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PRE-ECLAMPSIA AFFECTS BOTH MOTHER AND THE CHILD ALSO LATER IN LIFE

60% 
of MATERNAL 
DEATHS due to 
preeclampsia are 
preventable

20% 
of PRETERM 
BIRTHS are due to 
hypertensive 
disorders during 
pregnancy

over 2.5 
million PRETERM 
BIRTHS are 
caused by pre-
eclampsia each 
year

40 000 MOMS AND 500 000 BABIES LOSE THEIR LIVES EVERY YEAR

Kuklina EV et al. Obstet Gynecol 2009; 113: 1299-306. All figures are approximates. Poon L et al. Obgyn 2021; 154(S1): 3-31. Revvity does not endorse or make recommendations with respect to research, medication, 

or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  For country specific recommendations, please consult your local health care professionals. 
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10 million
PREGNANCIES 
IS AFFECTED

AVOIDING THIS CONDITION WOULD BRING SUBSTANTIAL IMPROVEMENTS TO MATERNAL AND 
FETAL HEALTH AND TO COSTS



Pre-eclampsia introduction

• Pre-eclampsia is one of the leading causes of maternal and 
perinatal morbidity and mortality

• Symptoms start after 20th week of gestation

• Pre-eclampsia is a multisystem disorder of pregnancy,  
clinically defined by hypertension and protein in the urine. 
In the absence of proteinuria, the finding of maternal organ 
dysfunction can serve as an indicator of pre-eclampsia

• As the only cure for pre-eclampsia after onset is delivery, 
pre-eclampsia often leads to premature delivery of the 
fetus 

• Both the mother and her baby are at increased risk of 
serious health complications and even death

AVOIDING THIS CONDITION WOULD BRING SUBSTANTIAL 
IMPROVEMENTS TO MATERNAL AND FETAL HEALTH

40%of patients with
new-onset hypertension or

new-onset proteinuria
will develop pre-eclampsia.

Barton & Sibai. Obstet Gynecol. 2008

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  

For country specific recommendations, please consult your local health care professionals. 



Professor Ranjit Akolekar, 
Medway Maritime Hospital, UK. 

“The success of the pregnancy is dependent on 
three factors; the baby, the placenta and the 
mother. 

Every one of them has to be in absolutely good 
health to be able to have a healthy outcome for 
both the mother and the baby. 

If we want to improve the health of the mothers 
and babies, we need to devote time, effort, 
resources and energy into screening for 
placental health, because that is far more likely 
to improve pregnancy outcomes than anything 
else ”

MAKING A BIG DIFFERENCE IN PREGNANCY CARE



Oxygen

Glucose

Amino acids

MAKING A BIG DIFFERENCE IN PREGNANCY CARE

Parker S et.al Birth Defects Res A Clin Mol Teratol. 2010, Duley L. Semin Perinatol 2009, Romo A et al. Pediatr Endocrinol Rev. 2009, WHO media centre, fact sheet 2016. http://www.who.int/mediacentre/factsheets/fs363/en/ 

0.0

0.5

1.0

1.5

2.0

2.5

3.0

3.5

T21 T18 T13 Stillbirth Early 

PE

Preterm 

PE

Total 

PE

Severe 

FGR

P
re

v
a

le
n

c
e

 o
f 

a
d

v
e

rs
e

 o
u

tc
o

m
e

 (
%

)

• Trisomy 21 = 1 in 600 (0.17%)

• Trisomy 18 = 1:1200 (0.08%)

• Trisomy 13 = 1:4200 (0.02%)

• Stillbirth = 1:250 (0.40%)

• Early PE = 1:200 (0.5%)

• Preterm PE = 1:66 (1.5%)

• Total PE = 1:40 (2.5%)

• Severe FGR = 1:33 (3.0%)

PLACENTAL 

INSUFFICIENCIES,

especially preeclampsia  

leading to ADVERSE 

OUTCOMES of pregnancy 

ARE 

MUCH MORE COMMON 

THAT ANEUPLOIDIES 

COMBINED.

BOTH MOTHER AND 

BABY ARE 

AFFECTED both 

short and long-term

BABY PLACENTA MOTHER



MATERNAL AND NEONATAL MORTALITY

7Source: WHO

Causes of Neonatal Mortality
Global causes of maternal death 

Pre-eclampsia, a hypertensive 
disorder, is one of the leading 
causes of maternal mortality

Pre-eclampsia often 
leads to premature 
delivery of the fetus

Premature birth is 
number one cause of 
neonatal mortality



Estimated national preterm birth rates in 2020Regional and worldwide trends in preterm birth between 2010 and 2020

National, regional, and global estimates of preterm birth in 2020, with 
trends from 2010 (Lancet, 2023)

National, regional, and global estimates of preterm birth in 2020, with trends from 2010: a systematic 
analysis Ohuma, Eric O et al.The Lancet, Volume 402, Issue 10409, 1261 - 1271

Prematurity numbers are not that 
different between countries.

…and have not been decreasing.



Manuck TA, Rice MM, Bailit JL, Grobman WA, Reddy UM, Wapner RJ, Thorp JM, Caritis SN, Prasad M, Tita AT, Saade GR, Sorokin Y, Rouse DJ, Blackwell SC, Tolosa JE; Eunice Kennedy Shriver National Institute of Child Health 
and Human Development Maternal-Fetal Medicine Units Network. Preterm neonatal morbidity and mortality by gestational age: a contemporary cohort. Am J Obstet Gynecol. 2016 Jul;215(1):103.e1-103.e14. doi: 
10.1016/j.ajog.2016.01.004. Epub 2016 Jan 7. PMID: 26772790; PMCID: PMC4921282. Beam, A.L., Fried, I., Palmer, N. et al. Estimates of healthcare spending for preterm and low-birthweight infants in a commercially insured 
population: 2008–2016. J Perinatol 40, 1091–1099 (2020). https://doi.org/10.1038/s41372-020-0635-z

Effects of being survivor of premature: Morbidity and costs

Nature 582, 20-23 (2020)
doi: https://doi.org/10.1038/d41586-020-01517-z



Extreme prematurity in a public reference unit: morbidity, viability and mortality Research, Society and Development, v. 11, n. 6, 
e58311629468, 2022
(CC BY 4.0) | ISSN 2525-3409 | DOI: http://dx.doi.org/10.33448/rsd-v11i6.2946

Infographic for parents on the mortality results among premature infants

Without efficient prediction & prevention, 
prematurity is still the primary management

and outcome of preterm preeclampsia 



For all

Identify women with
high risk for 

pre-eclampsia

For symptomatic

Test (symptomatic) women with 
suspected pre-eclampsia

1st Trimester 2nd Trimester 3rd Trimester

Pre-eclampsia screening SYMPTOMS of pre-eclampsia may appear
from wk 20 onwards

Traditional Pre-eclampsia screening for all – PE management for symptomatic

16 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40232221201918171514131211109

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  For 

country specific recommendations, please consult your local health care professionals. 

NO SYMPTOMS

Screening based on 
maternal/obstetric risk factors

Recent studies: only ~40%  are detected

Diagnosing the preeclamptic with standard clinical tests

Are not specific to Pre-eclampsia, 

 Don’t provide a prognosis of PE

 Don’t provide a prediction in the time, 

 Do not inform about fetal well being





Majority of long-term effects of 

PREECLAMPSIA SURVIVORS

 3-4x times the risk of 

developing high blood 

pressure

2x times to develop 

heart disease 

higher risk to develop 
diabetes

…could be prevented



Majority of long-term effects of 

PREECLAMPSIA SURVIVORS

 

…could be prevented

• Babies who survive can have 
• breathing issues, intestinal (digestive) 

problems, and bleeding in their 
brains. 

• Long-term problems may include 
developmental delay (not meeting 
the developmental milestones for his or 
her age), CP, ADHD, Neurological 
disorders and lower performance in 
school.



For all

Identify women with
high risk for 

pre-eclampsia

For symptomatic

Test (symptomatic) women with 
suspected pre-eclampsia

1st Trimester 2nd Trimester 3rd Trimester

Pre-eclampsia screening SYMPTOMS of pre-eclampsia may appear
from wk 20 onwards

Improved Pre-eclampsia screening for all – PE management for symptomatic

16 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40232221201918171514131211109

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational 

purposes only and is not intended as medical advice.  For country specific recommendations, please consult your local health care professionals. 

NO SYMPTOMS

sFlt-1

PLGF



NUMBER 1 
GOAL

PREECLAMPSIA CARE IMPACT

Hypertension, coma, 
convulsions, kidney failure, 
liver failure, DEATH

Preterm birth, STILLBIRTH

Normal pregnancy, 
Healthy mother

More mature in delivery

Hypertension, kidney 
failure, liver failure, 
swollenness, headache 

Preterm birth, risk of 
DEATH

Cardiovascular disease, organ damage, risk for stroke

Delayed cognitive development, autism, death, chronic diseases

UNTREATED DIAGNOSED & 
MANAGED+

PlGF

sFlt-1
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SCREENED & 
PREVENTED+

PlGF

PREECLAMPSIA SURVIVORS
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Complications of preeclampsia (hypertensive disorder of pregnancy) 

Hypertension, coma, convulsions, 
kidney failure, liver failure, DEATH

Preterm birth, STILLBIRTH

Cardiovascular disease, kidney damage, 
Liver disease, stroke, diabetes mellitus

Delayed cognitive development, autism, death, 
cardiovascular disease, Stroke, Diabetes 
mellitus
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Preeclampsia survivors – health affected for lifetime

Early detection and prevention significantly improves health outcomes



How to improve pregnancy 
care for preventing
pre-eclampsia?

1T PRE-ECLAMPSIA SCREENING



Traditional screening method is simple but poor

ACOG. First-trimester risk assessment for early-onset preeclampsia. Committee opinion No. 638. Obstet Gynecol 2015; 126: e25-7. Tan MY et al. Ultrasound Obstet Gynecol 2018; 51: 743-750. 

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  

For country specific recommendations, please consult your local health care professionals. 

Moderate-risk factors
Nulliparity
Age >40 years
Inter-pregnancy interval >10 years
BMI at first visit >35 kg/m2
Family history of PE

High-risk factors
History of hypertensive disease in 
previous pregnancy
Chronic kidney disease
Autoimmune disease
Diabetes mellitus
Chronic hypertension
Multi fetal pregnancy

ACOG/NICE guidelines 
pre-eclampsia screening is based
on maternal characteristcs and
medical history

Simple and easy method to 
perform, but the 

DETECTION RATE IS 
POOR

Screening based on maternal/obstetric risk factors

Recent studies: only ~40%  are detected



90

82

ACOG/NICE guidelines 
pre-eclampsia screening is based
on maternal characteristcs and
medical history

ACOG. First-trimester risk assessment for early-onset preeclampsia. Committee opinion No. 638. Obstet Gynecol 2015; 126: e25-7. Tan MY et al. Ultrasound Obstet Gynecol 2018; 51: 743-750. 

COMBINED SCREENING

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  For 

country specific recommendations, please consult your local health care professionals. 

The first step to better detection 
combined screening with PLGF



Identify women at high risk of pre-eclampsia

1. Rolnik DL et al. ASPRE trial; Aspirin versus Placebo in Pregnancies at High Risk for Preterm Preeclampsia. N Engl J Med. 2017;377(7):613-622. 2. Wright D et al. Aspirin for Evidence-Based Preeclampsia Prevention trial: influence of 

compliance on beneficial effect of aspirin in prevention of preterm preeclampsia. Am J Obstet Gynecol. 2017; 217:685.e1-5. 3. Poon LC et al. Aspirin for Evidence-Based Preeclampsia Prevention trial: effect of aspirin in prevention of 

preterm preeclampsia in subgroups of women according to their characteristics and medical and obstetrical history. Am J Obstet Gynecol 2017;217:585.e1-5. 4. Wright et al. Aspirin for Evidence-Based Preeclampsia Prevention trial: effect 

of aspirin on length of stay in the neonatal intensive care unit. Am J Obstet Gynecol. 2018; 218:612.e1-6

Weeks 11-13+6

150mg Aspirin

EFFECT OF PREVENTION
on length of stay in the NICU

Prophylactic use of aspirin results in

 68% reduction
in the length of stay in NICU

(neonatal intensive care unit)

EFFICACY OF SCREENING AND ASPIRIN 
in reducing preterm pre-eclampsia

Aspirin in high risk women

Combined pre-eclampsia screening

Screening enables
timely intervention for 
reducing the incidence 

of pre-eclampsia

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  For 

country specific recommendations, please consult your local health care professionals. 



EFFECT OF PRE-ECLAMPSIA
on healthcare costs and infant survival

The earlier a baby 
is born, the higher 
the cost of care.

• In 2019 preterm birth and low birth weight accounted for about 17% of 
infant deaths in US.

• Babies who survive can have breathing issues, intestinal (digestive) 
problems, and bleeding in their brains. 

• Long-term problems may include developmental delay (not meeting 
the developmental milestones for his or her age), CP, ADHD, 
Neurological disorders and lower performance in school.

The earlier a baby is born, the higher 
the risk of death or serious disability.



Why not PAPP-A?   Performance review for prediction of pre-term PE (<37wks GA).  

Based on SPREE & Screening Quality 
Study.  Both data sets reviewed 
individually and combined (25226 
screens).  

In total, 194 cases of pre-term PE. 

Increase in DR observed for a fixed 10% SPR
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• This systematic review of the NICE risk–stratification algorithm. Incorporating data from 17 
eligible studies and 258,278 pregnancies.

• The NICE risk-stratification algorithm for preeclampsia performs remarkably poorly as a 
tool by which to allocate Aspirin prophylaxis.
• 56.7% of preeclampsia cases missing
• Costing £265000/year unnecessary prescriptions of Aspirin

• Should be replaced with an alternative tools like FMF tool.



Showed low compliance to treatment if no 
proper screening and counselling is performed

• Compliance to aspirin (Do high risk women take their 
tablets?)
• 23% with NHS method (history only)
• 85% with FMF method (Combined)

It is important that the women know their risk 
and it is based on specific assessment with 
measurement results.



ASPIRIN – potential candidate for prevention
- Timing?

Significant difference in impact on pre-term PE and perinatal death, dependent 
on when Aspirin prophylaxis was started. 



ASPIRIN – potential candidate for prevention
- The dose?

Salicylic acid (SA) serum concentration (μg/ml)

• 150 mg dose SA inhibits thromboxane more efficiently than the 75 mg dose. 
• With a dose of 150 mg SA, plasma SA concentrations are consistently 

above baseline levels up to 12 hours after oral dosing
• Study was also able to demonstrate that thromboxane levels were fully 

recovered after a wash-out period of one week.

The doses and the effect to thromboxane B2 levels from blood samples, 
in different timepoints post ingestion of aspirin

• With women who are at high risk of developing 
preeclampsia, Aspirin 150 mg once a day at bedtime is 
more effective than Aspirin 75 mg in preventing 
preeclampsia with similar adverse outcomes (NICU 
admission, IUGR, neonatal death, still birth, eclampsia, 
HELLP syndrome, placental abruption and pulmonary 
edema).
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Secondary analysis of the ASPRE data to better estimate 
the role of aspirin in women with chronic hypertension.

Aspirin use is associated with a shift in the cumulative risk of 
preterm PE to later gestational age (P=.051).

Findings suggest that, in women with chronic hypertension, 
aspirin shifts the distribution of delivery with PE to a later 
gestational age, in a similar fashion to that in high-risk women 
without chronic hypertension. 

Women with chronic hypertension often have PE with delivery 
very early in gestation. Aspirin delays PE by several weeks and 
certainly reduces perinatal morbidity and neonatal 
hospitalizations.

Aspirin does not specifically reduce the number of preterm PE. 

Consequently, women with chronic hypertension benefit from 
aspirin during pregnancy by reducing the earliest cases of PE.



Aspirin in prevention of preeclampsia: 
Universal aspirin – Side effects

Complication Aspirin 
(n=4,088)

No aspirin
(n=309,536)

Odds ratio
(95%CI)

Intrapartum hemorrhage 117 (2.9%) 4.695 (1.5%) 1.63 (1.30,2.05)

Postpartum hemorrhage 411 (10.2%) 24,036 (7.8%) 1.23 (1.08,1.39)

Neonatal intracranial hemorrhage 3 (0.07%) 17 (0.01%) 9.66 (1.88, 49.48)

Complication Aspirin (n=798) Placebo (n=822) P-value

Vaginal bleeding 29 (3.6%) 21 (2.6%) 0.27

Nasal bleeding 16 (2.0%) 27 (3.3%) 0.15

Abruption without PE 5 (0.62%) 9 (1.09%) 0.31

Neonatal IVH ≥ G2 2 (0.25%) 1 (0.12%) 0.55

Aspirin use during pregnancy and the risk of bleeding complications: a Swedish population-based cohort study.
Hastie, R. et al. (2021). American journal of obstetrics and gynecology, 224(1), 95.e1–95.e12. 

Aspirin versus Placebo in Pregnancies at High Risk for Preterm Preeclampsia.
Rolnik, D. L., et al (2017)The New England journal of medicine, 377(7), 613–622. 
ASPRE study

Systematic review and meta-analysis of adverse events of low-dose aspirin and clopidogrel in 
randomized controlled trials.
McQuaid, K. R., & Laine, L. (2006). The American journal of medicine, 119(8), 624–638

Complication
(n=75,000 non-pregnant)

Aspirin No aspirin RR
(95%CI)

Major bleeding 26,673 26,712 1.71 (1.41, 2.08)

Major gastrointestinal bleeding 28,686 28,719 2.07 (1.61, 2.66)

Intracranial bleeding 27,671 27,712 1.65 (1.12, 2.44)

Utero Exposure to Aspirin and Risk of Asthma in Childhood.
Chu, S. et al (2016). Epidemiology (Cambridge, Mass.), 27(5), 726–731. 

Complication Aspirin
(n=11,215)

No aspirin
(n=8,677)

aOR
(95%CI)

Childhood asthma 552 (5%) 352 (4%) 1.3 (1.1, 1.6)

In utero drug exposure and hearing impairment in 2-year-old children A case-control study using 
the EFEMERIS database.
Foch, C., et al (2018). International journal of pediatric otorhinolaryngology, 113, 192–197. 

Complication Abnormal 
hearing
(n=1,245)

Normal 
hearing
(n=28,046)

aOR
(95%CI)

In-utero ASA 
exposure

28 (2.2%) 396 (1.4%) 1.61 (1.09, 2.37)

The risk of childhood asthma was increased by 30%

The risk of hearing disorders was increased by 60%

Problems: Aspirin use defined as any tablet taken for any reason 

Absolute annual increase: Major bleeding 0.13%, Gastrointestinal bleeding 
0.12%, Intracranial bleeding 0.03%, non-pregnant)

The risk of PE was screened

Implementation of First-Trimester Screening and Prevention of Preeclampsia: A Stepped Wedge Cluster-
Randomized Trial in Asia. Nguyen-Hoang et al; FORECAST Collaborators Circulation. 2024 Oct 15;150(16):1223-
1235. 

Complication High risk with 
aspirin 

High risk without 
aspirin 

Postpartum hemorrhage 2.05% 1.44%

Fetal structural defects 0.72% 0.64%

Fetal chromosomal defects 0.1% 0

At least one serious adverse event 3.15% 2.08%

The risk of PE was screened

Aspirin should be given only to women screened as high-risk to prevent increasing adverse effects of aspirin.



When to screen?

30
Confidential | Do not share

8-10+6 weeks vs 11-13+6 weeks screening performance

• The best discrimination (AUROC: 0.863; 95% CI, 0.754–0.971) and calibration were achieved by the 
model using PlGF between 11 and 13+6 weeks. 

• PlGF measured before 11 weeks did not improve preterm PE screening performance



Preterm preeclampsia screening and prevention: a comprehensive approach to 
implementation in a real-world setting
2025 Jan 15;25(1):32. doi: 10.1186/s12884-025-07154-6.

The study confirms the feasibility of integrating comprehensive 
preeclampsia screening into real-world  clinical practices

- The integration of preeclampsia screening had a minimal effect on the 
time required for aneuploidy screening, with results obtained within a 
rapid turnaround time.

- While the FMF algorithm provides better performance when all 
parameters (UtAPI, PlGF, and PAPP-A) are included,

- FMF algorithm can deliver a personalized risk score even if one or 
both placental markers are missing. Therefore, the protocol is 
applicable to lower-resource settings where not all parameters may 
be available.



Utilizing the proposed models, providers can capture a 
larger portion of high-risk patients in order to allocate 
aspirin appropriately, leading to improved morbidity, 
maternal outcomes, and future cardiovascular health.

Is it Time for Precision Screening in 
Preeclampsia?
JACC Adv. 2025 Mar;4(3):101585. doi: 10.1016/j.jacadv.2025.101585. 

Improved first-trimester preeclampsia screening would 

1. reduce costs for patients and hospitals by 
• decreasing unnecessary hospitalizations 

and 
• identifying early-onset preeclampsia 

patients that need close monitoring during 
pregnancy. 

2. It would also alleviate patient anxiety and 
provide additional information to help clinicians 
to risk-stratify patients. 



For all pregnant in 1T
Identify pregnant women
who has high risk for 
pre-eclampsia

1st Trimester 2nd Trimester 3rd Trimester

Pre-eclampsia screening

Effective screening reduces health care costs and improves quality of life

16 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40232221201918171514131211109

Prevention
with better compliance

Reduction
of pre-eclampsia 

incidence

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  

For country specific recommendations, please consult your local health care professionals.



How to enhance
pre-eclampsia 
management?

2T/3T PRE-ECLAMPSIA SHORT-TERM PREDICTION & 
AID IN DIAGNOSIS



Pre-eclampsia related sign or symptoms are not 
specific for pre-eclampsia

Stomach 
pain

Sudden 
weight gain

Headache

Seeing spots
or vision 
changes

Swelling of 
the hands 
and face

Sign and 
symptoms of 

pre-eclampsia 
are many and 

varied

25%
of women with
gestational  
hypertension
will progress to
pre-eclampsia

Nausea
and

vomiting

in the second half 
of pregnancy

Magee L et al. Pregnancy Hypertension. 2022; 27: 148–169. Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for 

informational purposes only and is not intended as medical advice.  For country specific recommendations, please consult your local health care professionals.

Women with 
signs or 

symptoms of 
pre-eclampsia 
do not always 
develop pre-

eclampsia



Standard clinical care tests are not 
specific to pre-eclampsia
The standard clinical diagnostic assessments in case of 
suspected pre-eclampsia contain comprehensive set of tests

BUT, tests:
• Are not specific to Pre-eclampsia
• Don’t provide a prognosis of PE
• Don’t provide a prediction in the time
• Lead to overdiagnosis and unnecessary hospital admission
• May lead to incorrect patient management
• Do not inform about fetal well being
• May lead to delay in diagnosis

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  

For country specific recommendations, please consult your local health care professionals. 



PLGF BASED TESTING in addition to standard clinical 
assessment ENHANCE CLINICAL CARE

During 2T and 3T
PlGF and sFlt-1 are both 
predictive and diagnostic

for pre-eclampsia 

sFlt-1

PLGF

Biomarker levels also correlate 
with severity of disease 

NICE Diagnostic guidance: DG23. PlGF-based testing to help diagnose suspected pre-eclampsia, 2016. 

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only 

and is not intended as medical advice.  For country specific recommendations, please consult your local health care professionals. 

Helping Rule-out 
suspected

pre-eclampsia

Avoided unnecessary

 hospitalization

&

Improved prognosis Cost-savings

Faster and more 

accurate diagnosis 
of pre-eclampsia

Improved disease

management,

including timing 

of delivery

Better maternal

         & neonatal

 outcomes

For symptomatic women PLGF based testing improves 
pre-eclampsia management



For symptomatic women PLGF based testing – two alternatives

PLGF alone, 
use of one kit, 

could offer more 
affordable
alternative

PLGF alone, 
with concentration 

based cut-offs, 
could provide a 
simpler solution

Based on the studies
there is no need
for two analytes,

PlGF alone
is sufficient

sFlt-1/PlGF 

ratio

PlGF alone
Concentration 

based cut-off

PlGF, 
as single marker, 
has a comparable 

performance 
to sFlt-1/PlGF ratio 

Bremner L et al. Cardiovascular Health 2022; 27: 96–102. NICE Diagnostic guidance: DG23. PlGF-based testing to help diagnose suspected pre-eclampsia, 2016. McCarthy F et al. Ultrasound Obstet Gynecol 2019; 53: 62–67. Revvity 

does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  For country specific recommendations, 

please consult your local health care professionals. Products may not be licensed in accordance with the laws in all countries, such as the United States and Canada. Please check with your local representative for availability.

Both options are 
equally recommended 

for clinical use



Increasing 
implementation and 
interest



Preeclampsia SCREENING/DIAGNOSING growth 2025
– supporting signals

Increasing 
implementation 

National implementation 
studies in:
• Denmark
• France
• UK

New countries:
• USA

GRANTs:
• UNITAID
• Gates

Supporting guidelines
International guidelines  FIGO, 
ISSHP, ISUOG, 

Local guidelines (screening): 
Germany, Austria, Switzerland, 
Denmark, Estonia, Canada, 
Brazil…Updating: Spain, 
Sweden

Local 
guidelines (management): 
Lithuania, UK, Finland, 
Germany, Austria, Switzerland, 
Spain, Canada, Brazil

Supporting data

Increasing amount of data 
showing the efficacy of 
screening and added value 
of PlGF and sFlt-1:
• FORECAST 
• PREVAL
• PRECISE
• PRAECIS
• (RANSPRE, IMPACT

Global strategic 
priorities

Organization with 
supporting strategies to 
accelerate reduction of 
maternal, newborn and 

child health 

Hypertensive disorders of 
pregnancy being 

acknowledge as one of the 
leading causes of maternal 

mortality andmorbidity



Increasing interest for preeclampsia screening

Increasing 
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Still majority of countries lacking the support from National Health Board
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Organizational strategies to accelerate reduction of maternal, 
newborn and child health 
• Hypertensive disorders of pregnancy being acknowledge 

as one of the leading causes of maternal mortality and 
morbidity (16%)

GRANTs and open calls:





PE testing maturity level - Readiness to adopt 

Private

Study to 
update
guideline

1T Implementation
study

1T screening
reimbursed

2T/3T 
reimbursed



For all pregnant in 1T
Identify pregnant women

who has high risk for 
pre-eclampsia

Test (symptomatic) women  with 
suspected pre-eclampsia later in pregnancy

(3-10% of pregnant)
Short-term prediction & aid in diagnosis

1st Trimester 2nd Trimester 3rd Trimester

Pre-eclampsia screening Symptoms of pre-eclampsia may appear
from wk 20 onwards

Pre-eclampsia screening for all – PE management for symptomatic

16 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40232221201918171514131211109

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only 

and is not intended as medical advice.  For country specific recommendations, please consult your local health care professionals. 
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Preeclampsia affects both mother and the child also later in life

AVOIDING THIS CONDITION WOULD BRING SUBSTANTIAL 

IMPROVEMENTS TO MATERNAL AND FETAL HEALTH AND COSTS

PREVENT MANAGE BETTERREDUCED COSTSBETTER OUTCOMES

RAPID & ACCURATE 

TRIAGE 

Prophylactic use of aspirin results in

 68% reduction
in the length of stay in NICU



DELFIA®

Xpress PlGF 

1-2-3

Full intended 

use
DELFIA®

Xpress 

system 

launched

PlGF 

research kit

FIGO guideline on 1T 

PE screening

BUILDING THE EVIDENCE
Time and commitment are needed in
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Research 

collaboration

Biomarker 

research 

Initiated research program in MFH

Prof Poston/Prof Shennan 

DELFIA®

Xpress 1st 

generation 

PlGF assay

PREDICTION

Targeted for 1st trimester. 

Supported FMF research

initiated

PlGF 1-2-3

2nd 

generation 

PlGF assay

PREDICTION

Validated for all trimesters
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DELFIA®

Xpress sFlt-

1/PlGF

SHORT TERM 

PREDICTIONS &

AID IN DIAGNOSIS

finalized

PREVENTION

ISUOG releases guideline 

on 1T PE screening

ISSHP  Good Practice 

Recommendations for 

1T PE screening

2008 

"Products may not be licensed in accordance with the laws in all countries, such as the United States and Canada. Please check with your local representative for availability." 

European multicenter study: FP7 Grant
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WEEKS OF GESTATION

COMBINED 
SCREENING
WITH PLGF

ASPIRIN TREATMENT FOR SCREEN POSITIVE WOMEN 

Short-term prediction & Aid in Diagnosis

sFlt-1/PlGF ratio 

SCREENING & PREVENTION – ALL WOMEN

PRE-ECLAMPSIA MANAGEMENT

Bremner L et al. Cardiovascular Health 2022; 27: 96–102. Rolnik DL et al., .N Engl J Med. 2017 Aug 17;377(7):613-622. Giblin et al. Pregnancy Hypertension 21 (2020) 35–37.

Revvity does not endorse or make recommendations with respect to research, medication, or treatments.  All information presented is for informational purposes only and is not intended as medical advice.  For country specific 

recommendations, please consult your local health care professionals. Products may not be licensed in accordance with the laws in all countries, such as the United States and Canada. More information: contact your representative.

PlGF alone

1st Trimester 2nd Trimester 3rd Trimester

Pre-eclampsia

16 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40232221201918171514131211109



Customer-Driven Innovation and Continuous 
Improvement

 Demographic entry 
to LifeCycle

 Worklist transferred 
automatically from 
LifeCycle to DELFIA 
Xpress

 When test is ready, 
results are transferred 
from DELFIA Xpress to 
LifeCycle

 Comprehensive
Multiple screening strategies are 
supported

 Effective data management
with LifeCycle
Simplifies the data collection and 
workflow processes

 Easy to set up, learn and use
Simple and flexible user interface with 
performance monitoring dashboard

Products may not be licensed in accordance with the laws in all countries, such 
as the United States and Canada. More information: contact your representative.



LifeCycle
Leading risk calculation software for 
prenatal screening

▪ Trusted system since 2000

▪ Over 800 users

▪ Supports all prenatal screening models

▪ Enables aneuploidy screening and pre-eclampsia screening

Products may not be licensed in accordance with the laws in all countries, such as 
the United States and Canada. More information: contact your representative.



✓ Complete data management solution for prenatal screening 
laboratories

✓ Simple and flexible user interface with a performance monitoring 
dashboard

✓ Comprehensive – Multiple screening strategies are supported

✓ Tailored to population – Optimized risk calculation to 
your population

✓ Accessible – Remote access for external users and connectivity to 
3rd party applications

✓ Trusted solution over 20 years

Simple, flexible and reliable LifeCycle  Prenatal 
Screening risk calculation software

Products may not be licensed in accordance with the laws in all countries, such 
as the United States and Canada. More information: contact your representative.



Innovations for 
future



DIFFERENT  NEEDS – DIFFERENT SOLUTIONS
TARGET CUSTOMERS

District hospitals

Private Obstetrics

Remote Healthcare workers

FROM CENTRALIZED 

TO DECENTRALIZED

Central laboratories
& large hospitals

FROM LOW TO HIGH INCOME COUNTRIES

REMOTE TO NEAR HOSPITAL

Training

Infrasturcture

Throughput

Complexity

Costs

Time-to-Result

 

TARGET COUNTRIES TARGET PATIENTS

FROM SCREENING TO MANAGEMENT



Data from Europe





• Quantitative Placental Growth Factor (PlGF) results

• Portable reader (can run on batter)

• No maintenance/service

• No need for laboratory facilities

• Whole blood = no pre-treatment (centrifugation 

/laboratory skills) necessary. Serum also an option.

• 10µl sample volume

• No sample shipping: immediate results = fast treatment, 

effective care

• Short assay time (30 min), <2 min in the reader.

• Lot specific calibration enabled with RFID





59Confidential | Do not share

Transfer 100 µL of 

Buffer to the Reaction 

tube (mix)

Add 10 µL of sample to 

the Reaction Tube (mix)

Incubate 

Reaction for 15 

min

Transfer all of 

reaction mix to the 

RONIA Cassette 

Incubate the RONIA 

Cassette for 15 min
Insert the RONIA 

Cassette into the 

RONIA Reader and 

measure (2 min) 

RONIA PlGF Advanced kit workflow

1

2

3 4 5 6

Research Use Only (RUO)



Thank you!
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