
Tests in first second and third trimester explained

Understanding prenatal testing: screening versus diagnosis

Prenatal tests fall into several broad categories. Routine monitoring tests,
such as blood pressure measurement, urine testing, blood counts, and ultrasound
assessments, help clinicians follow maternal and fetal health. Screening tests
estimate whether a fetus is more or less likely to have certain conditions,
such as trisomy 21, trisomy 18, open neural tube defects, or some structural
anomalies. Diagnostic tests, by contrast, examine fetal or placental genetic
material and can confirm or exclude many chromosomal conditions with much
greater certainty.

This distinction matters emotionally and medically. A screening result
described as "high risk" does not mean the baby definitely has the condition.
Similarly, a "low risk" result greatly reduces concern for the conditions
tested but cannot guarantee the absence of all genetic or structural problems.
Diagnostic options, including chorionic villus sampling, usually called CVS,
and amniocentesis, may be offered when screening results, ultrasound findings,
family history, or parental preference indicate a need for more definitive
information.

Pregnancy testing is also time-sensitive. Certain measurements, such as nuchal



translucency, are only valid within a specific gestational age window. Others,
such as the anatomy scan or Group B streptococcus culture, are most useful
later. If you enter care late or miss a test window, your clinician can explain
alternative options rather than assuming the opportunity for meaningful
assessment is lost.

First trimester tests: confirmation, baseline health, and early risk assessment

The first trimester, from conception through 13 weeks and 6 days, is often when
the foundation of prenatal care is established. A first prenatal visit
typically includes confirmation of pregnancy, review of medical and obstetric
history, medication and supplement review, estimated due date calculation, and
discussion of screening choices.

Common first-trimester assessments may include:

Dating ultrasound: An ultrasound may confirm an intrauterine pregnancy, check
fetal cardiac activity when gestational age is appropriate, identify multiple
gestation, and improve due date accuracy, especially if menstrual dates are
uncertain.
Blood type and antibody screen: This identifies ABO and Rh status and screens
for red cell antibodies that could affect fetal or newborn health.
Complete blood count: This checks for anemia, platelet abnormalities, or signs
that may need follow-up.
Infectious disease screening: Depending on local guidelines, this often
includes testing for HIV, hepatitis B, syphilis, rubella immunity, and
sometimes hepatitis C, varicella immunity, chlamydia, gonorrhea, or
tuberculosis risk assessment.
Urine testing: A urine culture or urinalysis may screen for asymptomatic
bacteriuria, which can increase the risk of kidney infection and pregnancy
complications if untreated.
Early diabetes assessment: People with risk factors may be screened early for
undiagnosed type 2 diabetes or early glucose intolerance.

Genetic screening is usually discussed early. Options can include
first-trimester combined screening, which may use maternal blood markers and
nuchal translucency ultrasound, and cell-free DNA screening, also called
noninvasive prenatal screening or NIPS. Cell-free DNA evaluates fragments of



placental DNA circulating in maternal blood and is highly sensitive for some
common aneuploidies, but it remains a screening test. The best choice depends
on gestational age, availability, cost, twin pregnancy status, prior results,
and what information you want.

Diagnostic genetic testing in early and mid-pregnancy

Some people are offered, or choose, diagnostic testing because of screening
results, ultrasound findings, age-related risk, a known familial genetic
condition, or the desire for definitive information. The two most commonly
discussed invasive diagnostic tests are chorionic villus sampling and
amniocentesis.

Chorionic villus sampling is usually performed in the late first trimester. It
obtains a small sample of placental tissue, typically through the cervix or
abdominal wall under ultrasound guidance. Because the placenta and fetus
usually share the same genetic origin, CVS can diagnose many chromosomal
conditions earlier than amniocentesis. It generally does not assess open neural
tube defects in the same way as second-trimester maternal serum
alpha-fetoprotein or amniotic fluid testing, so additional screening may still
be discussed.

Amniocentesis is generally performed in the second trimester. It involves
sampling amniotic fluid under ultrasound guidance. The fluid contains fetal
cells and biochemical markers that can be used for chromosomal analysis and
other targeted testing when indicated. Amniocentesis may be recommended after
abnormal screening, certain ultrasound findings, or when a specific inherited
condition is suspected.

Both procedures require individualized counseling about benefits, limitations,
timing, and procedural risks. If diagnostic testing is being considered, a
maternal-fetal medicine specialist or genetic counselor can help translate
complex probabilities into practical, values-based decisions.

Second trimester tests: anatomy, placental assessment, and metabolic screening

The second trimester, from 14 through 27 weeks and 6 days, is often when fetal
anatomy becomes clearer on ultrasound and when additional screening can refine



risk assessment. Many pregnant people find this stage reassuring because they
receive more detailed information about fetal growth and structure.

The most recognized test is the anatomy ultrasound, often performed around 18
to 22 weeks. This scan evaluates fetal organs and structures, including the
brain, spine, heart, kidneys, limbs, abdominal wall, stomach, bladder, and
placenta. It may also assess amniotic fluid volume, cervical length in selected
patients, fetal growth, fetal sex if desired and visible, and placental
location. If the placenta is low-lying or the view is incomplete, follow-up
imaging may be recommended.

Second-trimester blood screening may include a multiple-marker test, sometimes
called a quad screen. This evaluates markers such as alpha-fetoprotein, hCG,
estriol, and inhibin A to estimate the chance of certain chromosomal conditions
and open neural tube defects. Even if first-trimester screening or cell-free
DNA was performed, clinicians may still discuss alpha-fetoprotein screening for
neural tube defect risk depending on the testing pathway used.

A fetal echocardiogram may be recommended if there is a suspected heart anomaly
on ultrasound, a family history of congenital heart disease, certain maternal
conditions such as pregestational diabetes, some medication exposures, or
specific genetic concerns. It is a detailed ultrasound of fetal cardiac anatomy
and function, usually interpreted by clinicians with specialized expertise.

Screening for gestational diabetes commonly occurs between 24 and 28 weeks,
often with a glucose challenge test followed, if abnormal, by a longer oral
glucose tolerance test. Gestational diabetes screening is important because
elevated glucose levels can affect fetal growth, amniotic fluid, delivery
planning, and neonatal glucose regulation. Around this period, many clinicians
also repeat a complete blood count to evaluate for anemia and may repeat
antibody screening in Rh-negative patients.

Third trimester tests: fetal well-being and preparation for birth

The third trimester, from 28 weeks to birth, shifts attention toward growth,
placental function, maternal complications, and infection prevention around
delivery. The exact tests vary widely. A low-risk pregnancy may require
relatively few additional investigations beyond routine visits, while a



pregnancy complicated by hypertension, diabetes, fetal growth concerns,
decreased fetal movement, multiple gestation, or other conditions may involve
more frequent monitoring.

Common third-trimester testing may include:

Repeat blood work: A complete blood count may check for anemia or platelet
changes. Additional tests may be ordered if there are concerns about
preeclampsia, cholestasis, infection, or other conditions.
Growth ultrasound: Not everyone needs one, but it may be used to evaluate fetal
size, growth pattern, amniotic fluid, and presentation when clinically
indicated.
Nonstress test: This test records the fetal heart rate pattern in relation to
fetal movement. It is often used when closer surveillance is recommended.
Biophysical profile: This combines ultrasound observations, such as fetal
movement, tone, breathing movements, and amniotic fluid assessment, sometimes
with a nonstress test.
Group B streptococcus screening: A vaginal-rectal swab is usually performed
late in pregnancy, often around 36 to 37 weeks depending on local protocols. If
positive, antibiotics during labor are commonly recommended to reduce the risk
of newborn infection.
Presentation check: Near term, clinicians assess whether the baby is head-down,
breech, or transverse, often by abdominal examination and sometimes ultrasound.

Third-trimester testing can also include targeted monitoring for maternal blood
pressure disorders. Preeclampsia evaluation may involve blood pressure checks,
urine protein assessment, platelet count, kidney function, and liver enzyme
testing. Because preeclampsia can evolve quickly, symptoms such as severe
headache, visual changes, right upper abdominal pain, sudden swelling, chest
pain, shortness of breath, or decreased fetal movement should be discussed
urgently with a healthcare professional.

How to interpret results without unnecessary alarm

Pregnancy test results often come with numbers, reference ranges, risk ratios,
percentiles, or terms such as "positive," "screen positive," "indeterminate,"
"low risk," or "abnormal." These words can be frightening without context. Many
abnormal screening results are false positives, and many findings require



repeat imaging simply because fetal position, gestational age, or technical
factors limited the initial view.

When reviewing any result, consider asking your clinician:

Is this a screening result or a diagnostic result?
What condition is being assessed, and what is not covered by this test?
What is the absolute risk, not just the relative risk?
Could gestational age, twin pregnancy, maternal weight, medications, or lab
variation affect the result?
What are the reasonable next steps: repeat testing, ultrasound, genetic
counseling, diagnostic procedure, specialist referral, or routine follow-up?
How soon does a decision need to be made?

It is appropriate to ask for time, written information, and counseling.
Prenatal testing decisions can intersect with personal values, family
experiences, culture, faith, finances, and tolerance for uncertainty. A
supportive care team should help you understand options without pressuring you
into a particular choice.

Personalizing the testing plan

No single prenatal testing schedule fits everyone. A person with an
uncomplicated singleton pregnancy may follow a standard visit and screening
timeline. Someone with chronic hypertension, autoimmune disease, kidney
disease, diabetes, a history of preterm birth, recurrent pregnancy loss, fetal
growth restriction, prior cesarean birth, or a multiple pregnancy may need a
modified plan.

Personalization also applies to genetic screening. Some patients want as much
information as early as possible; others prefer only tests that would change
pregnancy or newborn care. Some tests may not perform equally well in all
circumstances, such as vanishing twin, higher-order multiples, or very early
gestational age. Insurance coverage and access to genetic counseling can also
influence timing.

If you are unsure whether a test is routine, optional, or being recommended
because of a specific concern, ask directly. Clear communication can reduce



anxiety and help you participate actively in decisions. Bringing prior records,
a medication list, family history, and questions to prenatal visits can make
the testing pathway more efficient and less overwhelming.


