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Abstract

Objectives: To prospectively validate the diagnostic perfor-
mance of a non-invasive point-of-care tool (Rapid IAI System),
including vaginal alpha-fetoprotein and interleukin-6, to
predict the occurrence of intra-amniotic inflammation in a
Spanish cohort of patients admitted with a diagnosis of
preterm labor and intact membranes.
Methods: From 2017 to 2022, we prospectively evaluated a
cohort of pregnant women diagnosed with preterm labor
and intact membranes admitted below 34+0 weeks who
underwent amniocentesis to rule-in/out intra-amniotic
infection and/or inflammation. Vaginal sampling was
performed at the time of amniocentesis or within 24–48 h.
Amniotic fluid IL-6, vaginal alpha-fetoprotein and vaginal
IL-6 concentrations were measured using a point-of-care
tool provided byHologic Inc., “Rapid IAI System”.We defined

intra-amniotic inflammation when amniotic fluid IL-6
values were greater than 11.3 ng/mL. During recruitment,
clinicians were blinded to the results of the point-of-care
tool. The original prediction model proposed by Hologic Inc.
to predict intra-amniotic inflammation was validated in this
cohort of patients.
Results: We included 151 patients diagnosed with preterm
labor and intact membranes. Among these, 29 (19.2 %) had
intra-amniotic inflammation. The algorithm including
vaginal IL-6 and alpha-fetoprotein showed an area under
curve to predict intra-amniotic inflammation of 80.3 %
(±5.3 %) with a sensitivity of 72.4 %, specificity of 84.6 %,
positive predictive valuve (PPV) of 52.5 %, negative
predictive value (NPV) of 92.9 %, and a positive likelihood
ratio (LR+) of 4.6 and negative likelihood ratio (LR−) of 0.33.
Conclusions: External validation of a non-invasive rapid
point-of-care tool, including vaginal alpha-fetoprotein
and IL-6, showed very good diagnostic performance for
predicting the absence of intra-amniotic inflammation in
women with preterm labor and intact membranes.
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Introduction

Among women with preterm labor (PTL) and intact
membranes, those with intra-amniotic inflammation present
the highest risk to deliver in the following seven days [1]. This
is the group with the worse neonatal outcome, probably due
to the very short latency (of days) and the early gestational age
at delivery of these patients [2, 3]. In addition, regardless the
occurrence of intra-amniotic infection, the presence of an
intra-amniotic inflammatory status is related to a higher
risk of cerebral palsy [4] and neurological impairment in
premature infants [5]. Finally, there is growing evidence
showing latency to delivery and gestational age at delivery are
longer in the absence of intra-amniotic inflammation [6]. This
might question current management of PTL, with steroids,
tocolysis and magnesium sulfate, that does not discriminate
according to the occurrence of this inflammatory status.
Although more evidence is needed to determine whether
antenatal antibiotic treatment in this subclinical stage
improves perinatal outcomes [7], it is clear that these
patients are who might most benefit from being transferred
to neonatal intensive care units and be managed with
antenatal treatments that have shown to improve neonatal
outcomes of premature newborns, such as antenatal steroids
or magnesium sulfate [8, 9].

The main concern with targeting this high-risk group
is the need to perform an invasive procedure. Whereas
the risk of amniocentesis late in the second and third
trimester is very low [10], even in patients with preterm
prelabor rupture of membranes (PPROM) (<0.7 %) [11],
many physicians are reluctant to perform this procedure in
the absence of symptoms of clinical chorioamnionitis.
However, clinical chorioamnionitis is the tip of the iceberg.
Majority of intra-amniotic infection occurs in a subclinical
stage in women without clinical signs of chorioamnionitis.
In this scenario, the development of a non-invasive point-
of-care tool to alert clinicians of the occurrence of this
infectious/inflammatory condition would be of significant
clinical relevance. Similarly, with a negative non-invasive
test, clinicians can identify pregnancies in which inflam-
mation is highly unlikely and in which amniocentesis is not
justified.

In this regard, some point-of care tests, alone [12, 13] or
in combination [14–16] have been proposed to target patients
at high-risk of intra-amniotic inflammation including
proteins, metabolites and ultrasound cervical length.
Thus, Oh et al. [17] proposed a multivariable prediction
model including cervical fetal fibronectin, maternal serum
C-reactive protein, cervical dilatation, and gestational age
to predict intra-amniotic infection and/or inflammation in
patients with preterm labor and intact membranes with
good diagnostic performance.

However, these models have not yet been implemented
in the clinical setting, probably due to the lack of external
validation.

Alpha-fetoprotein (AFP) is a tumor-associated oncofe-
tal protein which has been associated with fetal defects
and malignant tumor growth. During pregnancy AFP has
been shown to be a marker of acute inflammation. Thus,
AFP interacts and binds to caspase-3,9 enzymes (cysteine
proteases) which constitute key components of molecular
complexes called inflammosomes. Inflammosomes triggers
the maturation of the proinflammatory cytokine inter-
leukin-1β to encage innate immune defense processes
[18, 19]. Interleukin (IL)-6 has been widely reported as
modulator of host immune response and considered a
key cytokine for the identification of intra-amniotic
inflammation, infection [20, 21], and spontaneous delivery
within seven days [22].

Hologic, Inc. has shown interest on biomarkers or
combinations of biomarkers that can be used for
non-invasive diagnosis of intra-amniotic infection [23]. In a
cohort of 196 women, they observed that patterns of
cervical-vaginal protein concentrations, particularly AFP
and IL-6, differed between patients with intra-amniotic
inflammation (defined by the presence of amniotic fluid
IL-6 concentrations ≥11.3 ng/mL) vs. those that did not. The
receiver-operating characteristic (ROC) curve of vaginal
AFP and IL-6 for classifying intra-amniotic inflammation
was 0.88 and improved to 0.91 with the addition of gesta-
tional age, showing a sensitivity of 83 %, a specificity of 85 %
a positive predictive value (PPV) of 56 % and a negative
predictive value (NPV) of 96 % (unpublished data). Using
this data, Hologic Inc. constructed an algorithm based on
vaginal fluid IL-6 and AFP and developed a non-invasive
point-of-care tool (Rapid IAI System) to classify patients
with intra-amniotic inflammation vs. those without. The
clinical utility of this non-invasive rapid tool including
vaginal AFP and IL-6 was early identification of women
with intra-amniotic inflammation using a minimally
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invasive approach, since preterm contractions are often
the only symptom of suspicion. Nonetheless, before
implementation as a point-of-care tool, external validation
is needed.

Thus, the objective of this study was to prospectively
validate the diagnostic performance of the Rapid IAI System
to predict intra-amniotic inflammation in a Spanish cohort
of women admitted with PTL and intact membranes and to
compare its diagnostic accuracy with other cervicovaginal
point-of-care tests previously reported.

Materials and methods

Study design

This was a prospective observational study performed at the
Hospital Clinic and Hospital Sant Joan de Déu, Barcelona
during the period from June 2017 to July 2022.

We included singleton pregnancies admitted with a
diagnosis of PTL and intact membranes between 23+0 and
33+6 weeks which did not meet the exclusion criteria, and
with an amniocentesis to rule-in/out intra-amniotic infec-
tion/inflammation.

Preterm labor was defined as labor prior to 37 weeks in
patients with intact membranes defining labor as the pres-
ence of uterine contractions with cervical changes. Cervical
changes were evaluated measuring cervical length by
transvaginal ultrasound using different cutoff of risk
according to gestational age [24].

Gestational age was established according to crown-
rump length at the first-trimester ultrasound scan [25].

Ourmain outcomewas the occurrence of intra-amniotic
inflammation, defined by the presence of amniotic fluid IL-6
concentrations ≥11.3 ng/mL measured using the Rapid IAI
System provided by Hologic Inc. This cut-off was previously
referenced by other authors [26, 27].

We defined microbial invasion of amniotic cavity
(MIAC) as the presence of a positive amniotic fluid culture
for aerobic and anaerobic bacteria and yeasts (aerobic
chocolate agar, anaerobic Schaedler agar and thio-
glycollate broth), genital mycoplasma (Mycoplasma IST 2,
bioMérieux for Ureaplasma spp. or Mycoplasma hominis),
and/or by specific (PCR) amplification of the 16S ribosomal
RNA gene.

Sterile inflammation was defined as the presence
of amniotic fluid IL-6 levels amniotic fluid IL-6 concentra-
tions ≥11.3 ng/mLwith a negative amniotic fluid culture and
a negative PCR amplification of the 16S ribosomal RNA
gene.

Intra-amniotic infection was defined when both, MIAC
and intra-amniotic inflammation, were present.

Weexcludedwomenpresenting PPROM,maternal age <18
years, multiple gestations, clinical chorioamnionitis, defined
by the presence of fever ≥38 °C, fetal tachycardia (>160 heart
beat per minute >10min) and maternal white blood cell count
>15,000/mm3 (not justified by the administration of antenatal
corticosteroids) [28], cervical dilatation >5 cm,major structural
malformations of fetal complications, women with an indica-
tion for preterm delivery (e.g., pre-eclampsia) and women
unable to provide written informed consent.

Written informed consent was obtained from all
subjects. Patient selection and sampling procedures
were performed in accordance with the Declaration of
Helsinki and applicable local regulatory requirements
after approval from the Institutional Review Boards (HCB/
2016/0523; PIC-98-16).

Vaginal fluid collection

Vaginal fluidwas collected using swabs submerged in 5.0 mL
of sodium chloride (NaCl) and kept at 4 °C until processing.
Vaginal fluid was centrifuged, ranging between 2,000 and
3,000×g at 4 °C for 10 min. Supernatants and pellets were
stored separately at −80 °C.

Device description

The Rapid IAI System is an in vitro diagnostic device used to
measure IL-6 and AFP values, on a single cassette utilizing
vaginal fluid and is comprised of the Rapid IAI Specimen
Collection Kit, Rapid IAI Cassette, Rapid IAI Analyzer and
Printer, Rapid IAI QCette and the Rapid IAI Control Kit.

The Rapid IAI System is composed of a plastic housing
that contains a lateralflow test strip. The specimen is applied
to the test strip through the sample applicationwell of the IAI
Cassette. The sample flows from an absorbent pad across a
nitrocellulose membrane, via capillary action, through a
reaction zone containing two antibody-blue microsphere
conjugates; one conjugate contains anti-IL-6 antibody and
the other conjugate contains anti-AFP antibody. The anti-
body conjugates embedded in the membrane are mobilized
by the flow of the sample through two reaction zones: one
zone contains immobilized anti-IL-6 antibody and the other
zone contains immobilized anti-AFP antibody. In the pres-
ence of IL-6, the conjugate-IL-6 complex binds at the IL-6
reaction zone at an amount that is proportional to the
amount of IL-6 present in the specimen. In the presence of
AFP, the conjugate-AFP complex binds at the AFP reaction
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zone at an amount that is proportional to the amount of AFP
present in the specimen. The remaining sample flows
through a control zone(s) that capture the unbound
conjugates.

The Rapid IAI Analyzer is an electronic optical
reflectance device that converts the colorimetric reaction
from the Rapid IAI Cassette into a digitized format and
reports a single diagnostic result based on the quantitative
levels of IL-6 and/or AFP contained in the specimen
(Figure 1).

Vaginal fluid IL-6 concentration ranges from 0 to
600 pg/mL. The minimal detection level is 18.9 pg/mL with a
coefficient of variation ≤20 % and an accuracy ≥85 %.

Vaginal fluid AFP concentration ranges from 0 to
60 ng/mL. The minimal detection level is 4.5 ng/mL with a
coefficient of variation ≤20 % and an accuracy ≥85 %.

Finally, the Rapid IAI AF Inflammation test quantita-
tively measures IL-6 in amniotic fluid. Amniotic fluid IL-6
concentration ranges from 0 to 600 pg/mL. The detection
level is 37.9 pg/mL with a coefficient of variation ≤20 % and
an accuracy ≥85 %. The total analysis takes approximately
30 min from sample addition.

Algorithm developed by Hologic Inc.

In the original study, Hologic Inc included 196 patients with
PTL and intact membranes between 22+0 and 36+6 weeks.
Intra-amniotic inflammation was defined when amniotic
fluid IL-6 concentrations were ≥11.3 ng/mL. The prevalence
of intra-amniotic inflammation was 18 % (35/196). Latency
from amniocentesis to delivery was shorter in women with
intra-amniotic inflammation. Using this data, Hologic Inc.
developed an algorithm based on vaginal fluid IL-6 and AFP
to classify patients with intra-amniotic inflammation vs.
those without (unpublished data).

First, concentrations of both vaginal proteins were
transformed to the natural log scale. Then, logistic regression
modeling was used to determine the linear combination of
protein concentrations that best separated the group with
intra-amniotic inflammation from the rest. The resulting al-
gorithm scorewas a linear combination (i.e.,weighted sum)of
the vaginal measurements. The equation was the following:

Score = 2.67 × log(max(VagIL6, 0.01) × 50
15
) + 3.9

× log(max(VagAFP, 0.01) × 50
15
)

When this score was above a certain threshold, the test
was deemed positive, otherwise negative. In the original
study, they deemed a score ≥20.0 as the optimal cut-off
threshold value. With this formula, they assessed the oper-
ating characteristics of the algorithm, and it exceeded the
pre-specified minimally acceptable criteria – 73 % sensi-
tivity, 78 % specificity – required by their sample size com-
putations. The algorithm was locked down at this point
before examining the validation set.

The performance characteristics of the non-invasive
vaginal test (vaginal fluid IL-6, vaginal fluid AFP, and
gestational age) were evaluated. They anticipated that the
vaginal test would correctly identify women without intra-
amniotic inflammation 96 % of the time and correctly
identify women with inflammation 56 % of the time.

Independent clinical validation

In the external validation phase, the original algorithm was
locked down; it was not altered based on data collected
during the clinical validation. We measured the two vaginal
proteins and amniotic fluid IL-6, applied the algorithm, and
assessed its classification performance in our cohort of
patients. The diagnostic indices obtained were compared to
their a priori selected minimally acceptable criteria. Clini-
cians were blinded to the Rapid IAI System results.

Clinical management

As previously reported, and as part of our clinical protocol,
women with PTL and intact membranes before 34+0 weeks
were offered amniocentesis to rule-in/out intra-amniotic
infection and/or inflammation. A complete course of ante-
natal steroids, betamethasone 12 mg intramuscular injection
with two doses given 24 h apart, was administered until 34
completed weeks for fetal lung maturation. Tocolysis
(nifedipine, atosiban) was administered during fetal matu-
ration with steroids and magnesium sulfate if imminent

Figure 1: Receiver Operating Curve (ROC) of the algorithm to predict
intra-amniotic inflammation in preterm labor.
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delivery was suspected. Broad-spectrum antibiotics were
initiated on high suspicion of intra-amniotic infection, based
on the presence of a low amnioticfluid glucose concentration
(<5mg/dL) and/or the presence of microorganisms identified
by amniotic fluid Gram staining. From 2018 to 2019, patients
with high suspicion of microbial invasion of the amniotic
cavity received parenteral ampicillin 1 g/6 h and gentamycin
80mg/8 h and a single dose of oral azithromycin 1 g. Beyond
2019, our local protocol substituted this antibiotic combina-
tion to parenteral ceftriaxone 1 g/12 h and ampicillin 2 g/6 h
and oral clarithromycin 500mg/8 h. Antibiotic treatment was
discontinued if amniotic fluid cultures were negative. In
women diagnosed with subclinical intra-amniotic infection
who remained pregnant after microbiological results, we
individualized the antibiotic treatment according to the
microorganism isolated until 7–10 days or until spontaneous
onset of labor. Labor inductionwas considered only if clinical
chorioamnionitis occurred.

Information of 16s ribosomal RNA gene sequencing and
amniotic fluid IL-6 was not available for clinical decision-
making.

Sample size

Hologic Inc. anticipated that the test would have similar
operating characteristics to those observed in earlier studies
(sensitivity=82 %and specificity 85 %). Powerwas set at 80 %
and the type 1 error (significance) at 5 %, and both metrics
were estimated jointly. The lower value of the 95 % confi-
dence interval for sensitivity was not less than 55 %. The
upper value for a false positive was no more than 20 %.
Considering the prevalence of the subjects observed in this
study (19.2 %), statistical power analysis [29] suggested that a
minimum of 124 patients were required to validate results.

Statistical analysis

Statistical analysis was performed using MATLAB
(Mathworks, USA). The ShapiroWilk test was initially used to
assess continuous data for normality.We comparedmaternal
characteristics and perinatal outcomes between the deriva-
tion and validation cohorts; continuous variables were
compared using a non-parametric Mann-Whitney U test
presented as median (interquartile range (IQR)). Categorical
variables were compared using the Chi-squared or Fisher
exact test. Differences were considered statistically signifi-
cant with a p<0.05 with two-sided alternative hypotheses.

The vaginal fluid protein (IL-6 and AFP) values were
used to compute the score using the equation previously
described. From the score output, the diagnostic perfor-
mance to discriminate patients with intra-amniotic

inflammation was calculated using the ROC curve. The ROC
curve measures sensitivity (a.k.a. true positive rate) and
false positive rate (inverse of specificity) at different
threshold values of the score output.

First, from the ROC curve the area under the curve
(AUC) was computed. Then, the optimal cut-off threshold
was selected as that maximizing sensitivity for specificities
above 78 % following minimal specification criteria. Sensi-
tivity, specificity, PPV, NPV, LR+, and LR− were computed
using this cut-off threshold. Finally, we also reported diag-
nostic performance metrics for the originally selected
threshold (score≥20.0).

Results

During the study period (2017–2022), 151 women diagnosed
with PTL and intact membranes and no suspicion of clinical
chorioamnionitis agreed and signed the consent form to
participate in this study. The prevalence of intra-amniotic
inflammation was 19 % (29/151). MIAC was observed in
11.9 % (18/151) of patients.

The maternal characteristics and perinatal outcomes
according to the occurrence of intra-amniotic infection
and/or inflammation in patients diagnosed with PTL and
intact membranes are shown in the Table 1.

We did not observe any complication related to the
invasive procedure.

Among the entire population, 94 % (143/151) were
treatedwith antenatal steroids. As expected,we observed an
earlier gestational age at admission, at delivery, a shorter
latency from amniocentesis to delivery and a higher prev-
alence of clinical chorioamnionitis at labor in patients with
intra-amniotic inflammation. Based on the different phe-
notypes of infection and inflammation proposed by some
authors [1, 26], the latency from admission to delivery in
the group with intra-amniotic infection (MIAC with intra-
amniotic inflammation) was (median (IQR)) 2 (0;3) days,
being 5 (2;44) days in the group with MIAC alone, 5.5 (3;12)
days in the sterile intra-amniotic inflammation group, and
46 (15;66) days in the non-infection/non-inflammation
group.

Figure 2 shows the full ROC curve. The algorithm
including vaginal IL-6 and AFP showed an overall AUC of
80.3 % (95 % Confidence interval CI of 75; 85.6 %) to predict
intra-amniotic inflammation. Following the above-
mentioned criteria, an optimal cut-off threshold was found
at a score ≥24.7. Using this threshold, the diagnostic per-
formance to predict intra-amniotic inflammation showed a
sensitivity of 72.4 % (21/29), a specificity of 84.6 % (104/123), a
PPV of 52.5 % (21/40), a NPV of 92.9 % (104/112), a LR+ of 4.7
and a LR− of 0.33.
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The diagnostic performance using the original cut-
off threshold (score≥20) showed an accuracy of 72.4 % (95 %
CI 71.6; 73.2 %), a sensitivity of 82.8% (24/29), a specificity of
69.9 % (86/123), a PPVof 39.3 % (24/61), aNPVof 94.5 % (86/91), a
LR+ of 2.8 and a LR− of 0.25.

Comparison of the algorithm including vaginal IL-6
and AFP with other cervicovaginal point-of-care tests for
the prediction of intra-amniotic inflammation in patients
with preterm labor and intact membranes is summarized
in Table 2.

Table : Maternal characteristics and perinatal outcomes in patients with preterm labor and intact membranes (n ).

Intra-amniotic
inflammation (n )

Non-intra-amniotic
inflammation (n )

p-Value

Maternal age at admission, years . (.; –) . (.; .) .
Body mass index . (.; .) . (.; .) .
Ethnicity .
Caucasian  

Hispanic  

Southern Asia  

Magreb  

Black  

Others  

Nulliparity   .
Smoking   .
Gestational age at admission, weeks . (.; .) . (.; .) .
Gestational age at amniocentesis, weeks . (.; .) . (.; .) .
Ultrasound cervical length, mm  (.; ) . (; ) .
Maternal C-reactive protein, mg/dL . (.; .) . (.; .) <.
Maternal white blood cells () , (,; ,) , (,; ,) .
Amniotic fluid glucose, mg/dL  (; )  (; ) .
Amniotic fluid IL-, ng/L  (; )  (; ) <.
Intra-amniotic infection   <.
Vaginal IL-, pg/mL  (; )  (; ) .
Vaginal AFP, pg/mL  (; )  (; ) .
Gestational age at delivery, weeks . (.; .) . (.; .) <.
Latency from admission to delivery, days  (; .)  (;) <.
Neonatal weight, g , (; ,) , (,; ,) <.
min Apgar< / / .
min Apgar< / / .

Continuous variables were compared using a nonparametric Mann Whitney U test presented as medians (th percentile; % percentile). Categorical
variables were compared using Chi-square or Fisher exact tests and presented as number (%).

Figure 2: Picture of the instrument used for
analysis.
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Principal findings

This external validation of a non-invasive rapid point-of-
care tool, including vaginal fluid AFP and IL-6 values
(Rapid IAI System), showed good diagnostic performance
for predicting the absence of intra-amniotic inflammation
in patients with PTL and intact membranes.

Discussion

It is widely known that intra-amniotic inflammation, with or
without infection, is themost frequent origin of spontaneous
preterm delivery at early gestational ages [3]. The indis-
criminate antibiotic treatment of patients with PTL and
intact membranes has not shown benefit in the short-term
[30] and has shown a higher risk of neurodevelopmental
handicaps in long-term outcomes [31] such as functional
impairment; cerebral palsy or neonatal death. However,
these trials lack to demonstrate whether the targeted anti-
biotic treatment in the right population (the group with
intra-amniotic infection and/or inflammation) improves
neonatal outcome. In this regard, in the last years, there has
been growing evidence suggesting that intra-amniotic
inflammation and even infection might be eradicated in
some cases of cervical incompetence (59 % of patients) [32],
PTL with intact membranes (32 %) [7] and might ameliorate
the inflammatory response in PPROM [33] using a broad-
spectrum antibiotic treatment including clarithromycin that
has also shown an anti-inflammatory effect. These findings,
despite the observational design of the studies, open a win-
dow of opportunity, in tertiary centers such as ours, to target
patients at high-risk of delivery in the following days who
might most benefit from antenatal antibiotic treatment.

In addition, although future studies are necessary to
determine how to use this information clinically in caseswith a
positive result, management strategies for women with nega-
tive results have already been developed. In the present study,
the latency to delivery in thenon-infection/inflammation group
was of a median (IQR) of 40 days (15; 66) with a gestational age
at delivery of 35.9 (32.3; 38.7) weeks. According to the results of
recent literature describing worse neurodevelopmental out-
comes in infants antenatally exposed to steroids delivering
near term [34], perhaps the need for antenatal steroid treat-
ment in this group of patients should be questioned.

Clinical implications

We believe that a non-invasive screening tool able to
discriminate high and low-risk groups of intra-amniotic
inflammation might encourage more clinicians to perform
amniocentesis in the high-risk group. Since all women with
MIAChad intra-amniotic inflammation, this test also identify
the risk to have MIAC. With a negative non-invasive test,
clinicians can identify pregnancies in which inflammation is
highly unlikely and in which amniocentesis is not justified.

Although other authors have proposed other non-
invasive prediction models, alone (fetal fibronectin, IL-6,
MMP-8) or in combination, to predict intra-amniotic
inflammation [12, 13, 15–17] with similar diagnostic accu-
racy, external validation is lacking. In addition, in some
cases, definition of intra-amniotic inflammation was based
on amniotic fluid MMP-8 concentrations. Contrary to IL-6,
this limits clinical decision making since results of MMP-8
are not available for patient management. This is the first
study to validate a non-invasive algorithm constructed by
Hologic Inc. in a Spanish cohort of patients with PTL and
intact membranes, ratifying the good performance of the

Table : Comparison of the algorithm including vaginal IL- and AFPwith other rapid non-invasive tests for the prediction of intra-amniotic inflammation
in patients with preterm labor and intact membranes.

Definition of
intra-amniotic inflammation

Cut-off Sensitivity (%) Specificity (%) PPV (%) NPV (%) Accuracy LR+ LR−

Hologic Inc. algorithm
including IL- + AFP

AF IL-≥. ng/mL . . . . . . .

fFN AF MMP-> ng/mL ≥ ng/mL . . . . . . .
≥ ng/mL . . . . . . .

IL- AF WBC≥ cells/mm
. . . . . . .

MMP- . . . .  . .
fFN+maternal CRP+ cer-
vical dilatation + gesta-
tional age

AF MMP-> ng/mL Score≥ . . . .  . .

IL-, Interleukin-; AFP, alpha-fetoprotein; fFN, fetal fibronectin; MMP-, Metalloproteinase-; CRP, C-reactive protein; WBC, white blood cells; AF, amniotic
fluid; PPV, positive predictive value; NPV, negative predictive value; LR, likelihood ratio.
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tool found in the initial cohort of American patients, mainly
to rule out intra-amniotic inflammation.

Research implications

Future studies are required to prospectively evaluate the
influence of a non-invasive point-of-care tool, such as
the Rapid IAI System, in improving clinical management and
the potential benefits of early antibiotic treatment in
patients with a high-predicted risk of intra-amniotic infec-
tion and/or inflammation.

Strengths and limitations

One of the main strengths of this study was the validation
of the two models proposed in an independent cohort. In
addition, the diagnosis of intra-amniotic infection/inflamma-
tion was based on microbial cultures as well as PCR amplifi-
cation targeting the 16S ribosomal RNA gene sequence.
Finally, other strengths were the prospective design of the
study, the use of fresh amniotic fluid samples and the fact
that clinicians were blinded to the Rapid IAI System results.

A limitation of this study was that it was not designed to
evaluate whether our prediction models improve perinatal
outcomes, and this is of great relevance in cases of a positive
test. The prevalence of intra-amniotic inflammation was
lower than expected, probably because we selected an
amniotic fluid IL-6 cutoff that identified the more severe
cases (≥11.3 ng/mL). Combs et al. [26] categorized groups of
patients with PTL with intact membranes according to
amniotic fluid IL6 concentrations being those with
levels ≥11.3 ng/mL considered patients with severe inflam-
mation. If we have selected those with amniotic fluid
IL-6>2.6 ng/mL (mild inflammation), our prevalence should
have been like previously reported. We also consider that
external validation was carried out in a single Spanish
medical center. It would have been of interest to verify our
results in other centers before considering the possibility of
generalizing the proposed diagnostic tool. Finally, to our
knowledge, the Rapid IAI System provided by Hologic Inc.
is not commercially available.

Conclusions

A non-invasive point-of-care tool including vaginal fluid AFP
and IL-6 values showed very good diagnostic performance
for predicting the absence of intra-amniotic inflammation in
patients with PTL and intact membranes.
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