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Abstract: Sophisticated screening protocols for genetic abnormalities constitute an important com-
ponent of current prenatal care, aiming to identify high-risk pregnancies and offer appropriate
counseling to parents regarding their options. Definite prenatal diagnosis is only possible by invasive
prenatal diagnostic testing (IPDT), mainly including amniocentesis and chorionic villous sampling
(CVS). The aim of this comparative review was to summarize and compare the existing recom-
mendations on IPDT from the most influential guidelines. All the reviewed guidelines highlight
that IPDT is indicated based on a positive screening test rather than maternal age alone. Other
indications arise from medical history and sonography, with significant variations identified between
the guidelines. The earlier time for amniocentesis is unequivocally set at ≥15 gestational weeks,
whereas for CVS, the earlier limit varies from ≥10 to ≥11 weeks. Certain technical aspects and
the overall approach demonstrate significant differences. Periprocedural management regarding
Rhesus alloimmunization, virologic status and use of anesthesia or antibiotics are either inconsistent
or insufficiently addressed. The synthesis of an evidence-based algorithm for IPDT is of crucial
importance to healthcare professionals implicated in prenatal care to avoid unnecessary interventions
without compromising optimal prenatal care.

Keywords: invasive prenatal diagnostic testing; chorionic villous sampling (CVS); amniocentesis;
indications; technique; complications

1. Introduction

Prenatal care involves providing a bundle of examinations and guidance to the preg-
nant woman, to promote education and awareness and prevent or ameliorate adverse
outcomes [1]. Detection of genetic abnormalities and birth defects has been a main focus of
prenatal screening policies, although screening has also expanded to include potentially
preventable adverse outcomes, including preeclampsia, preterm birth and stillbirth [2].
Genetic or birth defects complicate about 3% of births; chromosomal abnormalities in-
clude aneuploidies, translocations, deletions and duplications [3]. Major chromosomal
abnormalities affect up to 1 in 140 live births [4].

Prenatal screening protocols for common aneuploidies, especially trisomy 21, imple-
ment various sonographic and/or biochemical markers to produce a risk stratification [2].
During the past few decades, a substantial shift from maternal age alone-based screening to
more sophisticated combined screening protocols evolved in clinical practice [5,6]. Different
strategies of screening have been proposed in the literature, including integrated, stepwise
sequential or contingency screening that are available in the first and/or second trimesters
of pregnancy [7,8]. Aneuploidy screening has radically changed following the introduction
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of cell-free DNA (cfDNA) testing, which has been validated as a highly accurate screening
tool, especially in singleton pregnancies [9].

According to its definition, screening provides only a risk estimate and does not
constitute a diagnosis. Definite diagnosis is only achieved by cytogenetic analysis of cells
obtained through invasive prenatal diagnostic testing (IPDT); the latter includes chorionic
villous sampling (CVS) and amniocentesis as well as fetal blood sampling (FBS) under
specific indications [10,11]. The first diagnostic amniocentesis for trisomy 21 dates back
to 1968 [12], and the description of the technique preceded this by several years [13,14].
Amniocentesis became the gold standard of prenatal diagnosis during the 1970s, and CVS
was introduced a decade later [15,16]. Since then, as experience in IPDT has accumulated,
several alterations were implemented on indications, timing, technical aspects and cytoge-
netic analysis techniques; procedure-related complications were also described [11]. The
choice of the procedure is affected by both the operator’s expertise and the individual
patient’s preferences that are reflected in decision making. IPDT should be undertaken by
appropriately trained healthcare professionals, taking into consideration the inter-operator
variability, as well as the associated cost [17–19].

Several medical societies have developed guidelines to address the issues related to
IPDT and guide clinical practice, which has substantially evolved during the past few
decades. As there are considerable differences in recommended practices and approaches,
usually affected by cost-effectiveness analyses and associated healthcare policies, we de-
cided to undertake this review to summarize and compare the recommendations provided
by influential medical societies with regard to IPDT for fetal genetic defects and underline
potential agreements and disagreements.

2. Evidence Acquisition

The most recently published guidelines from seven medical societies on IPDT were
retrieved, and a descriptive review was performed. We included recommendations from
the National Society of Genetic Counselors (NSGC 2013) [7], the American College of
Obstetricians and Gynecologists and the Society for Maternal-Fetal Medicine (ACOG-
SMFM 2016) [20], the International Society of Ultrasound in Obstetrics and Gynecology
(ISUOG 2016) [21], the Human Genetics Society of Australasia and the Royal Australian and
New Zealand College of Obstetricians and Gynaecologists (HGSA—RANZCOG 2018) [22],
as well as the Royal College of Obstetricians and Gynaecologists (RCOG 2021) [23].

An overview of recommendations is presented in Table 1 (indications for IPDT),
Table 2 (amniocentesis), Table 3 (chorionic villus sampling) and Table 4 (periprocedural
management). Of note, the RCOG guideline does not make any reference to the indications
of IPDT.

Table 1. Summary of recommendations on the indications for invasive prenatal diagnostic testing.

NSGC ACOG-SMFM ISUOG HGSA-RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Title

NSGC Practice
Guideline: Prenatal

Screening and
Diagnostic Testing

Options for
Chromosome
Aneuploidy.

Prenatal Diagnostic
Testing for Genetic

Disorders.

ISUOG Practice
Guidelines: Invasive

procedures for
prenatal diagnosis.

Prenatal screening
and diagnostic
testing for fetal

chromosomal and
genetic conditions.

Amniocentesis and
chorionic villus

sampling.

Pages 12 14 13 35 15

References 44 74 106 47 55
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Table 1. Cont.

NSGC ACOG-SMFM ISUOG HGSA-RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Indications for IPDT

Positive screening
result.

Ultrasound findings
(NT > 3.0 mm or
>95th percentile).

Positive screening
result.

Ultrasound findings
(not specified).

Positive screening
result.

Ultrasound findings
(structural defects

associated with
chromosomal

abnormalities).

Positive screening
result. Not discussed

Past History Not discussed

Previous child or
fetus with

chromosomal
aneuploidy.

Known parental
carrier status.

Previous child or
fetus with

chromosomal
aneuploidy.

Known parental
carrier status.

Not discussed Not discussed

Maternal request Available to
all women.

Available to
all women.

Only under specific
circumstances.

Available to
all women. Not discussed

Maternal age Not discussed
Advanced maternal
age does not justify

invasive testing.

Advanced maternal
age does not justify

invasive testing.

Available to all
women irrespective

of age.
Not discussed

Assisted
Reproduction

Techniques (ART)
Not discussed Not discussed IVF or ICSI is not an

indication for IPDT. Not discussed Not discussed

Cell-free DNA A positive
cfDNA result.

A positive
cfDNA result.

A positive
cfDNA result.

A positive or a “no
call” cfDNA result. Not discussed

ICSI: intracytoplasmic sperm injection; IVF: in vitro fertilization; IPDT: invasive prenatal genetic diagnosis;
NT: nuchal translucency.

Table 2. Summary of recommendations on amniocentesis.

NSGC ACOG-SMFM ISUOG HGSA-RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Timing ≥15 weeks ≥15 weeks ≥15 weeks
≥15 weeks

Not recommended
before 14 weeks.

≥15 weeks

Technique Not discussed

Continuous
ultrasound guidance.

Sterile technique.
Needle size 22 G.

Continuous ultrasound
guidance.

Aseptic technique.
Maximum needle size 20–22 G.
Avoid placenta and placental

cord insertion site, especially in
Rhesus-negative women.

Not discussed
Continuous

ultrasound guidance.
Aseptic technique.

Complications

Fetal loss, limb
defects,

membrane
rupture.

Fetal loss, vaginal
spotting, membrane

rupture.

Fetal loss, chorioamnionitis,
membrane rupture.

Fetal injury, maternal
complications (rare).

Not discussed

Fetal loss, severe
infection, fetal injury,

maternal visceral
injury.

Maternal cell
contamination Not discussed Discard the first

1–2 mL. Discard the first 2 mL. Not discussed Risk 1–2%.

Table 3. Summary of recommendations on chorionic villus sampling.

NSGC ACOG-SMFM ISUOG HGSA-RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Timing Not discussed ≥10 weeks ≥10 weeks ≥11 weeks

≥10 weeks
If possible after

11 completed weeks,
when technically easier.
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Table 3. Cont.

NSGC ACOG-SMFM ISUOG HGSA-RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Technique Not discussed

Transabdominal or
transcervical

approach.
Continuous

ultrasound guidance.

Transabdominal or
transcervical

approach.
Continuous

ultrasound guidance.
Aseptic technique.

Not discussed
Continuous ultrasound

guidance.
Aseptic technique.

Complications

Fetal loss, limb
defects (especially
before 10 weeks).
Procedure-related

complications
comparable with

amniocentesis, only
in experienced

centers.

Fetal loss, vaginal
bleeding,

limb defects
(especially before

10 weeks).

Fetal loss, vaginal
bleeding, amniotic

fluid leakage,
chorioamnionitis.

Not discussed
Fetal loss, severe

infection, fetal injury,
maternal visceral injury.

Table 4. Summary of recommendations on periprocedural management at invasive prenatal diagnos-
tic testing.

NSGC ACOG-SMFM ISUOG HGSA-
RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Periprocedural
management Not discussed Not discussed

Provide a detailed report.
Ultrasound check for

fetal heart rate,
hematoma and amniotic
fluid after the procedure.

Not discussed
Need to have a written

consent form before
invasive testing.

Rhesus
alloimmunization Not discussed Not discussed

Check Rhesus and
alloantibodies.

Administer anti-D
immunoglobulin in

Rhesus-negative women
within 72 h, unless there
is proof that the alleged

father is Rhesus-negative.

Not discussed

Inform patients of
aftercare, including

Rhesus immunization in
non-sensitized

Rhesus-negative women.

Blood-borne viral
diseases Not discussed

Routine screening not
recommended.

Recommendations apply
to known

chronic infections.

Routine screening for
transmittable viral

diseases not
recommended.

Not discussed

Universal screening for
blood-borne viral disease
is recommended and is
performed by review of

previous records.

HIV, HBV, HCV Not discussed

Low incidence of HBV
vertical transmission with

low viral load. Risk for
HCV vertical
transmission

presumably low.
Low risk of HIV vertical
transmission in women

under antiretroviral
therapy and undetectable

viral load. Optimally
postpone invasive testing
until viral load is below

detection cut-off.
Data for CVS are limited.

Noninvasive testing is
preferable to invasive
procedures in known

HCV-, HBV- or
HIV-positive status.
If invasive testing is

performed, avoid the
placenta.

In cases of HBsAg
(+)/HbeAg (−) or HIV

(+) in HAART, the risk of
vertical transmission is

not increased.

Not discussed

HBV or HCV infection is
not a contraindication for
invasive testing. Minimal

risk for vertical
transmission for HBV

and low viral load and no
proven risk for HCV.

Withhold invasive testing
until HIV results

available.In cases of HIV
(+) under HAART, the
risk is low. Optimally,

postpone invasive testing
until viral load is below

detection cut-off.
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Table 4. Cont.

NSGC ACOG-SMFM ISUOG HGSA-
RANZCOG RCOG

Issued 2013 2016 2016 2018 2021

Aseptic technique Not discussed Sterile technique. Details
not specified.

Sterile gloves, gauzes,
needles, forceps. Skin

decontamination
(chlorhexidine or iodine).

Sterile drape.
Sterile bag for ultrasound

probe or probe
disinfection.
Sterile gel.

Sterile speculum and
disinfection of cervical
and vaginal mucosa for

transcervical CVS.

Not discussed

Skin decontamination.
Sterile bag for

ultrasound probe.
Sterile gel.

Anesthesia Not discussed Not discussed

Local anesthesia not
recommended for

amniocentesis. There are
no available data for

transcervical CVS.
Consider local anesthesia
for transabdominal CVS
to reduce discomfort and

maternal movement.

Not discussed Not discussed

Ultrasound
evaluation Not discussed Not discussed

Pre-procedural (HR, GA,
placenta, amniotic fluid).

Post-procedural (HR.
placenta, amniotic fluid).
Check for complications

immediately after or even
days after.

Not discussed Not discussed

Antibiotics Not discussed Not discussed Antibiotic prophylaxis
not recommended. Not discussed

Consider antibiotic
therapy in cases of
purulent or cloudy

amniotic aspirate or in
the presence of clinical

chorioamnionitis.

Thromboprophylaxis Not discussed Not discussed

Discontinuation of the
regimen in

women receiving
thromboprophylaxis or
low dose aspirin is not

recommended.

Not discussed Not discussed

Counseling

Refer for
genetic

counseling
when there are

concerns in
decision
making.

Offer pretest counseling.
Nondirective counseling.

Refer to genetic
counseling after a

suspected diagnosis of
aneuploidy or in complex

cases of mosaicism.

Offer pretest counseling.
Genetic counseling in

cases of sample
mosaicism.

Offer
individualized

counseling.
Genetic

counseling in
high-risk women

Pretest counseling by
appropriately trained

professionals.

HIV: human immunodeficiency virus; HBV: hepatitis-B virus; HCV: hepatitis-C virus; CVS: chorionic villus
sampling; HAART: highly active antiretroviral therapy; HR: heart rate; GA: gestational age.

3. Indications for Invasive Prenatal Diagnostic Testing

It is well-documented that prenatal screening for fetal aneuploidies should be of-
fered to all women [24]. Screening options are delineated by guidelines and local stan-
dards. However, as already mentioned, the result of a screening test does not constitute
a definite diagnosis. Definite diagnosis requires IPDT, which is generally reserved for
high-risk women.
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3.1. High-Risk Groups for Fetal Aneuploidy

Several reviewed guidelines recommend offering IPDT when a screening test is pos-
itive or above predetermined cut-off values, including variable protocols for combined
screening (NSGC, ACOG-SMFM, ISUOG, HGSA-RANZOG). Moreover, abnormal ultra-
sound findings represent another common indication for IPDT (NSGC, ACOG-SMFM,
ISUOG); however, specific ultrasound findings that require diagnostic testing differ among
these guidelines. In particular, ACOG-SMFM does not specify the ultrasound findings that
should prompt investigation with IPDT. However, it is stated that the risk fluctuates based
on the number and type of the anomalies. Wladimiroff et al. described the findings from
karyotyping a total of 170 fetuses with specific structural defects or fetal growth restriction,
polyhydramnios and fetal hydrops [25]. The majority of the cases included either one
major defect (including cardiac defects, duodenal atresia, omphalocele or cystic hygroma),
multiple minor defects or rare deficits; a chromosomal abnormality was detected in 20.5%
of the analyzed cases [25]. ISUOG defines abnormal ultrasound findings as the recognition
of a structural anomaly indicative of chromosomal abnormalities, but does not provide
specific information on these abnormalities. Additionally, the NSGC states that a nuchal
translucency (NT) measuring ≥ 3 mm or above the 95th percentile should be followed by
IPDT. Souka et al., in a review on the association between increased NT and major fetal
abnormalities in chromosomally normal fetuses, found that the prevalence of abnormalities
increases with NT thickness (1.6% in NT < 95th percentile, 2.5% for NT between 95th and
99th percentiles, up to 45% for NT ≥ 6.5 mm) [26].

3.2. Past History

A personal history of a previous child or fetus diagnosed with chromosomal abnor-
mality poses an independent indication for invasive testing (ACOG-SMFM, ISUOG). This
is derived and supported by data reporting increased risk of recurrence in subsequent
pregnancies [27]. Warburton et al. investigated the risk for trisomy recurrence combining
the data from two large databases; the risk for trisomy 21 recurrence is higher than the
expected based on maternal age, when the first occurrence was after 30 years of age [27].
Nevertheless, the risk of recurrence of a viable trisomy is multiplied by 1.6 to 1.8 after a
previous history of trisomy 21, 18 or 13, independently of the viability of the fetus [27].

As far as parental status is concerned, known carrier status for a balanced chromosomal
translocation or inversion or parental aneuploidy or mosaicism for aneuploidy justify
further diagnostic testing according to ACOG-SMFM and ISUOG. Parental carrier status
that has been diagnosed after a history of an affected child dramatically increases the risk
for chromosomal abnormality in the current pregnancy, compared to cases incidentally
diagnosed, with no previous history [28]. More specifically, the relevant risks are 5–30%
compared to 0–5% for translocations and 5–10% compared to 1–3% for inversions [28].

3.3. Maternal Request

NSGC, ACOG-SMFM and HGSA-RANZCOG support offering the option of IPDT to
all women, irrespective of age or other risk factors. According to ISUOG, however, IPDT is
not justified based solely on maternal request and should be offered only after extensive
counseling by an expert. The reasoning behind offering to all women the option of invasive
testing is supported by the fact that using array comparative genomic hybridization (array-
CGH) technology in pregnant women, irrespective of age, with normal ultrasound and
karyotype, the risk of finding a pathogenic copy number variant is >1% [29,30]. Taking
into consideration the distribution of maternal age, which gradually increases, the reduced
complication rates of invasive procedures and the personal beliefs and expectations of
each woman for their pregnancy, an individualized approach is encouraged to allow for
informed decisions regarding invasive testing [31,32].
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3.4. Maternal Age

ACOG-SMFM, ISUOG and HGSA-RANZCOG agree that maternal age as a standalone
criterion is not an indication for invasive prenatal testing. The concept of maternal age-
based strategies for IPDT has been re-evaluated in the past two decades [31]. There is a
shift towards screening-based risk stratification and maternal age is co-evaluated among
other factors, derived from screening protocols [32–35]. This shift is justified, as screening
strategies are evolving to become more sensitive and intend to minimize procedure-related
risks and costs, associated with invasive testing [31].

3.5. Assisted Reproduction Techniques

ISUOG recommends against routine IPDT following IVF or ICSI, in the absence of
other risk factors; however, in the context of ICSI due to oligospermia, it recommends
counseling of the couple for the higher risk of chromosomal abnormalities associated with
infertility in the male offspring. Bonduelle et al. investigated 1586 fetuses conceived by ICSI
and found a significantly higher rate of inherited chromosomal abnormalities in these cases,
compared to the general population (1.4% vs. 0.3%) [36]. The majority were attributed to
the male partner and associated with sperm quality, initially necessitating ICSI [36]. The
other guidelines do not make any relevant recommendation.

3.6. Cell-Free DNA

cfDNA is based on the analysis of circulating fractions of fetal DNA in maternal
serum to achieve prenatal screening for aneuploidies [37,38]. cfDNA is a screening and
not diagnostic test and therefore should not substitute IPDT (NSGC). The role of cfDNA
is either as a first-tier screening tool for fetal aneuploidy or as second-tier screening after
a positive screening result (derived, for example, from combined first trimester screen-
ing) and before IPDT is undertaken (HGSA-RANZCOG). The latter approach may place
some originally high-risk women at a low-risk level, and as they may avoid invasive
testing, some cases with aneuploidy may be missed [39]. In any case, a positive result of
a non-invasive prenatal test (NIPT) should be referred for IPDT (NSGC, ACOG-SMFM,
ISUOG, HGSA-RANZCOG). Moreover, low fractions of cfDNA in maternal serum (less
than 4%) may lead to an inconclusive test result, referred to as a “no call” result [24].
HGSA-RANZCOG suggests IPDT among other options (detailed ultrasound follow-up or
combined screening if not already performed or even repeat cfDNA, on the grounds of
a higher risk of aneuploidy). Pergament et al. analyzed cfDNA in 1051 pregnancies and
found that in cases of aneuploidy, a percentage as high as 16% did not return a result; in half
of these cases, the fetal fraction was below the 1.5th percentile compared to normal euploid
samples [40]. Moreover, a “no-call” result due to a low fraction of cfDNA was associated
with significantly higher odds for aneuploidy (OR: 5.7; 95% CI: 2.5–13.1), compared to
samples within the normal range [40]. Several studies have demonstrated that fetal fraction
is significantly higher in trisomy 21 and lower in trisomies 13, 18 and triploidies, compared
to euploid pregnancies [41,42].

Of note, there may be additional contributing factors to a “no-call” result in the context
of aneuploidy, other than low fetal fraction, that have not been extensively investigated
or understood [43]. Particularly, variables such as maternal body mass index, maternal
age, gestational age, medications, ethnicity and conception through assisted reproduction
techniques may also interfere with the fraction of cfDNA, acting as significant confounders
to the interpretation of the results [42,44,45]. Repeating the cfDNA test at a later gestational
age in these cases is reasonable (as cfDNA fraction increases with advancing gestational
age), but may delay definite diagnosis [43,45,46]. Previous screening results and ultrasound
findings should be taken into account in the interpretation of noninformative results and
clinical decision making [42].

Another concern is that confined placental mosaicism (CPM) is a common cause of a
false positive cfDNA result associated with a normal euploid fetus [47]. On the other hand,
CVS is associated with an incidence of about 2% of cell mosaicism, and only 13% of those
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cases correspond to true fetal mosaicism, as confirmed by amniocentesis [48]. Therefore,
since CPM may per se be the reason for an abnormal cDNA result, there are thoughts about
the potential superiority of amniocentesis over CVS to provide a definite diagnosis in such
cases [49]; however, this issue is not addressed by the reviewed guidelines.

4. Available Techniques for Invasive Prenatal Diagnostic Testing
4.1. Amniocentesis
4.1.1. Timing

All guidelines agree that amniocentesis should be performed only after 15 completed
gestational weeks. The reason for this recommendation is the well-documented higher risk
of procedure-related complications in cases of early amniocentesis, including pregnancy
loss, fetal congenital defects and membrane rupture at an earlier gestational age [50–53].

4.1.2. Technical Aspects

Amniocentesis involves the insertion of a needle system through the abdominal wall
into the amniotic cavity to obtain amniotic fluid for genetic analysis [54]. The sample
contains fetal exfoliated cells, transudate, fetal urine and secretions [54]. The maximum
caliber of the needle for amniocentesis is a key technical aspect. ACOG-SMFM recommends
a 22-gauge needle, whereas according to the ISUOG guidelines, either a 20 G or 22 G needle
may be used; a larger caliber needle is associated with quicker fluid aspiration without
increasing the risk of intrauterine bleeding [55]. Based on the findings of previous stud-
ies, transplacental needle passage increases the risk of contamination with blood [56–58].
Therefore, the passage of the needle through the placenta or at the placental cord insertion
site should be avoided, unless it is the only alternative to safely access an adequate am-
niotic fluid pool. ACOG-SMFM and ISUOG further underline the importance of such an
approach, especially for Rhesus-negative women, due to the potentially higher incidence of
feto-maternal hemorrhage and alloimmunization [58]. ISUOG, ACOG-SMFM and RCOG
highlight the necessity of continuous ultrasound visualization during the procedure. Of
note, the other guidelines do not make any relevant recommendation.

4.1.3. Maternal Cell Contamination

ACOG-SMFM, ISUOG and RCOG are the only guidelines that comment on the pos-
sibility of maternal cell contamination in the sample retrieved from amniocentesis. The
frequency of this condition greatly varies among different series and is higher in cases of
transplacental passage, need for second needle insertion, operator’s lack of experience and
blood staining of the amniotic fluid [59–61]. In order to avoid maternal contamination,
ACOG-SMFM and ISUOG encourage the disposal of the first 1–2 mL that are aspirated.
RCOG states that the possibility of maternal contamination during amniocentesis is 1–2%
but does not provide any further guidance on this matter.

4.1.4. Complications

Like any interventional procedure, amniocentesis is not without complications. In
fact, this is a key issue in counseling, as parents need to decide based on the trade-off
between the advantage of diagnosis and the associated risks. Fetal loss, postprocedural
fluid leakage, fetal defects and chorioamnionitis are the main concerns following amnio-
centesis; the rate of estimated procedure-related complications varies among studies and,
therefore, between different guidelines. According to ACOG-SMFM, amniocentesis has an
overall complication rate of 0.1–0.3%, as suggested by recent studies [62–64]. Akolekar et al.
conducted a systematic review and metanalysis on procedure-related fetal loss, including
42,716 women undergoing amniocentesis [62]. The procedure-related loss was estimated
at 0.11%. Similarly, Odibo et al. provided data from a single-center retrospective anal-
ysis of 11,746 women subjected to amniocentesis, and the associated risk was estimated
at 0.13% [63]. Moreover, Caughey et al. reported a fetal loss rate of 0.27% following
amniocentesis [64].
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NSGC agrees that fetal loss ranges between 0.1% and 0.3%, complying with the
lower risk estimates [65]. On the other hand, ISUOG and RCOG refer to slightly higher
miscarriage rates of 0.1–1% and <0.5%, respectively. A recent meta-analysis on procedure-
related losses, including 64,901 amniocentesis and 19,000 CVS, updated the procedure-
related fetal losses at 0.35% for both procedures [66]. According to ISUOG, fetal loss
increases with multiple needle insertions, blood contamination of the amniotic fluid and
the presence of an underlying fetal abnormality [67,68].

Rupture of membranes is another potential complication of amniocentesis, encoun-
tered in 1–2% of cases [53,69–71]. Congenital limb malformation is another concern; NSGC
estimates the possibility of clubfoot to be less than 1% [53,69,72]. Post-procedural infection
of the fetal membranes, clinically presenting as chorioamnionitis, is quite rare, with an
incidence of <0.1%, as described by ISUOG. Other severe feto-maternal complications have
been only occasionally reported and considered rare, such as sepsis, maternal visceral
injury or fetal injury. Of note, experience, reflected on the number of procedures performed
annually by each operator, also plays a critical role in the incidence of procedure-related
complications [73–75]. Baker et al. retrospectively investigated the effect of multiple vari-
ables on procedure-related fetal losses after CVS and amniocentesis and found a positive
association between increasing experience and lower procedure-related risks, highlighting
that actual risks may be lower than those initially estimated and on which routine counsel-
ing is based [76]. Therefore, counseling should be accordingly reformed to incorporate the
updated available evidence on associated risks.

4.2. Chorionic Villous Sampling
4.2.1. Timing

CVS is the only available diagnostic test during the first trimester (NSGC, ACOG-
SMFM, ISUOG, HGSA-RANZCOG, RCOG), as early amniocentesis before 14 weeks is
unanimously discouraged due to an unacceptably higher rate of complications [50–53].
However, the optimal gestational age after which CVS should be performed is not clear;
NSGC, ACOG-SMFM, ISUOG and RCOG set the safe limit to perform CVS at 10 weeks,
while HGSA-RANZOG recommends against CVS before 11 completed gestational weeks
due to a higher risk of limb defects. RCOG also states that CVS should ideally be performed
after 11 completed weeks, as the suboptimal development of the trophoblastic tissue
increases the technical difficulty of the procedure at an earlier gestational age.

4.2.2. Technical Aspects

CVS includes the introduction of a needle system through the abdomen (transab-
dominal) or the cervix (transcervical) to retrieve chorionic tissue from the developing
placenta for genetic analysis [19]. CVS can be safely carried out by either a transabdominal
or transcervical approach by continuous US guidance (ISUOG, ACOG-SMFM, RCOG).
ISUOG makes a recommendation on the needle size, recommending either a single needle
of 17–20 G or a two-needle system with outer needle size of 17/19 G and inner needle
size of 19/20 G. The variation in the technique and the needle size in clinical practice is
highlighted by the study of Carlin et al. that reviewed the individual preferences in U.K.
practice [77]. Like the amniocentesis technique, apart from ISUOG and RCOG, the other
guidelines do not make any relevant recommendation.

4.2.3. Complications

Regarding the risk of pregnancy loss, CVS is comparable to mid-trimester amniocente-
sis, when performed by experienced operators. ACOG-SMFM reports a procedure-related
loss of 0.22%, while ISUOG provides an estimate for fetal loss that greatly varies between
0.2% and 2% [62], underlining the absence of well-designed randomized controlled studies.
In the systematic review and meta-analysis conducted by Akolekar et al., which included
8899 CVS procedures, the risk was estimated at 0.22% [62]. NSGC sets the risk between 0.5%
and 1% and RCOG below 0.5%. Odibo et al. retrospectively evaluated the risk of pregnancy
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loss in 5148 CVS procedures and found a risk estimate of 0.2% and 0.5% for transabdominal
and transcervical procedures, respectively [78]. Interestingly, the risk was not statistically
different from the background risk in the control group [78]. CVS may also be associated
with vaginal bleeding in 10% or even 30% of cases after a transcervical approach [79,80].
In addition, amniotic fluid leakage and intra-amniotic infection are encountered much
less often (<0.5% and 1–2 per 3000 cases, respectively), according to ACOG-SMFM and
ISUOG [79]. As far as maternal safety is concerned, no cases of severe maternal adverse
outcomes have been described following CVS, or at worse, they are very rare [23].

4.2.4. Fetal Blood Sampling

FBS entails access to fetal circulation in order to obtain a blood sample for analysis.
Fetal blood is obtained via puncture of the umbilical vein, and therefore, also referred to as
“cordocentesis”. The umbilical vein can be accessed either at the cord (cord insertion or
independent loop) or even at its intrahepatic portion, according to placental location [81].
FBS is the first-line option for the hematologic assessment of the fetus in cases of severe
anemia or thrombocytopenia. However, its role in prenatal genetic diagnosis is limited [81].
The only guideline that refers to FBS as a means of prenatal diagnosis is ISUOG. FBS is
indicated in cases of mosaicism of the sample obtained from invasive testing, to exclude
true fetal mosaicism. Concerning indications, the ISUOG guideline refers to investigation
of mosaicism solely after amniocentesis with no referral to CVS. According to ISUOG,
cordocentesis for FBS can be performed from 18 completed weeks [81], and the risk of
procedure-related pregnancy loss is 1–2% [82]. However, this risk increases with gestational
age under 24 weeks, possibly due to associated structural malformations or fetal growth
restriction [83,84]. According to ISUOG, the optimal technique includes the use of a
20–22 G needle that is inserted to the cord, through the abdomen, under simultaneous
ultrasound visualization.

5. Periprocedural Management

The optimal management of a woman who has an indication for invasive diagno-
sis is minutely delineated by the ISUOG and RCOG guidelines (ACOG-SMFM makes
recommendations only for transmittable diseases).

a. Rhesus status

According to ISUOG, Rhesus status of the mother, along with the existence of alloanti-
bodies in the maternal serum, is a prerequisite before the procedure, in order to administer
immunoglobulin in Rhesus-negative women. Anti-D administration, when indicated,
should not delay more than 72 h from the procedure (ISUOG). Additionally, according to
ISUOG, immunization could be omitted, if the Rhesus status of the presumed father has
been confirmed as negative. RCOG states that Rhesus-negative women should be provided
appropriate aftercare for immunization but does not offer any further guidance.

b. Transmittable diseases

There is controversy regarding the need for screening for maternal blood-borne dis-
eases before IPDT. In particular, ISUOG recommends against routine screening, based
on available data indicating that vertical transmission is an unlikely event and may only
affect pregnancies with high maternal viral load [85,86]. ISUOG also states that when
invasive diagnosis is indicated, placental penetration should be avoided in women known
to be HIV-, HBV- or HCV-positive [85]. On the other hand, RCOG emphasizes the need
for universal screening or counseling for women who are unwilling to undergo virology
testing, for the potential of vertical transmission during the procedure. Data mainly pertain
to amniocentesis, as studies for vertical transmission of chronic infection in CVS are lacking.

5.1. HIV

ACOG-SMFM states that HIV transmission is not increased in women receiving
antiretroviral therapy and whose viral load is undetectable. The ISUOG recommendation
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agrees that HIV-positive women on highly active antiretroviral therapy (HAART) are not at
increased risk for vertical transmission [87], even if the viral load is high, as far as HAART
is initiated at least two weeks before the procedure [88,89]. Postponement of the procedure
until the viral load is undetectable is also suggested by ACOG-SMFM [85,90]. According to
RCOG, IPDT should be withheld until HIV results are available. For HIV-positive women
under HAART, therapy optimization to aim for undetectable viral load is reasonable before
any intervention, to minimize the risk of vertical transmission [91].

5.2. HBV

ACOG-SMFM aligns with the low incidence of neonatal infection in HBV-infected
mothers with low viral load but also underlines the relevant gap in the literature for
exposed cases [92]. RCOG considers the risk for vertical transmission for HBV infection to
be low unless the viral load exceeds the threshold of ≥7 log10 copies/mL; individualized
assessment of risk is thus recommended.

5.3. HCV

ACOG-SMFM comments on the paucity of knowledge regarding vertical transmis-
sion of HCV but states that the risk is presumably low [93]. ISUOG also underlines the
importance of counseling about the limited data on fetal infection for CVS or FBS, com-
pared to amniocentesis [85], while recommending that the option of non-invasive testing
should be considered in women with transmittable diseases, in the absence of adequate
high-quality evidence [69]. RCOG comments on the absence of evidence of HCV vertical
transmission [93].

5.4. SARS-CoV-2

During the SARS-CoV-2 pandemic, another issue is dealing with pregnant women
who tested positive and are in need of IPDT. Chronologically, the majority of the included
guidelines (except RCOG) preceded the pandemic and hence, relevant recommendations
are not available. The best available data, although limited, suggest that invasive testing
is safe in COVID-19-positive pregnant women and the risk of vertical transmission is
considered to be low [94].

c. Aseptic technique

To minimize the risk of infection, ACOG-SMFM, ISUOG and RCOG highlight the
importance of a sterile technique. Of note, ISUOG and RCOG encourage the use of a sterile
containment bag for the ultrasound probe and a separate sterile gel; decontamination of
the ultrasound probe after each procedure is an alternative to the sterile bag (ISUOG).
Moreover, both ISUOG and RCOG underline the significance of skin sterilization. ISUOG
suggests skin decontamination with a chlorhexidine or iodine disinfectant solution and the
use of sterile drape, and for transcervical CVS, the use of a sterile speculum and antisepsis
of the cervical and vaginal mucosa.

d. Local anesthesia

Application of a local anesthetic is not recommended in amniocentesis [95,96] and is
considered optional in transabdominal CVS by ISUOG [95–97]. Data for CVS through tran-
scervical approach are not available. For FBS, the ISUOG recommendation follows that for
transabdominal CVS [81]. The other guidelines do not make any relevant recommendation.

e. Other considerations

ISUOG explicitly states that ultrasound should be performed routinely both prior
and after completion of invasive diagnosis. Pre-procedural ultrasound aims at confirming
viability and gestational age and assessing the location of the placenta and the amount of
amniotic fluid [97]. Post-procedural ultrasound should include fetal heart rate, assessment
of the placenta and amniotic fluid to exclude complications associated with placental
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hematoma or post-procedural fluid leakage and may take place immediately after the
procedure or even days later, based on routine practice [67].

Routine antibiotic prophylaxis or any other medical therapy are generally not recom-
mended. However, RCOG states that if there are clinical signs of chorioamnionitis or a
macroscopic appearance of the amniotic fluid consistent with microbial infection, analysis
of the sample and initiation of antibiotic therapy is recommended.

Based on the results of studies investigating other invasive percutaneous proce-
dures [98], women receiving thromboprophylaxis or prophylactic low-dose aspirin are not
advised to discontinue the regimen, according to ISUOG.

f. Counseling

All guidelines underline the significance of proper genetic counseling in patients
at high risk of aneuploidy provided by an appropriately trained healthcare professional.
Pretest counseling should precede an invasive procedure to address the risks, the benefits,
the technical aspects and the available options in a nondirective manner. In cases of mo-
saicism, genetic counseling is recommended to discuss the possibility of fetal involvement
and allow for offering options (ACOG-SMFM, ISUOG). Counseling should be based on
evidence regarding the possibility of true fetal mosaicism. Malvestiti et al. investigated
the incidence of mosaicism in 60,437 CVS samples and found a percentage of 2%; of those,
1001 cases were subjected to amniocentesis [48].

6. Conclusions

Overall, the included guidelines all support the availability of definite diagnostic
testing to every pregnant woman after appropriate counseling and recommend IPDT based
on a positive screening result. Maternal age alone should not constitute an indication for
IPDT. There is, however, controversy among these guidelines on the additional indications
that may prompt diagnostic testing, such as patient history (personal or familial), known
carrier status of either parent, conception via ART or specific ultrasound findings, leading
to substantial differences in clinical practice.

There is general agreement on the appropriate timing for amniocentesis, which is
set at 15 weeks, whereas CVS is mostly recommended from 10 weeks, with the exception
of HGSA-RANZOG, which recommends that it is performed after 11 weeks. The recom-
mendations regarding counseling on complications rates are based on different studies
and thus there are certain differences. However, there is a clear trend to counsel patients
that complications are nowadays rarer than initially reported, and a significant decrease
with advancing operators’ experience is highlighted. Data on periprocedural management
such as Rhesus alloimmunization, virologic status, the role of anesthesia and antibiotic
administration are either inconsistent or insufficiently addressed.

The major strength of this comparative review is the synthesis of the most influential
guidelines on IPDT. However, there are certain limitations. First, we opted not to search for
all available guidelines systematically, because we intended to compare recommendations
only from major medical societies. Thus, we included five guidelines, published in the
English language, in our comparisons. Finally, the publication dates of the guidelines differ;
some discrepancies may be due to the fact that some of the guidelines were developed up
to nine years before and therefore may be partially outdated.

Amniocentesis and CVS are common procedures. However, our study has demon-
strated that current national guidelines are in many aspects contradictory and incomplete,
while international guidelines may not be able to be fully implemented in all settings due
to different cultural and economic conditions. Thus, the development of a standardized,
evidenced-based model for the efficient and safe use of IPDT is of paramount importance.
Such an approach should help reduce the heterogeneity in local practices and offer a high
level of prenatal care to all women, irrespective of national boundaries. The present review
aimed to identify similarities and dissimilarities on IPDT and also highlight potential fields
for future research. As knowledge accumulates, it becomes evident that the enormous
amount of information should be properly guided and communicated to healthcare profes-
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sionals in prenatal care with the aim to promote the health and well-being of every mother
and her fetus.

Author Contributions: Conceptualization, T.D. and I.T.; Methodology, I.T. and I.P.; Validation, A.M.,
I.K. and A.A.; Investigation, E.G.; Resources, E.G.; Data Curation, E.G.; Writing—Original Draft
Preparation, E.G.; Writing—Review and Editing, I.T.; Visualization, T.D.; Supervision, T.D.; Project
Administration, T.D. All authors have read and agreed to the published version of the manuscript.

Funding: This paper received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: All the data used for this article are publicly available.

Conflicts of Interest: The authors declare that they have no conflict of interest.

References
1. World Health Organization. WHO Recommendations on Antenatal Care for a Positive Pregnancy Experience; World Health Organiza-

tion: Geneva, Switzerland, 2016.
2. Cuckle, H.; Maymon, R. Development of prenatal screening—A historical overview. Semin. Perinatol. 2016, 40, 12–22. [CrossRef]
3. Centers for Disease Control and Prevention (CDC). Update on overall prevalence of major birth defects—Atlanta, Georgia,

1978–2005. MMWR Morb. Mortal Wkly. Rep. 2008, 57, 1–5.
4. Sago, H. Prenatal Diagnosis of Chromosomal Abnormalities through Amniocentesis. J. Mamm. Ova Res. 2004, 21, 18–21.

[CrossRef]
5. Saltvedt, S.; Almström, H.; Kublickas, M.; Valentin, L.; Bottinga, R.; Bui, T.-H.; Cederholm, M.; Conner, P.; Dannberg, B.; Malcus,

P.; et al. Screening for Down syndrome based on maternal age or fetal nuchal translucency: A randomized controlled trial in 39
572 pregnancies. Ultrasound Obstet. Gynecol. 2005, 25, 537–545. [CrossRef] [PubMed]

6. Santorum, M.; Wright, D.; Syngelaki, A.; Karagioti, N.; Nicolaides, K.H. Accuracy of first-trimester combined test in screening for
trisomies 21, 18 and 13. Ultrasound Obstet. Gynecol. 2017, 49, 714–720. [CrossRef]

7. Wilson, K.L.; Czerwinski, J.L.; Hoskovec, J.M.; Noblin, S.J.; Sullivan, C.M.; Harbison, A.; Campion, M.W.; Devary, K.; Devers,
P.; Singletary, C. NSGC Practice Guideline: Prenatal Screening and Diagnostic Testing Options for Chromosome Aneuploidy.
J. Genet. Couns. 2012, 22, 4–15. [CrossRef]

8. Malone, F.D.; Canick, J.A.; Ball, R.H.; Nyberg, D.A.; Comstock, C.H.; Bukowski, R.; Berkowitz, R.L.; Gross, S.J.; Dugoff, L.; Craigo,
S.D.; et al. First-Trimester or Second-Trimester Screening, or Both, for Down’s Syndrome. N. Engl. J. Med. 2005, 353, 2001–2011.
[CrossRef]

9. Audibert, F.; De Bie, I.; Johnson, J.-A.; Okun, N.; Wilson, R.D.; Armour, C.; Chitayat, D.; Kim, R. RETIRED: No. 348-Joint SOGC-
CCMG Guideline: Update on Prenatal Screening for Fetal Aneuploidy, Fetal Anomalies, and Adverse Pregnancy Outcomes.
J. Obstet. Gynaecol. Can. 2017, 39, 805–817. [CrossRef]

10. Li, S.; Shi, Y.; Han, X.; Chen, Y.; Shen, Y.; Hu, W.; Zhao, X.; Wang, Y. Prenatal Diagnosis of Chromosomal Mosaicism in Over
18,000 Pregnancies: A Five-Year Single-Tertiary-Center Retrospective Analysis. Front. Genet. 2022, 13, 876887. [CrossRef]

11. Evans, M.I.; Wapner, R.J. Invasive Prenatal Diagnostic Procedures. Semin. Perinatol. 2005, 29, 215–218. [CrossRef]
12. Valenti, C.; Schutta, E.; Kehaty, T. Prenatal Diagnosis of Down’s Syndrome. Lancet 1968, 292, 220. [CrossRef]
13. Serr, D.M.; Sachs, L.D.M. The diagnosis of sex before birth using cells from the amniotic fluid (a preliminary report). Bull. Res.

Counc. Isr. 1955, 5B, 137–138.
14. Carlson, L.M.; Vora, N.L. Prenatal diagnosis: Screening. Physiol. Behav. 2017, 176, 139–148. [CrossRef]
15. Kuliev, A.M.; Modell, B.; Jackson, L.; Simpson, J.L.; Brambati, B.; Rhoads, G.; Froster, U.; Verlinsky, Y.; Smidt-Jensen, S.; Holzgreve,

W.; et al. Risk evaluation of CVS. Prenat. Diagn. 1993, 13, 197–209. [CrossRef] [PubMed]
16. Olney, R.S.; Moore, C.A.; Khoury, M.J.; Erickson, J.D.; Edmonds, L.D.; Botto, L.D.; Atrash, H.K.; Centers for Disease Control and

Prevention. Chorionic villus sampling and amniocentesis: Recommendations for prenatal counseling. MMWR Recomm. Rep.
1995, 44, 1–12.

17. Pajkrt, E.; Mol, B.W.J.; Boer, K.; Drogtrop, A.P.; Bossuyt, P.M.M.; Bilardo, C.M. Intra- and interoperator repeatability of the nuchal
translucency measurement. Ultrasound Obstet. Gynecol. 2000, 15, 297–301. [CrossRef]

18. Ramirez-Abarca, T.G.; Gallardo-Gaona, J.M.; Lumbreras-Marquez, M.I.; Seifert, S.M.; Rodriguez-Sibaja, M.J.; Velazquez-Torres, B.;
Ramirez-Calvo, J.A.; Acevedo-Gallegos, S. Amniocentesis learning curve using a low-cost simulation model to teach maternal–
fetal medicine fellows. Int. J. Gynecol. Obstet. 2020, 153, 95–99. [CrossRef]

19. Young, C.; Von Dadelszen, P.; Alfirevic, Z. Instruments for chorionic villus sampling for prenatal diagnosis. Cochrane Database
Syst. Rev. 2013, 2013, CD000114. [CrossRef]

20. Prenatal Diagnostic Testing for Genetic Disorders. ACOG. Available online: https://www.acog.org/clinical/clinical-guidance/
practice-bulletin/articles/2016/05/prenatal-diagnostic-testing-for-genetic-disorders (accessed on 18 August 2022).

http://doi.org/10.1053/j.semperi.2015.11.003
http://doi.org/10.1274/jmor.21.18
http://doi.org/10.1002/uog.1917
http://www.ncbi.nlm.nih.gov/pubmed/15912479
http://doi.org/10.1002/uog.17283
http://doi.org/10.1007/s10897-012-9545-3
http://doi.org/10.1056/NEJMoa043693
http://doi.org/10.1016/j.jogc.2017.01.032
http://doi.org/10.3389/fgene.2022.876887
http://doi.org/10.1053/j.semperi.2005.06.004
http://doi.org/10.1016/S0140-6736(68)92656-1
http://doi.org/10.1016/j.ogc.2017.02.004.Prenatal
http://doi.org/10.1002/pd.1970130307
http://www.ncbi.nlm.nih.gov/pubmed/7832817
http://doi.org/10.1046/j.1469-0705.2000.00088.x
http://doi.org/10.1002/ijgo.13416
http://doi.org/10.1002/14651858.CD000114.pub2
https://www.acog.org/clinical/clinical-guidance/practice-bulletin/articles/2016/05/prenatal-diagnostic-testing-for-genetic-disorders
https://www.acog.org/clinical/clinical-guidance/practice-bulletin/articles/2016/05/prenatal-diagnostic-testing-for-genetic-disorders


Medicina 2022, 58, 1472 14 of 17

21. Ghi, T.; Sotiriadis, A.; Calda, P.; Costa, F.D.S.; Raine-Fenning, N.; Alfirevic, Z.; McGillivray, G. International Society of Ultrasound
in Obstetrics and Gynecology (ISUOG) ISUOG Practice Guidelines: Invasive procedures for prenatal diagnosis. Ultrasound Obstet.
Gynecol. 2016, 48, 256–268. [CrossRef]

22. RANZCOG. Prenatal Screening and Diagnostic Testing for Fetal Chromosomal and Genetic Conditions; The Royal Australian and New
Zealand College of Obstetricians and Gynaecologists: Melbourne, Australia, 2018; pp. 1–35.

23. Navaratnam, K.; Alfirevic, Z.; Royal College of Obstetricians and Gynaecologists. Amniocentesis and chorionic villus sampling:
Green-top Guideline no. 8. BJOG Int. J. Obstet. Gynaecol. 2022, 129, e1–e15. [CrossRef]

24. Rink, B.D.; Norton, M.E. Screening for fetal aneuploidy. Semin. Perinatol. 2016, 40, 35–43. [CrossRef] [PubMed]
25. Wladimiroff, J.W.; Sachs, E.S.; Reuss, A.; Stewart, P.A.; Pijpers, L.; Niermeijer, M.F.; Reynolds, J.F. Prenatal diagnosis of

chromosome abnormalities in the presence of fetal structural defects. Am. J. Med. Genet. 1988, 29, 289–291. [CrossRef] [PubMed]
26. Souka, A.P.; von Kaisenberg, C.S.; Hyett, J.A.; Sonek, J.D.; Nicolaides, K.H. Increased nuchal translucency with normal karyotype.

Am. J. Obstet. Gynecol. 2005, 192, 1005–1021. [CrossRef] [PubMed]
27. Warburton, D.; Dallaire, L.; Thangavelu, M.; Ross, L.; Levin, B.; Kline, J. Trisomy Recurrence: A Reconsideration Based on North

American Data. Am. J. Hum. Genet. 2004, 75, 376–385. [CrossRef] [PubMed]
28. Gardner, R.M.; Sutherland, G.R.; Shaffer, L.G. Chromosome Abnormalities and Genetic Counseling, 3rd ed.; Oxford University Press

(OUP): New York, NY, USA, 2011.
29. Wapner, R.J.; Martin, C.L.; Levy, B.; Ballif, B.C.; Eng, C.M.; Zachary, J.M.; Savage, M.; Platt, L.D.; Saltzman, D.; Grobman, W.A.;

et al. Chromosomal Microarray versus Karyotyping for Prenatal Diagnosis. N. Engl. J. Med. 2012, 367, 2175–2184. [CrossRef]
[PubMed]

30. Evans, M.I.; Wapner, R.; Berkowitz, R.L. Noninvasive prenatal screening or advanced diagnostic testing: Caveat emptor. Am. J.
Obstet. Gynecol. 2016, 215, 298–305. [CrossRef]

31. Carroll, J.C.; Rideout, A.; Wilson, B.J.; Allanson, J.; Blaine, S.; Esplen, M.J.; Farrell, S.; Graham, G.E.; MacKenzie, J.; Meschino, W.S.;
et al. Maternal age-based prenatal screening for chromosomal disorders: Attitudes of women and health care providers toward
changes. Can. Fam. Physician 2013, 59, e39–e47.

32. Kuppermann, M.; Norton, M.E. Prenatal Testing Guidelines: Time for a new approach. Gynecol. Obstet. Investig. 2005, 60, 6–10.
[CrossRef]

33. Hodges, R.J.; Wallace, E.M. Testing for Down syndrome in the older woman: A risky business? Aust. N. Z. J. Obstet. Gynaecol.
2005, 45, 486–488. [CrossRef]

34. Berkowitz, R.L.; Roberts, J.; Minkoff, H. Challenging the Strategy of Maternal Age–Based Prenatal Genetic Counseling. JAMA
2006, 295, 1446–1448. [CrossRef]

35. Chitayat, D.; Langlois, S.; Wilson, R.D.; Audibert, F.; Blight, C.; Brock, J.-A.; Cartier, L.; Carroll, J.; Désilets, V.A.; Gagnon, A.; et al.
Prenatal Screening for Fetal Aneuploidy in Singleton Pregnancies. J. Obstet. Gynaecol. Can. 2011, 33, 736–750. [CrossRef]

36. Bonduelle, M.; Van Assche, E.; Joris, H.; Keymolen, K.; Devroey, P.; Van Steirteghem, A.; Liebaers, I. Prenatal testing in ICSI
pregnancies: Incidence of chromosomal anomalies in 1586 karyotypes and relation to sperm parameters. Hum. Reprod. 2002, 17,
2600–2614. [CrossRef] [PubMed]

37. Wang, J.-W.; Lyu, Y.-N.; Qiao, B.; Li, Y.; Zhang, Y.; Dhanyamraju, P.K.; Bamme, Y.; Yu, M.D.; Yang, D.; Tong, Y.-Q. Cell-free fetal
DNA testing and its correlation with prenatal indications. BMC Pregnancy Childbirth 2021, 21, 585. [CrossRef] [PubMed]

38. Liu, S.; Yang, F.; Chang, Q.; Jia, B.; Xu, Y.; Wu, R.; Li, L.; Chen, W.; Yin, A.; Huang, F.; et al. Positive predictive value estimates
for noninvasive prenatal testing from data of a prenatal diagnosis laboratory and literature review. Mol. Cytogenet. 2022, 15, 29.
[CrossRef] [PubMed]

39. Committee on Practice Bulletins—Obstetrics, Committee on Genetics, and the Society for Maternal-Fetal Medicine Practice
Bulletin No. Obstet. Gynecol. 2016, 127, e123–e137. [CrossRef]

40. Pergament, E.; Cuckle, H.; Zimmermann, B.; Banjevic, M.; Sigurjonsson, S.; Ryan, A.; Hall, M.P.; Dodd, M.; Lacroute, P.; Stosic, M.;
et al. Single-Nucleotide Polymorphism–Based Noninvasive Prenatal Screening in a High-Risk and Low-Risk Cohort. Obstet.
Gynecol. 2014, 124 Pt 1, 210–218. [CrossRef]

41. Palomaki, G.E.; Kloza, E.M.; Lambert-Messerlian, G.M.; Boom, D.V.D.; Ehrich, M.; Deciu, C.; Bombard, A.T.; Haddow, J.E.
Circulating cell free DNA testing: Are some test failures informative? Prenat. Diagn. 2015, 35, 289–293. [CrossRef]

42. Revello, R.; Sarno, L.; Ispas, A.; Akolekar, R.; Nicolaides, K.H. Screening for trisomies by cell-free DNA testing of maternal blood:
Consequences of a failed result. Ultrasound Obstet. Gynecol. 2016, 47, 698–704. [CrossRef]

43. American College of Obstetricians and Gynecologists. Committee Opinion Summary No. 640: Cell-Free DNA Screening for Fetal
Aneuploidy. Obstet. Gynecol. 2015, 126, 691–692. [CrossRef]

44. Hou, Y.; Yang, J.; Qi, Y.; Guo, F.; Peng, H.; Wang, D.; Wang, Y.; Luo, X.; Li, Y.; Yin, A. Factors affecting cell-free DNA fetal fraction:
Statistical analysis of 13,661 maternal plasmas for non-invasive prenatal screening. Hum. Genom. 2019, 13, 62. [CrossRef]

45. Kypri, E.; Ioannides, M.; Achilleos, A.; Koumbaris, G.; Patsalis, P.; Stumm, M. Non-invasive prenatal screening tests—Update.
LaboratoriumsMedizin 2022, 46, 311–320. [CrossRef]

46. Willems, P.; Dierickx, H.; Vandenakker, E.; Bekedam, D.; Segers, N.; Deboulle, K.; Vereecken, A. The first 3,000 Non-Invasive
Prenatal Tests (NIPT) with the Harmony test in Belgium and the Netherlands. Facts Views Vis. Obgyn. 2014, 6, 7–12.

http://doi.org/10.1002/uog.15945
http://doi.org/10.1111/1471-0528.16821
http://doi.org/10.1053/j.semperi.2015.11.006
http://www.ncbi.nlm.nih.gov/pubmed/26725144
http://doi.org/10.1002/ajmg.1320290207
http://www.ncbi.nlm.nih.gov/pubmed/3281458
http://doi.org/10.1016/j.ajog.2004.12.093
http://www.ncbi.nlm.nih.gov/pubmed/15846173
http://doi.org/10.1086/423331
http://www.ncbi.nlm.nih.gov/pubmed/15248154
http://doi.org/10.1056/NEJMoa1203382
http://www.ncbi.nlm.nih.gov/pubmed/23215555
http://doi.org/10.1016/j.ajog.2016.04.029
http://doi.org/10.1159/000083479
http://doi.org/10.1111/j.1479-828X.2005.00482.x
http://doi.org/10.1001/jama.295.12.1446
http://doi.org/10.1016/S1701-2163(16)34961-1
http://doi.org/10.1093/humrep/17.10.2600
http://www.ncbi.nlm.nih.gov/pubmed/12351536
http://doi.org/10.1186/s12884-021-04044-5
http://www.ncbi.nlm.nih.gov/pubmed/34429082
http://doi.org/10.1186/s13039-022-00607-z
http://www.ncbi.nlm.nih.gov/pubmed/35794576
http://doi.org/10.1097/aog.0000000000001406
http://doi.org/10.1097/AOG.0000000000000363
http://doi.org/10.1002/pd.4541
http://doi.org/10.1002/uog.15851
http://doi.org/10.1097/01.aog.0000471171.86798.ac
http://doi.org/10.1186/s40246-019-0244-0
http://doi.org/10.1515/labmed-2022-0023


Medicina 2022, 58, 1472 15 of 17

47. Zhang, H.; Gao, Y.; Jiang, F.; Fu, M.; Yuan, Y.; Guo, Y.; Zhu, Z.; Lin, M.; Liu, Q.; Tian, Z.; et al. Non-invasive prenatal testing for
trisomies 21, 18 and 13: Clinical experience from 146 958 pregnancies. Ultrasound Obstet. Gynecol. 2015, 45, 530–538. [CrossRef]
[PubMed]

48. Malvestiti, F.; Agrati, C.; Grimi, B.; Pompilii, E.; Izzi, C.; Martinoni, L.; Gaetani, E.; Liuti, M.R.; Trotta, A.; Maggi, F.; et al.
Interpreting mosaicism in chorionic villi: Results of a monocentric series of 1001 mosaics in chorionic villi with follow-up
amniocentesis. Prenat. Diagn. 2015, 35, 1117–1127. [CrossRef] [PubMed]

49. Mardy, A.; Wapner, R.J. Confined placental mosaicism and its impact on confirmation of NIPT results. Am. J. Med. Genet. Part C
Semin. Med. Genet. 2016, 172, 118–122. [CrossRef] [PubMed]

50. Saura, R.; Taine, L.; Guyon, F.; Mangione, R.; Horovitz, J. Safety and fetal outcome of early and midtrimester amniocentesis.
Lancet 1998, 351, 1434–1435. [CrossRef]

51. Farrell, S.A.; Summers, A.M.; Dallaire, L.; Singer, J.; Johnson, J.A.M.; Wilson, R.D. Club foot, an adverse outcome of early
amniocentesis: Disruption or deformation? J. Med. Genet. 1999, 36, 843–846. [CrossRef]

52. Alfirevic, Z.; Navaratnam, K.; Mujezinovic, F. Amniocentesis and chorionic villus sampling for prenatal diagnosis. Cochrane
Database Syst. Rev. 2017, 2017, CD003252. [CrossRef]

53. Wilson, R.D.; Johnson, J.M.; Dansereau, J.; Singer, J.; Drinnan, S.L.; Winsor, E.J.T.; Soanes, S.; Kalousek, D.; Hillier, J.; Ho, M.F.;
et al. Randomised trial to assess safety and fetal outcome of early and midtrimester amniocentesis. Lancet 1998, 351, 242–247.
[CrossRef]

54. Cruz-Lemini, M.; Parra-Saavedra, M.; Borobio, V.; Bennasar, M.; Goncé, A.; Martínez, J.M.; Borrell, A. How to perform an
amniocentesis. Ultrasound Obstet. Gynecol. 2014, 44, 727–731. [CrossRef]

55. Athanasiadis, A.P.; Pantazis, K.; Goulis, D.G.; Chatzigeorgiou, K.; Vaitsi, V.A.; Tzevelekis, F.; Tsalikis, T. Comparison between 20G
and 22G needle for second trimester amniocentesis in terms of technical aspects and short-term complications. Prenat. Diagn.
2009, 29, 761–765. [CrossRef] [PubMed]

56. Marthin, T.; Liedgren, S.; Hammar, M. Transplacental needle passage and other risk-factors associated with second trimester
amniocentesis. Acta Obstet. Gynecol. Scand. 1997, 76, 728–732. [CrossRef]

57. Bombard, A.T.; Powers, J.F.; Carter, S.; Schwartz, A.; Nitowsky, H.M. Procedure-related fetal losses in transplacental versus
nontransplacental genetic amniocentesis. Am. J. Obstet. Gynecol. 1995, 172, 868–872. [CrossRef]

58. Giorlandino, C.; Mobili, L.; Bilancioni, E.; D’Alessio, P.; Carcioppolo, O.; Gentili, P.; Vizzone, A. Transplacental amniocentesis: Is it
really a higher-risk procedure? Prenat. Diagn. 1994, 14, 803–806. [CrossRef] [PubMed]

59. Hockstein, S.; Chen, P.X.; Thangavelu, M.; Pergament, E. Factors associated with maternal cell contamination in amniocentesis
samples as evaluated by fluorescent in situ hybridization. Obstet. Gynecol. 1998, 92, 551–556. [CrossRef] [PubMed]

60. Brebaum, D.; Grond-Ginsbach, C. Maternal cell contamination in amniotic fluid samples as a consequence of the sampling
technique. Qual. Life Res. 1994, 93, 121–124. [CrossRef]

61. Welch, R.A.; Salem-Elgharib, S.; Wiktor, A.E.; Van Dyke, D.L.; Blessed, W.B. Operator experience and sample quality in genetic
amniocentesis. Am. J. Obstet. Gynecol. 2006, 194, 189–191. [CrossRef]

62. Akolekar, R.; Beta, J.; Picciarelli, G.; Ogilvie, C.; D’Antonio, F. Procedure-related risk of miscarriage following amniocentesis and
chorionic villus sampling: A systematic review and meta-analysis. Ultrasound Obstet. Gynecol. 2014, 45, 16–26. [CrossRef]

63. Odibo, A.O.; Gray, D.L.; Dicke, J.M.; Stamilio, D.M.; Macones, G.A.; Crane, J.P. Revisiting the Fetal Loss Rate After Second-
Trimester Genetic Amniocentesis: A single center’s 16-year experience. Obstet. Gynecol. 2008, 111, 589–595. [CrossRef]

64. Caughey, A.B.; Hopkins, L.M.; Norton, M.E. Chorionic Villus Sampling Compared with Amniocentesis and the Difference in the
Rate of Pregnancy Loss. Obstet. Gynecol. 2006, 108, 612–616. [CrossRef]

65. Eddleman, K.A.; Malone, F.D.; Sullivan, L.; Dukes, K.; Berkowitz, R.L.; Kharbutli, Y.; Porter, T.F.; Luthy, D.A.; Comstock, C.H.;
Saade, G.R.; et al. Pregnancy Loss Rates After Midtrimester Amniocentesis. Obstet. Gynecol. 2006, 108, 1067–1072. [CrossRef]
[PubMed]

66. Beta, J.; Lesmes-HereDia, C.; Bedetti, C.; Akolekar, R. Risk of miscarriage following amniocentesis and chorionic villus sampling:
A systematic review of the literature. Minerva Ginecol. 2018, 70, 215–219. [CrossRef] [PubMed]

67. Kähler, C.; Gembruch, U.; Heling, K.-S.; Henrich, W.; Schramm, T. DEGUM guidelines for amniocentesis and chorionic villus
sampling. Ultraschall Med. 2013, 34, 435–440. [CrossRef]

68. Hess, L.W.; Anderson, R.L.; Golbus, M.S. Significance of opaque discolored amniotic fluid at second-trimester amniocen-tesis.
Obstet. Gynecol. 1986, 67, 44–46. [PubMed]

69. American College of Obstetricians and Gynecologists. ACOG Practice Bulletin No. 88: Invasive Prenatal Testing for Aneuploidy.
Obstet. Gynecol. 2007, 110, 1459–1467. [CrossRef]

70. Philip, J.; Silver, R.K.; Wilson, R.D.; Thom, E.A.; Zachary, J.M.; Mohide, P.; Mahoney, M.J.; Simpson, J.L.; Platt, L.D.; Pergament, E.;
et al. Late First-Trimester Invasive Prenatal Diagnosis: Results of an International Randomized Trial. Obstet. Gynecol. 2004, 103,
1164–1173. [CrossRef]

71. Wilson, R.; Johnson, J.; Windrim, R.; Dansereau, J.; Singer, J.; Winsor, E.; Kalousek, D. The Early Amniocentesis Study: A
Randomized Clinical Trial of Early Amniocentesis and Midtrimester Amniocentesis. Fetal Diagn. Ther. 1997, 12, 97–101.
[CrossRef] [PubMed]

72. Sundberg, K.; Bang, J.; Smidt-Jensen, S.; Brocks, V.; Lundsteen, C.; Parner, J.; Keiding, N.; Philip, J. Randomised study of risk of
fetal loss related to early amniocentesis versus chorionic villus sampling. Lancet 1997, 350, 697–703. [CrossRef]

http://doi.org/10.1002/uog.14792
http://www.ncbi.nlm.nih.gov/pubmed/25598039
http://doi.org/10.1002/pd.4656
http://www.ncbi.nlm.nih.gov/pubmed/26213308
http://doi.org/10.1002/ajmg.c.31505
http://www.ncbi.nlm.nih.gov/pubmed/27184347
http://doi.org/10.1016/S0140-6736(05)79481-2
http://doi.org/10.1136/JMG.36.11.843
http://doi.org/10.1002/14651858.CD003252.pub2
http://doi.org/10.1016/S0140-6736(05)79483-6
http://doi.org/10.1002/uog.14680
http://doi.org/10.1002/pd.2283
http://www.ncbi.nlm.nih.gov/pubmed/19412914
http://doi.org/10.3109/00016349709024337
http://doi.org/10.1016/0002-9378(95)90013-6
http://doi.org/10.1002/pd.1970140907
http://www.ncbi.nlm.nih.gov/pubmed/7845887
http://doi.org/10.1016/s0029-7844(98)00262-2
http://www.ncbi.nlm.nih.gov/pubmed/9764627
http://doi.org/10.1007/bf00210594
http://doi.org/10.1016/j.ajog.2005.05.033
http://doi.org/10.1002/uog.14636
http://doi.org/10.1097/AOG.0b013e318162eb53
http://doi.org/10.1097/01.AOG.0000232512.46869.fc
http://doi.org/10.1097/01.AOG.0000240135.13594.07
http://www.ncbi.nlm.nih.gov/pubmed/17077226
http://doi.org/10.23736/S0026-4784.17.04178-8
http://www.ncbi.nlm.nih.gov/pubmed/29161799
http://doi.org/10.1055/s-0033-1335685
http://www.ncbi.nlm.nih.gov/pubmed/3940336
http://doi.org/10.1097/01.AOG.0000291570.63450.44
http://doi.org/10.1097/01.AOG.0000128049.73556.fb
http://doi.org/10.1159/000264440
http://www.ncbi.nlm.nih.gov/pubmed/9218950
http://doi.org/10.1016/S0140-6736(97)02449-5


Medicina 2022, 58, 1472 16 of 17

73. Shulman, L.P.; Elias, S. Amniocentesis and chorionic villus sampling. West. J. Med. 1993, 159, 260–268.
74. Blessed, W.B.; Lacoste, H.; Welch, R.A. Obstetrician-gynecologists performing genetic amniocentesis may be misleading them-

selves and their patients. Am. J. Obstet. Gynecol. 2001, 184, 1340–1344. [CrossRef]
75. Anandakumar, C.; Wong, Y.; Annapoorna, V.; Arulkumaran, S.; Chia, D.; Bongso, A.; Ratnam, S.S. Amniocentesis and Its

Complications. Aust. N. Z. J. Obstet. Gynaecol. 1992, 32, 97–99. [CrossRef] [PubMed]
76. Bakker, M.; Birnie, E.; De Medina, P.R.; Sollie, K.M.; Pajkrt, E.; Bilardo, C.M. Total pregnancy loss after chorionic villus sampling

and amniocentesis: A cohort study. Ultrasound Obstet. Gynecol. 2017, 49, 599–606. [CrossRef] [PubMed]
77. Carlin, A.J.; Alfirevic, Z. Techniques for chorionic villus sampling and amniocentesis: A survey of practice in specialist UK centres.

Prenat. Diagn. 2008, 28, 914–919. [CrossRef] [PubMed]
78. Odibo, A.O.; Dicke, J.M.; Gray, D.L.; Oberle, B.; Stamilio, D.M.; Macones, G.A.; Crane, J.P. Evaluating the Rate and Risk Factors

for Fetal Loss After Chorionic Villus Sampling. Obstet. Gynecol. 2008, 112, 813–819. [CrossRef]
79. Brambati, B.; Lanzani, A.; Tului, L. Transabdominal and transcervical chorionic villus sampling: Efficiency and risk evaluation of

2411 cases. Am. J. Med. Genet. 1990, 35, 160–164. [CrossRef]
80. Papp, C.; Beke, A.; Mezei, G.; Tóth-Pál, E.; Papp, Z. Chorionic Villus Sampling: A 15-Year Experience. Fetal Diagn. Ther. 2002, 17,

218–227. [CrossRef]
81. Berry, S.M.; Stone, J.; Norton, M.E.; Johnson, D.; Berghella, V. Fetal blood sampling. Am. J. Obstet. Gynecol. 2013, 209, 170–180.

[CrossRef]
82. Tongsong, T.; Wanapirak, C.; Kunavikatikul, C.; Sirirchotiyakul, S.; Piyamongkol, W.; Chanprapaph, P. Fetal loss rate associated

with cordocentesis at midgestation. Am. J. Obstet. Gynecol. 2001, 184, 719–723. [CrossRef] [PubMed]
83. Liao, C.; Wei, J.; Li, Q.; Li, L.; Li, J.; Li, D. Efficacy and safety of cordocentesis for prenatal diagnosis. Int. J. Gynecol. Obstet. 2006,

93, 13–17. [CrossRef]
84. Antsaklis, A.; Daskalakis, G.; Papantoniou, N.; Michalas, S. Fetal blood sampling—Indication-related losses. Prenat. Diagn. 1998,

18, 934–940. [CrossRef]
85. Gagnon, A.; Davies, G.; Wilson, R.D.; Audibert, F.; Brock, J.-A.; Campagnolo, C.; Carroll, J.; Chitayat, D.; Johnson, J.-A.;

MacDonald, W.; et al. RETIRED: Prenatal Invasive Procedures in Women with Hepatitis B, Hepatitis C, and/or Human
Immunodeficiency Virus Infections. J. Obstet. Gynaecol. Can. 2014, 36, 648–653. [CrossRef]

86. Yi, W.; Pan, C.Q.; Hao, J.; Hu, Y.; Liu, M.; Li, L.; Liang, D. Risk of vertical transmission of hepatitis B after amniocentesis in HBs
antigen-positive mothers. J. Hepatol. 2013, 60, 523–529. [CrossRef]

87. Mandelbrot, L.; Jasseron, C.; Ekoukou, D.; Batallan, A.; Bongain, A.; Pannier, E.; Blanche, S.; Tubiana, R.; Rouzioux, C.; Warszawski,
J. Amniocentesis and mother-to-child human immunodeficiency virus transmission in the Agence Nationale de Recherches sur le
SIDA et les Hépatites Virales French Perinatal Cohort. Am. J. Obstet. Gynecol. 2009, 200, 160.e1–160.e9. [CrossRef]

88. Shapiro, D.E.; Sperling, R.S.; Mandelbrot, L.; Britto, P.; Cunningham, B.E. Risk factors for perinatal human immunodeficiency
virus transmission in patients receiving zidovudine prophylaxis. Pediatric AIDS Clinical Trials Group protocol 076 Study Group.
Obstet. Gynecol. 1999, 94, 897–908. [CrossRef]

89. Somigliana, E.; Bucceri, A.M.; Tibaldi, C.; Alberico, S.; Ravizza, M.; Savasi, V.; Marini, S.; Matrone, R.; Pardi, G. Early invasive
diagnostic techniques in pregnant women who are infected with the HIV: A multicenter case series. Am. J. Obstet. Gynecol. 2005,
193, 437–442. [CrossRef]

90. Recommendations for Use of Antiretroviral Drugs in Pregnant HIV-1-Infected Women for Maternal Health and Interventions to
Reduce Perinatal HIV Transmission in the United States. National Prevention Information Network. Connecting Public Health
Professionals with Trusted Information and Each Other. Available online: https://npin.cdc.gov/publication/recommendations-
use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health (accessed on 18 August 2022).

91. Simões, M.; Marques, C.M.O.; Gonçalves, A.; Pereira, A.P.; Correia, J.; Castela, J.; Guerreiro, C. Amniocentesis in HIV Pregnant
Women: 16 Years of Experience. Infect. Dis. Obstet. Gynecol. 2013, 2013, 914272. [CrossRef] [PubMed]

92. Davies, G.; Wilson, R.D.; Désilets, V.; Reid, G.J.; Shaw, D.; Summers, A.; Wyatt, P.; Young, D.; Canada, S.O.O.A.G.O. RETIRED:
Amniocentesis and Women with Hepatitis B, Hepatitis C, or Human Immunodeficiency Virus. J. Obstet. Gynaecol. Can. 2003, 25,
145–148. [CrossRef]

93. Delamare, C.; Carbonne, B.; Heim, N.; Berkane, N.; Petit, J.C.; Uzan, S.; Grangé, J.-D. Detection of hepatitis C virus RNA (HCV
RNA) in amniotic fluid: A prospective study. J. Hepatol. 1999, 31, 416–420. [CrossRef]

94. Di Mascio, D.; Buca, D.; Berghella, V.; Khalil, A.; Rizzo, G.; Odibo, A.; Saccone, G.; Galindo, A.; Liberati, M.; D’Antonio, F.
Counseling in maternal–fetal medicine: SARS-CoV -2 infection in pregnancy. Ultrasound Obstet. Gynecol. 2021, 57, 687–697.
[CrossRef]

95. Mujezinovic, F.; Alfirevic, Z. Analgesia for amniocentesis or chorionic villus sampling. Cochrane Database Syst. Rev. 2011,
11, CD008580. [CrossRef]

96. Van Schoubroeck, D.; Verhaeghe, J. Does local anesthesia at mid-trimester amniocentesis decrease pain experience? A randomized
trial in 220 patients. Ultrasound Obstet. Gynecol. 2000, 16, 536–538. [CrossRef] [PubMed]

http://doi.org/10.1067/mob.2001.115049
http://doi.org/10.1111/j.1479-828X.1992.tb01916.x
http://www.ncbi.nlm.nih.gov/pubmed/1520214
http://doi.org/10.1002/uog.15986
http://www.ncbi.nlm.nih.gov/pubmed/27255564
http://doi.org/10.1002/pd.2060
http://www.ncbi.nlm.nih.gov/pubmed/18814215
http://doi.org/10.1097/AOG.0b013e3181875b92
http://doi.org/10.1002/ajmg.1320350204
http://doi.org/10.1159/000059373
http://doi.org/10.1016/j.ajog.2013.07.014
http://doi.org/10.1067/mob.2001.111716
http://www.ncbi.nlm.nih.gov/pubmed/11262478
http://doi.org/10.1016/j.ijgo.2006.01.005
http://doi.org/10.1002/(SICI)1097-0223(199809)18:9&lt;934::AID-PD428&gt;3.0.CO;2-D
http://doi.org/10.1016/S1701-2163(15)30546-6
http://doi.org/10.1016/j.jhep.2013.11.008
http://doi.org/10.1016/j.ajog.2008.08.049
http://doi.org/10.1016/s0029-7844(99)00451-2
http://doi.org/10.1016/j.ajog.2004.12.087
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
https://npin.cdc.gov/publication/recommendations-use-antiretroviral-drugs-pregnant-hiv-1-infected-women-maternal-health
http://doi.org/10.1155/2013/914272
http://www.ncbi.nlm.nih.gov/pubmed/23970821
http://doi.org/10.1016/s1701-2163(16)30211-0
http://doi.org/10.1016/S0168-8278(99)80031-2
http://doi.org/10.1002/uog.23628
http://doi.org/10.1002/14651858.CD008580.pub2
http://doi.org/10.1046/j.1469-0705.2000.00240.x
http://www.ncbi.nlm.nih.gov/pubmed/11169347


Medicina 2022, 58, 1472 17 of 17

97. Wilson, R.D.; Davies, G.; Gagnon, A.; Desilets, V.; Reid, G.J.; Summers, A.; Wyatt, P.; Allen, V.M.; Langlois, S. Genetics Committee
of the Society of Obstetricians and Gynaecologists of Canada RETIRED: Amended Canadian Guideline for Prenatal Diagnosis
(2005) Change to 2005-Techniques for Prenatal Diagnosis. J. Obstet. Gynaecol. Can. 2005, 27, 1048–1054. [CrossRef] [PubMed]

98. Patel, I.J.; Davidson, J.C.; Nikolic, B.; Salazar, G.M.; Schwartzberg, M.S.; Walker, T.G.; Saad, W.A. Consensus Guidelines for
Periprocedural Management of Coagulation Status and Hemostasis Risk in Percutaneous Image-guided Interventions. J. Vasc.
Interv. Radiol. 2012, 23, 727–736. [CrossRef] [PubMed]

http://doi.org/10.1016/s1701-2163(16)30506-0
http://www.ncbi.nlm.nih.gov/pubmed/16529673
http://doi.org/10.1016/j.jvir.2012.02.012
http://www.ncbi.nlm.nih.gov/pubmed/22513394

	Introduction 
	Evidence Acquisition 
	Indications for Invasive Prenatal Diagnostic Testing 
	High-Risk Groups for Fetal Aneuploidy 
	Past History 
	Maternal Request 
	Maternal Age 
	Assisted Reproduction Techniques 
	Cell-Free DNA 

	Available Techniques for Invasive Prenatal Diagnostic Testing 
	Amniocentesis 
	Timing 
	Technical Aspects 
	Maternal Cell Contamination 
	Complications 

	Chorionic Villous Sampling 
	Timing 
	Technical Aspects 
	Complications 
	Fetal Blood Sampling 


	Periprocedural Management 
	HIV 
	HBV 
	HCV 
	SARS-CoV-2 

	Conclusions 
	References

