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Abstract

Background; preterm premature rupture of membrane is associated with significant risks of maternal and
perinatal morbidity and mortality, therefore the suitable decision play an important role in the management
of this complication aiming to decrease maternal and fetal risks.

Objective; to evaluate the prevalence and outcome of pregnancies complicated by preterm premature
rupture of membrane in terms of maternal morbidity, perinatal morbidity and mortality.

Methodology; during the study period 78 patients who had prolonged preterm premature rupture of
membrane more than 24 hours at 24 to 36 weeks of gestation and received medical care at Misurata
Teaching Hospital.

Results; the prevalence was 1.2% and the mean gestational age at the onset of membrane rupture and
delivery was 33.2 £ 2.9 weeks and 34.9 + 2.7 weeks, respectively. Maternal morbidity included placental
abruption, chorioamnionitis, and postpartum hemorrhage. The majority of the mothers were delivered
vaginally while 25.6% delivered by Cesarean section, 21.4% of the neonates had neonatal sepsis.
Conclusion; expectant management is a favorable to achieve fetal maturity and improve perinatal outcome
of preterm premature rupture of membrane as survival rate is significantly increased with gestational age at
time of diagnosis and birth weight with.

Key wards: preterm premature rupture of membrane, latency period, maternal and fetal morbidity and

mortality.
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Introduction

Preterm prelabour rupture of membranes
(PPROM) is one of the major factors that
correlated with adverse pregnancy outcome 31,
The fetal membranes serve as a barrier to
ascending infection, once the membranes rupture,
both the mother and fetus are at risk of infection
and is recommended to terminate the pregnancy
when the risk of ascending infection outweighs
the risk of prematurity. It has also been proposed
that amniotic fluid posse's certain bacteriostatic
properties that protect against potential infections
processes and that a decrease in amniotic fluid
volume may impair the gravid women ability to
struggle such infections®. It has been
demonstrated that as many as 25-30% of women
with PPROM have a higher incidence of positive
amniotic fluid culture obtained by amniocentesis
even when there is no clinical doubt for

78 The main benefit of the

chorioamnionitis
conservative management is extending pregnancy
which can decrease gestational age-related
morbidity associated with prematurity, but the
benefit must be balanced with the risks such as
clinical chorioamnionitis Y. The most common
complication of PPROM is intrauterine infection,
which can lead to chorioamnionitis, metritis after
delivery.  Additionally;  adverse  perinatal
complications such as neonatal sepsis, cord
compression leading to fetal distress, cord
prolapse during rupture of membranes and

[7121 " perinatal outcomes

placental abruption
constitute prematurity, neonatal sepsis, respiratory
distress syndrome (RDS), intraventricular

hemorrhage (IVH), and risk of fetal and neonatal

death . A number of risk factors for spontaneous
preterm PROM have been identified, and the
pathophysiology appears to be multifactorial 4.
Choriodecidual infection or inflammation appears
to play an important role in etiology of preterm
PROM, with rupture of membranes being
attributed to increasing physical stress that
weakens it 1% The improvements in neonatal
care for extremely premature newborns had
resulted in increased neonatal survival over recent
years, but delivery before 32 weeks' gestation is
still associated with a significant risk of neonatal
morbidity and death. Several areas of
controversies exist regarding the best medical
management of PPROM, so the key question is
whether immediate delivery preventing infection
or whether expectant management aimed at
prolonging pregnancy to obtain fetal maturation.
The present study reviewed the incidence and
outcome of pregnancies complicated by PPROM
between 24 to 36 weeks of gestation, after
expectant management in terms of maternal

morbidity, perinatal morbidity and mortality.

Methodology
During the study period, from 1st Oct. 2004 to
31st Oct. 2005, there were 6431 deliveries of
whom 78 patients who had prolonged PROM
more than 24 hours at 24 to 36 weeks of gestation
and received medical care at Misurata Central
Hospital. These patients were identified
retrospectively, all available informations were
reviewed. They were admitted then received
antibiotics

prophylactic (including

intravenous Augmentin in  combination with
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Flagyl for 5 days followed Eythromycin + oral
flagyl for next 7 days), tocolytic therapy, maternal
and fetal monitoring, as well as antenatal
corticosteroids when indicated after excluding
active labor, vaginal bleeding, intrauterine
infection, or evidence of fetal compromise. U/S
evaluation was performed to assess fetal
gestational age, growth, presentation, anatomy,
and the level of amniotic fluid. Pelvic examination
using a sterile speculum was performed; also
vaginal swabs for bacterial infection and maternal
CRP clinical markers were taken. Digital
examination was avoided unless the patient was
committed to delivery. Latency refers to the
interval between rupture of the membranes and
the onset of labor. Perinatal outcome parameters
were either fetal demise or neonatal condition at
discharge from the hospital in relation to
infectious complications in the neonatal period.
The actual survival rate is analyzed in relation to
gestational age at onset of rupture of membrane as
well as to birth weight. Test of difference of
proportion using Z-score test statistic at 5% level

was used.

Results

Out of 6431total deliveries; 78 mothershad
PPROM at gestational age of 24-36weeks during a
period one year, giving a prevalence of 1.2%. Of
the total reviewed cases; 28 (36%) of the patients
were nulliparousas As seen in table (1). The mean
maternal age is 29.2 + 5.6 years, the peak age
group (53.8%) is between 20 and 29 years and
younger age group represented less than 3% (fig.
1). Among the 78 patients included in the study,

the gestational age distribution at the onset of
PPROM (fig. 2) ranged between 24 and 36 weeks,
and more than three-fourths (78.2%) had a rupture
membrane between 32 and 36 weeks of gestation.
At the onset of membrane rupture and delivery
was 33.2 £ 2.9 weeks and 34.9 + 2.7 weeks
respectively.

The latency from ruptured membrane to delivery
ranged from 1 to 83 days with a mean of 13.1
days. Nearly half of the cases (51.3%) have
latency period more than one week as in table (2).
History of diabetes as a chronic illness was
recorded in 3 mothers (3.8%) as seen in table (3);
and none of the mothers included had history of
drug intake except those treated for Diabetes
Miletus. Maternal morbidity included abruptio
placentae (5.1%), chorioamnionitis (3.8%), and
postpartum hemorrhage (2.6%). The majority of
the mothers (74.4%) were delivered vaginally
while 25.6% delivered by Cesarean section.
Regarding the perinatal outcome; the mean
neonatal birth weight was 2434.5 + 683grams and
47.6% had birth weight > 2500 grams. About two-
thirds (63.1%) admitted to intensive neonatal care
and 21.4% of the neonates had neonatal sepsis, the
perinatal outcome associated with PPROM is
listed in table (4). Survival rate is significantly
increased with increasing birth weight of infants
with PPROM as shown in table (5).
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Table (1): Demographic characteristics of the patients with PPROM

Variables Values

Mean maternal age 29.2 + 5.6 years
Parity

Nulliparae 36%

Para 1-4 50%

Para>5 14%

Mean gestational age at admission 33.2 £ 2.9 weeks
Mean gestational age at delivery 349+27

Mean Neonatal weight 2434.5+ 683

Fig. 1: Distribution of patients according to age
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Fig. 2: Distribution of cases in relation to gestational
age
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Table (2): Gestational age and latency period duration

Gestational age | 24- 48 hours | 48 hour- week | > week Total

24 - 27 0 2 4 6(7.7%)
28 -31 2 1 8 11(14.1%)
32-36 13 20 28 61(78.2%)
Total 15(19.2%) 23(29.5%) 40(51.3%) 78(100%)

Table (3): Maternal risk factors of PPROM

Maternal risk factor No. of cases Frequency
Multiple pregnancy 5 6.4%
Antepartum hemorrhage 4 5.1%
Infection (UTI, PID) 3 3.8%
Diabetes Mellitus 3 3.8%
Polyhydramnios 2 2.6%
Table (4): Perinatal outcome in PPROM
Parameter No. Frequency (%)
Stillbirth 5 6%
Born alive 79 94%
Congenital anomaly 3 3.6%
Low Apgar score 10 11.9%
Admitted to INCU 53 63.1%
Neonatal sepsis 18 21.4%
Respiratory distress 16 19%
Neonatal death 18 21.4%
Perinatal mortality 23 27.4%
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Table (5): Perinatal outcome and birth weight in PPROM

Birth weight | Frequency (%) Stillbirth Neonataldeath Survival
(grams)
<1500 11(13.1%) 1 (9.1%) 9 (81.8%)* 1(9.1%)*
1500 - 2499 33(39.3%) 4 (12.1%) 8 (24.2%) 21 (63.6%)
>2500 40(47.6%) 0 1 (2.5%) 39 (97.5%)
Total 84(100%) 5 (6 %) 18 (21. 4%) 61(72.6%)

*significant decrease with the other 2 groups

Discussion

Preterm premature rupture of the membranes
complicates 3% of pregnancies. It is more likely
to occur in populations of lower socioeconomic
status, and complicates 25%-30% of preterm
births > ). PPROM evaluation and management
are important for improving neonatal outcomes; it
remains an area for highlight in obstetrics as a
great controversy regarding immediate delivery

and expectant management 7%

. Pregnancies
with PROM occur less than 30 weeks of gestation
are generally expectantly managed while
management beyond 30 weeks is highly variable
(18 However Furman et al. Y concluded that
PPROM was not an independent risk factor for
neonatal morbidity in preterm births and neonatal
morbidity was affected mainly by prematurity
itself, rather than by the occurrence of PPROM.
Previous studies show that PPROM is associated
with a 4-fold increase in perinatal mortality and a
3-fold increase in neonatal morbidity [#2.

Prevalence of PPROM in current study (1.2%) is
twofold higher than reported previously by
Khashoggi *!in Saudi Arabia, 0.6%, but is lower
than (1.2% vs. 2.3%) reported by Smith et al. %,

The mean latency period from PPROM to delivery

was 13.1 days among all 78 patients analyzed,
which is a longer period of time than reported
previously by Yang et al. ®, which was 8.6 days.
This relatively longer latency period can be
explained in part by the lower number of
stillbirths recorded in our study (6%). It was
observed that the number of days gained until
delivery is much greater if the amniotic fluid
index is higher ®®1. Approximately half of the
pregnancies (51.3%) delivered later than week of
PPROM, more recent studies have shown better
prognosis  with  appropriate  therapy and
conservative management and have reported less
than 40% delivering in a week and more than 30%
continuing pregnant after 5 weeks?"

The risk of infection is significant following
PPROM, the prevalence of chorioamnionitis in
our study (3.8%) is much lower than reported
previously (37%) by Yang et al. !, Also other
maternal morbidities were low giving positive
maternal outcome which may be due to aggressive
expectant management including prophylactic use
of broad-spectrum antibiotics, close monitoring
for placental abruption, infection, labour and a
non-reassuring fetal status. It has been

demonstrated an association between the
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development of chorioamnionitis and a shorter
latency in patients with PPROM 8! Effective
treatment depends on accurate diagnosis and
gestational age  because the  potential
complications change with gestational age.
Additionally; one of the major etiological factors
in the pathogenesis and subsequent morbidity
associated with PPROM; is subclinical uterine
infection. Antenatal antibiotics, together with
corticosteroid therapies, have clear benefits and
should be offered to all women without
contraindications . The Cesarean section rate
(25.6%) is significantly increased among these
pregnancies (P value is 0.029) as compared with
the general population rate (16.2%).

Later gestational age at time of PPROM is
associated with longer latency duration and
associated with increased survival rate, however;
Natali Aziz et al. found that latency duration was
inversely associated with gestational age at time
of PPROM ! The major factor of neonatal
morbidity and mortality is gestational age at
delivery which stresses the importance of
conservative management when possible, so
neonatal outcome is mainly affected by
prematurity rather than by preterm premature
rupture of membranes B%. The increased neonatal
morbidity associated with PPROM appears to be
inversely related to gestational age. It is suggested
that adjunctive antibiotic therapy to reduced
gestational age-dependent and infectious infant
morbidity.  Schrag et al. B! concluded that
preterm and low birth weight is important sepsis
risk factors. Increased risk of chorioamnionitis is

related to increased time from PPROM to

delivery. The neonatal mortality (21.4%) was 4
times higher than reported by Khashoggi, 5.5%
(23] In current study, survival rate is significantly
increased with increasing birth weight which is
correlated to gestational age of infants with
PPROM. Also the outcome might be better after
32 weeks' gestation as long as no other
complicating factor exists, such as congenital
malformation or pulmonary hypoplasia. The
frequency of respiratory distress syndrome in the
neonate complicated with PPROM was 19%

which is comparable with Sims’s results, 17% 2]

Conclusion

Prolongation of pregnancy up to 32-36 weeks to
achieve fetal maturity and improve perinatal
outcome of PPROM by aggressive expectant
management is a favorable option as survival rate
is significantly increased with gestational age at
time of diagnosis and birth weight with.

Recommendation

Implantation of protocols for expecting
management of preterm premature rupture of
membrane; and prospective studies are needed for
evaluation of the long-term sequel of neonatal
morbidity in preterm premature rupture of

membrane.
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