
安胎病人的照顧及 

生產時機之選擇 
第一版20200303 

陳宇軒醫師/林啟康醫師 



PGY UGY 

知識: 

1.足月生產、早產及流產之定義 

2.早期破水 

3.子宮頸閉鎖不全 
4.安胎藥物之選擇 

5.孕期風險及生產時機之選擇 

6.生產方式之選擇 

7.早產高風險病人之預防 

技能: 

 

課程目標 



足月生產、早產及流產 

 

流產 Abortion Before 20 wks 

早產 Preterm 20 0/7-36 6/7 

Late preterm 34 0/7-36 6/7 

足月產 Early term 37 0/7-38 6/7 

Term 39 0/7-40 6/7 Fetal motality mobility 最低 

過期妊娠 Late term 41 0/7-41 6/7 

Post term 42 0/7 

* Johns Hopkins Handbook of Obsteric and Gynecology 



* Between 20 0/7 weeks of gestation and 36 6/7 weeks of 

gestation  

* Approximately 12% of all live births occur before term 

* Clinical criteria of regular uterine contractions 

accompanied by a change in cervical dilation(2cm), 

effacement(80%) 

* Preterm uterine contraction 

* Threaten preterm delivery 

 

Preterm labor 



* Gestation age: preterm/term/post term 

* Size:  

* Low birthweight 1500-2500g 

* very low birthweight 1000-1500g 

* extreme low birthweight <1000g 

* Small for gestation age(<10% for gestation age) 



* Preterm births account for approximately 70% of 

neonatal deaths  

* After achieving a birthweight of ≥1000 g or a 

gestational age of 28 weeks for females, or 30 

weeks for males, survival rates reach 95 percent  

 

Mortality 



* Newborns born before 37 weeks suffer various 

morbidities, largely due to organ system immaturity  

 

Morbidity 



* The threshold of viability lies between 20 and 26 

weeks’ gestation (William obs 25ed) 

Threshold of Viability  



* All recommended after 24weeks 

* Considered 23 0/7- 6/7 

* Only antibiotic for PPROM was suggest below 23 0/7 

Clinical Management 



* In a study of 2906 singletons between 24 0/7 and 31 

6/7 weeks, neonatal mortality rates did not differ 

compared with those associated with planned 

cesarean delivery(Reddy, 2012). 

* Analyzed 20,231 newborns delivered at 24 to 34 

weeks.Cesarean delivery did not protect against poor 

outcomes such as neonatal death (Werner and 

colleagues 2013)  

* The Obstetric Care Consensus proposes that cesarean 

delivery be considered for fetal indications at 23 0/7 to 

24 6/7 weeks 

Cesarean section or Vagina delivery 



* In our institution( Parkland Hospital), traditional 
fetal indications for cesarean delivery are practiced 
in women at 25 0/7 weeks or beyond. Cesarean 
delivery is not offered for fetal indications before 24 
0/7 weeks. At 24 0/7 weeks, cesarean delivery is 
not offered unless fetal weight is estimated at 750 g 
or greater. Aggressive obstetrical management is 
practiced in cases of growth restriction, wherein 
gestational age is used to guide management 
rather than fetal size.  

Cesarean section or Vagina 

delivery 



* (1) spontaneous unexplained preterm labor with 

intact membranes(include twins and higher-order 

multifetal births) 40-45% 

*  (2) idiopathic preterm premature rupture of 

membranes (PPROM), 30-35% 

* (3) delivery for maternal or fetal indications 20% 

cause 



Late preterm delivery 



Late preterm delivery 



* These measures had poor predictive performance 

as a screening test. In fact, all screening modalities 

had relative low sensitivity and low positive-

predictive values. Based on these findings, routine 

use of these screening tests in this low-risk 

population is not recommended 

* History taking 

 Screening 



* Thus, it seems that prenatal cervical examinations 

in asymptomatic women are neither beneficial nor 

harmful.  

Cervix dilation 



* Subsequently, it was proven that the use of this 

expensive and time-consuming system does not 

reduce preterm birth rates (Collaborative Home 

Uterine Monitoring Study Group, 1995; Iams, 2002; 

Urquhart, 2017). 

Ambulatory Uterine Monitoring  



* Transvaginal sonography is safe, highly reproducible, and 

more sensitive than transabdominal sonographic  

* After 16 wks 

* Only indicated with a history of prior spontaneous preterm 

birth, the Society for Maternal-Fetal Medicine (2016b) 

recommends transvaginal cervical length screening 

Cervical length 



* Present in high concentrations in maternal blood and 

amnionic fluid, fFN is thought to function in intercellular 

adhesion during implantation and in maintenance of 

placental adherence to uterine decidua (Leeson, 

1996). 

* Values exceeding 50 ng/mL are considered positive 

* The American College of Obstetricians and 

Gynecologists (2016c) does not recommend screening 

with fFN tests. Its use in conjunction with cervical 

length measurement is discussed next. 

Fetal Fibronectin(fFN) 



* These measures had poor predictive performance 

as a screening test. In fact, all screening modalities 

had relative low sensitivity and low positive-

predictive values. Based on these findings, routine 

use of these screening tests in this low-risk 

population is not recommended 

Conclusion for screening 



* Cervical Cerclage 

* Progesterone 

Prevention 



Three indication 

* Recurrent midtrimester losses and who are 

diagnosed with cervical insufficiency 

* “Rescue” cerclage, done emergently when cervical 

incompetence is recognized in women with 

threatened preterm labor 

* American College of Obstetricians and 

Gynecologists (2016c) concluded that in women 

with a singleton pregnancy, prior spontaneous 

preterm birth before 34 weeks, cervical length <25 

mm, and gestational age <24 weeks, cerclage 

placement may be considered.  

Cervical Cerclage 



* Progesterone withdraw in most animal  

* Progesterone receptor activity decrease in human 

* 17-alpha-hydroxyprogesterone 

caporate(Progeston depot 250mg im) 

 for prior history of preterm birth 

* micronized progesteron(Utrogestan 200mg vag) 

for cervical length <15mm without history of preter 

birth 

* The OPPTIMUM Study 

 

Progesterone 





Management 



Preterm premature rupture of membrane(PPROM) 

 

PPROM 



Induction or Expectant management  



By gestational age 



* Use speculum examination, avoid digital examination 

* Tocolysis: no consensus  
* Prophylactic: no benefit, increase rate of chorioamnionitis 

* Therapeutic: no significant benefit to perinatal outcome 

* Antimicrobial therapy:recommend 
* longer latency, fewer chorioamnionitis and sepsis 

* Duration: 3day=7day> prolong antimicrobial therapy 

* Ampicillin + Erythromycin 

* Antenatal corticosteroid  

* Antenatal magnesium sulfate 

 

 

 

PPROM 



* Oligohydramnios:  
* less rate to delivery in third trimester 

* Limb compression deformity 

* Chorioamnionitis: 
* Higher incidence of mobidity 

* Fever 

* Fetal tachtcardia 

Complication 



* Antenatal corticosteroid for fetal lung maturation 

* Antenatal magnesium sulfate for neuroprotection 

* Antimicrobials 

* Bedrest 

 

Management of preterm labor 



Antenatal corticosteroid  

* For fetal lung maturation 
* 24 0/7 - 34 0/7 wks: recommend  

* 34 0/7 - 36 6/7 wks: considered (ACOG 2017, SMFM 2016), 

only 3% less morbidity, not use in Parkland hospital 

* Single course 
* Betamethasone 12mg + 12mg IM, 24hours apart  

* Dexamethasone 6mg *4 dose, 12hours apart 

* Repeated course 
* Reduce respiratory morbidity 

* not recommend byACOG and Parkland hospital 

* Rescue therapy 

* Lower respiratory morbidity, similar mortality 

* Considered by ACOG, not in Parkland hospital 



* For neuroprotection(IVH, CP ) 
* no consensus so far 

* 24 0/7- 31 6/7 by  

* 24 0/7 - 27 6/7 in Parkland hospital 

* Dose:6g bolus in 30min, 2g per hour 

 

Antenatal magnesium sulfate 



* For pt’ with intact membranes, only GBS 

prophylaxis have benefit    

=> Check cervix culture at admission 

 

Antibiotic 



Bedrest ? 



* Do not prolong gestation 

* Delay delivery for up to 48 hours, antenatal corticosteroid 

and magnesium sulfate, transfer patient to center  

* Medication: 
* Nifedipine(Nedipin) - Calcium channel blocker 

* Ritodrine(Yutopar)-B-adrenergic receptor agonist 

* Indomethacin(Tenton)-PGE inhibitor 

* Magnesium sulfate 

 

 

Tocolysis 
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