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1 Introduction 

BARRIERS TO IMPROVING MATERNAL HEALTH 
 
 
An estimated 295,000 women die during pregnancy, childbirth and the postpartum period 
annually.(1) While this figure represents a 38% reduction in the maternal mortality ratio (MMR) 
since 2000, significant acceleration is needed in order to reach the Sustainable Development Goal 
3 global target of 70 maternal deaths per 100,000 live births by 2030.(2) It is widely recognised 
that in order to improve global maternal and perinatal health, greater emphasis is needed on 
ensuring that effective, affordable interventions are much more widely available in low- and 
middle-income countries, but also that greater attention is needed on improving the quality of 
antenatal, intrapartum and postpartum care.(3-5)  
 
Another significant barrier to progress in maternal health is under-investment in pharmaceutical 
research and development (R&D) of medicines for pregnancy-specific conditions.(6, 7)  Many 
medicines that are regularly used for pregnant and postpartum women – such as methyldopa, 
beta-blockers, aspirin and nifedipine –were repurposed from other indications in non-pregnant 
adults. Their prescribing to pregnant women remains off-label in many countries despite strong 
evidence of benefit.(7) Developing innovative therapeutics that are effective, acceptable to 
women and providers, and easier to use could help address these implementation gaps. However, 
there is considerable under-investment in pharmaceutical R&D specific to obstetric conditions.  
  
 

TARGET PRODUCT PROFILES 

Target product profiles (TPPs) are a well-recognised strategy to promote development of 
innovative medical products, such as devices, diagnostic tests and therapeutics.(8-10) The World 
Health Organization (WHO) defines a TPP as a document that describes the minimum and 
preferred (or optimal) characteristics of a target product, aimed at a particular disease or 
diseases.(11) They specify the key characteristics that the intervention must address, such as (but 
not limited to) clinical indication, target population, desired efficacy, safety, 
formulation/presentation, stability and storage. TPPs identify upfront the characteristics a 
product should take, in order to fulfil a specific, unmet clinical and public health need.(10, 12)  
 
TPPs are an important resource for multiple stakeholders in the R&D pathway, including funders, 
researchers, product developers, manufacturers and regulators.(10) TPPs can guide product 
developers on the operational characteristics that are required in order to meet end users’ needs, 
and can help funders set specific targets. TPPs inform R&D strategies for researchers and 
manufacturers (including the design of clinical trials), help frame product dossiers and streamline 
communication with regulatory agencies.(13) Importantly, TPP development serves as a 
consensus-generating process, allowing key stakeholder groups to align around a clear set of 
product goals.(8) Importantly, medicines approved by the FDA that addressed a pre-specified TPP 
have been linked to more rapid regulatory review times.(14) This TPP has been developed in 
accordance with WHO’s standard procedures for TPP development, and based on methods used 
in recently published TPPs.(8, 12, 15, 16) 
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PRETERM BIRTH 
This TPP has been formulated to meet the need for novel treatments for spontaneous preterm 
labour. Spontaneous preterm labour accounts for up to 50% of preterm births. (17) Preterm birth 
is the leading cause of neonatal mortality, accounting for 35% of neonatal deaths globally. 
Preterm newborns that survive are at an increased risk of a number of short- and long-term 
adverse health outcomes, including chronic lung disease and neurological, visual and auditory 
disabilities. 
 
Tocolytic agents are those that can slow down or stop the progression of labour. A number of 
tocolytic agents are currently in use internationally, which have been shown to prolong pregnancy 
for 2 to 7 days (18, 19), providing a window for administration of antenatal corticosteroids and/or 
in utero transfer of a woman to a higher level of care prior to birth. However, no tocolytic agent 
has been shown to improve substantive fetal or newborn health outcomes. There is an urgent 
need for new tocolytic agents that can prolong pregnancy and reduce the adverse perinatal 
outcomes associated with preterm birth.  
 

2 Summary: Intervention Use Case  
 
A therapeutic agent that can be administered by skilled health personnel to pregnant women 
experiencing spontaneous preterm labour, accompanied by monitoring of maternal and fetal 
well-being in antenatal care settings. The therapeutic agent will be safe for women and babies, 
facilitate prolongation of pregnancy and improve perinatal health outcomes.  

 
Problem Definition: 
Preterm birth, defined as babies born alive before 37 completed weeks of gestation, is the 
leading cause of death in children under 5 globally; 35% of neonatal deaths are caused by 
preterm birth complications (20). Every year, nearly 15 million babies are born preterm, ~80% of 

which occur in Africa and South Asia (21). Neonates that survive preterm birth are at an 
increased risk of short- and long-term adverse health outcomes, including chronic lung 
disease, and neurological, visual and auditory disabilities. Up to 50% of preterm births are 
due to spontaneous preterm labour.(17) 
 
Although spontaneous preterm labour is one of the most common causes of hospitalization 
in pregnant women, the etiology and pathogenesis remain incompletely understood. Some 
tocolytic agents are available that can prolong pregnancy for 2 to 7 days, however there is a 
lack of evidence that current treatments improve substantive fetal and neonatal health 
outcomes. There is an urgent need for new tocolytics that can prolong pregnancy and 
reduce the adverse perinatal outcomes associated with preterm birth.   

Target User Group: 
The beneficiaries will be pregnant women experiencing spontaneous preterm labour. The 
therapeutic agent will be primarily used by skilled health personnel working in antenatal 
care settings, caring for women in preterm labour. The therapeutic agent will benefit the 
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babies of women experiencing spontaneous preterm labour, by reducing the adverse 
perinatal outcomes associated with preterm birth.  

Intended Use Case Scenario: 
Use will be in pregnant women in spontaneous preterm labour, accompanied by monitoring 
of maternal and fetal well-being. The therapeutic agent will facilitate prolongation of 
pregnancy, allowing for further fetal maturation and administration of other therapeutics 
to improve fetal outcomes. 

Medical Need: 
Preterm birth is leading cause of death and disability in newborns. Globally, almost 15 
million babies are born preterm every year, 40-50% of which are due to spontaneous 
preterm labour.  
 
Tocolytic agents are those that can slow down or stop the progression of labour. A number 
of tocolytic agents are currently in use internationally, including calcium channel blockers 
(such as nifedpine), betamimetics (such as ritodrine) and oxytocin antagonists (such as 
atosiban). Some agents have been shown to prolong pregnancy for 2 to 7 days, which can 
provide a window for administration of antenatal corticosteroids and/or in utero transfer of 
a woman to a higher level of care prior to birth. However, no tocolytic agent has been shown 
to improve substantive fetal or newborn health outcomes. Current tocolytic agents in 
widespread use internationally (such as betamimetics and calcium channel blockers) also 
cause side effects that may lead to discontinuation.  
 
Recent research suggests that the benefits of antenatal corticosteroids can be optimized 
when the time between administration and birth is increased (22) – this points to an 
increasingly important role for tocolytic administration to improve preterm newborn 
outcomes.  
 
There is an urgent need for new tocolytic agents that can prolong pregnancy and reduce the 
adverse perinatal outcomes associated with preterm birth.  
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Executive Summary: TPP Core Variables  

Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

Indication 
Treatment of women 
in spontaneous 
preterm labour 

Same as minimum 

A therapeutic agent 
intended to treat 
women in 
spontaneous preterm 
labour, to improve 
fetal and/or neonatal 
mortality and 
morbidity outcomes.   
 

Target Population 

Pregnant women up 

to <34 completed 

weeks of gestation 

experiencing 

spontaneous preterm 

labour 

Same as minimum 

The lower gestational 

age limit (i.e. fetal 

viability) varies 

between different 

settings. (21, 23) 

Tocolytic agents 

would be used for 

babies considered 

viable according to 

the relevant local 

definition. 

  

Special Populations 

 
Safe and effective 
across a range of 
gestational ages, 
including extremely 
preterm gestations.  
 
Safe and effective in 
pregnant adolescents. 

 
 

 

Same as minimum 

The lower gestational 

age limit (i.e. fetal 

viability) varies 

between different 

settings. (21, 23) 

Population unlikely 

to be treated 

 
Women in whom 
intrauterine fetal 
death has occurred or 
carrying a baby with a 
lethal fetal anomaly.  
 

Same as minimum 

Contraindications to a 

tocolytic agent are 

based on known 

contraindications to 

labour inhibition.(24) 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

Women in whom 
immediate delivery is 
indicated, such as 
women with 
eclampsia.  
 
Women with an 
intraamniotic 
infection or preterm 
prelabour rupture of 
membranes.  
 
Women with a 
contraindication to 
the tocolytic drug.  

Target Countries 
All high, middle and 
low resource 
countries 

Same as minimum 

Approximately 15 
million babies are 
born preterm globally, 
over 80% of which 
occur in Asia and sub-
Saharan Africa. (17) 

Clinical Efficacy 

Clinically important 
difference in 
extending pregnancy 
duration to permit 
antenatal 
corticosteroid 
administration, in-
utero transfer to 
higher level of care, 
and/or increase fetal 
maturity  
 
OR 
 
Clinically significant 
reduction in adverse 
fetal/neonatal 
outcomes associated 
with preterm birth, 
(such as neonatal 
mortality, respiratory 
distress syndrome, 
admission to the 

Clinically important 
difference in extending 
pregnancy duration to 
permit antenatal 
corticosteroid 
administration, in-utero 
transfer to higher level 
of care, and/or increase 
fetal maturity 
 
AND 
 
Clinically significant 
reduction in adverse 
fetal/neonatal outcomes 
associated with preterm 
birth, (such as neonatal 
mortality, respiratory 
distress syndrome, 
admission to the NICU, 
or other preterm birth-
related neonatal 
complications).  

Clinical efficacy 
outcomes have been 
selected based on the 
core outcome set for 
evaluation of 
interventions to 
prevent preterm 
birth, the WHO 
recommendations on 
interventions to 
improve preterm 
birth outcomes and 
the primary outcomes 
in Cochrane reviews 
of tocolytic agents. 
(25) 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

NICU, or other 
preterm birth-related 
neonatal 
complications).  
  

 
 

Is a companion 
diagnostic needed for 
use? 

 

No. Confirmation of 
preterm labour can be 
based on clinical 
examination.  
 

Same as minimum 

No specific tests are 
required, though in 
high-resource settings 
tests as such as fetal 
fibronectin are 
commonly used. 

Need for clinical 

monitoring 

Women in preterm 
labour require 
periodic clinical 
assessment (or 
monitoring) of 
maternal and fetal 
health and well-being.  
 
If drug side-effects are 
expected, additional 
monitoring for these 
may be required. 

Women in preterm 
labour require periodic 
clinical assessment (or 
monitoring) of maternal 
and fetal health and 
well-being.  
 
No additional 
monitoring required for 
drug side-effects. 

While undergoing 
tocolytic treatment, 
monitoring of 
maternal and fetal 
well-being may 
include monitoring of 
uterine contractions, 
cervical dilation, 
maternal blood 
pressure, 
temperature and 
urine production and 
fetal heart rate 
monitoring.  
 
Additional monitoring 
that may be required 
with administration of 
current tocolytics can 
include sonographic 
monitoring for 
oligohydramnios, and 
monitoring of 
maternal heart rate, 
glucose and 
potassium 
concentrations and 
renal functions. 

Clinical Endpoint for 

Licensure 

 
Clinically significant 
prolongation of 
pregnancy (time from 
trial entry to birth) 

Clinically significant 
prolongation of 
pregnancy (time from 
trial entry to birth) 

Clinical endpoints 
have been selected 
based on the core 
outcome set for 
evaluation of 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

Reduced incidence of 
adverse fetal/neonatal 
outcomes associated 
with preterm birth.  

interventions to 
prevent preterm 
birth, the WHO 
recommendations on 
interventions to 
improve preterm 
birth outcomes and 
the primary outcomes 
in Cochrane reviews 
of current 
tocolytics.(25)  
 
Previous trials have 
demonstrated some 
tocolytics can provide 
2 to 7 days 
prolongation. (18, 19) 

Safety 

Clinical safety 
(adverse or serious 
adverse effects for 
mother and baby) 
comparable to current 
therapies.  
 
Not contraindicated in 
pregnant and 
lactating women.   
 
Absence of fetal 
toxicity. 

Fewer adverse effects 
than current therapies.  
 
No drug-related serious 
adverse events for 
mother or baby.  
 
Not contraindicated in 
pregnant and lactating 
women.   
 
Absence of fetal toxicity.  
 
No long-term adverse 
effects for mothers or 
babies. 

Current tocolytic drug 
options include 
calcium channel 
blockers, oxytocin 
antagonists and 
betamimetics. 
 
Maternal side-effects 
of these drugs can 
include adverse 
injection site reaction, 
palpitations, chest-
pain, hypotension, 
headache, 
hyperglycaemia, 
hypokalaemia, 
dyspnoea, nausea and 
vomiting, nasal 
stuffiness, flushing, 
and tachycardia. 
Maternal side-effects 
are more common in 
women taking 
betamimetics. (26) 

Drug interactions 
No significant drug-
drug interactions with 
common antenatal 

No drug-drug 
interactions with 
common antenatal 

The tocolytic will be 
used alongside usual 
antenatal care. 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

treatments 
(medicines or 
supplements), or 
drugs used in women 
in preterm labour 
(antibiotics, 
corticosteroids). 

treatments (medicines 
or supplements), or 
drugs used in women in 
preterm labour 
(antibiotics, 
corticosteroids). 

Hence, the treatment 
must have minimal to 
no adverse 
interactions with 
drugs commonly used 
in pregnant women 
and women 
experiencing preterm 
labour. 
 

Formulation Dosage 

& Administration 

Non-invasive 
(including oral, 
inhaled or 
transdermal) or 
parenteral (including 
intramuscular, 
intravenous or 
infusion)  
 
Treatment regimen 
(dose and duration) 
dependent on clinical 
response to 
treatment.   
 

Non-invasive 
administration 
(including oral, inhaled 
or transdermal)  
 
Treatment regimen 
(dose and duration) 
dependent on clinical 
response to treatment.   
 

Non-invasive 

administration is 

preferred, as it would 

likely be more feasible 

and acceptable in 

low-resource settings, 

particularly in settings 

with limited capacity 

to administer and 

monitor women 

receiving infusions. 

Treatment adherence 
 

Frequency of 
discontinuation 
during therapy <20% 

Frequency of 
discontinuation during 
therapy <10% 

Large multi-centre 
trials of calcium 
channel blockers have 
reported 
discontinuation rates 
5-20%. (19) 
Treatment adherence 
rates do not take into 
consideration access 
to healthcare services 
or supplies.  
 

Stability / Shelf Life  

Stable at 30°C 
 
Easy to transport and 
store.  
 
2-year shelf life in 
climatic zone IVb 

Stable at 30°C 
 
Easy to transport and 
store.  
 
3 to 5-year shelf life in 
climatic zone IVb 

Given the burden of 

preterm birth in 

LMICs, ease of 

transport and storage, 

as well as stability in 

hotter or humid 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

(simulated with 30C 
and 75% relative 
humidity). 

 

(simulated with 30C 
and 75% relative 
humidity plus 6 month 

stability at 40C and 
75% relative humidity). 

 

conditions is a 

priority. 

Product 

Presentation 

Easy to open and 
administer.  
 
Packaging must aim to 
protect and preserve 
the quality of the 
product and prevent 
damage to the drugs 
during transport and 
storage.  
 

Injectable: packaging 

must maintain 

sterility. 

Compact, lightweight, 
easy to open and 
administer, sustainable 
packaging.  
 
Packaging must aim to 
protect and preserve 
the quality of the 
product and prevent 
damage to the drugs 
during transport and 
storage. 
 
Environmental impact of 

the packaging should be 

minimized 

 
 

An easy to open and 
administer 
presentation will aid 
in the implementation 
of the novel 
treatment, as there 
will be minimal 
additional training 
requirements for 
healthcare workers.  
 

Target Product 

Registration 

Pathway(s)  

Approval by at least 1 
stringent regulatory 
authority (e.g. US 
Food and Drug 
Administration, 
European Medicines 
Agency) 
 
Approval from 
relevant national 
regulatory authorities 
will also be required 
 

Approval by at least 1 
stringent regulatory 
authority (e.g. US Food 
and Drug 
Administration, 
European Medicines 
Agency) 
 
Approval from relevant 
national regulatory 
authorities will also be 
required 
 
 
WHO pre-qualification 
approval obtained  

 

Use of a treatment in 
a given LMIC will 
require approval from 
their national 
regulatory authority. 
 
Product registration 
pathways are likely to 
differ for repurposed 
compared to novel 
drug treatments.  
 
Engaging with 

regulatory authorities 

early to discuss 

potential regulatory 

pathways, and 

streamline the 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

approval process is 

advised. 

WHO 

Prequalification 

WHO prequalification 

submission to be 

made within 12 

months of Essential 

Medicines List (EML) 

inclusion. 

Same as minimum 
WHO PQ eligibility 
follows guideline and 
EML inclusion. 

Primary Target 

Delivery Channel 

All: Antenatal and 
childbirth care 
settings where 
women experiencing 
labour are managed 
and monitored. 
 
Non-invasive 
administration: Staff 
available to 
administer non-
invasive treatment 
 
Parenteral (including 
infusion): Staff, 
supplies and 
equipment available 
and authorised to 
administer parenteral 
treatment 

All: Antenatal and 
childbirth care settings 
where women 
experiencing labour are 
managed and 
monitored. 
 
Non-invasive 
administration: Staff 
available to administer 
non-invasive treatment 

 

At a minimum, the 
treatment (non-
invasive or 
parenteral) would be 
delivered in settings 
with the capacity to 
deliver that treatment 
and monitor maternal 
and fetal well-being.  
 

Target Affordable 

Pricing / 

Procurement 

Treatment is 

affordable in LMICs 

Treatment affordable in 
the public sector in 
LMICs 

  
Unit cost of treatment is 

similar to other 

treatments for women 

experiencing 

spontaneous preterm 

labour 

Given the burden of 
preterm birth in 
LMICs, affordability of 
any novel treatments 
is a high priority and 
an integral part of 
access planning.  
 

Expected Financing 

Source 

Procurement in LMICs 
financed by national 
governments, 
international agencies 

Procurement financed 

by national 

Procurement of 
medicines for use in 
pregnancy in LMICs 
varies between 
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Variable Minimum 
The minimal target 

should be considered 
as a potential go/no 

go decision point. 

Preferred 
The preferred target 
should reflect what is 

needed to achieve 
broader, deeper, quicker 

global health impact. 

Annotations  
For all parameters, 

include here the 
source data used and 
rationale for why this 
feature is important. 

(including UN 
organizations), and 
/or international 
donors, or private 
sector 

 

governments or private 

sector 

countries, but it may 
include governments 
as well as support 
from international 
organizations, 
agencies or funders.  
For a new treatment, 
initial support from 
international 
organizations or 
donors may be 
required.  
  
Procurement of 

effective treatments 

would ideally be 

prioritized by national 

governments.   

Volume estimates 

Volumes compatible 

with incidence of 

spontaneous preterm 

labour 

Same as minimum 

The estimated global 
incidence of preterm 
birth is 10.6%, 
equating to nearly 15 
million preterm 
babies worldwide 
each year. (21) 
 
Global data suggests 

21% of women in 

spontaneous preterm 

labour receive 

tocolytic drugs, 

though there it is 

likely many eligible 

women do not receive 

tocolytic treatment. 

(27) 

 
  



 

         

   

                                                                                     

13 

 

 

References: 

 

 

1. Trends in maternal mortality: 2000 to 2017: estimates by WHO, UNICEF, 

UNFPA, World Bank Group and the United Nations Population Division. Geneva: World 

Health Organization; 2019. 

2. Sustainable Development Goals: United Nations; 2017 [Available from: 

http://www.un.org/sustainabledevelopment/health/. 

3. Souza JP, Gülmezoglu AM, Vogel J, Carroli G, Lumbiganon P, Qureshi Z, et al. 

Moving beyond essential interventions for reduction of maternal mortality (the WHO 

Multicountry Survey on Maternal and Newborn Health): a cross-sectional study. Lancet. 

2013;381(9879):1747-55. 

4. World Health Organization. Standards for improving quality of maternal and 

newborn care in health facilities. 2016. 

5. Tunçalp Ӧ, Were WM, MacLennan C, Oladapo OT, Gülmezoglu AM, Bahl R, et 

al. Quality of care for pregnant women and newborns-the WHO vision. BJOG. 

2015;122(8):1045-9. 

6. Fisk NM, Atun R. Market failure and the poverty of new drugs in maternal health. 

PLoS Med. 2008;5(1):e22. 

7. Chappell LC, David AL. Improving the Pipeline for Developing and Testing 

Pharmacological Treatments in Pregnancy. PLoS Med. 2016;13(11):e1002161. 

8. Lewin SR, Attoye T, Bansbach C, Doehle B, Dube K, Dybul M, et al. Multi-

stakeholder consensus on a target product profile for an HIV cure. Lancet HIV. 

2021;8(1):e42-e50. 

9. Kadam R, White W, Banks N, Katz Z, Dittrich S, Kelly-Cirino C. Target Product 

Profile for a mobile app to read rapid diagnostic tests to strengthen infectious disease 

surveillance. PLoS One. 2020;15(1):e0228311. 

10. Food and Drug Administration. Guidance for Industry and Review Staff Target 

Product Profile — A Strategic Development Process Tool (Draft Guidance). 2007. 

11. World Health Organization. Target Product Profiles 

https://www.who.int/research-observatory/analyses/tpp/en/2020 [ 

12. Cocco P, Ayaz-Shah A, Messenger MP, West RM, Shinkins B. Target Product 

Profiles for medical tests: a systematic review of current methods. BMC Med. 

2020;18(1):119. 

13. Tyndall A, Du W, Breder CD. Regulatory watch: The target product profile as a 

tool for regulatory communication: advantageous but underused. Nat Rev Drug Discov. 

2017;16(3):156. 

14. Breder CD, Du W, Tyndall A. What's the Regulatory Value of a Target Product 

Profile? Trends Biotechnol. 2017;35(7):576-9. 

15. Ferreyra C, Osborn J, Moussy F, Alirol E, Lahra M, Whiley D, et al. Developing 

target product profiles for Neisseria gonorrhoeae diagnostics in the context of 

antimicrobial resistance: An expert consensus. PLoS One. 2020;15(9):e0237424. 

http://www.un.org/sustainabledevelopment/health/
https://www.who.int/research-observatory/analyses/tpp/en/2020


 

         

   

                                                                                     

14 

16. WHO Target Product Profiles, Preferred Product Characteristics, and Target 

Regimen Profiles: Standard Procedure. Geneva, Switzerland. 

17. Morisaki N, Togoobaatar G, Vogel JP, Souza JP, Rowland Hogue CJ, Jayaratne 

K, et al. Risk factors for spontaneous and provider-initiated preterm delivery in high and 

low Human Development Index countries: a secondary analysis of the World Health 

Organization Multicountry Survey on Maternal and Newborn Health. BJOG : an 

international journal of obstetrics and gynaecology. 2014;121 Suppl 1:101-9. 

18. Neilson JP, West HM, Dowswell T. Betamimetics for inhibiting preterm labour. 

Cochrane Database Syst Rev. 2014(2):CD004352. 

19. Flenady V, Wojcieszek AM, Papatsonis DN, Stock OM, Murray L, Jardine LA, et 

al. Calcium channel blockers for inhibiting preterm labour and birth. Cochrane Database 

Syst Rev. 2014(6):CD002255. 

20. Wardlaw T, You D, Hug L, Amouzou A, Newby H. UNICEF Report: enormous 

progress in child survival but greater focus on newborns urgently needed. Reprod Health. 

2014;11:82. 

21. Chawanpaiboon S, Vogel JP, Moller AB, Lumbiganon P, Petzold M, Hogan D, et 

al. Global, regional, and national estimates of levels of preterm birth in 2014: a 

systematic review and modelling analysis. Lancet Glob Health. 2019;7(1):e37-e46. 

22. Collaborators WAT, Oladapo OT, Vogel JP, Piaggio G, Nguyen MH, Althabe F, 

et al. Antenatal Dexamethasone for Early Preterm Birth in Low-Resource Countries. N 

Engl J Med. 2020;383(26):2514-25. 

23. Connolly M, Phung L, Farrington E, Scoullar MJL, Wilson AN, Comrie-

Thomson L, et al. Defining Preterm Birth and Stillbirth in the Western Pacific: A 

Systematic Review. Asia Pac J Public Health. 2021:10105395211026099. 

24. American College of O, Gynecologists' Committee on Practice B-O. Practice 

Bulletin No. 171: Management of Preterm Labor. Obstet Gynecol. 2016;128(4):e155-64. 

25. Wilson A, Hodgetts-Morton VA, Marson EJ, Markland AD, Larkai E, 

Papadopoulou A, et al. Tocolytics for delaying preterm birth: a network meta‐analysis 

(Protocol). Cochrane Database Syst Rev. 2021(4):CD014978. 

26. WHO recommendations on interventions to improve preterm birth outcomes: 

evidence base. Geneva, Switzerland; 2015. 

27. Vogel JP, Souza JP, Gulmezoglu AM, Mori R, Lumbiganon P, Qureshi Z, et al. 

Use of antenatal corticosteroids and tocolytic drugs in preterm births in 29 countries: an 

analysis of the WHO Multicountry Survey on Maternal and Newborn Health. Lancet. 

2014;384(9957):1869-77. 

 


	Version:  V1.0 5-August-2021
	1 Introduction
	2 Summary: Intervention Use Case

