
The Fetal Anatomy Ultrasound
National Clinical Practice Guideline

UCD Radiography & Diagnostic Imaging
UCD School of Medicine



UCD Radiography & Diagnostic Imaging
UCD School of Medicine

Learning Objectives

• Review the justification and the importance for the guidelines

• Development and overview

• Key recommendations

• Newer recommendations

• Implementation strategies

• Benefits and challenges

• Conclusions and Q&A
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• No recognised screening programme.

• Health Act (Regulation of Termination of Pregnancy) 2018.

• Equitable access to fetal anatomy ultrasound.

• Many benefits of offering ultrasound in the mid-trimester, 

fetal anomalies, placenta previa, multiple pregnancy and 

abnormal growth patterns.

Importance of the Guideline
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• All pregnant women in Ireland 

should be offered a fetal anatomy 

ultrasound examination as part of 

standard antenatal care.

• Consistency of care

Who should have one: Everyone
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Fetal Anatomy Guidelines 2023
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• Optimally performed at 
18- 22 weeks.

• All had biometry

• Amniotic fluid assessment 

• Degrees of differences in 
the anatomy checklist

• Screening for VP

• Who signs off

• Labelling

Similarities

Common themes and differences

Differences
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Developed to be used in 3 ways: 

• National standard

• As a reference document

• A training document

Design of the new Guidelines
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Development
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• Input from Fetal medicine 
specialists and Fetal cardiologist

• 1st draft- 12 sonographers from 
large and small units across Ireland

• Stakeholders- including patient 
advocacy

• Expert advisory group

Development
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National Guidelines

Final Document
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Targeted audience

Class of 2022/ 2023
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Aim of the Guideline
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• Although many malformations can be identified, it is 

acknowledged that some abnormalities will not be detected even 

in the best of hands, or they may develop later in pregnancy.

• 30 minutes time slot allocated for a 

singleton pregnancy

Fetal Anatomy Examination
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Now the core stuff

• Fetal biometry

• Amniotic fluid assessment

• Anatomical survey

• Placental assessment

• Multiple pregnancy



UCD Radiography & Diagnostic Imaging
UCD School of Medicine

• 40 key recommendations - available in quick summary 

document

• 25 required images and 10 optional images

• Specific clinical situations for example:

– cervical length, uterine artery Doppler, placenta accreta 

and high risk pregnancies for vasa previa

Key recommendations
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pg. 88-90  National Clinical Practice Guideline

Appendix 9: Image Requirements
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Appendix 14, pg. 106  National Clinical Practice Guideline

Appendix 14: Referral Criteria
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ISUOG. Ultrasound Obstet Gynecol September 2020, March 2021

Some important points

How do we measure 
the ventricles?

5A’s
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Cardiac examination: 

• Situs- we all do

• 4 chamber- we all do

• Extended views 3 vessel view or 3 vessel trachea view – we all do

• Colour flow – new for some

• Video clips- new for some

ISUOG. Ultrasound Obstet Gynecol 2013; 41: 348–359

Some important points



UCD Radiography & Diagnostic Imaging
UCD School of Medicine

• Dates not to be changes if it was established by ultrasound 
prior to 14 weeks and CRL of 10 mms or greater.

• Hadlock charts  - measurements reported in millimeters.

• Renal pelvic diameter ≤ 7mms in the AP diameter.

• Placental edge 2cms distance  from cervix

Other important points
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• It is appropriate for appropriately experienced Sonographers 

who perform fetal anatomy ultrasound examinations to 

impart information when they are confident of the diagnosis.

• Fetal Anomaly - referral within 5 working days. 

• Major Fetal Anomaly - ideally within 3 days.

Communication
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• Review the justification and the importance for the guidelines

• Development and overview

• Key recommendations

• Newer recommendations

• Implementation strategies

• Benefits and challenges

• Conclusions and Q&A

Learning Objectives
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Consent

• Essential component of any 
medical investigation

• Written information well 
before US

• Benefits and limitations

• Opportunity to ask questions

• Medicolegal environment in 
Ireland

• If it’s not written………

• Not 100% protective
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• Unprotected fetal vessels amniotic 
membrane traverse the cervix

• 1/2500

• If diagnosed 97% survival, if not 44% 
survival

• Detection rate 93%, specificity 99%

Vasa Previa

• 80% have risk factors.
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• Succenturiate or bilobed placenta

• Low-lying placenta (60% will have)

• IVF 1/250

• Multiple pregnancies

• Velamentous cord insertion

Risk Factors for Vasa Previa

Vasa Previa

Recent Literature

Ultrasound Obstet Gynecol 2023; 61: 7–11

Published online in Wiley Online Library (wileyonlinelibrary.com). DOI: 10.1002/uog.26085

Opinion

The case for screening for vasa previa:

time to implement a life-saving strategy
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E. JAUNIAUX 4

1Division of Maternal Fetal Medicine, Department of Obstetrics
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For the past half-century, obstetric ultrasound has played

a pivotal role in improving perinatal outcomes. In

middle- and high-income countries, many preventable

complications are now screened for routinely during

pregnancy, enabling appropriate interventions to betaken

to ensure the best outcome. Vasa previa (VP) remains a

condition that is not screened for routinely, even though

it has been possible to diagnose VP prenatally with

ultrasound imaging for 35 years and its diagnosis before

birth is highly effective in preventing associated perinatal

morbidity and mortality1–10. In this Opinion, we discuss

the controversies surrounding, and possible strategies for,

screening for VP.

VP and obstetric outcome

VP is a condition in which unprotected fetal vessels

(arterial or venous) traverse the membranes overlying

the cervix1–7. The reported prevalence of VP in the

international literature ranges from 1 in 365 to 1

in 5000 pregnancies1,3,5,7,8. However, the condition is

likely to be under-reported as only cases associated with

perinatal complications tend to berecorded. If VPremains

undiagnosed prenatally, the vessel(s) often rupture along

with themembranes, leading to rapid fetal exsanguination

and death3,5,7. In 2004, a large study found a perinatal

mortality rate of 56% in cases of VP not diagnosed

prenatally10. Survivors had low Apgar scores, with

median scores of 1 and 4 at 1 min and 5 min, respectively.

Conversely, the survival rate was 97% among prenatally

diagnosed cases10. A recent systematic review and

meta-analysis found that the risk of hypoxic morbidity

was increased 50-fold in cases with undiagnosed VP

compared to those with a prenatal diagnosis11. When

VP is diagnosed prenatally, perinatal survival is almost

100%, with normal long-term outcomes4,10,11.

Ultrasound screening for VP

Until theadvent of ultrasound imaging, VPwasessentially

a post-delivery postmortem diagnosis2–4. Gianopoulos

et al.12 first reported in 1987 the prenatal diagnosis of a

case of VP with ultrasound. Subsequently, large cohort

studies have demonstrated a very high sensitivity and

specificity of ultrasound in diagnosing VP13–24. In 2013,

it was estimated that around 150 fetuses died at birth that

year in the UK due to VP25. However, the UK National

Screening Committee (UK NSC) recommends against

screening for VP, citing the following reasons26:

1. There is insufficient information about the number of

pregnancies affected by VP in the UK;

2. VP can be detected on ultrasound, but there

is insufficient knowledge about the accuracy and

practical application of the screening test;

3. A Cesarean section (CS) to deliver thefetusearly would

usually be recommended to prevent the effects of VP,

but this can have its own complications, including

iatrogenic premature delivery;

4. Some women may be advised to have an unnecessary

and early CS;

5. Other women may be reassured falsely and have a

problem during delivery anyway;

6. There is insufficient information on thecasedefinition,

natural history and epidemiology of VP;

7. There is no agreed management pathway for those

with confirmed VP and for those with risk factors in

the absence of VP.

We believe that these points are fundamentally flawed

for the reasons outlined below.

The incidence of VP is underestimated

Epidemiological data from different countries indicate

that the prevalence of VP could be as high as 1 in

12008,9,13–17,21. A prospective study of 26 830 pregnan-

cies in the UK identified 21 cases of VP confirmed at

birth, corresponding to a rate of 1 in 1278 pregnancies21.

The authors estimated that, if no cases of VP had been

diagnosed antenatally, 50% would have resulted in

stillbirth, and that antenatal screening for VP would

prevent around 10% of stillbirths from all causes21. There

are around 700 000 births per year in the UK27, and thus,

with a rate of one case of VP per 1278 pregnancies21,

approximately 550 pregnancies present with VPannually.

As the perinatal mortality of undiagnosed VP is around

56% 10, over 300 perinatal deaths from VP could be

prevented every year in the UK.

Significant health resources are dedicated to prenatal

screening programs with the intention of detecting

ã 2022 International Society of Ultrasound in Obstetrics and Gynecology. O PI N I O N
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Marginal - adverse outcome due 

to reduced blood flow to all parts 

of the placenta – IUGR/early 

delivery/NICU

• Relatively quick and easy

• Rules out vasa previa

• What is marginal? 1cm, 

2cms? Not well established

Placental cord insertion 

• Best practice, not grade A 
evidence
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Soft markers
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• Sent to all CEOs of 19 hospitals – December 2022

• Senior management and senior clinicians responsible for 

implementing recommendations

• Existing service, identify barriers (facilities, equipment, 

knowledge, skill, time)

• Education and training

• Identifying necessary resources required

Communication and Dissemination
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• Clinical Guidelines mobile 

application- MEG

• Availability of Quick 

Summary Document for 

clinical staff

MEG e Guides

Communication and Implementation 

Dissemination
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• Process for monitoring continuous improvement

• Audit criteria (12 suggested) 

• Process for evaluation of implementation and clinical 

effectiveness

• NWIHP involvement

• Guideline/Practice facilitators?

• Eventual revision and updating

Monitoring/Audit/Evaluation



UCD Radiography & Diagnostic Imaging
UCD School of Medicine

• Consistency and equity of care

• Compliance with best practice 

• Early Informed decision making

• Improved patient experience and outcomes

Benefits  
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Yes we have set it high.

However…

Have we set the bar too high?

Coordinated approach involving healthcare providers to ensure 

successful implementation and adherence to fetal anatomy 

guidelines.
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Sonographers- Thank you!!
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Contact us: 

Professor Peter McParland 

Ann Fleming - ann.fleming@ucd.ie   

Questions
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