2.11        Preterm labour

Definitions: 

Premature labour is labour occurring between 24 and 37 weeks gestation. The incidence is 6-10% and it accounts for 85% of all perinatal morbidity and mortality.  Preterm babies have a 100x (Not 100%!) increased risk of death compared to term babies.  

<24 weeks is Miscarriage or abortion.

Threatened preterm labour is when there are uterine contractions in the presence of a closed cervix (50% of women presenting with symptoms of threatened preterm labour are either not in labour or stop labouring spontaneously).

Differentials:

	Preterm labour
	Premature Rupture of Membranes

	· Urinary tract infection

· Red degeneration of fibroid

· Placental abruption

· Constipation / gastroenteritis
	· Urinal loss: incontinence / UTI

· Vaginal infection

· Leucorrhoea: overactivity of cervical glands


Recognise the circumstances when preterm labour may occur

Idiopathic (most common)

Maternal 

· multiple pregnancy (50%)
· Previous preterm delivery (main maternal risk factor 20% for 1, 40% for 2)

· Uterine over-distention 

· polyhydramnios

· Vascular– blood irritates myometrium and weakens membranes

· APH / abruption 

· Infection e.g. Genital infection (BV, GBS, STI’s such as Chlamydia, gonorrhoea and syphilis), asymptomatic bacteriuria, UTI/pyelonephritis, appendicitis.

· Major maternal conditions
· Hypertension

· Pre-eclampsia

· Diabetes

· Uterine abnormalities e.g. fibroids

· Cervical incompetence 

· Lifestyle

· Low SES

· Smoking, alcohol

· Illicit drugs

· Domestic violence

Feto-placental

· Multiples (50%)
· Foetal abnormalities

· Utero-placental ischaemia e.g. placenta praevia and placental abruption

Iatrogenic e.g. for foetal or maternal distress

Outline management to the patient

Exact management depends on how far advanced the women is so the first stage is to ensure the patient is stable and whether she is in labour (confirmed on the basis of regular contractions and dilatation of the cervix).  If the woman is in an advanced state labour, there may not be time to investigate for possible precipitating causes.

Basic principles of management include:

Communication:

· Between mother, obstetrics / midwifery and neonatology to determine best plan.

Location:

· Ensure at a hospital with appropriate neonatal facilities/obstetric facilities for preterm birth.

Investigations to try and assess precipitating factors 

· Bloods: FBC, U+E’s, LFT’s CRP, G&S/XM and rhesus status (in cases LSCS needed)

· Urine: Dipstick +/- MSU

· Sterile speculum examination and take HVS/ECS. Also cervical foetal fibronectin can be used as a screening tool to assess whether delivery is likely.  If foetal fibronectin is negative then 99% of women will still be pregnant in 7 days time.  However, it is not very sensitive, so if the test is positive, it doesn’t tell you a lot!

· USS to assess placental location, lie and presentation, as malpresentation is more common in preterm labour.  Also done to assess amniotic fluid volume

Monitoring

· CTG

· Maternal BP, pulse and temperature

Corticosteroids

· In all <34 weeks. 

· Administer corticosteroids (betamethasome or dexamethasone), which are given as two IM injections 12 hours apart.  These promote foetal surfactant production from Type II pneumocytes and reduce neonatal respiratory distress.

Tocolysis (suppression of contractions).

· Mainly used to give time for corticosteroids to be maximally effective (48 hours).

· They are indicated in preterm labour with a live immature foetus, intact membranes, cervical dilatation 4cm or more and in the absence of contraindications.  Tocolysis is contraindicated in APH, maternal disease (HTN/PET, DM, heart disease) and intra-uterine infection.  It is also contraindicated in IUGR, foetal distress and IUD.  Tocolytics that are used include:

· (-agonists e.g. terbutaline, salbutamol.  These are the most commonly used tocolytic.  They are given IV and act on (-receptors in the myometrium to cause relaxation.  SE = tachycardia, headache N&V and ritodrine is associated with high incidence of pulmonary oedema (why it is no longer used).

· CCB’s e.g. nifedipine. Given PO.  These block calcium channels in the myometrum to stop contraction. SE = hot flushes, tremor and also uteroplacental blood flow reduction.

· Oxytocin receptor antagonists e.g. atosiban, which do delay delivery, but not associated with improved outcome.  SE = flushing, headache.  Given IV.

· NSAIDs e.g., indomethacin which act to reduce PG which stimulate uterine contraction.  Given PO. SE = GIT disturbance and headache, but main risk is of premature closure of PDA and reduced renal function of the foetus.  

· Magnesium sulphate, which is a competitive antagonist at calcium channels in the myometrium.  Give IV.  

Cervical cerlage can be used if cervical incompetence

Antibiotics

· If premature rupture of membranes or signs of sepsis

Abdominal delivery

· Delivery is usually by LSCS

· With very low gestational age and oligohydramnios the lower segment is underdeveloped and classical caesarian section may be indicated.
Prognosis

· 10-15% of babies born at 23 weeks gestation survive.  90% of babies born at 30 weeks gestation or 1.5kg survive whereas 99% of babies born at 33 weeks gestation or 2kg survive.

· The main causes of perinatal morbidity in preterm babies are:

· Asphyxia 

· Hypoxia

· Sepsis

· Respiratory distress syndrome

· Intraventricular haemorrhage (bleeding into ventricle of the brain)

· Thermal instability

· Retinopathy of prematurity

