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Chapterr 8 

Riskk factors and recurrence risk of spontaneous 
pretermm birth 

AA population-based cohort study on spontaneous preterm 
birthh in nulliparous women 

Jokee M.J. Bais, Martine Eskes, Maria Pel, Gouke J. Bonsel, Otto P. Bleker 

Abstract t 

Objective:Objective: To determine risk factors and recurrence risk of spontaneous preterm birth. 
StudyStudy Design: Population-based cohort study, 'the Zaanstreek'district, the Netherlands. Between 1990 

andd 1994, all nulliparous women with a singleton pregnancy were registered. Preterm birth was defined as 
birthh between 16 and 37 weeks of gestation. Excluded were cases related to obstetrical complications with 
knownn influence on gestational age and induced preterm births due to other obstetrical complications. 

Results:Results: The observed prevalence of spontaneous preterm birth was 5.3%, of these 75% delivered be-
tweenn 34 and 36 weeks of gestation. Independent risk factors were non-European women, chronic hyperten-
sionn and blood loss before 20 weeks of gestation. The recurrence risk for spontaneous preterm birth was 
18.4%,, unadjusted RR 9.1 (95% CI 5.0-16.6) compared to women with a previous term birth (prevalence 
2.0%). . 

Conclusions:Conclusions: The incidence of singleton spontaneous preterm birth in nulliparous women was 5.3%. The 
riskk of a second spontaneous preterm birth was 18.4%, an unadjusted RR of 9.1 compared to a second spon-
taneouss preterm birth after a first term birth of 2.0%. This RR makes these women suitable to study new and 
promisingg interventions to prevent preterm birth. 

8.1.. Introduction 

Pretermm birth, defined as birth before 259 days (37 weeks) of gestation, accounts for 
5-10%% of all deliveries worldwide [1,2]. However, preterm birth does not reflect one 
pathophysiologicall  condition, as it consists of at least two different clinical entities; 
spontaneouss or idiopathic preterm birth (SPB) and indicated preterm birth (preterm 
birthh ensuing obstetric complications or induced preterm birth due to other obstetrical 
complications). . 

Thee crude incidence of SPB differs in populations according to demographic char-
acteristics,, behavioural and pregnancy-related factors, and aspects of obstetric his-
tory,, but pathophysiologic events that trigger SPB birth are largely unknown. Charac-
teristicss that carry a risk for SPB include non-white race (especially African 
Americans)) [3], low socio-economic status, young or old age, smoking, low body 
masss index [4], low or high parity, early pregnancy bleeding [5], lower genital tract in-
fectionss like bacterial vaginosis [6], and specific biologic markers [7]; many of these 
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factorss are mutually related. Apart from a history of previous preterm birth [8], the 
relativee risk of these other factors appears too small for screening purposes. 

Too counsel parous women with a history of SPB, specific data on the recurrence 
riskss for SPB from longitudinal studies are required. Reported recurrence rates are 
11.3%% after a first SPB [9] and 21.7% after one or more previous SPB [10]. After a first 
SPBB before 35 weeks odds ratios range from 5.5 to 7.9 for a second (spontaneous or 
indicated)) preterm birth [11]. Among the few available studies variance may be due 
too other unmeasured risk factors present in the studied population and due to different 
definitionss with respect to gestational age and indicated preterm birth. 

Wee performed two related cohort studies in an unselected Dutch population of 
86%% white, nulliparous women with a singleton pregnancy. Firstly, we determined spe-
cificc risk factors of spontaneous preterm birth in this population. Secondly, we deter-
minedd the recurrence risk of spontaneous preterm birth after a first spontaneous pre-
termm versus the risk after a first term birth. 

8.2.. Materials and methods 

Wee defined spontaneous preterm birth (SPB) as spontaneous preterm birth be-
tweenn 112 and 259 days (16 and 37 weeks) of gestation, with no underlying cause being 
evidentt in a singleton pregnancy. Obstetric complications with known influence on ge-
stationall  age at birth as major congenital malformation, fetal death, abruptio placen-
taee and placenta praevia were excluded from analysis, as were term births ensuing si-
milarr obstetric complications. Induced preterm births due to induction of labour or 
caesareann section were also excluded. 

Prematuree preterm rupture of membranes was in our cohort not an indication for 
inductionn of labour preterm, following existing national guidelines. 

Wee registered in a database a complete cohort of all women who delivered in the 
Zaanstreekk district, the Netherlands, who had their last period from January 1, 1990 
too July 1, 1994. Our study population consisted of all nulliparous women with a single-
tonn pregnancy and delivered spontaneous preterm. Gestational age at delivery was de-
finedfined by the last menstrual period confirmed by ultrasound (< 16 weeks). If ultra-
soundd and dates differed more than 7 days, the expected date of birth was calculated 
accordingg to ultrasound. 

Thee first study addressed the following risk factors for SPB in the nulliparous co-
hort. . 

Preëxistentt risk factors: age at expected date (< 20 and >35 years), ethnicity (non-
Europeann vs other), education (high, defined as 10 years of education or more vs low, 
lesss than 10 years), marital status (single vs couple), previous infertility for more than 1 
yearr vs not, previous spontaneous abortion (< 16 weeks gestation) vs none, previous 
inducedd abortion (< 16 weeks) gestation vs none, intrauterine exposition to DES vs 
not,, a history of cone biopsy of the cervix vs not, chronic hypertension vs not, and pre-
ëxistentt diabetes vs not. 

Pregnancy-relatedd risk factors included were: body mass index at first prenatal visit 
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(<< 19.8 kg/m2 vs higher), smoking during pregnancy (smoking or stopped during 
pregnancyy vs no smoking and smoking more than 10 cigarettes a day vs less), alcohol 
consumptionn (more than two units a day vs less), blood loss before 20 weeks vs not, 
andd pregnancy-induced hypertension (a diastolic blood pressure of more than 90 mm 
Hgg measured twice or (pre)eclampsia vs not). To this set of risk factors we added neo-
natall  risk factors like the gender of the fetus (male vs female), and growth retardation 
(definedd as growth below 2.3rd percentile vs not, and below 10th percentile vs not) [12]. 

Inn the second study we selected the same group, now being primiparous and deter-
minedd the risk of a second SPB relative to that risk after a first term birth. The risk of 
recurrentt SPB was studied prospectively, by follow-up of all women of the first cohort 
studyy with a spontaneous singleton preterm birth in their first pregnancy. In addition 
too the available registry data of the Zaanstreek district, all women without a subse-
quentt pregnancy recorded in the database were tracked down by hand until December 
31,, 1999. The minimal follow-up period was 4 years and 9 months. Coverage, as com-
pletee as possible, was achieved by combining data from the local hospital birth regis-
ter,, the two relevant tertiary referral centres, and detailed data from the municipal 
birthh registers. Of the women with a recurrent preterm birth, cases with preterm births 
duee to specific obstetrical complications and induced preterm births were excluded. 
Thiss high ('recurrent') risk group of primiparous women was compared with the as-
sumedd low-risk (for first SPB) group of primiparous women, consisting of women of 
thee first cohort study with a term birth without obstetrical complications in their first 
pregnancy.. In cases of a second preterm birth after a first term birth, cases with specific 
obstetricall  complications and induced preterm births were excluded as well. The risk 
off  a second SPB after a first term birth was calculated in the complete cohort of regis-
teredd women in the database with a first term birth in 1990 until 1995. To exclude cases 
withh a possible higher risk on SPB after a first term birth due to a short pregnancy in-
terval,, we calculated the risk of a second SPB after a first term birth in a cohort who 
deliveredd term in 1990 and 1991. The minimal follow-up period of this smaller cohort 
wass 3 years and 3 months. 

Statisticall  analysis: the first cohort study allowed standard analysis of relative risks. 
Cross-tabless provided univariate relative risks; the confidence interval was estimated 
followingg Altman [13]. Multivariate logistic regression analysis was applied to evalu-
atee the combined influence of the factors emerging from the univariate analysis. If po-
tentiall  predictors were correlated with an adjusted r>0.6, only the clinically most re-
levantt factor was entered. A probability lower than 0.05 was used for significance level 
andd results are expressed as relative risks (RR/OR) and 95% confidence interval (CI). 
Inn the second study the unadjusted relative risk (RR) and 95% confidence interval (CI) 
forr recurrent risk of spontaneous preterm birth vs the risk for a first SPB in primipar-
ouss women after a previous term birth were calculated following Altman [13]. Sample 
sizee considerations primarily refer to the smaller-sized second study which, by the co-
hortt design, consisted of two groups of unbalanced size (first SPB:first term birth 
aboutt 1:6). This study allowed to detect a relative risk >2.5 at standard significance 
levelss (alpha 0.05, beta 0.20) with an anticipated SPB risk after a first term birth of 
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2%% [9], or a relative risk >2.0 with an anticipated total risk for a first SPB of 5% [9]. 
Thee pregnancy interval was calculated in months between dates of first and second 
birthh and defined as median pregnancy interval and standard deviation (SD). The 
SPSSS statistical package was used for statistical evaluation. 

8.3.. Results 

Ourr registry included 3757 nulliparous women with singleton pregnancies. Of 
these,, 292 delivered preterm (7.8%). In the preterm birth group 43 cases were excluded 
duee to specific obstetrical complications (abruptio placentae, placenta praevia, fetal 
deathh and major congenital malformations), and 49 cases were excluded due to in-
ducedd preterm birth for other obstetrical complications. In the term birth group 29 
casess were present with obstetrical complications and these were excluded (Table 8.1). 

Thee risk of SPB was found to be 5.3% (200/3757, 95% CI 4.6-6.0%). Of those 200 
womenn with spontaneous preterm birth 150 women (75%) delivered beyond 34 weeks 
off  gestational age (Table 8.2). 

Inn all women dates were confirmed by early ultrasound, except 48 women who re-
gisteredd late for antenatal care. Of these women nine delivered spontaneous preterm 
(sevenn non-European). We deliberately included these women, as factors like late regis-
trationn (e.g. ethnicity) could be related with the risk of SPB. 

8.3.1.8.3.1. Risk factors for spontaneous preterm birth 

Significantt risk factors for SPB in nulliparous women were respectively (Table 8.3): 
youngerr women (RR 1.8), ethnicity (non-European women, RR 1.7), chronic hyper-
tensionn (RR 3.9), body mass index < 19.8 (RR 1.6), DES exposition (RR 4.6) and 
bloodd loss before 20 weeks of gestation (RR 2.4). In multiple logistic regression analy-
sis,, ethnicity (OR 1.7, 95% CI 1.2-2.4), chronic hypertension (OR 4.8, 95% CI 1.7-
13.2),, DES exposition (OR 4.1, 95% CI 1.3-12.6) and blood loss before 20 weeks of 
gestationn (OR 2.5, 95% CI 1.4-4.2) were found to be independent risk factors for SPB. 

Tablee 8.1 
Excludedd cases because of obstetrical complications in preterm {N=292) and term singleton births (/V=3465) 

Pretermm birth 
TV V 

7 7 
7 7 

20 0 
9 9 

43 3 

% % 

2.4 4 
2.4 4 
6.8 8 
3.1 1 

14.7 7 

Obstetricall  complication 

Abruptioo placentae 
Placentaa praevia 
Fetall  death 
Majorr congenital malformation 
Total l 

Termm birth 
N N 

1 1 
6 6 

12 2 
10 0 
29 9 

% % 

~o o 
0.2 2 
0.3 3 
0.3 3 
0.8 8 
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Tablee 8.2 
Gestationall  age at spontaneous preterm birth (7V=200) 

Gestationall  age (weeks) Number r (%) ) 
16-24 4 
25-27 7 
28-30 0 
31-33 3 
34-36 6 

11 1 
6 6 
7 7 

26 6 
150 0 

5.5 5 
3.0 0 
3.5 5 

13.0 0 
75.0 0 

8.3.2.8.3.2. Recurrence risk of spontaneous preterm birth 

Off  the 200 women with a SPB in their first pregnancy, 138 women were found 
too experience consecutive births (69%). Forty-five women had no consecutive preg-

Tablee 8.3 
Incidencee for different risk factors in a cohort of nulliparous women in term births (jV=3436) and sponta-
neouss preterm births (,/V=200), (RR and 95% CI in preterm birth vs term birth) 

Riskk factor 

Agee < 20 years 
Agee >35 years 
Ethnicityy (non-European) 
Loww educationa 

Single15 5 

Spontaneouss abortion 
Inducedd abortion, molar 
DESS exposition 
Historyy of cone biopsy 
Chronicc hypertension 
IDDM M 
Infertilit y y 
BMII  < 19.8C 

Smoking0 0 

Smokingg > 10 cig. /dayd 

Alcoholl  >2 units/day 
bloodd loss < 20 weeks 
PIH/(pre)eclampsia a 
Genderr male 
Growthh retard. < p 2.3rd 
Growthh retard < p 10th 

Boldd means significant. 
Thee risk factor smoking was correlated. 
"Missingg data respectively 6.1 and 11.0%. 
bMissingg data rrespectively 0.1 and 1.5%. 
cMissingg data rrespectively 3.3 and 6.0%. 
dMissingg data rrespectively 1.5 and 0.5%. 

Term m 

(%) ) 

4.7 7 
4.3 3 

15.6 6 
50.8 8 

1.5 5 
11.4 4 
5.1 1 
0.5 5 
0.5 5 
0.6 6 
0.1 1 
7.0 0 

14.9 9 
31.6 6 
6.1 1 
0.1 1 
3.4 4 

10.3 3 
52.2 2 

1.3 3 
8.8 8 

Preterm m 

(%) ) 

8.0 0 
6.0 0 

24.5 5 
60.1 1 

1.0 0 
13.5 5 
4.5 5 
2.0 0 
1.0 0 
2.5 5 
0.5 5 

10.5 5 
21.8 8 
40.8 8 

5.5 5 
0.5 5 
8.5 5 
9.0 0 

55.5 5 
0.5 5 
6.0 0 

Pretermm vs term 
RR R 

1.8 8 
1.4 4 
1.7 7 
1.1 1 
0.7 7 
1.2 2 
0.9 9 
3.5 5 
2.0 0 
3.9 9 
4.6 6 
1.5 5 
1.6 6 
0.8 8 
0.9 9 
4.6 6 
2.4 4 
0.9 9 
1.1 1 
0.4 4 
0.7 7 

CI I 

1.11 3.0 
0.8-2.4 4 
1.3-2.2 2 
1.0-1.3 3 
0.2-2.8 8 
0.8-1.7 7 
0.5-1.7 7 
1.2-10.3 3 
0.5-8.7 7 
1.5-10.2 2 
1.5-43.7 7 
1.0-2.3 3 
1.2-2.1 1 
0.6-1.0 0 
0.5-1.6 6 
0.5^4.5 5 
1.5-4.0 0 
0.6-1.4 4 
1.0-1.3 3 
0.1-2.9 9 
0.4^1.2 2 
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Tablee 8.4 
Gestationall  age in first and second pregnancy in 136 cases with a recurrent spontaneous preterm birth 

Gestationall  age 1st pregn. Gestationall  age 2nd pregnancy 
16-244 25-27 28-30 31-33 

1 1 

-- - - -
1 1 

--
2 2 
4 4 

34-36 6 

1 1 

--
2 2 
2 2 

16 6 
21 1 

>37 7 

7 7 
4 4 
1 1 

10 0 
89 9 

111 1 

Total l 

9 9 
4 4 
4 4 

12 2 
107 7 
136 6 

16-24 4 
25-27 7 
28-30 0 
31-33 3 
34-36 6 
Total l 

nancyy and in 17 women it was unknown (14 moved out of the region, one woman was 
aa temporary asylum seeker and two died). From these 138 women with a consecutive 
pregnancy,, two were excluded: one case of multiple pregnancy and one case of fetal 
death.. Mean spacing between first SPB and second birth was 37.3 months (SD 17.8 
months).. Of the 136 remaining women, 25 delivered spontaneous preterm again. The 
probabilityy of recurrent SPB was therefore 18% (25/136, 95% CI 12-25). From these 
recurrentt cases, only four (16%) delivered before 34 weeks of gestational age (Table 
8.4). . 

Inn the group of women with a previous term birth without obstetrical complica-
tionss (vV=3437), 814 were found to experience a second birth within the period of re-
gistration.. Excluded were 13 multiple pregnancies, 10 cases due to specific obstetric 
complicationss or induced preterm birth. Eleven of these 23 delivered preterm and 12 
deliveredd term. After a first term birth (7V=791) 16 delivered preterm spontaneously. 
Thereforee the risk of SPB in the second pregnancy after a term birth in the first preg-
nancyy was found to be 2.0% (16/791, 95% CI 1.9-2.1). Mean spacing between first 
termm birth and second birth in these 791 women was 27.3 months (SD 8.3 months). 
Fromm these data we calculated that the unadjusted relative risk of women with a pre-

Tablee 8.5 
Timee interval in months between first and second birth in the group with a first SPB (N- 136), a first term 
birthh in 1990-1995 (JV=791) and a first terra birth in 1990-1991 (/V=476) 

Intervall  in 

<12 2 
13-18 8 
19-24 4 
25-30 0 
31-36 6 
37-42 2 
4 3 ^8 8 
49-60 0 
>61 1 

months s Firstt SPB 

n n 

4 4 
14 4 
18 8 
17 7 
26 6 
13 3 
10 0 
11 1 
18 8 

136 6 
% % 

3 3 
10 0 
13 3 
13 3 
19 9 
10 0 
7 7 
8 8 

13 3 

Firstt term birth 
;V=791 1 
n n 

18 8 
121 1 
200 0 
195 5 
143 3 
84 4 
25 5 

5 5 

% % 

2 2 
15 5 
25 5 
25 5 
18 8 
11 1 
3 3 
1 1 

Firstt term birth 1990 1991 
/V=476 6 
n n 

6 6 
44 4 
87 7 

117 7 
111 1 
81 1 
25 5 

5 5 

% % 

1 1 
9 9 

18 8 
25 5 
23 3 
17 7 
5 5 
1 1 
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viouss preterm birth on recurrent spontaneous preterm birth was 9.1 (95% CI 5.0-16.6) 
comparedd to women with a previous term birth. 

Too exclude cases with a short interval between births, a possible risk factor for pre-
termm birth, and to allow for a longer follow-up period we also calculated the risk of a 
secondd SPB after a first term birth in those women who had their first delivery in 1990 
andd 1991. Of all 3437 term births 489 delivered in 1990 or 1991, in 486 a second sin-
gletonn delivery was found in our database. Ten were excluded due to specific obstetric 
complicationss or induced preterm birth. Of these 10 excluded cases three delivered 
preterm.. Of the resulting 476 women, nine (1.9%, 95% CI 0.7-3.1) had a SPB after a 
firstfirst term birth, and an unadjusted RR for recurrent SPB of 9.7, 95% CI 4.6-20.3. 
Meann spacing between first term birth and second birth in these 476 women was 30.1 
monthss (SD 8.4 months). Pregnancy interval defined as interval between first and sec-
ondd birth is given in Table 8.5. Comparing first and second control group 17 and 10% 
respectivelyy delivered within 18 months, and of these 2.2% (3/139) and 2.0% (1/50) 
respectivelyy had a SPB. 

8.4.. Comment 

Ourr study started from the perspective that spontaneous preterm birth must be dis-
tinguishedd from preterm birth related to obstetrical complications and from preterm 
birthh related to obstetrical interventions like induction of labour or elective caesarean 
section.. Several authors have studied the occurrence of preterm birth and the recur-
rencee risk of that event before, but comparison is hampered for methodological discre-
pancies.. Bakketeig et al. [14] and Adams et al. [15] based their studies on a large birth 
registrationn system, which however did not distinguish between spontaneous and in-
ducedd preterm birth. Bloom et al. [11] investigated the recurrence risk of a second (un-
specified,, e.g. induced and spontaneous) preterm birth after SPB in a non-white popu-
lationn (93%), focussing on preterm births before 35 weeks of gestation. Our study 
comparess best with that of Kristensen et al. [9], who used a comparable definition for 
SPBB and studied the recurrence risk of a SPB in nulliparous women in a longitudinal 
nationwidee Danish study with a follow-up of 5 years (1982-1987). Other studies of the 
recurrencee of preterm birth used selective groups [10,16] or combined abortion and 
pretermm birth into one predisposing entity [17]. 

Wee found a low a priori risk of 5.3% for a nulliparous woman to have a SPB, which 
iss comparable with the 5.0% in the study of Kristensen et al. [9]. Bloom et al. men-
tionedd a SPB rate in nulliparous women between 24 and 35 weeks of gestational age 
off  3.5%, which also equals the findings in our study (being 3.6%). In our study, the 
majorityy (75%) of the preterm births occurred late preterm, between 34 and 37 weeks 
off  gestation, and in these cases perinatal morbidity or even mortality is relatively low. 

Thee independent risk factors chronic hypertension [19,20], ethnicity [3,8,20,21] 
andd blood loss before 20 weeks of gestation [5,8,22] were reported before. Obviously, 
hypertensivee disorders in pregnancy, like pregnancy-induced hypertension and (pre)-
eclampsiaa being a risk factor for induced preterm birth, chronic hypertension is a dis-
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tinctt risk factor for SPB (OR 4.8). However, due to the low prevalence of chronic hy-
pertensionn in our cohort the contribution to SPB was low (attributable risk is 2%). 
Ethnicityy as risk factor means in American studies non-whites and predominantly 
blackk or Hispanic women. In our region non-European women (14%) predominantly 
(64%)) are from Turkey. Their added risk differs significantly from 1, but too low to en-
suee specific clinical attention (OR 1.7). 

Ourr study confirms that a history of preterm birth is by far the most important pre-
dictorr of SPB. We observed an 18.4% risk of recurrent preterm birth in primiparous 
women,, which implied a nine-fold increase to the risk on SPB in the second pregnancy 
afterr a previous term birth. While the 2.0% risk of preterm birth after a term birth be-
foree is similar to the risk found by Kristensen et al. (1.8%), the risk of recurrent pre-
termm birth is not: Kristensen et al. found 11.3% in 488 cases [9] vs 18.4% in our study. 
Thee most likely explanation of that difference is that Kristensen et al. [9] defined all 
pretermm cases with hypertensive disorders as not spontaneous preterm birth, while 
wee distinguished between spontaneous and induced preterm birth. In this respect it 
wil ll  not be surprising that pregnancy-induced hypertension and (pre)eclampsia are 
nott risk factors for SPB (RR 1.01, Table 8.3), but an important risk factor for induced 
pretermm birth (in our cohort RR 13.8, 95% CI 7.8-24.4). 

Overalll  data in the Netherlands (combined low- and high-risk pregnancies) demon-
stratee a mean spacing between first and second births of 20 months [23]. Preterm birth 
inn the first pregnancy is a major life event and may influence the decision to postpone a 
secondd pregnancy. This assumption was observed in women whose previous preg-
nancyy was complicated by severe preeclampsia [24]. Therefore we prolonged the fol-
low-upp period in women with a previous SPB. Women with a previous SPB showed in 
69%% consecutive births at a median spacing of 37.3 months. In the control group of 
7911 consecutive births after a first term birth the risk of a SPB during second preg-
nancyy was 2.0% with a median spacing of 27.3 months. In this group 17% delivered 
withinn an interval of 18 months. The risk of a second SPB after a first term birth was 
nott influenced by a shorter follow-up period, due to a suspected overrepresentation of 
pregnanciess with a short interval. In the smaller control group (JV=476) with a minimal 
follow-upp of 3 years and 3 months, the risk of a second SPB was 1.9% after a median 
spacingg of 30.1 months and 10% of these had a short pregnancy interval (<18 
months).. The unadjusted RR on recurrent SPB was 9.1 (95% CI 5.0-16.6). 

Inn low-risk women, like the nulliparous women of our study, prevention of preterm 
birthh is disappointing; fetal fibronectin assay and cervical ultrasonography have low 
sensitivityy to prevent spontaneous preterm birth in these women [25], although new 
studiess about the use of clindamycin probably can reduce preterm birth, due to treat-
mentt of abnormal vaginal flora and bacterial vaginosis [26,27]. More suitable for pre-
ventionn studies seem the women with a prior spontaneous preterm birth, because of 
thee high recurrent risk of 18%. One double blind placebo controlled study found a re-
ductionn in women with a history of spontaneous preterm birth of 54.9 to 36.3% by 
usingg 17 alpha-hydroxyprogesterone before 20 weeks of gestation [28]. This promising 
treatmentt deserves additional studies. 
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8.5.. Conclusions 

Ourr study informs about an important obstetrical problem: risk factors and recur-
rentt risk of clearly defined spontaneous preterm birth. 

Inn nulliparous women with singleton pregnancies, independent risk factors of SPB 
aree non-European ethnicity, chronic hypertension, DES exposition, and blood loss be-
foree mid-gestation. The a priori risk in these nulliparouss women is 5.3%. During a sec-
ondd vaginal delivery the recurrence risk after a first SPB is 18.4%, the risk of SPB after 
aa first term birth is 2.0%, the unadjusted RR 9.1. Although preterm birth consists of 
differentt clinical entities, recent evidence suggests a reduced incidence of (recurrent) 
spontaneouss preterm birth. Both from an efficiency and practical point of view we ad-
vocatee to reestablish this evidence in a group with previous SPB which may finally re-
sultt in an evidence-based measure which can be implemented in obstetrical care of 
multiparouss women. 
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