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Algorithm for the use of quantitative fetal fibronectin testing and 

QUiPP App use in management of threatened preterm labour 
 

 

 

 

 

 

 

 

 

 

 
Note: There is regional agreement for IU transfer if QUiPP risk >5%, or there is other objective 

evidence of preterm labour (PPROM, cervical change). 

Background 
In line with the National service specification Local Neonatal Units (LNUs) and Special Care Units 
(SCUs) will not be expected to provide delivery and early care for infants care for infants less than 27 
weeks completed gestation, infants with an expected delivery weight of less than 800g and multiples 
less than 28 weeks. These infants should have their care delivered in a Neonatal Intensive Care Unit 
(NICU). SCUs will not be expected to provide delivery and early care for infants less than 32 weeks 
completed gestation. These infants should have care delivered in an LNU. Neonatal units may also 
be unable to provide ongoing care for a preterm infant if they have specific antenatal concerns 
requiring transfer to a NICU providing surgical or cardiac care.  
 

Signs and symptoms of threatened preterm labour. 

Intact membranes 

22+0 – 33+6 weeks gestation 

History and Examination 

Perform Fetal Fibronectin  

Enter patient demographics and qfFN concentration +/- cervical length into QUiPP app  
 

QUiPP App risk of birth 

within 1 week is <5% 

QUiPP App risk of birth 

within 1 week is >5% 

Preterm labour unlikely 

Admission and/or IU transfer is not 
required. Advice regarding 

alternative diagnoses and low 
chance of birth should be given to 
the women and routine midwife 

follow-up arranged 

Unable to rule out preterm labour. 

Admission should be considered. 

Consider steroids, antibiotics and 

MgSO4 in line with local trust 

guidelines 

https://quipp.org/index.html


Wherever possible, infants should be transferred in utero for delivery in a maternity centre co-
located with a neonatal unit providing the appropriate level of ongoing care. There is strong 
evidence that in utero transfer to an appropriate unit and ongoing management of preterm infants 
at the centre in which they are born results in better infant outcomes. It also avoids a potential 
period of separation between parents and infants if ex utero transfer occurs at a time when 
maternal transfer is delayed.  
 
Neonatal units may also be unable to provide ongoing care for an infant if they are already at 
capacity for providing a particular level of care. In utero transfer to an alternative unit prior to birth 
reduces risks associated with inadequate capacity at the delivering centre and postnatal transport. It 
is also crucial for preserving regional capacity for highly specialised neonatal care.  
 
It is crucial to balance the risks of  vulnerable infants  being born outside their optimal centre, 

resulting in increased risks in the immediate postnatal period and during postnatal transfer, with 

risks to maternity capacity and transport arising from unnecessary maternal transfer of women who 

do not go on to give birth  imminently. 

 

For these reasons, the aim of  the right infant being  born in the right place at the right time requires 

accurate selection of those pregnancies which will deliver prematurely in the near future. This 

supports both appropriate maternal transfer planning, and the instigation of other interventions 

(antenatal steroids and magnesium sulphate) proven to improve infant outcomes.  

Aim 
This document provides guidance on the use of quantitative fetal Fibronectin (fFN) testing to be 

utilised alongside the agreed South West principles of managing preterm labour. 

Scope 
This guidance is applicable to all obstetric and maternity settings that fall within the borders of the 

South West Neonatal Network and South West Maternity Clinical Network.  

Significance of quantitative Fetal Fibronectin (qfFN) testing  
Fibronectin (fFN) is a glycoprotein (described as a ‘biological glue’) released into the cervico-vaginal 
secretions from the interface between the fetal membranes and uterus.  Typically, fFN is absent 
from cervico-vaginal secretions until around 36 weeks and/or in the 2-3 weeks prior to labour.  High 
amounts detected in cervico-vaginal secretions between 22 and 36 weeks are associated with 
increased risk of preterm labour.  

 
Quantitative fFN testing measures the absolute concentration of fFN from 0 to over 500ng/ml and 
research is emerging demonstrating the benefits of using fFN in this way on both symptomatic and 
asymptomatic women1 

 
A low concentration of fFN indicates that preterm labour is unlikely – this result should form part of 
the overall decision making/care planning for a woman.  A raised fFN, together with other indicators 
of imminent preterm labour, should support clinical decision making and care planning, to ensure 
women are offered the appropriate care and treatment.  



Transvaginal Ultrasound Assessment of Cervical Length (TVS CL) 
 
Although fFN and the Quipp App can be used alone for the assessment of women with symptoms of 
threatened preterm labour, transvaginal ultrasound assessment of cervical length (TVS CL) can be a 
useful adjunct. It should, however, only be used by clinicians who have had recognised training and 
have been assessed as competent in cervical length scanning  
 
Women with a TVS CL measurement of less than 25mm are more likely to experience preterm birth. 
If performed, the TVS CL measurement should be inputted into the QUiPP App which allows the 
clinician to work with an easy to understand threshold4  ) 

QUiPP App 
 
The QUiPP app is a clinical decision-making tool with the potential to revolutionize preterm birth 
prediction for women with symptoms of threatened preterm labour as well as asymptomatic high-
risk women.  Accurate diagnosis of preterm labour is desirable in order to prevent the maternal and 
fetal risks incurred to the majority of women who are over-managed, without missing true cases. 
 
This application has been designed for health, allied health and health research professionals who 
look after pregnant women to calculate individualised % risks scores of giving birth within pre-
specified clinically relevant timeframes. It is designed to be used with women as an educational tool 
and to arrive at shared decisions regarding the management of their pregnancy.  
 
It is designed for use in two clinical settings: 
1. For management of asymptomatic women at high-risk for preterm birth (delivery before 37 
weeks’ gestation) who are attending preterm surveillance clinics 
2. For management of women with symptoms suggestive of abnormal or premature uterine activity 
(e.g. abdominal pain, contractions, tightenings). 
 
It relies on a relevant clinical history having been taken regarding the woman’s risk factors for 
preterm birth and her current symptoms.   It relies on existing point-of-care testing: quantitative 
fetal fibronectin (qfFN) sampling of the cervico-vaginal fluid and/or TVS CL measurements.   
Therefore the user is expected to have significant midwifery or obstetric experience in order to use 
QUiPP app or is working closely with a team-member who does. 
 
Further information can also be found here;  www.bapm.org/quipp 

Fetal Fibronectin Testing Procedure 
This procedure is to be used in cases when: 

 Gestation is between 22+0 and 33+6 weeks.  
 In women between 34+0/40 and 35+6/40 – qfFN testing and the QUiPP App may be useful for 

reassurance and enable discharge if <5% – routine use of steroids and Tocolysis is not 
advised.  

 In women who are between 22+0 and 24+0 weeks, senior involvement is required and a 
multidisciplinary discussion should take place between parents, neonatologists and 
obstetricians prior to qfFN testing.  Following discussion an individualised management plan 
can be completed. 

http://www.bapm.org/quipp


 For pregnancies less than 23+0 weeks, multiple pregnancies less than 24+0 weeks or where 
there is fetal growth restriction, there should be discussion between the referring unit and 
the consultant obstetrician and neonatologist on call regarding prospects for the fetus, and 
whether referring for tertiary level care is appropriate this should wherever possible include 
consultation with a tertiary neonatal consultant from one of the regional NICUs. 

 There is uterine activity but no evidence of ruptured of membranes. 
 
For accurate patient results: 
 
 

Specimen Collected Prior To 

 
 Digital cervical exam 
 Collection of culture specimens  
 Collection of ROM Test sample 
 Vaginal probe ultrasound exam 

 
 

Contraindications 

 
 Cervical dilation more than 3cm 
 Ruptured membranes 
 Cervical cerclage 
 Placenta previa 
 Presence of soaps, gels, lubricants or disinfectants 
 Gross or moderate vaginal bleeding*  

 
Care must be taken not to contaminate the swab or 
cervicovaginal secretions with lubricants, soaps, disinfectants 
or creams. These substances can interfere with absorption of 
the specimen by the swab or with the antibody-antigen 
reaction of the Fetal Fibronectin Test.    
 
*Moderate or gross bleeding is an independent risk factor for 
preterm delivery and may be associated with other severe 
obstetrical or medical problems  
 

 

Precautions 

 
 Specimen contaminated with bloodᵻ 
 Sexual intercourse within the previous 24 hoursᵻ 

ᵻ Presence of blood or semen in a Fetal Fibronectin sample 
can sometimes lead to a falsely elevated result, however 
results under the specified threshold for treatment at your 
facility can still be considered valid in either of these 
situations.  

 
 
 
Enter patient demographics and qfFN concentration +/- cervical length into QUiPP app - 
Management dependant on QUIPP risk. 
  

 If the risk of birth within 1 week is <5%, admission and/or IU transfer is not required. 
Advice regarding alternative diagnoses and low chance of birth should be given to the 
women and routine midwife follow-up arranged.  

https://quipp.org/index.html


 If the risk of birth within 1 week is >5% admission should be considered, in addition to 
the targeted use of steroids (ideally within 7 days of birth). In some cases it may be 
appropriate to admit for observation only.  

 There is regional agreement not for IU transfer unless Quipp risk >5%, or there is other 
objective evidence of preterm labour (PPROM, cervical change). 

Key principles: management of preterm labour 
 

1. Quantitative FFN: To be used prior to transfers in women in threatened preterm labour and 
a level of >5% risk of delivery in 1 week as and agreed level for transfer unless there is other 
objective evidence of preterm labour (PROM, cervical change)  

2. SRM:  If SRM is equivocal Actim Prom should be used to guide diagnosis prior to transfer 
3. Transfer:  Maternity Transfer form needs to be completed and sent with patient 

Form to be completed by receiving hospital on delivery or discharge and sent back to 
referring hospital 

4. NICU cots and Delivery Suite acceptance: Agreement from all Units that if NICU accept then 
Delivery suite should accept unless in escalation (i.e. On divert). All women in the network 
should be treated as if they live in your catchment area. Any refusal of in utero transfer of an 
infant requiring tertiary NICU should only be made after discussion between the duty 
consultant obstetrician and consultant neonatologist.  

5. Magnesium Sulphate: All Units give <30 weeks and consider up to 34 weeks.  
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Appendix One – fFN Testing – Clinical Procedure 
 
 
Only to be undertaken by experienced staff who have had training in the procedure.  
 Perform speculum examination (using water as a lubricant) and rotate swab across posterior 

fornix for 10 seconds to allow for absorption of secretions 

 Thoroughly mix swab in liquid extraction buffer provided for 10 seconds 
 Snap shaft of the swab (at the score) 

 Align shaft with the hole inside the tube cap and push down tightly over the shaft 
 If not immediately testing, the samples can be stored upright for 8 hours at room temperature 

or 3 days in a refrigerator (2-8ºc) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 At the PeriLynx Analyser – select test patient on main menu and enter user ID, rapid fFN 
Cassette lot and press next 

 Enter patient ID and press next 
 Insert the rapid fFN cassette (do not press next) 

 Remove tube lid, squeeze swab against inside of tube and remove 

 Draw up 200µl (0.2ml) from the sample collected in the buffer solution using a calibrated 
pipette 

 Press next 
 Pipette the 200µl (0.2ml) sample into the well of the rapid fFN cassette and press start test. 

 A result will be printed out within 10 minutes 
 Enter patient information and results into QUiPP App. www.quipp.org. 
 
 
 
 

 

During speculum examination, l ightly 
rotate swab across posterior fornix  of 
vagina for 10  seconds to  absorb 
cervicovaginal secretions  

 

Remove swab and immerse polyester tip  in  
buffer; break shaft at score even with  top 
of tube if  not tested immediately  

 

A lign the shaft with  hole inside the tube 
cap and push down tightly over shaft, 
sealing tube; ensure shaft is a ligned to  
avoid  leakage 

http://www.quipp.org/

