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INTRODUCTION 

Normally, in advanced foetal medicine units, the aim of 

doing the first obstetric scan were as follows: to confirm 

foetal viability and date pregnancy, to determine 

chorionicity/amnionicity in multiple pregnancies, to 

examine foetal anatomy with a view of diagnosing 

abnormalities, to screen for chromosomal abnormalities, to 

screen for foetal growth restriction (FGR), preeclampsia 

(PET), preterm labour (PTL); furthermore,  to screen for 

morbid adherence of the placenta.1-17 

In general, the main goal of the first obstetric ultrasound 

scan was to provide accurate information which will 

facilitate the delivery of optimized antenatal care with the 

best possible outcomes for both mother and foetus. In 

Nigeria, it was not clear whether the outlined goals and 

indications for the scan have been adopted; there was also 
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ABSTRACT 

Background: The study was prompted by the heterogeneity in the content and the performance of dating or first 

obstetric ultrasound) scans in Nigeria. The primary aim of the study therefore was to determine whether the conduct of 

the scans conform to international norms. The secondary goal was to access the implications of the scans for maternal 

and foetal care. 

Methods: The study was of mixed design-observational, cross-sectional with audit component, carried out at the Rivers 

State university teaching hospital (RSUTH), Nigeria from November, 2020 to February 2021. A literature search was 

carried out on the subject and standards were deduced from the review. 417 consecutive patients were recruited from 

the antenatal clinic and data on their history and the conduct of the scans were collected. The content of individual scan 

report was compared with international norms. Data were analysed using Epi. Info 2018 software.  

Results: There were no guidelines nor uniformity in the conduct of dating or first obstetric ultrasound scans at the 

RSUTH. Out of the total 408 scan reports, 108 (26.47%) and 300 (73.53) took place inside and outside the RSUTH 

respectively. The gestational ages at the scans ranged from 8 to 41 weeks. Appropriate biometric parameters were used 

in 115 (28.19%) reports while in the rest, inappropriate or incomplete parameters were used. Furthermore, the following 

were not on the menu for the first obstetric scans: determination of chorionicity/amnionicity in multiple pregnancies, 

anomaly scan, screening for chromosomal abnormalities, foetal growth restriction (FGR), preeclampsia, preterm labour 

and for morbid adherence of the placenta. The deficiencies in the first obstetric ultrasound would likely lead to wrong 

dating and inaccurate growth assessment with associated adverse maternal and foetal outcomes, including wrong timing 

for obstetric interventions and also increased prevalence of those conditions that were not screened for. 

Conclusions: Absence of guidelines, inaccurate dating and foetal growth assessment and non-performance of important 

obstetric screening procedures were likely to lead to adverse maternal foetal outcomes. There was therefore urgent need 

to formulate national guidelines on the subject, adopt effective referral cascade for scans and to introduce practical 

approach to training in maternal foetal medicine in tertiary institutions in Nigeria.  
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no data on the content of the first trimester obstetric 

ultrasound scan.  

Regarding the assessment of gestational age, except in 

pregnancies arising following assisted reproductive 

technology, the exact day of conception cannot be 

determined reliably and, therefore, dating a pregnancy by 

ultrasound appears to be the most reliable method with 

which to establish true gestational age.18 It has been 

recommended, therefore, that all pregnant women be 

offered an early ultrasound scan between 8 and 13+6 

weeks to determine gestational age and to detect multiple 

pregnancies.19,20 

The uterus is said to be harbouring the embryo before 10 

weeks of pregnancy and after that, the foetus; that reflects 

the fact that after 10 weeks of gestation organogenesis is 

essentially complete and further development involves 

foetal growth and organ maturation. Furthermore, the 

physiological herniation of the bowel does not occur after 

11 weeks of pregnancy.  It is therefore reasonable to offer 

the first obstetric ultrasound scan when the gestational age 

is thought to be between 11 weeks when the crown-rump 

length (CRL) is 45 mm and 13 + 6 weeks’ gestation, as this 

provides an opportunity to achieve the aims outlined 

above.13 The CRL and bi-parietal diameter (BPD) are the 

two most commonly measured parameters for pregnancy 

dating at that gestational age. The CRL appears to be the 

more precise, allowing accurate determination of the day 

of conception, to within 5 days either way in 95% of 

cases.21,22 

Measurement of CRL and BPD can be done trans-

abdominally or trans-vaginally. Singleton nomograms 

remain valid and can be applied in the case of multiple 

pregnancy.23,24 It is recommended that CRL measurement 

should be used to determine gestational age unless it is 

above 84 mm; after this stage, Head circumference (HC) 

can be used, as it becomes slightly more precise than is       

BPD.19,21,35 Unfortunately, in Nigeria the conduct of first 

obstetric ultrasound is saddled with diverse differences 

and it is not clear when it is normally done.  

At very early gestations, when the foetus is relatively 

small, measurement errors will have a more significant 

effect on gestational age assessment; the optimal time for 

assessment appears, therefore, to be somewhere between 8 

and 13+6 weeks.21 At 11 to 13+6 weeks, the CRL and BPD 

are the two most commonly measured parameters for 

pregnancy dating.  

The second indication for the first obstetric ultrasound is 

determination of chorionicity / amnionicity in multiple 

pregnancies; it is most reliable in the first trimester.5,6 In 

Nigeria, it is unclear whether those items are looked for or 

not when doing the first obstetric ultrasound.     

The third indication for the first obstetric ultrasound is to 

examine foetal anatomy with a view of diagnosing 

abnormalities, including those of the brain stem. That 

indication is particularly important in the Niger Delta 

because of high prevalence (20.73 cases per 1,000 live 

births) of major birth defects in the region.26 It is however 

acknowledged that many gross malformations may 

develop later in pregnancy or may not be detected even 

with appropriate equipment and in the most experienced of 

hands. 

Fourthly, another indication for the first trimester scan is 

screening for chromosomal abnormalities. That is done 

either by cell-free DNA, by combination of biochemical 

tests and ultrasound features. The ultrasound features are 

foetal heart rate, nuchal translucency, assessment of the 

nasal bone, ductus venosus and tricuspid blood flow.8,27,28 

The biochemical tests are for pregnancy-associated plasma 

protein-A (PAPP-A) and placenta growth factor (PLGF).29 

In the fifth place is a group of screening tests, namely 

screen for foetal growth restriction (FGR), preeclampsia 

(PET), preterm labour (PTL), and placenta accrete 

spectrum.9-17  

Furthermore, to achieve optimal results from routine 

ultrasound examinations it is suggested that scans should 

be performed by individuals who fulfil the following 

criteria: have completed training in the use of diagnostic 

ultrasonography and related safety issues, participate in 

continuing medical education activities, have established 

appropriate care pathways for suspicious or abnormal 

findings and participate in established quality assurance 

programs.30 

Generally, it is not known to what extent the first obstetric 

ultrasound in Nigeria complies with international norm in 

terms of the content of the scans, conduct of the scans, 

timing, engagement of the Sonographers in continuous 

professional development, the biometric parameters 

measured and the report given to patients. There are also 

questions about the guidelines that are used. 

Aim 

The primary aim of the study was therefore to determine 

whether the content, conduct and timing of the first 

obstetric ultrasound scan conform to international norms 

or not. The secondary goal was to determine the 

implication of the scans for maternal and foetal care.  

METHODS 

The study was of mixed design–observational, cross-

sectional with audit component. It was carried out at the 

Rivers State University Teaching Hospital (RSUTH) from 

November, 2020 to February 2021. RSUTH is one of the 

two main obstetric referral centres in Rivers State, Nigeria.  

Firstly, a literature search was carried out on the 

availability of obstetric guideline on first trimester 

ultrasound scan. The search phrases that were used were 

as follows: ‘Guideline on dating scan in Nigeria,’ ‘first 

obstetric scan in Nigeria,’ ‘growth scan in Nigeria.’ The 
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websites of the Nigerian national postgraduate medical 

college and the West African college of surgeons were 

assessed in our quest to look for the guidelines. Guidelines 

on the first trimester scan of the foetal medicine foundation 

(FMF), Royal college of obstetricians and gynaecologists 

(RCOG), American college of obstetricians and 

gynaecologists (ACOG), International Society of 

Ultrasound in Obstetrics and Gynaecology (ISUOG), 

Australian, Canadian and many other colleges of obstetrics 

and gynaecology were assessed. Much reference was made 

to the ISUOG and FMF guidelines which form the basis 

for formulation of the review criteria for the study. 

Secondly, certain standards for first trimester scan were 

deduced from the review of current practice in RSUTH and 

from the literature review. They were as follows: 

individuals performing ultrasound scans and foetal 

biometric measurements on a routine basis should have 

specialized training in the practice of diagnostic obstetric 

ultrasound, including training in ultrasound safety; the 

optimal time for assessment of gestational age appears to 

be somewhere between 8 and 13 + 6 weeks. At 11 to 13 + 

6 weeks, the CRL and the BPD are the two most 

commonly measured parameters for pregnancy dating; 

CRL measurements should be used to determine 

gestational age unless it is above 84 mm and after that 

stage, HC can be used, as it becomes slightly more precise 

than is BPD; after the 14th week of pregnancy, the usual 

measurements include BPD, Abdominal circumference 

(AC), HC, and femur length (FL).13  

Biometric parameters or group of parameters that did not 

conform to the above standards were assessed as 

‘incorrect’; they were not applicable to the gestational age 

that they were used. The parameters were assessed as 

‘incomplete’ if correct but incomplete number of 

parameters was used.  The biometric parameters that were 

in concord with the above standards were labelled 

‘correct.’ If a group of biometric parameters was 

documented and one or more of the parameters could be 

correctly used for dating and assessment of foetal growth 

at a specific gestational age, then that group was labelled 

‘correct.’ 

The other items on the menu for the first maternal foetal 

medicine scans were as follows: determination of 

chorionicity/amnionicity in multiple pregnancies, anomaly 

scan, screening for chromosomal abnormalities, foetal 

growth restriction (FGR), preeclampsia, preterm labour 

and also, screening for morbid adherence of the placenta. 

Thirdly, 417 consecutive patients attending the antenatal 

clinic were recruited for the study. The inclusion criteria 

for the recruitment were that the patient presented for 

booking and she had had her first obstetric ultrasound scan 

in the index pregnancy. Data was collected on a structured 

pretested validated proforma by the research fellow and 

then fed onto Epi Info 2018 for analysis. The following 

data were collected: demographic, obstetric and general 

characteristics of the patients, the diagnostic or health 

facilities where the scans were done, the sonographer, the 

aim of the scan, gestational age at first scan and the 

ultrasound foetal biometric parameters that were used for 

dating the pregnancies. Scan report were reviewed for all 

the components of a first trimester foetal medicine scan   

Generally, the content and the conduct of the individual 

scan report were compared with the international norms 

and conclusions were deduced, taking into consideration 

the peculiarities and the burden of maternal foetal 

medicine problem in Nigeria.  

Determination of the sample size 

The outcome measures in the study were the percentages 

of different assessed review criteria that conform to 

international norm. Therefore, the sample size was 

calculated using the sample size formula for a cross-

sectional study with a categorical outcome.  

N = Zα/2
2 P (1-P) / d2   where 

Zα/2
2 = Standard normal deviate at 95% confidence 

interval=1.96.  

P-Expected proportion in population based on previous 

studies. Since there were no figures in the past for the 

assessed parameters in the study, 50% was used in the 

calculation of the sample size.  

d=Absolute error or precision=0.05.  

Therefore,  

n=1.962x0.5(1-0.5)/0.052 

=3.8416x0.5x0.5/0.0025=384.16 

The required number of patients for the study was 

therefore 384.16. Giving allowance for attrition rate of 

10%, the final power for the study was 

10/100×384+384=422.56. Therefore, the number of 

patients to be recruited for the study was 423. We were 

however able to recruit 417 patients and the number is not 

significantly different from the required power.  

Statistical analysis 

Data was collected on a proforma and then transferred into 

an excel file where they were cleaned and fed into Epi. Info 

2018 software for analysis. Simple proportions were used 

in the descriptive analysis. Quantitative data were 

summarized and presented as mean and standard deviation 

while qualitative data were presented as numbers and 

percentages.  

Ethical consideration 

The study was carried out in compliance with the 

international ethical guidelines for biomedical research 

involving human subjects. Ethical approval was obtained 
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from the RSUTH ethics committee. Written informed 

consents were obtained from all women enrolled in the 

study. All the information that was collected from 

individual patients was available for clinical use and for 

the research purposes. Privacy rules were maintained and 

confidentiality was observed at all levels of dealing with 

patients’ data.  

RESULTS 

Demographic, obstetric and general characteristics 

Four hundred and twenty-five (425) pregnant women were 

recruited for the study. Demographic, obstetric and data on 

the diagnostic facilities were the scans were done were 

available for 417 patients. Out of that figure, almost 

complete results were available for 408 patients but 

biometric parameters for pregnancy dating and foetal 

growth analysis during the first obstetric scan were 

available for 366 patients. In 42 of the scan reports, 

gestational ages were assigned and growth assessed 

without reporting the biometric parameters that were used.  

The mean age of the participants in the study was 

32.94±5.22 years. Majority of the patients were in the age 

category 30-34 years, followed by 35-39 years, indicating 

that the women had their children in later age of life (Table 

1). Other parameters were as shown in Table 1. 

Availability of guidelines for 1st trimester obstetric scans 

The results of the study were multifaceted. Regarding 

availability of guidelines on first trimester obstetric 

ultrasound, it was confirmed that there was no guideline at 

all. Individual practices prevailed. There was no 

uniformity on the indications, timing, presentation of 

reports and the parameters that were used for dating 

pregnancy.  

Diagnostic facilities 

Out of the total 408 scans that were done, 108 (26.47%) 

were performed in the RSUTH while the majority of the 

scans 300 (73.53%) took place outside RSUTH in private 

diagnostic centres where patients were scanned by 

imaging scientists (Table 2). 

Reports on the first obstetric scans 

All the reports were on pregnancy dating and foetal 

growth. There was no report on other components of first 

trimester foetal medicine ultrasound as practised in the 

developed world of Europe and North America.  

Table 1: Demographic, obstetric and general characteristics, n= 417. 

Demographic obstetric and general characteristics Frequency Percentage (%) 

Maternal age groups (years) 

 

15-19 3 0.72 

20-24 27 6.47 

25-29 66 15.83 

30-34 144 34.53 

35-39 132 31.65 

40-44 45 10.79 

Total 417 100.00 

Education  

 

Primary 9 2.16 

Secondary 111 26.62 

Tertiary 297 71.22 

Total 417 100.00 

Employment  

 

Employed 333 79.86 

Unemployed 84 20.14 

Total 417 100 

Marital status  

 

Married 411 98.56 

Single, never married 6 1.44 

Total 417 100 

Parity group  

 

Para 1-2 237 56.83 

Para 3 and more 117 28.06 

Primigravida 63 15.11 

Total 417 100.00 

Table 2: Diagnostic Facility where ultrasound scans were done. 

Diagnostic facilities  Frequency (%) 

In RSUTH 108 (26.47) 

Outside RSUTH 300 (73.53) 

Total 408 (100) 
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Table 3: Gestational age at first scan. 

Gestational age (Weeks) Frequency Percentage (%) 

8-10 +6  38 9.11 

11-13 +6 40 9.52 

14-23 +6 137 32.85 

24-27 +6 58 13.91 

28-36 +6 101 24.22 

37 to less than 41 weeks 34 8.15 

Nil scan report 9 2.16 

Total 417 100 

Table 4: Scan parameters and gestational age at the first scan. 

Parameters 
GA at first scan (weeks) 

Total 
8-10+6  11-3+6 14-23+6 24-42 

AC, FL, 0 (0)/ (0) 0 (0)/ (0) 0 (0)/ (0) 3 (100)/ (1.55) 3 (100) 

BPD 0 (0)/ (0) 
6 (13.64) 

(15) 
19 (43.18)/ (13.87) 

19 (43.18)/ 

(9.84) 

44 (100)/ 

(10.78) 

BPD, FL, AC 3 (2.33) 0 (0)/ (0) 
45 (34.88) 

/ (32.85) 

81 (62.79)/ 

(41.97) 

129 (100)/ 

(31.62) 

BPD, FL 0 (0)/ (0) 0 (0)/ (0) 33 (84.62) (24.09) 6 (15.38)/ (3.11) 39 (100)/ (9.56) 

BPD, HC, AC 0 (0)/ (0) 0 (0)/ (0) 3 (100)/ (2.19) 0 (0)/ (0) 3 (100)/ (0.74) 

CRL 32 25 (41.67)/ (62.5) 3 (3)/ (2.18) 0 (0)/ (0) 
60 (100)/ 

(14.71) 

CRL, FL, BPD 0 (0)/ (0) 6 (100)/ (15) 0 (0)/ (0) 0 (0)/ (0) 6 (100)/ (1.47) 

FL 0 (0)/ (0) 0 (0)/ (0) 8 (19.05)/ (5.84) 
34 (80.95)/ 

(17.62) 

42 (100)/ 

(10.29) 

BPD, FL, AC, 

HC 
0 (0)/ (0) 0 (0)/ (0) 12 (30.77)/ (8.76) 

27 (69.23)/ 

(13.99) 
39 (100)/ (9.56) 

HC, BPD, FL 0 (0)/ (0) 0 (0)/ (0) 1 (100)/ (0.73) 0 (0)/ (0) 1 (100)/ (0.25) 

Nil parameters  3 (7,14)/ (12.5) 3 (7.14)/ (7.5) 13 (30.95)/ (9.49) 
23 (54.76)/ 

(11.92) 

42 (100)/ 

(10.29) 

Total 38 (5.89)/ (100) 40 (9.80)/ (100) 137 (33.58)/ (100) 
193 (47.30)/ 

(100) 

408 (100)/ 

(100) 

Table 5: The appropriateness of ultrasound parameters used during the first scans for dating and growth 

assessment. 

Gestational age 

(Weeks) 
Parameters measured 

Appropriateness  

Appropriate,  

n (%) 

Inappropriate  

incomplete, n (%) 
No parameters 

8-13+6  

BPD, FL, AC 3  
3 

CRL 32  

BPD 6  

3 CRL 25  

CRL, FL, BPD 6  

Subtotal 72 (62.61)  6 

 

 

 

14-23+6  

BPD, [BPD, FL, AC], [BPD, 

FL], CRL, [CRL, FL, BPD], FL 
 108 (43.03) 

13 [BPD, HC, AC], 3  

BPD, FL, AC, HC 12  

HC, BPD, FL 1  

Subtotal 16 (13.91)   

 

24 to 42  

[AC, FL], BPD, [BPD, FL, AC]. 

FL, [BPD, FL]. 
 143 (56.97) 

23 

BPD, FL, AC, HC 27 (23.48)  

Total  115 (100) 251 (100) 42 (100) 

Percentage of 408 28.19% 61.52% 10.29% 
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Gestational age at first scan 

Another important finding is the gestational age at the first 

obstetric ultrasound. It ranged from 8 weeks of pregnancy 

to 41 weeks (Table 3). The highest number of the scans 

137 (32.85%) were performed at 14-23+6 weeks while the 

second highest number 101 (24.22%) was performed at 

28-36+6 weeks. 

The appropriateness of the ultrasound parameters that 

were used during the first scans for dating and growth 

assessment 

The ultrasound parameters that were used for 

determination of gestational age of the pregnancy and 

assessment of foetal growth at the first obstetric ultrasound 

were as shown in Table 4.  

Data for analysis was available for 408 patients. The 

appropriateness of the biometric parameters that were used 

for dating the pregnancies and for assessing foetal growth 

were as outlined in Table 5.  

Out of the 408 patients that had the first obstetric 

ultrasound, correct or appropriates biometric parameters 

were used for dating and foetal growth assessment in 115 

(28.19%) cases, inappropriate or incomplete parameters in 

251 (61.52%) and in 42 (10.29%) cases, gestational age 

was assigned and growth assessment was completed 

without any documented biometric parameters (Table 5). 

DISCUSSION 

The study was carried out because of the observed 

heterogeneity in the performance of the first obstetric 

ultrasound scans in Nigeria and the possible implication of 

that for maternal and foetal healthcare. The demographic 

and the obstetric characteristic of the patients showed that 

276 (66.19%) out of the 417 recruited patients were 

pregnant at the age categories of 30-39 year, suggesting 

that most of the women had children later in life. Most of 

the patients were parous with para 1-2 patients constituting 

237 (56.83%).  

Regarding availability of guideline on first trimester 

obstetric ultrasound, it was confirmed that there was no 

guideline at all; individual practices prevailed. There was 

no homogeneity in the indications, timing, presentation of 

reports and the biometrical parameters that were used for 

dating pregnancy. That is in contrast to what happens in 

developed countries where medical practice is guided by 

protocols e.g., the UK, Australia and the USA.31-33 It was 

also contrary to ISUOG recommendations.2,19,20 

Furthermore, out of the total 408 first obstetric scans, 108 

(26.47%) were performed in the RSUTH while the 

majority of the scans 300 (73.53%) took place outside 

RSUTH in private diagnostic centres where patients were 

scanned by imaging scientists. The 2 factors (lack of 

guidelines and scans done by non-obstetric practitioners) 

might have had adverse impact on the quality of the 

content of the report. There was also massive loss of 

earnings from scans by the RSUTH since most of the scans 

were done outside the hospital. 

The recommendation by ISUOG is that to achieve optimal 

results from routine ultrasound examinations, scans should 

be performed by individuals who fulfil the following 

criteria: have completed training in the use of diagnostic 

ultrasonography and related safety issues, participate in 

continuing medical education activities, have established 

appropriate care pathways for suspicious or abnormal 

findings and participate in established quality assurance 

programs.19,30 Unfortunately, apart from the first 

prerequisite, it is likely that none of them would be met by 

the imaging scientists. The radiographers have however 

over the years perfected their practice and have being 

offering the service 

Another important finding was the gestational age at which 

the scans were performed. They ranged from 8 to 41 weeks 

with the highest number of the scans 137 (32.85%) been 

performed at 14-23+6 weeks while the second highest 101 

(24.22%) were done at 28 to 36+6 weeks. Only 78 (18.71%) 

out of the total 417 first scans were performed at 8-13+6 

weeks as recommended by ISUOG.19,21,25 The implication 

of that was that even if the routine screening for different 

obstetric problem were to be done in the first trimester, it 

would not have been possible to do that for the majority of 

the patients 339 (81.29%) who had their first scans outside 

the recommended window for that.  

The appropriateness of the use of the biometric parameters 

was assessed. Out of the 408 patients that had the first 

obstetric ultrasound, appropriate biometric parameters 

were used for dating and foetal growth assessment in 115 

(28.19%) cases, inappropriate or incomplete parameters in 

251 (61.52%) and in 42 (10.29%) cases, gestational age 

was assigned and growth assessment completed without 

any documented biometric parameters. The gestational 

ages of the 72 patients (62.81% of 115) who had their 

scans at 8-13+6 weeks might have been assessed correctly 

since appropriate parameters were used.  

In other scans where appropriate parameters were used for 

dating and growth assessment-16 (13.91%) at 14-23+6 

weeks and 27 (23.48%) at 24-42 weeks, although the 

gestational age and growth would have been assessed 

appropriately, interval scans were not performed, not to 

recalculate the EDD,  but to confirm normal foetal 

growth.31 Dating scans and growth assessment were likely 

to be wrongly done in those cases where inappropriate or 

incomplete parameters were used-251 (61.52%) and also 

in 42 cases (10.29%) were gestational ages were assigned 

and growth assessment was completed without any 

documented biometric parameters. The inappropriate 

dating of pregnancies and assessment of growth would 

have had adverse impact on maternal foetal care. 

Appropriately performed obstetric ultrasonography has 

been shown to accurately determine gestational age.34 On 
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the other hand, inappropriate dating of pregnancy in the 

first trimester or during the first obstetric scan as in the 

present study due to usage of wrong biometric parameters 

will have enormous implication on the pregnancy 

outcome.  Accurate estimation of gestation age is vital for 

timing of appropriate obstetric care; scheduling and 

interpretation of certain antepartum tests; determining the 

appropriateness of foetal growth; and designing 

interventions to prevent preterm births, post-term births, 

and related morbidities.35 So if it is not done accurately the 

above itemised obstetric care will not be achieved. 

Another important finding in the study was that apart from 

dating and foetal growth, no other first trimester 

assessment was done. The other assessments that are 

normally carried out in foetal medicine units in the first 

trimester are determination of chorionicity/amnionicity in 

multiple pregnancies, anomaly scans, screening for 

chromosomal abnormalities, foetal growth restriction 

(FGR), preeclampsia (PET), preterm labour (PTL) and 

morbid adherence of the placenta.5,6,9-15 

In the Niger Delta and in Nigeria in general, performing 

the first obstetric ultrasound in the first trimester or in any 

other trimester without taking into consideration the 

topography of obstetric diseases will be tantamount to a 

substandard care. The prevalence of major birth defects in 

the Niger Delta was 20.73 cases per 1,000 live births.36 It 

is therefore imperative that anomaly scan, including 

assessment for major and minor markers of chromosomal 

abnormalities should be performed during the first 

obstetric ultrasound in the Niger Delta. Another important 

issue was the fact that there is high prevalence of twin 

pregnancies in Nigeria-19.5 per 1000 live births in the 

RSUTH.37 Unfortunately, in the available reports, where 

multiple pregnancy was present, there was no report on 

chorionicity and amnionicity and that does not conform 

with international norm.3,4,6 

Furthermore, Preeclampsia /Eclampsia is responsible for 

23.4% of significant maternal outcome (SMO) which 

includes near-misses and maternal death.38 In Nigeria, 

preterm births account for 40-60% of all perinatal deaths.39 

Therefore, the first obstetric ultrasound scan will not be 

complete without screening for preeclampsia and preterm 

births in the first and the second trimesters of pregnancy. 

The screening is necessary because measures can be put in 

place to prevent their occurrence.  

Another obstetric pathology of interest is morbid 

adherence of placenta. This is particularly so because of 

the increasing prevalence of elective and emergency 

caesarean section in Nigeria. It will therefore be a welcome 

idea to include screening for placenta accrete spectrum in 

the general menu for first trimester or first obstetric 

ultrasound in the Nigeria. The screen-positive cases will 

be followed up in pregnancy and when confirmed adequate 

plan will be put in for the method and place of delivery. 

The limitation of the study lies in the fact that the patients 

were not followed up till delivery and postpartum. 

Therefore, the specific impact of wrong dating and non-

performance of necessary foeto-maternal scans on 

maternal and perinatal morbidity and mortality was not 

assessed 

CONCLUSION 

The study exposed the heterogeneity in the ways that 

dating and first obstetric ultrasound scans were done due 

to lack of practising guidelines in Nigeria, the fact that 

majority of obstetric ultrasound were done outside tertiary 

centres by imaging Scientists, late presentation for first 

obstetric ultrasound and omission of standard maternal 

foetal medicine items on the menu, like screening for 

chromosomal abnormalities, preterm birth, preeclampsia, 

placenta accrete spectrum and  foetal abnormalities from 

the scans.  

In the majority of the scans, inappropriate biometric 

parameters were used for dating pregnancies and assessing 

foetal growth. Consequently, accurate assessment for 

timing of obstetric interventions might not be possible. 

There was therefore urgent need for formulation of 

Nigerian national guidelines on the first trimester maternal 

foetal medicine scans, engagement in CPD, adoptions of 

practical approach to training in maternal foetal medicine, 

advocacy in primary health centres and adoption of 

appropriate risk assessment and referral guidelines which 

will enhance early booking for antenatal care and therefore 

early attendance for first trimester scan. 

Recommendation 

Firstly, another similar study could be designed whereby 

patients would be followed up in labour and postpartum 

with a view of determining the actual impact of wrong 

pregnancy dating and non-performance of necessary foeto-

maternal medicine scans on maternal and perinatal 

morbidity and mortality. 

Secondly, there was urgent need for formulating Nigerian 

national or local guidelines on dating and first trimester 

obstetric ultrasound scan or better still, adopting the 

ISUOG guideline with specific modifications taking into 

consideration the peculiarities of obstetric disease pattern 

and the economic development in Nigeria.  

Thirdly, the quality of the scans could be largely enhanced 

if practical approach to training in maternal foetal 

medicine was adopted and the scans were mostly done in 

maternal foetal medicine units. That would enable resident 

trainees in maternal foetal medicine to do the scans. It 

would reduce the number of patients that go for scans 

outside the hospital and consequently reduce flight of 

financial resources. The imaging scientists could also be 

retrained in obstetric ultrasound, engage in CPD and work 

in accordance with a given protocol.  

Fourthly, there is urgent need for advocacy at the level of 

primary health centres to educate and sensitise patients on 
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the need for early booking for obstetric care and scan from 

8 weeks of pregnancy, preferably from 11 weeks. There 

was also the need for adoption of a good guide to obstetric 

risk assessment and referral cascade in Nigeria. That will 

go a long way, reducing the number of late attendances for 

antenatal care and scans and consequently the associated 

poor maternal and perinatal outcomes. 
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