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A bs t rac t  

Objective: To compare the maternal and perinatal outcome of active management of premature rupture of membrane with the expectant 

management for 12 hours followed by late induction if needed. 

Methodology: This comparative study was conducted at Obs & gynae department of Muhammad Medical College Mirpur Khas, from July 

2017 to December 2017. All cases of PROM with 37-41 weeks of gestation, single alive fetus, cephalic presentation and duration of PROM 

within 8 hours were included. Women were randomized into two groups. Women in active management group were induced with 3 mg 

prostaglandin E2 vaginal tablet, dinoprostone or oxytocin infusion depending on their Bishop scores. The failure of induction was defined as 

no appreciable or progressive increase in the cervical dilatation after more than 2 hours in the active phase of labour.  

Results: Majority of the women 52.83% were multipara. Booked patients were 66% and un-booked were 34%. Neonatal infection did not 

differ significantly between the two groups i.e. 4% vs 5.33% (p- >0.05). In expectant management group 55.55% of caesarean sections were 

performed for meconium staining of liquor, 22.22% for failure of progress in 1st stage of labour and 11.11% for failure of induction. 61.35% of 

women went into spontaneous labour within 12 hours of expectant management and 29% of patients were induced after 12 hours Active 

intervention bas to be done in only 9.3% of patients. 06 of these developed suspected or established foetal distress and immediate delivery 

by caesarean section has to be performed in the face of poor Bishop Score. Two developed clinical signs of amnionitis and were induced 

immediately and delivered normally. Lesser number of women required augmentation in labour in active management group then in the 

expectant management group (0.001). Clinical chorioamnionitis ad post-partum fever were statistically insignificant in both management 

group (p >0.05). 

Conclusion: No wide difference was observed between the two groups of management of PROM. Both the methods can be successfully 

employed for the management of term PROM. The choice of method should depend on the convenience of the obstetrician and will of the 

patients. Expectant management is more advantageous to Nulliparous women in term of more spontaneous deliveries and lesser operative 

vaginal deliveries.  
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Introduction 

The majority of pregnancies last approximately 40 

weeks, however in developed nations, 5%–10% of 

infants are born before 37 weeks of gestation.1 Preterm 

birth is a leading cause of infant mortality in many 

developed nations, and preterm infants can suffer from 

a variety of short- and long-term health issues, 

including breathing difficulties, increases the 

susceptibility to hazards infections, and developmental 
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and learning disabilities.1 A neonatal condition that isn't 

comforting, placental abruption, cord prolapse and 

chorioamnionitis are all signs that it's time to deliver. 

Nevertheless, the best way to handle women having 

late PPROM but no evidence of impending birth is still 

being debated. Either expectant treatment and prompt 

delivery.2,3 On other hand expectant treatment is 

considered the best practices administration.2,4 

Neonates who were born immediately were much more 

likely to be diagnosed with the respiratory distress 

syndrome, hospitalized to the neonatal intensive care 

unit (NICU), and stayed in the hospital for longer. 

Maternal consequences in the rapid delivery group 

showed a lower risk of antepartum haemorrhage and 

chorioamnionitis, but a higher prevalence of caesarean 

sections (CS).2,5 PPROM is caused by a combination of 

factors. It might be linked to a membrane structural 

defect caused by collagen shortage or malformation, 

membrane weakness caused by enzymatic 

degradation in inflammatory or infectious processes, or 

sac exposure caused by cervical incompetence.6 

Maternal low socioeconomic status, black race, 

intrauterine infection at a premature stage of 

pregnancy, vaginal bleeding at the time of delivery, 

sexually transmitted infectious diseases history, history 

of the previous premature birth, multiple pregnancy, 

polyhydramnios, inadequate antenatal care, and 

maternal smoking habits are just a few of the risk 

factors linked to PPROM.6,7 Preterm pre-labour 

membrane rupture (PPROM) is a significant clinical 

condition and is a challenge to the gynecologists.8 It is 

stated that having to wait for spontaneous labour could 

result in increased in infectious disease for both the 

child and mother, whereas inducing labour results in 

premature births, increased neonatal comorbidities 

like respiratory distress syndrome (RDS)), and a 

potential increased number of the instrumental 

deliveries.8 Different studies shown different results 

regarding such management option like in a study 

observed that in terms of mother and foetal outcome, a 

comparison between the two patient groups would've 

been made.9 In the expecting group, found a 

statistically negligible increase in labour time and a 

higher risk of caesarean section. In both groups, 

maternal consequences were determined to be non-

significant.  Females who were treated expectantly, on 

the other hand, experienced higher rate of wound 

infection, puerperal pyrexia and prolonged hospital 

stay than those who were treated with the induction 

approach, while I n terms of perinatal consequences, 

there was no significant difference statistically.9 On 

other hand it was observed that the induction and 

expectant course of treatment had similar maternal 

outcome and the expecting group, on the other hand, 

had a greater rate of neonatal morbidity.10 Multiple 

maternal and foetal characteristics influence therapy 

options.11 Conservative therapy, together with a rise in 

gestation preceding childbirth, may improve the odds of 

a vaginal delivery and it is suggested that more study 

be done evaluating the treatment of PROM and its 

occurrence at the three levels of care.11 After taking 

above controversies and recommendations this study 

has been done to compare the maternal and perinatal 

outcome of active management of premature rupture of 

membrane with the expectant management for 12 

hours followed by late induction if needed. 

Methodology 

The comparative study was conducted in labour ward 

(Obstetrics and Gynaecology Department) of 

Muhammad Medical College Mirpur Khas, during a 

period of six months from July 2017 to December 2017. 

All cases of PROM between 37-41 weeks of gestation, 

single alive fetus, cephalic presentation and duration of 

PROM within 8 hours were included. Women with 

previous caesarean section, foetal distress or 

meconium-stained liquor, presence of active labour, 

sign of chorioamnionitis at the time of presentation, 

patients with severe comorbidities and contraindication 

to conservative management like abruption placentae 

were excluded. Complete medical history and verbal 

informed consent was taken. Diagnosis of ruptured 

membranes was established by history. Uterine 

tenderness, amount and colour of liquor noted. Foetal 

heart rate recorded by fetoscope and CTG. After initial 

evaluation the women were randomized into two equal 

groups. Women in active management group were 

induced with the 3 mg prostaglandin E2 vaginal tablet, 

dinoprostone or oxytocin infusion depending on their 

Bishop scores. The regular foetal heart sound 

monitoring was done with the CTG machine and 

fetoscope. The failure of induction was defined as no 

appreciable or progressive increase in the cervical 

dilatation after more than 2 hours in the active phase of 

labour. Other group was subjected to the expectant 

management for 12 hours. They were then induced if 

needed and did not go in to labour after 12 hours. They 

were retained in the labour room. They were provided  
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sterile pads and any change in the colour or odour was 

observed. They were watched for spontaneous onset of 

labour. When they went into spontaneous labour, it was 

augmented properly with syntocinon infusion if 

required. If they did not go into labour during this 

period, they were induced as above. If any sign of 

foetal compromise appeared during this period, 

immediate delivery was planned, as appropriate. The 

labour was monitored carefully and mode of delivery 

and its outcome recorded in both groups. Data was 

collected on a pre-designed proforma by collecting 

observational facts. All the data entered and analyzed 

in SPSS version 26. 

Results 

In this study multipara were 52.83%, 43.39% were 

primipara and 3.77% were grand multipara. Four 

women (7.5%) were less than 25 years old, 42 (79.2%) 

were between 20 to 30 years of age five women (9.4%) 

were between 31 to 35 years of age and two women 

(3.8%) were more than 35 years of age. Booked 

patients were 66% and non-booked were 34%. The 

frequency of neonatal infection did not differ 

significantly between the two groups i.e. 4% vs 5.33% 

(p- 0.75). The indication of caesarean sections also 

differed between the two groups 57.1% were performed 

for failure of progress in 1st stage of labour, 28.48% for 

failure of induction, and 14.2% for foetal distress. In the 

expectant management group 55.55% of caesarean 

sections were performed for meconium staining of 

liquor, 22.22% for failure of progress in 1st stage of 

labour and 11.11% for failure of induction. 61.35% of 

women went into spontaneous labour within 12 hours 

of expectant management and 29% of patients were 

induced after 12 hours Active intervention bas to be 

done in only 9.3% of patients. 6 of these developed 

suspected or established foetal distress and immediate 

delivery by caesarean section has to be performed in 

the face of poor Bishop Score. Two developed clinical 

signs of amnionitis and were induced immediately and 

delivered normally. Lesser number of women required 

augmentation in labour in active management group 

then in the expectant management group (76%) with 

statistical difference of >0.001. 78% of women in active 

management group while 77% of women in the 

expectant management group required single PGE2 

vaginal tablet and 20% of women in active 

management group and 21% of expectant 

management group required more than one PGE2 

vaginal tablet. The percentage of clinical 

chorioamnionitis was 8% active management group 

and 12% in expectant management group with 

statistical difference of p=0.45. The incidence of post-

partum fever was similar between the two groups i.e. 

2.8% of total. (Table I) 

Discussion 

Preterm premature rupture of membranes (PPROM) 

puts the mother at risk for chorioamnionitis, 

bacteraemia and endometritis as well as putting the 

new born at risk for preterm birth complications. The 

treatment of PPROM in women with a gestational age 

(GA) of less than 34 weeks is sometimes extremely 

problematic.12 It is a major contributor to the risk of 

maternal morbidity and death. This study has been 

conducted to compare the maternal and perinatal 

outcome of active management of premature rupture of 

membrane with the expectant management for 12 

hours followed by late induction if needed and in this 

study most of the women 79.2% were between 20 to 30 

years of age, while majority were multiparous 52.83%, 

followed by 43.39% were primipara and 3.77% were 

grand multipara. Consistently Suleiman BK et al11 

reported that the women were 36.9 years old on 

average, with a median parity of 1 (range 1-5) children. 

The mean gestational age at the onset of PROM was 

38.11.9 weeks, with the 35–39-year age group having 

the highest incidence.11 On other hand Bangal VB et 

al10 demonstrated that the majority of the cases were 

between the ages of 15-20 years and 21-25 years. The 

Table I: Descriptive statistics of the study variables (n=75) 

Variables  Active 
management 

Expectant 
management 

Statistical 
significance 

 
Mode of delivery 

Caesarean delivery 3(7.7%) 3(8.1%) NS* 

Operative vaginal delivery 3(7.7%) 2(5.4%) NS* 

Spontaneous vertex delivery 33(84.6%) 32(86.5%) NS* 

Indication of caesarean 
Delivery 

Failure to progress in 1st stage of labour 4(55.5%) 3(33.3%) 

NS* Failure of induction  2(22.2%) 1(11.1%) 

Fetal distress 1(11.1%) 5(55.5%) 

Chorioamnionitis  3(8.1%) 11.0% 0.45 

Post-partum fever  (2.8%) (2.8%)  

Neonatal infection  3(8.1%) 12.0% 0.75 
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mean gestational age for both groups (Induction and 

Expectant) group were 38.56 weeks and 38.52 weeks 

respectively, while inconsistently they found the bulk of 

the patients in their study 73% were primiparous.10 In 

this study most of the women 66% were booked and 

non-booked were 34%. Although inconsistently 

Padmaja J et al13 reported that the number of booked 

cases was 26.7%, while the number of un-booked 

cases was 73.3% percent. In the study of Mohokar SA 

et al14 also reported that the booked patients comprised 

16% of the total, while un-booked patients were 84%. 

Due to a lack of prenatal care in un-booked patients, 

recurrent risk factors such as PPROM, premature birth, 

and induced abortions, as well as their treatment, are 

not identified.14 In this study the frequency of neonatal 

infection did not differ significantly between the two 

groups i.e. 4% vs 5.33% (p- 0.75). On other hand 

Bembalgi S et al9 reported that the women who were 

treated expectantly, on the other hand, experienced 

higher puerperal pyrexia, wound infection, and 

hospitalisation than women who were treated with the 

induction approach, while consistently they reported 

that in terms of perinatal complications, there was 

statistically insignificant difference. PROM treatment 

calls for an early pregnancy termination, which has 

been linked to a higher risk of serious maternal and 

foetal illnesses.16 Some, on the other hand, encourage 

conservative care in patients who do not have labour or 

show indications of infection in order to achieve a 

desirable gestational age.16,17 In this study the 

indication of caesarean sections also differed between 

the two groups 57.1% were performed for failure of 

progress in 1st stage of labour, 28.48% for failure of 

induction, and 14.2% for foetal distress. In the 

expectant management group 55.55% of caesarean 

sections were performed for meconium staining of 

liquor, 22.22% for failure of progress in 1st stage of 

labour and 11.11% for failure of induction, 61.35% of 

women went into spontaneous labour within 12 hours 

of expectant management and 29% of patients were 

induced after 12 hours Active intervention bas to be 

done in only 9.3% of patients, 6 of these developed 

suspected or established foetal distress and immediate 

delivery by caesarean section has to be performed in 

the face of poor Bishop Score. Two developed clinical 

signs of amnionitis and were induced immediately and 

delivered normally. Lesser number of women required 

augmentation in labour in active management group 

then in the expectant management group (76%) with 

statistical difference of >0.001. 78% of women in active 

management group while 77% of women in the 

expectant management group required single PGE2 

vaginal tablet and 20% of women in active 

management group and 21% of expectant 

management group required more than one PGE2 

vaginal tablet. Furthermore, in this study the 

percentage of clinical chorioamnionitis was 8% active 

management group and 12% in expectant 

management group with statistical difference. Similarly, 

Bangal VB et al10 reported that the maternal morbidities 

(chorioamnionitis, sepsis, puerperal pyrexia) were 14 

percent in the induction group, while 18 percent in the 

expectant group. Bond et al conducted a systemic 

review that found that while the frequency of 

chorioamnionitis rose while waiting for delivery, the risk 

of newborn sepsis did not.18 While inconsistently 

Kartikeswar GAP et al12 reported that there were no 

significant differences found in incidence of maternal 

chorioamnionitis according to active management and 

expectant management groups. However, therapeutic 

options are influenced by a variety of maternal and 

foetal factors.11 Conservative therapy, together with a 

rise in gestational age before childbirth, may improve 

the odds of a vaginal delivery.11 There were several 

limitations of the current study and it is suggested that 

more study be done on a larger scale comparing the 

treatment of PROM and its occurrence at the three 

levels of care. 

Conclusion  

No wide difference was observed between the two 

groups of management of PROM. So, both the 

methods can be successfully employed for the 

management of term PROM. The choice of method 

should depend on the convenience of the obstetrician 

and will of the patients. It is also shown that expectant 

management is more advantageous to Nulliparous 

women in term of more spontaneous deliveries and 

lesser operative vaginal deliveries. However, expectant 

management required somewhat more monitoring and 

patience and practice of no digital examination of the 

cervix has to be employed at the start of management 

to reduce the maternal and neonatal infectious 

morbidity. 
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