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M a t e r n a l - F e t a l  M e d i c i n e  

T he percent of premature 

births in the U.S is on the 

rise. In fact, it has risen by 36% since 

1984.  According to data recently pub-

lished by the U.S Department of Health 

and Human Services, the United States 

ranked 18th in infant mortality for births 

over 22 weeks with a rate of 5.8 per 

1000 live births.  This was nearly twice 

that of Norway and Sweden, the coun-

tries with the lowest infant mortality 

rates. The main cause of this high infant 

mortality rate is the large number of 

preterm births. About 1 in 8 births in 

the U.S. are born preterm, compared 

with 1 in 18 in Ireland and 

Finland.  This data highlights the fact 

that preterm birth prevention is crucial 

to lowering the U.S infant mortality 

rate.   
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Q&A >>> 

Why is it important to have your patients assessed using Fetal Fibronectin Screening? 

F 
etal fibronectin (fFN) is a basement mem-

brane protein produced by the fetal mem-

branes that functions as an adhesion binder 

of the placenta and membranes to the decidua. It is nor-

mally present in cervical secretions until 16-20 weeks 

of gestation. Numerous trials have shown both an asso-

ciation with the presence of fFN and preterm birth and 

a decrease in the risk of preterm birth when the test 

result for the presence of this protein is negative.  It has 

been hypothesized that fFN is a marker for the disrup-

tion of the chorioamnion and underlying deciduas due 

to inflammation with or without infection.  fFN assess-

ments can be performed every 2 weeks between 22 and 

35 weeks of gestation.  A negative test has a greater 

than 95% likelihood of not delivering within 14 days. 

  
 

The sensitivity of the test has been reported to be about 

61%. A positive test has also been  associated with an  

increased risk of maternal and fetal infection. The com-

bination of fFN and cervical length via transvaginal 

sonography has been used to better predict which high 

risk patients are most likely and least likely to deliver 

prematurely.  For more question & answer information, 

visit or physician resource page at: 

www.UPAMD.com 

By Dr. Denise A. Guidetti                                                    
MD, FACOG 

Sonographerõs Corner >>> 

O 
ver the last decade the incentive has been to 

find non invasive ways to identify fetuses at 

risk for Down Syndrome. As a 

result, a variety of Ultrasound markers 

have emerged. In this issue we are 

going to discuss one of the more com-

monly found ultrasound markers - the 

Echogenic Intracardiac Focus (EICF).  

This is a marker that is frequently over

-diagnosed, thus leading to increased 

patient anxiety and unnecessary inva-

sive procedures.  Therefore, it is im-

portant to understand the specific 

sonographic criteria for an EICF.  
 

By definition an EICF is simply a 

small bright spot seen in the fetal 

heart. It is usually due to a calcifica-

tion of the papillary muscle tip. About 

90% are seen in the left ventricle with the remainder 

seen in either the right ventricle or both ventricles. 

When seen biventricular, the risk for an aneuploidy 

may be increased.  

 

The ultrasound criteria for an EICF is as  

follows:  
To be a true EICF the spot must be as bright as or 

brighter than adjacent bone. It is important to use an 

appropriate transducer frequency and 

gain settings.  It is typically seen be-

tween 16 and 20 weeks in the standard 

four chambered view, but must be seen 

from several different angles. Also, it is 

very important to make sure you prop-

erly identify the Moderator band in the 

right ventricle.  Moderator bands can be 

confused with EICF’s.  And lastly, is 

this patient Asian? EICF’s are more 

commonly seen in the Asian population 

and they do not carry the same implica-

tions in assessing the patient’s risk for 

Down Syndrome.  
 

If an isolated, solitary EICF is seen in a 

patient who has been identified via Se-

quential Screening as having a low risk for Down Syn-

drome, it should still be reported. But generally speak-

ing this is not an indication for either an amniocentesis 

or a Fetal Echocardiogram.   

  
By: Colleen McElhenney,                                                  

RDMS 



P 
atient is a 34 year old multipara who pre-

sented to our office at 11 weeks of gesta-

tion for the Sequential Screen.  The Nuchal 

Translucency (NT) measured 3.82 mm.  The first part 

of the Sequential Screen showed a Down syndrome 

risk of 1:10 and CVS confirmed a normal karyotype.  

A fetal echocardiogram was performed at 

22 weeks and showed a double outlet right 

ventricle and malposition of the great ves-

sels. Delivery was planned in a facility 

with the appropriate neonatal support.   
 

While Sequential Screening has increased 

the detection rate for both Down syndrome 

and Trisomy 18, the NT measurement is 

also a screen for other adverse pregnancy 

outcomes.  Studies have shown a direct 

correlation between NT thickness and the risk for con-

genital heart defects.  For NTs between 3.5–4.4 mm 

the risk is about 3%, for NTs between 4.5–5.4 about 

7%, for NTs between 5.5–6.4 about 20% and for NTs 

over 6.5 the risk of congenital heart defects is 30%. 

Therefore, even chromosomally normal fetuses with 

an increased NT measurement should be evaluated by 

fetal echocardiography. In addition to cardiac defects, 

increased NT measurements have been linked with 

other structural malformations.  Increased NT is ob-

served in 40% of all chromosomally normal fetuses 

with exomphalos, in 40% of fetuses 

with diaphragmatic hernias, in 84% 

of fetuses with body stalk anoma-

lies and in a wide variety of genetic 

syndromes.    
 

Therefore, in chromosomally nor-

mal fetuses with a thickened NT, 

targeted sonography should begin 

at 15-16 weeks to evaluate for fetal 

anomalies and to determine the 

evolution of the NT.  If the NT measurement resolves 

and follow-up imaging fails to identify any anomalies, 

the parents can be reassured that their chances for a 

normal outcome approach that of the general popula-

tion 
 

By: Denise A. Guidetti                                                       
MD, FACOG 

Case Study >>> 

Reminders >>> Clinical Corner >>> 

Management of Recurrent Early Pregnancy Loss * 

Recurrent pregnancy loss is a common clinical 

problem, occurring in approximately 1% 

of reproductive-aged women.  Tradition-

ally, recurrent pregnancy loss has been 

defined as three consecutive spontaneous 

abortions.  However, the risk of abortion 

after 2 successive abortions (30%) is clini-

cally similar to the risk of recurrence 

among women with three or more con-

secutive abortions (33%).  Thus, patients 

with two or more consecutive spontaneous 

losses are candidates for an evaluation and 

work-up in an attempt to determine the 

underlying etiology.    
 

* ACOG Compendium  2008, Vol. II;  

Practice Bulletin,  No. 24 

Visit our website at WWW.UPAMD.COM for a 

complete list of services we provide.  In addition 

to ultrasounds for pregnancy dating, 

anatomical surveys, fetal size estima-

tions, biophysical profiles and amnio-

centesis, we also provide: 

 

¶ Diabetic counseling and manage-

ment    

¶ Preterm Labor Services, includ-

ing fetal fibronectin and 17 P 

¶ Genetic Counseling 

¶ High Risk Pregnancy Consultations 

 

In an attempt to accommodate your patients as 

quickly and easily as possible, we accept walk-



University Perinatal Associates 

11505 Fairchild Gardens Ave., Suite 101 

Palm Beach Gardens, FL 33410 

Do not forget to visit our website: 
 

WWW.UPAMD.COM  
 

Get a list of services we provide, obtain 

more information about our company, print 

forms, or use as a reference point. 

Billing Tips >>> 
When a Medicaid member is referred to a Perinatologist 

for a consultation or genetic counseling, the procedure 

codes used are 99241 to 99245.  These procedure codes 

are only allowed one time per pregnancy, so when the 

OB physician uses one of these codes for the pregnancy, 

the Perinatologist cannot use it.  The OB physician 

should use the code H1001 TG for the first prenatal visit 

which includes the completion of the Healthy Start Pre-

natal Risk Screening and code H1000 for subsequent 

prenatal visits.  Feel free to call our billing office if you 

have any questions. 


