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INTRODUCTION

qntrauterine growth restriction (IUGR) is defined as
sonographic estimated fetal weight below 10th percentile
for gestational age (Sharma et al., 2016). According to the
American College of Obstetricians and Gynecologists, IUGR is
“one the most common and complex problems in modern
obstetrics (ACOG, 2012).

This characterization is understandable considering the
various published definitions, poor detection rate, limited
preventive or treatment options, multiple associated morbidities,
and increased likelihood of perinatal mortality associated with
IUGR. Suboptimal growth at birth is linked with impaired
intellectual performance and diseases such as hypertension and
obesity in adulthood (Devaskar and Chu, 2016).

Current challenges in the clinical management of IUGR
include accurate diagnosis of the truly growth-restricted fetus,
selection of appropriate fetal surveillance, and optimizing the
timing of delivery. Despite the potential for a complicated
course, antenatal detection of IUGR and its antepartum
surveillance can improve outcomes (McCowan et al., 2018).

It is important to synthesize and assess the strength of
evidence of the current literature regarding the use of Doppler
velocimetry of the umbilical artery and middle cerebral artery for
non-anomalous fetuses with suspected IUGR, and to provide
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recommendations regarding antepartum management of these
pregnancies, in particular for singleton gestations (Baschat,
2005). It has been acknowledged that defining small for
gestational age (birthweight below 10th percentile for gestational
age) by general population charts vs customized charts is an
important issue, but this is not the focus of this clinical opinion
(Gardosi and Francis, 2009; Schlaudecker et al., 2017).

Intrauterine growth restriction (IUGR) is an indicator of the
increased risk of perinatal and long-term mortality and morbidity
when compared to those born with normal growth. There is
a considerable difference in theincidence of IUGR across
different populations. In babies born with a birth weight less than
2500 gms, its prevalence is almost 33%. The incidence of IUGR
shows a dependence on economic growth too, with a relatively
lower incidence in developed countries (4-8%) as compared to
that in developing countries (6%-30%) (Cosmi et al., 2011).

The average incidence of IUGR is nearly 8% in the
general population. In nearly 35%-40% of the cases, IUGR is
the consequence of an abnormal condition. Factors like
placental insufficiency, maternal hypertension, cardiovascular
disease, diabetes, infections, low socioeconomic status,
previous history and preeclampsia are some of the known risk
factors for IUGR (Albu et al., 2014).

Poor pregnancy outcome has shown a strong link with
IUGR; more than half the stillbirths are associated with lTUGR
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