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Late Preterm Birthate ete t
Objectives

Participant will be able to:
Recognize & Document
Counsel Women & FamCounsel Women & Fam
Benefits of Late Preterm
Improve CommunicationImprove Communication
Adopt Care Practices to

:
t Indications for PTB

milies about the Risks andmilies about the Risks and 
m Birth
n with Pediatricsn with Pediatrics
o Reduce Late PTB



ACOG Committee Opin
Late Preterm Infants Is
Late–preterm infants often are
physiologically and metabolical
However, compared with term 
are at higher risk than term inare at higher risk than term in
complications, resulting in high
higher rates of morbidity befo
and higher rates of hospital reand higher rates of hospital re
of life. Preterm delivery shou
accepted maternal or fetal in
Collaborative counseling by bot
clinicians about the outcomes o
warranted unless precluded bywarranted unless precluded by

Statement developed jointly with AA

nion # 404
ssued in April 2008: Why?
e mistakenly believed to be as 
ly mature as term infants. 
infants, late–preterm infants 

nfants of developing medical nfants of developing medical 
her rates of infant mortality, 
ore initial hospital discharge, 
eadmission in the first months eadmission in the first months 
ld occur only when an 
ndication for delivery exists.
th obstetric and neonatal 
of late–preterm births is 
y emergent conditions. y emergent conditions. 

AP Committee on Fetus & Newborn



U.S. Singleton Births <

Preterm is less than 37 completed weeks gestation. 
Source: National Center for Health Statistics, final natality data. Retrieved July 16, 20
www.marchofdimes.com/peristats.
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75% of Preterm Birth5% o ete t
Occur Between 34 an

40%

22%

Source: NCHS, final natality data
Prepared by March of Dimes Perinatal Data Center, April 2006.

hs s
nd 36 Weeks
14%
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14%

<32 weeks
32 weeks
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32 weeks
33 weeks
34 weeks

13%
35 weeks
36 weeks

Slide courtesy of Drs C Gyamfi & L Jain



Late Preterm (34-36 WLate Preterm (34 36 W
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Late Preterm BirthsLate Preterm Births 
US, 2005

Late preterm is between 34 and 36 completed weeks gestation. 
Source: National Center for Health Statistics, final natality data. Retrieved March 22,
www.marchofdimes.com/peristats.

by Stateby State

 2009, from 



Wh A L t P tWhy Are Late Prete

Better (Obstetrical)
M M lti l G tMore Multiple Gest
More Indicated PreMore Indicated Pre
An Obstetrical Cult

Bi th Ri i ?erm Births Rising?

) Dating
t titations
eterm Birthseterm Births
ture of Intervention



Percent 
Change in 
Gestational 
Age 
DistributionDistribution
1990 2006

Martin JA, Hamilton BE, Sutton 
PD, Ventura SJ, et al. Births: 
Final data for 2006. National 
vital statistics reports; vol 57 no 
7. Hyattsville, MD: National 
Center for Health Statistics. 
20092009.



Late preterm birthsLate preterm births
US, 2005

Late preterm is between 34 and 36 completed weeks gestation. 
Source: National Center for Health Statistics, final natality data. Retrieved February 1
www.marchofdimes.com/peristats.

s by pluralitys by plurality

11, 2009, from 
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The Pediatric
Late Preterm

The Most Common A
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NICU Admission RatNICU Admission Rat
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The Pediatric Perspective:The Pediatric Perspective:
Late Preterm Infants Are
Often Re-Admitted after

DEMOGRAPHIC 

Often Re Admitted after

Gestational age, NICU Admission 
     < 34 weeks 
     34-36 weeks, in NICU > 24 hours
     34-36 weeks, in NICU <24 hours 
     34-36 weeks, never in NICU 

37 k / NICU     37+ weeks, +/- NICU
 

Adapted from: 
Escobar, et al. Arch Dis ChData from Escobar Arch Dis Child 2005
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The Pediatric Perspective: LateThe Pediatric Perspective: Late 

Respiratory Morbidity
Yoder BA Gordon MC Barth WH ObstetYoder BA, Gordon MC, Barth WH Obstet
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Respiratory Distressesp ato y st ess
Infants is Not Alway
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Adverse Neurodevelop
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Th H lth B dThe Healthcare Burden
Discharge Delays: 42% 
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Mortality in Late Pr
US singleton births 1995-US singleton births 1995
Late Preterm Births: 2,2
L t P t D th 18Late Preterm Deaths: 18
Mortality in late preterm

Early Neonatal (0-6 d) M

Late Neonatal (7-28 d) MLate Neonatal (7 28 d) M

Infant Mortality (birth – 1

Higher risk persists afteHigher risk persists afte
Slide courtesy of Drs C Gyamfi & L Jain

reterm Infants
-2002: 30 732 9572002: 30,732,957
221,545 (7.3%)
8 484 (9 8%)8,484 (9.8%)

m infants:
ortality: 6 x Term

Mortality: 2 x TermMortality: 2 x Term
1 year): 3 x Term
er excluding anomalieser excluding anomalies

Tomashek et al, J Peds



Late-Preterm Births: Challe
The Pediatric Point of View
Pediatrics 2008;121;402-403  T.N.K. Raj

Because all preterm infanBecause all preterm infan
measurable risks, the ind
deliveries need to be justj
maternal or fetal illnesses, 
immediate delivery versus 
closely assessed Becauseclosely assessed. Because
increasing, and the late-pre
constitutes 70% of all prete
growing subset, even a sm
morbidity rate can have a m
care burdencare burden.
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tified. In the presence of p
the risks and benefits of 
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all increase in their 
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The ObstetricalThe Obstetrical
Medical & Obstetrica

Medical 
Hypertension
H hHemorrhage

Abruption, Previa, ‘nos’
DiabetesDiabetes
Trauma
Cholestasis
Med disorder SLE Ca et alMed disorder SLE, Ca et al
Ongoing substance abuse

l Point of View:l Point of View:
al Indications for PTB

Obstetrical / Fetal
Fetal status non-reassuring

NRNST movement orNRNST, movement or 
Hx IUFD +  an abnl test
IUGR
OligohydramniosOligohydramnios

Maternal HSV or HIV
Prior uterine surgery
Fetal anomaly / Hydrops



What Medical CondWhat Medical Cond
Massachusetts PELL Data
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L di C fLeading Causes of  
Fetal Death By 
M t l Di iMaternal Diagnosis

< 34 k IUGR< 34 wk: IUGR

> 34 wk: Abruption> 34 wk: Abruption 

Smulian et al
Obstet Gynecol 2002

IUGRIUGR
Abruption



US P i t lUS Perinatal
Mortalityy
Rates
1990 20041990 – 2004

II – after 20 weeks
through 28 daysthrough 28 days
I = after 28 weeks
through 7 daysthrough 7 days



US Fetal
MortalityMortality 
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Perspectives Differ
Pediatric Perspective

Neonatal morbidity at 
34 36 Wk 22%34-36 Wks: 22%

vs.
37 41 Wks: 3%37-41 Wks:   3%
PTB & NICU 

admissions at 34-36
Solution: Defer birth as 
long as possible.

r About Late PTB
Obstetric Perspective

Neonatal morbidity at
34 36 Wk 22 %34-36 Wks: 22 %

vs.
Stillbirth: 100%Stillbirth:    100%
Perinatal mortality rate 

as PTB 
Solution: What solution? 
PNM is falling !



Can we talk about the ansCan we talk about the ans
Yes, but not always in 

Obstetrics
Elective = Not emergentg
Denominator: All fetuses
Measure: gestational ageg g
Good dates: Hx= US <20
Anecdote: Stillbirth at 35Anecdote: Stillbirth at 35 
weeks after mother noted 

movement

swers?swers?
the same language

Pediatrics
Elective = Convenient
Denominator: Live born
Measure: birth weightg
Good dates: Ballard
Anecdote: 2600 gramAnecdote: 2600 gram 
baby on vent induced for 
“High BP” of 128/84



Obstetrical Factors CoObstetrical Factors Co
of Scheduled Birth – W

Indicated inductions
Better induction 
techniques
Confidence in NICU care
Better dates
Antenatal tests not 100%
Liability for any outcome

No suit for doing a section

ntributing to a Culturentributing to a Culture 
What Can We Do?

Time management
Physician time demands

Desire to satisfy patients
Competition for OR slots
Cesarean on demand
Availability of anesthesiay

The tough case
Pain relief



Late Preterm Birth is 

Major correlate of NICU
Major associated morbiMajor associated morbi
Major benefit = perin
M j i k b dMajor risk = burden o
Major problem = miscom
Major solution = better c
adherence to existing pg p

a Major Problem

U admissions – 75%
dities – 20+%dities 20+%
atal mortality rate
f i t l biditof perinatal morbidity

mmunication with Peds
communication and 
ractice protocolsp



U S Births < 37 WeeksU.S. Births < 37 Weeks

Preterm is less than 37 completed weeks gestation. 
Source: National Center for Health Statistics, final natality data. Retrieved July 16, 20
www.marchofdimes.com/peristats.

s 1995 2005 2007s 1995-2005 2007

12.8   12.7

2006   2007

008, from 



Late Preterm Birth
Obstetrics

StillbirthsStillbirths
Neonatal & Infant  

DeathsDeaths
vs.

Pediatrics
Preterm Birth
Morbidity

NICU’s Are FullNICU s Are Full

Ananth Gyamfi & JainAnanth, Gyamfi, & Jain
AJOG October 08


