
Journal of Basic and Clinical Reproductive Sciences · January - June 2014 · Vol 3 · Issue 18

The Application of First‑Trimester Volumetry in Predicting Pregnancy 
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A B S T R A C T

The application of first trimester volumetry in predicting pregnancy complications is a promising and interesting field in 
Obstetrics and Radiology. This was a descriptive review of first trimester volumetry in predicting pregnancy complications over 
a period of 6 months (January 1st, 2013 to June 30th, 2013). A search of literature on first trimester volumetry published in English 
was conducted. Relevant materials on first trimester volumetry were selected. Placenta volumes (PV) and embryo volume/fetal 
volume ratios in the first trimester are correlated with crown rump length (CRL) or gestational age (GA). Measurement of PV 
or placental quotient (PV/CRL ratio) is an early assessment to identify impaired trophoblast invasion and predict subsequent 
development of intrauterine growth restriction (IUGR) or pre‑eclampsia (PE). In early onset IUGR due to triploidy, or trisomy 13 
or 18, a larger deficit in fetal volume is observed compared to CRL. In obstetric sonography, standardization of the 3D volumetric 
methodology is needed to improve reproducibility of measurement. The accuracy of these measurements is uncertain and 
current applicability to practice is not fully accepted, therefore, the current methods are yet to be standardized and general 
applicability is uncertain. Volumetry holds a good promise as an extra method for predicting IUGR, PE, aneuploidy, miscarriages, 
or stillbirth but lack of standardization currently limits its applicability.
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INTRODUCTION

Sonography is an excellent and a preferred modality for 
first trimester pregnancy evaluation.[1] Ultrasonography has 
an essential role in determining the progress of pregnancy 
and predicting prognosis. The 3D volumetric methodology 
is more prone to irreproducibility of measurements and 
technically more demanding. However, it is not a substitute 
for conventional 2D ultrasound and both methods should 
be used together to get accurate and efficient ultrasound 
diagnosis.[2] It is normally acceptable to do a trans‑abdominal 
scan to evaluate an early pregnancy in majority of cases but a 
trans‑vaginal scan would invariably provide a quick and more 
definitive answer.[1] Trans‑vaginal scan gives better resolution, 
exquisite view and is more accurate in first trimester pregnancy 
with profound benefits to patients and obstetricians.[1,3]

First trimester of pregnancy is defined as 12 weeks after the 

last menstrual period in a woman during her reproductive life. 
This period is fraught with a lot of complications associated 
with human formation, development and growth. First 
trimester ultrasonography therefore aims to establish 
viability, pregnancy dating, detect multiple pregnancy, 
observe uterine adnexal structures, measure nuchal 
translucency and evaluate limited fetal gross anomaly. 
However, first trimester ultrasound is now a means of 
predicting an abnormal fetal outcome not only in the 
presence of a live embryo but also before visualization of 
the embryo itself. There are findings which can be used to 
identify a subgroup of embryo at high risk of embryonic 
demise or subsequent diagnosis of fetal anomaly that 
requires close monitoring.[4‑6]

It is feasible and reproducible with 3D ultrasound to 
measure the volumes of the embryo (EV),[7,8] placenta 
(PV),[9] fetus (FV),[9] gestational sac (GSV)[7,10] and yolk sac 
(YSV)[7,11] accurately and reliably in the first trimester. 
An increase in FV or PV over gestation was greater than 
CRL.[9,12] First trimester prediction of intrauterine growth 
restriction (IUGR), preeclampsia, birth weight, aneuploidy, 
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miscarriage, complications in multiple pregnancies and 
homozygous thalassemia is a challenging and an emerging 
field in obstetrical sonography.[13] Studies have been carried 
out to investigate the use of first trimester volumetry in 
the prediction of IUGR and pre‑eclampsia (PE),[14‑17] birth 
weight,[18,19] aneuploidy,[20‑23] miscarriage,[24‑26] complications 
in multiple pregnancies,[27,28] homozygous thalassemia[29] 
and other adverse outcomes. The use of traditional 
prediction methods (maternal history, 2D ultrasonography 
and biochemical markers) have limitations[30‑32] and can 
only detect 77‑88.9% of PE at 10% false positive rate.[30,31] 
Sonographically, the use of 3D ultrasound to measure 
volumes of regularly or irregularly shaped objects is more 
accurate than 2D ultrasound and is more accurate and 
reliable for clinical evaluations.[33,34]

The accuracy of volumetry depends on the measurement 
technique, the object being measured and the observer.[35] 
A wide discrepancy in reported normal volumes of first 
trimester embryo[36] and other structures was probably a 
result of inconsistencies in the measurement technique used, 
poor auditing,[35,36] inadequate assessment of technique 
repeatability and validity, and a diversity of mutually 
incompatible 3D imaging formats and software measuring 
tools.[13] Measurement of the gestational sac diameter and 
crown rump length has been used to determine GA and for 
the evaluation of miscarriage. Practically, measurement of 
CRL has limitations and less reliable before 7 weeks and 
after 10 weeks gestation because of undefined embryonic 
contour and fetal movements.[37] Furthermore, placenta is 
an irregular structure, the influence of measurement error 
is larger than it is for the fetus which is relatively regular 
and symmetrical.[35,38] The clinical use of placental volumetry 
is further limited by physiological variations in placental 
shape, weight and volume[39] at each stage of gestation[40] 
and the heterogeneity of placental growth.[34] The increased 
placental thickness at the first trimester is a sonographic 
sign of homozygous thalassemia with a sensitivity of 72%.[41]

Volume calculations are often performed using the 
multiplanar method (which is time consuming) or a 
rotational method with virtual organ computer‑aided 
analysis (VOCAL) software.[7,9,10,42] Newly introduced 
volumetric tools include a semiautomated virtual reality (VR) 
system, ISpace VR which allows the creation of a ‘hologram’ 
of the ultrasound image, depth perception and interaction 
with the rendered objects,[43] an automated tool for fluid 
filled spaces, sonography‑based automated volume count[44] 
and extended imaging (XI) VOCAL.[14,35] 3D volumetry 
should be measured using a standardized method to give 
reproducible results. This is not possible because different 
clinicians applied different techniques for 3D volumetry of 
different structures and presented different reference data.

The aim of this article is to review the use of first trimester 
ultrasound volumetry in predicting pregnancy complications.

MATERIALS AND METHODS

This was a 6‑month descriptive review of the application 
of first trimester ultrasound volumetry in predicting 
pregnancy complications. Relevant literature search on 
this topic was from January 1st, 2013 to June 30th, 2013. 
A search of literature on first trimester volumetry published 
in English was conducted. Relevant materials on first 
trimester volumetry were selected. The keywords used 
are first trimester ultrasound volumetry, first trimester 
pregnancy complications and 3D ultrasound with selected 
references, conference papers, technical reports, journal 
articles, abstracts, relevant books, and internet articles 
using Medline, Google scholar, and PubMed databases were 
critically reviewed.

Placental volumetry
The components of placental volumetry include placental 
volume and placental quotient which is derived from 
placental volumetry. The placenta is defined by the basal and 
chorionic border with the uterine wall carefully excluded 
with 3D ultrasound.[45] The measurement technique used 
is the VOCAL method with a 30Ao rotation angle[24] or 
the multiplanar method as shown in Table 1.[29] Placental 
quotient (PQ) is PV divided by the fetal CRL.[15] This is the 
first trimester parameter to indicate whether a placenta is 
large or small for a given fetus.[13] There are limitations in 
using placental volumetry for clinical application because of 
the physiological variations in placental shape, weight and 
volume[39] at each stage of gestation,[40,46] the heterogenous 
nature of placental growth[16] and the reproducibility and 
accuracy of measuring the volume of the placenta, an 
irregular structure as shown in Table 1.[34]

Embryo or fetal volumetry
Embryo volume or fetal volume can be measured directly[8] 
or by subtracting the amniotic fluid and yolk sac volumes 
from the gestational sac volume (GSV).[47] Using a direct 
method, the fetus is measured by drawing a contour line 
along its head and trunk while excluding the limbs which 
often cross over each other or touch the face in the late 
first trimester.[48] However, other clinicians suggested 
measurement of FV to include the limbs which represent a 
significant proportion (8‑10%) of the size of the embryonic/
fetal body.[49] The head volume can be measured separately 
and then subtracted from the total head and trunk volume 
to obtain the volume of the fetal trunk.[22]

VOCAL is a commonly used technique[8] but it is more difficult 
and it is time consuming to measure embryonic limbs, which 
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appear to be a separate and disconnected object from the 
trunk in certain planes unless a thin connecting stalk is drawn 
between the limbs and the trunk. VOCAL with 9Ao rotation 
provides the best compromise among validity, reliability and 
time required for measurements when compared with 30Ao, 
15Ao and 6Ao rotation steps.[34] Other methods used include 
the multiplanar technique and the XI VOCAL technique as 
shown in Table 1.[35] 3D ultrasound (using a multi planar, 
VOCAL or XI VOCAL technique) is capable of providing a 
reproducible measurement of the fetal trunk and head volume 
at 11 + 0 to 13 + 6 weeks gestation.[35] Semi‑automated 
techniques, using both VOCAL and SonoAVC,[8] facilitate 
the measurement of the embryo without the need to 
physically define its contour, which is the major limiting 
factor in the aforementioned techniques. However, there 
may be a significant difference in the volumetry between 
this semi‑automated technique and the conventional VOCAL 
technique alone with 9Ao relations.[50] There was a significant 
correlation between EV and GA or CRL,[8,19] with a linear 
association between 11 + 0 weeks and 13 + 6 weeks,[10] 
or between a CRL of 45 and 84 mm.[10] These findings are 
consistent with previous 2D sonographic studies on the 
S‑shaped pattern of fetal growth with gestation, with the 
linear component at 10 and 13 weeks.[51]

A recent review by Ioannou et al.[36] showed discrepancy in the 
reported normal volumes of first trimester embryos, ranging 
from 0.2‑0.23 cm3 at 7 weeks to 3.91‑5.12 cm3 at 10 weeks. 
The discrepancy is likely to be due to inconsistencies in 
3D volumetric methodology, inadequate assessment of 

method repeatability and validity, and a diversity of mutually 
incompatible 3D imaging formats and software measuring 
tools. Standardization of the 3D volumetric methodology 
will help to improve quality assurance in fetal volumetry and 
then facilitate its clinical application.[36]

Gestational sac volumetry
Gestational sac is the amniotic cavity and the exoceolomic 
cavity in the first trimester. Gestational sac is the first 
definitive landmark of pregnancy which is consistently 
visible by 5 weeks of gestation. GSV is used for confirmation 
of an intrauterine pregnancy, calculation of GA before the 
fetus is viable and diagnosis of anembryonic pregnancy 
as shown in Table 1.[52] GSV is measured using the VOCAL 
method with a 30Ao rotation angle.[12,42] In a study in 2009 
by Rolo et al.,[12] intra‑observer variability was small with 
an average difference between measurements of 0.5 cm3. 
There was a high correlation between GSV and GA or 
CRL[7,12,19] mean GSV increased from 8.50 cm3 at 7 weeks to 
44.35 cm3 at 10 weeks[18] and 69 ml at 11 weeks to 144 ml 
at 13 + 6 weeks.[23] GSV increase from 5.00 to 50.28 cm3 for 
a CRL increased from 0.9 to 4 cm.[12] GSV is closely related 
to amniotic fluid volume. GSV may reflect uteroplacental 
functions in the first trimester,[53] and may predict adverse 
pregnancy outcome.[26]

Gestational sac fluid volumetry
Gestational sac fluid volume (GSFV)) is obtained by taking 
measurements using VOCAL with a rotational step of 30Ao 
rotation,[42] and then subtracting the EV from the GSV.[42] 

Table 1: Volumetry methods and pregnancy outcome
Volumetry Measurement technique Relationships Correlations Pregnancy outcome

Placental 
volume (PV)

Vocal method with a 
30A° rotation angle or 
multiplanar method

The components of placental volumetry 
include placental volume and placental 
quotient which is derived from 
placental volumetry. PV is reduced in 
small‑for‑gestational age neonates but 
increased in large for‑gestational age

Strong correlation occurred 
between PV and CRL or GA from 
7 weeks to 13+6 weeks

Measurement of PV may be an 
efficient method for identification 
of impaired wave of trophoblast 
invasion and subsequent 
development of IUGR

Embryo or fetal 
volume (EV or FV)

Directly measured by 
subtracting the amniotic 
fluid and yolk sac volumes 
from the gestational sac 
volume (GSV). (Vocal with 
9A° is a better method of 
measurement). Others are 
multiplanar technique, XI 
VOCAL technique

It is common to encounter discrepancy 
in the reported normal volumes 
of first trimester embryos due to 
inconsistencies in 3D volumetric 
methodology, inadequate assessment 
of method repeatability and validity, 
and a diversity of mutually incompatible 
3D imaging formats and software 
measuring tools

Significant correlation 
between EV and GA or CRL 
from 11 weeks to 13 + 6 weeks 
or between CRL + 45 mm to 
84 mm. EV correlates better 
with birth weight than CRL, 
GSV and PV

PV may be a better first trimester 
marker of IUGR than CRL

Gestational Sac 
Volume (GSV)

Measured using VOCAL 
method with a 30A° 
rotation angle

Closely related to amniotic fluid volume. 
May reflect uteroplacental functions 
in first trimester. May predict adverse 
pregnancy outcome

High correlation between 
GSV and GA or CRL from 
7 weeks to 10 weeks and from 
11 weeks to 13+6 weeks

GSV is used for confirmation of an 
intrauterine pregnancy, calculation 
of GA before fetal viability 
and diagnosis of anembryonic 
pregnancy (slighted ovum)

Gestational 
sac fluid 
volume (GSFV)

Measured using VOCAL 
with 30A° rotation, 
mulitplanar method or 
virtual reality system (VR)

In normal pregnancies, there was a 
progressive increase in amniotic fluid 
from 8 to 11 weeks of gestation

Significant correlation exists 
between GSFV and GA or CRL.
GSFV/EV ratio is
decreased with GA

Abnormal amniotic fluid volumes 
may indicate pathology associated 
with adverse pregnancy outcomes

Yolk sac 
volume (YSV)

Measured using VOCAL 
method with 30A° 
rotation or XI VOCAL 
technique

YSV is not seen after 12 weeks. 
Persistently abnormal yolk sac shape 
is a predictor of abnormal pregnancy 
outcome

YSV correlates poorly with 
GA or CRL from 7 weeks to 
10 weeks

Too large or too small or abnormal 
yolk sac is associated with a poor 
prognosis or an increased risk of 
abnormal pregnancy outcome
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GSFV can also be measured using the multiplanar method 
or VR as shown in Table 1.[54] Sono AVC is automatic, but 
may significantly underestimate GSFV.[50] There is significant 
correlation between GSFV and GA or CRL.[42] Mean GSFV 
increased by approximately six to seven‑folds from 7.81 
to 50.28 cm3 for a CRL increase from 12 to 40 mm.[42] The 
GSFV/EV ratio decreased with GA.[54] In normal pregnancies, 
there was a progressive increase in amniotic fluid from 
8 to 11 weeks of gestation.[55] Abnormal amniotic fluid 
volumes may indicate pathology associated with adverse 
outcomes,[56] and further studies are required.

Yolk sac volumetry
Yolk sac volume is measured using VOCAL method with 
30Ao rotation[11] or XI VOCAL.[57] Yolk sac volume is not seen 
after 12 weeks.[52] A persistently abnormal yolk sac shape 
is a predictor of abnormal outcome [Table 1].[58] Large or 
abnormal yolk sacs are associated with a poor prognosis.[52] 
In a study by Rolo et al.,[11] there was a poor correlation 
between YSV and GA or CRL [Table 1]. The mean YSV 
increased from 0.063 cm3 at 7 weeks to 0.164 cm3 at 
10 weeks.[11] In another study,[59] the mean YSV increased in 
a linear fashion up to 10 weeks, then maintained a plateau 
until 11 weeks and decreased thereafter.[11] This can be 
explained by the yolk sac degeneration process secondary to 
vascular depletion.[60] The absence or malformation of a yolk 
sac outside the normal growth pattern is associated with 
poor pregnancy outcomes.[52,61] Variations in the yolk sac size, 
either too small (<2 mm) or too large (>6 mm) are associated 
with an increased risk of abnormal outcome Table 1).[52]

Application of first trimester volumetry
The embryonic cardiac activity
In routine ultrasound scan, demonstration of embryonic 
cardiac activity indicates that the embryo is alive at the 
time of the examination. An abnormally slow heart rate 
or abnormally fast heart rate may predict impending 
demise. An embryonic heart rate consistently below 80 
bpm is universally associated with subsequent embryonic 
demise. A heart rate of 100 bpm or higher is considered 
normal in embryos less than 5 mm in CRL. The presence of 
cardiac activity changes the prognosis in pregnant women 
presenting with threatened miscarriage from a 50% rate of 
pregnancy failure to a much more favorable conditions.[58]

Birth weight prediction
A correlation between placental size and birth weight was 
demonstrated in an earlier study.[18] In a recent study, PV 
multiples of the median were reduced in SGA neonate 
(0.88), but increased in large‑for‑gestational‑age neonates 
(1.09) compared with appropriate‑for‑gestational‑age 
neonates (1.0).[18] A study of singleton low‑risk pregnant 
women showed that EV during the first trimester of 
pregnancy correlates better with birth weight than 

CRL, GSV and PV [Table 1].[19] A 10 mm3 increase in EV 
corresponds to a mean birth weight increase of 75 g, 
while a 1‑mm increase in CRL corresponds to a birth 
weight increase of 113 g.[19]

Intrauterine growth restriction
Pregnancies at risk of IUGR detected during antenatal 
period can reduce perinatal morbidity and mortality by four 
to five fold.[62] Therefore, measurement of PV or PQ may be 
an efficient method for the early and simple identification of 
impaired first wave of trophoblast invasion, and subsequent 
development of IUGR [table 1].[14,15] In a recent prospective 
study of 1060 women, a small PV or PQ between 11 and 
13 weeks was associated with high‑resistance uterine 
perfusion in the second trimester.[14] Unlike uterine artery 
Doppler, PV and PQ did not show any dependency on age, 
gravidity, BMI or smoking habits.[14] In a study of singleton 
pregnancies, PQ at 12 weeks and uterine artery Doppler 
at 22 weeks had similar sensitivities (27.1 vs 28.1%) for 
predicting IUGR.[24] A PQ of 10th centile occurred in 10% of 
pregnancies and its sensitivity in predicting complications 
including IUGR, PE, or placental abruption was 22%.[17]

Preeclampsia
Preeclampsia is a major cause of maternal and perinatal 
morbidity and mortality.[57] It complicates 2‑3% of 
pregnancies.[57] In a prospective study of singleton 
pregnancies, logistic regression models for the detection 
of PE had a sensitivity of 38.5% (PQ at 12 weeks) versus 
44.8% (uterine artery Doppler at 22 weeks).[15] Taking a PQ 
that is at 10th centile, the sensitivity for PE with and without 
SGA neonates was 30.8% and 20.0% respectively. It appears 
that PQ is less sensitive than uterine artery Doppler for the 
prediction of PE[15] but similarly sensitive in approximately 
50% in predicting the most severe complications in which 
delivery took place before 34 weeks.[15]

Aneuploidy
A study in 2002 showed that the median PQ in a group of 
mixed chromosomal abnormalities (0.67) was significantly 
lower than that in normal fetuses (0.98),[20] and that the 
inclusion of PV measurements as an additional marker to 
nuchal translucency may improve the sensitivity of first 
trimester screening.[20] In another study in 2005, the mean 
PV for GA was smaller in conjunction with trisomies 13 and 
18 than in normal pregnancies.[21] However, no difference 
was observed between normal pregnancies and those with 
trisomy 21 or Turner syndrome.[21]

In a study reported by Leung et al.,[13] an early‑onset IUGR due 
to aneuploidy, a larger deficit in FV than CRL was observed. 
This observation in discrepancy is due to a larger growth rate 
of FV than CRL (five to six fold vs two fold) in normal fetuses 
at between 11 + 0 and 13 + 6 weeks.[12] FV may be a better 
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first‑trimester marker of IUGR than CRL. Compared with 
chromosomally normal fetuses, the fetal head volume for 
CRL was significantly smaller in conjunction with trisomy 21, 
trisomy 13 and Turner syndrome, but similar in association 
with trisomy 18 and triploidy.[22] The fetal trunk volume for 
CRL was significantly smaller in all chromosomal abnormalities 
except Turner syndrome.[22] The IUGR was symmetrical with 
the head and trunk being equally affected in fetuses with 
trisomy 21 and Turner syndrome, but asymmetrical, with 
trunk being more severely compromised than the head, in 
those with triploidy and trisomies 18 and 13.[22]

The mean GSV for GA was smaller in pregnancies with 
triploidy and trisomy 13 than in normal pregnancies, 
probably due to a reduced amniotic fluid volume.[23]

Thalassemia
Fetal homozygous thalassemia is the most common cause of 
hydrops fetalis in Southeast Asia. Using placental thickness, 
the sensitivity to predict an affected pregnancy before 
12 weeks of gestation was 72% with a specificity of 97%.[41] 
Early onset IUGR and placentomegaly were probably caused 
by fetal anemia and hypoxia association with homozygous 
thalassemia. Consistent with result of another study,[12] it 
appears that 3D volumetry is more sensitive than CRL in 
detecting IUGR in early pregnancy.

Multiple pregnancies
In a prospective study on twin and triplet pregnancies at 
11 + 0 to 13 + 6 weeks of gestation,[27] median twin and 
triplet PVs were 1.66 and 2.28 multiples of the median for 
singletons, respectively.[13] It is likely that PV in multiple 
pregnancies does not depend on chorionicity. There was no 
difference in the rate of placental growth between 11 and 
13 + 6 weeks among singletons, twins and triplets.[27]

In a dichorionic twin pregnancy, discordance in growth 
with a distinctly small PV was associated with an abnormal 
twin with triploidy of maternal phenotype.[28] With assisted 
reproductive technology, early volumetry has an important 
role in the early diagnosis, growth and wellbeing.

Miscarriage
In earlier study, the correlation between the GSV and CRL or 
GA was weaker in cases of missed miscarriage than ongoing 
pregnancies.[24] The GSV: EV ratio in missed miscarriage was 
significantly higher than those in ongoing pregnancies.[53] 
However, in another study, a logistic regression analysis 
showed no significant correlation between GSV and the 
outcome of missed miscarriage managed expectantly.[25] 
In asymptomatic pregnant women, YSV outside the 5th to 
95th percentile or GSV less than the 5th percentile were 
associated with spontaneous miscarriage in univariate but 
not in regression analysis.[26] It appears that 3D volumetric 

assessment does not improve the diagnosis of miscarriage 
over conventional 2D sonographic measurements.[24‑26]

CONCLUSIONS

It is possible and reproducible to undertake volumetry of 
the placenta, fetus, gestational sac, gestational sac fluid 
and yolk sac in the first trimester using 3D ultrasound.[7‑11,42] 
The traditional prediction method focuses on clinical 
history, 2D sonographic parameters and biochemical 
markers.[30‑32] First‑trimester volumetry represents an 
important tool for the prediction of birth weight and 
pregnancy complications.[14‑29] 3D ultrasound showed a 
strong correlation between PV and EV, and CRL or GA in 
the first trimester.[9,12] An early method to identify impaired 
trophoblast invasion is by measurement of PV/PQ. This is 
used to predict the subsequent development of IUGR at a 
sensitivity of 27.1% or PE at 38.5%.[15] However, this method 
alone probably cannot predict all cases of at risk pregnancies.

The accuracy of volumetry depends on the measurement 
technique, the object being measured and the observer.[35] 
The wide discrepancy in reported volumes of first trimester 
embryo[36] and other structures was as a result of 
inconsistencies in the measurement technique used, 
poor auditing,[33,36] inadequate assessment of technique 
repeatability and validity, and a diversity of mutually 
incompatible 3D imaging formats and software measuring 
tools. Clinical application of placental volumetry is limited 
by the physiological variations in placental shape, weight 
and volume[39] at each stage of gestation,[40,46] and the 
heterogeneity of placental growth.[34]

Prospects of 3D volumetry
Application of 3D volumetry in the first trimester is feasible 
and reproducible in the prediction of IUGR, PE, birth weight, 
homozygous thalassemia and other adverse pregnancy 
outcome. In future, 3D volumetry will be easier, simpler and 
more accurate with reduced measurement interval.

Standardization of 3D volumetric methodology and further 
exposure in ultrasonography will improve the quality 
assurance in first‑trimester volumetry, and facilitation in 
clinical evaluations.[36] Further advancement of 3D technology 
may allow a semiautomated or automated measurement of 
3D volumetry in a reliable and accurate approach. It may 
be feasible to perform assessments of the vascularization 
and blood flow of the placenta when 3D power Doppler 
ultrasound and histogram analysis are used.[63]

REFERENCES
1. Bagga RN. Essentials of ultrasound Evaluation of first trimester 

pregnancy. In: Malhotra N, Kumar P, Dasgupta S, Rajan R, editors. 



Journal of Basic and Clinical Reproductive Sciences · January - June 2014 · Vol 3 · Issue 1 13

Okeke, et al.: The application of first-trimester volumetry in predicting pregnancy complications

Ultrasound in Obstetrics and Gynecology. 3rd ed. New Delhi: Jaypee 
Brothers; 2000. p. 71‑7.

2. Malhotra N, Malhotra J, Meena, Mathur V, Ahuja B. Application of 
Three dimensional ultrasound in reproductive health gynecology 
and infertility. In: Malhotra N, Kumar P, Dasgupta S, Ragan R, editors. 
Ultrasound in Obstetrics and Gynecology. 3rd ed. New Delhi: Jaypee 
Brothers; 2000. p. 340‑8.

3. Rawal MY, Malhotra N. Ultrasonography in Early Intrauterine 
pregnancy. In: Malhotra N, Kumar P, Dasgupta S, Ragan R, editors. 
Ultrasound in Obstetrics and Gynecology. 3rd ed. New Delhi: Jaypee 
Brothers; 2000. p. 78‑85.

4. Wagener RK, Calhoun BC. The routine obstetric ultrasound 
examination. Obstet Gynecol Clin North Am 1998;25:451‑63.

5. Dulay AT, Copel JA. First‑trimester ultrasound: Current uses and 
applications. Semin Ultrasound CT MRI 2008;29:121‑31.

6. Lang FC, Frates MC. Ultrasound evaluation during the first trimester 
of pregnancy. In: Callen PW, editor. Ultrasonography in Obstetrics and 
Gynecology. 4th ed. Philadelphia, PA: Saunders; 2000. p. 105‑45.

7. Bagratee JS, Regan L, Khullar V, Connolly C, Moodley J. Reference 
interval of gestational sac, yolk sac and embryo volumes using three 
dimensional ultrasound. Ultrasound Obstet Gynecol 2009;34:503‑9.

8. Aviram R, Shpan DK, Markovitch O, Fishman A, Tepper R. Three 
dimensional first trimester fetal volumetry: Comparison with crown 
rump length. Early Hum Dev 2004;80:1‑5.

9. Nardozza LM, Nowak PM, Araujo Júnior E, Guimarães Filho HA, 
Rolo LC, Torloni MR, et al. Evaluation of placental volume at 7 to 
10+6 weeks of pregnancy by 3D sonography. Placenta 2009;30:585‑9.

10. Odeh M, Hirsh Y, Degani S, Grinin V, Ofir E, Bornstein J. Three 
dimensional sonographic volumetry of the gestational sac and the 
amniotic sac in the first trimester. J Ultrasound Med 2008;27:373‑8.

11. RoLo LC, Nardozza LM, Araujo Junior E, Nowak PM, Moron AF. Yolk 
sac volume assessed by three dimensional ultrasonography using the 
VOCAL method. Acta Obstet Gynecol Scand 2008;87:499‑502.

12. Rolo LC, Nardozza LM, Araujo Junior E, Nowak PM, Moron AF. 
Gestational sac volume by 3D‑sonography at 7 to 10 weeks of pregnancy 
using the VOCA method. Arch Gynecol Obstet 2009;279:821‑7.

13. Leung KY, Ma Teresa, Lau BY, Chen M. First trimester ultrasound 
volumetry: Measurement Techniques and Potential Application in the 
Prediction of Pregnancy Complications. Expert Rev Obstet Gynecol 
2012;7:379‑86.

14. Hafner E, Metzenbauer M, Dillinger‑Paller B, Hoefinger D, 
Schuchter K, Sommer‑Wagner H, et al. correction of first trimester 
placental volume and second trimester uterine artery Doppler flow. 
Placenta 2001;22:729‑34. Large prospective study of 1060 women 
investigating whether women with increased uterine blood flow 
resistance at 22 weeks already have reduced placental volumes in the 
first trimester; measured using 3D sonography.

15. Hafner E, Metzenbauer M, Höfinger D, Stonek F, Schuchter K, 
Waldhör T, et al. Comparison between three‑dimensional placental 
volume at 12 weeks and uterine artery impedance/notching at 
22 weeks in screening for pregnancy‑induced hypertension, 
pre‑eclampsia and fetal growth restriction in a low‑risk population. 
Ultrasound Obstet Gynecol 2006;27:652‑7. large prospective study 
of 2489 low‑risk pregnancies comparing the value of 3D placental 
volume at 12 weeks and uterine artery Doppler at 22 weeks for 
predicting pregnancy‑induced hypertension, preeclampsia and fetal 
growth restriction.

16. Hafner E, Metzenbauer M, Höfinger D, Munkel M, Gassner R, 
Schuchter K, et al. Placental growth from the first to the second 
trimester of pregnancy in SGA‑foetuses and pre‑eclamptic pregnancies 
compared to normal fetuses. Placenta 2003;24:336‑42.

17. Schuchter K, Metzembauer M, Hafner E, Philipp K. Uterine artery 
Doppler and placental volume in the first trimester in the prediction of 
pregnancy complications. Ultrasound Obstet Gynecol 2001;18:590‑2.

18. Plasencia W, Akolekar R, Dagklis T, Veduta A, Nicolaides KH. Placental 
volume at 11 to 13 week’s gestation in the prediction of birth weight 
percentile. Fetal Diagn Ther 2011;30:233‑8.

19. Antsaklis A, Anastasakis E, Komita O, Theodora M, Hiridis P, 
Daskalakis G. First trimester 3D volumetry. Association of the 
gestational volumes with the birth weight. J Matern Fetal Neonatal 
Med 2011;24:1055‑9.

20. Metzenbauer M, Hafner E, Schuchter K, Philipp K. First trimester 
placental volume as a marker for chromosomal anomalies: Preliminary 
results from an unselected population. Ultrasound Obstet Gynecol 
2002;19:240‑2.

21. Wegrzyn P, Faro C, Falcon O, Peralta CF, Nicolaides KH. Placental volume 
measured by three‑dimensional ultrasound at 11 to 13+6 weeks 
of gestation: Relation to chromosomal defects. Ultrasound Obstet 
Gynecol 2005;26:28‑32.

22. Falcon O, Cavoretto P, Peralta CF, Csapo B, Nicolaides KH. Fetal 
head to trunk volume ratio in chromosomally abnormal fetuses 
at 11+0 to 13+6 weeks of gestation. Ultrasound Obset Gynecol 
20005;26:755‑60.

23. Falcon O, Wegrzyn P, Faro C, Peralta CF, Nicolaides KH. Gestational 
sac volume measured by three dimensional ultrasound at 11 
to 13+6 weeks of gestation: Relation to chromosomal defects. 
Ultrasound Obstet Gynecol 2005;25:546‑50.

24. Acharya G, Morgan H. First trimester, three dimensional trans‑vaginal 
ultrasound volumetry in normal pregnancies and spontaneous 
miscarriage. Ultrasound Obstet Gynecol 2002;19:575‑9.

25. Acharya G, Morgan H. Does gestational sac volume predict the 
outcome of missed miscarriage managed expectantly? J Clin 
Ultrasound 2002;30:526‑31.

26. Figueras F, Torrents M, Muñoz A, Comas C, Antolin E, Echevarria M, et al. 
Three dimensional yolk and gestational sac volume. A prospective 
study of prognostic value. J Reprod Med 2003;48:252‑6.

27. Wegrzyn P, Fabio C, Peralta A, Faro C, Borenstein M, Nicolaides KH. 
Placental volume in twin and triplet pregnancies measured by three 
dimensional ultrasound at 11+0 to 13+6 weeks of gestation. 
Ultrasound Obstet Gynecol 2006;27:647‑51.

28. Gassner R, Metzenbauer M, Hafner E, Vallazza U, Philipp K. Triploidy 
in a twin pregnancy: Small placenta volume as an early sonographical 
marker. Prenat Diagn 2003;23:16‑20.

29. Chen M, Leung KY, Lee CP, Tang MH, Ho PC. Placental volume 
measured by three dimensional ultrasound in the prediction of fetal 
1±(0)‑thalassemia: A preliminary report. Ultrasound Obstet Gynecol 
2006;28:166‑72.

30. Youssef A, Righetti F, Morano D, Rizzo N, Farina A. Uterine artery 
Doppler and biochemical markers (PAPP‑A‑PIGF, SFIt‑1, P‑selection, 
NGAL at 11+0 to 13+6 weeks in the prediction of late (>34 weeks) 
pre‑eclampsia. Prenat Diagn 2011;31:1141‑6.

31. Pedrosa AC, Matias A. Screening for pre‑eclampsia: A systematic 
review of tests combining uterine artery Doppler with other markers. 
J Pernat Med 2011;39:619‑35.

32. Melchiorre K, Leslie K, Prefumo F, Blide A, Thilaganathan B. 
First trimester uterine artery Doppler indices in the prediction 
of small‑for‑gestational age pregnancy and intrauterine growth 
restriction. Ultrasound Obstet Gynecol 2009;33:524‑9.

33. Riccabona M, Nelson TR, Pretorius DH. Three dimensional ultrasound: 
accuracy of distance and volume measurements. Ultrasound Obstet 
Gynecol 1996;7:429‑34.

34. Raine‑Fenning NJ, Clewes JS. Kendall NR, Bunkheila Ak, Campbell BK, 
Johnson IR. The interobserver reliability and validity of volume 
calculation from three‑dimensional ultrasound datasets in the in vitro 
setting. Ultrasound Obstet Gynecol 2003;21:283‑91.

35. Cheong KB, Leung KY, Li TK, Chan HY, Lee YP, Yang F, et al. Comparison 
of inter and intraobserver agreement and reliability between three 
different types of placental volume measurement technique (XI 
VOCAL, VOCAL and multiplanar) and validity in the in vitro setting. 
Ultrasound Obstet Gynecol 2009;33:287‑94.

36. Ioannou C, Sarris I, Salmon LJ, Papageorghiou AT. A review of 
fetal volumetry: the need for standardization and definitions 
in measurement methodology. Ultrasound Obstet Gynecol 
2011;38:613‑9.



Journal of Basic and Clinical Reproductive Sciences · January - June 2014 · Vol 3 · Issue 114

Okeke, et al.: The application of first-trimester volumetry in predicting pregnancy complications

37. Sladkevicius P, Saltvedt S, Almstr AM, Kublickas M, Grunewald C, 
Valentin L. Ultrasound dating at 12 to 14 weeks of gestation. 
A prospective cross‑validation of established dating formulae in invitro 
fertilized pregnancies. Ultrasound Obstet Gynecol 2005;26:504‑11.

38. Cheong KB, Leung KY, Li TK, Chan HY, Lee YP, Tang MH. Comparison 
of inter and intra observer agreement and reliability between three 
different types of placental volume measurement technique (XI 
VOCAL, VOCAL, and multiplanar) and validity in the in vitro setting. 
Ultrasound Obstet Gynecol 2010;36:210‑7.

39. Popek EJ. Normal anatomy and histology of the placenta. In: Lewis SH, 
Perrin E, editors. Pathology of the placenta. NY, USA: Churchill 
Livingstone; 1999. p. 49‑88.

40. Geirsson RT, Ogston SA, Patel NB, Christie AD. Growth of total 
intrauterine, intra‑amniotic and placental volume in normal singleton 
pregnancy measured by ultrasound. Br J Obstet Gynaecol 1985;92:46‑53.

41. Ghosh A, Tang MH, Lam YH, Fung E, Chan V. Ultrasound measurement 
of placental thickness to detect pregnancies affected by homozygous 
thalassemia. Lancet 1994;344:988‑9.

42. Rolo LC, Nardozza LM, Araujo Junior E, Nowak PM, Moron AF. 
Nomogram of amniotic fluid volume at 7 to 10 + 6 weeks of 
pregnancy by three‑dimensional ultrasonography using the rotational 
method (VOCAL). Arch Gynecol Obstet 2010;281:235‑40.

43. Rousian M, Koning AH, van Oppenraaij RH, Hop WC, 
Verwoerd‑Dikkeboom CM, van der Spek PJ, et al. An innovative 
virtual reality technique for automated human embryonic volume 
measurements. Hum Reprod 2010;25:2210‑6.

44. Raine‑Fenning N, Jayaprakasan K, Clewes J, Joergner I, Bonaki SD, 
Chamberlain S, et al. Sono AVC: A novel method of automatic volume 
calculation. Ultrasound Obstet Gynecol 2008;31:691‑6.

45. Hafner E, Philip T, Schuchter K, Dillinger‑Paller B, Philipp K, 
Bauer P. Second‑trimester measurements of placental volume by 
three‑dimensional ultrasound to predict small‑for gestational age 
infants. Ultrasound Obstet Gynecol 1998;12:97‑102.

46. Moore KL. Formation of basic organs and systems. In: Moore KL, 
editor. The developing human: Clinically oriented embryology. 4th ed. 
Philadelphia: WB Saunders; 1988. p. 65‑86.

47. Sur SD, Jayaprakasan K, Jones NW, Clewes J, Winter B, Cash N, et al. 
A novel technique for the semi‑automated measurement of embryo 
volume: An intra observer reliability study. Ultrasound Med Biol 
2010;36:719‑25.

48. Hafner E, Schuchter K, van Leeuwen M, Metzenbauer M, 
Dillinger‑Paller B, Philipp K. Three‑dimensional sonographic 
volumetry of the placenta and the fetus between weeks 15 and 17 of 
gestation. Ultrasound Obstet Gynecol 2001;18:116‑20.

49. Blaas HG, Taipale P, Torp H, Eik‑Nes SH. Three‑dimensional ultrasound 
volume calculations of human embryos and young fetuses: A study 
on the volumetry of compound structures and its reproducibility. 
Ultrasound Obstet Gynecol 2006;27:640‑6.

50. Sur SD, Clewes JS, Campbell BK, Raine‑Fenning NJ. Embryo volume 
measurement: An intraobserver, inter method comparative study 
of semiautomated and manual three‑dimensional ultrasound 
techniques. Ultrasound Obstet Gynecol 2011;38:516‑23.

51. Hadlock FP, Shah YP, Kanon OJ, Lindsey JV. Fetal crown rump length: 
reevaluation of relation to menstrual age (5 to 18 weeks) with 
high‑resolution real‑time ultrasound. Radiology 1992;182:501‑5.

52. Gupta K. Measurement of fetal parameters. In: Malhotra N, Kumar P, 
Dasgupta S, Rajan R, editors. Ultrasound in Obstetrics and Gynecology. 
3rd ed. New Delhi: Jaypee Brothers; 2000. p. 92‑8.

53. Steiner H, Gregg AR, Bogner G, Graf AH, Weiner CP, Staudach A. First 
Trimester three‑dimensional ultrasound volumetry of the gestational 
sac. Arch Gynecol Obstet 1994;255:165‑70.

54. Rousian M, Koning AH, Hop WC, Van Der Spek PJ, Exalto N, 
Steegers EA. Gestational sac fluid volume measurements in virtual 
reality. Ultrasound Obstet Gynecol 2011;38:524‑9.

55. Gadelha PS, DaCosta AG, Filho FM, El Beitune P. Amniotic fluid 
volumetry by three dimensional ultrasonography during the first 
trimester of pregnancy. Ultrasound Med Biol 2006;32:1135‑9.

56. Chauhan SP, Sanderson M, Hendrix NW, Magann EF, Devoe LD. Perinatal 
outcome and amniotic fluid index in the antepartum and intrapartum 
periods: A meta‑analysis. Am J Obstet Gynecol 1999;181:1473‑8.

57. Confidential Enquiry into maternal and Child Health (CEMACH). 
Perinatal Mortality 2006. England, Wales and Northern Ireland. 
CEMACH, London, UK, 2008.

58. Jauniaux E, Johns J, Burton GJ. The role of ultrasound imaging in 
diagnosing and investigating early pregnancy failure. Ultrasound 
Obstet Gynecol 2005;25:613‑24.

59. Arajuo Junior E, Nardozza LM, Rolo LC, Haratz KK, Moron AF. 
Assessment of yolk sac volume by 3D‑sonography using the XI VOCAL 
method from 7 to 10+6 weeks of pregnancy. Arch Gynecol Obstet 
2011;283:1‑4.

60. Kupesic S, Kurja KA, IvanciA‑Kosuta M. Volume and vascularity of the 
yolk sac studied by three‑dimensional ultrasound and color Doppler. 
J Perinat Med. 1999;27:91‑6.

61. Cho FN, Chen SN, Tai MH, Yang TL. The quality and size of yolk sac in 
early pregnancy loss. Aust N Z J Obstet Gynaecol 2006;46:413‑8.

62. Lindgvist PG, Molin J. Does antenatal identification of small for 
gestational age fetuses significantly improve their outcome. 
Ultrasound Obstet Gynecol 2005;25:258‑64.

63. Hata T, Tanaka H, Noguchi J, Hata K. Three dimensional ultrasound 
evaluation of the placenta. Placenta 2011;32:105‑15.

How to cite this article:*** 
 

Source of Support: Nil, Conflict of Interest: None declared


