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What are the novel findings of this work?
It has been suggested that serum levels GDF-15 could be predictive of preeclampsia. In this case-control study, in asymptomatic pregnant women who later
developed pre-eclampsia, GDF-15 levels were higher at 30-34 weeks but not
significantly different at 19-24 weeks and at 35-37 weeks, when compared to
unaffected pregnancies.

What are the clinical implications of this work?
GDF-15 seems to increase a few weeks prior to pre-eclampsia development.
Leading to significantly higher levels at 30-34 weeks in patients who will later
develop preterm pre-eclampsia. However, this marker may not be as good as
previously described markers, and the high variability in the population may
preclude its utility in clinical practice.
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ABSTRACT
Background: Pre-eclampsia (PE) is a significant contributor to maternal and
perinatal adverse outcome, however accurate prediction and early diagnosis of
this condition remain a challenge.
Objectives: To compare serum levels of growth-differentiation factor 15 (GDF15) at three different gestational ages between asymptomatic women who
subsequently developed preterm or term PE and healthy controls.
Methods: This was a case-control study drawn from a prospective observational
study for adverse pregnancy outcomes in women attending for their routine
second and third trimester hospital visits. Serum GDF-15 was determined in 300
samples using a commercial GDF-15 enzyme-linked immunosorbent assay: 120
samples at 19-24 weeks of gestation, 120 samples at 30-34 weeks and 60
samples at 35-37 weeks. Multiple linear regression was applied on logarithmically
transformed GDF-15 control values to evaluate the influence of gestational age
at blood sampling and maternal characteristics on GDF-15 results. Multiples of
the normal median (MoM) GDF-15 values, adjusted for gestational age and
maternal characteristics, were compared between the PE group and healthy
controls.
Results: Values of GDF-15 increased with gestational age. There were no
significant differences in GDF-15 values between cases of preterm or term PE
and normotensive pregnancies at 19-24 or 35-37 weeks of gestation. At 30-34
weeks, GDF-15 MoM values were significantly increased in cases of preterm PE,
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but not in those who later developed term PE. Elevated GDF-15 MoM values
were significantly associated with a shorter interval between sampling at 30-34
weeks and delivery with PE (P=0.005).
Conclusion: Serum GDF-15 levels at 19-24 or 35-37 weeks of gestation are not
predictive of preterm or term PE. At 30-34 weeks, GDF-15 levels are higher in
women who subsequently develop pre-eclampsia; however, this difference is
small and GDF-15 is unlikely to be useful in clinical practice when used in
isolation.
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INTRODUCTION

Pre-eclampsia (PE) is a serious pregnancy complication associated with
increased short- and long-term risks of death and morbidity for both the mother
and her child. Such risks can be reduced by screening during the first trimester
of pregnancy and use of low dose aspirin in the high-risk group and screening
during the second and third trimester to stratify the population into risk categories
in need of different intensities of subsequent monitoring, thereby minimizing
unexpected adverse perinatal events.1-6 Several studies have investigated the
value of potential biomarkers for the prediction of PE. Those found to be useful
at 11-13 and 19-24 weeks’ gestation are mean arterial pressure (MAP), uterine
artery pulsatility index (UtA-PI) and placental growth factor (PLGF), in the early
third trimester MAP, UtA-PI, PLGF and serum soluble fms-like tyrosine kinase-1
(sFLT-1) and in late third trimester MAP, PLGF and sFLT-1.7-10 Screening at 1113 weeks by a combination of maternal factors, MAP, UtA-PI and PLGF identifies,
at 10% screen-positive rate (SPR) about 75% of preterm PE with delivery at <37
weeks‘ gestation but only about 45% of term-PE.2,11 Improved prediction of termPE to 70% is achieved through screening at 35-37 weeks by a combination of
maternal factors, MAP, PlGF and sFLT-1.12 Consequently, there is need for
further research to identify new biomarkers that could improve the prediction of
both preterm and term PE.
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One potential new biomarker for PE is growth-differentiation factor 15 (GDF-15),
which is also known as macrophage inhibitory cytokine-1 (MIC-1), a member of
the transforming growth factor beta superfamily.13,14 In healthy adults, GDF-15
expression in normal tissues is low, but its concentrations are higher in pathways
of injury, inflammation and repair processes.13,15 During pregnancy, GDF-15 is
highly expressed in the placenta and can be detected in maternal serum
throughout gestation with a significant increase from the first to the third
trimester.16-18 During the first trimester of normal pregnancies, GDF-15 levels are
about 15-fold higher compared to non-pregnant women,16 and GDF-15 is thought
to be involved in trophoblast invasion during placentation to suppress the
maternal immune response.17 Lower levels of GDF-15 during early stages of
pregnancy have been associated with miscarriage and ectopic pregnancy.19,20
Previous studies have demonstrated no differences in GDF-15 levels at 11-13
weeks’ gestation between women who later developed PE and controls,18 and
the possible role of this marker at PE diagnosis is unclear, with conflicting reports
suggesting decreased, unchanged or increased GDF-15 levels in pregnancies
following PE diagnosis.18,21-23
The objective of this study is to compare serum levels of GDF-15 serum levels in
asymptomatic women who later developed preterm or term PE compared to
healthy controls at three different gestational ages (GA) prior to diagnosis.
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METHODS

Study population
This was a case-control study drawn from a prospective observational study for
adverse pregnancy outcomes in women attending for their routine second and
third trimester hospital visits at the Harris Birthright Unit for Fetal Medicine, King’s
College Hospital, London, between July 2011 and January 2016.
Patient characteristics recorded included maternal age, racial origin (Caucasian,
Afro-Caribbean, South Asian, East Asian and mixed), method of conception
(spontaneous or assisted conception requiring the use of ovulation drugs or in
vitro fertilization), cigarette smoking during pregnancy (yes or no), history of
chronic hypertension (yes or no), systemic lupus erythematosus (yes or no),
antiphospholipid syndrome (yes or no), pre-gestational diabetes (yes – type 1 or
type 2 – or no), family history of PE in the mother of the patient (yes or no) and
obstetric history including parity (parous or nulliparous if no previous pregnancies
at or after 24 weeks), previous pregnancy with PE (yes or no) and maternal
weight and height.
PE was defined according to the criteria established by the International Society
for the Study of Hypertension in Pregnancy,24 as systolic blood pressure of 140
mmHg or more and/or diastolic blood pressure 90 mmHg or more developing
after 20 weeks of gestation together with significant proteinuria or other maternal
organ dysfunction in a previously normotensive woman. Significant proteinuria is

defined by 300 mg or more in 24 hours or two readings of at least ++ on dipstick
analysis of midstream or catheter urine specimens if no 24-hour collection is
available. In PE superimposed on chronic hypertension, significant proteinuria
(as defined earlier or worsening proteinuria compared to baseline levels) should
develop after 20 weeks of gestation in women with known chronic hypertension
(history of hypertension before conception or the presence of hypertension at the
booking visit before 20 weeks of gestation in the absence of trophoblastic
disease).

Blood collection and analysis
Written informed consent was obtained from all pregnant women agreeing to
participate in the study, which was approved by the UK National Research Ethics
Committee (reference number: 02-03-033). Overall, 300 samples were obtained:
120 samples at 19-24 weeks (60 controls, 30 cases of preterm PE and 30 cases
of term PE), 120 samples at 30-34 weeks (60 controls, 30 cases of preterm PE
and 30 cases of term PE), and 60 samples at 35-37 weeks of gestation (40
controls and 20 cases of term PE). Maternal blood was collected, and the
resulting serum was stored at -80°C until analysis.
Serum GDF-15 was determined using a commercial GDF-15 enzyme-linked
immunosorbent assay (ELISA) kit (R&D System, Minneapolis, USA) according to
the manufacturer’s protocol. The assay was performed by a laboratory
professional who was blinded to the outcomes of the pregnancies. Serum
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samples were diluted 1/100, and the standard was serially diluted from a starting
concentration of 3000 pg/mL down to 46.88 pg/mL, in the sample diluent supplied
with the kit.

Statistical analysis
Qualitative data are presented as absolute numbers and proportions and
quantitative variables are summarized as means and standard deviations.
Comparison of baseline characteristics between cases and controls used the
Mann-Whitney U test and Chi-square or Fisher’s exact test, as appropriate.
Multiple linear regression with stepwise backward elimination was applied on
logarithmically transformed GDF-15 control values to determine the influence of
gestational age at blood sampling and maternal characteristics that significantly
impact on GDF-15 results. GDF-15 values in the study groups were presented in
multiples of the normal median (MoM) and adjusted for gestational age and
maternal characteristics (variables with significance level below 0.1 were kept in
the model). The distributions of GDF-15 MoM values were then compared
between the groups at each gestational age interval with one-way analysis of
variance (ANOVA) using logarithmically transformed values, with Dunnett’s posthoc adjustment for multiple comparisons within each gestational age period and
using the control group as the reference category. To investigate the significance
of the relationship between GDF-15 MoM values and the interval between blood
sampling and delivery with PE, Cox proportional-hazards models were applied at
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each gestational censoring deliveries that occurred without PE. Finally, the ability
of GDF-15 MoM values to predict PE at each gestational window was assessed
by analysis of the proportion of cases with GDF-15 MoM levels exceeding the
upper quartile of controls and with the use of receiver-operating characteristics
(ROC) curves.
Between-group comparisons were considered statistically significant at a 0.05
significance level. Statistical analysis was performed with SPSS Statistics (IBM
Corp. Released 2019. IBM SPSS Statistics for Macintosh, Version 26.0 Armonk,
NY: IBM Corp).
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RESULTS

Maternal characteristics according to pregnancy outcome are presented in Table
1. Women who developed PE, compared to healthy controls, had significantly
higher maternal weight, incidence of PE in a previous pregnancy and chronic
hypertension.
GDF-15 was detectable in all 300 samples tested, and the values increased with
gestation in both the cases of PE and the controls (Figure 1). Values of GDF-15
increased with maternal age and gestational age and decreased with increasing
maternal weight. The median GDF-15 values in each group and at the different
blood sampling intervals are summarized in Table 2.
Amongst PE cases, GDF-15 levels exceeded the upper quartile of the control
group in 33.3% (20/60) at 19-24 weeks, in 43.3% (26/60) at 30-34 weeks and in
25% (5/20) at 35-37 weeks of gestational age.
There were no significant differences in GDF-15 values between cases of
preterm or term PE and healthy controls at 19-24 or 35-37 weeks of GA. At 3034 weeks, GDF-15 MoM values were significantly increased in those who
developed preterm PE, but not in those who developed term PE (Table 2). A
statistically significant association between increased GDF-15 values and timeto-delivery with PE was found at 30-34 weeks of gestation (P = 0.005), while no
significant association was found at 19-24 weeks and 35-37 weeks of gestation
(P= 0.259 and P=0.832, respectively, Figure 2).

ROC curve analysis using GDF-15 MoM values in isolation for the prediction of
pre-eclampsia at each gestational window are presented in Figure 3 and
demonstrated areas under the curve (AUC) of 0.54 (95% CI 0.44 to 0.65) at 1924 weeks, 0.66 (95% CI 0.57 to 0.76) at 30-34 weeks and 0.59 (95% CI 0.440.74) at 35-37 weeks’ gestation.
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DISCUSSION

Main findings
GDF-15 levels in maternal serum increased throughout gestation in healthy
pregnancies as well as in patients who later developed PE. GDF-15 levels were
significantly higher in the PE group at 30-34 weeks, due to the differences
between preterm PE and normotensive pregnancies. We also identified a
significant negative association between elevated GDF-15 levels at 30-34 weeks
of gestation and the interval from sampling to delivery with PE. No significant
differences were identified at 19-24 and 35-37 weeks. It is plausible that,
analogous to sFLT-1, levels of GDF-15 increase only within a few weeks prior to
the development of PE.

Results of previous studies
In healthy non-pregnant adults, GDF-15 levels are low, whereas during
pathologic processes including inflammation and injury increased concentrations
have been detected.13-15 Although the reason for this GDF-15 elevation under
certain pathological circumstances is not clearly understood, it could be partly
explained by the pleomorphic effects of GDF-15 on different cell types.25 GDF-15
seems to be closely related to tissue remodeling processes and may regulate cell
growth as well as apoptosis, which are typical events observed in neoplastic and
cardiovascular diseases.25 As a consequence, GDF-15 can be used as a

prognostic marker in arteriosclerotic diseases and in oncology, indicating poor
prognosis when the levels are increased.25,26 Reproductive organs, especially the
endometrium with its monthly recurrence of menstruation, proliferation,
decidualization and the possible implantation represents actions that are typically
associated with remodeling, programmed cell death and differentiation.27 In case
of a pregnancy, these appropriately working processes are crucial for normal
placental development in the early developmental stages. Although the
pathophysiology of hypertensive disorders, including PE, is not entirely
elucidated, abnormal placentation is considered to be the central problem. It has
been suggested that successful suppression of pro-inflammatory cytokines is
necessary to allow normal placentation.21 Noteworthy, placental inflammation
might be the result of incomplete placentation with impaired trophoblast invasion
in the first half of pregnancy in women who will later develop PE.21,28 Besides,
increased apoptosis of placental cells is seen in pregnancies complicated by PE
and fetal growth restriction, resulting in an imbalance between cell growth and
cell fall.21,28
GDF-15 has been found in placental tissue, namely in syncytiotrophoblast and
other trophoblast cells, and also in membranes and amniotic fluid.21 Previous
studies on serum levels of GDF-15 in pregnancy have reported conflicting results.
Moore et al. and Chen et al. reported that in normal pregnancies serum GDF-15
increases with advancing gestation,16,18 whereas Marjono et al. found that serum
GDF-15 was stable for the first 24 weeks, but increased thereafter and peaked at
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33-35 weeks.21 Similarly, there are conflicting reports on the relation to serum
levels in patients with established PE. Chen et al. found decreased levels of GDF15 in both early- and late-onset PE.18 However, when tested in the first trimester,
controls and those who later developed PE did not display different levels of GDF15, and the authors speculated that the decreased levels of GDF-15 at the time
of clinical PE presentation might be a maternal reaction to the disease

18

. Other

research groups reported increased levels of GDF-15 in patients with PE and
suggested this is the consequence of endothelial dysfunction. 22,23

Limitations and strengths
The main limitation of this study is its case-control design with a relatively small
number of cases included. PE is a heterogeneous disorder in terms of maternal
phenotype, pathophysiology and severity. Consequently, the total number of
normal and pathological pregnancies examined may be inadequate to conclude
that GDF-15 levels are not altered in different gestational ages and in preterm
and term PE. This limitation is particularly marked at 35-37 weeks of gestation,
where the small number of cases may preclude meaningful conclusions.
To avoid the introduction of bias, blood samples for this study were prospectively
collected, and the assays were performed by an investigator who was blinded to
pregnancy outcomes. In addition, we adjusted the GDF-15 results for possible
confounders and accounted for the changes in biomarker values throughout
gestation. The lack of adjustment for gestational age and maternal characteristics
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in previous studies may partly explain the inconsistencies reported in the
literature.

Clinical Implications and future research
The results of this study suggest that GDF-15 MoM levels rise within a few weeks
(from about three to four weeks) prior to delivery with PE. Consequently, the best
window of screening seems to be 30-34 weeks of gestation. Given that very earlyonset PE is rare, screening at 20-24 weeks may be too early to demonstrate
significant differences in GDF-15 levels. However, the small differences in
distribution with large variability in the population, as well as the possible overlap
with well evaluated and established markers that show better discrimination in
predicting PE, such as PLGF and sFLT-1 (which were not tested in this study),
may limit the potential use of this test in clinical practice for PE prediction. Future
research should focus on the interaction between GDF-15 levels with those of
other biomarkers, and the possible role of GDF-15 levels in the prediction of PE
when incorporated in multimarker predictive algorithms.

CONCLUSION
Serum GDF-15 serum levels are not predictive of preterm or term PE at 19-24
weeks or 35-37 weeks. At 30-34 weeks, serum GDF-15 is increased in
pregnancies that develop preterm PE. The poor predictive capacity of GDF-15,
however, makes it unlikely that this biomarker will be clinically useful in isolation.

This article is protected by copyright. All rights reserved.

FUNDING
DW is supported by a grant from the Paracelsus Medical University Salzburg,
Austria (PMU Research Fund – PMU FFF Number: L-18/02/006-WET) and by
Drs Haackert Foundation, Germany. GN and ST were supported by National
Health and Medical Research Council of Australia (Fellowship #1041835 and
project grant 1139568 to GN), and the Victorian State Government Operational
Infrastructure Scheme in Australia. Collection and storage of serum samples was
supported by the Fetal Medicine Foundation.

CONFLICTS OF INTEREST STATEMENT
The authors report no conflicts of interest.

REFERENCES
1.

Wright D, Wright A and Nicolaides KH. The Competing Risk Approach for

Prediction

of

Preeclampsia.

Am

J

Obstet

Gynecol

2019;

DOI:

10.1016/j.ajog.2019.11.1247.
2.

O'Gorman N, Wright D, Syngelaki A, Akolekar R, Wright A, Poon LC and

Nicolaides KH. Competing risks model in screening for preeclampsia by maternal
factors and biomarkers at 11-13 weeks gestation. Am J Obstet Gynecol 2016;
214: 103 e101-103 e112.
3.

Rolnik DL, Wright D, Poon LC, O'Gorman N, Syngelaki A, de Paco

Matallana C, Akolekar R, Cicero S, Janga D, Singh M, Molina FS, Persico N, Jani
JC, Plasencia W, Papaioannou G, Tenenbaum-Gavish K, Meiri H, Gizurarson S,
Maclagan K and Nicolaides KH. Aspirin versus Placebo in Pregnancies at High
Risk for Preterm Preeclampsia. N Engl J Med 2017; 377: 613-622.
4.

Litwinska M, Syngelaki A, Wright A, Wright D and Nicolaides KH.

Management of pregnancies after combined screening for pre-eclampsia at 1924 weeks' gestation. Ultrasound Obstet Gynecol 2018; 52: 365-372.
5.

Wright D, Dragan I, Syngelaki A, Akolekar R and Nicolaides KH. Proposed

clinical management of pregnancies after combined screening for pre-eclampsia
at 30-34 weeks' gestation. Ultrasound Obstet Gynecol 2017; 49: 194-200.

6.

Panaitescu AM, Wright D, Militello A, Akolekar R and Nicolaides KH.

Proposed clinical management of pregnancies after combined screening for preeclampsia at 35-37 weeks' gestation. Ultrasound Obstet Gynecol 2017; 50: 383387.
7.

O'Gorman N, Tampakoudis G, Wright A, Wright D and Nicolaides KH.

Uterine artery pulsatility index at 12, 22, 32 and 36 weeks' gestation in screening
for pre-eclampsia. Ultrasound Obstet Gynecol 2016; 47: 565-572.
8.

Tayyar A, Krithinakis K, Wright A, Wright D and Nicolaides KH. Mean

arterial pressure at 12, 22, 32 and 36 weeks' gestation in screening for preeclampsia. Ultrasound Obstet Gynecol 2016; 47: 573-579.
9.

Tsiakkas A, Mendez O, Wright A, Wright D and Nicolaides KH. Maternal

serum soluble fms-like tyrosine kinase-1 at 12, 22, 32 and 36 weeks' gestation in
screening for pre-eclampsia. Ultrasound Obstet Gynecol 2016; 47: 478-483.
10.

Tsiakkas A, Cazacu R, Wright A, Wright D and Nicolaides KH. Maternal

serum placental growth factor at 12, 22, 32 and 36 weeks' gestation in screening
for pre-eclampsia. Ultrasound Obstet Gynecol 2016; 47: 472-477.
11.

Rolnik DL, Wright D, Poon LCY, Syngelaki A, O'Gorman N, de Paco

Matallana C, Akolekar R, Cicero S, Janga D, Singh M, Molina FS, Persico N, Jani
JC, Plasencia W, Papaioannou G, Tenenbaum-Gavish K and Nicolaides KH.

This article is protected by copyright. All rights reserved.

ASPRE trial: performance of screening for preterm pre-eclampsia. Ultrasound
Obstet Gynecol 2017; 50: 492-495.
12.

Panaitescu A, Ciobanu A, Syngelaki A, Wright A, Wright D and Nicolaides

KH. Screening for pre-eclampsia at 35-37 weeks' gestation. Ultrasound Obstet
Gynecol 2018; 52: 501-506.
13.

Hsiao EC, Koniaris LG, Zimmers-Koniaris T, Sebald SM, Huynh TV and

Lee SJ. Characterization of growth-differentiation factor 15, a transforming
growth factor beta superfamily member induced following liver injury. Mol Cell
Biol 2000; 20: 3742-3751.
14.

Bootcov MR, Bauskin AR, Valenzuela SM, Moore AG, Bansal M, He XY,

Zhang HP, Donnellan M, Mahler S, Pryor K, Walsh BJ, Nicholson RC, Fairlie WD,
Por SB, Robbins JM and Breit SN. MIC-1, a novel macrophage inhibitory
cytokine, is a divergent member of the TGF-beta superfamily. Proc Natl Acad Sci
U S A 1997; 94: 11514-11519.
15.

Zimmers TA, Jin X, Hsiao EC, McGrath SA, Esquela AF and Koniaris LG.

Growth differentiation factor-15/macrophage inhibitory cytokine-1 induction after
kidney and lung injury. Shock 2005; 23: 543-548.
16.

Moore AG, Brown DA, Fairlie WD, Bauskin AR, Brown PK, Munier ML,

Russell PK, Salamonsen LA, Wallace EM and Breit SN. The transforming growth
factor-ss superfamily cytokine macrophage inhibitory cytokine-1 is present in high

This article is protected by copyright. All rights reserved.

concentrations in the serum of pregnant women. J Clin Endocrinol Metab 2000;
85: 4781-4788.
17.

Segerer SE, Rieger L, Kapp M, Dombrowski Y, Muller N, Dietl J and

Kammerer U. MIC-1 (a multifunctional modulator of dendritic cell phenotype and
function) is produced by decidual stromal cells and trophoblasts. Hum Reprod
2012; 27: 200-209.
18.

Chen Q, Wang Y, Zhao M, Hyett J, da Silva Costa F and Nie G. Serum

levels of GDF15 are reduced in preeclampsia and the reduction is more profound
in late-onset than early-onset cases. Cytokine 2016; 83: 226-230.
19.

Tong S, Marjono B, Brown DA, Mulvey S, Breit SN, Manuelpillai U and

Wallace EM. Serum concentrations of macrophage inhibitory cytokine 1 (MIC 1)
as a predictor of miscarriage. Lancet 2004; 363: 129-130.
20.

Skubisz MM, Brown JK, Tong S, Kaitu'u-Lino T and Horne AW. Maternal

Serum Macrophage Inhibitory Cytokine-1 as a Biomarker for Ectopic Pregnancy
in Women with a Pregnancy of Unknown Location. PLoS One 2013; 8: e66339.
21.

Marjono AB, Brown DA, Horton KE, Wallace EM, Breit SN and Manuelpillai

U. Macrophage inhibitory cytokine-1 in gestational tissues and maternal serum in
normal and pre-eclamptic pregnancy. Placenta 2003; 24: 100-106.

This article is protected by copyright. All rights reserved.

22.

Sugulle M, Dechend R, Herse F, Weedon-Fekjaer MS, Johnsen GM,

Brosnihan KB, Anton L, Luft FC, Wollert KC, Kempf T and Staff AC. Circulating
and placental growth-differentiation factor 15 in preeclampsia and in pregnancy
complicated by diabetes mellitus. Hypertension 2009; 54: 106-112.
23.

Temel Yuksel I, Mathyk BA, Aslan Cetin B, Turhan U, Okumus ZG, Yetkin

Yildirim G and Acar DK. Maternal levels of growth differentiation factor-15 in
patients with preeclampsia. Hypertens Pregnancy 2018; 37: 192-196.
24.

Tranquilli AL, Dekker G, Magee L, Roberts J, Sibai BM, Steyn W, Zeeman

GG and Brown MA. The classification, diagnosis and management of the
hypertensive disorders of pregnancy: A revised statement from the ISSHP.
Pregnancy Hypertens 2014; 4: 97-104.
25.

Mimeault M and Batra SK. Divergent molecular mechanisms underlying

the pleiotropic functions of macrophage inhibitory cytokine-1 in cancer. J Cell
Physiol 2010; 224: 626-635.
26.

Wallentin L, Zethelius B, Berglund L, Eggers KM, Lind L, Lindahl B, Wollert

KC and Siegbahn A. GDF-15 for prognostication of cardiovascular and cancer
morbidity and mortality in men. PLoS One 2013; 8: e78797.
27.

Jones RL, Stoikos C, Findlay JK and Salamonsen LA. TGF-beta

superfamily expression and actions in the endometrium and placenta.
Reproduction 2006; 132: 217-232.

This article is protected by copyright. All rights reserved.

28.

Gates KC, Goetzmann LN, Cantlon JD, Jeckel KM and Anthony RV. Effect

of proline rich 15-deficiency on trophoblast viability and survival. PLoS One 2017;
12: e0174976.

This article is protected by copyright. All rights reserved.

FIGURE LEGENDS
Figure 1. GDF-15 levels at 19-24, 30-34 and 35-37 weeks of gestation in controls
(open circles and dashed regression line) and PE cases (closed circles and solid
regression line).
Figure 2. Relationship between serum growth-differentiation factor 15 multiples
of the median at 19-24 (a), 30-34 (b), and 35-37 (c) weeks of gestational age and
the interval between sampling and delivery in pregnancies with PE. Regression
lines are shown (P values 0.259 at 19-24 weeks, 0.005 at 30-34 weeks and 0.832
at 35-37 weeks of gestational age).
Figure 3. Receiver-operating characteristics (ROC) curves for the use of GDF-15
MoM values in the prediction of pre-eclampsia at 19-24 (a), 30-34 (b), and 35-37
(c) weeks of gestational age.
TABLE LEGENDS
Table 1: Baseline characteristics of the study population.
Table 2. Comparison of median GDF-15 values according to different outcome
groups at 19-24, 30-34 and 35-37 weeks.

TABLES

Table 1: Baseline characteristics of the study population.
Characteristic

Controls (n=160)

PE (n=140)

Maternal age in years, mean + SD

32.13 + 5.88

31.82 + 5.19

Maternal weight in kg, mean + SD

69.25 + 14.57

77.74 + 18.78*

Maternal height in cm, mean + SD

163.96 + 6.75

164.52 + 5.99

78 (26)

60 (20)

Afro-Caribbean, n (%)

59 (19.7)

68 (22.7)

South Asian, n (%)

11 (3.7)

9 (3.0)

East Asian, n (%)

7 (2.3)

1 (0.3)

Mixed, n (%)

5 (1.7)

2 (0.7)

Nulliparous, n (%)

70 (23.3)

79 (26.3)

Parous with no previous PE, n (%)

85 (28.3)

40 (13.3)*

5 (1.7)

21(7.0)*

Cigarette smoker, n (%)

11 (3.7)

7 (2.3)

Family history of PE, n (%)

10 (3.4)

6 (2.0)

153 (51.0)

132 (44.0)

7 (2.4)

8 (2.6)

Chronic hypertension, n (%)

3 (1.0)

22 (7.3)*

History of SLE/APS

1 (0.3)

1 (0.3)

History of Diabetes (Type 1 or 2)

5 (1.6)

1 (0.3)

Racial origin
Caucasian, n (%)

Parity

Parous with previous PE, n (%)

Conception
Spontaneous, n (%)
Assisted, n (%)

PE: pre-eclampsia; SD: standard deviation; SLE: Systemic Lupus Erythematosus; APS:
antiphospholipid syndrome; * P < 0.05.
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Table 2. Comparison of median GDF-15 values according to different outcome groups at 19-24, 30-34 and 35-37 weeks.
GDF-15 (pg/mL),
Median (IQR)

P value

GDF-15 MoM,
Median (IQR)

P value

Control (n=60)

15,084.0 (11,375.5 to 17,867.0)

–

1.015 (0.757 to 1.18.3)

–

Preterm PE (n=30)

17,288.0 (12,065.8 to 20,870.5)

0.450

1.105 (0.869 to 1.441)

0.254

Term PE (n=30)

14,672.5 (12,615.0 to 20,070.5)

0.992

0.978 (0.792 to 1.268)

0.997

Control (n=60)

35,110.0 (26,349.8 to 44,680.5)

–

0.976 (0.775 to 1.260)

–

Preterm PE (n=30)

41,129.5 (30,748.5 to 62,849.8)

0.020

1.362 (0.861 to 1.845)

0.006

Term PE (n=30)

37,594.5 (30,267.8 to 55,313.0)

0.285

1.202 (0.887 to 1.602)

0.082

49,729.5 (36,085.8 to 66,124.8)

–

0.966 (0.703 to 1.441)

–

19-24 weeks

30-34 weeks

35-37 weeks
Control (n=40)
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Term PE (n=20)

51,456.0 (41,782.8 to 66,913.5)

0.890

1.091 (0.963 to 1.654)

0.416

Comparisons between groups were performed with one-way ANOVA on logarithmically transformed values with post-hoc Dunnett’s
adjustment for multiple comparisons, using the control group as the reference category.
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