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perspective

Working with parents to prevent 
and manage preterm birth
Babies born earlier than 37 weeks gestation 
(preterm) are at an increased risk of immediate  
and long-term health problems. Some mothers  
can be identified as at-risk, whereas for many, 
preterm birth happens very unexpectedly, without 
obvious risk factors being apparent, leaving many 
parents unprepared for what may happen next, as 
Anna David and Jane Currie explain. 
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Key points
• A baby born before 37 completed weeks of pregnancy is called preterm.
• Preterm birth is an important cause of infant death, illness and disability.
• Preterm birth carries serious implications for the whole family.
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How does preterm birth affect babies?
In the UK, one in every 12 babies is preterm, or born early, before 37 
completed weeks of pregnancy. And the numbers appear to be increasing: 
in 1990, 5% of babies were born preterm, rising to 7.8% of babies in 2010.1 
Globally a staggering 15 million babies are born preterm every year.2

Preterm birth is the largest cause of newborn death, and the second leading 
cause of death in children under five years old.1 The earlier the birth, the 
higher the risks for the baby. In the UK, most babies born after 30 weeks 
of gestation will survive. And survival of extremely preterm babies has also 
improved over time with advances in neonatal intensive care.3 Nevertheless, 
these babies may have long-term health problems caused by prematurity. 

Depending on the gestational age, a preterm baby may need help with the 
transition to breathing because of underdeveloped lungs, and may require 
extra oxygen or ventilation of their lungs to maintain oxygen levels. She may 
need specialist feeding, such as syringe feeding, or a feeding tube. She may 
need to be in an incubator to be kept warm, as preterm babies find it difficult 
to regulate their temperature. She may also need to have a catheter inserted 
into blood vesses of the umbilical cord, or a limb, to enable drugs to be given. 
She will be vulnerable to infection and may need antibiotics. 

Babies may also be affected by the underlying cause of the preterm birth. 
For example, she may have had reduced fetal growth due to poor placental 
supply of oxygen and nutrients, and damage following low oxygen levels in 
the womb. And maternal infection in the womb (“chorioamnionitis”), may 
have caused serious infection in the baby, and impact on their health.

Preterm birth can also have considerable long-term impact, for example 
a risk of brain injury leading to cerebral palsy, neurological injury or other 
development delay4,5  Babies may require oxygen sometimes for many 
months after they have left the neonatal unit.6 Some therapies used in the 
neonatal unit have side effects, for example, oxygen therapy may cause 
eye damage (retinopathy), and heart disease and diabetes can also be 
consequences of preterm birth.7

How does preterm birth impact on the family?
A preterm baby in a Neonatal Intensive Care Unit (NICU) may be separated 
from her mother who herself may still need medical care. Babies may spend 
several months in hospital, which can be far from home. This brings with it 
significant emotional and financial pressures, amplified when there are other 
siblings to care for at home. Parents spend on average £282 per week visiting 
their baby in NICU.8

• Some factors slightly increase the chance of delivering a baby preterm. 
These include smoking, multiple pregnancy, placental problems and 
previous surgery to the cervix (neck of the womb).

• Most cases of preterm birth cannot be predicted and future research 
aims to improve this.

• Specialist antenatal services may help support parents at risk of future 
preterm birth.

• NCT teachers can help parents understand how their options for labour 
and birth might be affected by preterm birth.



Risk factors for preterm birth 
Around 25% of preterm born babies are delivered early as a medical 
treatment for a severe pregnancy problem (Iatrogenic preterm birth). For 
example, a mother who develops severe pre-eclampsia or heavy vaginal 
bleeding from a placenta previa (low lying placenta) may need urgent 
delivery, as the risks to the mother of continuing the pregnancy outweigh 
those of preterm birth.

The majority (75%) of preterm births follow spontaneous onset of premature 
labour or rupture of membranes. Spontaneous preterm birth has many 
causes, but in many cases no specific cause is found. 

Many factors combine in a ‘final common pathway’ of preterm labour and 
birth. Maternal infection or cervical weakness may trigger a process to 
activate inflammation of the membranes surrounding the baby. This causes 
release of hormonal messengers that cause the cervix to soften and begin to 
open (cervical ripening) and stimulate the uterus to contract. 

• Maternal infection may be blood-borne or ascend from the genital tract 
through the cervix into the uterus. Many different infections may result 
in preterm birth. Routine clinical laboratory testing of the placenta and 
membranes commonly fail to identify bacteria that are believed to have 
caused the preterm birth. More recently, modern genetic techniques have 
shown that bacteria are present in almost all preterm births.9

• Urinary tract infection (UTI) has been associated with preterm birth.10   
In pregnancy, women may not have the typical symptoms of a UTI. 
Screening for UTI in early pregnancy by laboratory urine culture is done 
routinely in the UK when women book for antenatal care, as treatment 
reduces the risk of preterm birth. Dipsticks are not very accurate at 
detecting a UTI in pregnancy so it’s important to send the urine for 
laboratory culture if an infection is suspected.

• Bacterial vaginosis (BV) has been associated with preterm birth11 involving 
a change to the balance of bacteria inside the vagina. Treatment with 
antibiotics before 20 weeks of gestation reduces preterm birth in at-risk 
women but has no benefit in low-risk women. Other genital tract infections, 
including sexually transmitted infections, may also be associated with 
preterm birth.12

• It is unclear whether treatment with antibiotics improves outcome, except 
in the case of erythromycin for women who have preterm premature 
rupture of the membranes. For women with intact membranes, antibiotics 
increased the risk of cerebral palsy in their baby at seven years of age.13

• During pregnancy, the cervix is a closed tunnel between the uterus and the 
vagina, sealed with a mucus plug. The function of the cervix and this plug 
is important to prevent preterm birth. Women with a short cervical length 
have a higher chance of delivering preterm. Some treatments can reduce 
the risk of preterm birth in women with a short cervix.14

• Multiple pregnancy, a common feature of assisted reproduction such as IVF, 
is an important cause of preterm birth: 50% of twins, and 90% of triplets, 
are born preterm.15 It is now good practice for clinics to offer single embryo 
transfer to reduce the risk of multiple pregnancy and therefore preterm birth.14 
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• The shape of the uterus is also important in preterm birth.15 Women with 
an unusually shaped uterus, eg unicornuate or with a septum, may have a 
slightly higher chance of preterm birth.

• Smoking increases preterm birth. In 2006 after the smoking ban in 
Scotland, the preterm birth rate fell by 10%.16 Stopping smoking before or 
during early pregnancy reduces preterm birth.

Predicting preterm birth in mothers without 
known risk factors
It is difficult to predict who is likely to have a preterm birth in mothers without 
known risk factors. Many apparently healthy women in their first pregnancy 
deliver their baby preterm, and once signs and symptoms appear, it is difficult 
to prevent. Much research is aiming to predict which apparently low-risk 
mothers will deliver preterm, so that preventive strategies can be instigated. 

Various measures indicate a higher risk of preterm birth such as a short 
cervical length, low progesterone concentration in the saliva, and high 
cervicovaginal fetal fibronectin protein. But there appears to be no benefit to 
screening low-risk mothers using these tests, and they are currently used to 
screen high-risk women only.17

Can preterm birth be prevented in ‘at-risk’ mums?
Medically indicated preterm birth

Conditions such as pre-eclampsia can require mums to give birth before 
37 weeks of pregnancy, to avoid harm to mother and baby. Taking low dose 
aspirin (75-150mg) at night once a day from before 16 weeks of pregnancy 
may reduce the chance of developing pre-eclampsia.18

Spontaneous preterm birth

A scan to measure cervical length should be offered to any pregnant woman 
who has previously had a spontaneous preterm birth, premature rupture of 
the membranes, or pregnancy loss between 16 and 34 weeks of gestation. 
This is also offered to women who have had surgery to their cervix (eg cone 
biopsy or loop excision). An internal transvaginal ultrasound scan, usually 
performed between 16 and 24 weeks of gestation, is safe in pregnancy and 
provides the best view. If the cervical length is short (25mm) the mother may 
be offered a choice of preventive treatments such as vaginal progesterone  
or cervical cerclage (stitch), depending on her individual circumstances  
and wishes.19

Women who have had three or more prior preterm births or mid-pregnancy 
losses are usually offered a planned cervical cerclage just after the dating 
ultrasound scan (11 – 14 weeks of gestation). This procedure, usually done as 
a day case under spinal or general anaesthetic, involves placing a stitch in the 
cervix via the vagina, which remains until 37 weeks. Occasionally, in very at 
-risk mums, the stitch is placed very high up in the cervix, which can be done 
even before pregnancy using laparoscopic keyhole surgery.



Parents’ options for labour and birth
NICE guidelines published in 2015 outline the care that women should 
receive if they are either in preterm labour, or at risk of preterm labour.19

Seeking help with symptoms of preterm birth. It’s important that mothers 
with symptoms of preterm birth attend an obstetric unit for assessment. 

Place of birth. If a mother has symptoms and signs of preterm labour, they 
are best cared for in a hospital with neonatal care facilities appropriate for the 
gestation and expected condition of their baby. If they are mid-pregnancy, 
some mothers may need to be transferred to a unit that has a specialist 
neonatal intensive care unit that can look after their baby after birth. 
Outcomes are better for babies if the mum is moved as an ‘in utero’ transfer 
and before baby is born; however some units may be many miles away from 
home and unfamiliar to parents.

Interventions to improve outcomes for the baby. Two injections of steroids, 
12 to 24 hours apart, are commonly given to mothers at risk of preterm 
birth to improve the baby’s lungs after birth.20 These reduce short-term 
breathing problems, brain bleeding, bowel disease (necrotising enterocolitis) 
and neonatal death. Drugs called tocolytics may also be given to slow down 
or stop contractions, so that they can be transferred to a more appropriate 
delivery unit, or to give time for maternal steroids to take effect. 

Magnesium sulphate given during preterm labour protects the baby’s brain 
and reduces the risk of cerebral palsy. It is of most benefit below 30 weeks but 
may be given up to 34 weeks.21

Management of labour

Preterm labour is usually managed similarly to other high-risk labours, with 
continuous monitoring of the fetal heart rate using CTG (cardiotocography) 
to monitor baby’s wellbeing, and intermittent auscultation (listening in) 
when necessary. Women can choose their options for pain relief, taking into 
account maternal and fetal risk factors and their preference.  

Mode of birth

Mode of birth depends on the clinical situation and parental preferences. 
Caesarean section for very small babies may require a ‘classical’ incision on 
the uterus (‘up and down’ rather than side to side across the lower part of 
the uterus). This has implications for future pregnancies as the risk of uterine 
rupture is higher with this incision and mothers would be counselled towards 
future planned caesarean section rather than trying a vaginal birth.23   

Several additional healthcare professionals may be present at the birth, 
particularly at low gestations, including a neonatal doctor and nurse.   
Very preterm babies are placed into a sterile plastic bag after birth, with  
their head exposed, which reduces heat loss from their body. Allowing 
the cord to pulsate for a short time after birth (delayed cord clamping) is 
preferred but it depends on baby’s condition and the neonatal resuscitation  
facilities available.19



Specialist preterm birth clinic 
Increasingly, hospitals are offering specialist preterm birth clinics for 
mothers at risk of preterm birth,22 with an experienced specialist midwife and 
obstetrician who can offer all treatment options. Women are usually offered 
vaginal swabs for infection, ultrasound cervical length measurement and 
tests to predict preterm birth. It is common to invite mothers to take part in 
clinical research studies to improve care for future families. It is reassuring 
that women who participate in clinical research studies have better outcomes 
than women who decline.23

How can we help parents to cope? 
Antenatal information

Mothers should be encouraged to seek medical help for any signs of preterm 
birth such as regular uterine contractions or pain, backache, vaginal bleeding 
or fluid leaking from the vagina. It’s important for them to seek medical 
advice early if they think they may be going into labour preterm. Prompt 
treatment of infection and early preparation for preterm birth can improve 
pregnancy outcomes. 

First-time parents experiencing preterm birth may not have attended any 
antenatal classes, and may be unprepared to take their baby home. Families 
with other children may need to arrange childcare. Antenatal teachers can 
signpost the need to plan for emergencies. 

Around the time of the birth

Preterm birth is often unexpected. Outcomes may be unpredictable, 
especially if the baby is born extremely preterm (before 28 weeks). Parents 
may be worried about the baby dying or being disabled, or be concerned 
about the impact of medical procedures or equipment, such as breathing 
tubes and incubators on their baby.

It is helpful for parents to speak to specialist neonatal nurses and doctors 
for individualised information. They can counsel parents about the specific 
issues for their baby, including the likelihood of survival, and long-term 
outcomes based on both local and national statistics. 

Postnatal support

Parents of babies who do not survive may need bereavement support. When 
babies spend a long time in hospital parents need considerable support 
particularly when their baby is about to go home. Breast milk improves the 
short- and long-term outcomes for preterm babies. Mothers may need 
support with breastfeeding and learn how to express milk. Charities such as 
Bliss provide information to help parents cope with a preterm birth. 
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Further information and resources
Bliss www.bliss.org.uk
Tommy’s https://www.tommys.org/our-organisation/why-we-exist/prematurity
NICE guideline on preterm labour and birth https://www.nice.org.uk/guidance/g25
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