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KEY POINTS 
 

1. Women should have been given information and their options on Trisomy 13, 18 and 
21 screening and detailed anomaly scan according to NHS fetal anomaly screening 
programme by the community midwife at the booking visit.  

2. Before conducting any ultrasound, the operator must assess the patient’s 
understanding and briefly explain the purpose and procedure of the scan. Obtain 
verbal consent for the scan and document on viewpoint.  

3. First trimester scan or combined screening scan should be performed between 11+2 
weeks (45 mm) – 14+1 weeks (84 mm). The purposes of the scan are: location of the 
pregnancy, viability, the number of foetuses, accurate assessment of gestational age, 
detection of gross fetal abnormalities, and determination of chorionicity if multiple 
pregnancy and detection of an abnormality of the maternal pelvis. As part of the 
combined screening program for T21, 18 and 13, NT scans are performed as well. 

4. Fetal anomaly scan is offered 18-20+6 weeks. The objective is to screen the fetal 
anomalies so that appropriate information is given to the women who subsequently 
are able to make an informed choice. Biometry, imaging, documentation on the view 
point system must comply with recommendations set up by FASP, 2010. If after two 
appointments, the anomaly scan is not completed for a valid reason, this should be 
discussed with patient and no further scans are performed. However, if an anomaly is 
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suspected but unable to complete, please ask for a second opinion by another 
sonographer if available or refer to FMC.  

5. If fetal anomaly is suspected, a further scan in FMC to be arranged within 3 working 
days or 5 working days if referred to Bristol fetal medicine unit (further scan should 
be arranged by 22 weeks if possible)  

6. There will be continuous auditing of detection rates of 11 fetal anomalies within the 
unit according to FASP. 

7. Appointments for uterine artery Doppler scanning should be booked at 20-24 weeks 
gestation for women with high risk of developing complications of impaired 
placentation. It is the responsibility of the Obstetrician to decide at booking visit and 
complete the request form. 

8. Multiple pregnancies: fetal weight discordance can be estimated by using two or 
more biometric parameters at each ultrasound scan from 20 weeks. Calculate 
percentage EFW discordance using the following formula: ([larger twin EFW –smaller 
twin EFW]/larger twin EFW) x 100. Sonographer to document the EFW difference in 
the report. Consider a 20% or greater difference in size between twins as a clinically 
important indicator of selective fetal growth restriction. 

9. Fetal third trimester scans should be performed for following reasons; determination 
of fetal presentation, evaluation of fetal growth velocity and fetal well-being and 
follow up location of placenta.  

10. Abnormal growth scan results for women under modified midwifery led care and 
those with suspected small for date /accelerated fetal growth referred from 
community will be reviewed by the on-call team. Depending on the ultrasound 
findings, they should be either reviewed urgently in ANC/ DAU together with the 
patient or non-urgently within 24 hours. If the result is not for urgent review, on-call 
team will be alerted by ANC midwife at the end of the day to review and make a plan. 
If the result is normal, no action is required and antenatal care continues in the 
community.  

11. Fetal medicine clinic will accommodate the following patients: significant fetal 
abnormalities in previous pregnancies or in the family, poor obstetric history such as 
intra-uterine fetal death, any suspicious fetal abnormalities in current pregnancy, 
severe fetal growth restriction (< 3rd centile) with or without abnormal Umbilical 
Artery Doppler especially under 32 weeks gestation, significant Poly-hydramnios or 
oligo-hydramnios, monochorionic twins, dichorionic twins with complications in one 
or both twins, abnormal maternal antibodies at risk of fetal haemolytic anaemia,   
suspected anterior placenta praevia with previous caesarean section,fetal 
echocardiogram is indicated.  
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1. INTRODUCTION 

This document sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines to ensure that all antenatal ultrasound procedures are correctly carried 
out. 

2. PURPOSE 

This guideline provides the guidance in  

 screening to all pregnant women to assess the risk of the baby being born with 
major chromosomal problems (Trisomy 13,18 and 21) or a number of fetal 
anomalies according to NHS fetal anomaly screening programme 

 scanning common obstetric problems in accordance with British Medical 
Ultrasound Society, Fetal Medicine Foundation and Royal College of 
Obstetricians and Gynaecologists 

 

This guideline applies to all maternity staff and ultra-sonographers who are involved 
in care of pregnant women and must be adhered to. Non-compliance with this 
guideline may be for valid clinical reasons only. The reason for non-compliance must 
be documented clearly in the patient’s notes. 

3. ABBREVIATIONS  

AC Abdominal circumference 

CRL Crown-Rump Length 

EDF End diastolic flow 

FGR Fetal growth restriction 

FL Femur length 

FSC Fetal scanning clinic 

GA Gestational age 

HC Head circumference 

NT Nuchal translucency 

PI Pulsitility index 

RPD Renal pelvic dilatation 
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UAD Umbilical artery Doppler 

UtAD Uterine artery Doppler 

MCA D Middle cerebral artery Doppler 

DVD Ductus venosus Doppler 

FFT Feto-fetal transfusion 

TAPS Twin anaemia polycythaemia sequence 

4. CONSENT 

• Before conducting any ultrasound, the operator must assess the patient’s 

understanding and briefly explain the purpose and procedure of the scan. 

• Women should have been given information and the option for Trisomy 13, 18 and 

21 screening by the community midwife before attending the first trimester scan or 

dating scan.  

• Obtain verbal consent for the scan and document on viewpoint.  

 

5. FIRST TRIMESTER OR COMBINED SCREENING SCAN 

5.1 OBJECTIVE: 
 
The scan will confirm the following: 
 

• If pregnancy is intrauterine. 

• The presence or absence of fetal heart. 

• The number of fetuses. 

• Accurate assessment of gestational age. 

• The detection of gross fetal abnormalities. 

• Determination of chorionicity if multiple pregnancy. 

• The detection of an abnormality of the maternal pelvis. 

 
5.2 CLINICAL PREPARATION  
 

• Appointments should be between 11+2 weeks (45 mm) – 14+1 weeks (84 mm). 

• Patients should attend with a full bladder. 
• If the woman attends after 14 weeks of pregnancy, screening for Trisomy 21 can be 

offered up to 20 weeks’ gestation using a second trimester blood test. 

• If < 11+ 2 weeks perform CRL but rebook to assess fetal anatomy and for screening 

scan if opted for it. 
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• If < 9 weeks refer to Early Pregnancy guidelines and perform TVS – unless clear 

images obtained and Sonographer satisfied with clinical diagnosis. 

• Choice of screening should be confirmed with the patient and verbal consent for 

ultrasound gained. The screening options are: - 

- Down’s, Edwards’ and Patau’s 

- Down’s syndrome only 

- Edwards’ and Patau’s only 

- None of the conditions 

• Sonographer to enter information into drop down boxes in maternity serum 

biochemistry 

 
5.3 BIOMETRY: 
 
CRL:  
 
CRL is used to date pregnancies up to and including 84mm.  Precise measurement is 

essential for dating gestational age and in the interpretation and final risk assessment as 

part of combined screening.  

 

Measurements can be carried out trans-abdominally in 95% of cases. If not clear, a TV scan 

can be performed. CRL must be measured according to approved national guidelines: 

 

 Magnification of the fetus is made as large as possible to clearly demonstrate the 

entire CRL. 

 A midline sagittal section of the fetus should be obtained. Ideally the fetus horizontal 

on the screen. 

 Neutral position with fluid visible between fetal chin and chest. Neither hyper flexed 

or extended. 

  Linear calipers used to measure the maximum unflexed length, placed on the outer 

margins of skin borders of the fetal crown and rump. 

 Ideally the best of 3 measurements should be taken; however, if the first 

measurement taken is acceptable then this will suffice.  Record the images. 

 

 

HC: 
  
HC is performed to date pregnancies if CRL is > 84mm.   

 

A cross-sectional view of fetal head at the level of the ventricles. Following landmarks 

should be seen: 

 

 Rugby football shape 
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 Centrally positioned continuous midline broken at one third of its length by the 

cavum septum pellucid. 

 Anterior walls of lateral ventricles centrally placed around the midline. 

 Choroid plexus should be visible with posterior horn of ventricle in the distal 

hemisphere. 

 
NO FETAL HEART PULSATION seen when CRL > 7mm or NO FETAL POLE seen with mean 

gestation sac diameter >25mm (a transvaginal scan is usually required for optimal views), 

a second Sonographer is required to confirm and refer to antenatal midwife for further 

management. 

 

When mean gestation sac diameter is less than 25mm and a fetal pole is not seen, or CRL is 

< 7mm and FH is not positively identified, refer to EPAC for a further follow up scan in 1 

week. 

 

If gestation sac is not seen in the uterus or is uncertain: document pregnancy of unknown 

location and refer to EPAC for further management. 

 

If fetal abnormality is detected refer to antenatal midwife for further management. 

 
 
5.4 COMBINED SCREENING SCAN:  
 
Nuchal translucency scans are part of the Combined Screening program for T13, T18 and 

T21 in the first trimester and are currently offered to all pregnant women in England in 

accordance with policy recommendations from the National Screening Committee 

(www.screening.nhs.uk). The aim of screening is to identify those women who have a risk of 

more than the ‘cut off’ value of 1 in 150 of having an affected baby at term.  

 

CRITERIA FOR NT: 
 

 A true midsagittal section through the fetal head and upper thorax with the fetus in 

a supine position showing the profile of the nose. 

 Enlarge the image so fetal head/thorax is visible on the screen and the chest is not 

higher than the nose. 

 Head should be in neutral position and in line with the spine (Not flexed or 

hyperextended). 

 Care taken to distinguish between fetal skin and amnion. 

 Ensure the para-cervical fascia and skin (2 white lines) are horizontal across the 

screen. 

 Select the maximum thickness of subcutaneous translucency between skin and soft 

tissues overlying the cervical spine. 
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 Measurements taken with horizontal lines of the calipers placed on the lines that 

define the NT thickness. 

 In magnifying the image (pre or post freeze zoom) it is important to turn the gain 

down. 

 During the scan more than one measurement must be taken and the maximum one 

that meets all the criteria should be recorded. 

 This image must be retained in the patient’s record. 

 If NT is not successful on first attempt, send patient for a walk and re-scan.  If an 

acceptable NT cannot be obtained, record an image from both attempts, document 

and offer patient Quad test 

 
NT is the single most effective marker for all major chromosomal disorders and tends to be 

significantly increased in both Trisomy 18 and Trisomy 13.  In addition, there are major 

structural malformations detected during first trimester ultrasound scanning that increase 

the detection rate of T18 and T13.  These include: - 

 

 Holoprosencephaly – physiological failure of brain to divide into lobes or 

hemispheres 

 Exomphalos – herniation of the fetal abdominal contents due to the physiological 

failure of the abdomen to close around the base of the umbilical cord. 

 Megacystis (enlarged fetal bladder because of urethral obstruction). 

 

Even if patient has declined screening, Sonographers should look at the NT and if it 

appears increased, take a measurement, if over 3.5mm patient must be informed and a 

referral made to FMC as an increased nuchal can be associated with an increased risk of 

fetal cardiac and syndromic problems as well as chromosomal aberrations 

 

Significant vaginal bleeding: 
 
Combined test should still be offered in normal way because current data suggests that the 

biochemical marker levels are not significantly different in women with this history. 

 
 
Vanishing Twin: 
 
If Ultrasound shows empty sac – offer combined screening. Document on viewpoint and 

inform ANC midwife who will telephone Exeter lab. 

If second sac contains a fetus with no fetal heartbeat – offer risk calculation based on 

maternal age and translucency only. Document on viewpoint. There is no biochemistry used 

in calculation. Inform ANC midwife who will telephone Exeter lab. 

 
Previous Chromosomal abnormality: 
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Establish from patient notes or patient if she has ever had a previous pregnancy with Down 

syndrome (regardless whether alive, dead or TOP). 

On first screen page click history, then obstetric history, gravida, and previous chromosomal 

abnormalities.  This is a considerable variable in the overall risk factor calculation. Document 

on viewpoint and inform ANC midwife who will telephone Exeter lab. 

 
IVF Pregnancy: 
 

 Assisted Conception – type of conception selected from drop down box 

 IVF pregnancies – the following information must be entered under the IVF Details 

on the view point: - 

- Whether the donor’s or the mother’s own egg 

- Date of birth of egg donor if applicable (will default to maternal date of birth) 

- Date of egg collection/embryo freezing 

 These pregnancies are dated using their IVF dates and not the CRL. 

 
Smoking: 
 
Is defined as the patient smoking at time of conception. Document on viewpoint. 
 

5.5 Determining chorionicity  

 

Chorionicity and amnionicity must be determined at the time of detecting twin and triplet 

pregnancies (or between 11 weeks 0 days and 13 weeks 6 days, whichever is earlier) by 

ultrasound using the number of placental masses, the lambda or T-sign and membrane 

thickness and it must be documented.  

If a woman with a twin or triplet pregnancy presents after 14 weeks 0 days, determine 

chorionicity at the earliest opportunity by ultrasound using all of the following:  

 The number of placental masses  

 The lambda or T-sign  

 Membrane thickness  

 Discordant or concordant fetal sex.  

 

If it is not possible to determine chorionicity by ultrasound at the time of detecting the twin 

or triplet pregnancy, a second opinion should be sought as soon as possible. If it is difficult 

to determine chorionicity, even after referral (for example, because the woman has booked 

late in pregnancy), manage the pregnancy as monochorionic until proved otherwise. 

 

5.6 ANATOMY: If possible, check the: 
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• Cranial anatomy. 

• Visibility of stomach 

• Visibility of bladder 

• Lower limb and feet 

• Upper limbs and hands 

• Cord insertion 

• Amniotic fluid 

 
5.7 IMAGING AND DOCUMENTATION: 
 

1. Record images on viewpoint. 

2. Record CRL measurement and select to record the EDD. 

3. Record the NT measurement to the nearest decimal place, if performed and 

appropriate boxes. 

4. Record any gross fetal anomalies, maternal anomalies. 

5. Complete all appropriate drop-down boxes as this indicates how well fetus was 

visualised. 

 
 
5.8 INDICATIONS FOR RESCANS: 
 

 If < 11+2 wks and the original appointment was meant to be between 11+2 -14 + 1 

for a NT scan. 

 Transient mid gut herniation at 10 wks. should be rescanned at 12-13 weeks.  Gut 

herniation may be physiological until 12 weeks.  Refer if any gut herniation after 12 

weeks, appearances are not appropriate for gestation or earlier concern over the 

appearances. 

Please complete outcome slip and book patient for Anomaly scan.   

6. FETAL ANOMALY SCAN 

6.1 OBJECTIVES: 

The 18-20+6-week scan is offered following a first trimester screening/dating scan. 

The main objectives are: 

 To offer pregnant women an ultrasound scan to screen for structural anomalies 

(NICE 2003). 

 To ensure access to a uniform screening programme that conforms to an agreed 

level of quality. 

 To provide appropriate information for women so they are able to make an 

informed choice. 
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 To offer choice to women and their partners about their screening options and 

pregnancy management. 

 To identify abnormalities associated with morbidity incompatible with life at a 

time when choice can operate about continuation of the pregnancy or 

termination. 

 To identify abnormalities which require early intervention following delivery. 

 To identify abnormalities which may benefit from intrauterine treatment. 

The aims adhere to the recommendations set out by NICE guidelines - March 2008 

(Antenatal care, routine care for the healthy pregnant woman) and the NHS Fetal Anomaly 

Screening Programme 2010. 

6.2 CLINICAL PREPARATION: 

 An appointment schedule is generated on the patient administration system 

VIEWPOINT by Antenatal clinic receptionists (ideally between 19 - 20+6 wks.). 

 Appointments are booked at 30 minutes for singleton and 45 minutes for twins. 

 Women will be given an information booklet about the 18+0 to 20+6 weeks fetal 

anomaly scan by midwife and that it is an option not an inevitable aspect of routine 

antenatal care. The need to have verbal and written consent will be explained to the 

patient by midwife. The sonographer will obtain verbal consent before commencing 

scan and document it.  If the anomaly scan is declined, then it should be recorded.  

 Women should be informed of the limitations of routine ultrasound screening 

verbally as well as by written information. The detection rates vary by the types of 

fetal anomalies, BMI and position of the fetus. 

 The use of personal cameras or video equipment is not permitted. 

 

6.3 SCANNING PROCEDURE: 

 The sonographer calls the patient into scan room and confirms identity and checks 

patient has consented to examination, which is recorded on viewpoint. The 

indication for scan should be selected and logged as Anomaly. 

 The correct person should be uploaded on the worklist of the scanning machine 

before commencing scan and any images stored. 

 

6.4 BIOMETRY:  

The following parameters should be used as stated by FASP 2010. 



Antenatal Ultrasound Protocols (Obstetrics)   
   

Obstetrics & Gynaecology   
                                                                                                                                                                                                                               Page 13 of 26 

Head Circumference (HC), Cerebellum, Nuchal fold (NF), Cerebral ventricles, Abdominal 

Circumference (AC), Femur Length (FL) and IMAGED on to viewpoint/PACS. 

BPD should NOT be used in routine clinical practice for either the estimation of gestational 

age or the appropriateness of fetal size in later pregnancy (BMUS 2009) 

 Head Circumference: A cross sectional view of head at the level of the ventricles. 

 Cerebellum: In the trans-cerebellar plane measure maximum diameter outer to 

outer. 

 Nuchal Fold: Measure from outer border of the occiput to outer border of overlying 

skin. 

 Cerebral Ventricles: Measure posterior ventricle from inner border of lateral wall 

perpendicular to cavity. 

 Abdominal Circumference:  A transverse section through the abdomen that is 

circular with the umbilical vein in the anterior part and the stomach with the spine 

and descending aorta seen posteriorly. Measure with the ellipse facility. 

 Femur Length: It should be close to the horizontal plane with the full length 

demonstrated and no shadowing from bony parts. 

 The HEART is examined in 4 basic views 

o Laterality  

o Four chamber view 

o 3 vessel view (Pulmonary artery, Aorta and Superior Vena cava in descending 

size order) with right ventricular outflow (RVO) tract identified. 

o Left ventricular outflow (LVO) tract with aorta. 

o 3 vessel trachea view (3VT) 

o Interventricular septum view (IVS) 

o Colour flow Doppler can be used to identify the patency, direction of flow 

and clarify orientation and views. Please refer to FASP Fetal Cardiac protocol. 

A detailed description of all the structures that require assessment are 

outlined in the table. 

 

6.5 IMAGING (Please see images of the above biometry in FASP) 

 

 The six routine views with appropriate measurements must be taken and recorded 

showing the correct anatomy and orientation.  

 Placental localization must be imaged. 
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 All anomalies should be recorded. 

 If necessary, use colour Doppler to demonstrate cord insertion or heart flow. 

 

 6.6 ADDITIONAL MEASUREMENTS if required: 

 Humerus or tibia if the Femur Length is abnormal 

 Measure fetal pathology if mass or fluid collection seen. 

 Kidney measurement and AP diameter of renal pelvises if dilated. 

 Cervical length with Transvaginal scans. 

 

    6.7 RENAL PELVIS DILATATION 

 RPD of more than 7mm is present, confirm and record that the bladder and 

liquor volume is normal. Then, rescan the patient at 32 weeks. If there is 

evidence of progression at 32 weeks, refer the patient to be seen in FMC. If no 

progression at 32 weeks, further scan is not necessary. 

 Paediatric notification is required when RPD is more than 10 mm in third 

trimester. 

6.8 DOCUMENTATION ON VIEWPOINT SYSTEM: 

All biometry and anatomy details need to be recorded on Anomaly Scan Biometry reporting 

page. On Viewpoint the following structures need to be assessed and reported on to 

complete the anomaly scan. Use the term normal if no unusual findings found. 

 Heart Action – confirm present and heart beat not abnormal. 

 Placental site – identify placenta location and measure from leading edge of 

placenta to internal os using linear calliper and store image.  See placenta note 

below. 

 Amniotic fluid – assesses volume subjectively but if abnormal performs deepest pool 

and AFI (4 separate vertical depths in cms with probe perpendicular to floor and in 

transverse orientation added together). 

 Head Shape – normal or abnormal. 

 Brain – cerebellum, ventricles, cavum septum pellucidum 

 Spine – sagittal, coronal and transverse views. 

 Neck/skin – ensure nuchal fold <6mm 

 Thorax –check diaphragm and lung echogenicity 

 Abdomen – check cord insertion and abdominal wall intact 
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 GIT – presence of stomach 

 Kidneys – size and echogenicity and presence of bladder 

 Extremities – identify 4 limbs with all long bones, open hands and feet 

 Skeleton – check for normal structure with no bowing etc. 

 

Use drop down menu to indicate ultrasound machine and technique used, quality of view 

and if visualization was POOR due to BMI etc. Document any maternal pathology noted.  

Print two copies of report one for buff notes and one for patient handheld notes. 

 

6.9 PLACENTA 
 
Placenta should be localized and documented with an image and a comment in comments 

box to indicate measurement from internal os using linear caliper tool.   

 

Minor placenta praevia Leading edge of the placenta encroaches into lower uterine 

segment. (Within 2 cm from the internal os but does not cover the internal os-RCOG 2018). 

Follow up scan should be performed at 36 weeks or earlier if the patient is symptomatic. 

Major placenta praevia Leading edge of the placenta encroaching to or covering the internal 

cervical os. A follow up scan is required at 32 weeks. A Transvaginal scan should be 

performed at 32 weeks if placenta praevia is suspected on TAS and if not performed the 

reason documented.    

Women who have had a previous caesarean section (CS) If the placenta is anterior and <2 

cm from the internal os, refer to FMC for a repeat scan at 28 -30 weeks to ensure it is not 

implanted into the caesarean section scar (morbidly adherent placenta).   

Check with colour Doppler to ensure there are no cord vessels crossing the cervix (vasa 

praevia) in the presence of a succenturiate placenta and a velamentous cord insertion. 

Morbidly adherent placenta Ultrasound criteria for diagnosis: 

      By Greyscale: 

• loss of the retroplacental sonolucent zone 

• irregular retroplacental sonolucent zone 

• thinning or disruption of the hyperechoic serosa–bladder interface 

• presence of focal exophytic masses invading the urinary bladder 

• abnormal placental lacunae. 

        Colour Doppler: 

• diffuse or focal lacunar flow 

• vascular lakes with turbulent flow (peak systolic velocity over 15 

cm/s) 
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• hypervascularity of serosa–bladder interface 

• markedly dilated vessels over peripheral sub placental zone. 

Antenatal sonographic imaging can be complemented by magnetic resonance 

imaging in equivocal cases to distinguish those women at special risk of placenta 

accreta. 

 

6.10 LATE BOOKING (>20+6 weeks) 

 If patient is attending as a late booking or if a 12-week scan has not been completed 

then the anomaly appointment is based on the LMP. Any late booking should be 

booked in as soon as possible. 

 If women are >20+6 weeks but <23 weeks, then date by HC, complete anomaly scan 

within FASP timescale and repeat biometry in 2 weeks 

 If unable to measure the Head Circumference use Femur Length and repeat scan in 2 

weeks with Head Circumference and Femur Length measurements. 

 If patient attends outside FASP Anomaly Scan guidelines i.e. later than 23 weeks, 

complete as much of the anomaly scan as possible, bring back for repeat biometry in 

2 weeks and document that patient was a late booker and no anomaly re-scan as per 

FASP guidelines.  

 

6.11 INCOMPLETE SCANS 

 If the biometry and structural survey of the fetus cannot be completed due to Poor 

fetal Position or increased Maternal BMI during the 30-minute allotted time and 

after the patient has been asked to walk around, please document and indicate on 

the outcome slip that an anomaly re-scan is required.  If the patient has a 

significantly increased BMI or is difficult to scan, please book a 30-minute re-scan 

slot 

 The receptionist will arrange a rescan appointment before 23 weeks’ gestation.  

 When performing a rescan anomaly only perform the views not complete on 

viewpoint.  Biometry and completed views do not need to be repeated 

 

 If after two appointments, the anomaly scan is not completed this should be 
discussed with patient. No further scans are performed unless exceptional 
circumstances. Please document reasons for poor views. 

 If an anomaly is suspected but unable to complete, please ask for a second opinion 

by another sonographer if available or refer to FMC. 
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6.12 UTERINE ARTERY DOPPLER (UtAD) 

Indication 

Obstetrician to decide at booking visit and complete the request form. 

Early warning of impaired utero-placental perfusion /high risk of developing complications 

of impaired placentation. 

UtAD at detailed scan (20-24 wks.) for High risk women such as: 

• Medical history; Maternal medical conditions [chronic kidney disease, hypertension, 

autoimmune disease (SLE, APLS), cyanotic congenital heart disease]  

• Obstetric history; Previous FGR, Hypertensive disease in a previous pregnancy, 

Previous SGA stillbirth  

• Current pregnancy low PAPP-A, echogenic bowel, significant bleeding, EFW<3RD 

centile. 

Results 

3 abnormalities of uterine artery flow:  

1. High mean resistance (avg of lt and Rt UT A) >95th percentile for RI/PI 

2. Unilateral uterine artery notch 

3. Bilateral uterine artery notch 

Application 

 Normal UtAD -Serial USS from 28 wks. every 4 wks. until delivery. 

• Abnormal UtAD and EFW ≥10th centile- Serial USS from 26-28 wks. every 4 wks. until 

delivery. 

• Abnormal UtAD and AC or EFW <10th centile- refer to with fetal medicine at 24-26 wks. 

 

6.13 NHS FASP SOFT MARKERS SCREENING POLICY MARCH 2009 

If the following soft markers are picked up at the 18-20+6 weeks anomaly scan they should 

be reported and referred to FMC for further management. 

 Ventriculomegaly (atrium = >10mm) 

 Nuchal oedema (>6mm) 

 Renal Pelvic dilatation (>7mm in AP diameter) 

 Echogenic bowel (= bone density) 

 Facial clefting 
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 Small measurements compared to the dating scan (<3rd centile) 

“The National Down’s Syndrome Screening Advisory Group and the Fetal Anomaly 

Ultrasound Steering Group recommend that at the time of a routine mid pregnancy fetal 

anomaly scan, a Down’s syndrome risk generated by a nationally accepted screening 

method, either 1st or 2nd trimester, should NOT be recalculated up or down due to the 

presence of a single ultrasound marker of less predictive power than increased nuchal fold 

“. (Smith-Bindman et al 2001, FASP, National Down’s Screening) 

 

6.14 ACTION IF SUSPECTED ABNORMALITY 

 The sonographer should document abnormal on Viewpoint in the drop-down menu 

against the appropriate structure. 

 The sonographer should inform the patient of his/her suspicions and inform the 

consultant and or midwife in clinic to arrange further 

examination/counselling/management. 

 A further scan in FMC to be arranged within 3 working days or 5 working days if 

referred to Bristol fetal medicine unit (further scan should be arranged by 22 weeks 

if possible)  

 If an abnormality is suspected, then the South West Congenital Abnormality 

Reporting Scheme (SWCAR) must be informed (this does not include soft markers). 

 

7. THIRD TRIMESTER SCANNING  

7.1 OBJECTIVES:   

Fetal third trimester scans should be performed for following reasons. 

1.  Determination of fetal presentation after 36 weeks when palpation unable to 

assess. 

2. Evaluation of fetal growth velocity using fetal biometry and Doppler in all high-risk 

pregnancies and suspected small for dates.  Fetal growth restriction is a major cause 

of stillbirth. 

3. Evaluation of fetal well-being. 

4. Suspected amniotic fluid abnormalities 

5. Follow up location of placenta 

An appointment is scheduled onto Viewpoint when referred by Clinician or community 

midwife. 
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7.2 METHOD AND STRUCTURAL EVALUATION 

 

BIOMETRY: 

 The HC, FL and AC should be measured using the Loughna, Chitty et al 2009 charts. 

BPD is NOT performed in routine clinical practice for the appropriateness of fetal size 

in later pregnancy because the head shape may be flattened (dolichocephaly) or 

rounded (brachycephaly) which make it inaccurate (BMUS 2009). 

 Weight estimation should be given, and the centiles recorded on Viewpoint in graphs 

accordingly. 

 EFW should be plotted on the customised growth chart. 

 

DOPPLER: 

 

Umbilical Artery Doppler (UAD) 

 The waveform changes (EDF) in the umbilical artery (UA) reflect the resistance of the 

placenta and correlate with the fetus condition and outcome of the pregnancy.  By 

measuring the pulsatility index (PI) of Doppler flow velocity waveforms in the UA 

accurate information on placental circulation can be obtained.   

 Document if EDF was present, absent or reversed and PI value. 

 If Doppler measurements are collected longitudinally, they are more informative.  

The frequency of repeating Doppler assessment should be decided by the preceding 

Doppler examinations, severity of growth restriction, clinical condition which will be 

decided by the Obstetrician 

Middle Cerebral Artery Doppler (MCA) 

 Cerebral vasodilatation is a manifestation of the increase in diastolic flow, a sign of 

the ‘brain–sparing effect’ of chronic hypoxia, and results in decreases in Doppler 

indices of MCA such as the PI. It has been associated with intrapartum fetal distress, 

increased rates of emergency caesarean and NICU admissions and poorer 

neurological outcomes.  

 In the term SGA fetus with normal UAD, 

Abnormal MCA Doppler (i.e. PI < 5th centile) or  

Reduced MCA PI/UA PI (cerebroplacental ratio) i.e. CPR <5th centile has moderate 

predictive value for acidosis at birth and should be used to time delivery. 

 In the preterm SGA fetus, MCA Doppler has limited accuracy to predict acidaemia 

and adverse outcome and should not be used to time delivery.  

 

 

The Ductus venosus (DV) Doppler 
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 DV flow velocity pattern reflects atrial pressure–volume changes during the cardiac 

cycle. 

 As FGR worsens “DV a–wave velocity” reduces, absent or reversed and signifies the 

onset of overt fetal cardiac compromise. 

 Useful in assessment of preterm SGA fetuses under 32 weeks’ gestation. 

 

7.3 FETAL ANATOMY 
 

 The fetal anatomy will depend on the clinical indication for the scan and the result of 

any previous scan. 

 

7.4 PRESENTATION (36 weeks onwards)   

 

 Check fetal position and heart pulsations. 

 If breech presentation, perform a full growth scan including liquor to aid future 

management and inform midwife in clinic or DAU. 

 
7.5 PLACENTAL LOCALISATION: (see 6.9) 
 

7.6 AMNIOTIC FLUID VOLUME 

 

 Evaluation using the 4-quadrant method (amniotic fluid index) or/and deepest 

pool. 

 Measurement should be correlated with gestational age and recorded on 

Viewpoint.  Oligohydramnios recorded if no pocket visible > 2cm and 

polyhydramnios if pockets are > 8 cms vertical depth.  AFI > 25cm = 

polyhydramnios, < 7cm reduced. 

 

7.7 DOCUMENTATION ON VIEWPOINT 
 

1. All fetal biometry, anatomy, Doppler measurements, amniotic fluid, placental 

localization to be recorded on growth/fetal well-being reporting page. 

2. Use drop down menu to indicate US machine and technique used, quality of view 

and visualization. 

3. Document any maternal pathology. 

8. MULTIPLE PREGNANCIES (see “Management of multiple pregnancy and 

birth” guideline) 

8.1 Determining gestational age  

 First trimester ultrasound scan should be offered to women with multiple 

pregnancy when crown–rump length measures from 45 mm to 84 mm (at 

approximately 11 weeks 0 days to 13 weeks 6 days) to estimate gestational 
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age. To determine gestational age, measurement of the largest baby should 

be used in case of discordant CRL to avoid the risk of estimating it from a 

baby with early growth pathology. 

 When gestational age is determined, the babies should also be labelled as 

upper and lower, or left and right in twin and triplet pregnancies and 

document this clearly in the woman's notes to ensure consistency 

throughout pregnancy. 

 

8.2 Determining chorionicity (see 5.5) 

 
             8.3. Screening for Down’s syndrome 

 Trained healthcare professional screening co-ordinator or her deputy should 

offer information and counselling to women before and after every screening 

test.  

 The combined screening test for Down's syndrome should be used when 

crown–rump length measures from 45 mm to 84 mm (at approximately 11 

weeks 0 days to 13 weeks 6 days). 

  

           8.4. Screening for structural abnormalities 

 Screening for structural abnormalities should be offered as in routine 

antenatal care. A short cervical length (< 25 mm) at 18-24 weeks of gestation 

in twin pregnancies is a good predictor of preterm birth at up to 35 weeks of 

gestation (high or moderate quality).  

 All monochorionic twins should have a detailed ultrasound scan which 

includes extended views of the fetal heart. 

               
             8.5. Subsequent monitoring of fetal complications 

 Women with a multiple pregnancy are monitored for fetal complications such 

as FFT and IUGR TAPS, etc. according to the chorionicity and amnionicity of 

their pregnancy. 

 

FFT syndrome (for monochorionic pregnancies only)  

 Do not monitor for FFTS in the first trimester 

 Monitor from 16 weeks for FFTS. Repeat fortnightly until 24 weeks.  

 If intertwine membrane folding or amniotic fluid discordance are found, 

monitor weekly to allow time to intervene if needed.  

 

Monitoring for FGR 

 Monochorionic diamniotic twins : 24,26,28,30,32,34 weeks  

 Dichorionic twins: 24,28,32,36 weeks 
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 Fetal weight discordance can be estimated by using two or more biometric 

parameters at each ultrasound scan from 20 weeks. 

 Calculate percentage EFW discordance using the following formula: ([larger twin 

EFW –smaller twin EFW]/larger twin EFW) x 100. Document the EFW difference 

in the report. 

 Consider a 20% or greater difference in size between twins as a clinically 

important indicator of selective fetal growth restriction. 

 

Fetal death of one twin 

 

 After the single fetal death in a monochorionic pregnancy, the risk to the 

surviving twin of death or neurological abnormality is of the order of 12% and 

18%, respectively.  

 Fetal anaemia may be assessed in the surviving twin by measurement of the 

fetal MCA-PSV. Fetal MRI may give more detailed information of brain lesions 

of the surviving twin. 

9. REFERRAL TO FETAL MEDICINE CLINIC, NDDH 

• History of significant fetal abnormalities in previous pregnancies or in the 

family 

• Previous poor obstetric history such as intra-uterine fetal death 

• Any suspicious fetal abnormalities in current pregnancy 

• Fetal abnormalities confirmed and required further monitoring in current 

pregnancy 

• Severe fetal growth restriction (< 3rd centile) with or without abnormal 

Umbilical Artery Doppler 

• Significant Poly-hydramnios or oligo-hydramnios 

• Monochorionic twins 

• Dichorionic twins with complications in one or both twins 

• Abnormal maternal antibodies at risk of fetal haemolytic anaemia 

• Suspected anterior placenta praevia with previous caesarean section 

• Fetal echocardiogram is indicated  

 
       Fetal echocardiogram is required for following conditions 

 
• Previous child with CHD 

• CHD in first degree relative (patient and her partner) 

• Abnormal structure suspected on routine detailed scan 

• Abnormal rhythm 

• Type 1/ poorly controlled type 2 diabetes mellitus 

• Monochorionic twin pregnancy 
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• Maternal anti-Ro / anti-La antibodies 

• Teratogens especially anticonvulsants, lithium 

• Abnormal fetal karyotype 

• NT>3.5 mm 

• Other abnormalities with cardiac associations such as Duodenal atresia, 

Exomphalos 

• Risk of syndrome with cardiac associations (e.g. Noonan syndrome) 

 

10. MISSELANEOUS 

10.1 FETAL SEXING 

 Fetal sexing is not recorded routinely and can only be verbalised to the 

patient if the parents request sexing and both agree.  

 This can be performed during the anomaly scan if the baby is in a suitable 

position. No extra time will be taken to perform the sexing and no rescan will 

be offered if unable to identify the genitalia unless clinically indicated. 

         10.2 ULTRASOUND IMAGES FOR SALE: 

 Thermal images can be taken and must be correctly labelled with patient 

identity. The cost is £5.00 for two images. 

 If an abnormality is discovered, then make no charge. If the patient is too 

upset at the time to know if she would like the image, please keep in the 

hospital notes should they be requested at a later date. 

 
11. MONITORING COMPLIANCE AND EFFECTIVENESS 

 Monitoring is undertaken by an annual audit, supported by specific audits 

during the year that are triggered by the clinical incident reporting system, or 

in response to a change in practice. The Audit will be undertaken by 

screening midwife co-ordinator and sonographers to measure the 

compliance of the Antenatal Ultrasound Protocols. 

 There will be continuous auditing of detection rates of 11 following 

anomalies within the unit according to FASP. 

 Anencephaly 

 Open spina bifida 

 Cleft lip 

 Major cardiac abnormalities 

 Diaphragmatic hernia 

 Gastroschisis 

 Exomphalos 

 Bilateral renal agenesis 
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 Lethal skeletal dysplasia 

 Edward’s syndrome ( Trisomy 18) 

 Patau’s syndrome ( Trisomy 11) 
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13. ASSOCIATED DOCUMENTATION 

•  “Access to antenatal care & screening including missed appointments, antenatal risk 

assessment& antenatal information” guidelines 

• “Antenatal and new-born screening” guidelines 
• “Fetal growth in singleton pregnancy” guideline 
• “Management of multiple pregnancy and birth” guideline 

•  “Shared antenatal care for pregnancies with moderate risk factors including 

complex social factors” guideline
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