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ABSTRACT

The incidence of preterm birth has been slowly rising despite advances in obstetric health care. Neonatal
nurses have ongoing contact with women who have had a preterm birth and, thus, who are at high risk to have
another preterm birth. This article discusses current evidence about reducing risk for preterm birth. Although
preterm birth cannot always be prevented, preconception care can help identify and modify maternal risk and
promote optimal health before conception. Quality prenatal care, as defined by the Institute of Medicine, consists
of continuing risk assessment, health promotion, and interventions to modify medical and psychosocial risk. When
these 3 components are consistently applied, they may confer some protection against preterm birth. Women at
highest risk for preterm birth need to seek prenatal care from an expert in maternal-fetal medicine. Women also
need to learn about the common, subtle signs of preterm labor so they can recognize symptoms and quickly seek
treatment. Neonatal nurses can provide critical information and anticipatory guidance to women at risk for preterm
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prenatal care.

birth so they can make sound decisions about future pregnancies.
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Despite dramatic advances in the standard of living
and in obstetric health care over the past 5
decades, the incidence of preterm birth has slowly risen
to an all-time high of 12.1% per 1000 live U.S. births.!
The cause(s) of preterm birth is not clearly understood
and it is likely multifactorial.23 For example, preterm
birth may be stimulated by infections, abnormalities in
the reproductive system such as a structural defect in
the cervix, or a combination of known and unknown
factors that occur long before the birth occurs. The
high incidence of preterm birth is of concern because
preterm infants are most likely to either die in the first
year of life or have major health problems such as
respiratory disease or neurodevelopmental handi-
caps.2?

Some experts think that by the time symptoms of
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maternal complications are obvious it may already be
too late to prevent preterm birth.?> Neonatal nurses,
therefore, should be aware of the evidence for methods
to reduce the risk of preterm birth so they can help
women make sound decisions about care and partici-
pate in their care in a knowledgeable way. Nurses can
also function more effectively as patient educators and
advocates when they know the strength of the evi-
dence for a particular health care practice. The purpose
of this article is to discuss the most current evidence for
reducing the risk of preterm birth so nurses can provide
guidance for women who either have previously expe-
rienced preterm birth or are at risk to have a preterm
birth in the future.

For the purpose of this article, evidence to guide
nursing care has been obtained from the Cochrane
database whenever possible. In addition, results of
other quality studies that are not randomized con-
trolled clinical trials are also discussed when appropri-
ate. See Sidebar 1 for a more complete discussion of the
Cochrane database and its use.*

PRECONCEPTION CARE
One method of care that has been suggested to

reduce risk for preterm birth is preconception
care. The purpose of preconception care is to promote
optimal maternal health and reduce risk before con-
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SIDEBAR 1. EVIDENCE-BASED OBSTETRIC CARE

The Cochrane database was developed in the 1980s. Cochrane, a leader in the evidence-based medicine movement,
noted that the use of common obstetric treatments varied greatly from one practice and community to another.4 Some
methods of care were based on research findings, whereas others were not. Cochrane, therefore, developed a system to
review research evidence so that the best evidence about obstetric health care practices could be easily and critically
evaluated and disseminated. Each relevant study is reviewed for its quality by using predetermined methodological
criteria. Poorly conducted studies are discarded before creating a summary of the evidence.

The evidence for obstetric practice is disseminated via a book and a continuously updated computerized database; both
summarize the effectiveness of various obstetric practices. The inexpensive and comprehensive book, which summarizes
the data for obstetrics practices, is entitled A Guide to Effective Care in Pregnancy and Childbirth.* These tools allow both
health care providers and pregnant women to easily access evidence of high quality to guide care to reduce the possibility
of preterm birth. The Cochrane database primarily analyzes randomized controlled clinical trials.

It is now widely accepted that evidence to guide care is best obtained from quality research. The use of evidence-based
medicine tools and databases is commonplace. A similar database for neonatal care practices was also developed and is
widely used. Access to the Cochrane database can be obtained through medical center libraries or by purchasing the
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book. A subscription to the Cochrane database is needed to obtain full text access.

ception because fetal health is dependent on maternal
health. Preconception care, a type of primary health
care, is designed to assess the woman’s health and make
recommendations to maintain health or monitor and
modify risks that will place a future pregnancy at risk.

Components of preconception care include a base-
line risk assessment, health promotion, and creation of
a plan of care to achieve optimal health by using
psychosocial and medical interventions. Assessment is
aimed at identifying modifiable lifestyle risks and med-
ical and obstetric conditions that are associated with a
greater risk of preterm birth.> For example, if a woman
has repeated pregnancy losses or a history of genetic
disease, she can be referred to the appropriate specialist
for assessment. The health promotion component of
preconception care consists of encouragement to estab-
lish or maintain health behaviors such as good nutri-
tion, ideal weight, and exercise. The intervention com-
ponent of preconception care is focused on modifying
maternal risks that have been identified. For example,
if the woman uses over-the-counter and/or prescribed
medications, their safety for use during pregnancy can
be assessed and prescriptions changed if the drugs are
not safe.

Preconception care also provides other services to
help women achieve optimal health. Women can be
referred to a medical specialist to monitor pre-existing
diseases, such as hypertension or diabetes mellitus, or
drug therapies prescribed for these diseases that might
adversely affect fetal development. Both the woman
and her provider can monitor risks and revise the plan
of care as needed. Preconception care can also assist in
pregnancy planning and identify barriers to care. Once
the woman becomes pregnant, she can be directed to
the appropriate type of obstetric provider based on her
level of risk for preterm birth. Women at high risk,
particularly those who have had a previous preterm
birth, can be referred to receive care in a regionalized
perinatal center where experts in high-risk pregnancy
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(maternal-fetal medicine) can monitor the woman
more intensively throughout pregnancy.

The Institute of Medicine (IOM) states that precon-
ception care offers one of the best protections against
low-birth-weight.6 It is currently unknown, however,
whether preconception care is effective because it is
difficult to determine the effectiveness of care once an
intervention for a medical problem has occurred. In
contrast, one component of preconception care has
been evaluated, i.e., the use of folic acid to prevent
neural tube defects. Four recent trials in over 6000
periconceptual women found that folate supplementa-
tion had a strong protective effect against neural tube
defects.”

PRrRENATAL CARE

Ithough prenatal care is believed to reduce the
risk for preterm birth,>7 there is ongoing debate
about its effectiveness. The existing model for prenatal
care is over 100 years old and is based upon the
prevention of preeclampsia (i.e., assessment of weight
gain, proteinuria, and blood pressure). Some believe
that the current model of care may be not be suffi-
ciently comprehensive to address the different compli-
cations seen in practice today.? This is one reason why
the IOM Expert Panel on the Content on Prenatal
Care recommended that, similar to preconception care,
comprehensive prenatal care should include (1) early
and continuing risk assessment, (2) health promotion,
and (3) medical and psychosocial interventions.®
Women who access prenatal care have fewer com-
plications and a lower incidence of preterm birth (Fig
1).58 One study analyzed 3 years of U.S. natality health
statistics for singleton births.® Failure to obtain prena-
tal care was associated with a 2.8-fold increased risk for
preterm birth for both white and African-American
women. Another study, however, analyzed the results
of several studies and found that prenatal care did not
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Figure |. Receiving regular prenatal care to monitor mater-
nal-fetal health reduces risk for preterm birth.
Photo courtesy of the March of Dimes.

prevent either preterm birth or intrauterine growth
restriction.1© It called for a reconceptualization of pre-
natal care to develop new strategies to promote mater-
nal health and reduce preterm birth.

One problem in determining the effectiveness of
prenatal care is that it is not clear whether obstetric
practices have integrated the IOM recommendations
of risk assessment, health promotion, and psychosocial
interventions into prenatal care. Thus, conflicting ev-
idence about the value of prenatal care may be due to
actual differences in the way practitioners provide
prenatal care. The components that the IOM recom-
mended be included in prenatal care are critical to
providing comprehensive care. It appears that until an
effective substitute is shown to improve the incidence
of preterm birth, women should continue to receive
regular prenatal care from a provider who incorporates
the IOM recommendations into practice.

RISk ASSESSMENT
R isk assessment is used regularly in health care but

only intermittently in obstetric care. Risk assess-
ment relies on the identification of 5 categories of
factors that have an association with preterm birth.
These include:

1. Medical history
2. Obstetric history
3. Lifestyle

4. Behavior

5. Demographics

For example, race and type of pregnancy can indi-
cate increased risk. African-American women have a
preterm birth rate that is twice the rate of white
women.” Women with a multiple gestation are also at
increased risk. In 2002, a twin, on average, was born 3
weeks earlier and 1000 grams lighter than a singleton
infant. The incidence of twin gestations has risen 65%
since 1980, and higher-order multiples have also dra-

matically increased due to assisted reproductive tech-
niques and older age of childbearing.! The increase in
multiples is of concern because not only are they more
likely to be born before term, but they are also more
likely to have lower birth weights. Twins are 5 times
and triplets are about 12 times more likely to die within
the first year of life.15

Inadequate spacing between pregnancies also in-
creases the risk for subsequent preterm delivery. A
recent analysis of over 89,000 Scottish births found
that an interpregnancy interval of <6 months was
associated with preterm delivery and neonatal death in
the second birth. This association held true even when
controlling for other known risk factors such as previ-
ous preterm birth, tobacco use, low income, young
maternal age, and unmarried status.!! Additional fac-
tors commonly associated with preterm birth are listed
in Table 1.

Risk assessment is best conducted using a standard-
ized tool that identifies the most common factors asso-
ciated with preterm birth and pregnancy complica-
tions. Risk assessment tools are not good at predicting
preterm birth.#12 A benefit to using these tools, how-
ever, is they provide a format that health care providers
can use to systematically and comprehensively assess
all women for potential risks before complications
develop. Repeated assessment detects changes in status
or the development of new risk factors. A plan of care
is then developed according to the woman’s unique

risks, and modified as risks change (Table 1).

HearTH PROMOTION

Ithough health promotion is not a new concept,

it is often underutilized in daily obstetric prac-
tice. Health promotion involves educating women
about practices to maintain or improve health. For
example, common practices include having good nu-
trition, gaining adequate weight during pregnancy,
participating in exercise, and working in an environ-
ment that has low stress and no exposure to teratogens.
The evidence for each of these health promotion
factors is discussed.

Good nutrition and adequate maternal weight gain,
especially in the second and third trimesters of preg-
nancy, are critical to fetal outcome. Inadequate weight
gain is associated with lower infant birth weight, in-
trauterine growth restriction, and increased infant
mortality.813 As a result, the IOM issued recommen-
dations for pregnancy weight gain based on maternal
body mass index (BMI) (defined as prepregnancy
weight in kilograms divided by height squared in
meters).8 Women who are underweight are advised to
gain at least 1.07 pounds each week in the second and
third trimesters for a total of at least 28 pounds.
Women with an average BMI are advised to gain
approximately 0.97 pounds per week during this time
period for a total of 25 to 35 pounds. Overweight
women are advised to gain 0.67 pounds per week for a

Advances in Neonatal Care, Vol 4, No 3 (June), 2004: pp 166-174



REDUCING THE RISK FOR PRETERM BIRTH 169

Table 1. Risk Factors Associated with Preterm Birth28

Behavioral Demographic Obstetric Medical Psychosocial Risk

Smoking Age <18y Previous preterm birth Diabetes mellitus Domestic abuse

Substance abuse <High school education  Cervical abnormality Hypertension High stress

Under/overweight  Unmarried Diethylstilbestrol exposure ~ Urinary tract infection —Inadequate housing

No prenatal care ~ Medicaid eligible Uterine abnormality Chronic diseases Teratogen exposure
Multiple gestation

total of 15 to 25 pounds. Women with a multiple
gestation should gain a minimum of 1.5 pounds per
week from the 20th week of gestation onward. Studies
have since found that when women have gained
weight according to IOM guidelines, low-birth-weight
(LBW) is decreased.!>'4 These findings also indicate
that pregnant women should not diet or go for long
periods of time without eating.!®

Various nutritional supplements have also been sug-
gested to reduce the risk of preterm birth, but the
advantages are unclear.#1¢ To date, there is no evi-
dence that zinc, iron, protein, or vitamin D supple-
ments offset LBW or preterm birth. Only consumption
of folic acid is known to reduce complications and the
advantage is limited to reducing the incidence of neu-
ral tube defects (Fig 2).7

Promotion of exercise is another component of
health promotion. Regular aerobic exercise appears to
improve or maintain physical fithess and body image,
but there is insufficient data to conclude whether
exercise has either risks or benefits during pregnancy.!?
Furthermore, despite common recommendations for
decreasing activity among women at risk for preterm
birth, there is no evidence that exercise increases the
risk of preterm birth.!® One study found that low-
income women who climbed stairs >10 times a day
had a greater risk of preterm birth.!® Low-income
women, however, have increased risk for preterm birth
despite their level of activity. Therefore, recommenda-
tions about whether or not to exercise to reduce risk for
preterm birth cannot be made.

Similarly, studies of the effects of employment dur-
ing pregnancy have yielded conflicting results.!> Em-
ployment offers both benefits and risks to the pregnant
woman and her fetus. Benefits include increased self-
esteem and perception of social support, whereas risks
include possible exposure to strenuous activity, stress,
and workplace toxins (teratogens). One report states
that pregnant women who participate in heavy physi-
cal work and those that report >5 hours of both
standing and walking are at increased risk for preterm
delivery.15

Another risk associated with work is maternal expo-
sure to environmental teratogens and infectious agents.
Both can adversely impact fetal development, particu-
larly during the period of 2 to 8 weeks after conception.
Table 2 contains a list of some of the most common
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workplace teratogens.2%2! Recommendations to de-
crease risks associated with activity and work should be
based on a thorough assessment of the work environ-
ment.

Various maternal infections are associated with an
increased risk for preterm birth. The most common
infectious organisms are relatively low-virulence bac-
teria that are part of the normal flora in the female
reproductive tract.!®> Bacterial vaginosis, which is asso-
ciated with preterm birth, results from alterations in
the normal balance of reproductive tract flora. Geni-
tourinary tract infections are a common cause of spon-
taneous preterm labor.22 Periodontal disease has also
been linked to increased risk for preterm birth.2> These
infectious processes, which are frequently subclinical in
nature, cause the release of inflammatory cytokines or

Figure 2. Good nutrition during pregnancy is shown by con-
sistent weight gain during the second and third trimesters.
Photo courtesy of the March of Dimes.
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Table 2. Common Teratogens20.21

e Alcohol

e Cocaine and other illegal drugs

e Copper

e Disinfecting agents

e Drugs such as chemotherapeutic agents
o Excessive heat, noise, vibration

e Gases such as carbon monoxide or anesthesia gases
e Herbicides

o Insecticides

e lonizing radiation

e Lead

e Mercury

e Passive smoking

e Solvents

bacterial endotoxins that are associated with preterm
labor and rupture of membranes.24 Antibiotic therapy
decreases the risk of preterm birth for preterm rupture
of membranes?5 and reduces infection once membranes
have ruptured.?¢ Once membranes have ruptured, how-
ever, the woman is at increased risk for preterm birth.

MEDICAL AND PSYCHOSOCIAL
INTERVENTIONS

he third component of comprehensive prenatal
care is medical and psychosocial interventions for
identified problems. Numerous medical interventions
are used to decrease the incidence of preterm birth.
Evidence indicates, however, that many of the stan-
dard measures to treat symptoms of preterm birth, such
as hydration, long-term use of tocolytic drugs to arrest
contractions, and bed rest, are ineffective.427-2° Toco-
lytic drugs to stop uterine contractions provide only
24- to 48-hour relief; their long-term administration is
ineffective. Furthermore, there is no evidence that
maintenance therapy with magnesium sulfate or with
the terbutaline pumps decreases the risk of preterm
birth after preterm labor has occurred.3%3! Bed rest is
not only known to be ineffective, but also has adverse
effects such as maternal musculoskeletal and cardiovas-
cular deconditioning and weight loss.32 There is also
some question as to whether bed rest adversely affects
fetal weight gain.3® In summary, there is currently no
known effective treatment to prevent preterm birth.
Although standard therapies to prevent preterm la-
bor and birth have been unsuccessful to date, one new
treatment may provide some hope for preventing pre-
term birth. Use of progesterone, administered either by
suppository or injection, is currently being evaluated in
clinical trials.?#3> In one large trial, progesterone re-
duced the incidence of preterm birth in a select group
of women. Use of this drug, however, is still under
investigation. The ideal route of administration and
long-term safety of the drug are unknown 343>

There are also some relatively new diagnostic tests
that can provide information about the risk for preterm
birth. Elevated salivary estriol has been postulated to
be a biological marker for risk of preterm delivery.22 A
surge of salivary estriol can be detected approximately
3 weeks before either term or preterm delivery.3¢ Tests
for elevated salivary estriol are better at identifying
those women who will not deliver. However, it is a
poor predictor of women who will actually deliver
before term. As a result, this test has minimal practical
use in clinical care until further research is con-
ducted.’s

Fetal fibronectin (fFN) is another screening test for
predicting risk of preterm birth. fFN is an extracellular
matrix protein found in the membranes of the amniotic
sac. Because fFN has been detected in the vaginal
secretions of women within 2 weeks of delivery, ele-
vated levels between 24 and 35 weeks gestation are
used as a biological marker for increased risk of preterm
delivery.2437 This marker also has higher negative
predictive values (range, 76% to 99.5%) than positive
predictive values (range, 12.7% to 85%).38

One concern is that the high incidence of false
positive fEN tests can lead to labeling a pregnancy at
high risk for preterm birth even though the pregnancy
is uncomplicated. Conversely, the negative predictive
value may be used to identify women at low risk for
preterm birth, perhaps avoiding hospitalization and
expensive and ineffective interventions. Use of the
fFN marker, however, may help identify those women
who should be targeted for intensive efforts to prevent
preterm birth and provide information about whether
to administer maternal antenatal steroid therapy to
hasten fetal lung maturity before preterm birth.394°

Another test for identifying women at risk for pre-
term birth is assessment of length of the cervical canal
through transvaginal ultrasound. 42 A review of 46
studies of transvaginal ultrasound cervical length de-
termination concluded that this test may help clini-
cians identify women at higher risk for preterm birth.+3
This test, however, has a poor predictive value; there-
fore, the clinical usefulness of this test is unclear.2?

Other new tests to increase the accuracy of identi-
fying women who are at risk of preterm birth are
currently under investigation. These tests include as-
sessment of electromyographic signals (EMG) from the
lower abdominal surface and cervical collagen concen-
trations,?? quantitative ultrasound gray level analysis of
cervical tissue,*4 and serum measurement of maternal
corticotropin-releasing hormone.#> Further research,
however, is needed to determine whether these tests
identify women at risk for preterm birth. Even if
effective, the appropriate interventions have not yet
been developed to prevent prematurity.

A number of psychosocial interventions can be used
to help reduce the risk for preterm delivery. One such
intervention is referral for smoking cessation counsel-
ing. Smoking is one of the few preventable and mod-
ifiable risk factors for pregnancy complications.® Cig-
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arette smoking is associated with infertility and, during
pregnancy, with spontaneous preterm labor and other
pregnancy complications, such as abruption, that often
result in preterm birth. The highest risks for preterm
birth are seen among women who smoke 10 or more
cigarettes (approximately one half of a pack) per day.4?
Smoking may also decrease availability of calories,
vitamin B;,, amino acids, vitamin C, folic acid, and
zinc.28 Infants born to mothers who smoke, on average,
weigh less than infants of nonsmoking women.
Women should be discouraged from smoking before
and during pregnancy. If the woman cannot stop smok-
ing, reducing the number of cigarettes smoked during
pregnancy is beneficial.

Another intervention is education about alcohol use
and referral if use is excessive. Alcohol consumption
affects fetal development. Spontaneous abortion and
increased fetal morbidity and mortality, as well as
growth restriction and LBW, are common.28 Regular
consumption of 2 drinks of alcohol per day is associated
with congenital abnormalities.# The safe level of con-
sumption of alcohol is not known. Physicians, there-
fore, recommend that woman avoid alcohol during
pregnancy.

Measures to decrease stress are an additional area for
intervention. Maternal stress is associated with a 1.5-
to 2-fold increase in preterm birth.!> High exposure to
chronic stressors resulting from family relationships,
employment, neighborhood crime, and housing con-
cerns are common to low-income and minority popu-
lations. Pregnancy-specific worries about maternal and
neonatal outcomes also contribute to shortened gesta-
tion.!5 Psychosocial and physical stress results in the
release of corticotropin-releasing hormone and corti-
sol, hormones that are thought to suppress the immune
system, thereby making women more susceptible to
infection and preterm birth. A recent study found that
relaxation therapy exercise is associated with a longer
pregnancy gestation and greater infant birth weight;
however, more research is needed.*8

Another intervention to reduce the risk for preterm
birth is to assess for domestic violence. Ironically,
domestic violence often increases in frequency and
severity during pregnancy.* The fetus may also be
injured. Partners are the most common perpetrators of
domestic violence. One study reports that most women
will not report abuse unless asked.’® Routine assess-
ment of abuse for every woman is important to inter-
rupt the cycle of violence.

Last, another intervention to reduce risk for preterm
birth is maternal education about the subtle symptoms
of preterm labor. In future pregnancies, the mother
should be encouraged to monitor for symptoms and
seek care early if concerns arise.

One of the biggest challenges in educating women
about symptoms of preterm birth is that the symptoms
are subtle and difficult to detect. All women experi-
ence new symptoms during a pregnancy. As a result,
women with symptoms of preterm labor often cannot
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Table 3. Symptoms of Preterm Labor28.51-55

Menstrual-like cramps

Low dull or constant backache

Pelvic pressure or feeling heavy “down below”

Changes in color, amount, or consistency of vaginal

discharge

e Cramping with or without diarrhea

e Increased frequency of urination

e Painful or painless uterine contractions, described as
“tightening or balling up”

e Bleeding from the vagina

e Sudden gush or constant slow leak of fluid from the

vagina

differentiate between symptoms or discomforts that are
expected during pregnancy and those indicative of
complications, i.e., “diagnostic confusion.”s! Several
studies have identified a variety of symptoms that
women experience before preterm birth.52-55 Com-
monly known symptoms associated with preterm birth
are given in Table 3, highlighting the reasons for
maternal diagnostic confusion. A variety of symptoms
indicates preterm labor, including contractions which
may be present or absent and painful or painless.

All women, not just those at high risk, should be
taught about recognition of preterm labor symptoms,
because it is unclear who will have a preterm birth.24
Health care providers have not, however, been diligent
in providing this information to women.>¢ One study
found that women were not aware of the symptoms and
did not know what to do if the symptoms occurred.>?

Critical steps for a woman to take if she has unusual
symptoms include reacting immediately, rather than
waiting. The expectant mother should be encouraged
to report symptoms directly to her health care provider
at the time they occur, even if she is unsure as to what
they mean. If she cannot contact her health care
provider, she needs to seek immediate help at the
hospital to determine whether the symptoms are of
concern. If the expectant mother cannot transport
herself to the hospital, she should ask someone to take
her there or call emergency services to help. There is a
critical window for intervention and treatment. Health
care providers would rather care for a woman in no or
early labor than one in advanced labor because it is
easier to stop preterm labor in the early stages. Health
care providers will, therefore, welcome the woman’s
attention to her symptoms and request for assistance. A
teaching tool for use with women at risk for preterm
birth is included in the Family Teaching Toolbox pages
175-176.

THE NICU NURSES’ ROLE IN PREVENTION

N urses who provide care to the premature infant
often develop enduring and trusting relationships
with the infant’s parents. Thus, neonatal nurses are
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in an ideal position to provide information to new
mothers that may help them reduce risk for preterm
birth in a subsequent pregnancy. Interventions can
start immediately.

New mothers often need to relive their birth expe-
riences. Mothers of premature infants may not have
had the time to complete their prenatal classes, or fully
prepare mentally and physically for the birth. Further,
they may be emotionally traumatized by the rapid
sequence of events that often surrounds high-risk
births.

Allow the mother to tell her story; be prepared to
answer questions. Encourage open expression of
thoughts and feelings about the experience. Fre-
quently, mothers will express guilt about the birth.
This is a time to reaffirm all of the positive actions the
mother took to care for herself during pregnancy. You
can also discuss unfounded concerns, and begin to
identify health behaviors and beliefs that can be
changed to modify risk for future pregnancies.

Women who have a history of one preterm birth are
at risk for a subsequent preterm birth and should be
informed of this risk. Advise the woman to consider
seeing a maternal—fetal medicine specialist now, before
planning a pregnancy, for a thorough medical assess-
ment. The maternal-fetal specialist (perinatologist)
may be able to answer the family’s questions about the
cause of the current preterm or high-risk birth, and will
provide guidance and make recommendations about
interventions that may further reduce risk for a subse-
quent preterm birth.

Neonatal nurses can emphasize the importance of
preconception care to improve health. The risk for
preterm birth can be further reduced by using effective
contraceptive methods; inadequate spacing between
pregnancies is associated with preterm birth. An early
referral to their obstetric provider may be useful to
discuss options before the traditional six-week visit.
Other steps to reduce risk include taking folic acid
before pregnancy to reduce the incidence of neural
tube defects.

Remind mothers about the importance of eliminat-
ing genitourinary and periodontal infections, reducing
or eliminating use of cigarettes and alcohol, and
achieving an ideal prepregnancy weight as well as
adequate weight gain during pregnancy. Inadequate
weight gain during pregnancy may signal chronic mal-
nutrition; nutritionally compromised women, and their
families, may benefit from referral to local food banks,
WIC, and other local resources. Similarly, women in need
of dental care can be referred to their private dentist or
free or discounted services in the community.

Refer women with concerns about housing, personal
relationships, finances, or parenting a preterm infant to
social service agencies that will help reduce stress and
improve quality of life. Be alert for indications of
domestic violence, including both physical and verbal
abuse. Every NICU should have a well-developed plan

to evaluate for and intervene with suspected domestic

Figure 3. Receiving care from a maternal-fetal specialist in-
volves early and regular monitoring of health status.
Photo courtesy of the March of Dimes.

abuse. The nurse may benefit from specialized profes-
sional assistance and expertise in the proper timing and
method of screening, exploring sources of help, devel-
oping options for safety, and documenting abuse when
and if mothers disclose these issues.

Recommend that once a new pregnancy is sus-
pected, the expectant mother should immediately seek
prenatal care from a health care provider consistent
with her level of risk. If previous preterm birth(s) or
other identified risks are present, both she and her fetus
will benefit from the care of a maternal—fetal medicine
specialist from the start of her pregnancy (Fig 3).
Women should also continue to practice good health
behaviors and monitor their level of risk. Expectant
mothers need to be aware of the subtle warning symp-
toms indicative of preterm labor to avoid dismissing
symptoms and delaying treatment.

CONCLUSION

In summary, the cause(s) of preterm birth are not well
understood, and it is difficult to prevent preterm
birth even when one practices good health behaviors.
[t is important that women receive periconceptional
and prenatal care that assesses risk for preterm birth,
promotes health, and prescribes medical and psycho-
social interventions to modify risk. A number of inter-
ventions are available to reduce risk, but not all of
them are based on evidence. Whenever possible inter-
ventions should be based on strong evidence for their
effectiveness. Education and encouragement to partic-
ipate in healthy behaviors before conception and dur-
ing pregnancy may reduce risk, but it still may not be
possible to prevent preterm birth.

Of importance, once pregnancy occurs, women need
to learn about the common symptoms indicative of
preterm labor and birth. They also need to learn what
to do if symptoms are experienced because early med-
ical attention can assist in treating and delaying pre-
term birth to facilitate better infant outcomes. The
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neonatal nurse, who has an established relationship
with parents, is in an ideal position to answer a pa-
tient’s questions and refer her to information about
health promotion activities and interventions that can
positively impact reproductive health.

Neonatal nurses typically provide parents with an
important source of support. Perhaps the most critical
information that the nurse can provide to women to
reduce risk for a future preterm birth is to (1) consult
with a maternal-fetal medicine specialist, (2) change
health behaviors that increase risk, and (3) receive
early prenatal care.
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