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  Introduction 
Many national guidelines exist on standards for all aspects of the use of ultrasound in pregnancy. 
This guideline brings these together into a one single resource to provide a local standard for all 
sonographers, doctors and midwives who use ultrasound during pregnancy within the Ashford & St 
Peter’s Hospital maternity service. 

 General policies 
A two-stage ultrasound examination programme is offered to all pregnant women who book at 
ASPH: 

 At 11+0 - 13+6 weeks of gestation  

 At 19+0 - 20+6 weeks of gestation 

2.1 Review of previous scans 

The sonographers are expected to review previous scan reports as follows prior to the scan: 

 11+2 – 14+1 week scan: review of the last early pregnancy scan if any have taken place 

 18+0 – 20+6 Fetal Anomaly scan: review of the 12 week scan and result of first trimester 
screening. Review risk factors relevant to indications for additional scans later in 
pregnancy. (see Fetal Growth Detection Guideline) 

 Growth scan: review of the last growth scan performed 

 If the woman is a late booker, or has transferred from another hospital, previous scans 
should be reviewed as above and documentation of that review should be added to the 
report.  

 If previous scan reports are not available this should be documented in the report and a 
follow up arranged in a consultant ANC. 

2.2 When dating a pregnancy beyond the first trimester, an image review by a second 
senior sonographer/fetal medicine practitioner should be performed if this has 
implications either for the diagnosis of fetal growth restriction or pre-term 
delivery.Transvaginal scans 

All sonographers, regardless of gender, should offer a chaperone; and record on Viewpoint report. 

2.3 Inadequate examination 

If any part of the examination is inadequate or incomplete please book a repeat appointment as 
per the protocols below and document why the full examination was not possible.  

2.4 Length of scan slots: 

 Nuchal 30 minutes 

 Anomaly 30 minutes (60 minutes if BMI > 40 or multiple) 

 Growth 30 minutes 

2.5 Indeterminate ultrasound findings 

If there are any queries about part of the scan, a second opinion should be sought from another 
sonographer or a Fetal Medicine consultant. 
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2.6 Fetal sexing 

• If during the 20 week anomaly scan the patient wishes to know the sex of their baby, the 
sonographer can reveal the sex after explaining that ultrasound is not 100% accurate.  

• In the vast majority of cases the sex of the baby will have no significant bearing on 
pregnancy outcome.  

• No additional appointments will be offered to ascertain fetal gender. 

2.7 Images for patients 

Only still images are provided to the patient.  

We do not provide DVDs, videos or 3D/4D images. Recording of the scan (still or video images) 
are not permitted. 

Souvenir images may be taken by the sonographer if the request is made at the beginning of the 
scan 

The ultrasound department is not held responsible for the content or quality of the image.  

Video recording via mobile phone or otherwise is not permitted in the ultrasound department.  

2.8 Roles and responsibilities for Clinical Governance 

The protocols will be reviewed and updated as required on a three yearly basis. The Local and 
Trust Ultrasound Group have the overall responsibility for the Clinical Governance within Maternity 
Ultrasound. 
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 Early Pregnancy 
Most early pregnancy problems are assessed in the early pregnancy unit (less than 12+0 weeks 
gestation). Women with unsure or incorrect menstrual dates may be unintentionally seen in the 
maternity Ultrasound Department.  

 

Refer to EPU guidelines for early pregnancy complications 

 

Early Pregnancy Unit ext. 2662 
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 Management of an ovarian cyst detected in pregnancy 
 

Please refer to the ‘Management of Ovarian Cysts in Pregnancy’ guideline. 
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 Pregnancy dating  
Pregnancy dating by ultrasound reduces the rate of post-dates induction of labour. 

 

5.1 Dating 

1. The pregnancy should be dated by Crown Rump Length (CRL) at the 11+2-14+1 week scan 
when the CRL is 45-84mm and when the First Trimester Combined Test is undertaken 

2. The CRL should be measured according to the guidelines produced by the NHS Fetal Anomaly 
Screening Programme: ‘Recommended criteria for measurement of fetal crown rump length 
(CRL) as part of combined screening for Trisomy 21 within the NHS in England’    

See   



 

 Section 1 

Organisational Policy  

Current Version is held 
on the Intranet 

First ratified: 

May 2020 

Review date: 

May 2023 

Version 

1 

Page 10 
of 52 

Appendix 1: Recommended criteria for measurement of fetal crown rump length 

3. If the pregnancy is  14+0 weeks (>84mm) then the pregnancy should be dated by Head 

Circumference (HC) and this should be documented in the report. If the pregnancy is dated  
14 weeks by HC but prior to the anomaly scan, normal growth velocity is confirmed at the 
routine anomaly scan.    

4. In spontaneous multiple pregnancies use the largest CRL (or HC after 14 weeks) to date the 
pregnancy.  

5. In IVF or ICSI pregnancies egg collection date should be used in Viewpoint to date the 
pregnancy. For frozen embryo transfer use the EDD given by the IVF clinic. For frozen 
embryos where the IVF clinic has not given the parents, an EDD the pregnancy should be 
dated by CRL. 

6. If the pregnancy is dated at the time or after the anomaly scan a rescan should be arranged in 
2-4 weeks to ensure normal growth velocity. 

7. If the pregnancy has been dated after 18/40, this should be noted in the Management Plan on 
BadgerNet stating ‘Dated by HC at [gestation]. Advise IOL at 40-41 weeks if not delivered.’  
Sonographer to check woman has appointment for booking with midwife and refer to maternity 
hub/ ANC reception if not. 

8. If there has been an early scan e.g. in EPU for estimation of gestational age, explain that the 
final EDD will be decided at the 11+2-14+1 week scan, when First Trimester Combined test is 
undertaken. 

9. Once the pregnancy has been dated at 11+2-14+1 weeks, the EDD should only be changed 
after discussion with a fetal medicine consultant. 

10. If there any concerns about dating, a fetal medicine consultant should be contacted for advice. 
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SINGLETON  

CRL 45-84mm Offer CBT (or pappA if declines CBT) 

CRL ≥84mm and is HC  ≥101.0mm Date by HC 

Offer Quad 

Rescan at anomaly 

CRL >84mm and HC <101mm Date by HC 

Unsuitable for CBT 

Offer quad for 14+2-20+0 

Empty additional sac Dating and screening as singleton 

Empty additional sac with CRL (no FH) Date by CRL. 

Screening on age and NT alone 

 

MULTIPLE 

IVF  DATING 

Fresh - Date by egg collection if known. 

Frozen – Date given by IVF clinic 

Otherwise by largest CRL 

Twins with dating <14+0 Offer CBT 

Twins with dating ≥ 14+0 Refer to screening team for discussion due to 
reduced detection rates 

Triplets Refer to Fetal Medicine / Multiple clinic for 
discussion  
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 The First Trimester Combined Test 
• All patients who are booked at ASPH Hospital are offered Combined Screening as per the 

NHS Fetal Anomaly Screening Programme.  The scan is performed between 11+2 and 
14+1 weeks gestation or CRL 45.0 – 84.0mm. 

• Prior to the NT screening all women will receive (in the post with their appointment letter) a 
letter with a QR code to the The National Screening Committee booklet ‘Screening tests for 
you and your baby’ and a leaflet on ‘The SAFE test’. Booklets are also available in 
reception if required. These should be offered in the appropriate language.  

• Women who do not speak fluent English should have an interpreter arranged for the scan 
appointment; this should be arranged in conjunction with the ultrasound reception staff at 
the time of referral for the scan. 

 

6.1 Protocol for the First Trimester Combined Test 

• The sonographer should: 

o confirm the identity of the woman  

o explain the purpose of the assessment.   

o confirm verbally that the woman is happy with the information given about combined 
screening and has no further questions.  

• If women arrive without having previously receiving the written information and discussing 
with their booking midwife, they should be given the information booklets prior to the scan. 
The scan can be deferred by 24-48hr should they wish time to consider the information 
received.  

• Women who have already had an NT scan with combined bloods test and have a copy of 
the report and results do not require further scan and should be offered anomaly scan at 
19+0-20+6 weeks.  

• If the woman has already had a free fetal DNA test for screening for chromosomal 
abnormality, First Trimester Combined Screening should still be offered including the NT 
measurement. This is because a raised NT is an independent marker for cardiac 
anomalies.  

• Bloods for pappA can also be taken should the woman wish as part of the Tommy’s App.   

• The acceptance of screening should be documented in the Bloods and Test results tab on 
BadgerNet (originally started by the MW at booking).  How the results are communicated 
with the women are also documented here. 

• During the ultrasound examination the sonographer should: 

o Use the most appropriate scanning technique for the gestational age. 

o Confirm the presence of heart pulsations at the start of the examination 

o If ultrasound shows an empty second sac, the CBT can be calculated as per a 
singleton. 
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o If a second sac contains a fetal pole but with no FH, the CBT can not be calculated 
and the risk calculation should therefore be based on maternal age and Nuchal 
Translucency only. 

o Assess chorionicity in multiple pregnancy and store image on Viewpoint. Refer to 
Multiple pregnancy  chapter of this guideline for further details. 

o Examine the following structures to current best clinical practice: - Cranial anatomy, 
Abdominal wall, Stomach, Bladder, Hands, Feet. Document your findings in 
Viewpoint. You do not need to save images of these structures, unless they are felt 
to be abnormal. 

o Adenexae: Record presence of any adnexal pathology discernible on TA scan and 
follow the pathway for the management of ovarian cysts in pregnancy.     

o Measure the NT thickness as per the NHS Fetal Anomaly Screening Programme 
document: ‘Recommended criteria for measurement of fetal nuchal translucency 
(NT) as part of combined screening for Trisomy 21 within the NHS in England’. See 
Appendix 4. At least three NT measurements should be taken and the best image 
saved. 

 In Viewpoint the following images should be archived fulfilling the FASP and FMF criteria: 

o CRL measurement 

o NT measurement 

o Any abnormalities observed 

o Multiple pregnancy – see guideline  

 At the end of the scan the findings should be explained, the final EDD confirmed and the 
anomaly scan should be arranged. If the woman has consented to Combined screening, 
she should be directed to have her blood taken. 

 In cases where screening is accepted but it is not possible to obtain the NT measurement 
at the first appointment, at least one other attempt should be offered. This may be on the 
same day or at a later date. If it is not possible to obtain an accurate NT measurement 
despite ‘twice on the couch’, then further attempts do not have to be offered and the woman 
should be referred in to the second trimester screening pathway 

 

 Abnormalities at the 11+2 - 14+1 week scan  

 If the NT is ≥ 3.5mm or any abnormalities are seen on the scan: 

o Refer directly to the ASPH Screening Midwife 

o Offered an appointment within 3 working days with a Fetal Medicine Consultant or 
within 5 working days with the tertiary Fetal Medicine Unit.   

o Combined screening bloods should still be taken. 

 The exception to this is acrania which can be managed locally at ASPH – sonographers 
should refer to the screening team or ANC Team Leader to liaise with the Consultant of the 
Week or ASPH Fetal Medicine consultant. 

 Whenever possible the screening midwife will attend to meet with client, discuss options 
and make the referral.  If neither is available, the sonographer will provide this service. 
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 Referrals to St Georges FMU should be emailed (from an NHS.net account only) to stgh-
tr.fmureferrals@nhs.net with a copy to asp-tr.fmureferrals@nhs.net.  

See Appendix 4.  Referral process to St Georges for Fetal Medicine Review and Appendix 5. 
Referral process to St Georges for Fetal Cardiology Review for the referral process.   

The ASPH screening midwives reviewing the ASPH FMU referrals email inbox are responsible for 
adding the patients to the FMU database (T drive > Maternity > ANC > ANC screening > Current 
year > Workload) 

 

 Documentation of First Trimester Combined Test 

 The report should be created in Viewpoint as a ‘11-14 week assessment’. The CRL graph 
will automatically be printed as part of this. The woman should be given a copy of this 
report. 

 Following the scan, the report should be uploaded into BadgerNet as a PDF file under 
‘Scanned documents’. Rename as ‘Dating and NT scan’. 

 The EDD by Ultrasound should be confirmed on BadgerNet. 

 If the woman is unbooked, the ultrasound receptionists should email the appropriate 
midwifery hub to inform them that the woman needs to be booked urgently. 

 If the NT is < 3.5mm the woman should be informed that: 

o NT is within the normal range  

o The risk for the trisomies will be calculated once the blood results are known and 
she will receive this in the post within 2 weeks.   

o The results will also be uploaded to BadgerNet. 

o If the risk from any of the trisomies is increased, she will informed by telephone 
within 2 weeks. 

 

 The Second Trimester Quadruple Test 

 If CRL is 84mm or more  and the HC is ≥101.0mm, a the second trimester quadruple test 
should be offered, up to and including 20+0 weeks. This does not need to be delayed until 
16 weeks.  

 If the CRL is > 84.0mm but the HC is < 101.0mm, date by the HC. Explain and give 
information on the Quadruple test.  Noted this may equate to dating of less than 14+2 and 
in that scenario, the second trimester quadruple test will need to be arranged for 14+2-20+0 
weeks.  

 

 Women who Decline Combined or Fetal Anomaly Screening 

 Counsel the woman to ensure that she fully understands First Trimester Combined 
screening for Down’s, Edwards and Patau’s syndrome. 

 For those women who have declined NT screening, a scan will be offered to date the 
pregnancy.  
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 Ask the woman if she would like to be informed if the nuchal measurement is increased 
(over 4.0mm) as this is an independent marker of cardiac defects. If increased, follow the 
raised NT pathways as previously discussed. 

 The womans informed choice should be accurately reflected on the Wolfson Laboratory 
form. The woman can choose to have the Combined Test for Trisomies 13, 18 & 21, for 
Trisomy 21 only, or for Trisomies 13 &18 only. A woman may also decide to decline all 
Trisomy testing. 

 If a woman opts just to have blood taken for pappA but declines CBT, a yellow sticker 
(stating for PappA only, not for CBT) should be used to highlight this to the Wolfson 
Laboratory. 

 The woman’s choice to decline screening is documented by the sonographer within the 
Bloods and Test Results tab of BadgerNet. 

 The sonographer must also email the Antenatal screening co-ordinator so that written 
correspondence is sent to the woman in case she reconsiders.  See Antenatal Screening 
Standard Operating Procedure. 

 If a woman declines an anomaly scan, an individualised discussion with the screening 
midwives should be arranged. Assessment of growth and placental site should be offered.  

 

10.1 References 

 

 Fetal Anomaly Screening Programme; Handbook for ultrasound practitioners. April 2015 

 Fetal Anomaly Screening Programme: FASP laboratory handbook. September 2019 
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 The 18+0 – 20+6 Fetal Anomaly Ultrasound Scan  
The NHS Fetal Anomaly Screening Programme (FASP) 2018 set out standards to which the 
‘Anomaly scan’ should be carried out.  

The aim of the programme is to: 

 Ensure access to a uniform screening programme which conforms to an agreed level of 
quality 

 Provide appropriate information for women so that they are able to make an informed 
choice 

 Offer choices to women about their screening options and pregnancy management 

 Identify serious fetal abnormalities, either incompatible with life or associated with 
morbidity, allowing women to make reproductive choices 

 Identify certain abnormalities that may benefit from antenatal intervention 

 Identify certain abnormalities that require early intervention following delivery. 

11.1 Booking the Anomaly scan week appointment 

 All women booking for delivery at ASPH are offered an ultrasound scan at 19+0 - 20+6 
days. This appointment should be booked after the 11+1-14+2 week scan has been 
completed. 

 Women with a BMI of over 35 should be booked for their anomaly scan at 20+6 weeks if 
possible or the previous working day if this falls over a weekend. 

 If a woman declined the offered appointment and asks for it to be later than 20+6 then this 
information must be recorded.  

 The screening pathway must be completed by 23+0 weeks of pregnancy (FASP 2018). 

11.2 Measurements  

The following fetal measurements should be taken as per FASP guidelines (Error! Reference 
source not found.): 

 head circumference demonstrating HC measurement and measurement of the atrium of the 
lateral ventricle 

 suboccipitobregmatic view demonstrating measurement of the transcerebellar diameter 

 coronal view of lips with nasal tip 

 abdominal circumference demonstrating AC measurement 

 femur length demonstrating FL measurement 

 sagittal view of spine including sacrum and skin covering 

 Fetal cardiac views as table  

11.3 Incomplete anomaly scan 

The screening pathway must be completed by 23 weeks as per FASP 2018, this includes fetal 
medicine review or tertiary referral.  
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If the fetal anatomy is not all clearly seen for any reason then a repeat scan should be offered in 7-
10 days and by 22+0 weeks. 

If the scan is not complete on the second scan then the sonographer should refer for an ASPH 
fetal medicine consultant scan at the next available appointment. 

If the sonographer suspects an abnormality as the reason why the normal views cannot be 
obtained then the sonographer should refer to an ASPH fetal medicine consultant within 3 working 
days.  If this is not possible, a direct referral to SGH should be made. 

If a woman books at ASPH late and her first scan at ASPH is later than 23 weeks then a growth 
scan should be performed. Although a detailed assessment of the anatomy is suboptimal outside 
the 18-22 weeks window, and the woman has not had an anomaly scan elsewhere then an attempt 
should be made by the sonographer to do an anomaly scan as per the protocol described. The 
anatomy seen and the limitations of the scan should be documented and the images stored. 

11.4 Placenta and amniotic fluid volume 

Confirm placental position and lower edge relative to the internal os. Use a TV scan if you are 
uncertain. If the placenta is touching or covering the internal os , arrange a re-scan as per the 
placental localisation guidelines (14.3.Routine ultrasound of the placenta) 

Evaluate amniotic fluid volume subjectively and document as normal. If subjectively the volume 
appears abnormal then the volume should be measured by deepest pool as per the guidelines 
below. 

11.5 Fibroids 

Document position and size of fibroids.. Women with multiple significant fibroids will need serial 
growth scans as they are not suitable for SFH monitoring ( see fetal growth pathway). Women with 
a single lower segment fibroid should have a scan at 36 weeks to assess the position in relation to 
the cervix. The sonographer should confirm with the woman that appropriate follow up 
arrangements are in place.  

11.6 Management of Anomaly Scan Findings 

 A copy should be uploaded onto the BadgerNet maternity notes recording system, with the 
file labelled by the current gestation.  

 If one or more of the fetal measurements are below 5th centile refer to the ASPH Fetal 
Medicine Consultant. Check pregnancy correctly dated at first trimester scan. 

 If an abnormality is suspected inform the woman and arrange a follow up scan via the 
Screening midwives (ext 6152), the lead sonographers or a Fetal Medicine consultant. 
Depending on the abnormality this would usually be within 3 working days.   

 If the Fetal Medicine Consultant is unavailable within an appropriate timescale , 
please refer directly to St Georges Fetal Medicine Unit via the screening midwives.  

Exceptions:  unilateral cleft lip / palate, isolated talipes 

If ventriculomegaly is noted, please arrange a TORCH screen with the screening 
team / ANC team leader as per the South Thames Fetal Medicine Protocol.   

 Ensure the woman / couple have contact details for the screening co-ordinator / midwife 
before she leaves the department if they are not available to see the woman / couple at the 
time.  If the woman is scanned at St Peters, the woman should be seen by the screening 
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midwives immediately following her scan. If the scan is performed at Ashford, contact 
should be made by the sonographers to the screening team and an offer made for the 
women to attend St Peters for a consultation. 

11.7 Normal variants 

 

This table below applies to women who have had a LOW RISK Down’s screening result. 

Finding Action 

 CPC (choroid plexus cysts) 

 Echogenic foci in the heart 

 Dilated cisterna magna 

  

If these are isolated do not enter on 
Viewpoint. No is action required. These are 
normal variants.  

If 2 normal variants are present or there is a 
high risk screening result then refer to an 
ASPH Fetal Medicine consultant  

If there has been no Combined screening 
result and 1 normal variant seen refer to 
ASPH Fetal medicine 

3 working days 

2 Vessel cord – Normal Variant  

 

Can be associated with FGR – 

Therefore document on Viewpoint in the 
drop down menu (2 vessel cord) and use the 
text in the comments box under Anomaly 
scan. Book a scan for growth at 28 and 36 
weeks. 

If growth is normal at 36/40, plan for IOL at 
41/40. 

2 vessel cord should be documented in the 
Management plan section of BadgerNet ‘2 
vessel cord. Scans at 28 and 36 weeks. 
Offer IOL at 41/40’. 

Hydronephrosis  (unilateral or bilateral) 7 mm or more 

 

 

                                                           

 

Document findings, inform patient and give 
information leaflet.  

Arrange sonographer rescan at 32 weeks in 
conjunction with a Monday morning ANC for 
next available appointment.  

Inform screening team by email for details to 
be added to the mother and baby file. 

If > 10mm or any other renal abnormality 
(abnormal renal cortex, hydroureter, dilated 
bladder, reduced AFV) then refer to ASPH 
FM consultant within 5 working days. 
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At 32 weeks if 10mm or more rescan with 
ASPH FM consultant next available 
appointment 

Nuchal fold                                 6mms or more Refer to ASPH FM consultant for scan within 
3 working days 

Echogenic Bowel         Brighter than pelvic bone Refer to ASPH FM consultant for scan within 
3 working days 

Short Femur                           Below fifth centile Refer to ASPH FM consultant for Scan 
within 3 working days 

HC / AC                                   Below fifth centile  Refer to ASPH FM consultant for Scan 
within 3 working days 
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11.8 Extra-cardiac anatomy 

The following anatomy should be checked: 

Area Structure View Measurements and Images 

required 

Head and Neck 

 

Brain 

Skull 

Skin fold (NF) assess 
visually. Only measure if felt 
to be abnormal. 

Cavum septum pellucidum 

 

Cerebellum (TCD) & 

Standard BPD view 

 

 

 

Suboccipito- 
bregmatic 

Shape, BPD, OF/HC 

Va, Vp, Hem measurement 
and  images of the ventricles 

 

 

TCD measurements and  
images, measure 

 
Face Facial Profile 

Lips, Lips/alveolus 

Sagittal view 

Coronal View 

 

 

Store images of lips and nose 

(coronal view)  

 

 
Spine Vertebrae 

Skin covering 

Sagittal and 

transverse 

Include lower sacral area 

Store image (sagittal view) 

 
Heart & Chest Situs 

4 chamber, Outflow tracts - 
LVOT, RVOT,3VV,3TV 
Lungs/ diaphragm 

 
Situs – stomach 

4 chamber view, 3 vessel 
view, RVOT, LVOT, 3VT 

Abdomen Stomach and short intra- 

hepatic section of umbilical 
vein 

Anterior abdominal wall 

Bowel 

Kidneys – renal pelvis 

Bladder 

Transverse and 

sagittal views for all 

AC measurement 

Store images 

Measure and store images AP 
of renal pelvis if look increased  
( ≥7mm abnormal) 

Extremities 

All long bones, 
Hands, Feet 

Femur 

Carrying angle of feet 

Presence of 12 long bones 

Hands; metacarpals (left 
and right) 

Feet: metatarsals (left and 
right) 

Perpendicular to 
probe 

Visible (not counted) 

 

Visible (not counted) 

FL measurement 

Store images 

 

 

Uterine cavity Placental site 
Visible and position 
noted Image showing placental edge 

relative to internal os, if low 
lying 

Amniotic fluid Subjective volume Measure AFI if liquor volume 

reduced 
Uterine Artery 

Doppler 

Uterine Artery Doppler  Store images 
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11.9 Cardiac anatomy 

 

View Size Position Structure Function 

Situs/Laterality 

Determine left 
and right side of 
the fetus from 
position in uterus 

 
Stomach and heart 
on the left   

Four-Chamber 

 

Transverse 
section of the 
thorax including a 
complete rib and 
crux of the heart 

Normal cardiac 
size occupies 
1/3 of area of 
thethorax 

(measurement 
not required) 

*X2 atria of 
equal size 

*X2 ventricles of 
equal size 

*X2 patent atrio- 
ventricular valves 
of equal size 

*Mostly in the 
left chest 

 

 

 

 

 

 

 

 

*Apex points 
towards the left 

 

 

 

*Left and right side 
of the heart are 
symmetrical 

*Moderator band 
at right ventricle 
apex 

*Crux - point at which 
lower part of atrial 
septum meet upper 
part ventricular 
septum and where 
both atrio- ventricular 
valves are inserted 

* Differential 
offsetting of valves, 
the tricuspid valve 
inserts more apically 
than the mitral valve 

*Ventricular septum 
intact from apex to 
crux 

*Rhythm - 
synchronous 
atrial 

and ventricular 

contractions 

 

*Two ventricles 
contract 
equally 

 

*Mitral and 
tricuspid valves 
open freely 

Aorta/Left 

Ventricular 

Outflow Tract 

This view shows 
the outflow tract of 
the left ventricle 

 

 

 

 

 

 

 

Aorta arises from 
the left ventricle & 
sweeps out 
towards  the  right 
shoulder 

 

The anterior wall of 
the aorta is 
continuous with the 
ventricular septum 

 

Aortic  valve  
opens freely 
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Pulmonary/Right 

Ventricular 

Outflow (3VV) 

Tract This view 
shows the 
outflow tract of 
the right ventricle 

Or 

Three-Vessel 

&Trachea View 

(3VT) 

This view shows 
the outflow tract of 
the right ventricle 
including the 
pulmonary artery, 
the aorta and the 
superior vena cava 
and trachea 

The diameter of 
the pulmonary 
artery is slightly 
greater than the 
diameter of the 
aorta which is 
slightly greater 
than the 
diameter of the 
superior vena 
cava 

*Main pulmonary 
artery arises from 
the right ventricle 
and is directed 
backwards 
towards the spine 

*The pulmonary 
artery lies to the 
left with the 
superior vena cava 
to the right and 
aorta in the middle 

*Pulmonary 
artery 
continues as 
the arterial duct 

The main 
pulmonary artery 
bifurcates 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pulmonary 
valve opens 
freely 
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11.10 Monitoring and Follow-up of referral to ASPH Fetal Medicine Consultant or 
SGH FMU 

 

The Antenatal Screening Midwives will ensure follow-up of cases referred by sonographers for 
further assessment, both locally to the ASPH Fetal medicine consultant and SGH. 

Discussed at fortnightly multi-disciplinary meeting with neonatal team.  

 

11.11 References 

 

 NHS Fetal Anomaly Screening Programme: 18+0 to 20+6 Weeks Fetal Anomaly Scan 
National Standards and Guidance for England. 2018. 
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 Pathway for Referral for a Fetal Echo (as per regional Brompton 
Fetal Referral Criteria 2019) 

 

12.1 URGENT (to be seen by Fetal Cardiology within 72 hours) 

1. Suspected congenital heart defect 

Specify how suspicious you are (eg inadequate view or abnormality seen) 

2. Documented fetal arrhythmia : FHR >200bpm (or persistently >=180bpm) or <100bpm. 
Please document FH on referral form. 

3. Fetal hydrops (joint FMU and fetal cardiology 

 

12.2 ROUTINE  

Maternal or Family Indication: 

1. First degree relative with CHD (related to fetus) – not PDA 

a. Early scan at 14-16 weeks if previous child / fetus had complex CHD 

b. 20 weeks if previous fetus / child with minor CHD 

2. Familial / Second degree relative with FH of CHD: please discuss with fetal cardiology 

3. Chromosomal / genetic conditions related to CHD-family members (eg Marfans) 

4. Maternal metabolic disorder 

a. Diabetes Mellitus Type 1 (not type 2 of GDM) 

b. PKU 

5. Maternal Collagen Disorder 

a. Anti Ro / La+ve: see 16/17 (plus 2 more FU appts) and 1-2 weekly FHR locally with 
midwife until 26/40 

b. Anti Ro / :a +ve with previous child with complete heart block: see at 16/17 weeks 
(plus 2 weekly FU) and weekly FHR locally with MW until 26 weeks 

6. Maternal drug exposure: Discuss with ASPH fetal medicine consultant prior 

7. Maternal Viral Exposure: Discuss with ASPH fetal medicine consultant prior 

 

Fetal Indication: 

1. Increased NT >= 3.5mm (if >= 4mm from 15-16 weeks with early anomaly scan and after 
CVS result) 

2. Major fetal extra cardiac anomalies 

3. Fetal chromosomal and genetic disorder 

4. Fetal pericardial effusion (joint FMU referral) 

 



 

 Section 1 

Organisational Policy  

Current Version is held 
on the Intranet 

First ratified: 

May 2020 

Review date: 

May 2023 

Version 

1 

Page 26 
of 52 

 All referrals for a fetal echo should be discussed with and arranged by one of the Screening 
Midwives. Referrals will usually be to SGH FMU, however in some situations referral will be to 
Evelina or another unit. 

 Referrals for suspected anomalies and increased NTs follow up will usually be arranged in the 
Fetal Medicine ANC after the 16/40 review by SGH.  

 For all other women follow up should be arranged in the consultant ANC, usually 1-2 weeks 
after the fetal echo.  
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 Midwife presentation scan in DAU 
 

Referring for a Presentation Scan 

 

In uncomplicated pregnancies, scans for fetal presentation can be booked from 36 weeks in the 
Maternity Day Assessment Unit provided the person arranging the scan has checked that a 
midwife who is able to perform the scan is available.  Women can be referred by their community 
midwife and remain under community based care until a breech / other non-cephalic presentation 
is confirmed.   

 

If a non-cephalic presentation is confirmed, review should be arranged in MAC by the Registrar. 

 

ECV can booked on LW whenever any of the following LW consultants are available: 

 Dr Karin Leslie 

 Dr Sian McDonnell 

 Miss Lilian Ugwumadu 

 Mr James Thomas 

 Miss Devanas Rajeswari 

 Dr Joann Hale 
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 Placental Localisation by Ultrasound & the diagnosis of Placenta 
Praevia and Placenta Accreta 

14.1 Background 

Maternal and fetal morbidity and mortality from placenta praevia and placenta accreta are 
considerable. Antenatal diagnosis and appropriate management of both of these conditions are 
crucial to minimise the risk to the mother and the fetus. 

This chapter: 

 describes the routine care that should be offered to all women to determine the location of 
the placenta by ultrasound.  

 describes the management pathway if a low placenta is diagnosed on ultrasound during 
pregnancy  

 describes a pathway within ASPH Hospital and within the South West Thames Region for 
the screening, diagnosis and management of a morbidly adherent placenta.  

14.2 Definitions 

Morbidly Adherent Placenta:  Umbrella term for Placenta Accreta, Placenta Increta and Placenta 
Percreta as the placenta penetrates through the decidua basalis and then through the 
myometrium.  

Low Placenta: within 20mm of (but not covering) the cervical os 

Placenta Praevia:  covering the cervical os 

14.3 Routine ultrasound of the placenta 

Anomaly Scan 

 All women should have the placenta localised at their anomaly scan 

 On the transabdominal (TA) scan locate the placenta in longitudinal and transverse 
sections with the probe vertical.  

 Because the majority of low lying placenta detected at the routine anomaly scan will have 
resolved by the time the baby is born only a woman whose placenta reaches the cervical 
internal os should be offered another transabdominal scan at 36 week in conjunction with 
an antenatal clinic.  DAU is not appropriate follow-up of these women.  

 Documentation in Viewpoint should describe the location as anterior /posterior/lateral AND 

o Placenta praevia – covering the internal os 

o Low lying placenta – <20mm from internal os 

o Not low  - >20mm from internal os 

 An image should be archived in Viewpoint of the placenta in relation to the internal os in the 
midline section. No measurement is required.   
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14.4 Management if Placenta is Low at 32 weeks  

 

Gestation Finding Action 

Anomaly scan 

 

Placenta (≤ 20mm) or 
crosses the internal os 
confirmed on TVS 

 

If no previous CS / myomectomy: 

Document as low lying or placenta 
praevia on Viewpoint 

Give information leaflet 

Book rescan by sonographer at 35-36 
weeks plus ANC at 36 weeks  

If previous CS or uterine surgery: 

Document as low lying or placenta 
praevia on Viewpoint 

Book rescan by sonographer at 32  
weeks. 

Give information leaflet 

Placenta does not reach 
internal os 

Document as anterior / posterior / lateral 
AND not low. 

No follow up required 

32 weeks (only 
those with 
previous CS / 
uterine surgery) 

Placental edge > 20mm 
from internal os 

Document as anterior / posterior/ lateral 
and not low on Viewpoint. 

Normal structural appearances to 
placenta.  

No follow up required. 

Placental edge ≤ 20mm 
from the internal os 
confirmed on TVS 

Book rescan by ASPH FM consultant 
within one week  

32-33 week scan 
by ASPH FM 
consultant for 
women at high 
risk of a 
morbidly 
adherent 
placenta 

Ultrasound including 
Colour Doppler suggests 
high index of suspicion of 
a morbidity adherent 
placenta  
 

Refer the woman to St George’s Fetal 
Medicine Unit for an opinion before 34 
weeks 

Ultrasound including 
Colour Doppler shows no 
evidence of a morbidly 
adherent placenta 

  

Ensure consultant ANC within 2 weeks. 
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35-36 weeks by 
sonographer 

Placental edge > 20mm 
from internal os 

Document as anterior / posterior/ lateral 
and not low on Viewpoint 

Placental edge ≤ 20mm 
from the internal os (not 
covering) confirmed on 
TVS 

 

Document as low lying AND anterior or 
posterior on Viewpoint 

Rescan by APSH fetal medicine 
consultant within one week. 

Ensure consultant ANC within 1 week to 
discuss delivery by Caesarean section 
and  

Placental edge covering 
internal os 

 

Document as placenta praevia and 
anterior / posterior on Viewpoint. 

Ensure consultant ANC booked within 
one week to plan timing of CS. 

No rescan with ASPH consultant. 
 

Women with 
suspected 
morbidity 
adherent 
placenta on US 
at SGH FMU 

A morbidly adherent 
placenta is suspected on 
ultrasound 

Delivery should be planned take place at 
SGH. Transfer of care should be 
arranged and the consultant in charge of 
the woman’s care informed.  

ASPH to continue routine AN care until 
delivery 
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14.5 Other Placental Abnormalities that may be detected on Ultrasound 

 

Finding Clinical significance How to report  

Placental lakes or 
‘lacunae’ 

Not clinically significant Not to routinely report 

Placental abruption Clinical diagnosis Ultrasound of minimal use in 
confirming abruption 

Placental cysts below 
chorionic plate 

No clinical significance Not to routinely report 

Single cord cyst Favourable outcome Not to routinely report 

Multiple cord cyst Associated with aneuploidy / 
miscarriage 

Refer to Fetal Med Consultants 

Haemangioma Poor outcome Refer to Fetal Med Consultants 

Succenturiate lobes Associated retained placenta, 
PPH and infection 

Document site and check whether any 
vessels joining the lobes cross the 
internal os (vasa praevia – see below). 

Suitable for ABC delivery 

Velamentous 
Insertion (insertion of 
cord into 
chorioamniotic 
membrane rather 
than into placental 
mass) 

Association with vasa praevia Screen for vasa praevia if seen 

Vasa praevia (fetal 
vessels that course 
through the 
membranes over the 
internal os and below 
the presenting part) 

Vessels vulnerable to laceration 
and compression (most 
commonly at the time of delivery) 

Consultant FM scan within 3 days 
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14.6 References 

 RCOG Green-top Guideline: Placenta praevia, Placenta praevia accreta and vasa praevia: 
diagnosis and management. September 2018. 

 South West Thames Regional Protocol for Screening, Diagnosis and Management of 
Morbidly Adherent Placenta. 2015.  

 Royal College of Obstetricians and Gynaecologists (RCOG), Royal College of Midwives 
(RCM) and the National Patient Safety Agency (NPSA). Placenta praevia after caesarean 
section care bundle [http://www.nrls.npsa.nhs.uk/intrapartumtoolkit/?entryid45=66359]. 

 NICE Antenatal Care Clinical Guideline 2008 

 NICE Caesarean Section Clinical Guideline 2011 

 D'Antonio, F., Iacovella, C. and Bhide, A. (2013), Prenatal identification of invasive 
placentation using ultrasound: systematic review and meta-analysis. Ultrasound Obstet 
Gynecol, 42: 509–517. doi: 10.1002/uog.13194 
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 Screening for Preterm Birth 

15.1 Background 

Preterm birth is the leading cause of perinatal morbidity and mortality worldwide.  

Cervical length is a good predictor of PTB with a strong inverse relationship between cervical 
length in mid-pregnancy and the risk of preterm birth. Measurement of cervical length provides an 
accurate prediction of that risk.  

Systematic population screening programme is not recommended by the UK NSC Committee.  

 

Cervical length (mm) Prevalence general 
population 

Risk of spontaneous 
preterm delivery before 
34 weeks 

1-10 0.6% 44% 

11-15 0.5% 23% 

16-25 7.1% 3.6% 

26-30 16.6% 1.3% 

31-35 27.4% 0.8% 

36-40 26.9% 0.6% 

>40 21.0% 0.4% 

 

15.2 Tommy’s App 

If a woman has registered on the Tommy’s App, the preterm birth assessment should be 
performed by the midwife at booking (and the referral made on Badgernet – see Tommy’s App 
SOP. 

If a women is not registered on the Tommy’s App, risk assessment should be based on history 
(see sections 15.3 and 15.4) 

15.3 Indications for Cervical Length Measurement at Anomaly Scan 

o 1x LLETZ (booking MW to alert Ultrasound via Badgernet Referral to Maternity 
Referrals email) 

15.4 Indications for referral for Consultant-Led Obstetric Care in relation to preterm 
delivery 

o History of spontaneous preterm birth before 34 weeks 

o History of mid-trimester spontaneous fetal losses (14-24 weeks gestation) 

o Cervical cerclage/ stitch in a previous pregnancy 

o Previous cervical surgery (LLETZ, Cone biopsy, trachelectomy) 
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o Women with a previous LLETZ / Cone of greater depth than 10mm (10% chance of 
preterm birth).  

 Women with increased risk of preterm delivery based on maternal factors or obstetric 
history should be referred to the preterm birth clinic for consultant-led care, ideally by the 
booking midwife (see criteria above) for an appointment at 14 weeks.  

 Booking midwife may ask patients to obtain information from their colposcopy unit / GP 
wherever possible before attending the preterm birth clinic. 

 The obstetric team will perform cervical length scans and infection screen as appropriate 
for the history and risk factors. 

 The care pathways, gestational age and frequency of scans will be individualised for each 
woman.  Cervical scanning starts at 14 weeks and is often repeated at a 2-weekly intervals 
until 24 weeks. Frequency of scan may increase depending on findings at initial scan or 
history. 

 

15.5 Incidental finding of a short cervix (<25mm) on USS at < 24 weeks: 

For example, when assessing a low lying placenta 

Arrange for the woman to have a same day MAC review by Registrar / Consultant 

Management must be discussed with a consultant (her own consultant, the consultant of the week 
or the on-call consultant) and documented on BadgerNet. 

 

15.6 Instructions on the measurement of cervical length:  

 

Measurement of cervical length by transvaginal ultrasound (TVU) is considered safe in pregnancy 
and has been shown to be well tolerated by women.  

The majority of published data relate cervical length at 22-24 weeks gestation. At this gestation, 
the median (50th centile) cervical length in singleton pregnancies is approximately 35mm with 25 
mm corresponding to the 10th centile. When performed by trained operators, cervical length 
measurements are also highly reproducible. Using a method in which the transvaginal probe is 
placed in the anterior fornix of the vagina with an empty maternal bladder results in measurements 
with interobserver variation of 5-10%. 

 The woman should have an empty bladder. She should be placed with her legs abducted to 
allow a full range of movements whilst scanning. 

 Ultrasound transducer: 5MHz transvaginal probe. A disposable sheath should be used to 
cover the probe and the lubricating gel should be sterile. 

 Gently place the probe in the anterior vaginal fornix to ensure a sagittal view of the cervix is 
obtained 

 Identify the internal os, external os, cervical canal and endocervical mucosa. The 
endocervical mucosa should be used to define the level of the internal os. Care should be 
taken to distinguish between cervical canal and a thickened lower uterine segment coming 
together in the midline, which can give the false impression of a longer canal. 
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 Do not exert undue pressure on the cervix with the probe because this will falsely elongate 
the cervix. 

 Magnify the picture so that the cervix occupies at least 75% of the image 

 Measure the distance between the internal and external os. Take 3 measurements (and 
pictures) over a period of about 3 minutes and record the best shortest measurement of the 
cervical length 

 Note the presence of funnelling at the internal os. The endocervical mucosa will give an 
accurate definition of the amount of funnelling. Occasionally a thickened lower uterine 
segment can mimic a funnel and this can be identified by the absence of mucosa extending 
along the walls of the funnel 

 Also review the cervix whilst placing fundal pressure to ensure that this does not produce 
any funnelling (pressure effect). 

 In about 1% of cases dynamic cervical changes, due to uterine contractions, are observed. 
In such cases the shortest measurement is recorded. 

 

 

15.7 References 

 

 Fetal Medicine Foundation. Available from: 
https://courses.fetalmedicine.com/fmf/introduction. 

 Shennan AH, To MS: RCOG Green Top Guidelines: Cervical cerclage RCOG. 2011. 
Available from: www.rcog.org.uk 

 To MS, Fonseca EB, Molina FS, Cacho AM, Nicolaides KH: Maternal characteristics and 
cervical length in the prediction of spontaneous early preterm delivery in twins. Am J Obstet 
Gynecol. 2006; 194:1360-5. 
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 Ultrasound in Multiple Pregnancy 
To be read in conjunction with the multiple pregnancy guideline 

16.1 11+2 – 14+1 week Ultrasound Examination 

Once a woman has been referred to the Maternity Services she will be offered an ultrasound scan 
between 11+2 and 14+1 weeks. The sonographer will assess viability, chorionicity, congenital 
malformation and nuchal translucency.  

16.2 Dating  

See Section 5.0 

16.3 Chorionicity  

Chorionicity should be determined in the first trimester as it may not be possible after 14 weeks 
and the type of twinning very much determines the risk to the pregnancy and management 

In order to assess chorionicity:- 

 Lambda or T sign (use TV if needed) 

 Number of placental masses 

 Presence of amniotic membrane(s) and thickness 

 Discordant fetal sex (if presents after 14+0 weeks 

 The amniotic fluid, bladder size, and free-floating membrane must be assessed and 
documented.  

 An image of the confirmation of chorionicity should be saved electronically 

 

If there is uncertainty about chorionicity the woman must be referred urgently for a Fetal Medicine 
consultant scan at ASPH without delay as chorionicity is best determined prior to 14 weeks 
gestation.  

If the chorionicity cannot be determined after review by the Fetal Medicine Consultant, the plan of 
care will be as for monochorionic pregnancies. Monochorionic monoamniotic pregnancies should 
be referred for a consultant scan at ASPH as soon as possible after diagnosis.  

 

Following the first trimester scan, a consultant appointment should be made in the multiple 
pregnancy clinic within 1-2 weeks.  

16.4 Screening for Downs Syndrome in Multiple pregnancies  

 Combined screening should be offered to all women with a twin pregnancy in the same way 
as a singleton pregnancy (National Screening Committee (NSC) recommendation).  

16.4.1 DCDA and MCDA twin pregnancy:  

 Risks are reported as the risk for the whole pregnancy. 

 Detection rates of the test are slightly lower than in singleton pregnancy  

 False positive rate is higher for twin pregnancy compared with singleton pregnancy. 



 

 Section 1 

Organisational Policy  

Current Version is held 
on the Intranet 

First ratified: 

May 2020 

Review date: 

May 2023 

Version 

1 

Page 37 
of 52 

16.4.2 Triplet pregnancy: 

 Women should have counselling by a fetal medicine consultant or specialist in multiple 
pregnancy. 

 In TCTA pregnancies, use the NT and maternal age for Trisomy screening 

 In MCTA or DCTA pregnancies, refer women who wish screening to a tertiary level fetal 
medicine unit (NICE 2019) 

16.5 Sonographic Labelling of Twin Pregnancy 

At the 11-14 week scan (or at the first scan where a twin pregnancy is diagnosed), the twins should 
be labelled as follows: 

 The sonographer should decide whether the twin orientation is vertical or horizontal. 

 In a horizontal orientation Twin 1 should be assigned as the ‘lower’ twin and Twin 2 the 
‘upper’ twin. 

 In vertical orientation, Twin A should be assigned to the twin whose gestational sac is 
above the internal os and labelled ‘maternal right’ or ‘maternal left’ 

 In the Comments text in Viewpoint the sonographer should state ‘Twin 1 is on the bottom / 
left / right and Twin 2 is on the top / left / right’.  

 The position and location of placental masses should be documented 

 Women should be informed that this labelling is not necessarily the order the twins will be 
born. 

 In all subsequent scans the labelling should be consistent with the assignment at the first 
scan (Twin 1 and 2) and the Twin which is presenting should be stated. 

 Different colours should also be used to differentiate between the twins and this should be 
consistent throughout the pregnancy 

 

For example, 

Twin A, Presenting, maternal left, cephalic presentation, placenta anterior – grey 

Twin B, Maternal right, breech oblique, placenta posterior – sepia. 

 

16.6 Growth Scans  

All Multiple pregnancies should have growth scans and antenatal clinic appointments according to 
the schedule detailed in the Multiple Pregnancy Guideline. 

It is the responsibility of the sonographer diagnosing any of the concerns below to ensure that 
referral for consultant scan is made. 

 

16.7 Monitoring for Fetal growth restriction in dichorionic twin and trichorionic 
triplet pregnancies  

At each growth scan the sonographer should: 
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 clearly describe the orientation and labelling of the twins 

 assess biometry of both twins 

 measure the amniotic fluid volume (deepest vertical pool - DVP) 

 perform Doppler as per the singleton growth assessment protocol ie umbilical artery 
Doppler > 24 weeks and >28 weeks in DCDA  

 Calculate the % discrepancy in EFW 

16.7.1 DichorionicTwins: 

(Largest EFW- smaller EFW) / Largest EFW x 100 

16.7.2 Trichorionic Triplets:   

( Largest EFW  – EFW smallest ) / EFW largest x 100 

And (Largest EFW – EFW Middle fetus) / EFW largest 

16.8 Monitoring for Fetal growth restriction in monochorionic twin and mono/ 
dichorionic triplet pregnancies  

 At each growth scan the sonographer should: 

o clearly describe the orientation and labelling of the twins 

o assess biometry of both twins 

o measure the amniotic fluid volume (deepest vertical pool - DVP) 

o assess and image at each scan from 16 weeks onwards for signs of TTTS (discrepancy 
in size and AFV, free floating membrane not seen, discrepant bladder sizes, abnormal 
Dopplers) and presence or absence should be documented in the report. 

o Calculate the % discrepancy in EFW at each scan: 

16.8.1 MonochorionicTwins: 

 (Largest EFW- smaller EFW) / Largest EFW x 100 

16.9 Indications for Referral for Fetal Medicine Consultant Scan DCDA / TCTA 

 

General 

 Any women with triplet and higher-order pregnancies 

 

DCDA / TCTA 

 Discrepancy in fetal size between twins of EFW>20% 

 EFW of any of the babies <10th centile 

 

Monochorionic Twin / Mono or Dichorionic triplet 

 Difference in depths of fluid >4cm 
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 Liquor depth normal in one baby and other baby deepest pool of <2cm or >8cm. 

 EFW discordance  ≥ 20% 

 EFW of any of the babies <10th centile 

 Slowing of fetal growth velocity, discrepancy in DVP volumes or abnormal Dopplers 

 

If this is not available or EFW discordance ≥25% and EFW <10th, refer to St Georges for tertiary 
fetal medicine review. 

 

16.10 Indications to Referral to SGH Fetal Medicine 

Within Monochorionic Pair:  One baby has DVP <2cm  AND other baby has DVP >8cm before 
20+0weeks or >10cm from 20+0 weeks 

 

16.11 Discussions with SGH Fetal Medicine: 
As per NICE Multiple pregnancy guideline, the following 2 groups should have an opinion sought 
from a tertiary centre (either telephone conversation with documentation of discussion or a face-to-
face consultation): 

 1. Higher-risk multiple pregnancies (defined as): 

 monochorionic monoamniotic twin pregnancies 

 monochorionic monoamniotic triplet pregnancies 

 monochorionic diamniotic triplet pregnancies 

 dichorionic diamniotic triplet pregnancies. 

 

2. Complicated multiple pregnancies (defined as): 

 discordant fetal growth 

 fetal anomaly 

 discordant fetal death 

 feto-fetal transfusion syndrome. 
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 Appendix 1: Abbreviations 
 

 

AC  Abdominal Circumference 

AN  Antenatal 

ANC Antenatal Clinic 

AFI Amniotic Fluid Index 

BP Blood Pressure 

BPD Biparietal Diameter 

CMV Cytomegalovirus 

EDF End Diastolic Flow 

EFW Estimated Fetal Weight 

FGR Fetal Growth Restriction 

FL Femur Length 

FMU Fetal Medicine Unit 

GA Gestational Age 

HC Head Circumference 

LV Liquor Volume 

MAC Maternity Assessment Centre 

MCA middle cerebral artery 

MSD Mean Sac Diameter 

PET Pre-eclampsia 

PI Pulsatility Index 
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PUL Pregnancy of Unknown Gestation 

SFH Symphysis-Fundal Height 

SGA Small-for-Gestational Age 

SGH FMU St George’s Hospital Fetal Medicine Unit 

SLE Systemic Lupus Erythematosus 

UA PI  Uterine Artery Pulsatility Index 
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 Appendix 1: Recommended criteria for measurement of fetal 
crown rump length  

(CRL) as part of combined screening for Trisomy 21 within the NHS in England 
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 Appendix 2: Recommended criteria for measurement of fetal nuchal translucency  
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 Appendix 3: Images to be archived at the anomaly scan (FASP NHS fetal anomaly screening programme 
(FASP) 20-week screening scan base menu 

 

Area Structure detail Measurement Images to be archived 

Head and neck 
 skull 
 brain 
 neck 

Head shape Head circumference (HC) Yes (to include HC measurement, 
CSP and measurement of the 
atrium of the posterior lateral 
ventricle)  
 

Cavum septum pellucidum (CSP) Not required 

Ventricular atrium (VA) Atrium of the posterior lateral 
ventricle at the level of the 
glomus of the choroid plexus 

Cerebellum  Transcerebellar diameter 
(TCD) in the 
suboccipitobregmatic view 

Yes  
 

Nuchal fold (NF) 
 

Distance between the outer 
border of the occipital bone 
and the outer skin edge 

Yes (only if measurement ≥ 6.0mm) 

Face Coronal view of lips and nasal tip Not required Yes 

Chest 
 lungs 
 heart 

 
Chest (continued) 

Situs/laterality of heart Not required No 

4 chamber view (4CV) 

Aorta arising from left ventricle 
(LVOT) 

Pulmonary artery arising from right 
ventricle (RVOT) or the 3-vessel 
view (3VV) 

3 vessel and trachea view (3VT) 

Abdomen Stomach and position Abdominal circumference (AC) Yes (to include AC measurement, 
stomach and short section of 
umbilical vein) 

Abdominal wall and cord insertion Not required  
 

No 

Diaphragm  
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Kidneys 
 

Yes (only if AP renal pelvis 
diameter measures > 7.0mm) 

Bladder No 

Spine 
 cervical 
 thoracic 
 lumbar 
 sacral 

 

Vertebrae  
 
Skin covering 
 
To be assessed in sagittal, 
transverse and coronal planes 

Not required Yes (image sagittal plane. If it is not 
possible to archive the sagittal 
plane, then it is acceptable to 
archive the coronal plane) 
 

Limbs 
 lower 
 upper 

Femur, tibia and fibula (both legs) Femur length (FL) Yes (image and measure a single 
femur only) 

Metatarsals (both feet) Digit count not required No 

Radius, ulna and humerus (both 
arms) 

Not required 

Metacarpals (both hands) Digit count not required 

Uterine cavity 
 uterine content 

Placenta According to local guidelines According to local guidelines 

Amniotic fluid 
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 Appendix 4.  Referral process to St Georges for Fetal Medicine 
Review 

Email stgh-tr.FMUreferrals@nhs.net 

 Patient Name, telephone number and address 

 NHS Number 

 Booking Bloods 

 All pregnancy scans 

 EDD 

 
 

 Appendix 5. Referral process to St Georges for Fetal Cardiology 
Review 

Email stgh-tr.fetalcardiology@nhs.net 

 Cardiology e-referral form 

T:\Maternity\AN Screening\2020-2021\FASP\Fetal Cardiology Referrals\Fetal cardiology e-referral 
template .docx 

 Booking Bloods 

 All pregnancy scans 

 


