Preterm Labour

DEFINITION

Regular, painful contractions before 37th week gestation resulting in progressive cervical dilatation and effacement; with or without show or leaking liquour.

Note: Preterm   … < 37 wks

          Term        …  37+0 to 41+6

          Post date  … 40+1 to 41+6

          Post term  … >= 42 wks

INCIDENCE

S’pore 6-7%; Worldwide 7-10%

Increased incidence due to use of assisted reproductive technique (ART) – Multiple pregnancy

AETIOLOGY

Most common cause is still idiopathic ~ 60%
	MATERNAL
	FETAL
	CERVICAL & UTERINE

	Pre-eclampsia
	Congenital abnormalities
	Placental insufficiency

	Autoimmune (very rarely)

· SLE

· Anti-phospholipid Syndrome
	IUGR
	Antepartum haemorrhage cos blood irritates uterus

· Placental previa

· Abruptio placentae

	Infections

· Group B Strep

· Bacterial vaginosis

· Syphilis

· Toxoplasma 

· Listeria Monocytogenes
	Intrauterine death
	Trauma including amniocentesis

	Diabetes Mellitus – Polyhydromnios
	Oligohydromnios
	Uterine structural abnormalities eg. Septate or bicornuate

	PROM / previous PROM
	
	

	Renal disease 
	
	

	CCF
	
	

	Hypothyroidism
	
	

	Previous abortion
	
	


· Under fetal causes of PTL, multiple pregnancy, fetal distress and infections have been omitted, as they are not directly responsible for causing PTL.

· TORCH causes congenital malformations, which can cause PTL.

· Under uterine and cervical causes, cervical incompetence has been omitted, as it usu causes PROM and not PTL.

· Generally, the mechanism behind PTL is due to the release of endogenous PGs, causing softening of the cervix and leading to cervical dilatation. This stimulates the release of oxytocin which precipitates PTL.  

EPIDEMIOLOGY

· Malays

· Smoking

· Drinking

· Age<20 or >35

· Single mothers

· Socioeconomic status-low

· Stress

CERVICAL AND UTERINE

· Cervical incompetence

· Antepartum haemorrhage (blood irritates uterus --- contraction)

                 Placenta previa, Abruptio placenta

· Trauma e.g. amniocentesis

· Polyhydramnios/ oligohydramnios

· Uterine structural abnormalities (septate, biconate)

· Placental insufficiency

DIAGNOSIS

· Uterine contractions, increase frequency

HISTORY

· Suprapubic pain

· Back pain

· Increase vaginal mucous and bloody discharge (show)

· Pressure on lower part

PHYSICAL EXAMINATION

· Dilatation of cervix, effacement (dilation of more than or equals to 2 cm)

· Membranes bulging

INVESTIGATIONS

· CTG: uterine contractions – regular

EFFECT OF PRETERM DELIVERY ON FETUS

· Mortality

· Morbidity – cerebral palsy, mental retardation

· Respiratory distress syndrome, pulmonary hypoplasia

CONTRAINDICATIONS TO INHIBITION OF LABOUR

ABSOLUTE

· Maternal sepsis/ chorioamnionitis

· IUD

· Severe fetal distress

· Congenital fetal abnormalities (lethal)

· Severe ADRs to tocolytics

RELATIVE

· Uncontrolled DM

· Severe hypertension (too many medications)

· Pre-eclampsia/ impending eclampsia (too many medications)

· Antepartum haemorrhage (salbutamol --- vasodilation--- increase haemorrhage)

PROCEDURE FOR INHIBITION OF LABOUR

(Can be done as long as membrane are intact, even with cervical os dilation >6cm it can also be done when contractions seen even if cervical os is still closed. Efficacy decreases when cervix >4cm)

TOCOLYTICS  - It does not increase the birth weight of the fetus cos it only works for 24-48 hrs, after which labour may occur. It’s mainly to stall time for lung maturation.

B-sympathometics e.g. salbutamol (Monitor for pulmonary edema & hypt)

· IV max for 24 hrs, up to 34 weeks

· 45μg/min--- uterine relaxation---taper down dosage---24hrslater---give oral salbutamol (4 μg/8hrs)

1. Convert to oral after 24 hrs. (After successful inhibition, can return home with salbutamol tablets too)

2. Give up to 34 weeks

3. Maximally inhibit up to 3x only. Cos may have subclinical infx and increased chance of failure after 3 episodes.

4. ADRs: 

· Hyperglycemia

· Tachycardia

· Pulmonary edema, CCF

· Hypokalemia

· Peripheral vasodilation

Ca channel blockers e.g. nifedipine (relaxes uterine smooth muscles)

Nitric acid donors (GTN) inhibits CRH

Magnesium Sulphate

Prostaglandin Synthetase Inhibitors e.g. Indomethacin (give in polyhydramnios but ADR include Oligohydramnios) Aspirin is not given as it causes acute gastritis and bleeding.

Oxytocin receptor antagonist/inhibitor eg. Atosiban (Specific but expensive)

When to stop giving tocolytics,

· If mother is experiencing significant ADR

· If contractions are not still ongoing, with no signs of decreasing

· If contractions have been laid off successfully

· Once dexamethasone has been given time to work (24hrs)

DEXAMETHASONE

On administering dexa, very impt to make sure the dates are correct. Generally given between 26th to 34th weeks, but with respect to decreasing RDS, NEC and IVH especially, it is most effectively if given between 28th to 32nd weeks. 
· Expedite lung maturation

· Not given if membranes are ruptured because the stress of PROM will accelerate lung maturation and steroids can decrease immunity and increase the risk of infection.

· Given to poorly controlled DM mothers as fetal lung maturity is often delayed. However it is impt to be aware of imposing increased risk of hyperglycaemia to mothers. In addition, it is impt to warn the relevant specialists e.g. neonatologist  during the delivery.

EFFECTS OF FETAL PREMATURITY

	*Respiratory distress syndrome/ Pulmonary   hypoplasia
	Apnoea of immmaturity

	*Intraventricular haemorrhage
	Birth asphyxia

	*Necrotising enterocolitis
	Recurrent respiratory infx

	*Hypoglycemia
	Feeding problems

	*Neonatal jaundice
	Retrolental fibrolentaplasia due to O2 therapy? 

	*Patent ductus arteriosus
	Increased incidence of death in the 1st yr

	Infection
	Recurrent fits

	Hypothermia
	Cerebral palsy

	Hypomagnesaemia
	Blindness


Premature Rupture of Membrane

PPROM – Before 28 wks

PROM – 28-37 wks

SROM – After 37 wks, +/- labour

PPROM

· 50% will go into labour in 48 hrs

· Usu presents with vaginal discharge, clear fluid

History

· Amt of liquor

· Colour – white mucoid, clear watery, purulent?
· Smell – Amniotic fluid smells like semen
· Duration
· Blood or meconium stained?
· Fever, other symptoms of infection
· Pain, contractions or fetal movements
Physical Examination
· General Examination 
· Vital signs esp. temperature
· Abdomen – assess amt of liquor
· hard tender uterus (abruptio), soft tender ( chorioamnionitis)

· lie and presentation (breech, transverse ---- increased risk of cord prolapse)

· estimated fetal weight

· fetal heart sound

· sterile speculum examination 

· pool of liquour in posterior fornix.

· fluid leakage on valsalva maneuver

· nitrazine stick (blue or black cos liquour is alkaline); false +ve result in the presence of blood or vaginal infection.

· ferning on microscopic examination of fluid

even if posterior vaginal has no fluid, may still have rupture.

* VE is not necessary and may introduce infection (iatrogenic chorioamnionitis).

Ultrasound

· ? oligohydramnios

· AFI – assess liquor volume

· If normal AFI, consider if it is reduced form her usual AFI

If no suspicion, send home, ask to come back if infection or unwell.

Admit

· Ascertain etiology – high vaginal swab and culture

· FBC

· CRP

· UFEME and Culture

· Pad chart – see leaking amt, duration

· Fetal CTG and U/S for growth and liquour volume

Management

1. If confirm got chorioamnionitis, give IV abx and deliver

2. If no signs of infection, give prophylactic abx cos usu. got subclinical infection.

· Give erythromycin instead of Augmentin (bacteriostatic instead of bacteriocidal, hence reduces risk of NEC). Bacteriocidal drugs like augmentin is not favoured as dead bacteria release chemicals which trigger an immune response, which may lead to fetal distress.

· Metronidazole may be teratogenic but by 2nd and 3rd trimester--- quite safe

3. If got contraction, give dexamethasone. Need 24 hrs to work, so may give tocolytic to delay; or just give baby surfactant.

4. Daily monitor – maternal vital signs esp temp

· fetal tachycardia, 

· pad chart

· aim to deliver at least 36 weeks

Special considerations

1. PPROM at 19 wks 

                          – prognosis is poor (increase risk of miscarriages)

· hospitalization till labour 

· oligohydramnios may affect posture and cause limb problem. Before 26 weeks, pulmonary hypoplasia cos no amniotic fluid to expand alveoli

· weigh if want to continue (by doing nothing or amnioinfusion) or           abort

2. PPROM at 38 weeks 

                           – if wait too long may risk infections

· wait for 12 hrs see if got labour (aim for NVD)

· or else induce depending on primp or multip, and cervical score

· if primp, prime the cervix first, or else may have problem when inducing and then need CS

· if multip, just augment.

INFECTIONS

UTI and vaginal discharge

· UTI likely due to E. coli

· Vaginal discharge not common to cause UTI

· Vaginal swab for aerobic and anaerobic culture (trichomonas—flagyl, candida --- antifungal, clue cells seen in Gardnerella)

· Endocervical swab – gonorrhoea, chlamydia, mycoplasma (doxycycline)

· UFEME culture and sensitivity --- midstream sample, take 48 hrs to return.

· Urine dipstix

· Empirical abx e.g. bactrim for UTI

Recurrent UIT

· Untreated lead to genital tract infection

· DM, immunosuppression

· Ovarian cyst, fibroids, retroverted uterus, cystocele (incomplete voiding)

· Pregnant/ retroverted uterus, so cervix is anterior pointing, press on UV angle, retention of urine

