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ultrasound were invited to answer questions

about fetal biometry and Doppler charts in 0 .

a web based survey (Qualtrics, Provo, UT). DlSCUSSlOn
Invitations were distributed to members of the

Royal Australian and New Zealand College of This survey revealed inconsistencies in choice of reference chart and reporting practices. At least four

Obstetricians and Gynaecologists (RANCOQG), population based charts are in current use. Comparison of the three commonly used published charts (figure
Royal Australian and New Zealand College 4) demonstrates how percentiles may vary from satisfactory (18™ percentile) to pathological (3" percentile). With
of Radiologists (RANZCR) and Australasian the exception of UA Doppler there were inconsistencies in when fetal and maternal Doppler was performed
Society of Ultrasound in Medicine (ASUM). The and how Doppler parameters were reported.

survey was approved by ANU HREC 2017/418
and the RANZCOG continuing professional
development committee.

A weakness of this survey is the lower than expected response rate, even when the general decline in response
rates in health research and the low reported response rates typical of medical specialists’ is considered. The
impact of this on interpretation of these findings is unclear as it has been shown response rate is not always
predictive of nonresponse bias when the target population is relatively homogenous, as is the case
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