
deliveryversusexpectantmanagementintheearly-termper iod.However,theriskofadverseoutcomesisgreaterfor

neonatesdeliveredintheearly-termperiodcomparedwithn eonatesdeliveredat39weeksofgestation.Inadditionto

immediateadverseperinataloutcome s,multiplestudieshaveshownincrea sedratesofadverselong-terminfant

outcomesassociatedwithlate-preterm andearly-termdeliverycomparedwithf ull-termdelivery.Arecentsystematic

orfetallungmaturityisnotrecommendedtoguidetiming

ofdelivery,eveninsuboptimallydatedpregnancies.Avoid anceofnonmedicallyindicateddeliverybefore390/7weeks

ofgestationisdistinctfrom,andshouldnotresultin,ani ncreaseinexpectantmanagementofpatientswithmedical

indicationsfordeliverybefore390/7weeksofgestation.M anagementdecisions,therefore,shouldbalancetherisks

ofpregnancyprolongationwiththeneonatalandinfantrisks associatedwithearly-termdelivery.Althoughthereare

specificindicationsfordeliverybefore39weeksofgestati on,anonmedicallyindicatedearly-termdeliveryshouldbe

avoided.Thisdocumentisbeingrevisedtoreflectupdatedd ataonnonmedicallyindicatedearly-termdeliveries.

Recommendations

The American College of Obstetricians and Gynecolo-
gists (ACOG) and the Society for Maternal-Fetal Medi-
cine (SMFM) make the following recommendations:

c Nonmedically indicated delivery, including cesarean
delivery, inductions of labor, and cervical ripening
should not occur before 39 0/7 weeks of gestation.

c Implementation of a policy to decrease the rate of
nonmedically indicated deliveries before 39 0/7
weeks of gestation has been found to decrease the
number of these deliveries and, as a result, improve
overall neonatal outcomes.

c Avoidance of a nonmedically indicated delivery
before 39 0/7 weeks of gestation is distinct from,

and should not result in, an increase in expectant
management of patients with medical in-
dications for delivery before 39 0/7 weeks of
gestation.

c Indications for delivery before 39 0/7 weeks of ges-
tation should be documented clearly and discussed
with the patient.

c Because nonrespiratory morbidities also are
increased in early-term deliveries, documentation of
fetal pulmonary maturity does not justify an early
nonmedically indicated delivery. Amniocentesis for
the determination of fetal lung maturity should not
be used to guide the timing of delivery, even in
suboptimally dated pregnancies.
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nonmedically indicated deliveries, 35.8% were performed
before 39 weeks of gestation. The rate of composite mor-
bidity was higher for neonates delivered at 37 weeks of
gestation (adjusted OR, 2.1; 95% CI, 1.7–2.5) and at 38
weeks of gestation (adjusted OR, 1.5; 95% CI, 1.3–1.7)
compared with neonates delivered at 39 weeks of gesta-



when compared with neonates delivered at 39 weeks of
gestation. However, because nonrespiratory morbidities
also are increased in early-term deliveries, documenta-
tion of fetal pulmonary maturity does not justify an early
nonmedically indicated delivery. A retrospective cohort
study of 459 neonates delivered at 36 0/7 weeks of
gestation up to 38 6/7 weeks of gestation after docu-
mented fetal lung maturity evaluated a composite out-
come of respiratory and nonrespiratory complications.
The researchers found that the incidence of the com-
posite outcome decreased with increasing gestational age
(P for trend,.001): 9.2% (CI



approach group, with a reduction from 10.9% to 6.0%
(P5.135), which was not statistically significant.

In a parallel effort, the Ohio Perinatal Quality
Collaborative chose to focus on the reduction of non-
medically indicated deliveries at 36 0/7–38 6/7 weeks of
gestation (29). Twenty hospitals in Ohio were enrolled in



at 39 weeks of gestation there is still an increased (albeit
clinically small) risk of adverse outcomes. Therefore,
nonmedically indicated delivery, including cesarean
delivery, inductions of labor, and cervical ripening
should not occur before 39 0/7 weeks of gestation.
Finally, amniocentesis for the determination of fetal lung
maturity should not be used to guide the timing of deliv-
ery, even in suboptimally dated pregnancies (27).

Indications for delivery before 39 0/7 weeks of
gestation should be documented clearly and discussed
with the patient. Avoidance of a nonmedically indicated
delivery before 39 0/7 weeks of gestation is distinct from,
and should not result in, an increase in expectant
management of patients with medical indications for
delivery before 39 0/7 weeks of gestation (26). Manage-
ment decisions, therefore, should balance the risks of
pregnancy prolongation with the neonatal and infant
risks associated with early-term delivery. More research
is needed to determine optimal timing of delivery when
early delivery is indicated by maternal or fetal status.
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