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Theassessmentofnuchal translucency (NT)andothermarkers
for chromosomal disorders in thefirst trimester scan has been
overvalued in Brazil, while the assessment of the crown-rump
length (CRL) and early morphology are not given the same
attention. The contribution of these markers to the antenatal
care routine is evident. Similarly, the contribution of the
inverted “pyramid” of care proposed by Nicolaides1 has been
valuable in prenatal care, demonstrating the importance of
ultrasound parameters in the first trimester of pregnancy.

Parallel to the pyramid proposed by Nicolaides,1 we
propose a new “pyramid of priorities” including ultrasound
for morphological findings in the first trimester (►Fig. 1).

This new “pyramid” draws attention to themain perinatal
outcomes and to the priority of each assessment according to
the perinatal impact of each parameter. Prematurity is one of
the main perinatal health issues, and the most important
cause of neonatal morbidity and mortality. The situations of
greater adverse impact onperinatal outcomes, particularly in
underdeveloped or developing countries, include prematur-
ity (12%), preeclampsia (7%), placental insufficiency and/or
fetal growth restriction (5%), congenital malformations (3%),
twin pregnancy (1%), and chromosomal disorders (0.3 to
0.9%).2–6 Notably, preeclampsia, placental insufficiency and/
or fetal growth restriction, congenital malformations, twin
pregnancy, and chromosomal disorders can all lead to pre-
maturity. Preterm birth, placental insufficiency, and fetal
anomalies account for 90% of perinatal deaths. In addition to
the adverse perinatal outcomes, preeclampsia is the leading
cause of maternal mortality in developing countries, and the
third cause of maternal mortality in the United States of
America (20%).4,6

Considering that prematurity is associated with placental
insufficiency, which in turn is associated with fetal growth
restriction, the challenge of preventing and screening for these
conditions becomes evengreater. The prevalence and perinatal
impact of prematurity and fetal growth restriction are much
greater than those of chromosomal disorders (< 1%), which,
unlike preeclampsia and prematurity, are known to be non-
susceptible to prevention and prophylaxis. These obstetric

complications are as common today as they were 40 years
ago, and this highlights the challenges in the use of appropriate
screening methods and the implementation of appropriate
strategies to reduce their prevalence.

The assessment of NT and other markers for chromosomal
disorders, as encouraged by European centers with different
economic and public health situations, is not performed by
many sonographers in Brazil. Moreover, while performing the
assessment, the risk calculation recommended by the Fetal
Medicine Foundation is mostly not conducted.7 Furthermore,
NT assessment demands a long learning curve. We often
receive first trimester scan requests mentioning NT alone,
indicating that this measurement may be anticipated as the
most important parameter to beevaluated in thisperiod. Thus,
drawing the attention of medical societies to the CRL as the
most important parameter of the first trimester scan is
imperative. In addition to providing precise information on
gestational age, with a margin of error of 3 to 5 days, the CRL
has a short learning curve, and it is quick, reproducible, and the
only parameter with significant impact on perinatal out-
comes.8 Furthermore, from 10 weeks to 13 weeks and
6 days, ultrasound with CRL measurement for the accurate
assessment of gestational age has a level of evidence A.9

Undeniably, all obstetric reasoning and conduct depend on
the precise estimation of the gestational age to enable safe fetal
growth monitoring, adequate obstetric care, management of
prematurity, and identification of fetal growth abnormal-
ities.10,11 The overvaluation of NT in Brazil indicates that its
requestandroutineassessmentarechallengingat severalpublic
institutions, sincemany doctorswho conduct ultrasound scans
have no specific training for this measurement, and many
pregnant women miss their opportunity to have the CRL
measured to properly assess the gestational age. The impor-
tance of assessing uterine artery Doppler in the first trimester
should also be emphasized because it far outweighs the impact
ofmeasuringNT,12,13 given the prevalence of preeclampsia and
the possibility of prophylaxis with the use of aspirin, which has
beenproved to be effectivewhen introducedbefore 16weeks of
gestation in randomized clinical trials.14,15
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Therefore, we suggest that public institutions withdraw
the request for NT measurement from the first trimester
scans. The constrained demand for first trimester scans due
to the inclusion of the NT measurement request may thus be
reduced. Regarding the ultrasound report, we suggest that
the reference toNT ismaintained; however, itsmeasurement
is optional, and depends on the examiner’s skills.

Conflict of Interests
The authors have none to declare.

References
1 Nicolaides KH. Turning the pyramid of prenatal care. Fetal Diagn

Ther 2011;29(03):183–196 Doi: 10.1159/000324320
2 Iams JD, Peaceman AM, Creasy RK. Prevention of prematurity.

Semin Perinatol 1988;12(04):280–291
3 Berkowitz GS, Papiernik E. Epidemiology of preterm birth. Epi-

demiol Rev 1993;15(02):414–443
4 MacKay AP, Berg CJ, Atrash HK. Pregnancy-related mortality from

preeclampsia andeclampsia. Obstet Gynecol 2001;97(04):533–538
5 Goldenberg RL. The management of preterm labor. Obstet Gyne-

col 2002;100(5 Pt 1):1020–1037
6 Bryce J, Boschi-Pinto C, Shibuya K, Black RE; WHO Child Health

Epidemiology Reference Group. WHO estimates of the causes of
death in children. Lancet 2005;365(9465):1147–1152Doi: 10.1016/
S0140-6736(05)71877-8

7 Nicolaides KH, Spencer K, AvgidouK, Faiola S, FalconO.Multicenter
study of first-trimester screening for trisomy 21 in 75 821 preg-
nancies: results andestimationof thepotential impactof individual

risk-orientated two-stage first-trimester screening. Ultrasound
Obstet Gynecol 2005;25(03):221–226 Doi: 10.1002/uog.1860

8 Savitz DA, Terry JW Jr, Dole N, Thorp JM Jr, Siega-Riz AM, Herring
AH. Comparison of pregnancy dating by last menstrual period,
ultrasound scanning, and their combination. Am J Obstet Gynecol
2002;187(06):1660–1666

9 Crowley P. Interventions for preventing or improving the outcome
of delivery at or beyond term. Cochrane Database Syst Rev 2000;
(02):CD000170 Doi: 10.1002/14651858.CD000170

10 Whitworth M, Bricker L, Neilson JP, Dowswell T. Ultrasound for
fetal assessment in early pregnancy. Cochrane Database Syst Rev
2010;(04):CD007058 Doi: 10.1002/14651858.CD007058

11 Baschat AA. Neurodevelopment following fetal growth restriction
and its relationship with antepartum parameters of placental
dysfunction. Ultrasound Obstet Gynecol 2011;37(05):501–514
Doi: 10.1002/uog.9008

12 Plasencia W, Maiz N, Bonino S, Kaihura C, Nicolaides KH. Uterine
artery Doppler at 11 þ 0 to 13 þ 6 weeks in the prediction of pre-
eclampsia. Ultrasound Obstet Gynecol 2007;30(05):742–749

13 Poon LC, Stratieva V, Piras S, Piri S, Nicolaides KH. Hypertensive
disorders in pregnancy: combined screening by uterine artery
Doppler, blood pressure and serum PAPP-A at 11-13 weeks.
Prenat Diagn 2010;30(03):216–223 Doi: 10.1002/pd.2440

14 Rolnik DL, Wright D, Poon LC, et al. Aspirin versus placebo in
pregnancies at high risk for preterm preeclampsia. N Engl J Med
2017;377(07):613–622 Doi: 10.1056/NEJMoa1704559

15 Wright D, Poon LC, Rolnik DL, et al. Aspirin for Evidence-Based
Preeclampsia Prevention trial: influence of compliance on bene-
ficial effect of aspirin in prevention of preterm preeclampsia. Am J
Obstet Gynecol 2017;217(06):685.e1–685.e5 Doi: 10.1016/j.
ajog.2017.08.110

Fig. 1 New pyramid of priorities for the first trimester scan in Brazil.
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