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The 11-13"® Weeks Scan
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B The features of chromosome defects in first trimester ultrasonography
m Downs Screening at 11-13*6 weeks

B NT (nuchal translucency) certification

The features of chromosome defects in first trimester ultrasonography
® Nuchal Translucency

m Nasal bone

H Tricuspid regurgitation

m Doppler in ductus venosus

m Maxillary length

m Megacystis

m Ear length

® Femur and Humerus length

H Single umbilical artery

® Exomphalos

m Choroid plexus cyst, pyelectasis, cardiac echogenic foci
Hm Placenta volume

Nuchal translucency — definition

® Nuchal translucency is the sonographic appearance of subcutaneous accumulation of fluid behind the
fetal neck in the first trimester of pregnancy.

B The term translucency is used, irrespective of whether it is septated or not and whether it is confined
to the neck or envelopes the whole fetus.

Normal progress of NT

H In normal fetuses NT thickness increases with fetal crown-rumplength (CRL).

B The median and 95th centile of NT at a CRL of 45 mm are 1.2, and 2.1 mm and the respective values
at CRL of 84 mm are 1.9 and 2.7 mm (Snijders et al 1998).

m Increased NT, refers to a measurement above the 95th centile

m After 14 weeks, increased NT usually resolves but in some cases it evolves into nuchal edema or
cystic hygromas.

Measurement of Nuchal Translucency

Image and measurement
B The fetal crown-rump length should be between 45 and 84mm
B A good sagittal section of the fetus must be obtained, with the fetus horizontal on the screen.
m The fetus should be in a neutral position
B The widest part of translucency must always be measured.
B Measurements should be taken with the inner border of the horizontal line of the callipers placed ON
the line that defines the nuchal translucency thickness —

I AIWANSOCIEIYJORIPERINATOLOGY,



Nasal bone
m At 11-13*6 weeks the nasal bone is not visible by ultrasonography in about 60-70% of fetuses with trisomy
21, 50% of trisomy 18 fetuses and 30% of trisomy 13
m Not visible in about 2% of chromosomally normal fetuses.

Tricuspid flow

H An apical four-chamber view of the fetal heart should be obtained

H A pulsed-wave Doppler sample volume of 2.0 to 3.0 mm should be positioned across the tricuspid valve so
that the angle to the direction of flow is less than 30 degrees from the direction of the inter-ventricular septum

Doppler in the ductus venosus

m Blood flow in the ductus has a characteristic waveform with high velocity during ventricular systole (S-wave)
and diastole (D-wave), and forward flow during atrial contraction(a-wave).

Maxillary length

® Anthropometric and radiological studies in patients with Down’s syndrome have demonstrated
underdevelopment of the maxilla in more than 50% of cases (Farkas et al 2001).

m The fetal maxilla can be easily visualized and measured by sonography at 11-13*¢ weeks of gestation
(Cicero et al 2004).

m In chromosomally normal fetuses maxillary length increases linearly with gestation by about 0.1 mm for each 1
mm increase in crown-rump length.

H In the trisomy 21 fetuses the median maxillary length is significantly below the normal median for crown-rump
length by 0.7 mm.

Megacystis

m Fetal megacystis at 11-13*6 weeks of gestation, defined by a longitudinal bladder diameter of 7 mm or more,
is found in about 1 in 1,500 pregnancies.

W Megacystis is associated with increased NT, which is observed in about 75% of those with chromosomal
abnormalities, mainly trisomy 13, and in about 30% of those with normal karyotype (Liao et al 2003).

Maternal serum biochemistry in the first-trimester
In trisomy 21 pregnancies, free b-hCG is increased and PAPP-A is decreased.
H In trisomies 18 and 13 maternal serum free b-hCG and PAPP-A are decreased

Nuchal translucency and maternal serum biochemistry

H The ultrasononographic and biochemical markers can be combined to provide more effective screening than
either method individually (Spencer et al 1999).

H In the combined data on a total of 38,804 pregnancies, including 182 with trisomy 21, the detection rate for
trisomy 21 at a 5% false positive ratewas 86% (Nicolaides 2004)

The NT Certification Process

m Attendance of a FMF-recognised theoretical course

W Practical training in performing the 11-13*6 weeks scan

B Submission of a logbook of 10 images demonstrating the measurement of NT
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Fetal Brain Scan of Recent New Discovery in Transvaginal Neurosonography?
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