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Current singleton pregnancy with a 
Prior Spontaneous Preterm Birth 160/7- 366/7

Singleton live birth  160-366 weeks gestation due to labor, ruptured 
membranes, cervical dilation/insufficiency, abruption

Prior Spontaneous Preterm Birth

Recommend 250 mg IM weekly 17-alpha hydroxyprogesterone caproate1

 (initiate at 160/7-206/7 weeks, through 366/7 weeks)

Transvaginal CL Ultrasound2,3

(first at 16-20 weeks)

CL ≥ 30 mm

<240/7-240/7 weeks

CL 25 mm – 29 mm

YES NO

CL <25 mm

Consider re-referral to Maternal Fetal Medicine 
Evaluate for asymptomatic cervical dilation, labor, 

intra-amniotic infection, etc.

Offer ultrasound 
indicated cerclage,2,4 

continue 17P

Consider corticosteroids and/or 
treatment as outlined in the ”Acute 

Preterm Labor” algorithm as 
applicable

<230/7-240/7 weeks

YES NO

Routine 
prenatal care, 
continue 17P

Routine 
prenatal care, 
continue 17P

<230/7-240/7 weeks ≥230/7-240/7 weeks

Consider Maternal-Fetal Medicine Referral
(particularly if multiple previous preterm births or if delivery <340/7 weeks gestation)

2 Weeks

1 week
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General Notes 

• Previous pregnancy/delivery records should be obtained and reviewed whenever possible.  

• The decision regarding the upper gestational age limit to stop screening for cervical shortening (230/7 vs. 240/7) as well as the upper 

gestational age limit beyond which a cerclage should not be offered requires individualization based on previous pregnancy history 

(number of prior preterm births and gestational age at prior preterm deliveries), as well as the gestational age at which the patient would 

desire neonatal resuscitation. 

– Though the initial Owen RCT used 23 weeks 0 days as the upper gestational age cutoff for CL screening, the other 4 trials 

included in the Berghella patient level data meta-analysis (reference #4) evaluating the effectiveness of cerclage for short cervix in 

the setting of a prior PTB used at least 24 weeks 0 days as the upper gestational age cutoff for cervical length screening  

• Abruption: Many women report a history of ‘abruption’ but this term may be used inconsistently to describe a wide variety of conditions 

including cervical change associated with preterm labor (which may be clinically difficult to distinguish from placental abruption in some 

circumstances).   

– Women with a history of delivering preterm following vaginal bleeding in the presence of PPROM, uterine contractions and/or 

cervical dilation (termed abruption by some practitioners) are candidates for 17P. 

– Women with a history of clinical abruption in the setting of medical conditions (e.g., marked hypertension, drug abuse such as 

cocaine or amphetamine), without a prior history of spontaneous PTB, are generally not considered candidates for 17P. 

– In cases of ambiguity regarding prior pregnancy history, one reasonable approach might be to not administer 17P, but evaluate the 

cervical length by transvaginal ultrasound at the time of the fetal anatomic survey 
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These algorithms are designed to assist the primary care provider in the clinical management of a variety of problems that 

occur during pregnancy. They should not be interpreted as a standard of care, but instead represent guidelines for 

management.  Variation in practices should take into account such factors as characteristics of the individual patient, health 

resources, and regional experience with diagnostic and therapeutic modalities. 

 

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill School of Medicine. They 

cannot be reproduced in whole or in part without the expressed written permission of the school. 
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