
The value of the first trimester sonography in 
fetal anatomy scanning and detection of fetal 

anomalies 
 

Thesis 
 

Submitted for fulfillment of the M.Sc degree in Obstetrics 
and Gynecology 

 
by 

Weeam Fouad A.Rahman Badeeb 
(M.B, B.Ch.) 

Faculty of Medicine-Aden University 
Republic of Yemen 

 
 

Supervised by 
 

Prof. Dr. Alaa  El Din Naguib El Ebrashy 
Professor of Obstetrics &Gynecology 
Consultant in U/S and Fetal Medicine 
Faculty of Medicine-Cairo University 

 
Dr. Abdalla Yehia ElKateb 

Lecturer of Obstetrics &Gynecology 
Faculty of Medicine-Cairo University 

 
Dr. Eman Abdel Monem El Kattan 

Lecturer of Obstetrics &Gynecology 
Faculty of Medicine-Cairo University 

 
 

Faculty of Medicine 
Cairo University 

2009 



 
 

 بسم االله الرحمن الرحيم
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نشَأْنَاهُ خَلْقًا آخَرَ فَتَبَارَكَ اللَّهُ أَحْسَنُ الْخَالِقِينَ أ
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