


NET MAT LO LANG BIEU HI EN c6 CON GO TU CUNG
S>> F DOA SANH NON | f |

|~

» Pau bung dudi, dau lung
» Cam giac bung gong culng

Q \ ’/.:’
2\ :
IT<25mm <|Smm /«\

Co tU cung Co tr cung Cotlr cung
binh thudng  bat ddu ngan ngan ré

4

) < A S \j g
CO TU CUNG NGAN DAN - Do bang siéu am N
, °Céthécoridiorramau |\
/1,/,;’ e L . . u . = i i T 2 - //—“'\"\
(@) HAY THAM KHAO Y KIEN BAC Si NGAY KHI CO CAC DAU HIEU TREN. N



01

02

03

04

PINH NGHIA

= Doa sanh non
= Sanh non

NGUYEN NHAN

= Yéu td nguy co tir me
* Y¢&u to nguy co tur thali

CHAN DOAN

= Doa sanh non
* Chuyén da sanh non

PIEU TRI

= Noi tiét
= Can thi¢p
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* An estimated 13.4 million babies were born preterm in 2020 (before 37 completed L W SCIENCE MOVING
orld Health
weeks of gestation) (1). Less than Organization O MOVING SCIENCE
500 grams g

* Preterm birth complications are the leading cause of death among children under
5 years of age, responsible for approximately 900 000 deaths in 2019 (2).

* Three-quarters of these deaths could be prevented with current, cost-effective
interventions.

* Across countries, the rate of preterm birth ranges from 4-16% of babies born in
2020.

m=s)  Doa sanh non?

Overview

Preterm is defined as babies born alive before 37 weeks of pregnancy are completed.
There are sub-categories of preterm birth, based on gestational age:

» extremely preterm (less than 28 weeks)
s very preterm (28 to less than 32 weeks)
* moderate to late preterm (32 to 37 weeks).
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O Dich té:

- Theo bao cao ciia Blencowe va cong su (2012), tai Viét Nam, trong s6 1.466.600 tré
sinh song, c6 khoang 138.300 (9,4%) tré sinh non

- Tré so sinh non thang ludn d6i mit véi nguy co tir vong va bénh tat cao.

- Ty 1é tir vong & tré sinh lac 25 tuan 1a 12,1%, so voéi tré sinh luc 32 tuan chi con
0,2%. Ty 1& bénh suat nghiém trong, nhu xuat huyét ndo that, ting ap luc dong mach
phoi, viém rudt hoai ttr ciing giam theo mdi tuan tuoi thai, tir 54,8% luc 25 tuan xuong
chi con 8,7% lac 32 tuan.

- Tai Viét Nam chua c6 thong K& trén toan quoc, dua trén nhitng nghién ctru don 1¢, ti

1€ sanh non 6.5 — 16%
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Annual number of preterm births (millions)

Total number of preterm births in 2010:
13.8 million

Total number of preterm births in 2020:

13.4 million

Eastern Asia, South Eastern Asia
and Oceania (excl. Australia and New
Zealand)

Latin America and the Caribbean

Northern America, Australia and New
Zealand, Central Asia and Europe

Southem Asia

Sub-Saharan Africa

Western Asla and Northern Africa

2010 2012

2014 261?93!’ 2018 2020

Xu hudng vé sd lugng sinh non hang nam theo cac khu vie muc tiéu, 20102020



O Dich té:

Rates: Highest five countries* [95% Crl] Numbers: Highest five countries [95% Crl]
Bangladesh 16.2 [11.8, 21.7] India 3,016,700 [2,247,900, 3,992,500]
Malawi 14.5 [9.5, 21.6] Pakistan 914,000 [549,900, 1,469,100]
Pakistan 14.4 (8.6, 23.1] Nigeria 774,100 [426,300, 1,366,200)
India 13.0[9.7, 17.3] China 752,900 (624,500, 504,100}
South Africa 13.0(9.2, 17.9] Ethiopla 455,900 [302,400, 796,900}

B 15-<20%
B 10-<15%

| S-<10%

| <5%

| Mot UN Member State
B Mot applicable

. W% 3. brocy g Data Source: Joist UNICES WHO Preterm beth estimates

Map Creation Dater 16 Febrwary 2023
T Sraagratiinss oo mymnd 80d [ po s 100600 of Hhee wiheritd @ The s pasbi st @ o wel 0 gy D wupeeisiion ol vy ounias whamiaeves on T pat of WHO Laramreag T mgs Salis of sy Cowndry Teesliony Map Producton. WHO GIS Centre for Mealth, ONA/DOI
city or arwa o of 8% aEhOrtes, or ConcerTIng The delirntat on of 11 hoateny o Doosdersn. Doted and dethed Inet on maga tepaeset spownimates border ko for which there may not yet be Ll agresmen O WHO 2023 h]n‘hb reserved

Udc tinh ty 18 sinh non va so ca sinh non c4c qudc gia nim 2020
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Praterm < 28 woaks
Preterm 28 - <32 weeks
. Preteem 32 - <37 weaks

Preterm birth in numbers and
rates

13.4 million babies were born
preterm in 2020 (9.9% of all live
births).

-
[=]
o

National preterm birth rates
vary from 4-16%. Southern Asia
has the highest rates and

o
o

Number of preterm babies (millions)

numbers of preterm birth.

Almost 900 000 neonatal
deaths were due to direct

Latin America Westom A Eastern Ass,  SubSaharan  Southem As Giooal complications of preterm birth.
and the Amonca and Northem South Eastern Atica
Caribbean Australa and Africa Asia and
New Zbdal':d, Oceania (exd :
i ke S and 85% of preterm births occur
between 32 and 37 weeks of
Total 9804800 13139200 11648900 25256000 38819300 36099100 134 767 100 gestation where survival is
number of o :
bk the usually pgssuble_wnthout
region neonatal intensive care.
Preterm 89 7.9 9.1 6.8 10.1 13.2 9.9

birth (%)

Preterm birth by gestational age and region in 2020



O Dich té:

Northern America, Europe,
Australia and New Zealand

»
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Western Asia and
Northem Alfrica

Ea}t.em Asia, South-Eastern
Aua and Ooeama'
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. \ L mixtn
® Western Asia and Northern Africa . o S dure 3814 200
@ Eastern Asia, South-Eastem
—d ot teitn
32 200

Asia and Oceania®

"exouding Australa and New Zealnd

Regional variation in the proportion of preterm births resulting in neonatal deaths in 2020
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SINH LI BENH

Emerging mechanisms in the
pathophysiology of spontaneous
preterm birth.

AKR1C1 aldoketo-reductase1C1
EV extracellular vesicles

PG prostaglandin

P4 progesterone

P4 withdrawal

o PA)

Uterine
inflammation Increased pro-

inflammatory
cytokines

&)

PG release

per'
bjn,. Phe
iO[n ar ke’,.al
Inflammatory
EVs

>
(\\0 EV
mediated
cytotoxicity &
inflammation

Complex
host-microbial
{nteraction

Decreased oy A\Y
lactobacilli, lactic o A '\(‘0 &e
acid & antimicrobial oQ ‘\0
peptides * ov



02 NGUYEN NHAN
Tién san giat

Sinh non do c6 chi dinh ttr

me hoac thal
(20%0)

Nhau tién dao

IUGR gay suy thali

Chuyén da sinh non
Sinh non tu phat
(80%0) <. .
O1 vO non



02 NGUYEN NHAN

» Khoang 50% cac truong hop cO cac €

nguyén nhan géom:

- Viém nhiém ving &m dao — CTC
- Nhiém khuan dudng tiéu

- Viém nhiém quanh tir cung: VRT
- Chan thuong

- Xuat huyét noi

A\

-

N Viém nhiém viing am dao - CTC

~\

1. VIEM NHIEM VUNG AM DAO
- €0 TU CUNG (CTC)

© Triéuchimg: @ Nguyén nhén:
* Khi hur bat thuong,
* Ng(a rat,
* Dau khi di tiéu.
© Nguyén nhan: ,
, &
’ &

thai nhi:
* Sinh non,
viem * Nhiém trling

(

2. NHIEM KHUAN DUONG TIEU

© Anh hudng dén |

nhiém SO sinh.

© Triéu ching:
* Di tiéu nhiéu [an,
* Tiéu budt/tiéu rat, (S
* Dau bung dudi.

© Nguyén nhan:

* Viém than,
* Doa sinh non.

© Tac dong khi khudn |
mang thai: }

\_ /

Hay tham khao v kién bac si n




02 NGUYEN NHAN

Risk Factors for Preterm Labour

Maternal
Medical
History and
Conditions

Multiple pregnancies
(twins, triplets).

| Chronic conditions
. (hypertension).

| Low Plasma Protein-A
(PAPP-A) levels.

Pregnancy-

issues

. Drugs or smoking during
| pregnancy.

Lifestyle
Factors

High physical or emotional
stress.

. Gum health can affect

preterm labour.

Other
Factors

related health

. Urinary tract infections.

Vaginal bleeding after
the first trimester.

Women younger than
17 or older than 35

Conceiving within six

' months of previous delivery.

Extreme obesity or

. underweight.

= Yéu to nguy co tir me:
- Bénh li: PTD, TSG, thiéu mau
- Sinh hoat: hat thude 14, cac chat gay nghién
- Tién st sinh non
- Bat thuong ttr cung: di dang (TC 2 sing, TC
doi, TC co vach ngan), NXTC
- Tién str khoét chop CTC, khau eo CTC

= Yéu to nguy co tir thai:
- Pa thali
- Oi v& non
- Nhiém trung 6i
- Nhau tién dao, nhau bong non

- Oi vd non



03 CHAN POAN

DOA SANH NON CHUYEN DA SANH NON

Triéu chirng co nang

> DPau bung tirmg con, khéng déu din, tic > Dau bung ting con, déu din, cac con dau
nang bung dudi, dau lung tang dan
» Ra dich am dao, dich nhay » Ra dich am dao, mau, nudc 01

Triéu chimg thuc thé

» Con 0 tir cung thua nhe » Con co tir cung ngay cang dau
(1-2 con/ 10 phut, thoi gian < 30 giay) (2 — 3 con/ 10 phat, tang dan)
> Co tir cung dong > C6 tir cung > 2cm, x6a > 80%

> Thanh 1ap dau oi
> V& bi
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[ Siéu &m do chiéu dai kénh CTC (CL — cervical length)

> Piém ciat 25mm
Néu CL < 25mm nén md ta hinh dang kénh CTC va 16
trong CTC codang T, V, Y hay U di kem sé€ tang thém gia tri

tién luong

» Do CL qua nga am dao trong cac trwong hop:
- Cc thai phu c0 tién su say thai ¢ tudi thai 14 — 16 tuan
- C4c thai phu o tudi thai 20 — 24 tuan

- Cac thai phu c6 nguy co sinh non



[ Siéu &m do chiéu dai kénh CTC (CL — cervical length)
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03 CHAN DOAN
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cohorts;*** however, data on the clinical use and demonstrated effectiveness in clinical trials are limited.

Although transabdominal and transperineal approaches to CL measurement have been studied, there are

insufficient data to recommend a specific threshold measurement that should trigger transvaginal assessment.

Even when assessed vaginally, variation in measurement accuracy has been described, leading to
recommendations for the development of standardized protocols and accreditation and quality assurance
programs.™ Although a transabdominal or transperineal approach to CL measurement may be useful for initial
screening to decrease the number of transvaginal examinations needed, to maximize reproducibility and
clinical use of the CL measurement, we recommend that all CL measurements used to guide therapeutic
recommendations be performed using a transvaginal approach and in accordance with standardized
procedures as described by organizations such as the Perinatal Quality Foundation or the Fetal Medicine
Foundation (GRADE 1C).

Traditionally, a CL below the 1oth percentile for gestational age has been used as an arbitrary cutoff to
dichotomize the diognosis of a short cervix. At 18 to 24 weeks of gestation, the 1oth percentile corresponds to a
CL of <26 mm.** Individuals with singleton gestations with a CL of s25 mm at 24 weeks of gestation have a 6-
fold increased risk of PTB. This likely represents a continuum, given that there is an increasing risk of PTB with
decreasing CL.** In 1 study of unselected pregnant patients at 22 to 24 weeks of gestation, only 1.7% had a CL
<15 mm, but they accounted for 86% of PTB at <28 weeks of gestation and 58% of PTB at <32 weeks of
gestation.® At the extreme end of this spectrum, once no appreciable CL can be measured, the risk of delivery
before 32 weeks of gestation rises to 75%, and the median interval between diagnosis and delivery is 3 weeks.

However, it should also be emphasized that, even with no appreciable CL, not all patients deliver before 32

L L el LG

—
"
‘

Technically, the sonographic assessment of CL can
be performed using a transabdominal, transperineal or
transvaginal approach. Although the transabdominal
approach may be associated with reduced scan time, use of
resources and discomfort for the panent, the transvaginal
approach is recommended, as it is more precise and repro-
ducible and less prone to technical issues’'*?. The greater
distance on transabdominal ultrasound between the probe
and the cervix, the artficial elongation of the cervix
produced by a full bladder or by the pressure applied
on the probe, acoustic attenuation observed in patients
with high body mass index and shadowing from fetal
or maternal structures are possible explanations for the
lower accuracy of this approach®” (Figure 4b). A prospec-
tive study has shown that higher CL cut-offs would be
needed for assessment by transabdominal sonography
(=36 mm) compared with TVS (<25mm), and TVS
would still be necessary in more than 60% of cases’,
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03 CHAN POAN

[ Siéu &m do chiéu dai kénh CTC (CL — cervical length)

Figure 2 Transvaginal ultrasound images of a normal cervix with slightly hyperechoic cervical mucosa.
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[ Siéu &m do chiéu dai kénh CTC (CL — cervical length)

Figure 8 Transvaginal ultrasound images in three pregnant women, illustrating progression of funncling of the internal cervical os and upper
cervix in linc with worsening prognosis: (a) Y-shaped funncling; (b) V-shaped funncling, with scparation of the amniotic membranes and
amniotic debris; (¢) U-shaped funncling, with dilation of the external cervical os.
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[ Siéu &m do chiéu dai kénh CTC (CL — cervical length)

Asymptomatic singleton pregnancy with no previous
spontaneous preterm birth

|

Single measurement of CL using transvaginal ultrasound
between 18 and 24 gestational weeks

| A
v v
[ CL<25 mm ] [ ClL> 25 smm ]
- h - r

Daily vaginal progesterone

Routine antenatal
until 36 weeks' gestation

care

k.

" Follow-up CL measurement
every 1-2 weeks

until 24 weeks’ gestation

v

[ CL < 10 mm I

h

[ Consider cervical cerclage ]

Singleton pregnancy with previous
spontaneous singleton miscarriage
or preterm birth between
14 and 27 gestational weeks

Singleton pregnancy with previous

spontaneous singleton
preterm birth between

28 and 36 gestational weeks

Consider daily vaginal

weeks of pestation®

progesterone from 16 to 36

r

Transvaginal ultrasound
measurement of CL
at 14 weeks

Transvaginal ultrasound
measurement of CL
at 16 weeks

v :

[ >30mm | [

26-29mm J

o

1A
[
)
g8
g

Repeat CL measurement
every 2 weeks, weekly,
until 24 weeks, until 24 weeks,

while CL remains > 30 mm

Repeat CL measurement

while CL remains 26-29 mm

Consider cervical cerclage
and maintain daily vaginal
progesterone*

Figure 12 Transvaginal ultrasound cervical-length (CL) screening program for singleton pregnancy with previous spontaneous singleton

Figure 11 Flowchart illustrating universal cervical-length (CL)
screening program using transvaginal ultrasound.

second-trimester miscarriage or preterm birth. *Alternatively, progesterone could be prescribed only for patients whose CL had reduced to
= 25 mm at surveillance, but there is less consensus regarding recommendations for the frequency of CL scans and cerclage indication.
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O Xét nghiém PAMG -1 (Placental alpha-microglobulin-1)

v' Diéu kién thyuc hién: mang 6i con, CTC < 3cm. C6 thé thuc hién
trong truong hop nhiém khuan am dao, cé nudc ticu, tinh dich hoac
mau lugng it trong am dao

v Gilip xac dinh céc thai phu c6 kha ning sinh non thap dé tranh

nhitng can thiép khong can thiét

Sinh trong vong | Sinh trong vong
7 ngay (%) 14 ngay (%)

Do nhay 80 63
Do dac hiéu 95 96
Gia tri tién doan am NPV 96 89

Gia tri tién doan dwong PNV 76 81
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1 Xet nghiém Fibronectin

v’ Test duong tinh khi nong do fibronectin > 50ng/ml, kha ning xay ra dé non
trong vong 7 ngay ¢ nhiing thai phu nay s€ cao hon nhirng test am tinh

Sy
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NGUYEN TAC PIEU TRI

> Co gang tri hodn cudc sinh bang thudc giam co hodc cac phuong phap vat li

> Duing Corticoid ho tro phoi trude sinh

> Bao vé ndo thai nhi <= 32 tuan ( Magnesium sulfate)

> Néu chuyén da dién ra dam bao giam t6i da nguy co sang chan cho thai khi sinh

> Phoi hop bac si nhi va chuan bi phuong tién hoi st

> Tu van cho thai phu va than nhan nguy co thai non thang
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Khuyén cdo st dung mot dot duy nhat tudi thai 24 — 34 tuan
SCIRULIEIONE - Betamethason 12mg/ lan, tiém bap 02 liéu cach nhau 24 gio

- Dexamethason 6mg/ lan, tiém bap 04 liéu cach nhau 12 gio

BAO VE NAO Magnesium Sulfate

) Salbutamol, Atosiban
GIAM CO

Progesteron, Nospa

Khau vong CTC

vaTLY bat vong néang CTC
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TABLE
Summary of American College of Obstefricians and Gynecologists and Soclety for Maternal-Fetal
Medicine guidelines for Intervention with threatened periviable birth

BANG. Tém tat Hudng dan ctia Hiép hdi San Phu khoa Hoa Ky va Hdi Y hoc Ba me - Thai nhi vé cac chién
lwdc can thiép déi vai trudng hdp doa sinh non & tudi thai gan cé kha nang sinh séng

(Summary of American College of Obstetricians and Gynecologists and Society for Maternal-Fetal Medicine
guidelines for intervention with threatened periviable birth)

Loai can thiép 20/7dén21  220/7dén22 230/7dénf3 240/7dén24 )250/7dén25
Intervention 2007t02167wk 220Mto2267wk 230/7to236/7wk 240/710246/7 wk 25 0/7 to 25 6/7 wk (Intervention) 6/7 tuan 6/7 tuan 6/7 tuan 6/7 tuan 6/7 tuin
Neonatal assessment for Not recommended  Consider Consider Recommended Recommended Hoi sifc sd sinh (Neonatal | Kﬁﬁ?g ')‘huyé'n Cannhic(2B)  Can nhic (28) '(‘hU)yén céo '(‘hU)yén céo
resuscitation 1A 98 B 1B 1B assessmen esyscitation cao (1A 1B 1B
: : : : orticosteroids trudc sin Khdng khuyén an nh3 4n nh3 Khuyén cdo Khuyén cdo
Antenatal cortcosteroids~ Not recommended  Consider Consider Recommended ~ Recommended s, cio (1A) Cannhdc(2C) ~ Cannhdc(2B) g, (18)
a - - : -’ gy vl Kb ey Khong khuyén  Khdng khuyén Khuyén cédo Khuyén cdo
Magnesium sulfate for Not recommended ~ Not recommended  Consider Recommended Recommended u’" Kinh (ag"es'” cao (1A) cao (1A) RENOEERE g (1B)
neuroprotection 1A 1A B 18 18 —
Mibioics © ordond i - - g o g o Khang sinh kéo dai thai ki
ntibiotics to prolong latency  Consider onsider onsider ecommende ecommende ibioti , , én ca &n cé
| proiong J (AnthIOtICS'tO prolong Cannhic(2C)  Cannhic(2C)  Cinnhic (28) Khuyén cdo Khuyén cdo
during expectant 20 20 28 18 18 latency during expectant (1B) (1B)
i ; Khang sinh du phong GBS
Intrapartum anfibiotics for Not recommended ~ Not recommended ~ Consider Recommended Recommended ek ggd:uyan'd': .
group B streptm:ucci 1A 1A 28 18 1 (Intrapartum ant.ibiotics for Kt’nong Kiieegin K[10ng HhigyEn Can nhac (2B) i Al
perhjﬂi]KiS group B streptococci Q@ous G A Hel Hal
. . . prophylaxis)
Cesarean defivery for fetal ~ Not recommended  Not recommended  Consider Consider Recommended S S———
indication 1A 1A 2B 1B 1B . 3 . Khong khuyén  Khéng khuyén _—_— " Khuyén cdo
song beé (Cesarean delivery cdo (1A) cdo (1A) Can nhac (2B) Can nhac (1B) (1B)

PPROM, preterm prelabor rupture of membranes,

Adapted from Cahill et al ™ 2021 and Obstetric Care Consensus No. 6: Periviable: birth.

Saciety for Muternal-Fetal Medicine. Management of previable and periviable preterm prelabor nipture of membrangs. Am | Obstet Gynecol 2124,

for fetal indication)

PPROM, preterm prelabor rupture of membranes, 8i v8 non trén thai non thang.
Trich d&n tif: Cahill et al, 2021 and Obstetric Care Consensus No. 6: Periviable birth.
Society for Maternal-Fetal Medicine. Management of previable and periviable preterm prelabor rupture of membranes. Am J Obstet

Gynecol 2024.
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TABLE

Summary of American College of Obstefricians and Gynecologists and Soclety for Maternal-Fetal
Medicine guidelines for Intervention with threatened periviable birth

Intervention 00Tto216Mwk 2207to226/7Twk 230/7to236/7wk 240/7 1024 67 wk 25 0/7 to 25 6/7 wk

Neonatal assessment for Not recommended ~ Consider Consider Recommended Recommended

resuscitation 1A 2B 28 18 18

Antenatal corticosteroids Not recommended ~ Consider Consider Recommended Recommended
1A 2 i 18 18

Magnesium sulfate for Not recommended ~ Not recommended ~ Consider Recommended Recommended

neuroprotection 1A 1A B 18 18

Antibiotics to prolong laiency  Consider Consider Consider Recommended Recommended

during expectant 20 20 28 18 18

management of PPROM

Intrapartum anfibiotics for Not recommended ~ Not recommended ~ Consider Recommended Recommended

group B streptocacci 1A 1A 2B 18 18

prophylaxis

Cesarean defivery for fetal ~ Not recommended  Not recommended  Consider Consider Recommended

indication 1A 1A B 18 1B

PPROM, preterm prelabor rupture of membranes,

Adapted from Canil et 4~ 2021 and Ohstetric Care Cansensus No. 6: Periviable birth.
Saciety for Muternal-Fetal Medicine. Management of previable and periviable preterm prelabor nipture of membrangs. Am | Obstet Gynecol 2124,

‘ TAC DUNG TRUGNG THANH PHOI

THAI NHI CUA CORTICOSTEROID
(DEXAMETHASONE & BETAMETHASONE)

N

Tudi thai:
28 - 34 tuan

1. Kich thich san
xuat Surfactant

2. Tang thé tich va
dod gian nd cua phaoi

N\

- 3. Giam nguy co
XGmm suy ho hap (RDS)
NGUY CO 3 tré sinh non

=




Cervical Cerclage

12-14 week fetus in utero

Cleveland
Clinic .
©2021 Narrowed cervical canal
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PIEU TRI

Vong Smith, va mo phong vong Smith sau dat

Q0@

Vong Arabin

Hinh 3. M6 phong vong Arabin sau dat
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UNNUMBERED TABLE i
Summary of recommendations
Number Recommendation GRADE
1 We recommend that all CL measurements used to guide therapeutic management be performed using a 1C
transvaginal approach and in accordance with standardized procedures as described by organizations such as the
Perinatal Quality Foundation or the Fetal Medicine Foundation.
2 We recommend using a midtrimester CL of <25 mm to diagnose short cervix in individuals with a singleton 1C
gestation with no previous history of spontaneous PTE.
3 We recommend that asymptomatic individuals with a singleton gestation and a transvaginal CL of <20 mm
diagnosed before 24 weeks of gestation be prescribed vaginal progesterone to reduce the risk of PTE.
- We recommend that treatment with vaginal progesterone be considered at a CL of 21—25 mm based on shared 1B
decision-making.
5 We recommend that 17-0HPC, including compounded formulations, not be prescribed for the treatment of a short 1B
Cernvix.
6 In individuals without a history of PTB who have a sonographic short cervix (10—25 mm), we recommend against 1B
cerclage placement in the absence of cervical dilation.
Fi We recommend that cervical pessary not be placed for the prevention of PTB in individuals with a singleton 1B
gestation and a short cervix.
8 We recommend against routine use of progesterone, pessary, or cerclage for the treatment of cervical shortening in 1B

twin gestations outside the context of a clinical trial.

17-0HPC, 17-alpha hydroxyprogesterone caproate; O, cenvical length.
Society for Maternal-Fetal Medicine. Management of short cervix in individuals withowt a history of spontaneous preterm birth. Am J Obstet Gynecol 2024,




Propabiity of remaining pregnant

Propabiitty of rernaining pregnant
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1. Singleton vs Twin pregnancy

= Singleton pregnancy = Twin pregnancy

1 p=047

18 ] 0 e
Prolongation (days)

Number remaining pregnant

P4 45 36 32 28 25 20 6

D R 2 W12 5 2

1.0 <0.0001

. Py "
Prolongation (days)

2. Prolapsed membranes beyond external os
No protapseQ membianes beyond edtenal s

Prolapsed mabranes besond exdemal os

4 4 0 ]
Prolongation (days)

Number remaining pregnant
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Predictive Factors for Emergency Cervical Cerclage Efficacy

in Singleton and Twin Pregnancies
Hulshoff, C. C., Spaanderman, M. E. A., Scholten, R. R., van Drongelen, J.

Results

Survival 77%
GA at delivery 29.4 weeks
Interval cerclage to delivery 53 days

Comparable outcomes
singleton and twin
pregnancies

Method

15-year retrospective
observational cohort

Study period: 2009 - 2024

Number of women included:
» Total cohort: 99
» Singleton: 64
o Twin; 35

Predictors for preterm birth <28
weeks of gestation:

 (estational age at placement
 Prolapsed membranes

https://BioRender.com/y8u8nmn Created in BioRender. Hulshoff, C. (2025)



JAMA

QUESTION Does placement of a cervical pessary reduce the rate of preterm birth or fetal death before 37 weeks

in nonlaboring singleton pregnancies with a cervical length of 20 mm or less?

CONCLUSION Cervical pessary in nonlaboring individuals with a singleton gestation and with a cervical length of 20 mm
or less did not decrease the risk of preterm birth and was associated with a higher rate of fetal or neonatal/infant mortality.

POPULATION

544 Nonlaboring '

pregnant persons

with a cervical length
<20 mm at gestations
of 16 through 23 weeks

INTERVENTION

544 Participants randomized
542 Participants analyzed

279 263

Cervical pessary Usual care
Placement of cervical pessary

by a physician trained and

certified for this study

Mean age: 29.5 years

LOCATION

12
Centers in the US

PRIMARY OUTCOME

Delivery or fetal death prior to 37 weeks

FINDINGS

Rate of delivery or death prior to 37 weeks

Usual care
120 of 263 patients

Cervical pessary
127 of 279 patients

1 45.6%

Cervical pessary did not reduce risk
of preterm hirth or fetal death

Relative risk in pessary group, 1.00

(95% Cl, 0.83 to 1.20)
© AMA

Hoffman MK, Clifton RG, Biggio JR, et al; NICHD Maternal-Fetal Medicine Units (MFMU) Network. Cervical pessary for prevention of preterm birth in individuals

with a short cervix: the TOPS randomized clinical trial. JAMA. Published July 25, 2023. do0i:10.1001/jama.2023.10812
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12.

Hudng dan chan doan va diéu tri c4c bénh san phu khoa — Bo Y Té (2015)

Hudng dan diéu tri san phu khoa — Phac d6 Bénh vién Hung Vuong (2014)

Chan doan va xu tri chuyén da sanh non — Phac d6 Bénh vién Tir Dii 2022

Panh gia chiéu dai kénh cb tir cung qua siéu 4m ngd 4m dao va kha ning du doan sinh non tu phat — Tap chi
HOSREM 2013

Hudng dan 1am sang du phong va diéu tri sinh non 2016. Hoi Phu san Viét Nam

Management of Preterm Labor. ACOG Practice Bulletin No.127, June 2012

Management of Preterm Labor. ACOG Practice Bulletin No0.159, January 2016

Progestogens as Maintenance Treatment in Arrested Preterm Labor. ACOG No.5, November 2016

Role of ultrasound in the prediction of spontaneous preterm birth. ISUOG Practice Guidelines, July 2022
Management of short cervix in individuals without a history of spontaneous preterm birth, SMFM, August 2024
Management of previable and periviable preterm prelabor rupture of membranes, SMFM, October 2024

WHO (2015), WHO recommendations on interventions to improve preterm birth outcomes.



