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PREMISE

Pre- eclampsia is a major cause of maternal and perinatal morbid-
ity	and	mortality.	Globally,	 this	condition	 is	associated	with	80	000	
maternal and more than 500 000 infant deaths annually.1 Evidence 
suggests that pre- eclampsia can be further subdivided into pre-
term	 pre-	eclampsia,	 with	 delivery	 before	 37	weeks’	 gestation,	 and	
term pre- eclampsia, with delivery at 37 weeks or later.2 Preterm 
pre- eclampsia is associated with a higher incidence of fetal growth 
restriction	 and	 both	 short-	term	 and	 long-	term	 maternal	 and	 peri-
natal mortality and morbidity.3,4 Obstetricians managing cases of 
preterm pre- eclampsia are faced with the challenge of balancing the 
need	 for	achievement	of	 fetal	maturation	with	 the	 risks	 to	mother	
and	 fetus	 from	 continuing	 pregnancy.	 For	 the	 mother,	 short-	term	
risks	include	progression	to	placental	abruption,	HELLP	syndrome	(a	
group of signs in pregnant women including hemolysis, elevated liver 
enzymes, and low platelet count), eclampsia, cerebrovascular acci-
dent, and death.3	 Additionally,	 the	 condition	 is	 associated	with	 an	
increased risk of death from future cardiovascular disease, hyperten-
sion,	stroke,	and	diabetes,	and	the	life	expectancy	of	women	affected	
by preterm pre- eclampsia is reduced on average by 10 years.5 For 
the fetus, preterm delivery is, in itself, associated with higher mor-
tality	 rates	and	 increased	morbidity	resulting	from	thrombocytope-
nia, bronchopulmonary dysplasia, cerebral palsy, and an increased 
risk of various chronic diseases in adulthood.6	There	are	major	cost	
implications	for	management	of	women	with	pre-	eclampsia	and	their	
babies,	especially	when	the	condition	is	severe	and	associated	with	
fetal	growth	restriction.7,8

SCREENING

Professional	bodies	currently	recommend	the	prophylactic	use	of	low-	
dose	aspirin	(60–80	mg/d)	in	women	considered	to	be	at	high-	risk	of	

pre-	eclampsia	(Box	1).	In	the	UK,	the	National	Institute	for	Health	and	
Care	Excellence	(NICE)	recommends	selection	of	the	high-	risk	group	
on	the	basis	of	ten	factors	from	maternal	characteristics,	medical	his-
tory, and obstetric history.9 However, the performance of such screen-
ing	 is	 poor,	with	 detection	of	 about	 40%	of	 preterm	pre-	eclampsia	
cases	and	33%	of	term	pre-	eclampsia	cases	at	a	screen-	positive	rate	
of	 11%.10 In the USA, the American College of Obstetricians and 
Gynaecologists	 (ACOG)	recommends	use	of	aspirin	for	women	with	
a history of pre- eclampsia in more than one pregnancy or history 
of	 pre-	eclampsia	 requiring	delivery	before	34	weeks	of	 gestation11; 
however,	this	subgroup	constitutes	about	0.3%	of	all	pregnancies	and	

Box 1 Risk factors for pre- eclampsia.

High (one risk factor or more)

• History of pre-eclampsia
• Chronic hypertension
•	 Type	1	or	2	diabetes
• Renal disease
• Autoimmune disease
•	 Multifetal	gestation

Moderate (two or more risk factors)

•	 Nulliparity
•	 Obesity	(body	mass	index	>30	kg/m2)
• Family history of pre-eclampsia
•	 Age	>35	years
•	 Personal	 history	 (low	 birth	 weight	 >10-year	 pregnancy	

 interval, previous adverse outcome)
•	 In-vitro	fertilization
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contains	only	5%	of	those	that	would	develop	preterm	pre-	eclampsia	
and	2%	of	term	pre-	eclampsia.12

Extensive	research	over	the	last	decade	has	identified	a	series	of	bio-
markers	of	impaired	placentation.	With	use	of	Bayes’	theorem	to	com-
bine	the	a	priori	risk	from	maternal	factors	with	uterine	artery	pulsatility	
index	(UtA-	PI),	mean	arterial	pressure	(MAP),	and	serum	placental	growth	
factor	(PlGF)	at	11–13	weeks’	gestation,	a	study	involving	about	60	000	
singleton	pregnancies	 reported	that	such	screening	detected	76%	and	
40%	 of	 pregnancies	 at	 high-	risk	 of	 preterm	 and	 term	 pre-	eclampsia,	
respectively,	at	a	false-	positive	rate	of	10%.13	A	prospective	external	val-
idation	study	of	8775	singleton	pregnancies,	including	239	(2.7%)	cases	
that	developed	pre-	eclampsia,	has	further	confirmed	that	the	first	trimes-
ter	combined	test	achieves	detection	rates	of	75%	and	43%,	respectively,	
for	preterm	and	term	pre-	eclampsia,	at	a	10%	false-	positive	rate.14

PREVENTION

In 1979, a study reported that women who had taken aspirin regu-
larly during pregnancy were less likely to develop pre- eclampsia than 
women who did not.15 In subsequent decades, more than 30 trials 
investigated	the	value	of	low-	dose	aspirin	(50–150	mg/d)	for	preven-
tion	of	pre-	eclampsia,	and	a	meta-	analysis	of	 these	studies	 reported	
that	such	therapy	was	associated	with	a	10%	decrease	in	the	incidence	
of pre- eclampsia.16	 Individual	 participant	 data	 meta-	analysis	 of	 the	
trials	reported	that	the	effect	of	aspirin	was	not	affected	by	the	ges-
tational	 age	 at	 onset	 of	 therapy.17	 By	 contrast,	 other	meta-	analyses	
found that aspirin started at or before 16 weeks halved the rates of pre- 
eclampsia,	fetal	growth	restriction,	and	perinatal	death,	whereas	aspi-
rin	started	after	16	weeks	had	no	significant	benefit.18,19	Additionally,	
the	beneficial	effect	of	aspirin	started	at	or	before	16	weeks	was	dose	
dependent, being higher if the dose of aspirin was 100 mg or more.20

There	 is	 now	 substantial	 evidence	 from	 the	 ASPRE	 trial	 (www.
aspre.eu)21 that the rate of preterm pre- eclampsia can be reduced by 
more	than	60%	with	aspirin	started	at	11–14	weeks’	gestation	in	high-	
risk women.21	 In	 this	 multicenter,	 double-	blind,	 placebo-	controlled	
trial, 1776 women with singleton pregnancies at high- risk of preterm 
pre- eclampsia were randomly assigned to receive aspirin at a dose of 
150	mg/d,	or	placebo	from	11	to	14	weeks’	gestation	until	36	weeks.	A	
total of 798 pregnant women completed the study in the aspirin group 
and	822	in	the	placebo	group.	Preterm	pre-	eclampsia	was	significantly	
reduced	in	participants	in	the	aspirin	group	versus	those	in	the	placebo	
group	(13	[1.6%]	vs	35	[4.3%]	participants;	adjusted	odds	ratio	in	the	
aspirin	group	0.38,	95%	confidence	interval	[CI]	0.20–0.74;	P=0.004).21

The	 latest	 systematic	 review	 and	meta-	analysis,	which	 included	
16	 randomized	 controlled	 trials	with	 a	 total	 of	 18	907	 participants,	
demonstrated	 that	 administration	 of	 aspirin	 was	 associated	 with	 a	
reduction	in	the	risk	of	preterm	pre-	eclampsia	(relative	risk	[RR]	0.62,	
95%	CI	0.45–0.87).22	This	reduction	was	even	greater	in	the	subgroup	
in	which	aspirin	was	started	at	16	weeks’	gestation	or	earlier	at	a	dose	
of	100	mg/d	or	more	(RR	0.33,	95%	CI	0.19–0.57;	P=0.0001).	Initiation	
of aspirin at 16 weeks or more, or a daily dose of less than 100 mg, was 
not	associated	with	a	reduction	in	preterm	or	term	pre-	eclampsia.23

WHEN ASPIRIN ADMINISTRATION SHOULD 
BE RECOMMENDED

Prophylactic aspirin should be given to women identified by 
screening as being at high risk of developing pre- eclampsia, rather 
than to the whole population.23	The	traditional	approach	has	been	
to define the high- risk group based on factors in maternal char-
acteristics and medical history.9,24 However, evidence suggests 
that the most effective way of identifying the high- risk group is 
through a combination of maternal factors with biophysical and 
biochemical markers10,12 as described in the ASPRE trial.21	 Large	
screening studies have shown that use of the approaches advo-
cated	 by	 NICE9 and ACOG24	 would	 only	 identify	 about	 40%	 of	
cases	at	a	10%	false-	positive	rate	and	5%	at	a	0.2%	false-	positive	
rate, respectively.

WHAT IS THE OPTIMAL DOSAGE 
RECOMMENDED FOR ASPIRIN 
PROPHYLAXIS?

Professional bodies recommend the use of aspirin at a dose of 
75–80	mg/d	for	the	prevention	of	pre-	eclampsia.9,24 However, results 
of	the	latest	meta-	analysis	suggest	that	this	recommendation	should	
be updated to emphasize that the onset of treatment should be before 
16	weeks’	gestation,	the	dose	of	aspirin	should	be	at	least	100	mg/d,	
and the outcome measure should be preterm pre- eclampsia.22 
Pregnant women will be asked to stop taking tablets at 36 weeks’ ges-
tation	or,	in	the	event	of	early	delivery,	at	the	onset	of	labor	(maximum	
duration	of	25	weeks).

POTENTIAL HARM OF ASPIRIN INTAKE

The	 relative	 safety	 of	 first-	trimester	 use	 of	 low-	dose	 aspirin	 has	
been demonstrated in large cohort and case- control studies, which 
reported that the drug is not associated with an increased risk of 
congenital heart defects or other structural or developmental anoma-
lies.25–27	Randomized	studies	reported	that	10%	of	women	receiving	
low-	dose	aspirin	presented	with	gastrointestinal	symptoms;	however,	
there was no evidence of an increase in any type of maternal bleed-
ing.28–30	 No	 additional	 adverse	 effects	 related	 to	 epidural	 anesthe-
sia have been reported in women taking low- dose aspirin compared 
with those taking placebo.31	Prospective	and	case-	control	studies	did	
not	find	an	association	between	daily	consumption	of	60–150	mg	of	
aspirin during the third trimester and antenatal closure of the ductus 
arteriosus.32–34 A meta- analysis including more than 26 000 women 
randomly	 assigned	 to	 low-	dose	 (80–150	mg)	 aspirin	 or	 placebo/no	
treatment during pregnancy demonstrated that aspirin use was not 
associated with an increase in intraventricular hemorrhage or other 
neonatal bleeding.35 On the basis of currently available evidence, it 
would	be	reasonable	to	continue	with	low-	dose	aspirin	well	into	the	
third trimester of pregnancy.
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Considering that aspirin reduces the risk of preterm pre- eclampsia 
with	no	potential	harm,	and	only	when	it	is	initiated	before	16	weeks	
of	gestation	and	at	a	daily	dose	of	100	mg	or	more,	FIGO	recommends	
the	following	(Box	2):

1. All pregnant women should undergo screening for preterm pre-ec-
lampsia	by	the	combination	of	maternal	factors	with	mean	arterial	
pressure,	 measurement	 of	 uterine	 artery	 pulsatility	 index,	 and	
serum	 placental	 growth	 factor	 (combined	 test)	 at	 11–13	weeks.

2. Uterine	artery	Doppler	studies	alone	have	a	 low	predictive	value	
for development of early onset pre-eclampsia and no randomized 
clinical trials have shown improved maternal or fetal outcomes in 
women	who	had	undergone	early	Doppler	screening.	This	is	an	area	
for further research.

3. Low-dose	aspirin	has	been	found	to	reduce	the	risk	of	early	pre-
eclampsia,	 intrauterine	 growth	 restriction,	 and	 preterm	 birth	 by	
improving	disordered	placentation.

4. Prophylactic	 aspirin	 should	 be	 administered	 to	 women	 who	 are	
considered at high risk for development of preterm pre-eclampsia 
identified	by	the	first-trimester	combined	test.

5. These	women	should	be	offered	low-dose	aspirin	(75–150	mg)	daily	
from	as	early	as	possible	(at	least	12	weeks	and	before	16	weeks),	
to	achieve	its	intended	protection.	Administration	should	be	contin-
ued	 until	 37	weeks	 of	 gestation	 or	 stopped	 2	weeks	 before	 a	
planned	early	delivery	(maximum	duration	of	25	weeks).

6. Women should be advised to take aspirin in the evening as evi-
dence	supports	better	efficacy	at	this	time.

7. Monitoring	of	platelet	levels	or	bleeding	time	on	aspirin	therapy	is	
not	necessary	unless	the	patient	develops	unexplained	bruising	or	
bleeding	that	may	require	investigation.	Aspirin	should	be	stopped	
in these circumstances.

8. Mode	of	delivery,	timing	of	delivery,	 and	analgesic	 requirements	
should	not	be	influenced	by	administration	of	aspirin	but	by	clinical	
indications.

9. Low-dose	aspirin	is	not	associated	with	an	increased	adverse	out-
come or bleeding tendencies in the mother or the neonate.
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Box 2 Advice on prevention of preeclampsia in 
 singleton pregnancy.

Population

•	 Women	 with	 singleton	 pregnancy	 at	 gestational	 age	
11–13+6	weeks’	gestation

Recommendation

•	 Daily	administration	of	aspirin	starting	at	≤16	weeks	and	at	a	
dose	of	≥100	mg/d	at	night

Scientific evidence

• Grade A

Time using aspirin

•	 Administration	 should	 begin	 at	 ≤16	weeks’	 gestation	 and	
should	 continue	 until	 36	weeks’	 gestation	 or	 presence	 of	
labor signs

Risk assessment for pre- eclampsia

•	 Combination	of	maternal	factors	with	uterine	artery	pulsatil-
ity index, mean arterial pressure, and serum placental growth 
factor	at	11–13	weeks’	gestation

Recommendation from other associations

•	 International	 Society	 for	 the	 Study	 of	 Hypertension	
in Pregnancy



328  |     Figo Committee RepoRt

Narendra	 Malhotra	 (Global	 Rainbow	 Healthcare,	 India);	 Pierpaolo	
Mastroiacovo	(Alessandra	Lisis	International	Centre	on	Birth	Defects	
and	 Prematurity,	 International	 Clearinghouse	 for	 Birth	 Defects	
Surveillance	and	Research,	Rome,	Italy);	John	Morrison	(Department	
of	Obstetrics	&	Gynaecology,	National	University	of	 Ireland);	Amala	
Nazareth	 (Emirates	 Medical	 Association	 Ob	 Gyn,	 United	 Arab	
Emirates);	 Liona	 Chiu	 Yee	 Poon	 (Department	 of	 Obstetrics	 and	
Gynaecology,	 Chinese	 University	 of	 Hong	 Kong);	 Chittaranjan	 N.	
Purandare	 (International	 Federation	 of	 Gynecology	 and	 Obstetrics	
[FIGO],	 St.	 Elizabeth	 Hospital,	 Walkeshwar	 and	 BSES	 Hospital	
Mumbai,	 India);	 Ruben	 Quintero	 (Plantation	 General	 Hospital	 and	
Wellington Regional Medical Center, Coral Gables, Florida, USA); 
Waldo	Sepulveda	(Maternal–Fetal	Diagnostic	Center,	Santiago,	Chile);	
Valentina	 Tosto	 (Centre	 of	 Perinatal	 and	 Reproductive	 Medicine,	
University of Perugia, Italy).

CONFLICTS OF INTEREST

The	authors	have	no	conflicts	of	interest.

REFERENCES

	 1.	 Hutcheon	JA,	Lisonkova	S,	Joseph	KS.	Epidemiology	of	pre-	eclampsia	
and the other hypertensive disorders of pregnancy. Best Pract Res Clin 
Obstet Gynaecol. 2011;25:391–403.

	 2.	 von	 Dadelszen	 P,	Magee	 LA,	 Roberts	 JM.	 Subclassification	 of	 pre-
eclampsia. Hypertens Pregnancy. 2003;22:143–148.

	 3.	 Duley	 L.	 The	 global	 impact	 of	 pre-	eclampsia	 and	 eclampsia.	 Semin 
Perinatol. 2009;33:130–137.

	 4.	 Lisonkova	S,	Joseph	KS.	Incidence	of	preeclampsia:	Risk	factors	and	
outcomes associated with early-  versus late- onset disease. Am J 
Obstet Gynecol. 2013;209:544.e1–544.e12.

	 5.	 Irgens	 HU,	 Reisaeter	 L,	 Irgens	 LM,	 Lie	 RT.	 Long	 term	 mortality	 of	
mothers	 and	 fathers	 after	 pre-	eclampsia:	 Population	 based	 cohort	
study. BMJ. 2001;323:1213–1217.

	 6.	 Witlin	AG,	Saade	GR,	Mattar	F,	Sibai	BM.	Predictors	of	neonatal	out-
come in women with severe preeclampsia or eclampsia between 24 
and	33	weeks’	gestation.	Am J Obstet Gynecol. 2000;182:607–611.

	 7.	 Stevens	W,	 Shih	T,	 Incerti	D,	 et	 al.	 Short-	term	 costs	 of	 preeclamp-
sia to the United States health care system. Am J Obstet Gynecol. 
2017;217:237–248.e16.

	 8.	 Li	 R,	 Tsigas	 EZ,	 Callaghan	 WM.	 Health	 and	 economic	 burden	 of	
preeclampsia:	 No	 time	 for	 complacency.	 Am J Obstet Gynecol. 
2017;217:235–236.

	 9.	 National	Collaborating	Centre	for	Women's	and	Children's	Health.	National 
Institute for Health and Clinical Excellence: Hypertension in Pregnancy: The 
Management of Hypertensive Disorders During Pregnancy.	London:	RCOG	
Press, Royal College of Obstetricians and Gynaecologists; 2010.

	10.	 Wright	 D,	 Syngelaki	 A,	 Akolekar	 R,	 Poon	 LC,	 Nicolaides	 KH.	
Competing	 risks	model	 in	 screening	 for	 preeclampsia	 by	maternal	
characteristics	and	medical	history.	Am J Obstet Gynecol. 2015;213: 
62.e1–62.e10.

	11.	 American	College	of	Obstetricians	 and	Gynecologists;	Task	Force	
on Hypertension in Pregnancy. Hypertension in pregnancy. Report 
of the American College of Obstetricians and Gynecologists’ 
Task	 Force	 on	 hypertension	 in	 pregnancy.	 Obstet Gynecol. 
2013;122:1122–1131.

	12.	 O'Gorman	 N,	Wright	 D,	 Poon	 LC,	 et	 al.	 Multicenter	 screening	 for	
pre- eclampsia by maternal factors and biomarkers at 11- 13 weeks’ 

gestation:	Comparison	with	NICE	guidelines	and	ACOG	recommen-
dations.	Ultrasound Obstet Gynecol. 2017;49:756–760.

	13.	 O'Gorman	 N,	 Wright	 D,	 Syngelaki	 A,	 et	 al.	 Competing	 risks	 model	
in screening for preeclampsia by maternal factors and biomarkers at 
11–13	weeks	gestation.	Am J Obstet Gynecol. 2016;214:103.e1–103.e12.

	14.	 O'Gorman	 N,	 Wright	 D,	 Poon	 LC,	 et	 al.	 Accuracy	 of	 competing-	
risks model in screening for pre- eclampsia by maternal factors and 
biomarkers	 at	 11–13	 weeks’	 gestation.	 Ultrasound Obstet Gynecol. 
2017;49:751–755.

	15.	 Crandon	AJ,	 Isherwood	DM.	 Effect	 of	 aspirin	 on	 incidence	 of	 pre-	
eclampsia. Lancet. 1979;1:1356.

	16.	 Askie	 LM,	 Duley	 L,	 Henderson-Smart	 DJ,	 Stewart	 LA.	 Antiplatelet	
agents	for	prevention	of	pre-	eclampsia:	A	meta-	analysis	of	individual	
patient	data.	Lancet. 2007;369:1791–1798.

	17.	 Meher	S,	Duley	L,	Hunter	K,	Askie	L.	Antiplatelet	therapy	before	or	
after	16	weeks’	gestation	for	preventing	preeclampsia:	An	individual	
participant	data	meta-	analysis.	Am J Obstet Gynecol. 2017;216:121–
128.e2.

	18.	 Bujold	E,	Roberge	S,	Lacasse	Y,	et	al.	Prevention	of	preeclampsia	and	
intrauterine	growth	restriction	with	aspirin	started	in	early	pregnancy:	
A meta- analysis. Obstet Gynecol. 2010;116:402–414.

	19.	 Roberge	S,	Nicolaides	KH,	Demers	S,	Villa	P,	Bujold	E.	Prevention	
of perinatal death and adverse perinatal outcome using low- 
dose aspirin: A meta- analysis. Ultrasound Obstet Gynecol. 
2013;41:491–499.

	20.	 Roberge	 S,	 Nicolaides	 K,	 Demers	 S,	 Hyett	 J,	 Chaillet	 N,	 Bujold	 E.	
The	role	of	aspirin	dose	on	the	prevention	of	preeclampsia	and	fetal	
growth	restriction:	Systematic	review	and	meta-	analysis.	Am J Obstet 
Gynecol. 2017;216:110–120.e6.

	21.	 Rolnik	 DL,	 Wright	 D,	 Poon	 LC,	 et	 al.	 Aspirin	 versus	 Placebo	 in	
pregnancies at high risk for preterm preeclampsia. N Engl J Med. 
2017;377:613–622.

	22.	 Roberge	 S,	 Bujold	 E,	 Nicolaides	 KH.	 Aspirin	 for	 the	 prevention	 of	
preterm	and	term	preeclampsia:	Systematic	review	and	meta-	analysis.	
Am J Obstet Gynecol. 2018;218:287–293.e1.

	23.	 Mone	F,	Mulcahy	C,	McParland	P,	McAuliffe	FM.	Should	we	recom-
mend universal aspirin for all pregnant women? Am J Obstet Gynecol. 
2017;216:141.e1–141.e5.

 24. American College of Obstetricians and Gynaecologists. Hypertension 
in Pregnancy.	 Washington,	 DC:	 Task	 Force	 on	 Hypertension	 in	
Pregnancy; 2013.

	25.	 Slone	 D,	 Siskind	 V,	 Heinonen	 OP,	 Monson	 RR,	 Kaufman	 DW,	
Shapiro S. Aspirin and congenital malformations. Lancet. 1976;1: 
1373–1375.

	26.	 Klebanoff	 MA,	 Berendes	 HW.	 Aspirin	 exposure	 during	 the	
first	 20	 weeks	 of	 gestation	 and	 IQ	 at	 four	 years	 of	 age.	 Teratol. 
1988;37:249–255.

	27.	 Norgard	 B,	 Puho	 E,	 Czeizel	 AE,	 Skriver	 MV,	 Sorensen	 HT.	 Aspirin	
use during early pregnancy and the risk of congenital abnormali-
ties:	 A	 population-	based	 case-	control	 study.	 Am J Obstet Gynecol. 
2005;192:922–923.

	28.	 Sibai	 BM,	 Caritis	 SN,	 Thom	 E,	 et	 al.	 Prevention	 of	 preeclampsia	
with low- dose aspirin in healthy, nulliparous pregnant women. 
The	 National	 Institute	 of	 Child	 Health	 and	 Human	 Development	
Network	of	Maternal-	Fetal	Medicine	Units.	N Eng J Med. 1993;329: 
1213–1218.

	29.	 Caritis	 S,	 Sibai	 B,	 Hauth	 J,	 et	 al.	 Low-	dose	 aspirin	 to	 prevent	 pre-
eclampsia	 in	women	at	high	 risk.	National	 Institute	of	Child	Health	
and	Human	Development	Network	of	Maternal-	Fetal	Medicine	Units.	
N Eng J Med. 1998;338:701–705.

	30.	 Rotchell	 YE,	 Cruickshank	 JK,	 Gay	 MP,	 et	 al.	 Barbados	 Low	 Dose	
Aspirin	Study	in	Pregnancy	(BLASP):	A	randomised	trial	for	the	pre-
vention	of	pre-	eclampsia	and	its	complications.	Br J Obstet Gynaecol. 
1998;105:286–292.



     |  329Figo Committee RepoRt

	31.	 Sibai	BM,	Caritis	SN,	Thom	E,	Shaw	K,	McNellis	D.	Low-	dose	aspi-
rin	 in	 nulliparous	women:	 Safety	 of	 continuous	 epidural	 block	 and	
correlation	 between	 bleeding	 time	 and	 maternal-	neonatal	 bleed-
ing	 complications.	 National	 Institute	 of	 Child	 Health	 and	 Human	
Developmental	 Maternal-	Fetal	 Medicine	 Network..	 Am J Obstet 
Gynecol. 1995;172:1553–1557.

	32.	 Di	Sessa	TG,	Moretti	ML,	Khoury	A,	Pulliam	DA,	Arheart	KL,	Sibai	BM.	
Cardiac function in fetuses and newborns exposed to low- dose 
aspirin during pregnancy. Am J Obstet Gynecol. 1994;171:892–900.

	33.	 Schiessl	 B,	 Schneider	 KT,	 Zimmermann	 A,	 Kainer	 F,	 Friese	 K,	
Oberhoffer	 R.	 Prenatal	 constriction	 of	 the	 fetal	 ductus	 arterio-
sus–related	 to	 maternal	 pain	 medication?	 Z Geburtshilfe Neonatol. 
2005;209:65–68.

	34.	 Wyatt-Ashmead	 J.	 Antenatal	 closure	 of	 the	 ductus	 arteriosus	 and	
hydrops fetalis. Pediatr Dev Pathol. 2011;14:469–474.

	35.	 Duley	L,	Henderson-Smart	DJ,	Meher	S,	King	JF.	Antiplatelet	agents	
for	 preventing	 pre-	eclampsia	 and	 its	 complications.	 Cochrane 
Database Syst Rev.	2007;(2):CD004659.


