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Preterm Birth in the U.S.
◦ In 2013, one in every nine U.S. births occurred preterm (11.4%) 

◦ Nearly twice the rate compared to European nations

◦ Despite advancements in neonatal care, preterm birth accounts for 35% 
of deaths in the first year of life

◦ Estimated annual costs exceeding $26 billion (2005)

◦ Approximately 75% of preterm births are ‘spontaneous’ (as opposed to 
iatrogenic)- due to labor or PPROM



Preterm Birth in the U.S.

◦ Efforts to reduce the incidence of multifetal pregnancies and to 
prevent elective delivery before 39 weeks have been associated 
with a slight reduction in the preterm birth rate.

◦ Strategies to identify and treat medical risk factors in early 
pregnancy (e.g., genitourinary infection and poor nutrition) have 
not been effective. 
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Preterm Birth Major Risk Factors

◦Ability to predict the first preterm birth is very limited
◦ Most mothers with preterm birth have no evident risk factors

◦ Even in those with risk factors, the relative risk is low

◦ Short cervix at 16-24 weeks (≤25 mm, as measured by 
transvaginal ultrasonography) is the strongest predictor

◦ <25 mm (10th %), 25% risk of preterm birth

◦ <15 mm (3rd %), 50% risk of preterm birth



Preterm Birth Major Risk Factors

◦Prevention efforts have therefore concentrated on 
prevention of recurrent preterm birth
◦ Previous preterm birth (of any kind) is the strongest risk factor

◦ Increases the risk of recurrence by two-fold or more

◦ Risk increases with the number of preterm births, earlier 
gestational age at delivery, and shorter inter-pregnancy interval

◦ Most recent delivery outcome most strongly influences risk
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What do we know?

◦ Progesterone supplementation in women with a previous 
preterm birth, a short cervix, or both has been shown in 
randomized trials to reduce the risk of preterm birth

◦ Cervical cerclage reduces the risk of recurrent preterm birth 
among women with a short cervix or a history suggestive of 
cervical insufficiency



What do we know?

◦ How much is the risk reduction?

◦ Good rule of thumb is ‘one-third’
◦ 17 P is expected to reduce the risk of recurrent preterm birth by 

approximately one-third 

◦ Cerclage in women with cervical length <25 mm is expected to reduce the 
risk of recurrent preterm birth by approximately one-third

◦ Vaginal progesterone is expected to reduce the risk of preterm birth by 
approximately one-third in women with a cervical length <20 mm



What do we know?

◦ Progesterone supplementation has not been shown to be 
effective in preventing preterm birth in multiple gestations



What do we know?

◦ Current evidence-based recommendations:

◦ For women with a short cervix <20 mm without prior preterm 
birth, prescribe vaginal progesterone

◦ For women with a previous spontaneous preterm birth <37 weeks, 
prescribe intramuscular 17P

◦ Cerclage is also advised if the cervical length is less than 25 mm 
before 24 weeks gestation

Endorsed by Society for Maternal-Fetal Medicine and the 
American College of Obstetricians and Gynecologists
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