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Preterm Birth – Reducing Incidence and Management 
+ Use of Tocolysis guideline 

 
Key Points 

 
• Maternity Safety Ambition (to halve stillbirth and adverse neonatal outcomes 

by 2025) will not be achieved unless rate of preterm birth is reduced from 8 to 
6% 

• 4P’s – prediction, prevention preparation and post-pregnancy counselling 
outline provision of personalised care 

• Preterm babies have high rates of mortality and morbidity which are inversely 
correlated to gestation age 

• Although preterm birth (PTB) is defined as delivery before 37 weeks gestation, 
most significant adverse outcomes are associated with very PTB defined as 
occurring less than 32 weeks gestation 

• Bliss (for babies born too soon, too small or too sick) is the national charity that 
supports premature sick babies and their families in the UK. Bliss.org.uk 

• See modifications during COVID-19 period in Appendix 5 
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1. INTRODUCTION 
Preterm birth is the most important single determinant of adverse infant outcome in 
terms of both survival and quality of life. Version two of the Saving Babies’ Lives 
Care Bundle brings(see references no 5) together five elements of care aimed to 
reduce perinatal mortality across England. One of them being reducing preterm 
births - three intervention areas are prediction and prevention of preterm birth and 
better preparation when preterm birth is unavoidable. Additionally, offering Post 
Pregnancy Care for all women delivered before 34 weeks. These, in combination, 
will help to provide personalised care to women. 
 
 

2. PREDICTION 
Risk assessment and management tool for women at risk of preterm birth 
 
Risk assessment: 
All women to be assessed at booking for risk factors of pre-term birth using the risk 
assessment table in the maternity notes (see Appendix 1) and referred to an 
obstetric consultant by 12 weeks. 
 
Refer to obstetric consultant by 12 weeks 

Previous preterm birth or mid trimester loss 
(16 to 33+6 weeks gestation) or previous 
preterm pre-labour rupture of membranes 

History of significant cervical excisional 
event ie LLETZ where >10mm depth 
removed or if the depth is unknown. >1 
LLETZ procedure carried out or cone biopsy 

Previous delivery by caesarean section at 
full dilatation 

Known uterine variant (i.e., unicornuate, 
bicornuate uterus or uterine septum) 

Intrauterine adhesions (Ashermann’s 
syndrome) Previous use of cervical cerclage 

 History of trachelectomy (for cervical 
cancer) 

 
 

3. PREVENTION:  
3.1 General measures  
 
Smoking cessation 
Smoking doubles the risk of preterm delivery, therefore all women should be asked 
about smoking, and cessation advice and referral should be offered. 
 
Women with a previous preterm birth, who stopped smoking early in the pregnancy, 
modified their risk back to that of a nonsmoker. If smoking cessation is delayed until 
the third trimester this modifiable benefit is lost. 
 
Maternal age:  
Young women (<18 years) have an increased risk of preterm birth. Appropriate 
referral to enhanced needs teams (e.g., Crystal team at WPH / Orchid team at FPH) 
should be offered to provide adequate support and advice throughout the pregnancy 
and may help prevent preterm birth. 
 
Women above the age 40 years also have increased risk of preterm birth. Specific 
preventive strategies (use of low dose Aspirin) may help in women having coexisting 
risk factors. 
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Domestic violence 
Women experiencing domestic violence and/or other social pressure should be 
directly counselled and referred to enhanced needs teams (e.g., Crystal team at 
WPH / Orchid team at FPH) with assessment for a referral to the perinatal mental 
health ANC. 
 
Urinary tract infection (UTI) 
As indicated in NICE guidance, midstream urine sample (MSU) should be taken and 
sent for culture and sensitivity in all pregnant women at booking. Culture positive 
samples, even in symptom-free women (asymptomatic bacteriuria), should be 
promptly treated. Following any positive culture and treatment, a repeat MSU to 
confirm clearance is required. Those who have a recurrent episode require obstetric 
review with referal to ANC.  
 
Vaginal infection 
Pathogens such as Neisseria Gonorrhoeae and Chlamydia Trachomatis are 
associated with preterm birth, and screening should be offered to at-risk women. In 
particular, healthcare professionals should inform pregnant women under the age of 
25 years about the high prevalence of chlamydial infection in their age group, and 
give details of their local National Chlamydia Screening Programme. 
 
The role of organisms found in bacterial vaginosis (BV) remains controversial; the 
presence of BV is linked with preterm birth but the varying methods used to ascertain 
its presence, and the timing and means of treatment in several studies, have meant 
that no consensus currently exists as to its screening and treatment in at-risk women. 
 
The presence of Group B Streptococci in a vaginal swab is not an indication to treat 
until in labour unless isolated from a midstream urine specimen. 
 
3.2 Specific Interventions 
 
Combining cervical length and obstetric history provides a better prediction of 
spontaneous preterm birth than either factor alone. 
 
After assessment at the preterm birth prevention clinic or consultant-led ANC, 
women should be offered intervention to prevent second-trimester miscarriage and 
preterm birth based on history and/or other screening results. 
 
Interventions advised for women at high risk of preterm birth are cervical cerclage 
and vaginal progesterone.  
 
3.2.a In women having singleton pregnancy with previous preterm birth before 34 
weeks gestation, two options are offered: 

i)  Cervical cerclage: reduces the risk of preterm birth before 34 weeks by 25%. 
Elective cerclage should be inserted soon after the dating scan (to exclude 
aneuploidy and major malformations) or, soon after a serial cervical length 
scan if cervical length becomes less than 25 mm. The latter approach will 
reduce the need for cerclage by around 50%. Especially consider cervical 
cerclage for women with short cervix (<25 mm) who have had either preterm 
prelabour rupture of membranes (P-PROM) or history of cervical trauma. 

ii) Progesterone: reduces risk of preterm birth before 34 weeks by 25%. . 
Progesterone vaginal pessary 200 mg every night starting from 16 to 24 
weeks gestation and continuing till 36+6 weeks gestation can be offered. 
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3.2.b In women having singleton pregnancy with no previous preterm birth with 
short cervix (<25 mm) diagnosed by scan at 18-22 weeks, progesterone treatment 
according to above regimen could reduce risk of preterm birth <34 weeks by 35-40%. 
Cervical cerclage reduces the risk of preterm birth at <34 weeks by only 15% 
 
3.2.c In women with a previous failed transvaginal suture: referral to named 
consultant for consideration to a high transvaginal (Shirodkar) or to tertiary centre for 
trans-abdominal suture before 14 weeks gestation should be offered. 
 
3.2.d Rescue cerclage 

• Consider 'rescue' cervical cerclage for women between 16+0 and 22+3 
weeks of pregnancy with a dilated cervix and exposed fetal membranes with 
a negative actim PROM:  

• Take into account gestational age (being aware that the benefits are likely to 
be higher for earlier gestations) and cervical dilatation  

• Discuss with a consultant obstetrician with experience in rescue cerclage a 
consultant paediatrician and family in line with BAPM guidance, consider 
tertiary centre referral.  

• Do not offer rescue cervical cerclage to women with signs of infection, active 
vaginal bleeding or uterine contractions.  

• Explain to parents for whom rescue cervical cerclage is being considered 
about the risks of the procedure and that it aims to delay the birth, and so 
increase the likelihood of the baby surviving and of reducing serious neonatal 
morbidity 

 
Women with an intervention (cerclage or progesterone) should remain under 
the care of the preterm birth prevention clinic or ANC as appropriate until 
delivery.  
 
If cervical cerclage is used, ensure that a plan is in place for removal of the 
suture. 
 
 

4. PREPARATION 
4.1.  Optimise place of birth – Women at imminent risk of preterm birth should be 

offered (if considered to be safe and with consultant involvement) transfer to a 
unit with appropriate and available neonatal cot facilities. Consider in-utero 
transfer to tertiary centre before 27+0 (singleton) or 28+0 (multiple) weeks 
gestation or EFW<800 grams, if feasible. For extreme prematurity, following 
multidisciplinary discussion and with involvement of parents, initial 
management of the birth will follow one of two pathways ‘active (survival 
focused)’ or ’palliative (comfort focused)’. 

4.2. Antenatal corticosteroids to be offered in line with BAPM guidance to women 
between 22+3 to 23+6 gestation if survival focused management is being 
considered and to all women between 24 and 33+6 weeks gestation. 

4.3. Magnesium sulphate bolus to be offered to women between 24 and 32+0 
weeks of gestation and considered from 22+3 weeks gestation if active 
(survival focused) management is planned 

4.4. Ensure the neonatal team are involved early when a preterm birth is 
anticipated, so that they have time to discuss options and outcomes with 
parents prior to birth and to be prepared for the delivery.  
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4.5. For women between 22+3 and 27+0 (singleton) or <28+0 (multiple) weeks of 
gestation or EFW <800g, a multidisciplinary discussion should be held between 
the neonatologist, obstetrician, tertiary centre and the parents about the 
decision whether to provide active (survival focused) or palliative (comfort 
focused) care. 

 
 

5. ASSESSMENT 
See Appendix 2. 
 
At limits of viability between 22+3 to 24 weeks gestation, there is debate about 
intervention and these cases must be discussed with a consultant obstetrician and 
consultant neonatologist. The discussion must take place with the woman. 
 
MAC/Maternity Triage Assessment: 

• Check and recheck dates 

• Obtain detailed history: previous preterm labour, sexually transmitted 
infections, cervical insufficiency, multiple pregnancy, uterine fibroids, urinary 
symptoms, pain, contraction – frequency and duration and PV loss 

• Perform baseline observations: Temperature, Pulse, Respiratory Rate, O2 
Sats, BP and urine dipstick. 

• Abdominal palpation: Confirm presentation 

• Palpate uterine contractions 

• Check for placental abruption/uterine fibroids 

• Check for abdominal and renal angle tenderness 

• Perform CTG (if over 26 weeks gestation) otherwise auscultate fetal heart 

• Inform Obstetric Registrar 
 
All women should have the following assessment 
 

• Sterile speculum examination by an obstetrician– including vaginal swab, also 
consider endocervical swab for chlamydia if discharge purulent or green.  
A digital vaginal examination is advised if the extent of cervical dilatation 
cannot be assessed by a speculum examination alone. Be aware that if a 
swab for fetal fibronectin testing is anticipated (see below), the swab 
should be taken before any digital vaginal examination. 

• Ultrasound to confirm presentation and cervical length (if trained and 
experienced in performing transvaginal USS for cervical length) 

• Send FBC, U&E, CRP, G&S and MSU. Send blood cultures and measure 
serum lactate if there is evidence of systemic infection 

 
Further tests In women with suspected or established preterm labour 
 
1. As per NICE guidelines, all women =/<  29+6 weeks gestation who are 
symptomatic of pre-term labour should be offered treatment accordingly (NICE, 
NG25). 
Consider fetal fibronectin (fFN) testing as a diagnostic test to determine likelihood 
of birth within 48 hours for women who are 30+0 weeks pregnant or more. Act on the 
results as follows: 
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If fetal fibronectin testing is negative (concentration 50 ng/ml or less), explain to 
the woman that it is unlikely that she is in preterm labour and  

• Think about alternative diagnosis. 

• Discuss with her the benefits and risks of going home compared with 
continued monitoring and treatment in hospital. 

• Advise her that if she does decide to go home, she should return if symptoms 
suggestive of preterm labour persist or recur. 
 

If fetal fibronectin testing is positive (concentration more than 50 ng/ml), view the 
woman as being in diagnosed preterm labour and offer treatment. 
 
Contraindications to fFN testing 

• Preterm premature rupture of membranes 
• Active vaginal bleeding 
• Vaginal examination or sexual intercourse in the past 24 hours 

 
 

6. TREATMENT 
Offer treatment to all women with suspected, diagnosed or established preterm 
labour. 
 
If>/=22+3-34 weeks gestation threatened pre-term labour 
 

For WPH, see ‘Oxford AHSN Regional Maternity Guideline Algorithm for 
Management of Threatened Extreme Preterm Labour and IUT (updated Jan2020)’ 
 
For FPH, see Ashford and St Peters SECNN Guideline Pathway of care for 
extremely preterm infants 2016 

 
6.1 Information and support 
 
Provide information and support, taking into account the gestation age, likelihood of 
preterm birth, the status of labour, mode of delivery. 
 
Involvement of senior obstetrician and neonatologist to discuss further obstetric and 
neonatal care is imperative. 
 
6.2 Maternal Corticosteroids 
 
Offer corticosteroids to women between 22+3 and 23+6 weeks gestation (survival 
focussed) and between 24 to 33+6 weeks of pregnancy for all women (and consider 
for women between 34 and 35+6 weeks with IUGR, twin, diabetes). 
 
Dose: Dexamethasone/ Betamethasone 12 mg IM and repeat the dose 24 hours 
later (12 hours later if preterm delivery is likely to occur within 12-24 hours).  
 
When offering or considering maternal corticosteroids, discuss with the woman (and 
her family members or carers as appropriate): 

• how corticosteroids may help 
• the potential risks associated with them 
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Repeated Courses:  Do not routinely offer repeat courses of maternal corticosteroids, 
but take into account: 

• the interval since the end of last course  
• gestational age 
• the likelihood of birth within 48 hours 

 
6.3 Tocolysis 
The acute use of tocolysis in women at risk of imminent preterm birth who have an 
otherwise uncomplicated pregnancy, can be considered to prolong pregnancy (up to 48 
hours) to provide a window for administration of antenatal corticosteroid and/or in-utero fetal 
transfer to an appropriate neonatal healthcare setting, although there is currently no direct 
evidence to show that this measure improves neonatal outcomes. 
 
Take the following factors into account when making a decision about whether to start 
tocolysis: 

• other clinical features (for example, bleeding or infection) which may suggest that 
stopping labour is contraindicated 

• to allow completion of maternal corticosteroids course 
• availability of neonatal care (need for transfer to another unit) 
• gestational age at presentation (Indicated between 22+5-34 weeks gestation) 
• the preference of the woman 

 
Contraindications for tocolysis: 

• Any condition in which continued gestation is hazardous to either mother or 
fetus. 

• PPROM (over 30 weeks) 
• Intrauterine infection 
• APH likely to be due to abruption 
• IUD 
• Eclampsia/severe PET requiring delivery within 24 hours 
• Abnormal CTG trace 
• Cervix effaced and dilated more than 4 cms 

 
Drug of choice for tocolysis 
Offer nifedipine for tocolysis to women between 22+3 and <34+0 weeks of pregnancy who 
have intact membranes and are in suspected or diagnosed preterm labour 
 
Contra-indicated a) in cardiac disease – use atosiban and b) if magnesium has been 
given or is to be given as there is risk of severe neuro-muscular blockade and 
severe hypotension, consider atosiban. 
 
Nifedipine dose 
Initial dose: oral nifedipine 20mg.  
Followed by 10-20mg three to four times daily, adjusted according to uterine activity for 
up to 48hrs.  Increase frequency of administration before increasing dose, i.e., 10mg tds, 
increasing to 10mg qds and if further increase required 20mg tds. Maximum total daily 
dose should not exceed 60mg. 

 
N.B. Do NOT use sublingual or modified release release nifedipine 
 
N.B. OMIT FURTHER NIFEDIPINE IF: 

• Significant maternal hypotensive reaction to any dose 
• Reduction in MAP > 20mm. Hg or if systolic < 100mm Hg 
• Causing severe maternal symptoms 
• Causing adverse CTG changes / meconium liquor. 
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Nifedipine Maintenance Dose after Contractions Cease:  
If contractions stop, maintain on 10-20mg BD nifedipine modifief release (MR) 
tablets for up to a maximum of 48 hours after loading dose. Using this regime, 
>80% of those treated will remain pregnant for 48 hours after initiation of 
therapy. 
 

Observations 
Maternal observations of temperature, pulse, B/P and respiratory rate at start of 
treatment, ½ hrly for the first 4 hours, then 4hrly. 
 
Fetal Monitoring: Continuous electronic fetal monitoring (EFM) until the 
contractions have settled. 
 
Side Effects 
Major side effects are rare: transient hypotension, flushing, palpitations, nausea 
and headaches may occur. 
 
Treatment failure 

• Contractions persist for 60 mins after the initial dose 
• Symptomatic hypotension or if systolic <100mm Hg – resuscitate 

with IV fluids and inform anaesthetic colleagues. 
 
ATOSIBAN 
Atosiban should be considered if nifedipine is contraindicated (especially when 
magnesium sulfate is given or is going to be given), ineffective in suppressing 
uterine contractions or if SROM, cervical effacement or cervical dilatation occurs. 
 
Atosiban is a synthetic peptide that acts as a competitive antagonist of human 
oxytocin at the receptor level-it reduces the normal physiological effects of oxytocin 
at the receptor level and prevents uterine contractions. 

 
There are two different preparations of atosiban 
Bolus  6.75 mg (0.9ml) vial of atosiban for injection. 
Infusion   37.5mg (5ml) vial of atosiban concentrate for solution for Infusion 
which must be diluted prior to use. See instructions below.  
 
Atosiban is given intravenously in 3 stages (see also table 1 overleaf for summary 
of dose & rate): 

1. An initial bolus dose (0.9ml vial with 6.75 mg solution for injection) given 
intravenous over 1 minute to reduce nausea 

2. Immediately followed by a continuous high dose infusion of 300 
microgram/min (18mg/hr) of diluted Atosiban 0.75 mg/ml over 3 hours, 
(See ‘Making up Atosiban Infusion’ below) 

3. Followed by a lower dose maintenance infusion of 100 microgram/min 
(6mg/hr) of diluted Atosiban solution 0.75mg/ml for up to 45 hours or a 
total treatment length of 48 hours.  

 
Preparing Atosiban solution for Infusion: 
Use a 100ml bag of 0.9% w/v sodium chloride. (also compatible with 5% glucose) and 
two 5ml vials of Atosiban Concentrate for solution for Infusion’ (37.5mg / 5ml). 
 
Method: 
Withdraw 10ml of infusion fluid from a 100ml bag and discard. 
Replace it with10ml (two 5ml vials) of atosiban concentrate for solution for Infusion. Mix 
well. This gives a final concentration of 75mg in 100ml. 
Each 1 ml of ‘Solution for Infusion’ contains 0.75mg atosiban 
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Table 1. Summary of Dose & Rate for Intravenous Atosiban 
 

Step Regimen Injection / infusion 
rate Atosiban dose  Duration 

1 0.9 ml intravenous bolus Over 1 minute 6.75 mg 1 min 

2 intravenous loading 
infusion 

24 ml/hour  18 mg/hour 3 hours 

3 subsequent intravenous 
infusion 

8 ml/hour  6 mg/hour  Up to 45 
hours 

 
The total duration of treatment should not exceed 48 hours. The average length of 
treatment is 19 hours. The total dose given during a full course should preferably 
not exceed 330mg of atosiban. 
 
Side effects of Atosiban 
Atosiban is well tolerated by women with preterm labour and by the fetus. Few 
adverse events were reported. The most common were nausea at >10% with 
headache, dizziness, vomiting and injection site reactions between 1-10% (see 
Data Sheet for list). 
 
The infusion should be stopped if any of the following are present: 

• Maternal heart rate of > 130 bpm 
• Diastolic BP drops by 30mm Hg 
• Chest discomfort and shortness of breath 
• Pathological CTG recordings 
• If labour progresses, discontinue atosiban 

 
Monitoring During Atosiban Infusion: 

• Continuous CTG until the contractions have settled 
• Maternal pulse and blood pressure every 15 minutes for the first 

hour and then half hourly unless clinical situation suggests 
otherwise. 

• Pulse oximetry 
• Fluid balance (input/output chart) 

 
MAGNESIUM SULPHATE 
Please refer to PReCePT folder on Labour ward for full details 
 
The use of magnesium sulphate to reduce the risk of cerebral palsy following 
preterm birth 
Approximately 45% of all cases of cerebral palsy are associated with preterm birth 
with the rate among neonatal survivors born at less than 28 weeks gestation up to 30 
times higher than those born at term. 
 
Magnesium sulphate given to mothers shortly before birth has been shown to reduce 
the risk of cerebral palsy and protect gross motor function in infants born preterm. 
 
Magnesium sulphate for neuroprotection of the fetus should be offered all women 
who are in established preterm labour  or are  having planned preterm birth within 12 
hours and where the gestational age is between 22+3  and 31+6 weeks. In situations 
where delivery needs to be expedited for maternal or fetal needs this should not be 
delayed solely for the administration of magnesium sulphate. This includes women 
with premature rupture of membranes and those with multiple pregnancies. 
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Contra-Indications MgSO4 administration for fetal neuroprotection 
Woman declines / no informed consent given 
Negative Fetal Fibronectin 
Myasthenia Gravis  
Woman on nifedipine  

 
Preparation and administration  
Bolus: Take one 20 ml syringe and fill with the contents of two 10ml ampoules of 
20% magnesium sulphate. This contains 4g (16mmol) of magnesium sulphate. 
 
Give the 4g (16mmol) Magnesium Sulphate by slow IV bolus, over 5‐10 minutes.  
 
Infusion: only recommended for Pre-eclamptic Toxemia (PET) and Eclampsia. 
 
Timing and Repeat doses of neuroprotective dosage  
From 22+3 to 31+6 weeks, Magnesium Sulphate can be given just prior to birth 
(within 10 mins) but is most effective if given at approx one hour before. 
 
If birth is imminent >12 hrs after a bolus has been given, the loading dose can be 
repeated.  
 
The 4g bolus is sufficient because of lack of evidence for better outcomes with 
prolonged infusions. 
 
Administration Situation MgSO4 administration 

Emergency/ Urgent 4g bolus over 5 mins manually 

Planned/ non-urgent 4g bolus 15-20 mins syringe driver 

 
Observations 
Prior to giving the loading dose of magnesium sulphate baseline observations of 
temperature, pulse, respiratory rate and oxygen saturations, blood pressure and 
patella reflexes should be recorded. 
 
These should be repeated at the end of the loading dose infusion. 
 
Side effects of magnesium sulphate 
Maternal side effects of magnesium sulphate include facial flushing, nausea and 
vomiting, sweating and problems with the injection site. 
 
Magnesium toxicity is unlikely with the above regimen and levels do not need to be 
routinely measured. Magnesium sulphate is mostly excreted in the urine. Toxicity can 
be assessed clinically as it causes a loss of deep tendon reflexes and respiratory 
depression. 
 
Actions if toxicity is suspected: 
Stop the magnesium infusion and inform the obstetric registrar if: 

• Patient complains of flushing/double vision, weakness, slurred speech. 
• Tendon reflexes become absent. 
• Urine output becomes reduced below 100ml over 4 hours. 
• Fall in respiratory rate (below 12/min) or oxygen saturation below 95%. 
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If respiratory depression occurs: 
• Give 10-15 l/min oxygen by mask with reservoir bag and place in the left 

lateral position. 
• Stop magnesium sulphate infusion. 
• Initiate obstetrics emergency call 2222 – ensure both anaesthetic and 

obstetrics registrars are present. 
• Give 2mls of calcium gluconate 10% injection intravenously.  Repeat 2mls 

every 2 minutes up to 10mls (1g) until resumption of normal spontaneous 
respiration (respiratory rate > 10/min). 

 
If respiratory arrest occurs: 

• Commence airway management and initiate obstetric emergency call 2222 
• Stop magnesium sulphate infusion 
• Give 2mls of calcium gluconate 10% injection intravenously.  Repeat 2mls 

every 2 minutes up to 10mls (1g) until resumption of normal spontaneous 
respiration (respiratory rate > 10/min). 

 
 

7. POST PREGNANCY CARE 
All women who have delivered between 16-34 weeks should be offered a consultant 
appointment to review pregnancy and delivery, discuss histopathology results and 
plan future pregnancy. 
 
Women with a history of extreme preterm birth (<28 weeks) despite the placement of 
a transvaginal cervical cerclage should be counselled about the option of an 
abdominal cervical cerclage either before the next pregnancy (laparoscopic or open) 
or during the next pregnancy (open) before 14 weeks gestation, to reduce the risk of 
preterm birth.  
 
 

AUDITABLE STANDARDS 
1. Documented involvement of consultant in decision on in-utero transfer of 

mothers between 22+3 and 27+0 (singleton)/28+0(multiple) weeks admitted 
in very early preterm labour. 

2. Number of women receiving both doses of antenatal corticosteroids who 
give birth before 34 weeks of gestation.  

3. Number of babies born without exposure to antenatal corticosteroids whose 
mothers could have had these prescribed (mothers who deliver within 12 
hours of admission should not be included).  

4. Number of women receiving magnesium sulphate prior to 32+0 weeks. 
 
 

MONITORING COMPLIANCE 
Cross-sectional yearly audit of 20 randomly selected women having preterm birth 
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APPENDIX 1 CRITERIA USED TO IDENTIFY WOMEN WHO SHOULD BE REFERRED TO 
CONSULTANT LED CARE  
Tick all that apply 

General 
Age <18 or >40 and above at booking BMI under 18 or over 35 
Woman expecting 5th or subsequent baby Domestic violence 
On-going excess alcohol use in pregnancy Intermediate or high risk of VTE 
Current substance misuse including women on  a 
treatment programme eg methadone Multiple pregnancy 

Declining blood/blood products Smoker in this pregnancy 

Recurrent UTIs Low risk woman electing to have consultant led 
care 

Previous obstetric history 
Caesarean section or hysterotomy Baby over 4.5kg 
Rhesus antibodies Shoulder dystocia 
Stillbirth, neonatal death Significant APH or PPH 

Previous fetal abnormality Pregnancy induced hypertension (PIH) or pre-
eclampsia 

Recurrent miscarriage (ie 3 or more consecutive) Poor birth experience requiring review 
Premature baby < 36 weeks 30 or 40 tear 
Baby less than 2.5kg or diagnosed growth restriction  
Previous gynaecological history 
Pelvic floor repair / colposuspension Myomectomy/Fibroids 
Untreated abnormal smear Fertility treatment – IVF or ICSI 
Previous medical history 
Diabetes Endocrine disorders eg thyroid, pituitary disease 
Cardiac disease Epilepsy 

Renal disease Connective tissue disease eg SLE, rheumatoid 
arthritis 

GI disease eg Crohn’s, ulcerative colitis, gastric                                                                                                                                                                         
banding, gastric bypass 

Respiratory disease eg asthma requiring 
hospitalisation, cystic fibrosis 

Pre-existing hypertension Personal history of DVT / PE 
Psychiatric illness, significant depression, bipolar 
disorder, psychosis Congenital abnormalities 

Infectious disease eg HIV, hepatitis, current STI 
(previously treated STI does not require referral) 

Haematological disorders e.g. thrombocytopenia, 
sickle cell disease, thalassemia 

Other chronic illness eg malignancy  
Relevant family history 
Cardiac disease in 1st degree relative Inherited or genetic conditions 
Refer to obstetric obstetric consultant by 12 weeks 

Previous preterm birth or mid trimester loss (16 to 33+6 
weeks gestation) or previous preterm pre-labour rupture 
of membranes 

History of significant cervical excisional event ie 
LLETZ where >10mm depth removed or if the 
depth is unknown. >1 LLETZ procedure carried 
out or cone biopsy 

Previous delivery by caesarean section at full dilatation Known uterine variant (ie unicornuate, bicornuate 
uterus or uterine septum) 

Intrauterine adhesions (Ashermann’s syndrome) Previous use of cervical cerclage 
 History of trachelectomy (for cervical cancer) 
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Refer to obstetric anaesthetic clinic 
BMI >40 Maternal request 

Anaesthetic history; difficult or failed intubation, sensitivity or 
allergy to anaesthetic or analgesic drugs, malignant 
hyperpyrexia, past history of adverse event eg difficult or 
failed epidural or spinal 

Musculoskeletal disorder; previous back/neck surgery, 
marked scoliosis, severe joint disease, connective tissue 
disease, muscle abnormality 
Cardiovascular disease; congenital, valvular or ischaemic 

Respiratory disease; restrictive disorders, severe or poorly 
controlled obstructive disorders 

Haematological disease; coagulation disorders, therapeut  
anticoagulation 

Neurological disease; cerebrovascular disease, multiple 
sclerosis, degenerative disorders 

Other significant maternal medical history eg porphyria, a  
syndrome. 
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APPENDIX 2: OXFORD AHSN ALGORITHM FOR MANAGEMENT OF THREATENED 
EXTREME PRETERM LABOUR & IUT (JANUARY 2020) 
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APPENDIX 3: FPH ALGORITHM FOR REFERRAL TO TERTIARY CENTRE 
Please note: If woman is between 26+0-26+6, please follow regional guidance for 25-25+6 and liaise 
closely with neonatal consultant and staff. 
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APPENDIX 4: OXFORD AHSN REGIONAL MATERNITY GUIDELINE FOR MAGNESIUM 
SULPHATE USE: LOADING DOSE FOR SEVERE PRE-ECLAMPSIA/ ECLAMPSIA AND 
NEUROPROTECTIVE DOSE FOR SEVERE PRETERM BIRTH V2 
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APPENDIX 5: PRETERM BIRTH (PTB) - REDUCING INCIDENCE AND MANAGEMENT 
GUIDELINE - MODIFICATIONS DURING COVID-19 PERIOD 
1. Prediction of PTB 

a)  Number of visits may need to be reduced and use of telephone/video consultations 
should be considered when scan not necessary 

b)  Align scan appointments with antenatal consultations to reduce patient attendance 
c)  Prioritise women who are at particular high risk (eg those who have previously had a 

mid-trimester birth) if there is reduction in scanning capacity 
 

2. Prevention of PTB 
a) If there is time, screen women for COVID-19 before they undergo cervical cerclage. 
b) Avoid general anaesthesia, regional anaesthesia is preferable in such cases. 

 
3. Preparation for PTB 

a) Use QUiPP app to optimise diagnosis of PTB between 22+3 to 35+6 weeks. Additionally, it 
can be used for both recent vaginal bleeding and recent intercourse (within 48 hours) - both 
can cause falsely elevated readings and results under specified threshold (50 ng/ml) can still 
be considered valid. However, please remember that moderate or gross bleeding is an 
independent risk factor for preterm delivery and may be associated with other severe 
obstetrical or medical problems. 

 
Though not mandatory, input cervical length measurement - if undertaken within 24 hours. 
 
Interpretation 

i) If QUiPP risk of delivery within a week is less than 5%, discharge home with advice to 
come back if symptoms continue. Arrange appropriate ANC follow-up. 

ii) If QUiPP risk of delivery within a week more than 5%, admit for treatment and plan 
delivery with multidisciplinary team 

 
One may download the app via the App Store for iPhones, or via Google Play for Android 
or, in case one does not want to use their mobile, www.quipp.org website. 

b) The use of antenatal corticosteroids, magnesium sulfate and in-utero transfer should 
continue in women identified as being at imminent high risk of preterm birth. It is reasonable 
to restrict use of dexamethasone and betamethasone for fetal reasons to those women 
imminently likely to deliver between 22+3 and 33+6 weeks and conduct MDT discussion prior 
to their use at later gestation (eg prelabour CS for maternal compromise secondary to 
COVID-19). Urgent intervention for birth should not be delayed for their administration.   

For women hospitalised with COVID-19 and requiring oxygen, the most recent RCOG advice 
(based on the findings of the RECOVERY trial) is that ‘steroid therapy should be considered 
for 10 days or to hospital discharge, whichever is sooner - in pregnant adults, use oral 
prednisolone 40 mg once a day or intravenous hydrocortisone 80 mg twice a day.’ It is 
important to note that, although these drugs will provide maternal benefit, they are not 
suitable for fetal preparation as they do not cross the placenta in their active forms. 

References: 

1. https://www.england.nhs.uk/mat-transformation/saving-babies/ 
2. http://www.bapm.org/quipp     
3. RCOG Coronavirus (COVID-19) infection and pregnancy guideline: Version 10.1 updated 19th 

June 2020 

https://www.england.nhs.uk/mat-transformation/saving-babies/
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APPENDIX 6: QUIPP FLOWCHART 
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