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Definition: Fetal fibronectin is a direct measure of preterm delivery risk. Fetal fibronectin is a protein located in the choriodecidual interface. It is sampled in cervicovaginal secretions. In normal pregnancy, fetal fibronectin is < 50 ng/ml from 22-35 weeks gestation. Measures of fetal fibronectin measuring > or = 50 ng/ml during this time are at high risk for preterm delivery. 

Who to test: Test all symptomatic patients who meet the inclusion criteria. Symptoms may include: 

       1.     Regular uterine contractions 

2. Cramping

3. Low back pain 

4. Pelvic pressure 

5.  Vaginal bleeding 

6. Change in vaginal discharge 

Inclusion criteria: Completion of the fetal fibronectin assay does not eliminate the need for wet preps, cervical culture, and digital exam. If inclusion criteria are not met, then alternative methods of patient evaluation (such as observation and close follow-up) should be used. The inclusion criteria are: 

1. EGA 22-35 weeks

2. Dilation <3 cm 

3. Intact membranes 

4. No current vaginal bleeding (patients with scant bleeding and spotting CAN be tested) 

5. No intercourse in the previous 24 hours.

6. No manipulation or exam of the cervix in the previous 24 hours 

7. Patients with known or suspected placental abruption or placenta previa should NOT be tested

How to test:  

1. Specimen should be completed prior to digital exam or manipulation of the cervix. If it is later decided not to use the specimen, it may be discarded. 

2.  During speculum exam, lightly rotate swab across posterior fornix of the vagina for 10 seconds to absorb cervicovaginal secretions. 

3.  Remove swab and immerse tip in buffer. Break the shaft at the score even with the top of the tube. 

4.  Align the shaft with the hole inside the tube Gap and push down tightly over the shaft, sealing the tube. Ensure the shaft is aligned to avoid leakage. 

5.  Carefully review the directional insert for more information. 

How to use the result: 

-Test results will return positive, negative, or invalid. The most common cause of an invalid test is contamination with lubricant or not sampling the posterior fornix or IO seconds.

-After a positive result, 1 out of 6 women will deliver preterm within 14 days of the test. These patients should be considered at increased need for observation and treatment. 

-After a negative result, 124 out of 125 women will NOT deliver within the next 14 days. These patients should be reassured and resume scheduled prenatal care. 

-Rescreening is at the discretion of the credentialed OB/GYN staff provider. Rescreening may be considered with an increase in patient symptoms and/or after a week.
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[image: image2.jpg]TABLE 27-6. Causes of Preterm Birth at 23 to 36 Weeks

in 50 Consecutive Pregnancies

Cause Percent
Placenta previa or abruption 50
Amnionic fluid infection 38
Immunological—e.g., antiphospholipid antibody 30
syndrome

Cervical incompetence 16
Uterine—anomaly, hydramnios, fibroids 14
Maternal—preeclampsia, drug intoxication 10
Trauma or surgery 8
Fetal anomalies 6
No cause 4

2 Some women had more than one cause identified.

From Lettieri and associates (1993), with permission.
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[image: image4.jpg]27-9. Quality of Evidence to Support Use of
Corticosteroids to Promote Fetal Maturation

at > 34 weeks
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NIH Consensus Development Panel on the Effect of Corti-
ids for Fetal Maturation on Perinatal Outcome (1995),




[image: image5.jpg]TABLE 27-10. Conclusions of the 2000 NIH Consensus
Panel on Repetitive Courses of
Corticosteroids Given for Fetal Maturation

. The collective interational data continue to support
strongly the use and efficacy of a single course of antena-
tal corticosteroids using the dosage and interval of adminis-
tration specified in the 1994 Consensus Development Con-
ference report.

2. The current benefit and risk data are insufficient to support
routine use of repeat or rescue courses of antenatal cortico-
steroids in clinical practice.

3. Clinical trials are in progress to assess potential benefits

and risks of various regimens of repeat courses. Until data

establish a favorable benefit-to-risk ratio, repeat courses of
antenatal corticosteroids, including rescue therapy. should
be reserved for patients enrolled in clinical trials.

From the NIH Consensus Development Conference Statement
on Repeat Courses of Antenatal Corticosteroids, August 17—
18, 2000.




[image: image6.jpg]. Bacterial
Decidua . products
and/or amnion:

Monocytes
Cytokines:
Amnionic fluid: Interleukins 1 and 6

Tumor necrosis factor

Platelet

activating | —{>

factor Arachidonic acid

Prostaglandins E2 and F2o
Myometrium:
Uterine

contractions





REFERENCES

1. Williams Obstetrics, 21st Edition, McGraw-Hill, pp. 689-728.

2. Advanced Life Support in Obstetrics provider course syllabus, Chapter D, Preterm labor and premature rupture of membranes. 4th ed. Leawood, Kan.: American Academy of Family Physicians, 2000.
3. American College of Obstetricians and Gynecologists. Assessment of risk factors for preterm birth.  Practice Bulletin no.31.  Washington D.C.: ACOG, 2001.

4. American College of Obstetricians and Gynecologists.  Management of preterm labor.  Practice Bulletin no. 43.  Washington D.C.: ACOG, 2003.

5. Doyle NM, Monga M.  Role of ultrasound in screening patients at risk for preterm delivery.  Obstetrics and Gynecology Clinics Mar 2004; 31(1): 125.

6. Morrison JC, Chauhan SP.  Current status of home uterine activity monitoring.  Clinics in Perinatology 01 Dec 2003; 30(4): 757-801.

7. Weismiller DG.  Preterm labor.  American Family Physician 01 Feb 1999; 59(3): 593-602.

8. Cram LF, Zapata MI, Toy EC, Baker B.  Genitourinary infections and their associations with preterm labor.  American Family Physician 15 Jan 2002; 65(2): 241-8.

9. Thorp JM, Hartmann KE, Carey TS, Lohr KN, Gavin NI, Hasselblad V.  Antibiotic therapy for the treatment of preterm labor:  a review of the evidence.  American Journal of Obstetrics and Gynecology 01 Mar 2002; 186(3) 587-92.

10. Huddleston JF, Sanchez-Ramos l, Huddleston KW.  Acute management of preterm labor.  Clinic in Perinatology Dec 2003; 30(4): 803-24, vii.

11. Von Der Pool BA.  Preterm labor: diagnosis and treatment.  American Family Physician 15 May 1998: 57(10): 2457-64.

12. Berkman ND, Thorp JM, Lohr KN, Carey TS, Hartmann KE, Gavin NI, Hasselblad V, Idicula AE.  Tocolytic treatment for the management of preterm labor:  a review of the evidence.  American Journal of Obstetrics and Gynecology June 2003; 188(6): 1648-59.

13. Sanchez-Ramos L, Huddleston JF.  The therapeutic value of maintenance tocolysis: an overview of the evidence.  Clinics in Perinatology Dec 2003; 30(4): 841-54.

14. Peaceman AM, Andrews WW, Thorp JM, Cliver SP, Lukes A, Iams JD, Coultrip L, Eriksen N, Holbrook RH, Elliott J, Ingardia C, Pietrantoni M.  Fetal Fibronectin as a predictor of preterm birth in patients with symptoms: a multicenter trial. American Journal of Obstetrics and Gynecology Jul 1997; 177(1): 13-8.

15. Honest H, Bachmann LM, Gupta JK, Kleijnen J, Khan, KS.  Accuracy of cervicovaginal fetal fibronectin test in predicting risk of spontaneous preterm birth: a systematic review.  British Medical Journal 10 Aug 2002; 325:301. 


_1147460572.doc
[image: image1.png]TABLE 27-2. ‘Live Births in the United States in 1998
According to Gestational Age at Delivery

Gestational Age Live Births Percent
Total 3,941,553 100
36 weeks or less 452,275 11
< 28 weeks 29,037 07
28-31 weeks 47,486 12
32-35 weeks 212,210 5
36 weeks 163,542 4
37-39 weeks 1,859,198 47
40 weeks 853,416 22
41 weeks 443,502 11
42 weeks or greater 292,766 7

Adapted from Ventura and colleagues (2000).







