
P
os

te
d

on
17

D
ec

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

97
51

97
.7

30
24

28
2/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t

a
n
d

h
a
s

n
o
t

b
ee

n
p

ee
r-

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

.

Re: Pregnancies in women with Turner Syndrome: A retrospective

multicentre UK study

Niels Andersen1 and Claus Gravholt2

1Odense Universitetshospital
2Aarhus University Hospital

April 16, 2024

Re: Pregnancies in women with Turner Syndrome: A retrospective multicentre UK study

Niels H. Andersen1, Claus H Gravholt2-3

1. Department of Cardiology, Aalborg University Hospital, Hobrovej 18-22, DK-9000 Aalborg
2. Department of Molecular Medicine, Aarhus University Hospital, Palle Juul-Jensens Boulevard, DK-

8200 Aarhus.
3. Department of Endocrinology and Internal Medicine, Aarhus University Hospital, Palle Juul-Jensens

Boulevard, DK-8200 Aarhus

Corresponding author:

Niels Holmark Andersen

Department of Cardiology, Aalborg University Hospital, Hobrovej 18-22, DK-9000 Aalborg

n.holmark@rn.dk

Sir,

We read with interest the article by Cauldwell et al., which concluded that pregnancy in women with
Turner syndrome is associated with major maternal cardiovascular risks and cardiovascular assessment and
counselling prior to assisted or spontaneous pregnancy should be managed by a specialist team.

These conclusions are based on data from 127 pregnancies in 81 women with a Turner syndrome.

Cauldwell et al. describe data from 16 different centres with one to 42 pregnancies per centre over an
observation period of 20 years. Details on pregnancies per centre are not presented but there must have been
many centres where a Turners syndrome pregnancy was a rarity not even happening once a year. When
analysing the numbers, it seems that the different centres beyond the centre with 42 cases will have seen an
average of 6 pregnant women with Turner syndrome over 20 years. This must have had significant impact
on the experience and expertise of the obstetricians in the different centres. Could this be the reason why
the caesarean section rates where markedly higher than other wise reported?

In the present article the rate was 61-67 % compared to data from Sweden where it was 38 % and 47 % in
France. 1-2

Cauldwell et al. also state that pregnancies in Turner syndrome are associated with major cardiovascular
risks based upon three events. One woman suffered a type A dissection at 18 weeks gestation despite a
normal aortic size but a bicuspid aortic valve. No other details about hypertension, aortic morphology or
growth rates are presented. The two other events were women with severe aortic disease that should have
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been counselled and offered prophylactic aortic surgery before pregnancy. So, two out of three cases were
not events but results of inadequate clinical care. In the Cauldwell cohort only 57.4% had seen a cardiologist
within 24 months before getting pregnant, which is far from what is necessary in the caretaking of women
with Turner syndrome and a childbearing potential.

Data from Scandinavia, France, and from the Alliance for Adult Research in Congenital Cardiology tells
another story. 2-4 In these cohorts the number of pregnancy related dissections was very low due to pre-
pregnancy counselling, centralised follow-up, and timely prophylactic aortic surgery before considerations
about normal pregnancy or egg donation. This simply generates better results.

A safe pregnancy and childbirth are very important for women with Turner syndrome. What we can learn
from this article is what not to do. Pregnancy and delivery in women with Turner syndrome must be
centralised and a timely cardiovascular assessment of women with Turner syndrome and a pregnancy wish
should be obligatory. Otherwise, we will end with results as described in this article.

In other words, the conclusion of the article ought to have been lack of centralisation and appropriate car-
diovascular pre-pregnancy assessment leads to increased morbidity and cardiovascular risk during pregnancy
childbirth. If such pre-pregnancy assessment is in place and caretaking is centralised, cardiovascular risk
during pregnancy is very low in Turner syndrome. 1-4
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