Acute Preterm Labor

Symptoms of PTL 23.0-33.9 weeks

Symptoms include persistent contractions with pelvic pressure/backache, regulare uterine contractions, increased vaginal

discharge, leakage of fluid, vaginal spotting/bleeding

(1) Evaluate fetal well being:

®  Continuous external fetal monitoring and tocometry

®  Perform basic ultrasound for fetal size, presentation,
AFI, placental location

(2) Assess for pertinent co-existing conditions:

Chorioamnionitis: abdominal exam/fundal assessment,
CBC with diff, consider amniocentesis if exam findings are
equivocal

Abruption: abdominal exam/fundal assessment, CBC,

(3) Perform Vaginal Exam:

Sterile speculum exam: obtain fetal fibronectin, GBS, wet
prep, GC/CT swabs. Evaluate for rupture of membranes
(nitrazine, pool, fern, other clinical tests including
placental alpha microglobulin-1 protein) as appropriate.

coagulation panel ®  Check digital sterile vaginal exam if no evidence of

®  Urinary tract infection: order urinalysis, urine culture PPROM and no previa

v v v

PPROM SVE >3cm or >80% effaced SVE <3cm and <80% effaced

v v v

Admit patient, (1) Admit patient: Initiate transfer to facility with iR cal - Need R Evaluation to confirm or rule out PTL
initiate PPROM higher level NICU care if applicable (chooseBBEIEH based on resource availability)

protocol (2) Corticosteroids for fetal lung maturity™?
e Betamethasone 12mg IM q24 hours x 2 doses cL * +
o e |
Repeat SVE
e Dexamethasone 6mg IM q12 hours x 4 doses <15mm f'US CL P
(3) Antibiotics for GBS prophylaxis
(4) Tocolysis*
. Flrst. line: beta-adrenergic receptor agon]sts, cL cL Cervical No change
calcium channel blockers, NSAIDs used singly
. S 20-30 mm** 230mm change
or in combination are reasonable approaches

based on local practice pat'cernsa“"5
e If <32 weeks, consider indomethacin first-line \ 4 \ 4 \ 4

in combination with magnesium sulfate Repeat SVE as D/C home Admit D/C home
(5) Magnesium sulfate for neuroprotection® per boxes on
o |f <32 wks; 6g IV bolus, then 2g IV per hour right
(6) NICU consult
(7) Treat urinary tract infection, gonorrhea, <
chlamydia, trichomonas if applicable when
results available

*Contraindications to tocolysis: intrauterine fetal demise, lethal fetal anomaly, non-reassuring fetal status, severe pre-eclampsia, maternal bleeding with hemodynamic instability, chorioamnionitis

** Consider preterm birth risk factors, gest. age, presenting symptoms. Use clinical judgement to decide whether it is appropriate to proceed directly to treatment if CL 15-25mm

SAll cervical length measurements should be performed by credentialed sonographer or credentialed physician and interpreted by trained/credentialed physician. If qualified personnel are unavailable, further
evaluation should be based on exam only (repeat SVE) per boxes on right.
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Initial Equivocal Evaluation

*  Women with an initial cervical dilation <3cm dilated and <80% effaced should undergo further evaluation to confirm or rule out preterm labor.

Transvaginal ultrasound cervical length assessment is the preferred ‘next step’ for evaluation, provided it is available and is performed by

trained/credentialed sonographers or physicians and interpreted by trained/credentialed physicians. In the US, credentialing is available through the
CLEAR program of the Perinatal Quality Foundation.

— Women who have a short cervical length (<15mm) are at high risk for preterm delivery. They should be considered to have ‘confirmed preterm
labor’ and should be treated as described in the algorithm

— Women who have an equivocal cervical length (15-25mm) in the setting of this cervical examination may benefit from further risk stratification by
further clinical observation

— Women who have a normal cervical length (> 25mm) in the setting of this cervical examination are at low risk for preterm birth.

» ltis estimated that 50% of women who present with symptoms of preterm labor will fall into this category. Their chance of delivering
within one week is <2%

» The fetal fibronectin does not add additional information regarding risk stratification in this situation
» These patients should be discharged home with precautions
» The additional workup that is obtained depends on clinical resources available and local practice patterns.
— Auvailable resources may vary based on time of day, day of the week, and/or provider availability.

— Though fetal fibronectin has good negative predictive value, it has not been proven to improve outcomes and is not recommended unless no other
evaluation modalities are available®®

* FFN by itself has not been shown to increase the detection of acute preterm labor, decrease the incidence of PTB, or affect neonatal
outcomes in women with symptoms of preterm labor, and may be associated with increased cost®®

* Clinical observation and repeat cervical examination:

— An alternative strategy- if cervical length screening is unavailable- is to continue to monitor the patient for 1-2 hours, and repeat the digital
cervical examination after this monitoring period.

— If there has been cervical change, the woman should be admitted and treated for preterm labor

— If there has been no cervical change, discharge home with precautions is reasonable.

* Inall cases, clinical judgment should be used to determine the best plan of care for each woman, as well as
individual factors cannot be accounted for in a single algorithm.
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Additional Notes:

Corticosteroids®?
— Ingeneral, administration is appropriate if there is risk for delivery within 7 days (per ACOG) at 24-34 weeks of gestation®®

— Periviability: Administration of corticosteroids during the peri-viable period (22-24 weeks gestation) who are at risk for preterm delivery within 7
days is linked to a family’s decision regarding resuscitation and should be considered in that context.

— Repeat dosing: A single repeat course of antenatal corticosteroids may be considered in women who are <34 weeks who are at risk of PTB within
7 days, and whose prior course of antenatal corticosteroids was administered >14 days previously. Repeat dosing may be considered as early as 7
days from the prior dose if indicated by the clinical scenario

e Tocolytic Therapy

— Provides for short-term (48 hour) prolongation of pregnancy only
— No evidence exists supporting long term tocolysis

— No evidences supporting direct favorable effect on neonatal outcomes

Nifedipine®* Dizziness, flushing, hypotension, potential No known adverse effects Hypotension and pre-load
suppression of heart rate, contractility, and left dependent cardiac lesions (e.g.,
ventricular systolic pressure when used with aortic insufficiency)

magnesium sulfate

Indomethacin® Nausea, gastritis, emesis Premature closure of the ductus  Platelet dysfunction or bleeding
arteriosus, oligohydramnios, disorder, peptic/gastric ulcer,
possibly necrotizing enterocolitis  renal dysfunction

Beta-adrenergic Tachycardia, hypotension, tremor, palpitations,  Fetal tachycardia Tachycardia sensitive maternal

receptor agonists  shortness of breath, hypokalemia, cardiac disease, poorly
hyperglycemia controlled diabetes

Magnesium Flushing, diaphoresis, nausea, respiratory Neonatal depression, reduction Myasthenia gravis

sulfate® suppression, cardiac effects when used in in fetal heart rate variability

combination with calcium channel blockers
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These algorithms are designed to assist the primary care provider in the clinical management of a variety of problems that occur during
pregnancy. They should not be interpreted as a standard of care, but instead represent guidelines for management. Variation in practices
should take into account such factors as characteristics of the individual patient, health resources, and regional experience with diagnostic
and therapeutic modalities.

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill School of Medicine. They cannot be reproduced
in whole or in part without the expressed written permission of the school.

www.mombaby.org

Page 5 of 5


http://www.mombaby.org/

