	[image: Canberra Health Services_RGB]
	[bookmark: _top]CHS22/413



Canberra Health Services
Guideline 
Preterm birth screening and prevention 
	[bookmark: _Contents][bookmark: _Toc389473273][bookmark: _Toc393203330][bookmark: Contents][bookmark: _Toc118450710]Contents



Contents	1
Guideline Statement	2
Scope	2
Section 1 – Management	2
Section 2 – Administration of vaginal progesterone pessaries	3
Evaluation	4
Related Policies, Procedures, Guidelines and Legislation	4
References	5
Definition of Terms	6
Search Terms	6
Attachments	6
Attachment 1: Preterm birth prevention-Management of low-risk women Pathway	7
Attachment 2: Preterm birth prevention-Management of moderate risk women Pathway	8



	[bookmark: _Toc118450711]Guideline Statement



Preterm Birth  
Preterm birth (PTB), defined as delivery before 37 weeks of gestation, is the leading cause worldwide of neonatal mortality and morbidity, and longer-term consequences later in life. It is multifactorial in origin, with approximately two-thirds of all preterm births occurring spontaneously, with the other third being so-called indicated preterm births, where there is maternal or fetal indication for early delivery. In Australia, according to Australian Institute of Health and Welfare data, in 2015 8.6% of pregnancies resulted in deliveries between 32 and 36 completed weeks gestation. Although this is a small proportion of total births in Australia, it accounts for almost 70% of the total perinatal mortality.  

Key Objective
The purpose of this guideline is to provide evidence-based information to practitioners on the use of progesterone for reducing the risk of spontaneous preterm birth and aid in clinical decision-making. 

This guideline (unless stated otherwise) is for the use of natural progesterone (available as vaginal preparation) only. 
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This document provides guidelines to the staff of Canberra Health Services regarding the screening and prevention of preterm birth. 

This document applies to the following staff working within their scope of practice:
Medical officers
Midwives 
Midwifery students under direct supervision.
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Women at low risk of preterm birth: 
For women with no previous preterm birth, no family history of preterm birth, no previous cervical surgery, no previous pregnancy loss from 16-24 weeks, 1 LLETZ (large loop excision of the transformation zone) or previous LLETZ less than 10mm depth, please follow Attachment 1: Preterm birth prevention - Management of low-risk women pathway.



Women at moderate risk of preterm birth: 
For women with previous cervical surgery, 2 or more LLETZ, previous cone biopsy, previous LLETZ of more than 10mm depth, significant uterine anomaly and no history of previous preterm birth, please follow Attachment 2: Preterm birth prevention - Management of moderate risk women pathway.

Women at high risk of preterm birth: 
For women who have experienced a previous preterm birth at <34 weeks gestation and/or previous preterm loss at 16-24 weeks, please follow Attachment 3: Preterm birth prevention - Management of high-risk women pathway.
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Vaginal pessaries of progesterone are available and have the potential advantage of high uterine bioavailability with few systemic side effects. In some patients, vaginal irritation and/or vaginal discharge can be problematic and seems to be more common with gel than pessary use. 
Optimal dosage for this route of administration is not clearly established, although a recent meta-analysis showed no difference in effect between 90-100 mg and 200 mg progesterone for women with a short cervix.  
Timing of therapy has also varied between studies, starting as early as 16 weeks of gestation in women with a previous history of preterm birth (PTB), and in some trials starting between 16-24 weeks of pregnancy when a short cervix is diagnosed on an ultrasound scan. Smaller studies have not shown any difference in the efficacy when progesterone was started at 16-20 weeks as compared to 20–26 weeks.
It is recommended to continue the treatment of progesterone until 36-37 weeks as early cessation has been associated with an increased risk for preterm delivery. 

	In summary, a dose 200mg micronized progesterone capsule / pessaries, vaginally, nightly, to be started from 16-24 weeks and continued until 36weeks is recommended.  



 Evidence behind the recommendations 
In women with singleton gestations, no prior preterm birth and short trans vaginal ultrasound cervical length (TVU CL) (under 25 mm), at < 24 weeks, vaginal progesterone is associated with reduction in PTB and perinatal mortality and morbidity. 

There is insufficient evidence to recommend the use of progesterone in singleton gestations with no prior PTB and unknown cervical length (CL).

In singleton gestations with prior PTB, vaginal progesterone starting at 16 weeks and continuing until 36 weeks is recommended. In these women, if on cervical length surveillance the cervical length shortens to less than 25 mm at less than 24 weeks, continuing with only vaginal progesterone therapy is an option. 

Another intervention which can help is cervical cerclage. If cervical length ≤15 mm, cervical cerclage may be a better intervention. 

Progesterone has not been associated with prevention of PTB in multiple gestations, arrested/threatened preterm labour (PTL), or preterm prelabour rupture of membranes (PPROM). There is insufficient evidence to recommend the use of progesterone in women with any of these risk factors, with or without a short cervical length.
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Outcome
To reduce the incidence of spontaneous preterm birth 
To provide guidance for maternity care practitioners at Canberra Health Services to: 
Identify women that are at risk of spontaneous preterm birth through implementation of the risk assessment pathway in this guideline.
Guide the clinical decision making for the pregnancy care of women who have identified risk factors for spontaneous preterm birth. 

Measures
Riskman reports pertaining to spontaneous preterm birth will be reviewed by the birthing unit maternity manager and birthing centre maternity manager.
The antenatal records of all women who experience spontaneous preterm birth will be reviewed at monthly M&M sub-committee meetings to determine if risk factors for preterm birth were recognised and care recommendations per this guideline were utilised.
Neonatal morbidity from spontaneous preterm birth will be discussed at monthly neonatal M&M subcommittee meetings
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Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Informed Consent (Clinical)

Procedures
Infection Prevention and Control
Patient Identification and Procedure Matching 

Guidelines 
Fasting Guidelines for Patients requiring Sedation or Anaesthesia
Preterm Labour

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011

Other
Australian Charter of Health Care Rights
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LLETZ stands for large loop excision of the transformation zone, a small segment of the cervix will be removed.
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Preterm, birth, labour, premature, labour, Prevention 
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Attachment 1: Preterm birth prevention-Management of low-risk women
Attachment 2: Preterm birth prevention-Management of moderate risk women
Attachment 3: Preterm birth prevention-Management of high-risk women
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Source: Preterm Birth Prevention Guidelines. King Edward Memorial Hospital for Women, Perth, Western Australia
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Low Risk

 

No previous preterm birth, no family history of preterm birth, no previous cervical surgery, no previous 

pregnancy loss from 16 –�Ϯϰ�weeks.

 

All women to have a transabdominal cervical assessment performed at 18 –�ϮϬ�weeks anatomy scan.

 

If the cervical length is <35mm perform a transvaginal cervical length (TVCL) assessment and follow the 

algorithm below.

>25mm

>20 - 25mm

Refer to Fetal 

Medicine Unit

>10 - 20mm

Refer to Fetal 

Medicine Unit

ч10mm

Refer to Fetal 

Medicine Unit

Routine Care

Vaginal progesterone 

200mg pessary nightly until 

36 weeks

Vaginal progesterone 

200mg pessary nightly until 

36 weeks

Cervical 

cerclage 

recommended

Rescan at 21 –�Ϯϯ�weeks

Evidence of 

further 

shortening

TVCL ш�21mm

Continue 

progesterone

Consider 

cervical 

cerclage

TVCL weeks until 23+6 

weeks

Evidence of 

further 

shortening

No Yes

Continue 

progesterone

Cervical 

cerclage
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Low Risk
No previous preterm birth, no family history of preterm birth, no previous cervical surgery, no previous pregnancy loss from 16 – 24 weeks.
All women to have a transabdominal cervical assessment performed at 18 – 20 weeks anatomy scan.
If the cervical length is <35mm perform a transvaginal cervical length (TVCL) assessment and follow the algorithm below.
>25mm
>20 - 25mm

Refer to Fetal Medicine Unit
>10 - 20mm

Refer to Fetal Medicine Unit
≤10mm

Refer to Fetal Medicine Unit
Routine Care
Vaginal progesterone 200mg pessary nightly until 36 weeks
Vaginal progesterone 200mg pessary nightly until 36 weeks
Cervical cerclage recommended
Rescan at 21 – 23 weeks
Evidence of further shortening
TVCL ≥ 21mm
Continue progesterone
Consider cervical cerclage
TVCL weeks until 23+6 weeks
Evidence of further shortening
No
Yes
Continue progesterone
Cervical cerclage
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Moderate Risk

 

Previous cervical surgery (2 or more LLETZ, previous cone biopsy, previous 1 LLETZ of more than 10mm 

depth)

 

Significant uterine anomaly and no history of previous preterm birth

 

All women in this cohort require transvaginal cervical length (TVCL) at 16, 19 and 22 weeks gestation

>25mm at 22 weeks

>15 - 25mm at 16 –�ϭϵ�or 

22 weeks

Refer to Fetal Medicine 

Unit

чϭϱmm at 16, 19 or 22 

weeks

Refer to Fetal Medicine 

Unit

Routine Care

Vaginal progesterone 

200mg pessary nightly until 

36 weeks

Vaginal progesterone 

200mg pessary nightly until 

36 weeks

TVCL assessment weekly 

until 23+6 weeks

Evidence of further 

shortening

Continue 

progesterone

Yes

Cervical cerclage 

recommended

No

TVCL > 15mm TVCL<15mm

Consider 

cervical 

cerclage

Cervical 

cerclage 

recommended
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Moderate Risk
Previous cervical surgery (2 or more LLETZ, previous cone biopsy, previous 1 LLETZ of more than 10mm depth)
Significant uterine anomaly and no history of previous preterm birth
All women in this cohort require transvaginal cervical length (TVCL) at 16, 19 and 22 weeks gestation
>25mm at 22 weeks
>15 - 25mm at 16 – 19 or 22 weeks

Refer to Fetal Medicine Unit
≤15mm at 16, 19 or 22 weeks

Refer to Fetal Medicine Unit
Routine Care
Vaginal progesterone 200mg pessary nightly until 36 weeks
Vaginal progesterone 200mg pessary nightly until 36 weeks
TVCL assessment weekly until 23+6 weeks
Evidence of further shortening
Continue progesterone
Yes
Cervical cerclage recommended
No
TVCL > 15mm
TVCL<15mm
Consider cervical cerclage
Cervical cerclage recommended
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High Risk

 

Previous preterm birth at <34 weeks gestation and/or previous preterm loss at 16 –�Ϯϰ�weeks gestation 

*Affected pregnancy = 16 –�Ϯϯ�week loss not associated with placental dysfunction or fetal anomaly, or 24 –�ϯϰ�

week spontaneous preterm birth.

TVCL = transvaginal cervical length

ϭϲ�–�Ϯϯ�week loss

Refer to Fetal Medicine Unit

Ϯϰ�–�ϯϰ�week preterm birth

шϮ�affected 

pregnancies*

1-2 affected 

pregnancies*

шϯ�affected 

pregnancies*

Recommend cervical 

cerclage at 12 –�ϭϰ�

weeks after first 

trimester scan

1 affected 

pregnancy*

Recommend cervical 

cerclage at 12 –�ϭϰ�

weeks after first 

trimester scan

 

TVCL surveillance fortnightly from 12 

–�Ϯϰ�weeks.

 

Start progesterone 200mg pessary 

nightly from 16 –�ϯϲ�weeks gestation.

 

Consider cervical cerclage if TVCL 

чϮϱmm
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High Risk
Previous preterm birth at <34 weeks gestation and/or previous preterm loss at 16 – 24 weeks gestation 

*Affected pregnancy = 16 – 23 week loss not associated with placental dysfunction or fetal anomaly, or 24 – 34 week spontaneous preterm birth.

TVCL = transvaginal cervical length
16 – 23 week loss
Refer to Fetal Medicine Unit
24 – 34 week preterm birth
≥2 affected pregnancies*
1-2 affected pregnancies*
≥3 affected pregnancies*
Recommend cervical cerclage at 12 – 14 weeks after first trimester scan
1 affected pregnancy*
Recommend cervical cerclage at 12 – 14 weeks after first trimester scan
TVCL surveillance fortnightly from 12 – 24 weeks.
Start progesterone 200mg pessary nightly from 16 – 36 weeks gestation.
Consider cervical cerclage if TVCL ≤25mm
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