Anti-Ro and La antibodies are common in many autoimmune diseases. When present in pregnant women, these antibodies can lead to autoimmune-mediated congenital heart block (CHB) in the fetus or newborn (1). Seventy per cent of CHB-related deaths occur in utero, and for liveborn infants with CHB, 1-year mortality was mainly within the neonatal period (2). Despite the significant fetal and infant mortality, there are no UK national guidelines for the monitoring, prevention, treatment or follow-up of these pregnancies. This survey aimed to capture the current management of autoimmune-mediated CHB in the UK.
An MS form survey (supplemental file A) was sent to pediatric cardiology consultants or senior trainees in each of the eleven UK congenital cardiac training centres (supplemental file B). The survey questions explored the initial referral pathway, monitoring, preventive practices, treatment practices, and follow-up practices for autoimmune-mediated CHB. Participants were requested to answer the questions based on their current practice/opinion if there were no specific guidelines at their centre. 
Ten out of 11 (91%) of UK pediatric cardiology centres contacted replied. Seven centres have specific guidelines for the initial referral and management of pregnancies with maternal Anti Ro / La antibodies.
Most centres (n=8) will conduct initial screening for primary prevention of CHB at 16-18 weeks of pregnancy. However, one centre does not routinely screen, and another screened at <16 weeks. For recurrence (i.e. mother with previous CHB-affected fetus/baby), most centres (n=9) screen at 16-18 weeks of pregnancy, and one centre <16 weeks. All centres screen for CHB antenatally through a combination of fetal echocardiography and fetal HR monitoring by midwives. However, wide variations in the frequency of foetal echocardiography were noted, from weekly to only once in the whole gestation period. Only two centres would give any prophylaxis in the form of hydroxychloroquine for primary prevention, whereas most (n=7) would give hydroxychloroquine as secondary prophylaxis to prevent the recurrence of CHB. 
Regarding treatment of diagnosed CHB, four centres would treat 1st-degree heart block, most (n=8) would treat 2nd-degree heart block, and half (n=5) would treat 3rd-degree heart block with dexamethasone. Six centres would advise postnatal ECG when the antenatal screen was negative, and only one centre followed them back in a month for a repeat ECG in the postnatal period. 

We have demonstrated variable practice across the UK with regards to screening, prophylaxis, treatment and follow-up for autoimmune-mediated CHB. This variability is not specific to the UK and has been shown in different practice provider surveys from other countries (3, 4), but underlines the limited evidence base. We believe there is an urgent need to develop this evidence base to determine best practices and improve the outcomes for the affected babies, as the management has not progressed for almost half a century.
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