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Cardiac ventricular performance in the appropriatefor-gestational age and small-for-gestational age fetus: relation
to regional cardiac non-uniformity and peripheral resistance
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ABSTRACT
Objective To investigate the relationship between parameters of diastolic function, loading conditions and remodeling
of the left ventricle in the appropriate-for-gestational age and
small-for-gestational age fetus.

ical artery systolic/diastolic ratio and transmitral E-wave/Awave ratio in both appropriate-for-gestational age (r =
− 0.58) and small-for-gestational age (r = − 0.60) fetuses. A
positive correlation existed between fractional area change
and isovolumic relaxation time in the small-for-gestational
age fetus (r = +0.72; P < 0.01).

Methods Two-dimensional echocardiographic left ventricular images were digitized in 24 appropriate-for-gestational
age and 14 small-for-gestational age fetuses. The maximal
short axis and long axis were measured. The left ventricular
contour was divided into 12 segments. The changes in whole
left ventricular cavity area were calculated for ventricular
global area change assessment. The coefficient of variation
for segmental fractional area change was calculated for the
evaluation of left ventricular regional wall motion nonuniformity.

Conclusions The changes in ventricular shape, wall motion,
spatial non-uniformity and diastolic function in the smallfor-gestational age fetus could be considered as adaptive
changes, known as ventricular remodeling. It is proposed
that the leading cause of ventricular remodeling in the smallfor-gestational age fetus is chronic pressure overload due to
increased placental vascular resistance.

INTRODUCTION

Results Mean left ventricular long axis/short axis ratio in the
small-for-gestational age fetus (1.11 ± 0.08) was smaller
(P < 0.01) than in the appropriate-for-gestational age fetus
(1.75 ± 0.26). Mean fractional area change in the smallfor-gestational age fetus was larger (P < 0.01) than in the
appropriate-for-gestational age fetus (37.8 ± 17.6% vs.
21.1 ± 9.9%). Mean left ventricular global area change in the
small-for-gestational age fetus was smaller ( P < 0.05) than in
the appropriate-for-gestational age fetus (53.2 ± 7.4% vs.
61.5 ± 10.3%). Mean ventricular isovolumic relaxation time
in the appropriate-for-gestational age fetus was shorter ( P =
0.03) than in the small-for-gestational age fetus (37 ± 6 ms
vs. 57 ± 9 ms). Mean transmitral E-wave/A-wave ratio in
the small-for-gestational age fetus was smaller ( P < 0.01)
than in the appropriate-for-gestational age fetus (0.69 ± 0.08
vs. 0.80 ± 0.08). A negative correlation ( P < 0.05) was
demonstrated between: (i) fractional area change and global
area change in both small-for-gestational age (r = − 0.62) and
appropriate-for-gestational age fetuses (r = − 0.58); (ii) umbil-

Fetal echocardiographic studies utilizing two-dimensional
(2D), M-mode and pulsed Doppler technology have become
an important adjunct to the obstetric evaluation of high-risk
pregnancies. Changes in Doppler cardiac and peripheral
arterial flow velocity waveforms have been reported in smallfor-gestational age (SGA) fetuses1,2. In the SGA fetus,
reduced end-diastolic flow velocities in the fetal descending
aorta and umbilical artery have been associated with
increased peripheral vascular resistance3, and low peak
systolic flow velocities have been demonstrated at the cardiac
level, which may be the result of reduced volume flow
(decreased preload), increased afterload or impaired contractility of the fetal myocardium2,4. Marked enhancement of the
late diastolic (atrial) phase of ventricular filling has been
observed in the SGA fetus, which was considered as indirect
evidence of increased myocardial stiffness5.
Earlier, an increase in left ventricular (LV) isovolumic
relaxation time was shown in the SGA fetus6. Left ventricular
relaxation time and the rate of isovolumic relaxation are
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frequently used as indices of global LV function in the adult.
Because these indices are determined by a variety of factors,
such as ischemia7, inotropic state8, asynchrony9 and loading conditions10, isovolumic relaxation time may reflect
changes of these parameters. The role of these parameters in
the regulation of diastolic function of the developing human
heart is still undetermined.
Spatiotemporal uniformity of contraction and relaxation
is now considered as one of the major determinants of ventricular function11. The role of LV regional non-uniformity
in the development of diastolic abnormalities in the human
adult heart has been demonstrated in the case of dilated cardiomyopathy and hypertensive diastolic dysfunction12,13.
Both conditions are characterized by significant adaptive
changes in LV form and function, reflecting cardiac remodeling. Recent investigations show that cardiac remodeling is a
complex process resulting from an interaction between a
mechanical factor (pressure or volume overload) that triggers
adaptation, and numerous neurohormonal factors that are
capable of modifying the cardiac phenotype and cardiomyocyte
function14.
Significant changes in heart architecture, which may lead
to regional modification of contractile uniformity, have been
demonstrated as a result of chronic alterations in loading
conditions in the chick embryo15. The adaptive changes in
fetal cardiac structure and function as a result of changes
in loading conditions are complex because of continuing
myocyte proliferation, as well as structural and functional
development.
The objective of the present study was to investigate the
relationship between parameters of fetal ventricular diastolic
function, ventricular loading conditions, fetal ventricular
geometric and wall movement non-uniformity parameters,
with the latter serving as indices of cardiac remodeling in both
appropriate-for-gestational age (AGA) and SGA fetuses,
with emphasis on the left ventricle.

end-diastolic flow velocities were always reduced or absent.
Satisfactory recordings of the LV endocardium were
obtained in 14 women (77.7%). Pregnancy duration at the
time of the recording was between 29 and 39 (median,
34) weeks. Pregnancy-induced hypertension (PIH), defined
as a diastolic blood pressure of 90 mmHg or more, was
present in 10 of 14 women; and pre-eclamptic toxemia,
defined as PIH and proteinuria of 300 mg /L or more, existed
in the remaining four women. There were no structural
anomalies. Maternal age in both groups was 19–37 (median,
28) years. All women were non-smokers.
Two-dimensional, M-mode and pulsed Doppler fetal
echocardiographic studies were performed using a combined
curved-linear-array 2D real-time, pulsed Doppler, color
Doppler and M-mode recording system (Panther 2002, Brul
& Kjer, Copenhagen, Denmark) with a carrier frequency of
3.5 MHz. For Doppler studies, the high-pass filter was set at
100 Hz and the sample volume length was 2–3 mm.
Standard cardiac long-axis, short-axis and apical fourchamber views were obtained. Four-chamber images were
recorded during fetal apnea and absent fetal movements
using VCR. Analysis of LV 2D images and M-mode recordings was performed offline using a framegrabber and
personal computer.
Measurements of LV short-axis (transverse) diameter and
long-axis (longitudinal) diameter (cm) were made in the fourchamber projection of the fetal heart. The maximal shortaxis diameter of the LV chamber was measured immediately
below the atrioventricular valve orifices from endocardium
to endocardium. Measurements were made at end-diastole
when the atrioventricular valve was closed but before the onset
of systole. The maximal long-axis diameter of the LV was
measured from the atrioventricular ring to the endocardium
of the apex of the ventricle.
Assessment of LV remodeling was carried out from LV
short-axis and long-axis measurements.
For the assessment of LV endocardium wall displacement
and changes in LV segmental area during the cardiac cycle,
offline analysis of 2D LV images was performed. For this purpose, the custom-made ‘Dicor’ software package was used17.
Two-dimensional, four-chamber images were digitized using
a framegrabber and stored in computer memory frame by
frame during 2–3 cardiac cycles. The standard frame frequency was 25 frames per second. Since there were 12 frames
per cardiac cycle, 25–30 frames were stored in the computer
memory. The distance between calibration dots was digitized
to provide 1 cm distance for computer analysis.
The endocardium boundary was tracked manually on the
computer screen frame by frame (Figure 1). The delineation
was started from the attachment of the mitral valve along
the endocardial boundary in an anticlockwise fashion and
completed at the opposite side of the atrioventricular valve
(Figure 2); thus, both start and finish points were connected
by a direct line. To avoid errors induced by mechanical displacement of the fetal heart as a result of maternal breathing
or fetal movements, a floating axis reference system in the
software was used18. For this purpose, end-diastolic and endsystolic LV silhouettes were matched along the ventricular
long axis and cavity centers were superimposed. Then, each

METHODS
Between 1 October 1997 and 1 March 1999, a total of 49
outpatients from the Department of the Mother and Child
Institute, Yekaterinburg, consented to participate in the
study. This selection was determined by willingness of the
women to participate in the study and the availability of
equipment. In each case, there was a singleton pregnancy.
Pregnancy duration was determined from the last menstrual
period and confirmed by sonographic measurement of the
biparietal diameter between 14 and 18 weeks’ gestation.
Pregnancy was uneventful in 31 out of the 49 women. A
satisfactory image of the LV endocardium was obtained in 24
of 31 (77.4%) women. Pregnancy duration in this subset at
the time of the investigation was between 29 and 40 weeks
(median, 35 weeks). Fetal upper-abdominal circumference
was always between the 10th and 90th percentiles16. There
were no structural abnormalities. All women in this subset
delivered at term.
Small-for-gestational age, as expressed by an upperabdominal circumference below the 5th percentile16, was
diagnosed in the remaining 18 pregnancies. Umbilical artery
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ventricular contour was divided into 12 segments by radii
connecting the endocardial boundary and the center of the
cavity. Each segment has an equal central angle. The 12
segment areas thus obtained were designated as areas 1–12
in anticlockwise fashion. The following parameters were
determined:
(i) LV end-diastolic cavity area (EDA), defined as the
largest area and LV end-systolic area (ESA), defined as the
smallest area determined from the sequence of LV contour
areas;
(ii) LV global area change (GAC) was calculated as:
GAC (%) = (EDA − ESA)/EDA × 100%

Figure 1 Example of left ventricular endocardium delineation in the
appropriate-for-gestational age fetus at the end of diastole from a
four-chamber view at 30 weeks of gestation. LV, left ventricle; RV, right
ventricle; LA, left atrium; RA, right atrium.

This parameter was used for the assessment of the contractile
function of the entire LV ventricle.
The segmental end-diastolic, end-systolic areas and fractional area change (FAC) were calculated for each of the 12
segments by the same method as the global parameters;

Figure 2 Example of left ventricle (LV) contour segmental division and method of evaluation of LV wall motion in an (a) appropriate-for-gestational
age and (b) small-for-gestational age fetus at 29 weeks’ gestation. Upper: LV contours obtained as a result of endocardium delineation. Lower: graphs
representing LV fractional area change (FAC) during the cardiac cycle in different segments. CV, coefficient of variation for segmental FAC; GAC,
LV global area change; MV, mitral valve.
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(iii) The coefficient of variation (CV) for segmental FAC
was calculated for the evaluation of the LV regional wall
motion non-uniformity by:
CV = (SD/MA) × 100%
where SD = standard deviation of segmental FAC and
MA = mean value of segmental area change.
Fetal heart rate (bpm) was calculated from the time difference between aortic valve closure in two consecutive cardiac
cycles in M-mode.
Simultaneous M-mode registration of aortic valve and left
atrial wall movement allows determination of left isovolumic
relaxation time (ms) by establishing the time interval between
aortic valve closure and the onset of passive atrial filling.
Maximum Doppler flow velocity waveforms at mitral
valve were obtained from the four-chamber view. The
Doppler sample volume (2–3 mm) was placed immediately
distal to mitral valve. The angle between the Doppler cursor
and assumed flow direction was always kept below 10°. The
ratio between peak velocity of E-wave (cm/s) and peak velocity of A-wave (cm/s) or E/A ratio was calculated.
Umbilical artery Doppler flow velocity waveforms were
recorded from a free-floating loop of the umbilical cord for
calculation of the systolic/diastolic (S/D) ratio as a measure
of downstream impedance.

Intra- and interobserver reliability assessment
Intra-observer reproducibility was established for FAC by
repeating the analysis of one selected cycle 10 times (K.M.)
in six AGA fetuses. Selected cardiac cycles were recorded on
hard disc and analyzed in random order. The CV of segmental FAC was obtained for each cardiac cycle in each fetus.
Intra-observer reproducibility was determined by calculating
the intraclass correlation coefficient between repeated CVs
for each fetus.
To assess interobserver agreement, recordings and delineations of 2D images from two investigators (K.M. and P.T.)
were compared in six AGA and six SGA fetuses. Each
observer performed measurements twice for calculation of
CV in each AGA and SGA fetus and in the same cardiac
cycle, resulting in four CV values for FAC for the same
cardiac cycle. Reliability was estimated graphically19. In
order to assess interobserver agreement graphically, the
difference between the mean CV for each of two observers
was plotted against the mean of all four CVs from the
two observers for each fetus19. Limits of agreement, defined
as twice the SD of the differences between observers, were
calculated (Figure 3). Assuming that these differences
follow a normal distribution and satisfy good interobserver
reproducibility, 95% of the differences will lie between these
limits.

Statistical analysis
Data are expressed as mean ± SD. Analysis was performed
using the paired t-test. P < 0.05 was considered statistically
significant. Regression coefficients were obtained using a
simple linear model.
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Figure 3 Differences between the individual means of coefficient of
variation (CV) of two observers plotted against the overall means of both
observers.

RESULTS
Intraclass coefficients changed from 0.69 to 0.88 (mean
0.80 ± 0.05) in six series of repeated (10 times) LV contour
assessments by one observer (K.M.). Values above 0.75 show
an acceptable level of concordance20.
Graphical evaluation of interclass reproducibility revealed
that all values for differences between two observers lie
within the area defined as twice the SD of these differences,
demonstrating an acceptable interobserver reliability
(Figure 3).
Differences between SGA and AGA fetuses for fetal heart
rate, umbilical artery S/ D ratio, isovolumic relaxation time,
transmitral E/A ratio, LV short and long axis, LV GAC and
LV segmental area changes are given in Tables 1 and 2. In the
AGA fetus, LV short /long axis ratio was larger (1.75 ± 0.26;
P < 0.01) than in SGA fetus (1.11 ± 0.08).
There was a significant decrease in FAC in 10 out of 12
basal segments in the SGA fetus (Table 2). As a result, the
mean coefficient of variation for FAC in the SGA fetus was
larger (P < 0.01) than in the AGA fetus (37.8 ± 17.6% vs.
21.1 ± 9.9%).
Table 1 Mean ± SD values for the different cardiac parameters in AGA
and SGA fetuses

Parameter

AGA (n = 24)
Mean ± SD

SGA (n = 14)
Mean ± SD

P

FHR (bpm)
UA S/ D ratio
LV IVRT (ms)
Transmitral E / A ratio
LV long axis (cm)
LV short axis (cm)
LV long / short axis ratio
LV GAC (%)
LV CV FAC (%)

146 ± 12
2.31 ± 0.33
37 ± 6
0.80 ± 0.08
2.38 ± 0.33
1.36 ± 0.23
1.75 ± 0.26
61.5 ± 10.3
21.1 ± 9.9

142 ± 8
3.45 ± 0.75
57 ± 9
0.69 ± 0.08
1.91 ± 0.23
1.72 ± 0.27
1.11 ± 0.08
53.2 ± 7.4
37.8 ± 17.6

NS
P < 0.01
P < 0.05
P < 0.01
P < 0.05
P < 0.05
P < 0.01
P < 0.05
P < 0.01

SD, standard deviation; AGA, appropriate-for-gestational age; SGA,
small-for-gestational age; UA S / D, umbilical artery systolic/ diastolic
ratio; IVRT, isovolumic relaxation time; LV, left ventricular; GAC,
global area change; CV FAC, coefficient of variation for fractional area
change; NS, not significant.
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Table 2 Mean ± SD values of LV global area change and LV segmental
area changes in AGA and SGA fetuses

Parameter

AGA (n = 24)
Mean ± SD

SGA (n = 14)
Mean ± SD

P

LV GAC (%)
LV FAC segment 1 (%)
LV FAC segment 2 (%)
LV FAC segment 3 (%)
LV FAC segment 4 (%)
LV FAC segment 5 (%)
LV FAC segment 6 (%)
LV FAC segment 7 (%)
LV FAC segment 8 (%)
LV FAC segment 9 (%)
LV FAC segment 10 (%)
LV FAC segment 11 (%)
LV FAC segment 12 (%)

61.5 ± 10.3
64.8 ± 8.0
68.4 ± 11.0
69.1 ± 11.1
53.2 ± 8.4
42.4 ± 8.1
46.8 ± 7.6
47.6 ± 11.4
64.6 ± 10.2
70.3 ± 13.2
70.1 ± 12.4
71.6 ± 12.3
70.1 ± 9.5

53.2 ± 7.4
39.7 ± 8.4
49.8 ± 6.2
48.6 ± 6.0
55.8 ± 9.0
66.4 ± 7.2
69.5 ± 10.7
55.1 ± 8.5
47.2 ± 4.3
51.8 ± 7.6
50.6 ± 6.5
50.8 ± 5.7
53.6 ± 9.1

P < 0.05
P < 0.01
P < 0.01
P < 0.01
NS
P < 0.01
P < 0.01
NS
P < 0.01
P < 0.01
P < 0.01
P < 0.01
P < 0.01

SD, standard deviation; AGA, appropriate-for-gestational age;
SGA, small-for-gestational age; LV, left ventricular; GAC, global area
change; FAC, fractional area change; NS, not significant.

A negative correlation was demonstrated between CV and
GAC in both SGA (r = −0.62; P < 0.05) and AGA fetuses
(r = −0.58; P < 0.05).
A typical example of the evaluation of LV endocardial wall
motion and changes in CV and FAC during the cardiac cycle
in AGA and SGA fetuses is shown in Figure 2. A significant
positive correlation existed between isovolumic relaxation
time and CV for FAC in the SGA fetus (r = +0.72; P < 0.01).
A significant negative correlation was demonstrated between
umbilical artery S/D and transmitral E /A ratio both in the
AGA (r = −0.58; P < 0.05) and SGA (r = −0.60; P < 0.05)
fetus.

DISCUSSION
In the present study, the relationship between the parameters of diastolic function, loading conditions and remodeling of the left ventricle of AGA and SGA fetuses was
investigated.
The following observations were made in the SGA fetus: (i)
a significant change in LV long axis /short axis ratio; (ii) an
increase in LV spatial non-uniformity of contraction and a
significant decrease in LV GAC; (iii) a positive correlation
between the degree of LV non-uniformity as expressed
by CVs of segmental FAC and isovolumic relaxation time
(M-mode). Moreover, a negative correlation was found
between CV of segmental FAC and LV global area change as
well as between umbilical artery S/D ratio and transmitral E/
A ratio in both AGA and SGA fetuses.
Intrauterine growth restriction (IUGR) secondary to uteroplacental insufficiency is characterized by significant changes
in peripheral vascular resistance, which influences LV afterload; chronic hypoxemia, which may impair myocardial contractility; and polycythemia, which may alter blood viscosity
and ventricular filling5. As a consequence, growth-restricted
fetuses demonstrate impaired ventricular filling properties
with lower E/A ratio at the level of the atrioventricular
valves5,21 and increased LV isovolumic relaxation time6.
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In addition to loading and inactivation, regional nonuniformity has been recognized as a major determinant of
relaxation in the heart11,22,23. Changes in regional nonuniformity in space and time affect LV relaxation and impair
diastolic function in coronary artery disease24. This may result
in hypertrophic cardiomyopathy12 in the mature human heart.
Although impaired fetal global LV diastolic function is
well-recognized in IUGR, the precise mechanisms of this
abnormality have not been fully studied because of the
difficulty in obtaining non-invasive measurements of local
diastolic function and possible non-uniformity.
Fetal growth restriction has been associated with raised
afterload1,2, although conflicting data exist regarding LV
afterload in the SGA fetus. Hypoxemia and hypercarbia can
cause fetal cerebral vasodilatation, which may result in a
selective decrease in LV afterload, increase in LV output and
proportional decrease in right ventricular output, as has been
proposed previously4. Alternatively, measurement of blood
flow in the fetal aortic isthmus allows assessment of the
equilibrium between the downstream impedance of the two
vascular systems perfused in parallel fashion by the two
cardiac ventricles25. This means that afterload for the right
and left ventricles should be the same. Consequently, the
cause of circulatory redistribution between left and right
heart in the SGA fetus should be the change in venous return
(or preload) and not afterload. In this case, the left ventricle
is both volume and pressure overloaded. We speculate that,
as a consequence of this combined (pressure and volume)
overload, geometrical remodeling of the left ventricle takes
place, decreasing the long axis/short axis ratio and rendering
the left ventricle shape more round. The observed increase in
cardiac short-axis dimension in fetuses with IUGR has been
demonstrated previously26. We speculate that the leading
cause of ventricular remodeling in the SGA fetus is pressure
overload as a result of increased placental vascular resistance.
The decrease in contractile activity of basal segments of the
left ventricle, as well as the decrease in global area change,
increase in isovolumic relaxation time and spatial nonuniformity of contraction, accompany geometrical remodeling of the left ventricle. We propose that the decrease in
contractile activity of the basal segments is a result of the
stretching of these segments and limitation of segmental
movement by the rigid valvular ring. Such changes could
produce a significant increase in non-uniformity of the
ventricular wall contraction and increase in CV of segmental
fractional area change. The decrease in LV GAC in the SGA
fetus may be a result of LV pressure overload, remodeling and
moderate dilation. Thus, the decrease in GAC as a result of
LV remodeling should parallel the increase in segmental
non-uniformity which is confirmed by the observed negative
correlation between LV GAC and CV of segmental FAC. We
cannot explain the finding of a similar relationship for the
AGA fetus, although such a relationship has been demonstrated in the adult.
According to studies in experimental dogs, an acute
increase in LV peak systolic and end-diastolic pressure by
brief clamping of the aorta, augments LV asynchrony and
induces prolongation of LV isovolumic relaxation27. Acute
volume loading in the anesthetized dog prolongs the rate
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of LV isovolumic pressure fall but does not alter LV
asynchrony28. We speculate that the observed relationship
between CV of segmental FAC and isovolumic relaxation
time in the SGA fetus is a result of LV pressure overload.
In an earlier study in the SGA fetus, we demonstrated a
correlation between S/ D ratio in the umbilical artery and
isovolumic relaxation time, indicating that an increase in
LV afterload leads to an increase in LV diastolic pressure
gradient during diastole, confirming LV pressure overload6.
In the present study, we demonstrated a significant
negative correlation between umbilical artery S/D ratio and
transmitral E/A ratio in both AGA and SGA fetuses, which
confirms that LV filling is under strict control of ventricular
afterload and LV diastolic pressure. The presence of a significant negative correlation between umbilical artery S/D ratio
and transmitral E/A ratio in SGA fetuses shows that there is
no selective decrease in LV afterload in the growth-restricted
fetus, which means that the left ventricle is really subject to
pressure overload.
We speculate that prolongation of LV isovolumic relaxation and changes in transmitral E/A ratio could be paralleled
by LV remodeling, a decrease in GAC during contraction and
an increase in LV non-uniformity. All these changes could be
the result of a significant increase in peripheral resistance or
LV afterload. The influence of chronic hypoxemia on fetal
heart remodeling and diastolic function still remains unclear.
It was shown that chronic fetal placental embolization and
hypoxemia cause significant hypertension and myocardial
hypertrophy in fetal sheep29. The present study shows that
chronic increase in LV afterload can cause adaptive events
which are associated with fetal heart remodeling. Since there
is some epidemiological evidence that a small birth weight is
a significant predictor for the development of arterial hypertension and death from coronary artery disease in adults30, it
would be important to determine whether fetal hypertension
and cardiovascular remodeling associated with chronic
placental damage persists in later life.
In conclusion, we propose that changes in SGA fetal LV
shape, wall motion, spatial non-uniformity and diastolic
function reflect ventricular remodeling due to chronic
pressure overload associated with increased placental
vascular resistance.

4 Al-Ghazali W, Chapman MG, Allan LD. Doppler assessment of the
cardiac and uteroplacental circulation in normal and complicated
pregnancies. Br J Obstet Gynaecol 1988; 96: 575– 80
5 Rizzo G, Arduini D, Romanini C, Mancuso S. Doppler echocardiographic assessment of atrioventricular velocity waveforms in normal
and small for gestational age fetuses. Br J Obstet Gynaecol 1988; 95:
65– 70
6 Tsyvian P, Malkin K, Wladimiroff JW. Assessment of fetal left cardiac
isovolumic relaxation time in appropriate and small for gestational
age fetuses. Ultrasound Med Biol 1995; 21: 739– 43
7 Palacios I, Newell JB, Powell WJ. Effects of acute global ischemia
on diastolic relaxation in canine hearts. Am J Physiol 1978; 235:
H720 – 7
8 Frederiksen JW, Weiss JL, Weisfeldt ML. Time constant of isovolumic pressure fall: determinants in the working left ventricle. Am J
Physiol 1978; 235: H701– 6
9 Blaustein AS, Gaasch WH. Myocardial relaxation. VI. Effects of
beta-adrenergic tone and asynchrony on LV relaxation rate. Am J
Physiol 1983; 244: H417– 22
10 Martin G, Gimeno JV, Cosin J, Guillem MI. Time constant of isovolumic pressure fall: new numerical approach and significance. Am
J Physiol 1984; 247: H283– 94
11 Brutsaert DL, Rademakers FE, Sys SU. Triple control of relaxation:
implications in cardiac disease. Circulation 1984; 69: 190–6
12 Hayashida W, Kumada T, Kohno F, Noda M, Ishikawa N, Kojima J,
Himura Y, Kawai C. Left ventricular regional relaxation and its
nonuniformity in hypertrophic nonobstructive cardiomyopathy.
Circulation 1991; 84: 1496–504
13 Nakashima Y, Nii T, Ikeda M, Arakawa K. Role of left ventricular
regional nonuniformity in hypertensive diastolic dysfunction. J Am
Coll Cardiol 1993; 22: 790–5
14 Swynghedauw B. Molecular mechanisms of myocardial remodeling.
Physiol Rev 1999; 79: 215– 62
15 Sedmera D, Pexider T, Rychterova V, Hu N, Clark EB. Remodelong of chick embryonic ventricular myoarchitecture under
experimentally changed loading conditions. Anat Rec 1999; 254:
238– 52
16 Snijders RJM, Nicolaides KH. Fetal biometry at 14– 40 weeks’
gestation. Ultrasound Obstet Gynecol 1994; 4: 34– 8
17 Blyakhman FA, Sokolov SY, Hurs EM. The program package for the
assessment of the heart wall biomechanics. In Sokolov A, ed. Physics
and Electronics in Medicine and Biotechnology. Nauka: Vladimir,
1998: 188– 90
18 Moynihan PF, Parisi AF, Feldman CL. Quantitative detection of
regional left ventricular contraction abnormalities by twodimensional echocardiography. Anal Meth Circulation 1981; 63:
752– 60
19 Bland JM, Altman DG. Statistical methods for assessing agreement
between two methods of clinical measurements. Lancet 1986; 1:
307–10
20 Kramer MS, Feinstein AR. Clinical biostatistics. The biostatistics of
concordance. Clin Pharm Ther 1981; 29: 111– 23
21 Tsyvian P, Malkin K, Artemieva O, Wladimiroff JW. Assessment of
left ventricular filling in normally grown fetuses, growth-restricted
fetuses and fetuses of diabetic mothers. Ultrasound Obstet Gynecol
1998; 12: 33– 8
22 Gaasch WH, Blaustein AS, Bing OHL. Asynchronous (segmental
early) relaxation of the left ventricle. J Am Coll Cardiol 1985; 5:
891– 7
23 Brutsaert DL. Nonuniformity: a physiological modulator of contraction and relaxation of the normal heart. J Am Coll Cardiol 1987; 9:
341–8
24 Bonow RO, Vitale DF, Bacharach SL, Frederick TM, Kent KM,
Green MV. Asynchronous left ventricular regional function and
impaired global diastolic filling in patients with coronary artery disease:
reversal after coronary angioplasty. Circulation 1985; 71: 297–307
25 Bonnin P, Fouron JC, Teyssier G, Sonesson SE, Skoll A. Quantitative
assessment of circulatory changes in the fetal aortic isthmus during
progressive increase of resistance to umbilical blood flow. Circulation 1993; 88: 216– 22
26 Veille JC, Hauson R, Sivakoff M, Hoen H, Ben-Ami M. Fetal cardiac

ACKNOWLEDGMENT
P. Tsyvian is a recipient of a research fellowship from the
Dutch Research Council (NWO), Grant (047-003-038).

REFERENCES
1 Trudinger BJ, Stevens D, Conelly A, Hales RJ, Alexander J,
Bradley L, Fawcett A, Thompson RS. Umbilical artery flow
velocity waveforms and placental resistance: the effect of embolization of the umbilical circulation. Am J Obstet Gynecol 1987;
157: 1443–8
2 Groenenberg IAL, Wladimroff JW, Hop WCJ. Fetal cardiac and
peripheral arterial flow velocity waveforms in intrauterine growth
retardation. Circulation 1989; 80: 1711– 7
3 Rizzo G, Arduini D, Romanini C. Doppler echocardiographic assessment of fetal cardiac function. Ultrasound Obstet Gynecol 1992; 2:
434– 45

40

Ultrasound in Obstetrics and Gynecology

Cardiac ventricular performance in the AGA and SGA fetus

Tsyvian et al.

size in normal, intrauterine growth retarded, and diabetic pregnancies. Am J Perinatol 1993; 10: 275 – 9
27 Schafer S, Fiedler VB, Thamer V. Afterload dependent prolongation
of left ventricular relaxation: importance of asynchrony. Cardiovasc
Res 1992; 26: 631– 7
28 Gillebert TC, Lew WYW. Nonuniformity and volume loading independently influence isovolumic relaxation rates. Am J Physiol 1989;
257: H1927– 35

29 Murotsuki J, Challis JRG, Han VKM, Fraher LJ, Gagnon R. Chronic
fetal placental embolization and hypoxemia cause hypertension and
myocardial hypertrophy in fetal sheep. Am J Physiol 1997; 272:
R201–7
30 Barker DJP, Osmond C, Golding J, Kuh D, Wadsworth MEJ.
Growth in utero, blood pressure in childhood and adult life,
and mortality from cardiovascular disease. BMJ 1989; 298: 564 –
7

Ultrasound in Obstetrics and Gynecology

41

