 
bioimpedance cardiograph (type ICG-M401, ASKIT LTD, Budapest, Hungary) after the 31st week, when CO) 
already does not show any further increase [6]. The highest values of blood pressure and daily proteinuria rec-
orded during the hospitalization were considered for statistical analysis. 

Patients were divided into two study groups according to the Hungarian BW (birth weight) percentile of the 
neonates: BW ≥ 50th percentile (group A, n = 23), and BW < 50th percentile (group B, n = 14). Patients with 
twin gestation, diabetes mellitus, known cardiac or vascular diseases, smokers and those, whose pregnancy had 
to be terminated before the 31st week, were ineligible for this study.  

Statistical analysis was performed by the use of Statistical Package for the Social Sciences (SPSS Inc., Chi-
cago, IL) software for Windows. Inter-group differences of continuous variables were analyzed by Student t-test 
or Mann-Whitney U-test; for categorical variables chi-square or Fisher’s exact test was used, as appropriate. The 
association of low BW with the examined variables was estimated by relative risk in terms of OR (odds ratio) 
obtained from logistic regression analysis; correlations between CO and maternal weight or BMI (body mass 
index) were assessed by Pearson’s test. 

3. Results 
Results show that discordant fetal growth in patients with the diagnosis of preeclampsia was associated with re-
markably distinct gestational characteristics (Table 1). Mothers, who delivered newborns with a BW of ≥ 50th 
percentile were older, had later hypertension, and less severe proteinuria, than patients delivering newborns with 
BW < 50th percentile. Moreover, increased fetal growth was associated with higher maternal weight or BMI, 
and frequently with maternal edema in accordance with more gestational weight gain. It is of note that oligohy-
dramnios and non-reassuring CTG and/or abnormal Doppler flow velocimetry results occurred only in the group 
of lower BW. A marked difference between the study groups was noticed in CO, which, by our method was 
found to be an average of 6.8 ± 1.3 l/min (mean ± SD) in normal third-trimester pregnancies [7]. The mean 
(range) values of gestational ages at hemodynamic examinations were similar: 36.3 (32 - 40) weeks in group A 
and 35.1 (32 - 38) weeks in group B (p = 0.051). CO of less than 7.45 l/min has been associated with the in-
creased probability of BW below the average (OR: 15.6; 95% confidence intervals: 2.3 and 45.8; p = 0.001). 
Otherwise no other examined parameter showed correlation to fetal BW. 

In addition, considering the whole study population, CO correlated with maternal body weight (r = 0.617; p < 
0.001) and also with BMI (r = 0.419, p = 0.01). 

Because of threatened eclampsia pregnancy had to be terminated at the 26th week in one case. 

4. Discussion 
This study suggests that gestational hypertension with proteinuria may have different pathogenesis since preec-  
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Table 1. Clinical characteristics of patients with the diagnosis of preeclampsia and distinct fetal birth weight.               

 
Birth weight 

≥50th percentile 
(n = 23) 

Birth weight 
<50th percentile 

(n = 14) 
p value 

Maternal age (years) 28.4 ± 1.3 24.6 ± 0.9 0.046 

Nulliparous 13/23 11/14 NS 

Onset of hypertension (gestational week) 35.8 ± 0.8 31.4 ± 1.1 <0.001 

Maximum MAP (mmHg) 117.7 ± 1.8 123.5 ± 2.2 NS 

Maximum proteinuria (g/day) 0.82 ± 0.12 2.47 ± 0.58 0.015 

CO (l/min) 8.5 ± 0.3 5.6 ± 0.4 <0.001 

PVR (dyn·sec·cm−5) 1041.1 ± 61.6 1702.1 ± 167.7 0.002 

Body mass index (kg/m2) 35.8 ± 1.1 29.6 ± 1.4 0.001 

Weight gain (kg) 14.7 ± 1.5 11.0 ± 1.5 NS 

Oligohydramnios 0/23 10/14 <0.001 

Non-reassuring antepartum CTG or abnormal Doppler flow results 0/23 7/14 <0.001 

Gestational age at delivery (weeks) 38.3 ± 0.4 36.6 ± 0.6 0.035 

Note: Data are given as mean ± SE or number of cases. 
 
lamptic pregnancies with normal/augmented or decreased neonatal BW show remarkably different clinical 
courses, including central hemodynamics. 

In the group of fetal BW below the average, the low CO, the severe proteinuria, and the frequent oligohy-
dramnios are in accordance with characteristic features of preeclampsia, such as contracted blood volume, dimi-
nished microcirculation, and consequent end-organ damages [1] [8]. 

In contrast, hemodynamics in group A showed an opposite change. The high CO with low vascular resistance 
seems to represent a formerly reported hyperdynamic model of preeclampsia [9] [10]. Central hemodynamics 
suggests that hypertension in group A may be attributed to a relaxed, but overfilled vasculature. The normal or 
frequently augmented fetal somatic growth suggests an excellent placental blood supply secondary not only to 
high CO, but probably to hypertension, too [10]. Women in this group were characteristically obese and edemat-
ous. Obesity is known to be associated with gestational hypertension or preeclampsia [11]; gestational edema is 
associated with higher fetal weight [12]. The favorable fetal outcome in hypervolemic cases has already been re-
ported [13]. 

In this model the obesity and hypertension may play a role in the development of moderate proteinuria [11] 
[14].  

According to Poisseuille-Hagen equation (in simplified form: perfusion or CO = Pressure/Resistance) hyper-
tension may be the result of not only elevated vascular resistance but also of high CO. Findings of hemodynamic 
examinations of this study suggest, that in the hypovolemic cases the high resistance, whereas in hypervolemic 
patients the high blood volume is responsible for hypertension. It is tempting to assume, that the hypovolemic 
type may correspond with the early-onset preeclampsia, whereas hypervolemic cases could be a subset of late- 
onset disease with a different pathogenesis [15]. 

Our data support, that gestational hypertension with proteinuria may develop via distinct pathways and sug-
gest, that gestational hypervolemic hypertension may be different from the “classical” preeclampsia. 

Exploring the background of increased water retention in hypervolemic cases may provide a better insight in-
to the pathogenesis of this condition. Precognition of CO in hypertensive pregnant patients may permit more 
precise pregnancy outcome evaluation, better management strategies, and allow the selection of more homo-
genous population for clinical studies. 
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BMI: body mass index 
BW: birth weight 
CO: cardiac output 
CTG: cardiotocography 
MAP: mean arterial pressure (systolic blood pressure + 2 × diastolic blood pressure)/3 
OR: odds ratio 
PVR: peripheral vascular resistance 
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