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Abstract
Objective
To evaluate if concentrations of the neuronal proteins neurofilament light chain and tau are
changed in women developing preeclampsia and to evaluate the ability of a combination of
neurofilament light chain, tau, S100B and neuron specific enolase in identifying neurologic
impairment before diagnosis of preeclampsia.
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Methods
A nested case-control study within a longitudinal study cohort was performed. 469 healthy
pregnant women were enrolled between 2004–2007 and plasma samples were collected at
gestational weeks 10, 25, 28, 33 and 37. Plasma concentrations of tau and neurofilament
light chain were analyzed in 16 women who eventually developed preeclampsia and 36 controls throughout pregnancy with single molecule array (Simoa) method and compared within
and between groups. S100B and NSE had been analyzed previously in the same study population. A statistical model with receiving characteristic operation curve was constructed
with the four biomarkers combined.

Results
Plasma concentrations of neurofilament light chain were significantly increased in women
who developed preeclampsia in gestational week 33 (11.85 ng/L, IQR 7.48–39.93 vs 6.80
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ng/L, IQR 5.65–11.40) and 37 (22.15 ng/L, IQR 10.93–35.30 vs 8.40 ng/L, IQR 6.40–14.30)
and for tau in gestational week 37 (4.33 ng/L, IQR 3.97–12.83 vs 3.77 ng/L, IQR 1.91–5.25)
in contrast to healthy controls. A combined model for preeclampsia with tau, neurofilament
light chain, S100B and neuron specific enolase in gestational week 25 displayed an area
under the curve of 0.77, in week 28 it was 0.75, in week 33 it was 0.89 and in week 37 it was
0.83. Median week for diagnosis of preeclampsia was at 38 weeks of gestation.

Conclusion
Concentrations of both tau and neurofilament light chain are increased in the end of pregnancy in women developing preeclampsia in contrast to healthy pregnancies. Cerebral biomarkers might reflect cerebral involvement before onset of disease.

Introduction
Cerebral complications in preeclampsia are common causes for mortality but are hard to predict.[1, 2] Some women with preeclampsia and a majority of women with eclampsia exhibit
cerebral oedema known as Posterior Reversible Encephalopathy Syndrome (PRES), secondary
to a compromised blood brain barrier and hyperperfusion.[3] Clinical symptoms and blood
pressure provide poor predictive values for PRES and eclampsia.[4] Early cerebral involvement
in women developing preeclampsia is poorly understood and most research focuses on cerebrovascular function in women already diagnosed with preeclampsia.[5] These studies are
often limited to retrospective cohort- or animal studies.[6]
Neurofilament light chain (NfL) and tau are neuronal proteins produced in brain tissue,
but mRNA has also been found to a very small extent in extracerebral tissue.[7–10]
Plasma concentrations of S100B and neuron-specific enolase (NSE) are increased in women
developing preeclampsia from gestational week 33 and S100B correlates to presence of neurological symptoms in women with preeclampsia.[11–13] There are no previous human studies
on the cerebral biomarkers tau and NfL in peripheral blood in pregnancy.
Cerebral biomarkers are promising in combinations to predict adverse outcome in traumatic brain injury[14] but has never been investigated in women with preeclampsia.
Ultra-sensitive Single molecule array (Simoa), has emerged for the measurement of very
low concentrations of tau and NfL in plasma and serum.[15, 16] This method has now also
been used to measure the proteins in our cohort of women.
The primary aim in this study was to evaluate if concentrations of NfL and tau are changed
in women developing preeclampsia. The secondary aim was to evaluate the potential cerebral
involvement in women with preeclampsia before onset of disease in a combination model with
peripheral concentrations of NfL, tau, S100B and NSE.
The null hypothesis was that there would be no difference between women developing
preeclampsia and women with normal pregnancies regarding plasma concentrations of NfL
and tau.

Materials and methods
The study was approved by the regional ethics committee at Uppsala University (Ethics committee reference number 2005:75, date of approval April 6, 2005). Informed consent was
obtained from each woman included in the study.
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Population
The population is described and published earlier.[11, 12] A power calculation was not possible to perform since the concentrations of the biomarkers in women with preeclampsia
are unknown. A cohort of healthy women (n = 469) was enrolled between gestational week
8–12 at five centres in Värmland, Sweden, during 2004–2007. Preeclampsia was defined as
hypertension (>140/90 mm Hg at two different occasions > 6 hours apart) and proteinuria
(>300 mg/24 hours or >2+ on a dipstick) after 20 weeks of gestation. Exclusion criteria
were chronic hypertension, upper urinary tract infection, pre-existing renal disease or diabetes mellitus. Plasma samples were collected at gestational weeks 10, 25, 28, 33 and 37 at
the routine visit to antenatal care. 20 women developed preeclampsia and 16 women had
blood samples available for analysis. A nested case control study was performed where 36
women from the population with healthy pregnancies were randomly selected as controls.
The same cases and controls that were used for earlier publications were also used in this
study, resulting in the number of 36 controls with available samples.

Sample collection
Blood samples were collected in Li/Hep tubes and after centrifugation that occurred within 30
minutes, plasma was frozen in cryotubes at -70˚C until analyzed. Mean storage time until analyze was four years for S100B, seven years for NSE and nine years for NfL and tau. All samples
were frozen in aliquots after a maximum time of 60 minutes, handled according to the same
routine and thawed only for analysis of S100B, NSE, NfL or tau.

Electrochemiluminescence immunoassay and Simoa
The plasma NfL concentration was measured using an in house Single molecule array (Simoa)
method as previously described in detail.[17] The plasma tau concentration was measured
using the Human Total Tau 2.0 kit and the Simoa platform (Quanterix, Lexington, MA) as
previously described in detail.[18] All measurements were performed in one round of experiments using one batch of reagents by board-certified laboratory technicians who were blinded
to clinical data. Intra-assay coefficients of variation were 11–12% for NfL and 7.4–8.4% for tau.

Enzyme linked immunosorbent assay
Plasma S100B and NSE concentrations were measured by ELISA and published previously in
the same population.[11, 12] The samples were run according to the manufacturer’s recommendation and the intra and inter assay coefficient of variation were 4.6 and 2.8% and 4.3 and
3.1% respectively for S100B and NSE.

Statistics
Demographics and clinical characteristics were compared between groups by student’s t-test
for continuous variables and chi square test for proportions. Variables are presented as means
with standard deviations.
For the analyses of NfL and tau, logarithmic values were used to obtain normal distribution.
For comparisons between groups, student t-test was used. For comparisons over time within
groups, paired t-test was used with Bonferroni correction. Values are presented as medians
with interquartile range (IQR).
Receiver operator characteristics (ROC) curves were constructed to determine predictive
ability for preeclampsia in different gestational weeks.
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All statistical tests were 2-tailed. A p-value <0.05 was considered statistically significant.
Statistical analysis was performed using SPSS version 23.0 (IBM SPSS statistics, Armonk, New
York) for MAC software package.

Results
Background characteristics
Maternal characteristics regarding demographics are presented in Table 1. Women developing preeclampsia did not differ from women with healthy pregnancies concerning age,
parity, smoking status, body mass index (BMI), blood pressure at enrolment or infant birth
weight. Women who developed preeclampsia had higher blood pressure at delivery, a
shorter gestational length and more often used blood pressure medication. Four women
developed early onset preeclampsia (diagnosis 34 weeks of gestation). One woman was
delivered <34 weeks of gestation due to a placental abruption. All other women developed
preeclampsia without end organ involvement. Median gestational age at diagnosis of preeclampsia was at 270 days (38.4 weeks). The earliest diagnosis was at 212 days (30 weeks) of
gestation.
Blood samples from cases and controls have been analyzed for other biomarkers and thus
some samples in different gestational weeks were no longer available at the time for this study.
This is described in detail in the legends of Tables 2 and 3.

Table 1. Background characteristics of the population.
Controls

Preeclampsia

(n = 36)

(n = 16)

p-value

Maternal age (years)

30 ± 4

29 ± 4

0.36

Nulliparous n (%)

21 (60)

13 (81)

0.11

Smokers n (%)

0

0

BMI in first trimester (kg/m2)

24 ± 4

25 ± 5

0.23

BP in first trimester (mmHg)
Systolic

111 ± 10

115 ± 11

0.25

Diastolic

65 ± 8

68 ± 9

0.26

MAP

80 ± 8

84 ± 8

0.20

Gestational age at diagnosis (days)

270 (246.5–283.5)

BP medication n (%)

0 (0)

6 (38)

<0.001

Systolic

111 ± 10

115 ± 11

0.25

At delivery
BP (mm Hg)
Systolic

122 ± 14

150 ± 16

<0.001

Diastolic

72 ± 10

98 ± 7

<0.001

MAP

89 ± 10

116 ± 9

<0.001

Gestational length at delivery (weeks)

40.5 ± 1

39.0 ± 3

<0.01

Infant birth weight (g)

3714 ± 375

3587 ± 851

0.59

BP medication n (%)

0 (0)

6 (38)

<0.001

th

th

Values are presented as mean ± standard deviation and medians with 25 -75 percentile as appropriate and categorical values as numbers (percentage); Student’s t-test;
n, number; BMI, body mass index in early pregnancy; BP, blood pressure; MAP, mean arterial pressure
https://doi.org/10.1371/journal.pone.0196025.t001
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Table 2. Concentrations of NfL in plasma during pregnancy in women developing preeclampsia compared to
women with normal pregnancies.
Gestational week

Controls (n = 36)

Preeclampsia (n = 16)

10

6.55 (3.93–8.20)

6.80 (4.67–8.53)

25

6.80 (3.70–9.25)

7.30 (5.10–10.65)

28

5.90 (4.15–8.80)

8.15 (6.48–19.90)

33

6.80 (5.65–11.40)

37


8.40 (6.40–14.30)



11.85 (7.48–39.93)
22.15 (10.93–35.30)

p<0.05.



p<0.01.

Values are presented as medians (ng/L) with 25th-75th percentile. Statistical analyses were done by students t–test
with logarithmic values for normal distribution.
In week 10, 30 controls and 12 preeclampsia patients had samples available. In week 25, the numbers were 30
controls and 9 preeclampsia. In week 28, the numbers were 29 controls and 10 preeclampsia. In week 33, the
numbers were 30 controls and 6 preeclampsia. In week 37 the numbers were 26 controls and 8 preeclampsia.
https://doi.org/10.1371/journal.pone.0196025.t002

Plasma levels of NfL during pregnancy
In women developing preeclampsia, there was no difference in plasma concentrations of NfL
in gestational week 25 compared to gestational week 10. There was a significant increase in
plasma NfL concentrations in gestational week 28 (p<0.05), 33 (p<0.05) and 37 (p<0.05)
compared to gestational week 10. (Fig 1)
In normal pregnancy, there was no difference in plasma concentrations of NfL in gestational week 25, 28 and 33 compared to gestational week 10, but there was a significant increase
in gestational week 37 (p<0.05). (Fig 1)
Between groups, plasma concentrations of NfL were similar in gestational weeks 25 and 28
compared to gestational week 10, but women who developed preeclampsia had higher plasma
concentrations of NfL in gestational weeks 33 (p<0.05) and 37 (p<0.01) compared to women
with normal pregnancies. (Table 2)
There was a tendency to increased concentrations of NfL in early onset preeclampsia
compared to late onset preeclampsia in gestational week 33 (24.5, IQR 13.4–64.9 vs 9.15,

Table 3. Concentrations of tau in plasma during pregnancy in women developing preeclampsia compared to
women with normal pregnancies.
Gestational week

Controls (n = 36)

Preeclampsia (n = 16)

10

6.24 (4.70–8.42)

5.70 (3.90–8.12)

25

4.25 (3.15–6.94)

3.82 (2.54–4.16)

28

3.84 (3.11–5.46)

2.73 (2.26–5.06)

33

3.32 (2.38–5.45)

4.45 (2.09–5.24)

37




3.77 (1.91–5.25)

4.33 (3.97–12.83)

p<0.05.

Values are presented as medians (ng/L) with 25th-75th percentile. Statistical analyses were done by students t–test
with logarithmic values for normal distribution.
In week 10, 28 controls and 12 preeclampsia patients had samples available. In week 25, the numbers were 30
controls and 9 preeclampsia. In week 28, the numbers were 30 controls and 9 preeclampsia. In week 33, the numbers
were 29 controls and 7 preeclampsia. In week 37 the numbers were 25 controls and 9 preeclampsia.
https://doi.org/10.1371/journal.pone.0196025.t003
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Fig 1. Plasma levels of neurofilament light chain (NfL) during pregnancy in normal pregnancies and those developing
preeclampsia. Line diagram showing median concentrations with interquartile range (IQR) of NfL during pregnancy in women
developing preeclampsia (red line) and in women with normal pregnancies (blue line). In women developing preeclampsia,
concentrations of NfL were increased in gestational week 28, 33 and 37 compared to gestational week 10 (p<0.05). In healthy
pregnancies, concentrations of NfL increased in gestational week 37 compared to gestational week 10 (p<0.05). Women developing
preeclampsia had increased concentrations of NfL in gestational weeks 33 and 37 in contrast to women with healthy pregnancies
(p<0.05).
https://doi.org/10.1371/journal.pone.0196025.g001

IQR 6.43–26.28 ng/L, p = 0.15) but the numbers were small and the difference was not statistically significant.

Plasma levels of tau during pregnancy
In women developing preeclampsia, there was no difference in plasma concentrations of tau
throughout pregnancy. (Fig 2)
In normal pregnancy, there was a significant reduction in plasma concentrations of tau in
gestational week 25 (p<0.05), 28 (p<0.001) and 33 (p<0.001) compared to gestational week
10. There was a borderline significant reduction in plasma concentrations of tau between gestational week 10 and 37 (p = 0.06). (Fig 2)
Between groups, there were no statistical significant differences in plasma concentrations of
tau between groups in gestational weeks 10, 25, 28 or 33. In gestational week 37, women with
preeclampsia experienced higher plasma concentrations of tau than women with normal pregnancies (p<0.05). (Table 3)
Combination of cerebral biomarkers for preeclampsia. Combination models with ROC
curves were constructed with NSE, S100B, tau and NfL as indicators for cerebral involvement
in preeclampsia in gestational week 10, 25, 28, 33 and 37.
Area under the curve (AUC) in gestational week 10 was 0.67 (0.47–0.88) and in gestational
week 25 the AUC was 0.77 (0.61–0.93). In gestational week 28, AUC was 0.75 (0.56–0.95) and
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Fig 2. Plasma levels of tau during pregnancy in normal pregnancies and those developing preeclampsia. Line diagram showing
median concentrations with interquartile range (IQR) of tau during pregnancy in women developing preeclampsia (red line) and in
women with normal pregnancies (blue line). In women developing preeclampsia, concentrations of tau remained unchanged
throughout pregnancy. In healthy pregnancies, concentrations of tau decreased in gestational week 25, 28 and 33 (p<0.05) and
showed a borderline significant reduction in gestational week 37 compared to gestational week 10 (p = 0.06). Women developing
preeclampsia had increased levels of tau in gestational week 37 in contrast to women with healthy pregnancies (p<0.05).
https://doi.org/10.1371/journal.pone.0196025.g002

in gestational week 33 AUC was 0.89 (0.73–1.00). In gestational week 37 the AUC was 0.83
(0.66–1.00). (Fig 3A–3E)
The combination of the four biomarkers was superior to the biomarkers alone or in combination of two or three (data not shown).

Discussion
Plasma concentrations of both tau and NfL are increased in the end of pregnancy in women
developing preeclampsia in contrast to healthy pregnancies. In the same cohort we have earlier
shown that plasma concentrations of S100B and NSE are also increased in preeclampsia.[11,
12] Together, this supports that the central nervous system (CNS) is affected in preeclampsia
early even in mild to moderate disease. When all four biomarkers of interest were analyzed
together, AUC reached above 0.7 already from gestational week 25, indicating early CNS
involvement months before onset of clinical disease. These findings emphasize the theory that
preeclampsia begins early in gestation.
The strengths of this study are that it is a prospective cohort design, making the population
less prone to bias, it is also a population well characterized concerning diagnosis of preeclampsia. Serial blood samples available throughout pregnancy make it possible to evaluate the biomarkers before onset of disease. There are also some limitations to the study. A fairly small
number of women developed preeclampsia and the women diagnosed had preeclampsia without cerebral adverse events. The blood samples from healthy pregnant women were not from
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Fig 3. Receiver Operating Characteristic (ROC) curves using S100B, Neuron Specific Enolase (NSE), Nerofilament Light chain (NfL) and tau combined for
determining preeclampsia at specific gestational weeks. a) 10, Area Under the Curve (AUC) = 0.67 (0.47–0.88), p = 0.103, 11 cases and 26 controls. AUC for NfL 0.33
(0.00–0.67), for tau 0.24 (0.00–0.58), for S100B 0.71 (0.39–1.00) and for NSE 0.24 (0.00–0.54). b) 25, AUC = 0.77 (0.61–0.93), p<0.05, 7 cases, 29 controls. AUC for NfL
0.29 (0.00–0.61), for tau 0.38 (0.00–0.78), for S100B 0.38 /0.02–0.74) and for NSE 0.48 (0.12–0.84). c) 28, AUC = 0.75 (0.56–0.95), p<0.05, 7 cases, 27 controls. AUC for
NfL 0.29 (0.00–0.64), for tau 0.05 (0.00–0.18), for S100B 0.45 (0.06–0.85) and for NSE 0.43 (0.05–0.81). d) 33, AUC = 0.89 (0.73–1.00), p<0.01, 6 cases, 28 controls. AUC
for NfL 0.62 (0.17–1.00), for tau 0.57 (0.19–0.95), for S100B 0.95 (0.82–1.00) and for NSE 0.71 (0.37–1.00). e) 37, AUC = 0.83 (0.66–1.00), p<0.01, 8 cases, 24 controls.
AUC for NfL 0.71 (0.24–1.00), for tau 0.31 (0.00–0.65), for S100B 0.69 (0.31–1.00) and for NSE 0.48 (0.06–0.89).
https://doi.org/10.1371/journal.pone.0196025.g003

the entire cohort but only from a random sample of controls, limiting the interpretation of
prediction from the results. The ROC curves constructed are based on few individuals and the
models can be over-fitted and should therefore be interpreted with caution. A larger study
needs to confirm these findings. The analyzes were done 9 years after collection of samples
due to that the new ultrasensitive methos (Simoa) has not previously been available and there
have been difficulties to analyze NfL and tau in peripheral blood.
To the best of our knowledge, there are no published data on long-term stability of tau or
neurofilament light (NfL) in frozen blood samples. However, both proteins show long-term
stability in CSF at both -20 and -80 oC and their concentrations are not affected by blood contamination.[19, 20] Further, we have unpublished data showing stability of tau and NfL concentrations in both plasma and serum over 4 freeze-thaw cycles (unpublished observation),
suggesting that both proteins are quite stable in blood. If the concentrations would change
slightly over time in frozen conditions, this would the case for both cases and controls, minimizing the potential error in difference between groups. Normally, proteins are stable in frozen conditions and these samples were just frozen once before analysis.
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In this cohort, the diagnosis of preeclampsia was made on both hypertension and proteinuria. In the new definition by ISSHP from 2014,[21] preeclampsia diagnosis can be established
without proteinuria if other signs of organ involvement exist. This study was conducted during
a time period when proteinuria was still required for diagnosis. Also, ISSHP still recommends
proteinuria as a requirement for preeclampsia diagnosis in the research setting to ensure more
specificity around the diagnosis.[21]
Plasma concentrations of NfL and tau have been investigated extensively in Alzhemier’s
disease and other CNS disorders[22–24] but have not yet been investigated in preeclampsia.
For tau, the correlation between cerebrospinal fluid (CSF) and plasma concentrations is weak
[18] wherefore other sources of origin (or other potential confounders) of the plasma tau signal have to be considered. Lederer et al showed that concentrations of tau and phospho-tau181 in CSF did not differ between women with preeclampsia and normal pregnant controls at
time of delivery in third trimester.[25] Our finding demonstrates that peripheral circulating
concentrations of tau differ between groups. If one hypothesizes that CSF levels would not differ between groups also in our study, then the increased peripheral levels of tau could either be
due to confounding sources outside the CNS or an increased secretion of tau into the extracellular space together with an altered blood brain barrier (BBB) that allows increased secretion
of tau into the systemic circulation in preeclampsia. For NfL, the strong correlation of plasma
with CSF NfL concentrations[15] and the lack of influence of BBB injury, as reflected by the
CSF/serum albumin ratio, on serum NfL[26] suggest that the protein is mainly a marker of
CNS neuronal injury. Considering that tau and NfL are predominantly localized in neurons in
the CNS, the most likely explanation for their efflux into the blood would be that at least a certain degree of neuronal and/or BBB injury occurs even in preeclampsia without clinical signs
of end organ involvement.
There are some promising models for prediction of preeclampsia already in the first trimester
and also in the second trimester.[27] Some of the models predict early onset preeclampsia, others
predict adverse outcome and time to delivery in women with already diagnosed preeclampsia.[2,
27] There is ongoing research to find a predictive model with or without biomarkers to predict
maternal and neonatal complications in women diagnosed with preeclampsia. Studies exploring
clinical predictors include the PREP, PIERS and PETRA cohorts and have mainly focused on
early onset preeclampsia with populations consisting of 946, 636 and 216 women respectively
with complications mainly of sorts other than neurological. The AUC for adverse outcome was
about 0.80.[2, 28] A recent study investigating s-Flt-1/PlGF ratio in a low risk cohort of women
evaluated the risk of severe preeclampsia at 36 gestational weeks with an AUC of 0.81. In this
cohort, there was also a low rate of neurological complications, where 10/109 women with severe
preeclampsia had visual disturbances and no woman had eclampsia.[29]
Cerebral biomarkers in preeclampsia have been investigated mainly with the hypothesis that
they might be useful to avoid cerebral complications in women already diagnosed with preeclampsia.[11–13] Cerebral biomarkers can not be interpreted as possible predictors of onset of
preeclampsia since such a biomarker has to have a high precision and sensitivity before onset of
clinical disease. Though the fact that cerebral biomarkers in combination reach a fairly good
diagnostic accuracy as early as in gestational week 25 is interesting from a pathophysiological
perspective where the maternal brain in preeclampsia might be affected earlier than we previously thought. This study is not a diagnostic accuracy study but rather a pilot study where our
findings need to be confirmed and explored in other patient populations.
For preeclampsia, with the evidence present today, it might be hard to predict all preeclampsia with one biomarker specifically for the disease since preeclampsia is an endothelial
disease where different organ system are affected differently in different women and over different time periods during gestation.[27] The cerebral biomarkers might have a role either to
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predict early cerebral changes in pregnancy in women who later develop preeclampsia alone
or in combination with other predictors and/or to predict the severity of the disease and potential cerebral complications once preeclampsia is diagnosed. This study must be considered as a
pilot study and larger cohorts for prediction of preeclampsia or complications of preeclampsia
are needed to confirm our findings.
A reliable cerebral biomarker in women with preeclampsia would be of use when allocating
neuro protective treatment such as magnesium sulphate [30] to reduce the numbers needed to
treat or when deciding to deliver or not, especially in the case of prematurity.[1]
Pathophysiological processes causing preeclampsia lead to endothelial injury and our results
support a possible blood brain barrier compromise alone or in combination with neuronal and
glial damage early in the course of disease. In this material, the source of the increased levels of
the cerebral biomarkers cannot be confirmed.

Supporting information
S1 Table. Minimal data set.
(XLSX)

Author Contributions
Conceptualization: Lina Bergman, Henrik Hagberg, Helena Åkerud.
Data curation: Lina Bergman, Helena Åkerud.
Formal analysis: Lina Bergman, Helena Åkerud.
Funding acquisition: Kaj Blennow, Helena Åkerud.
Investigation: Helena Åkerud.
Methodology: Lina Bergman, Helena Åkerud.
Project administration: Helena Kaihola, Helena Åkerud.
Resources: Henrik Zetterberg, Kaj Blennow, Helena Åkerud.
Supervision: Henrik Zetterberg, Helena Åkerud.
Visualization: Helena Åkerud.
Writing – original draft: Lina Bergman, Henrik Zetterberg, Helena Kaihola, Henrik Hagberg,
Kaj Blennow, Helena Åkerud.

References
1.

Sibai BM. Diagnosis, prevention, and management of eclampsia. Obstet Gynecol. 2005; 105(2):402–10.
Epub 2005/02/03. https://doi.org/10.1097/01.AOG.0000152351.13671.99 PMID: 15684172.

2.

Thangaratinam S, Allotey J, Marlin N, Dodds J, Cheong-See F, von Dadelszen P, et al. Prediction of
complications in early-onset pre-eclampsia (PREP): development and external multinational validation
of prognostic models. BMC Med. 2017; 15(1):68. https://doi.org/10.1186/s12916-017-0827-3 PMID:
28356148; PubMed Central PMCID: PMCPMC5372261.

3.

Junewar V, Verma R, Sankhwar PL, Garg RK, Singh MK, Malhotra HS, et al. Neuroimaging features
and predictors of outcome in eclamptic encephalopathy: a prospective observational study. AJNR
American journal of neuroradiology. 2014; 35(9):1728–34. https://doi.org/10.3174/ajnr.A3923 PMID:
24722310.

4.

Saraf S, Egbert NM, Mittal G, Homel P, Minkoff H, Fisher N. Predictors of posterior reversible encephalopathy syndrome in preeclampsia and eclampsia. Obstet Gynecol. 2014; 123 Suppl 1:169S. Epub
2014/04/29. https://doi.org/10.1097/01.AOG.0000447177.91016.48 PMID: 24770077.

PLOS ONE | https://doi.org/10.1371/journal.pone.0196025 May 2, 2018

10 / 12

Cerebral biomarkers in preeclampsia

5.

Hammer ES, Cipolla MJ. Cerebrovascular Dysfunction in Preeclamptic Pregnancies. Current hypertension reports. 2015; 17(8):64. Epub 2015/07/02. https://doi.org/10.1007/s11906-015-0575-8 PMID:
26126779.

6.

Johnson AC, Tremble SM, Chan SL, Moseley J, LaMarca B, Nagle KJ, et al. Magnesium sulfate treatment reverses seizure susceptibility and decreases neuroinflammation in a rat model of severe preeclampsia. PLoS One. 2014; 9(11):e113670. Epub 2014/11/20. https://doi.org/10.1371/journal.pone.
0113670 PMID: 25409522; PubMed Central PMCID: PMC4237502.

7.

Zetterberg H. Review: Tau in biofluids—relation to pathology, imaging and clinical features. Neuropathol
Appl Neurobiol. 2017. https://doi.org/10.1111/nan.12378 PMID: 28054371.

8.

The Human protein atlas [cited 2017]. Available from: http://www.proteinatlas.org/ENSG00000186868MAPT/tissue.

9.

Perrot R, Berges R, Bocquet A, Eyer J. Review of the multiple aspects of neurofilament functions, and
their possible contribution to neurodegeneration. Mol Neurobiol. 2008; 38(1):27–65. https://doi.org/10.
1007/s12035-008-8033-0 PMID: 18649148.

10.

The Human protein atlas 2017. Available from: http://www.proteinatlas.org/ENSG00000277586-NEFL/
tissue.

11.

Wikstrom AK, Ekegren L, Karlsson M, Wikstrom J, Bergenheim M, Akerud H. Plasma levels of S100B
during pregnancy in women developing pre-eclampsia. Pregnancy Hypertens. 2012; 2(4):398–402.
https://doi.org/10.1016/j.preghy.2012.03.001 PMID: 26105610.

12.

Bergman L, Akerud H. Plasma Levels of the Cerebral Biomarker, Neuron-Specific Enolase, are Elevated During Pregnancy in Women Developing Preeclampsia. Reprod Sci. 2016; 23(3):395–400. Epub
2015/09/12. https://doi.org/10.1177/1933719115604732 PMID: 26355117.

13.

Bergman L, Akhter T, Wikstrom AK, Wikstrom J, Naessen T, Akerud H. Plasma levels of S100B in preeclampsia and association with possible central nervous system effects. American journal of hypertension. 2014; 27(8):1105–11. Epub 2014/03/13. https://doi.org/10.1093/ajh/hpu020 PMID: 24610883;
PubMed Central PMCID: PMC4125339.

14.

Bogoslovsky T, Gill J, Jeromin A, Davis C, Diaz-Arrastia R. Fluid Biomarkers of Traumatic Brain Injury
and Intended Context of Use. Diagnostics (Basel). 2016; 6(4). https://doi.org/10.3390/
diagnostics6040037 PMID: 27763536; PubMed Central PMCID: PMCPMC5192512.

15.

Kuhle J, Barro C, Andreasson U, Derfuss T, Lindberg R, Sandelius A, et al. Comparison of three analytical platforms for quantification of the neurofilament light chain in blood samples: ELISA, electrochemiluminescence immunoassay and Simoa. Clinical chemistry and laboratory medicine: CCLM / FESCC.
2016; 54(10):1655–61. https://doi.org/10.1515/cclm-2015-1195 PMID: 27071153.

16.

Bogoslovsky T, Wilson D, Chen Y, Hanlon D, Gill J, Jeromin A, et al. Increases of Plasma Levels of
Glial Fibrillary Acidic Protein, Tau, and Amyloid beta up to 90 Days after Traumatic Brain Injury. J Neurotrauma. 2017; 34(1):66–73. https://doi.org/10.1089/neu.2015.4333 PMID: 27312416; PubMed Central
PMCID: PMCPMC5198034.

17.

Rohrer JD, Woollacott IO, Dick KM, Brotherhood E, Gordon E, Fellows A, et al. Serum neurofilament
light chain protein is a measure of disease intensity in frontotemporal dementia. Neurology. 2016; 87
(13):1329–36. https://doi.org/10.1212/WNL.0000000000003154 PMID: 27581216; PubMed Central
PMCID: PMCPMC5047041.

18.

Mattsson N, Zetterberg H, Janelidze S, Insel PS, Andreasson U, Stomrud E, et al. Plasma tau in Alzheimer disease. Neurology. 2016; 87(17):1827–35. https://doi.org/10.1212/WNL.0000000000003246
PMID: 27694257; PubMed Central PMCID: PMCPMC5089525.

19.

Koel-Simmelink MJ, Vennegoor A, Killestein J, Blankenstein MA, Norgren N, Korth C, et al. The impact
of pre-analytical variables on the stability of neurofilament proteins in CSF, determined by a novel validated SinglePlex Luminex assay and ELISA. J Immunol Methods. 2014; 402(1–2):43–9. https://doi.org/
10.1016/j.jim.2013.11.008 PMID: 24275679.

20.

Schoonenboom NS, Mulder C, Vanderstichele H, Van Elk EJ, Kok A, Van Kamp GJ, et al. Effects of processing and storage conditions on amyloid beta (1–42) and tau concentrations in cerebrospinal fluid:
implications for use in clinical practice. Clin Chem. 2005; 51(1):189–95. https://doi.org/10.1373/
clinchem.2004.039735 PMID: 15539465.

21.

Tranquilli A.L. DG, Magee L, Roberts J, Sibai BM, Steyn W, Zeeman G.G, Brown M.A. The classification, diagnosis andmanagement of the hypertensive disorders of pregnancy: A revised statement from
the ISSHP. Pregnancy Hypertension. 2104; 4(4):97–104.

22.

Olsson B, Lautner R, Andreasson U, Ohrfelt A, Portelius E, Bjerke M, et al. CSF and blood biomarkers
for the diagnosis of Alzheimer’s disease: a systematic review and meta-analysis. Lancet Neurol. 2016;
15(7):673–84. https://doi.org/10.1016/S1474-4422(16)00070-3 PMID: 27068280.

PLOS ONE | https://doi.org/10.1371/journal.pone.0196025 May 2, 2018

11 / 12

Cerebral biomarkers in preeclampsia

23.

Randall J, Mortberg E, Provuncher GK, Fournier DR, Duffy DC, Rubertsson S, et al. Tau proteins in
serum predict neurological outcome after hypoxic brain injury from cardiac arrest: results of a pilot study.
Resuscitation. 2013; 84(3):351–6. https://doi.org/10.1016/j.resuscitation.2012.07.027 PMID: 22885094.

24.

Shahim P, Darin N, Andreasson U, Blennow K, Jennions E, Lundgren J, et al. Cerebrospinal fluid brain
injury biomarkers in children: a multicenter study. Pediatric neurology. 2013; 49(1):31–9 e2. https://doi.
org/10.1016/j.pediatrneurol.2013.02.015 PMID: 23827424.

25.

Lederer W, Dominguez CA, Popovscaia M, Putz G, Humpel C. Cerebrospinal fluid levels of tau and
phospho-tau-181 proteins during pregnancy. Pregnancy Hypertens. 2016; 6(4):384–7. https://doi.org/
10.1016/j.preghy.2016.08.243 PMID: 27939487.

26.

Kalm MS, Å; Eriksson Y; Ek JC.; Blennow K; Björk-Eriksson T; Zetterberg H. Serum concentrations of
the axonal injury marker neurofilament light protein are not influenced by blood-brain barrier permeability. Brian Research. 2017.

27.

Anderson UD, Gram M, Akerstrom B, Hansson SR. First trimester prediction of preeclampsia. Current
hypertension reports. 2015; 17(9):584. https://doi.org/10.1007/s11906-015-0584-7 PMID: 26232922.

28.

Akkermans J, Payne B, von Dadelszen P, Groen H, Vries J, Magee LA, et al. Predicting complications
in pre-eclampsia: external validation of the fullPIERS model using the PETRA trial dataset. European
journal of obstetrics, gynecology, and reproductive biology. 2014; 179:58–62. https://doi.org/10.1016/j.
ejogrb.2014.05.021 PMID: 24965981.

29.

Sovio U, Gaccioli F, Cook E, Hund M, Charnock-Jones DS, Smith GC. Prediction of Preeclampsia
Using the Soluble fms-Like Tyrosine Kinase 1 to Placental Growth Factor Ratio: A Prospective Cohort
Study of Unselected Nulliparous Women. Hypertension. 2017; 69(4):731–8. https://doi.org/10.1161/
HYPERTENSIONAHA.116.08620 PMID: 28167687; PubMed Central PMCID: PMCPMC5344177.

30.

Sibai BM. Magnesium sulfate prophylaxis in preeclampsia: Lessons learned from recent trials. Am J
Obstet Gynecol. 2004; 190(6):1520–6. Epub 2004/07/31. https://doi.org/10.1016/j.ajog.2003.12.057
PMID: 15284724.

PLOS ONE | https://doi.org/10.1371/journal.pone.0196025 May 2, 2018

12 / 12

