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Özet: ‹zole proteinürili gebelerde maternal ve 
perinatal sonuçlar›n de¤erlendirilmesi
Amaç: Çal›flmada, izole proteinüri saptanan gebelerin maternal ve
perinatal sonuçlar›, preeklampsiye ilerleme oranlar›, risk faktörleri
aras›ndaki iliflkinin saptanmas› amaçlanm›flt›r. 
Yöntem: Çal›flmaya, Aral›k 2013 – Aral›k 2014 y›llar› aras›nda
hastanemize rutin antenatal takip amac›yla baflvurmufl olan, 24–34
gebelik haftas›ndaki, çal›flma kriterlerine uygun 57 gebe dahil edil-
di. Proteinürisi olup kan bas›nc› yüksekli¤i olmayan hastalar izole
gestasyonel proteinüri (‹GP) grubu olarak adland›r›ld›. Hastalar›n
antenatal takiplerinde yeni bafllang›çl› kan bas›nc› yüksekli¤i olup
preeklampsi geliflen grup ise proteinüri bafllang›çl› preeklampsi (P-
PE) grubu olarak tan›mland›. 
Bulgular: Toplam 57 gebe kad›n›n 15’inde (%26) ilerleyen gebe-
lik haftalar›nda preeklampsi geliflti. ‹ki grupta gebelik öncesi be-
den kitle indeksi de¤erleri aras›nda anlaml› farkl›l›k saptanmad›
(p>0.05). Proteinüri miktar› ve proteinüri bafllang›ç haftas› aras›n-
da her iki grupta anlaml› farkl›l›k saptanmazken, P-PE grubunda
proteinüri bafllang›ç haftas› ve preeklampsi geliflme haftas› aras›n-
da pozitif korelasyon izlendi. Bu grupta proteinüri bafllad›ktan
sonra hastalar›n ço¤unda ortalama 3 hafta içinde preeklampsi ge-
liflti¤i saptand›. ‹ki grup aras›nda neonatal sonuçlar karfl›laflt›r›ld›.
Do¤um kilosu, yenido¤an yo¤un bak›m ünitesi gereksinimi ve ka-
l›fl süresi aras›nda anlaml› fark saptanmazken, ortalama do¤um
haftas› P-PE grubunda anlaml› olarak daha k›sa saptand›
(p<0.005). ‹GP grubunda fliddetli preeklampsinin komplikasyonla-
r›na rastlanmad›.
Sonuç: Proteinüri genellikle preeklampsinin geç bir bulgusu olma-
s›na ra¤men bazen di¤er belirtilerden önce görülebilir. ‹zole prote-
inüri saptanan gebelerin yönetiminde yak›n antenatal takip çok
önemlidir ve bu hastalar›n ilerleyen gebelik haftalar›nda preeklamp-
siye ilerleyebilece¤i ak›lda tutulmal›d›r. Bizim yapt›¤›m›z çal›flma da
gebelerdeki izole proteinürinin özellikle proteinüri bafllang›çl› pre-
eklampsi ile hem risk faktörleri hem de perinatal sonuçlar aç›s›ndan
benzer oldu¤unu göstermifltir. 

Anahtar sözcükler: ‹zole proteinüri, preeklampsi, maternal, peri-
natal sonuçlar.
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Abstract

Objective: In the study, we aimed to identify the relationship
between maternal and perinatal outcomes of pregnant women found
to have isolated proteinuria, rates for progress towards preeclampsia
and risk factors. 
Methods: A total of 57 pregnant women who were at 24–34 weeks of
gestation and admitted to our hospital for routine antenatal follow-up
between December 2013 and December 2014 were included in our
study. The patients with proteinuria but without elevated blood pres-
sure were called as isolated gestational proteinuria (IGP) group. The
patients were found to have new-onset elevated blood pressure during
their antenatal follow-ups and the patients developing preeclampsia
were defined as proteinuric pre-eclampsia (P-PE) group. 
Results: Preeclampsia developed in the advanced weeks of gestation
in 15 (26%) of 57 pregnant women. There was no significant differ-
ence between the body mass index values of both groups before preg-
nancy (p>0.05). While no significant difference between proteinuria
amount and onset week of proteinuria was observed in both groups,
there was a positive correlation in P-PE group between onset week
of proteinuria and development week of preeclampsia. It was found
that preeclampsia developed in most of the patients in this group
within about 3 weeks after proteinuria developed. The neonatal out-
comes of both groups were compared. While no significant differ-
ence was observed between birth weight, need for newborn intensive
care unit and hospitalization period, mean week of delivery was sig-
nificantly shorter in P-PE group (p<0.005). The complications of
severe preeclampsia were not observed in IGP group. 
Conclusion: Although proteinuria is usually a late sign of preeclamp-
sia, it may sometimes develop before other signs. Close antenatal fol-
low-up is very significant in the management of pregnant women
found to have isolated proteinuria and it should be kept in mind that
such patients may develop preeclampsia during further weeks of ges-
tation. In our study, we found that isolated proteinuria in pregnant
women is similar with proteinuric pre-eclampsia in particular in
terms of both risk factors and perinatal outcomes. 

Keywords: Isolated proteinuria, preeclampsia, maternal, perinatal
outcomes.



Introduction
Preeclampsia (PE) is a multisystemic syndrome associat-
ed with increased maternal and perinatal morbidity and
mortality affecting cardiovascular, hepatic and renal sys-
tems.[1–4] It is estimated that its prevalence is approxi-
mately 4.6% (2.7–8.2%) worldwide.[5] 10–15% of mater-
nal deaths from obstetric complications are associated
with preeclampsia/eclampsia.[1]

Preeclampsia is the condition defined as the comor-
bidity of proteinuria or damage of target organ with new-
onset hypertension after 20 weeks of gestation in a
woman with the history of normotension. The severity of
proteinuria is not proportional to the severity of PE.
Therefore, the amount of proteinuria should not be con-
sidered as a guide in PE management.[6–8] Proteinuria does
not exist in 10% of women with clinical finding and no
significant amount of proteinuria was found in the urine
of 20% of women, who were established with eclampsia
diagnosis, during the week before seizure.[9,10] Proteinuria
amount increases at third trimester independent from PE
diagnosis. Dipstick urinalysis has low sensitivity (varying
from 22% up to 86%) to determine significant amount of
proteinuria in particular. 24-hour urinalysis in pregnant
women found to have 1+ and more proteinuria by dipstick
test is a golden standard to determine proteinuria amount.

Although proteinuria is usually a late clinical sign of
preeclampsia, it may develop in some women without
blood pressure elevation and this is called as isolated ges-
tational proteinuria (IGP). It is unknown if IGP is a part
of preeclampsia’s disease spectrum. Soluble FMS-like
tyrosine kinase 1 (s Flt-1) and soluble endoglin levels
which are the classical biological markers of PE increas-
es at medium level (between normal pregnancy and PE)
in pregnant women with isolated proteinuria.[11,12] The
clinical studies investigating the progress of isolated pro-
teinuria towards PE in pregnant women are limited.
However, some clinical studies showed that some of the
pregnant women diagnosed with eclampsia only had
proteinuria finding during the week before first convul-
sion.[13,14] Some clinical studies assert that isolated pro-
teinuria in pregnant women is a type of mild PE.

The relationship of isolated gestational proteinuria
with PE is not fully known. Therefore, in this study, we
aimed to investigate the rate of progress towards PE in
pregnant women with IGP, to compare maternal and
perinatal outcomes in groups who developed and not
developed PE and to reveal the relationship among risk
factors in both groups.

Methods
We included 57 pregnant women in this retrospective
study at their 24–34 weeks of gestation who admitted
to the follow-up clinic of our hospital between
December 2013 and December 2014 for routine ante-
natal follow-up. Those with previous history of renal
and autoimmune diseases, pregnant women with
chronic hypertension (HT), pregestational diabetes
mellitus and urinary system infection and intrauterine
fetal death, and multiple pregnancies were excluded
from the study. The approval of local ethic committee
of Zeynep Kamil Hospital was obtained for the study.

For routine antenatal follow-up, blood pressure
measurement, full urinalysis and body weight measure-
ment were performed. Systolic blood pressure (BP)
being 140 mmHg and above and/or diastolic BP being
90 mmHg and above was defined as HT. Patients who
were found to have 1+ and more protein without ery-
throcyte and leucocyte in the spot urine sample collect-
ed randomly, not found any proteinuria finding in pre-
vious urinalyses and who were normotensive (systolic
BP <140 mmHg and diastolic BP <90 mmHg) were
asked to collect 24-hour urine sample. Presence of pro-
tein more than 300 mg/day but lack of elevated BP in
24-hour urine was defined as isolated gestational pro-
teinuria (IGP). These patients who had new-onset ele-
vated BP during their regular antenatal follow-ups and
developed PE were determined as P-PE (proteinuric
pre-eclampsia) group. Both patient groups (IGP and P-
PE) were called for polyclinic visit at least once a week
after proteinuria was detected, and full blood count and
routine biochemistry analysis were done during each
antenatal examination. On this basis, the week that pro-
teinuria started and additionally the week that BP elevat-
ed in the group developed PE was recorded.  

Statistical method

The lowest and highest values of mean, standard devi-
ation and median, and frequency and rates were used in
the descriptive statistics of the data. The distribution of
variables was measured by Kolmogorov Smirnov test.
Independent sample t-test and Mann-Whitney U test
were used in the analysis of quantitative data. Chi-
square test was used in the analysis of qualitative data;
when chi-square could not meet the conditions,
Fisher’s test was used. Spearman correlation analysis
was used for correlation analysis. The results were ana-
lyzed by SPSS 22.0 (SPSS Inc., Chicago, IL, USA).
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Results
Hypertension was observed in advanced weeks of ges-
tation in 26% (n=15) of a total of 57 pregnant women
included in the study, and this group was assigned as P-
PE group (Group 1). There was no elevated BP in
remaining 42 (74%) patients, and this group was
assigned as IGP group (Group 2). Maternal demo-
graphic characteristics of both patient groups included
in the study were compared. Maternal mean age was
31.7±6.4 years in Group 1 and 28.8±5.4 years in Group
2. Body mass index (BMI) values calculated by the
heights and weights of patients before pregnancy were
over 26.1 kg/m2, which is considered as a risk factor for
PE, in both groups. No significant difference was
observed in age, parity, PE history in previous preg-
nancy and smoking habit in both groups (p>0.05).
Pregestational BMI value in Group 1 was significantly
higher than Group 2 (p<0.05). Mean protein amounts
in 24-hour urine of patients, mean onset week of pro-
teinuria for both groups and the onset week of PE
development in Group were shown in Table 1.

Onset week of proteinuria was found as 28.2±2.8 in
IGP group and mean week of gestation for the onset of
proteinuria was found as 29.1±3.3 in P-PE group
(Table 1). Mean weeks of gestation for the onset of BP
elevation was 32.8±3.8 (between the limits of 26 and 38
weeks) in Group 1. Also, it was found that PE devel-
oped after averagely 3.7 weeks following the develop-
ment of proteinuria in this group. A relation between
the onset week of proteinuria and the week that PE
developed was shown in this group.

There was mildly positive correlation between onset
week of proteinuria and preeclampsia week (p=0.033,
r=0.552). In the laboratory tests of the patients, AST,
ALT, LDH, uric acid, creatinine and thrombocyte val-
ues of both groups were compared but no significant dif-
ference was observed between two groups for thrombo-

cyte, creatinine, AST, ALT, LDH and uric acid (p>0.05)
(Table 2).

The relationship between proteinuria amount in 24-
hour urine and laboratory values was evaluated in both
patient groups (Table 3). There was no correlation
between 24-hour urine amount and thrombocyte, crea-
tinine, AST, ALT values (p>0.05). Maternal complica-
tions and their outcomes were analyzed, but no mater-
nal mortality was found in both groups. Severe PE find-
ings such as pulmonary edema, renal failure (serum cre-
atinine >1.2), eclampsia and neurological findings were
not observed in both patient groups. Both groups did
not have any need for adult intense care unit.
Emergency delivery was decided due to the exacerbation
of hypertension (systolic BP ≥170 mmHg and diastolic
BP ≥110 mmHg) in 13% (n=2) of 15 patients and the
development of HELLP syndrome in 20% (n=3) of 15
patients in Group 1.

Table 1. Mean onset-week of proteinuria in both groups, PE development week in Group 1 and the comparison
of protein levels in 24-hour urine.*

Group 1 Group 2 p

Mean/SD Min/Max Mean/SD Min/Max Mean

24-hour urine (g) 2520±3777 324–12.000 1151±1188 400–5400 0.273

Proteinuria week 29.1±3.3 24–33 28.2±2.8 24–34 0.332

Preeclampsia week 32.8±3.8 26–38

*Independent sample t-test / Mann-Whitney U test / Chi-square test (Fisher’s test)

Table 2. Comparison of laboratory values.

Group 1 Group 2

Mean±SD Mean±SD p

Thrombocyte (/L) 229.6±45.1 246.7±82.4 0.814

Creatinine (mg/dl) 0.5±0.2 0.6±0.2 0.674

AST (U/L) 39±60 27.8±41.1 0.549

ALT (U/L) 34.1±50.5 26.9±48.2 0.892

LDH (U/L) 255.6±78.5 233.3±57.4 0.248

Uric acid (mg/dl) 5.9±1.3 5.2±1.5 0.126

Table 3. Relationship between proteinuria level in 24-hour urine and
laboratory values.*

Thrombocyte Creatinine AST ALT

r -0.006 0.065 0.034 0.241

p 0.963 0.633 0.800 0.071

*Spearman correlation analysis
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No significant difference was found between Group
1 and 2 in terms of the distribution of delivery type;
however, it was seen that the rate of cesarean section
was higher than the rate of normal delivery in both
groups. Mean birth weight did not show any significant
difference between two groups (p>0.05). Those with
birth weight below 2500g were 67% (n=10) of Group
1 while they were 57% (n=24) of Group 2. Mean deliv-
ery week was found to be 34.6±3.1 weeks in Group 1
and 36.5±2.8 weeks in Group 2, and the delivery week
in Group 1 was significantly lower than Group 2
(p<0.05). While 9 (60%) of 15 patients in Group 1 had
premature delivery before 37 weeks, 20 (48%) of 42
patients in Group 2 had premature delivery before 37
weeks. 1-minute and 5-minute Apgar scores in Group
1 & 2, the rate of newborns with 5-minute Apgar score
below 7, and perinatal mortality rate did not show any
significant difference (p>0.05) (Table 4).

There was no significant difference between RDS
rates and mechanical ventilator need during hospital-

ization in neonatal intense care unit. Intraventricular
bleeding, necrotizing enterocolitis and sepsis were not
seen in both groups. Early/late neonatal mortality was
also not seen in both groups, but intrauterine fetal
death was observed only in 1 fetus in Group 1 during
the follow-up. There was no significant correlation
between the onset week of proteinuria and delivery
week (rs=-0.010; p=0.939).

Discussion
In 2013, American College of Obstetrics and
Gynecology (ACOG) defined new criteria for
preeclampsia diagnosis and removed proteinuria from
the essential criteria for PE. The presence of severe
proteinuria (5 g/day) was also not included to severe
PE criteria. Yet, most of women with PE are diagnosed
with the presence of proteinuria. Therefore, screening
for proteinuria during pregnancy is important. In a
healthy woman who did not have any known disease

Table 4. Comparison of neonatal results.*

Group 1 Group 2

n % n % p

Delivery CS 13 87 30 71 0.249

NSD 2 13 12 29

Sex Male 10 67 24 57 0.524

Female 5 33 18 43

Fetus weight (g) 2395±1068 2557±963 0.544

Week 34.6±3.1 36.5±2.8 0.043

NICU  Available 7 47 15 36 0.454
N/A  8 53 27 64

Period (week) 30.7±20.8 33.0±28.7 0.921

MV  Available 5 33 10 24 0.823

N/A  2 13 5 12

RDS Available  3 20 5 12 0.674

N/A  4 27 10 24

Phototherapy Available  6 40 7 17 0.083

N/A  1 7 8 19

Apgar 1 5.9±2.7 6.8±2 0.364

Apgar 5 7.4±2.5 8.2±1.7 0.249

5-minute <7  Available  9 60 33 79 0.161

N/A  6 40 9 21

Mortality  Available  1 7 0 0 0.268

N/A  14 93 42 100

*Mann-Whitney U test / Chi-square test (Fisher’s test). CS: Cesarean, MV: Mechanical ventilator, NICU: Neonatal intense care unit,
NSD: Normal spontaneous delivery, RDS: Respiratory distress syndrome



previously, the pathogenesis of isolated proteinuria
started after 20 weeks of gestation could not be fully
clarified. It is controversial that if isolated proteinuria
in pregnant women is a part of PE disease spectrum or
the result of physiological renal changes during preg-
nancy. It is known that proteinuria exacerbated during
pregnancy associated with a known renal disease is
related with increased poor obstetric outcomes. Yet,
obstetric outcomes of isolated gestational proteinuria
are not known well. Today, there is no prospective
study defining the risk of progress towards PE in fur-
ther weeks of gestation in pregnant women with isolat-
ed proteinuria and the current retrospective studies are
limited.

This was first added into the literature in 2008 and
Morikawa et al. found that HT developed in further
weeks of gestation in 19 (51%) of 37 women who
developed proteinuria in the absence of hyperten-
sion.[15] Mean onset week of proteinuria in these 37
patients was found as 32.8±4.8 weeks, HT developed at
a mean week of 33±4.7 in 19 (51%) of them and they
were diagnosed P-PE. Onset weeks of proteinuria and
PE weeks of pregnant women diagnosed with isolated
proteinuria were found to be associated. The mean
period between proteinuria and PE development in P-
PE group is 2.1±1.7 weeks. However, no significant
difference was found between the onset week of pro-
teinuria and the period up to delivery. In P-PE group,
mean weeks of gestation were found as 35.1±4.1 weeks,
and 57.9% of them had premature delivery before 37
weeks of gestation while 26.3% of them had premature
delivery before 33 weeks of gestation. Mean weeks of
gestation in IGP group was found as 38.3±1.4 weeks.[15]

In the case-controlled study of Holston et al. in
2009 investigating obstetric outcomes of gestational
proteinuria and the changes of angiogenic factors in
serum, they found that poor obstetric outcomes are
rare and angiogenic factor levels in serum are similar
with PE, and they supported the hypothesis that IGP is
a variant of mild PE.[11]

Macdonald-Wallis et al. found in their study that
the risk factors defined for PE are associated with pro-
teinuria developing during normal term pregnancy.[16]

In their studies performed on 11,651 cases, they found
an increased relationship between any type of protein-
uria during pregnancy and the presence of increased
pregestational BMI, young age, nulliparity and twin
pregnancy. They revealed that there is a negative rela-

tionship between smoking and proteinuria. As a result,
they identified that the PE risk factors defined were
associated with the development of proteinuria in
healthy term pregnant women, and they supported the
hypothesis that IGP may be an early finding of PE.

In 2011, Yamada et al. published two case reports
and stated that isolated gestational proteinuria may be
the initial sign of severe PE.[17] They remarked that one
of two cases, who were normotensive and had protein
amount more than 300 mg/day in 24-hour urine,
developed ablatio placentae and other patient devel-
oped posterior reversible encephalopathy, and they
stated that isolated gestational proteinuria might be
associated with poor outcomes as a result.[17]

The last study in the literature performed on this
matter was published in 2015. In their retrospective
cohort study, Shinar et al. found that PE developed in
21% (n=21) of a total of 99 women who were estab-
lished with proteinuria diagnosis in a 5-year period
between 2009 and 2014. They highlighted that preg-
nant women with IGH who are particularly primara
and have high level of proteinuria had increased risk
for PE and therefore they should be followed up close-
ly until postpartum period. 

In our study, PE developed in further weeks of ges-
tation in 26% (n=15) of 57 pregnant women with iso-
lated proteinuria. This is a significant rate if it is con-
sidered that proteinuria is a late clinical finding of PE.
PE may occur only with proteinuria in women with no
symptom and BP elevation. In our study, we also found
the onset week of proteinuria similar in both groups.

In this study, we aimed to determine if these risk
factors are similar by comparing two groups in terms of
the risk factors defined for preeclampsia. We included
singleton pregnancies which had no known chronic
disease previously. We compared two groups in terms
of particular risk factors defined for PE such as age (45-
year), parity, pregestational BMI and presence of PE
history in previous pregnancy. Although there was a
significant difference between pregestational BMI val-
ues of two groups, we saw that BMI values of both
groups were above 26.1 as in the risk factors defined
for PE. We found no significant difference between
two groups in terms of maternal age, preeclampsia his-
tory in previous pregnancy, smoking and parity. Unlike
PE risk factors, we found that the rate of multipara
patients who had no PE history in previous pregnan-
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cies was higher. Also, the rate of non-smokers in both
groups was higher.

We found positive correlation between the onset
week of proteinuria and the development week of P-
PE. PE developed in 73% of the women within 3
weeks at the latest after proteinuria developed. The
sooner proteinuria starts, the earlier will PE develop
during early weeks of pregnancy. The rate of fetus with
low birth weight in early-onset PE is higher than the
one in late-onset PE.[18] Also, we found that early-onset
PE is associated with higher fetal death, perinatal death
and severe neonatal morbidity.[19,20] In pregnancies with
isolated proteinuria, it may be useful to increase the
frequency of antenatal follow-up even if there is no ele-
vated BP. Similar to the study of Yamada et al., we did
not find any positive correlation between the onset
week of proteinuria and delivery week. Similar to the
same study, we found delivery week of Group 1 signif-
icantly lower than Group 2 (p<0.05).[17] The earlier
mean delivery week finding in Group 1 may indicate
that emergency preterm labor will be required by the
exacerbation of P-PE. In pregnant women found to
have isolated proteinuria, identifying whether it will
progress towards P-PE or stay the same is significant
for the management of these patients. In addition,
absence of severe PE signs in pregnant women with
IGP may indicate that isolated proteinuria may be a
variant of mild PE and the management may be simi-
lar with those in mild PE.

Conclusion
Preeclampsia is a gestational complication associated
with increased maternal and perinatal morbidity and
mortality and it may be diagnosed only with the pres-
ence of isolated proteinuria without hypertension. It is
useful to carry out antenatal follow-ups regularly and
with frequent intervals for pregnant women found to
have IGP during early weeks of gestation as PE may
develop and cause preterm labors in the following weeks
in some of these women. In our study, we found that iso-
lated proteinuria in pregnant women is similar with pro-
teinuric pre-eclampsia in particular in terms of both risk
factors and perinatal outcomes. Studies with higher
numbers of cases are needed to confirm our findings and
to develop new follow-up and treatment methods. 

Conflicts of Interest: No conflicts declared.

References
1. Duley L. The global impact of pre-eclampsia and eclampsia.

Semin Perinatol 2009;33:130–7.

2. Lewis G, editor; The Confidential Enquiry into Maternal
and Child Health (CEMACH). Saving mothers’ lives:
reviewing maternal deaths to make motherhood safer -
2003–2005. The seventh report on confidential enquiries
into maternal deaths in the United Kingdom. London:
CEMACH; 2007.

3. Ananth CV, Savitz DA, Bowes WA. Hypertensive disorders of
pregnancy and stillbirth in North Carolina, 1988 to 1991. Acta
Obstet Gyn Scan 1995;74:788–93.

4. Steegers EA, von Dadelszen P, Duvekot JJ, Pijnenborg R. Pre-
eclampsia. Lancet 2010;376:631–44.

5. Abalos E, Cuesta C, Grosso AL, Chou D, Say L. Global and
regional estimates of preeclampsia and eclampsia: a systematic
review. Eur J Obstet Gynecol Reprod Biol 2013;170:1–7. 

6. Lindheimer MD, Kanter D. Interpreting abnormal protein-
uria in pregnancy: the need for a more pathophysiological
approach. Obstet Gynecol 2010;115:365–75.

7. von Dadelszen P, Payne B, Li J, Broughton Pipkin F, Côté
AM, Douglas MJ, et al.; PIERS Study Group. Prediction of
adverse maternal outcomes in pre-eclampsia: development and
validation of the fullPIERS model. Lancet 2011;377(9761):
219–27. 

8. Payne B, Magee LA, Côté AM, Hutcheon JA, Li J, Kyle PM,
et al. PIERS proteinuria: relationship with adverse maternal
and perinatal outcome. J Obstet Gynaecol Can 2011;33:588–
97.

9. Thornton CE, Makris A, Ogle RF, Tooher JM, Hennessy A.
Role of proteinuria in defining preeclampsia: clinical outcomes
for women and babies. Clin Exp Pharmacol Physiol 2010;37:
466–70.

10. Sibai BM. Eclampsia. VI. Maternal-perinatal outcome in 254
consecutive cases. Am J Obstet Gynecol 1990;163:1049–54.

11. Holston AM, Qian C, Yu KF, Epstein FH, Karumanchi A,
Levine RJ . Circulating angiogenic factors in gestational pro-
teinuria without hypertension. Am J Obstet Gynecol 2009;
200:392.e1-10. 

12. Masuyama H, Suwaki N, Nakatsukasa H, Masumoto A,
Tateishi Y, Hiramatrsu Y. Circulating angiogenic factors in
preeclampsia, gestational proteinuria, and preeclampsia super-
imposed on chronic glomerulonephritis. Am J Obstet Gynecol
2006;194:551–6.

13. Douglas KA, Redman CWG. Eclampsia in the United-
Kingdom. BMJ 1994;309:1395–400.

14. Knight M; UKOSS. Eclampsia in the United Kingdom 2005.
BJOG 2007;114:1072–8.

15. Morikawa M, Yamada T, Yamada T, Cho K, Yamada H,
Sakuragi N, et al. Pregnancy outcome of women who devel-
oped proteinuria in the absence of hypertension after mid-ges-
tation. J Perinat Med 2008;36:419–24. 

Perinatal Journal

Kuyucu M et al.

134



16. Macdonald-Wallis C, Lawlor DA, Heron J, Fraser A,
Nelson SM, Tilling K. Relationship of risk factors for pre-
eclampsia with patterns of occurrence of isolated gestational
proteinuria during normal term pregnancy. PLoS One 2011;
6:e22115. 

17. Yamada T, Yamada T, Morikawa M. Isolated proteinuria as an
initial sign of severe preeclampsia. Open J Obstet Gynecol
2011;1:13–6.

18. Odegård RA, Vatten LJ, Nilsen ST, Salvesen KA, Austgulen R.
Preeclampsia and fetal growth. Obstet Gynecol 2000;96:950–5.

19. Lisonkova S, Joseph KS. Incidence of preeclampsia: risk fac-
tors and outcomes associated with early- versus late-onset dis-
ease. Am J Obstet Gynecol 2013;209:544.e1-544.e12.

20. Harmon QE, Huang L, Umbach DM, Klungsøyr K, Engel
SM, Magnus P, et al. Risk of fetal death with preeclampsia.
Obstet Gynecol 2015;125:628–35.

Volume 24 | Issue 3 | December 2016

Assessment of maternal and perinatal outcomes in pregnant women with isolated proteinuria

135


