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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 269 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.
D




Given that infection is
commonly associated with
SPTB, it seems logical that
antibiotic treatment should
target the microbiological

insult, reducing PIB and
improving neonatal

outcome.
D



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.
D




The ORACLE Il 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 | trial, evaluating

antibiotic therapy in PPROM.
D
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Furthermore, 7-year follow-up of 3196
infants involved in the ORACLE 1l 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).
T



Therefore routine

antibiotic treatment
for prevention of
preterm labor 1s 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.
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Use of Prophylactic Antibiotics in Labor
and Delivery

The use of antibiotics to prevent infections during the anieparmm, intrapartum, and posiparium periods is different

than the use of antibiotics 10 wear established infections. For many vears, the use of proph)

Tic annhiotics was
thought 10 have few adverse consequences, Concerns abour the emergence of resistant sirains of common bacteria. in
addition to the emergence of smains with increased virulence, have resulted in increased scruriny of the use of
antibiotics, particularly in the hospital seming. Awareness of the potential adverse effects of resistant bacterial
infections on neonates has been growing, Attention has been focused on the cfiect of mode of delivery or carly
antibiotic exposure on the nconaral oral and gut microbiome, which is essential for immune developmens. Finallv, cost
is @ consideration in the use and choice of prophylactic agenis. The purpose of this Practice Bulletin is 1o present
a review of clinical siwations in which prophylactic entibiorics are frequentiy prescribed and 1o weigh the evidence
that supports the use of antibiotics in these scenarios. This Practice Bulletin is updated o reflect @ limited change 1o
clarifv and provide additional information on recommendations from recent consensus g

widelines for antimicrobial
prophylaxis in surgery and the prevemtion of surgical site infection. The following practices related 10 cesarean

delivery include preoperative skin and vaginal cleansing, weighi-bused dosage for ce

Jazolin antibiotic prophyiaxis, the
addition of edjunctive azithromycin antibiotic prophyvlaxis, and antibiotic selection and dosage for women with
a penicillin allergy.

B ackground Resistance Risks of

The goal of antibiotic prophyluxis is to prevent infec- Prop!vylacfrc Aﬂtlblotiﬂ

flon, not to cure or treat diseuse, In contrust to the The “"f""' for Discase Control and Prevention repont
therapeutic use of antibiotics, prophylaxis must be Wt .:“—'\_U'; of all prescribed antibioties in acute care
administered before the potential exposure, and usually ~ NOSPitals in the United States are inappropriate (1), Inap-
for a short duration (less than 24 hours), The goal of ~ ProPriate antibiotic use conuributes to antibiotic resis-
prophylactic antibiotic use is 10 have Ihcr:xpculu; tissue  tance and increased morbidity, In response 10 these
levels at the time microbial contamination might occur,  concems, the Joint Commission developed an antimicro-

Delaying administration by even a few hours reduces or ~ hial stewardship standard for hospitals in January 2017
climinates the benefit of prophylaxis. Tdeally, the aeent :

of choice should huve a low incidence of sdverse efiects
and be Jong acting, inexpensive, and narowly focused
on the likely bacterial patho

gens. which are usually
endogenous fora. ’
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(2). An untimicrobial stewardship program is designed to
promote appropriate use of antibiotics, improve infection
cure rates, reduce antibiotic resistance. and decrease the
spread of multdrug resistant organisms, Although the

nisks of inappropriate antibiotic use may be difficult o
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TABLE 9-2. Typical Components of Routine Prenatal Care

Weeks

Text Referral First Visit 15-20 24-28 2941
History
. . .
Physical examination
molete \ - .
5 €55 C 72 . . . °
Lha - 77 L4 . . .
i) 74 .
p. 7 7 . 3 . .
POS Chap. 9 . . . .
Laboratory tests
Hematocrit or hemoglobi D. 5 " ¥
gio 1ac af 307 .
Ant Chap - iy A
Pap Chap. 6 2 °
Glu Chap. 57 .
Fet Chap. 14 B B
Neur el hap. 14 B
Cystic fibrosis screening Chap. 14, [ 5 B B
Urine protein assessment Chap. 4 .
Urine culture Chap. 53 ( .
Rubella serology Chap. 64, p. 1243 .
Syphilis serology Chap. 65, p. 1265 c C
Gonococcal screening Chap. 65, p. 1265 D D
Chlamydial screening Chap. 65, p. 1270 o C
Hepatitis 8 serology Chap. 55, p. 1090 . D
HIV serology Chap. 65, p. 1276 B D
Group B streptococcus culture Chap. 64, p. 1249 E
Tuberculosis screening’ Chap. 51, p. 1020

*First-trimester aneuploidy screening may be offered between 11 and 14 weeks

°Screening can be done with either the Mantoux tuberculin skin test or a tuberculosis blood test
as dinically indicated at any Visit.

A Performed at 28 weeks, if indicated.

B Test should be offered.
C High-risk women should be retested at the beginning of the third trimester
D High-risk women should be screened at the first prenatal visit and again in the third trimester

E Rectovaginal culture should be obtained between 35 and 37 weeks.

HIV = human immunodeficiency virus.
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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 1s 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 1n 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 TN test 1s positive, we begin interventions to
reduce morbidity associated with preterm birth. If the
fE'N test 1s negative, we discharge the patient after 6 to
12 hours of observation, given 1its 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
(>R percent) of delivery within seven days; the
addition of fFN testing does not significantly
mmprove the predictive value of cervical length
measurement alone 135-37, 42, 431. Therefore,
we do not send their cervicovaginal samples to
the laboratory for KN 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 1s the same as for singletons
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(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 '"T'reatment 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 1s positive, we Dbegin 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.






