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Objectives 
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• Reflect on a patient's lived experience to develop a patient-
centred approach to care

• Recall the seven evidence-based strategies to prevent preterm 
birth and examine any barriers to implementing these in First 
Nations populations

• Determine factors influencing timing of birth incorporating risk 
management for stillbirth and prevention of preterm and early 
term birth where possible

• Apply evidence-based best practice to assess and manage the 
pregnancy at risk for preterm birth

• Determine indications and pathways for consultation and 
referral of women at high risk of stillbirth to determine safe 
timing of birth



Consumer lived 
experience

Tanya 

Thank you for sharing your 
experience as Mum to Jack 

born at 23 weeks
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The National Preterm Birth Prevention Program

Dr Chris Lehner 

MD, PhD, FRANZCOG, CMFM

Queensland Clinical Lead – National Preterm Birth Prevention Program

9th March 2024   

GP Forum                                           Brisbane



The problem – PRETERM BIRTH
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Preterm Birth

For the mother

Increased risks of obstetric intervention and separation from child

The problems

For the newborn

Increased risks of death, cerebral haemorrhage, respiratory support, 

bowel necrosis and sepsis

For children

Increased risks of cerebral palsy, chronic lung disease, deafness,

blindness, learning difficulties and behavioural problems

For adults

Increased risks of metabolic syndrome, diabetes/heart disease,

loss of employment and socialisation issues



• The cost of PTB to the Australian Government is $1.4 billion

• Two thirds of the costs are newborn healthcare

• One quarter are additional educational costs

• The average cost of an extremely preterm infant is $236,036

2021In collaboration with KPMG



12

5

5.5

6

6.5

7

7.5

8

8.5

9

1
9

9
4

1
9

9
5

1
9

9
6

1
9

9
7

1
9

9
8

1
9

9
9

2
0

0
0

2
0

0
1

2
0

0
2

2
0

0
3

2
0

0
4

2
0

0
5

2
0

0
6

2
0

0
7

2
0

0
8

2
0

0
9

2
0

1
0

2
0

1
1

2
0

1
2

2
0

1
3

2
0

1
4

2
0

1
5

2
0

1
6

%

Australian PTB rates  1994 to 2016



PTB rates Australian states and territories 1994-2019
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AIHW     Australia’s mothers and babies        Updated 13.12.23

2021 PDC Data



Reference: AIHW Australia’s mothers and babies 
Web Report Updated 13.12.23



QLD singleton PTBs – public  PDC October 2023

16



QLD singleton PTBs – public + private    PDC October 2023 
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Preventing Preterm Birth – The Western Australian Initiative



19

6.0%

7.0%

8.0%

9.0%

2013 2014 2015

GA: <37

Initiative
• PTB singleton rates:

• 2012: 7.4%

• 2013: 7.5%

• 2014: 7.2%

• 2015: 6.9%

In 2015, the rate of PTB was reduced by 7.6%

The State of Western Australia
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The State of Western Australia

0.3%

0.5%

0.7%

0.9%

2013 2014 2015

GA: 20-27

Initiative

0.3%

0.5%

0.7%

2013 2014 2015

GA: 28-31

Decreased rates of PTB 

•  32 – 36 week group

• 28 – 31 week group

• 20 – 27 week (but not stat sig.)
5.0%

6.0%

7.0%

2013 2014 2015

GA: 32-36

Initiative

Initiative







• Grew from the WA state-wide initiative 2014

• Became national in June 2018 

• Supported by an NHMRC Partnership grant

• The world’s first national PTB prevention program

Australian Preterm Birth Prevention Alliance



Sydney

November
2018



AIHW 2021 Australia’s mothers and babies



Australia’s planned births before 39 completed weeks
 Fourth Australian Atlas of Healthcare Variation | 2017 

In 2017, Caesarean section with no medical or obstetric indication*: 

Before 37 
weeks

13% to 
19%

Before 38 
weeks

25% to 
33%

Before 39 
weeks

43% to 
56%

*Ranges are based on rates from seven states and territories. NT is excluded. 

Data limitations include that main reason for caesarean section is used as a proxy for 

reason for early caesarean section.







Early term birth: the clinical question

Imagine… 

all the children from this 
obstetrician go to one school

…in 8 years time
what would the school look like?

37 weeks… 
should I deliver today or 

should I wait until 39 weeks?



In a school of 500 children
following a policy of electively ending all pregnancies at 37 weeks’ gestation

compared with 39 weeks



There is a 1 in 2 chance there may be one extra child in the school (prevented a stillbirth) (NNT about 1350 births)

In a school of 500 children
following a policy of electively ending all pregnancies at 37 weeks’ gestation

1 in 2 chance

 of one extra child



Each class of 30 will have two extra children with an externalising behavioural disorder

Behavioural disorder

1 in 2 chance

 of one extra child

In a school of 500 children
following a policy of electively ending all pregnancies at 37 weeks’ gestation



Across every two classes will be 1 extra child with need for special educational assistance

Behavioural disorder

Special education
1 in 2 chance

 of one extra child

In a school of 500 children
following a policy of electively ending all pregnancies at 37 weeks’ gestation



Across every three classes there will be 2 extra children with a basic numeracy problem

Behavioural disorder

Special education

Numeracy problem

1 in 2 chance

 of one extra child

In a school of 500 children
following a policy of electively ending all pregnancies at 37 weeks’ gestation



• Swedish population study 1974-2017

• N = 3.5 million

• Risk of ID increased weekly before
 and after week 40

• Held for mild, moderate and severe, 
 but strongest for severe

• Remained robust after adjustment
 for confounders



So then, can we in Australia safely lower the rate of early term birth?

In the ACT, as part of the national program, the rate of

early term birth was lowered by 34%



What we had learnt …

1. We can safely lower the rate of preterm, and early term birth, in the Australian environment using existing 
knowledge.

2. The program needs to be population based and is most effective in cases that would have been considered low 
risk.

3. The program needs to be sustained or the effect will dissipate.

4. We have met with success in jurisdictions with smaller populations and with a single centre of influence (WA, 
ACT, Tas).

5. The larger states, with multiple major centres, will require a different strategy.

6. Collaborative breakthrough methodology is our next chosen strategy (dual approach in Queensland).

7.  A change package is required rather than a prescriptive bundle, to cater for our large nation, multiple 
population groups and uncertainty in some of the published evidence.





The seven strategies

1.   No pregnancy to be ended until 39 weeks gestation unless there is 

  obstetric or medical justification

2.   Measurement of the length of the cervix at all mid-pregnancy scans1 

3.   Natural vaginal progesterone 200mg each evening if cervix <25mm (TV)2,3

4.   If cervix continues to shorten, consider cerclage3

5.   Vaginal progesterone if prior history of spontaneous preterm birth (or PPROM)3

6.   Women who smoke should be identified and offered Quitline support

7.   Promotion of continuity of care models4

References: 
1 RANZCOG Best Practice Statement C-Obs 27 November 2021
2 Romero et al. AJOG 2018 Feb; 218(2):161-180
3 ISUOG Practice Guideline UOG 2022; 60: 435-456
4 Sandall et al. Cochrane Database Syst Rev 2016 Apr 28;4(4):CD004667



Measurement of cervix length at all mid-pregnancy scans

 Trans-abdominal cervical length (with a full bladder) of 35mm or more

 is acceptable if the cervix can be imaged clearly and there is no prior history

 All others require trans-vaginal scan (cut-off 25 mm)



Provides guidelines on:

• Use of transvaginal measurement of cervical length

• Use of vaginal progesterone for short cervix
• Follow-up scanning and management

• Evidence for and against vaginal progesterone for past history of 
spontaneous preterm birth

• Does not cover trans-abdominal cervical measurement for which we will use 

RANZCOG Guidelines 
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Vaginal progesterone for short cervix - PTB < 33 weeks

Meta-analysis of Individual Patient Data (IPD) Romero et al, AJOG Feb 2018 



Mega Cohort, US birth certificate data

Any maternal smoking (compared to non 
smoking)

3 months precon – T1                 PTB OR 1.17
T2                                                            OR 1.45
1-2 cigs a day precon + quit T1         OR 1.13
Quit in 3 months precon                    OR 1.01

No safe level for cigarette smoking in pregnancy



Promotion of continuity of care models



Consultation with 
First Nations experts

• Advisory Group established

• Review of change package & 
driver diagram

• Advice on engagement with 
Aboriginal & Torres Strait 
Islander experts 

• Tools for assessing cultural 
safety of care
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Preterm birth in First Nations Women

• Amongst highest rates globally!!

• Complex story, multifactorial (e.g. socioeconomic disadvantage, smoking, infection, chronic 
diseases)

• Intrauterine infection following PPROM causative in at least 25 %

• Gardnerella, Lactobacillus and Ureaplasma (GLU) predicted up to 45 % of cases of 
spontaneous PTB in Predict1000 study (predominantly Caucasian women)

• Validation in First Nations Women has begun

47



Listening to our women: feasibility and acceptability of preterm
birth prevention strategies amongst First Nations women in
metropolitan Queensland

• Two-part feasibility and acceptability study at RBWH
• Part 1: To evaluate acceptability of microbiome sampling (vaginal swabs) and compliance of vaginal 

Progesterone use amongst First Nations women in Ngarrama MGP (survey, Yarning)
• MDT MGP, Advanced Indigenous Health worker, Obstetrics
• 100 participants
• Part 2: To investigate feasibility of vaginal microbiome sampling in this cohort of pregnant women to 

determine causative organisms of preterm birth
• Collaborative project with University of Western Australia (M Payne)
• Finalising Ethics and grant applications (vaginal microbiome testing in WA)
• Clinical Research Fellowship application submitted



Acknowledgements
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Our Partners 



The Queensland Preterm Birth Prevention Program

Dr Chris Lehner 

MD, PhD, FRANZCOG, CMFM

Queensland Clinical Lead – National Preterm Birth Prevention Program

9th March 2024   

GP Forum                                           Brisbane



Clinical Excellence Queensland
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Two concurrent projects in QLD

National initiative 

56

     Nationally funded

     Queensland based

      Coming to a town 

near you

Preterm Birth Prevention 
Program

Preterm Birth Prevention 
Collaborative



So what’s the difference?
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Goal
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To improve the health of women and babies by 
safely reducing the rate of preterm and early 
term birth by 20% in participating maternity 
services across Australia by June 2024

Preterm Birth Prevention 
Collaborative

Preterm Birth Prevention 
Program



Program Core Elements
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7 key strategies to prevent preterm birth

Preterm Birth Prevention 
Collaborative

Preterm Birth Prevention 
Program



So is it the same then?

Image Credit: Shutterstock



Collaborative
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All other sites

QPTBPP

Preterm Birth Prevention 
Program

Preterm Birth Prevention 
Collaborative

7 Qld Sites



Collaborative / QPTBPP

• Focus on education / awareness - 
tailored to site need

• Improvement science assistance

• Face to face on site visits

• Data collection and measurement of 
progress optional

• Share learning from other sites 

• Project support

• Resources

• Focus on improvement science

• 3 x 2-day Learning Sessions (travel 
team)

• Action Periods (whole team)

• Data collection and measurement of 
progress

• Coaching Calls/Monthly VCs

• Project portal (Life-QI)

• Share learning from other sites 

• Project support

• Resources 

Preterm Birth Prevention 
Collaborative

Preterm Birth Prevention 
Program



Queensland Preterm Birth Prevention Program (QPTBPP)

63

Multifaceted 
approach

Rural lens to capture 
vast QLD states 
differing needs

Rural Fora – Roma, 
Cairns & Brisbane

Create Preterm Birth 
Prevention 
champions

Primary preventative 
care models

•Midwives, ATSI health 
workers, Child health 
workers, GPs providing 
preconception and AN care



Outreach Itinerary – Hub & Spoke Model
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Qld Preterm Birth Prevention 
Program Roadshow  
Calendar of events  

2023 

Month Date Location HHS Spoke sites  

February 21st Preterm Birth Prevention Program Virtual Launch 

March 23rd/24th Roma Rural 
Forum 

SWHHS  

April 18th Caboolture MNHHS Redcliffe 

May 11th/12th 

 

Cairns Rural 
Forum 

Cairns Hospital 

 

CHHHS 

 

Atherton, 
Mareeba, 
Innisfail, Torres 
and Cape 

June 6th 

 

9th 

Rockhampton 

 

Logan 

CQ 

 

MSHHS 

Gladstone, 
Emerald, Biloela 

Redlands, 
Beaudesert 

July 25th Longreach CW  

August 8th 

 
 
 
22nd 

 

31st 

Cairns 

 

 
 
Roma 

 

Mount Isa 

CHHHS 

 

 
 
SWHHS 

 

NWHHS 

Atherton, 
Mareeba, 
Innisfail, Torres 
and Cape 

 
Charleville, St 
George 

 
Cloncurry 

September - No events -  

October - No events - - 

November 14th Hervey Bay Wide Bay Bundaberg, 
Maryborough 

December - No events - - 

                              2024 

January - No events - - 

February 19th/20th Brisbane Rural 

Forum 

Open to all QH Open to all QH 

March 9th 

 

 

 

 

 

22nd  

Brisbane GP 
Preterm Birth 
Prevention 
Workshop (Hybrid 
Event) 

 

 

Mackay 

Open to all 
Queensland 
GPs 

 

 
 

 
MHHS 

 

Brisbane  

 

 

 

 

 

Proserpine 

April 30th  Thursday Island TCHHHS Cooktown, 
Weipa  

May 18th  Private Obstetric 
Forum  

Open to all 
Queensland 
Private 
Obstetricians 

Brisbane  
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Lessons learnt so far

• Care fragmentation common – major contributor to poor obstetric 
outcomes in rural and remote Queensland

• Do your own PDSA and drop interventions which don’t work!!

• Try to measure what you do … even if you think it is impossible!

• Listen … and learn

• Reflect … and change

• Networking is key (GPs and Statewide Maternity Alignment Network, 
rural GPOs, ACRRM, RDAQ, radiologists, private obstetricians, ACM etc.)

• Grateful for buy in and high level support (e.g. QCG)
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Shared Resources
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• PHR changes



Shared Resources
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• PHR changes
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Indications for IOL - Ipswich
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Morning Tea
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www.stillbirthcre.org.au

Partnerships in Stillbirth & Preterm Birth Prevention
‘Timing of Birth is the key’

David A Ellwood
Professor of O&G, Griffith University and Director of MFM, Gold Coast Health

Co-Director of the Stillbirth CRE



www.stillbirthcre.org.au

Australian Stillbirth risk

1.8
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Gestational age (weeks)

Gestation 28+0 - 28+6 29+0 – 29+6 30+0 – 30+6 31+0 – 31+6 32+0 – 32+6 33+0 – 33+6 34+0 – 34+6 35+0 – 35+6 36+0 – 36+6 37+0 – 37+6 38+0 – 38+6 39+0 – 39+6 40+0 – 40+6 41+0 41+6

Stillbirth risk 
(per 10,000) 1.8 1.1 1.3 1.1 1.7 1.6 2.0 1.6 2.6 2.7 3.3 2.4 4.5 4.3

Number of 
stillbirths 51 33 37 31 49 46 58 45 71 73 81 42 37 11

Number of ongoing 
pregnancies 289,139 288,765 288,359 287,840 287,131 286,090 284,637 281,943 277,543 268,102 242,154 174,526 83,127 25,850

By gestational week – Births in 2021 (AIHW 2023)

Fetuses at risk (FAR) is the stillbirth risk per 10,000 ongoing pregnancies



www.stillbirthcre.org.au

Timing of Birth and Stillbirth Prevention

• Element 5 of the Safer Baby Bundle is concerned with 
‘Improving decision-making around timing of birth for women 
with risk factors for stillbirth’

• The Stillbirth CRE have produced a range of resources including
• A position statement (recently updated)
• A brochure for women on planned birth
• A timing of birth guide (to be used at 36 weeks)
• A decision aid for women

• The last two resources are undergoing final evaluation before 
release, to examine clinical utility and impact on IOL rates



www.stillbirthcre.org.au

Steps to assessing and managing risk factors

Stillbirth risk assessment in early pregnancy

Tests and further investigations as indicated

Evaluate and re-assess risk at 34 to 36+6 weeks

Plan for increased surveillance where indicated

Support informed, shared decision-making about timing of birth

S

T

E

P

S



www.stillbirthcre.org.au

• Given in the first half of pregnancy
• Should always be given with accompanying 

conversation

Let’s Talk Timing – 
Resources for women



www.stillbirthcre.org.au

Let’s Talk Timing – 
Resources for Healthcare Professionals

When and how to use 
the Let’s Talk Timing 
resources
QR codes to resources 



www.stillbirthcre.org.au

Inclusion & Exclusion Criteria

For all women with a singleton pregnancy 
without any medical or pregnancy complication 
which would already have identified 
management pathway or alter management

This is for women who are;

• No risk factors present

• High BMI

• Advancing Age

• Conceived using IVF

• Smoke or use drugs & alcohol throughout 
pregnancy

• Nulliparous



www.stillbirthcre.org.au

TOB Guide

• Can be used by clinician to screen woman prior to 
appointment

• Explanation for data description

• Featured within the Decision Aid



www.stillbirthcre.org.au

Decision Aid (DA)

• Resource designed for women to help 
to facilitate discussion between the 
woman and her midwife and/or 
doctor about:

• Timing of Birth

• Making a choice about spontaneous vs 
planned birth



Reducing preterm and early term births

• The national PTB/ETB prevention 
initiative has been rolled out 

• There has been much discussion 
about how TOB advice is managed

• A joint position statement on TOB 
has been developed

• An education program on TOB has 
been developed jointly between the 
Stillbirth CRE and the APTBA



www.stillbirthcre.org.au

Joint Position Statement on TOB

• There are many medical and pregnancy complications where 
early planned birth by induction of labour or Caesarean section 
is necessary and may be beneficial to the woman and her baby, 
and prevent stillbirth. However, for most women planned birth 
can be delayed safely until 39 weeks or beyond, or to await 
spontaneous onset of labour. 

• In the absence of a reason for early planned birth, women 
should be encouraged to continue their pregnancy until 39 
weeks or later to enable the baby to develop fully. Birth before 
this time cannot normally be justified for social reasons alone. 



Timing of Birth (ToB) assessment 
around 36 weeks

Run Timing of Birth assessment (≥36/40)

Offer birth 
from 41 
weeks

Offer birth 
from 37 
weeks

Refer to 
Fetal 

Medicine or 
Senior Obs 

review

Offer birth 
from 39 
weeks

Offer birth 
from 40 
weeks

Routinely completed for women who are moderate or high chance of placental 
dysfunction

Abnormal dopplersHigh chance PD ≤16w EFW 3-10th centile EFW <3rd centile



SBB TOB Guide

Pre-term/early 
term birth 
prevention

Tommy’s Decision 
Support Tool



www.stillbirthcre.org.au

Conclusions
• We believe that we can get decision-making around TOB right, 

and reduce both stillbirth, and preterm/early term birth

• The TOB recommendations using the Tommy’s Decision 
Support Tool are reasonably in line with Element 5 of SBB

• The challenge is to work out if and how the SBB TOB guide 
integrates with 12 weeks screening and subsequent scans

• The goal of all programs must be to improve pregnancy 
outcomes overall, and minimize harm in achieving this goal



www.stillbirthcre.org.au

Care Around Stillbirth and Neonatal 
Death Clinical Practice Guideline, 2024



www.stillbirthcre.org.au

Approaches to Culturally-Safe Care
Evidence-Based Recommendation 2.13 (moderate 

confidence) Care must be appropriate to parent’s 

cultural, religious and/or spiritual needs. Healthcare 

professionals should:

• Recognise that parents and family/whānau come 

from a wide range of backgrounds and acknowledge 

diversity within and between cultural groups.

• Avoid cultural stereotypes and culture-based 

assumptions.

• Be aware of and responsive to individual, cultural, 

religious and/or spiritual approaches to death and 

expressions of grief and loss.



www.stillbirthcre.org.au

Community 
services

Increased training and education in 
perinatal bereavement care for 

clinicians (e.g. IMPROVE face-to-
face and eLearning) and 

community-based HCPs (e.g. GPs 
via Living with Loss GP program)

Bridging the gaps between maternity and 
community-based services for parents (led 

by parent organisations)

Connecting parents at every step of the pathway with 
appropriate health professionals and support organisations

Stage 1

Peer support network and evidence-based 
resources to prevent and reduce burnout in HCPs

Increased availability and accessibility to 
evidence-based psychosocial resources 

e.g. Living with Loss online program

Centralised access to Clinical Practice Guideline & 
Clinical Standards

Bereavement outreach model of care connecting rural services with 
key metro services

HCP customisable toolkit and parent 
resources e.g. Guiding Conversations parent 
guideline; Stillbirth Investigations Resources; 

Birth planning in grief; Engaging parents in 
the perinatal mortality review process.

Implementation framework for service quality 
improvement 

Guiding framework to optimise care for bereaved families

Core outcome set of measures 
for stillbirth care research

Maternal and 
newborn 
services

Subsequent 
pregnancy

Transition to 
home

Links to Community of Practice for HCPs 
providing perinatal bereavement care in Australia



www.stillbirthcre.org.au
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Partners and Collaborators
Stillbirth CRE Coordinating 
Centre



Managing the woman at risk of preterm birth

A case-based discussion

Dr Chris Lehner 

MD, PhD, FRANZCOG, CMFM

Queensland Clinical Lead – National Preterm Birth Prevention Program

9th March 2024

GP Forum Brisbane



Sally Cooper

35 yo Para 1

Hx spontaneous preterm birth at 32 weeks

Follow up appointment 6 weeks postpartum

Which potential modifiable risk factors should be screened for and 
addressed prior to a subsequent pregnancy?

98



• Chlamydia trachomatis OR 2.28

• Bacterial vaginosis OR 2.19

• Asymptomatic bacteruria OR 2.10

• Very high physical activity in pregnancy OR 2.10

• Domestic violence OR 1.91

• Recreational drug use aRR 1.60

• High BMI     35-40 aOR 1.33    >40 aOR 1.83

• Smoking aOR 1.70 PTB < 32 weeks

• Unemployment aOR 1.52

• Conception <6 months postpartum aOR ≥1.20

        Goodfellow et al. BJOG 2021

99

Modifiable risk factors for PTB



Page 7 - QCG Preterm Labour and Birth
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You meet Sally again 2 years later in her subsequent 
pregnancy

• 16 weeks booking-in visit

What can you offer Sally to reduce her risk of recurrent preterm birth?

101
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Vaginal Progesterone – singleton pregnancies 

104



How about cerclage?

Yes … if the cervix is short!

105



Cerclage – short cervix, Hx spont PTB

106



Sally is keen to avoid surgery … and you read this!!

107



What can you offer Sally at this appointment?

Measure the cervix!!

Why? 

It’s short!! 21 mm TV

What to do next??

108



Vaginal Progesterone for short cervix 
PTB <33 weeks          Romero et al. AJOG 2018

109
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If this was Sally’s first pregnancy and the cervix was short … 

When should a cerclage be considered?

First up or if cervix continues to shorten on vaginal progesterone?

111



Cerclage first? The evidence says NO …

112



5 RCTs, 419 asymptomatic singleton pregnancies 
with TVS-CL < 25 mm and no prior spontaneous 
PTB

113



So you decide to start vaginal Progesterone …

… what should your prescription look like??

114
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Streamline Code
11835 (Quant 42, Rpts 3)
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GP Prescription – Streamlined Authority
Acknowledgement Dr Meg Cairns



Despite good compliance with vaginal Progesterone 
pessaries, the cervix continues to shorten …

117

Cerclage yes or no?

When?

Frequency of CL-monitoring?



Berghella et al. UOG 2017 
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Summary Progesterone vs Cerclage

1. No history of spontaneous preterm birth:

- Routine cervical length screening between 16-24 weeks

- Start natural vaginal progesterone if TV-CL ≤25 mm

- Consider cerclage if cervix shortens to <10 mm on progesterone

2. History of spontaneous preterm birth:

# Cerclage if cervix short <25 mm

# Progesterone PV nocte from 16-36 weeks or

# CL-monitoring and treatment once cervix short

120



Fetal Growth Restriction

David Ellwood

Griffith University & Gold Coast Health



Risk Factors for FGR

• KB is a 23 years old primigravida with a BMI of 35

• She has no significant PMH, but is smoking 5-10 cigarettes a day

• Her menstrual dates are uncertain but a dating scan at 8 weeks give 
an EDB of 17th February 2024

• How many risk factors for FGR or stillbirth does she have?



Screening for FGR

What can be done by way of investigations to improve the 
detection for FGR?

• Combined first trimester screening (CFTS) includes PAPP-A, an early 
measure of placental function

• Morphology ultrasound

• Fetal growth scans at 24, 28, 32 & 36 weeks



Diagnosis of FGR

Normal CFTS, except the PAPP-A is 0.38 MoM

Normal morphology scan.

A 28 weeks scan shows an EFW on the 10th centile, with normal 
Dopplers and amniotic fluid volume.

• What next?



Definitions of FGR

SGA (less than 10th or less than 3rd centile) v FGR?
• the small healthy baby or a baby whose growth is restricted by maternal, placental or 

fetal factors.

Early onset FGR v Late onset FGR
• Early onset can be fetal/maternal causes, may have abnormal Dopplers, and may not 

go to term
• Late onset usually due to placental dysfunction, later signs of slowing growth, 

reduced amniotic fluid. Timing of birth is usually at term.



Management of FGR 1

Her next scan at 32 weeks shows growth velocity has fallen and both 
the AC and EFW are now on the 5th centile

The fetal Dopplers (UA, MCA and DV) are all normal, as is the 
amniotic fluid volume

• What next?



Management of FGR 2

Scenario 1: Serial scans show growth continuing between the 3rd & 10th 
centiles with normal Dopplers.

Scenario 2: By 36 weeks fetal growth is < 3rd centile and the UA  shows an 
increased PI (95th centile)

Scenario 3: The 34 weeks scan shows fetal growth is less than the 1st centile 
(EFW 1700g) and the UA Doppler shows absent end-diastolic flow.



Timing of Birth in FGR (ISUOG Guidelines 2020)
In late FGR, delivery should be based on biophysical assessments or maternal indications. 
At any gestational age, deliver if:

• Abnormal CTG
• Maternal indication (e.g. severe pre-eclampsia, HELLP syndrome) or obstetric emergency requiring delivery
• Absent or reversed UA-EDF

36 to 37+ 6 weeks: deliver if UA-PI >95th centile or AC/EFW <3rd centile
38 to 39+ 0 weeks: deliver if evidence of cerebral blood flow redistribution or other features 
of FGR
In the absence of contraindications, induction of labor is indicated. During labor, continuous 
fetal heart rate monitoring is recommended



Questions?
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Thank  you for attending the 
Queensland Preterm Birth Prevention Program GP Forum

Educational Activities (EA) 1.5 CPD Hours

Reviewing Performance (RP) 2 CPD Hours

pretermbirthprevention@health.qld.gov.au

mailto:pretermbirthprevention@health.qld.gov.au


134

Networking lunch
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