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Preterm labor (PTL) is defined by the World 

Health Organization (WHO) as the onset of labor 

before 37 completed weeks or 259 days of gestation, 

and after the gestation of viability (22-28 weeks 

dependent on definition and setting). The onset of 

labor Refers to regular uterine contractions (at least 

one every 10 minutes), associated with documented 

cervical change or rupture of fetal membranes. In 

the absence of cervical change or ruptured 

membranes, a diagnosis of threatened PTL (TPTL) 

can be made. Most women diagnosed with TPTL do 

not go on to deliver preterm. 





However, the use of broad-

spectrum antibiotics for 

women in preterm labor has 

not only been shown to be 

ineffective in terms of reducing 

PTB and improving fetal 

outcome, but it may also be 

harmful.  



The ORACLE II multicenter trial 

(2001) randomized 6295 women in 

threatened spontaneous preterm 

labor with intact membranes and no 

clinical evidence of infection, to 

receive co-amoxiclav + erythromycin, 

co-amoxiclay + placebo, erythromycin 

+ placebo, or placebo only, four times 

daily for 10 days or until delivery. 



None of the antibiotic 

combinations was associated with 

a lower rate of the composite 

primary outcome (neonatal death, 

chronic lung disease, or major 

cerebral abnormality on 

ultrasound), although maternal 

infection was reduced. 



Of concern, a statistically 

nonsignificant increase in 

necrotizing enterocolitis (NEC) 

was observed in the infants of 

women prescribed co-amoxiclav. 

This mirrored the significant 

increase in rate of NEC seen in 

the ORACLE I trial, evaluating 

antibiotic therapy in PPROM. 



Furthermore, 7-year follow-up of 3196 

infants involved in the ORACLE II trial 

revealed that the prescription of 

erythromycin (  co-amoxiclav was 

associated with functional impairment 

(OR 1.18, 95% CI 1.02-1.37) and 

both antibiotics were associated with 

an increased incidence of cerebral 

palsy (erythromycin OR 1.93, 1.21-

3.09, co-amoxiclav 1.69, 1.07-2.67). 

± 



Therefore routine 

antibiotic treatment 

for prevention of 

preterm labor is not 

recommended 



Preventive treatment with 

antibiotics in women with either 

PPROM or threatened PTL 

without PPROM does not seem 

to be indicated, unless there is a 

positive GBS status or signs of 

intrauterine infection. 







 جدول مراقب از بارداری و بارداری







Triage singleton pregnancies 



Women in preterm labor ≥34 weeks are admitted for 

delivery. After an observation period of four to six hours, 

women without progressive cervical dilation and 

effacement are discharged to home, as long as fetal well-

being is confirmed (eg, reactive nonstress test) and 

obstetrical complications associated with preterm labor, 

such as abruptio placenta, chorioamnionitis, and preterm 

rupture of membranes, have been excluded. We arrange 

follow-up in one to two weeks and give the patient 

instructions to call if she experiences additional signs or 

symptoms of preterm labor, or has other pregnancy 

concerns (eg, bleeding, rupture of membranes, decreased 

fetal activity). 



<34 weeks of gestation 

 

 

 

 

 

Ultrasound ± fetal fibronectin examination 



Cervical length 20 to <30 mm 

 

 

If the fFN test is positive, we begin interventions to 

reduce morbidity associated with preterm birth. If the 

fFN test is negative, we discharge the patient after 6 to 

12 hours of observation, given its high negative 

predictive value (98 to 100 percent for delivery within 7 

or 14 days 



Cervical length <20 mm — Symptomatic women 

with cervical length <20 mm are at high risk 

(>25 percent) of delivery within seven days; the 

addition of fFN testing does not significantly 

improve the predictive value of cervical length 

measurement alone [35-37, 42, 43]. Therefore, 

we do not send their cervicovaginal samples to 

the laboratory for fFN testing and we begin 

interventions to reduce morbidity associated 

with preterm birth. 



Cervical length ≥30 mm 

After an observation period of four to six hours, women 

without progressive cervical dilation and effacement are 

discharged to home, as long as fetal well-being is confirmed 

(eg, reactive nonstress test) and obstetrical complications 

associated with preterm labor, such as abruptio placenta, 

chorioamnionitis, and preterm rupture of membranes, have 

been excluded. We arrange follow-up in one to two weeks 

and give the patient instructions to call if she experiences 

additional signs or symptoms of preterm labor, or has other 

pregnancy concerns (eg, bleeding, rupture of membranes, 

decreased fetal activity). 



Triage twin pregnancies 

 

 

 

≥34 weeks of gestation 

Triage is the same as for singletons 



‹34 weeks of gestation 

• Women with cervical length >35 mm and no change over six hours 

are at low risk for preterm delivery, and can be discharged home 

after a four- to six-hour period of observation, as long as fetal well-

being is confirmed, maternal status is stable, and there are no 

additional maternal concerns. 

• Women with cervical length <25 mm are at high risk of preterm 

delivery, and thus we begin interventions to reduce morbidity 

associated with preterm birth. (See 'Treatment of women <34 weeks 

with suspected preterm labor' below.) 

• Women with cervical length 25 to 35 mm on transvaginal 

ultrasound examination undergo fetal fibronectin testing. If the 

test is positive, we begin interventions to reduce morbidity 

associated with preterm birth. If the test is negative, we discharge 

the patient after a 6- to 12-hour period of observation. 




