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Fundal height (FH) measurement is a measure of uterine size to estimate the gestational age,1 

assess uterine and fetal growth2-6 and identify abnormal uterus, fetus and amniotic fluid 

volume during pregnancy.7 It has been performed in a number of different ways which have 

been developed to increase accuracy over a long period of time since the eighteenth century 

until present. 

 

Method of FH measurements 

FH measurement can be categorized in three methods including abdominal landmarks 

method, calipers method and tape measure method.8 However, the currently used method is 

the tape measure method. Other methods are not suitable to use, because the landmarks 

method is less accurate for monitoring and screening growth of the fetus9, 10 and the calipers 

method is difficult to use. Therefore, this chapter describes only the tape measure method, 

while other methods are summarized in Table 2.1.8 

 
Table 2.1 Methods, advantages and disadvantage of FH measurement  

Method of FH measurement Advantages Disadvantage 

Abdominal landmarks method   

 Measure by comparing the height of 

uterine fundus with anatomic landmarks 

on the maternal abdomen such as the 

pubic symphysis, umbilicus and the 

xiphoid process and uses the examiner’s 

fingerbreadths as the measuring tool 

(Figure 2.1). 

 Useful when a tape 

measure is unavailable.  

 Accurate to identify 

gross discrepancies 

between uterine size 

and date before 20 

weeks of gestation. 

 The biologic variability in 

the placement of anatomic 

landmarks on the maternal 

abdomen and the width of 

examiners’ fingers varies 

considerably. 

 

Calipers method   

 Measure the FH in centimeter by the 

calipers, placing one tip on the upper 

border of the pubic symphysis and the 

other tip at the top of the uterus. Both 

tips are placed in the abdominal midline 

(Figure 2.2). The number of centimeters 

should be approximately equal to weeks 

of gestation after about 22 to 24 weeks. 

 The most accurate, 

reliable and valid, 

method of measuring 

FH after 22-24 weeks of 

gestation. 

 Rarely used in clinical 

practice because of 

several problem such 

as less portable and 

awkward to use. 
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Figure 2.1 FH measurement by abdominal landmarks method 

 

 

 
Figure 2.2 FH measurement by calipers method 

 

 

Tape measure method  

This method is the most frequently used to obtain an exact measurement because it’s 

inexpensive, non-invasive, more portable, and easier to use.3, 11, 12 However, it is accurate to 

use after 20-24 weeks of gestation.3, 13 The method is performed using a non-stretch tape to 

measure FH in centimeters while the pregnant woman is in the supine position and extends 

her legs to allow the uterus to relax, and the urinary bladder should be empty. The tape 

measure can be used in many ways (Figure 2.3,8 2.4,14 and 2.515).  

In northern Thailand, it can be measured by placing the tape measure on the abdominal 

midline and contacting the skin of the maternal abdomen for the entire length of the uterus. 

Then measuring from the top of the uterine fundus to the upper border of the symphysis pubis 

or reversed15 (Figure 2.5), currently this method refers to symphysis-FH measurement or FH 

measurement. 
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Figure 2.3 Tape measure is run along the longitudinal axis of the uterus from the top of fundus to the top of the 

pubic symphysis. 

 

 

 
Figure 2.4 Using the tape measure in the midline, contacting the 

skin, and not including the upper curve of the fundus 

 

 

   
 
Figure 2.5 Using the tape measure on the abdominal midline, contacting the skin, and including the upper curve of 

the fundus, measuring from the top of the fundus to the pubic symphysis or reversed 

 

However, a tape measurement can be less accurate when each time of antenatal visit 

there were 1. Different measurement techniques. 2. Different examiners who meet the 

pregnant woman in each antenatal visit. 3. The examiner who has already known GA. or 4. The 
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using of a marked measuring tape. This tendency increases with higher pregnant body mass 

index3, 16, 17 and with less provider experience.17 

Errors can be minimized or the method can increase accuracy by those methods described 

below.2, 3 

1. Using the same practice protocols to measure FH in centimeters including an 

empty bladder before examining, using the same position of the pregnant woman during the 

measurement, blinded to gestational age, using unmarked measuring tape or blinded marked 

tape, using the same method of tape measure, and measuring while the uterus is relaxed. 

2. Training providers how to measure using the method, where the exact upper 

border of the symphysis pubis and the top of uterus are, and continuing to monitor the 

practice and quality of measurement. 

3. Supervising providers who have less experience. 

4. Using the same examiner to measure the FH throughout pregnancy. 

Factors influencing FH measurements 

Many factors that affect FH measurements are shown in Figure 2.6. However, the factors 

contributing differences in FH growth curve are maternal and fetal characteristics, race and 

ethnicity, socioeconomic status, and routine practices in antenatal care clinics. 

1. Maternal age 

The effects of maternal age on FH differed between each study. Some indicated that maternal 

age had no effect on FH.18 One study in North Carolina, USA noticed that birth weight will 

increase following maternal age19 while another study found that it might be only an effect 

modifier that occurs together with other factors such as parity20, 21 and BMI.21, 22 This was 

because pregnant women who are multiparous are getting older, and increased weight leads 

to increased BMI. They affect fetal weight gain and FH centimeter measurement. 

2. Parity 

The effects of parity, birth order, on FH differed in each study. One study in Mozambique 

found that FH growth curve derived from nulliparous and multiparous did not differ.23 One 

study in the UK manifested that parity is an independent predictor of FH and multiparous 

women revealed an FH of 1 cm exceeding the average18 and in some studies noticed that birth 

weight will increase subsequently following the order of pregnancy.19, 24 This might due to the 

latest pregnancy, as the mother usually has constant weight after delivering the previous 

pregnancy leading to accumulated adipose tissue in the body causing the prepregnancy BMI to 

increase. Therefore, parity is related to BMI and obesity.20, 21, 25 

3. Maternal weight before pregnancy 

Maternal weight before pregnancy is an important independent predictor of FH. It has been 

shown that a FH of 0.7 cm was higher for every 10 kg above the average maternal weight at 

booking4, 18 and was directly proportional to fetal weight. Pregnant women who are slim or 
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thin will have a constitutionally small or genetically small fetus.21 FH will also be small following 

the fetal size. For obese or fat pregnant women, fetus and FH are usually big. One study in 

Sweden showed that FH of the heaviest pregnant women, weighing ≥79 kg, was more than the 

lightest women, weighing ≤53 kg, about 2 cms throughout pregnancy. Moreover, mean birth 

weight of the infant of the heaviest women were more than the lightest women by 458 g.26 

4. Maternal height 

Some studies reported no effect of maternal height on FH18 while some studies showed it as an 

independent predictor of FH which positively correlated with fetal weight.24 It was shown that 

birth weight will increase about 10 g for 1 cm change of maternal height.27 Mothers who had 

short stature showed slower fetal growth.28 

5. Prepregnancy BMI 

BMI is a measurement of the relative percentages of fat and muscle mass in the human body 

calculated by weight in kilograms divided by height in meters squared. Related studies have 

shown that prepregnancy BMI was an important factor influencing FH. Pregnant women who 

had more BMI exhibit higher FH than those who had normal and underweight BMI 

consequently21, 23, 29 and the FH of 3 groups totally differed in the third trimester21, 30 which 

might due to the causes listed below. 

1. Abdominal subcutaneous fat thickness: overweight BMI women usually have 

thicker subcutaneous fat than other 2groups. One study among non-pregnant women divided 

subjects by group of BMI: <25, 25-29.9, 30-39.9, and ≥40 kg/m2 and found that the thickness of 

subcutaneous fat was increased following BMI: 10.6, 17.6, 22.4 and 26.8 mm, respectively.31 

Moreover, among pregnant women BMI correlated with abdominal subcutaneous fat 

thickness.32 

2. Fetal size: prepregnancy BMI may be considered as a surrogate for the nutritional 

status of the mother.33 Therefore, an overweight BMI mother could affect change in metabolic 

hormones and providing more nutrient transportation to the fetus through the placenta 

resulting in a giant or excessive weight fetus. For underweight BMI, the opposite results 

occurred in which mothers tended to deliver small or underweight newborns.34 

3. Hormonal changing in the third trimester: pregnant women who had overweight 

or obese prepregnancy BMI present low serum concentration levels of insulin-like growth 

factor binding protein-1 (IGFBP-1). This may continue to increase the bioavailability of insulin-

like growth factor-I (IGF-I) which then regulates more nutrient transported to the placenta and 

initiated excessive fetal growth.34 Hence, the fetus in the uterus will be larger than fetus in 

pregnant women who had normal or underweight prepregnancy BMI. 
 

6. Gestational weight gain 

The majority of studies found that maternal weight gain during pregnancy was related to 

infant birth weight.35, 36 Pregnant women, who had weight gain more than normal baseline, 

tended to deliver giant or excessive birth weight newborns. For pregnant women having less 

weight gain than baseline, tended to deliver small or low birth weight newborns.35, 37 Most of 
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the evaluation of weight gain during pregnant was based on the following the criteria of the 

Institute of Medicine (IOM).38 

7. Socioeconomic status 

Socioeconomic status is related to maternal and fetal nutrition and may affect the growth of 

the fetus and infant birth weight. Mothers who had low socioeconomic status, tended to 

deliver SGA fetuses and LBW newborns.24, 39-41 

8. Race and ethnicity 

Race and ethnicity influenced size and shape of the maternal pelvis, fetal size, and fetal 

weight.41-44 These important factors can affect the FH growth curve such as most Caucasian 

pregnant women had large stature thus the fetus will also be large.42, 45 The pelvis, which was 

large43 may result in a cubic pattern FH growth curve. On the other hand, Southeast Asian 

pregnant women have small stature therefore their fetus will also be small.42 The pelvis which 

was small may result in quadratic pattern FH growth curve.21 Comparing between FH growth 

curves of Caucasian and Southeast Asian Hmong in the USA revealed that Southeast Asian 

Hmong had a slower rate of growth curve than Caucasian pregnant women because the 

Hmong ate less meat and consumed more rice and vegetables.46 

9. Fetal weight and fetal size 

Fetal weight and fetal size are directly proportional to FH. Size of the uterus is increasing 

following the development of the intrauterine cavity passenger such as fetus, placenta and 

amniotic fluid in which the fetus is the most important factor influencing the change of the 

uterus.47 The previous study found differences correlation between fetal weight in grams and 

fundal height in centimeters in each setting, for example Xhosa pregnant women in South 

Africa: fetal weight = (FH - 21)/0.004,48 Caucasian pregnant women in UK: In (fetal weight) = 

10.69 - 100.25/FH,49 multicenter subjects in France and Belgium: fetal weight = -199.93 + 

(108.59 x FH).50 Therefore, at the same gestational age, pregnant women who have more fetal 

weight average, the FH in centimeters tended to be much more than those having lower fetal 

weight average. 

10. Fetal sex 

For pregnant women who are similar in characteristics at the same gestational age, the female 

fetus will systematically be smaller than the male fetus51 and at full term pregnancy, the male 

infant's weight will be more than the female infant at approximately 183-184 g.52, 53 In one 

study of Caucasian pregnant women with male infants, FH of 1 cm was exceeded an average.18 

Thus, male infants might affect increasing FH. 

11. Fetal engagement 

Among nulliparous women, the presentation of the fetus will engage approximately 2-4 weeks 

before delivery7 so the growth rate of FH may diminish in this period while multiparous 

women are reversed because the fetal presentation will engage during the labor stage.7 
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12. Gestational age 

Gestational age is the most influential factor concerningFH.21, 54-56 Therefore, accurate dating is 

very important for evaluating FH. Gestational age, calculated by first day of the last menstrual 

period, tends to overestimate ultrasound dating approximately 2-3 days, and may be due to 

delayed ovulation more than early ovulation.57, 58 Thus, the FH growth curve based on 

menstrual dating can cause artificial flattening of the growth curve at term whereas, 

ultrasound dating of the FH growth curve demonstrated no such flattening at term.18, 29 

13. FH measurements 

The accuracy of FH measurement is vital due to subjective methods can be less accurate both 

intra- and interpersonally. One related study found an intrapersonal error around ±1-2 cm and 

interpersonal error about ±2-4 cm.16, 17 Furthermore, it has been shown that healthcare 

providers, who had at least two years of experience with obstetric and antenatal care, were 

able to minimize measurement error and bias.17 
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Figure 2.6 Factors influencing fundal height measurements during pregnancy 

  

Maternal 

 Physiological 

- Age 

- Parity 

- Weight 

- Height 

- BMI 

 Pathological 

Uterus 

• Position of uterus:  

-  Retroversion 

-  Retro flexion 

• Abnormal of uterus:  

-  Uterine fibroids 

• Location of placenta 

Fetus 

• Fetal weight (size) 

• Fetal sex 

• Lie of fetus 

• Fetal presentation 

• Engagement 

• Abnormality 

• Multiple fetus 

FH Measurements 

• Methods 

• Examiners 

Amniotic fluid 

• Polyhydramnios 

• Oligohydramnios 

Gestational age 

• Inaccurate dates 

• Calculated based on 

LMP or US 

Population  

 Race and ethnicity  

 Socioeconomic 

 Nutritional status 

Fundal height 



 

18 | fundal height measurements 

References 

1. White LJ, Lee SJ, Stepniewska K, Simpson JA, Dwell SL, Arunjerdja R, Singhasivanon P, White NJ, 
Nosten F, McGready R. Estimation of gestational age from fundal height: a solution for resource-
poor settings. J R Soc Interface. 2012;9(68):503-10. 

2. Wright J, Morse K, Kady S, Francis A. Audit of fundal height measurements plotted on customised 
growth charts. MIDIRS. 2006;16(3):341-5. 

3. Morse K, Williams A, Gardosi J. Fetal growth screening by fundal height measurement. Best Pract 
Res Clin Obstet Gynaecol. 2009;23(6):809-18. 

4. Figueras F, Gardosi J. Intrauterine growth restriction: new concepts in antenatal surveillance, 
diagnosis, and management. Am J Obstet Gynecol. 2011;204(4):288-300. 

5. Gardosi J. Customised assessment of fetal growth potential: implications for perinatal care. Arch Dis 
Child Fetal Neonatal Ed. 2012;97(5):F314-7. 

6. Royal College of Obstetricians and Gynaecologists. Green-top guideline no. 31: the investigation and 
management of the small-for-gestational-age fetus. 2nd ed. London: RCOG; 2013. 

7. Fraser D, Cooper MA, Myles MF. Myles' textbook for midwives. 15th ed. Beijing, China: Churchill 
Livingstone Elsevier Health Sciences; 2009. 

8. Engstrom JL, Sittler CP. Fundal height measurement. Part 1--Techniques for measuring fundal height. 
J Nurse Midwifery. 1993;38(1):5-16. 

9. Indira R, Oumachigui A, Narayan KA, Rajaram P, Ramalingam G. Symphysis-fundal height 
measurement--a reliable parameter for assessment of fetal growth. Int J Gynaecol Obstet. 
1990;33(1):1-5. 

10. Bais JM, Eskes M, Pel M, Bonsel GJ, Bleker OP. Effectiveness of detection of intrauterine growth 
retardation by abdominal palpation as screening test in a low risk population: an observational 
study. Eur J Obstet Gynecol Reprod Biol. 2004;116(2):164-9. 

11. Neilson JP. Symphysis-fundal height measurement in pregnancy. Cochrane Database Syst Rev. 
2009(1):CD000944. 

12. Robert Peter J, Ho JJ, Valliapan J, Sivasangari S. Symphysial fundal height (SFH) measurement in 
pregnancy for detecting abnormal fetal growth. Cochrane Database Syst Rev. 2012(7):CD008136. 

13. Zolotor AJ, Carlough MC. Update on prenatal care. Am Fam Physician. 2014;89(3):199-208. 

14. Linasmita V, Sugkraroek P. Normal uterine growth curve by measurement of symphysial-fundal 
height in pregnant women seen at Ramathibodi hospital. J Med Assoc Thai. 1984;67 Suppl 2:22-6. 

15. Deeluea J, Sirichotiyakul S, Weerakiet S, Buntha R, Tawichasri C, Patumanond J. Fundal height 
growth curve for Thai women. ISRN Obstet Gynecol. 2013;2013:463598. 

16. Engstrom JL, McFarlin BL, Sittler CP. Fundal height measurement. Part 2--Intra- and interexaminer 
reliability of three measurement techniques. J Nurse Midwifery. 1993;38(1):17-22. 

17. Jelks A, Cifuentes R, Ross MG. Clinician bias in fundal height measurement. Obstet Gynecol. 
2007;110(4):892-9. 

18. Mongelli M, Gardosi J. Symphysis-fundus height and pregnancy characteristics in ultrasound-dated 
pregnancies. Obstet Gynecol. 1999;94(4):591-4. 

19. Swamy GK, Edwards S, Gelfand A, James SA, Miranda ML. Maternal age, birth order, and race: 
differential effects on birthweight. J Epidemiol Community Health. 2012;66(2):136-42. 

20. Koch E, Bogado M, Araya F, Romero T, Diaz C, Manriquez L, Paredes M, Roman C, Taylor A, 
Kirschbaum A. Impact of parity on anthropometric measures of obesity controlling by multiple 



 

Jirawan Deeluea | 19 

confounders: a cross-sectional study in Chilean women. J Epidemiol Community Health. 
2008;62(5):461-70. 

21. Deeluea J, Sirichotiyakul S, Weerakiet S, Arora R, Patumanond J. Fundal height growth curve for 
underweight and overweight and obese pregnant women in Thai population. ISRN Obstet Gynecol. 
2013;2013:657692. 

22. Borja JB, Adair LS. Assessing the net effect of young maternal age on birthweight. Am J Hum Biol. 
2003;15(6):733-40. 

23. Challis K, Osman NB, Nystrom L, Nordahl G, Bergstrom S. Symphysis-fundal height growth chart of an 
obstetric cohort of 817 Mozambican women with ultrasound-dated singleton pregnancies. Trop 
Med Int Health. 2002;7(8):678-84. 

24. Elshibly EM, Schmalisch G. The effect of maternal anthropometric characteristics and social factors 
on gestational age and birth weight in Sudanese newborn infants. BMC Public Health. 2008;8:244. 

25. Gupta S, Kapoor S. Independent and combined association of parity and short pregnancy with 
obesity and weight change among Indian women. Health. 2012;4(5):271-6. 

26. Steingrimsdottir T, Cnattingius S, Lindmark G. Symphysis-fundus height: construction of a new 
Swedish reference curve, based on ultrasonically dated pregnancies. Acta Obstet Gynecol Scand. 
1995;74(5):346-51. 

27. Zhang G, Bacelis J, Lengyel C, Teramo K, Hallman M, Helgeland O, Johansson S, Myhre R, Sengpiel V, 
Njolstad PR, Jacobsson B, Muglia L. Assessing the causal relationship of maternal height on birth size 
and gestational age at birth: a mendelian randomization analysis. PLoS Med. 2015;12(8):e1001865. 

28. Zhang X, Cnattingius S, Platt RW, Joseph KS, Kramer MS. Are babies born to short, primiparous, or 
thin mothers "normally" or "abnormally" small? J Pediatr. 2007;150(6):603-7, 7.e1-3. 

29. Limpanyalert P, Manotaya S. Standard curve of symphysial-fundal height measurement and 
pregnancy characteristics in pregnant women at King Chulalongkorn Memorial hospital. Thai J 
Obstet Gynaecol. 2001;13 (4):197-206. 

30. Lindell G, Marsal K, Kallen K. Impact of maternal characteristics on fetal growth in the third 
trimester: a population-based study. Ultrasound Obstet Gynecol. 2012;40(6):680-7. 

31. Akkus O, Oguz A, Uzunlulu M, Kizilgul M. Evaluation of skin and subcutaneous adipose tissue 
thickness for optimal insulin injection. J Diabetes Metab. 2012;3(8):216. 

32. Suresh A, Liu A, Poulton A, Quinton A, Amer Z, Mongelli M, Martin A, Benzie R, Peek M, Nanan R. 
Comparison of maternal abdominal subcutaneous fat thickness and body mass index as markers for 
pregnancy outcomes: a stratified cohort study. Aust N Z J Obstet Gynaecol. 2012;52(5):420-6. 

33. Roland MCP, Friis CM, Voldner N, Godang K, Bollerslev J, Haugen G, Henriksen T. Fetal growth versus 
birthweight: the rle of placenta versus other determinants. PLoS One. 2012;7(6):e39324. 

34. Jansson N, Nilsfelt A, Gellerstedt M, Wennergren M, Rossander-Hulthen L, Powell TL, Jansson T. 
Maternal hormones linking maternal body mass index and dietary intake to birth weight. Am J Clin 
Nutr. 2008;87(6):1743-9. 

35. Frederick IO, Williams MA, Sales AE, Martin DP, Killien M. Pre-pregnancy body mass index, 
gestational weight gain, and other maternal characteristics in relation to infant birth weight. Matern 
Child Health J. 2008;12(5):557-67. 

36. Ludwig DS, Currie J. The association between pregnancy weight gain and birthweight: a within-family 
comparison. Lancet. 2010;376(9745):984-90. 

37. Park S, Sappenfield WM, Bish C, Salihu H, Goodman D, Bensyl DM. Assessment of the institute of 
medicine recommendations for weight gain during pregnancy: Florida, 2004-2007. Matern Child 
Health J. 2011;15(3):289-301. 

38. IOM (Institute of Medicine), NRC (National Research Council). Weight gain during pregnancy: 
reexamining the guidelines [Internet]. Washington, DC: The National Academies Press; 2009. 
Available from: www.nap.edu. 



 

20 | fundal height measurements 

39. Valero De Bernabe J, Soriano T, Albaladejo R, Juarranz M, Calle ME, Martinez D, Dominguez-Rojas V. 
Risk factors for low birth weight: a review. Eur J Obstet Gynecol Reprod Biol. 2004;116(1):3-15. 

40. Kelly Y, Panico L, Bartley M, Marmot M, Nazroo J, Sacker A. Why does birthweight vary among ethnic 
groups in the UK? Findings from the millennium cohort study. J Public Health (Oxf). 2009;31(1):131-
7. 

41. McCowan L, Horgan RP. Risk factors for small for gestational age infants. Best Pract Res Clin Obstet 
Gynaecol. 2009;23(6):779-93. 

42. Nystrom MJ, Caughey AB, Lyell DJ, Druzin ML, El-Sayed YY. Perinatal outcomes among Asian-white 
interracial couples. Am J Obstet Gynecol. 2008;199(4):385.e1-5. 

43. Handa VL, Lockhart ME, Fielding JR, Bradley CS, Brubaker L, Cundiff GW, Ye W, Richter HE. Racial 
differences in pelvic anatomy by magnetic resonance imaging. Obstet Gynecol. 2008;111(4):914-20. 

44. Bukar M, Mustapha Z, Ahidjo A, Bako G. Pelvic types as seen in a tropical setting. Niger J Med. 
2010;19(1):42-5. 

45. Leary S, Fall C, Osmond C, Lovel H, Campbell D, Eriksson J, Forrester T, Godfrey K, Hill J, Jie M, Law C, 
Newby R, Robinson S, Yajnik C. Geographical variation in relationships between parental body size 
and offspring phenotype at birth. Acta Obstet Gynecol Scand. 2006;85(9):1066-79. 

46. Buhmann L, Elder WG, Hendricks B, Rahn K. A comparison of Caucasian and Southeast Asian Hmong 
uterine fundal height during pregnancy. Acta Obstet Gynecol Scand. 1998;77(5):521-6. 

47. Lowdermilk DL. Anatomy and physiology of pregnancy. In: Lowdermilk DL, Perry SE, Cashion K, 
editors. Maternity nursing. 8th ed. St. Louis, Missouri, USA: Mosby Elsevier; 2014. p. 168-89. 

48. van Bogaert LJ. Customised gravidogram and fetal growth chart in a South African population. Int J 
Gynaecol Obstet. 1999;66(2):129-36. 

49. Mongelli M, Gardosi J. Estimation of fetal weight by symphysis–fundus height measurement. Int J 
Gynecol Obstet. 2004;85(1):50-1. 

50. Kayem G, Grange G, Breart G, Goffinet F. Comparison of fundal height measurement and 
sonographically measured fetal abdominal circumference in the prediction of high and low birth 
weight at term. Ultrasound Obstet Gynecol. 2009;34(5):566-71. 

51. Johnsen SL, Rasmussen S, Wilsgaard T, Sollien R, Kiserud T. Longitudinal reference ranges for 
estimated fetal weight. Acta Obstet Gynecol Scand. 2006;85(3):286-97. 

52. Kiserud T, Piaggio G. The World Health Organization Fetal Growth Charts: A multinational 
longitudinal study of ultrasound biometric measurements and estimated fetal weight. 
2017;14(1):e1002220. 

53. Voldner N, Frey Frøslie K, Godang K, Bollerslev J, Henriksen T. Determinants of birth weight in boys 
and girls. Hum Ontogenet. 2009;3(1):7-12. 

54. Mador ES, Pam SD, Pam IC, Mutihir JT, Adoga GI, Ogunranti JO. Symphysio-fundal height nomogram 
in ultrasound dated pregnancies. AJMS. 2010;1(2):64-7. 

55. Pay AS, Froen JF, Staff AC, Jacobsson B, Gjessing HK. A new population-based reference curve for 
symphysis-fundus height. Acta Obstet Gynecol Scand. 2013;92(8):925-33. 

56. Papageorghiou AT, Ohuma EO, Gravett MG, Hirst J, da Silveira MF, Lambert A, Carvalho M, Jaffer YA, 
Altman DG, Noble JA, Bertino E, Purwar M, Pang R, Cheikh Ismail L, Victora C, Bhutta ZA, Kennedy 
SH, Villar J. International standards for symphysis-fundal height based on serial measurements from 
the fetal growth longitudinal study of the INTERGROWTH-21st project: prospective cohort study in 
eight countries. BMJ. 2016;355:i5662. 

57. Savitz DA, Terry JW, Jr., Dole N, Thorp JM, Jr., Siega-Riz AM, Herring AH. Comparison of pregnancy 
dating by last menstrual period, ultrasound scanning, and their combination. Am J Obstet Gynecol. 
2002;187(6):1660-6. 

58. Barr WB, Pecci CC. Last menstrual period versus ultrasound for pregnancy dating. Int J Gynaecol 
Obstet. 2004;87(1):38-9. 


