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ABSTRACT

Objective: To compare the outcome of expectant management versus immediate delivery in females with preterm premature
rupture of membrane close to term.

Study Design: Randomized controlled trial

Place and Duration of Study: Department of Obstetrics & Gynaecology Unit lll, Fatima Memorial Hospital Lahore from 20"
June 2018 to 20" December 2018

Methodology: Three hundred females were included through emergency. They were divided in two groups; females of group A
managed conservatively and females of group B were induced for delivery and immediate delivery was conducted. After delivery
in both groups, outcome was recorded i.e. neonatal distress, poor Apgar score or NICU admission.

Results: The mean age of group A was 27.53+4.99 years and group B was 25.81+4.92 years. The mean gestational age of
group A was 33.92+1.41 weeks and group B was 33.88+1.40 weeks. In group A there were 28 (18.7%) women with parity 1,
40(26.7%) with parity 2, 42 (28%) with parity 3 and 40 (26.7%) with parity 4 whereas in group B there were 28(18.7%) women
with parity 1, 40 (26.7%) with parity 2, 42 (28%) with parity 3 and 40 (26.7%) with parity 4. In group A there were 54 (36%)
women with normal BMI, 44 (29.9%) were overweight and 52 (34.7%) were obese while in group B there were 63 (42%) women
with normal BMI, 38 (25.3%) were overweight and 49 (32.7%) were obese. There was no significant (P=0.329) association
between neonatal distress and study groups and also no significant (P=0.202) association between poor APGAR score and
study groups.

Conclusion: Incidence and rate of neonatal distress in complicated pregnancies by PPROM within 34 and 37 weeks of

gestation is very low
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INTRODUCTION

Premature pre-labour rupture of membrane (PPROM) is defined as
fetal membrane rupture before labor induction and premature
membrane rupture is defined as fetal membrane rupture before 37
weeks of gestation. It is one of the leading causes of neonatal
morbidity and mortality.*

The frequencies of term, preterm, and mid-trimester PROM
are approximately 8, 3, and less than 1 percent of pregnancies,
respectively.? Management of PROM depends upon several
factors, most importantly the gestational age at occurrence and the
maternal- fetal clinical condition.?®

Premature pre-labour rupture of membrane close to term is
associated with increased risk of neonatal infection, but immediate
delivery is associated with risks of prematurity. The balance of
risks is unclear.* One study showed that the frequency of fetal
distress was 28% with immediate delivery while 16% with
expectant management. The difference was insignificant (P=0.14).
Similarly, poor Apgar score (4% vs. 4%, p>0.999) and NICU
admission was (6% vs. 8%, p=0.70).°

One more study showed that frequency of fetal distress was
7.8% with immediate delivery while 6.3% with expectant
management. The difference was insignificant (P=0.486). Similarly,
poor Apgar score (0.7% vs. 0.4%, p=0.558) and NICU admission
was (9.0% vs. 5.6%, p=0.128).5

MATERIALS AND METHODS

This randomized controlled trial was conducted at Department of
Obstetrics & Gynaecology Unit Ill, Fatima Memorial Hospital
Lahore from 20" June 2018 to 20" December 2018. Females of
age 18-35 years, parity <5, gestational age 32-36 weeks (on LMP)
presenting with PPROM were included. All females with active
labour (>3 contractions in 10 min and cervical opening >4cm),
meconium stained liquor required emergency delivery and females
with Group B streptococcus were excluded. Demographic data
(name, age, gestational age, parity and BMI) was recorded. A total
of 300 were enrolled. They were randomly divided in two groups;
females of group A were conservatively managed (expectant

management) and females of group B were induced for delivery
and immediate delivery was conducted. Females in expectant
management group was admitted in gynecology wards and
followed-up there until active labour and delivery time. Female in
immediate delivery group was induced with misoprostol and were
admitted in labour room for delivery. After delivery in both groups,
outcome was recorded i.e. neonatal distress, poor Apgar score or
NICU admission. The data was entered and analyzed through
SPSS-20. Both groups were compared by using chi-square test.
P<0.05 was considered as significant.

RESULTS

The mean age in group A was 27.53+4.99 years and in group B
was 25.81+4.92 years. The mean gestational age in group A was
33.92+1.41 weeks while in group B was 33.88+1.40 weeks (Table
1).

Table 1: Descriptive statistics of the females

) Expectant Immediate
Variable i
Management Delivery
Age (years) 27.53+4.99 25.81+4.92
Gestational age (weeks) 33.92+1.41 33.88+1.40

Table 2: Demographic information of women in both groups (n=300)

Variable Expectant Immediate
Management Delivery

Parity

1 28(18.7%) 39(26%)

2 40(26.7%) 36(24%)

3 42(28%) 35(23.3%)

4 40(26.7%) 40(26.7%)

Body Mass Index

Normal 54(36%) 63(42%)

Overweight 44(29.3%) 38(25.3%)

Obese 52(34.7%) 49(32.7%)

In group A there were 28(18.7%) women with parity 1,
40(26.7%) with parity 2, 42(28%) with parity 3 and 40(26.7%) with
parity 4 whereas in group B there were 28(18.7%) women with
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parity 1, 40(26.7%) with parity 2, 42(28%) with parity 3 and
40(26.7%) with parity 4.In group A there were 54(36%) women
with normal BMI, 44(29.9%) were overweight and 52(34.7%) were
obese while in group B there were 63(42%) women with normal
BMI, 38(25.3%) were overweight and 49(32.7%) were obese
(Table 2).

There was no significant (P=0.3229) association between
neonatal distress and study groups (Table 3). Also there was no
significant (P=0.202) association between poor APGAR score and
study groups (Table 4).

Table 3: Comparison of neonatal distress in both groups

Neonatal distress Group A Group B P value

Yes 12 (8%) 17 (11.3%) 0.329

No 138 (92%) 133 (88.7%) )
Table 4: Comparison of Poor APGAR score in both groups

Poor APGAR score Group A Group B P value

Yes 27(18%) 36(24%) 0.202

No 123(82%) 114(76%) )

DISCUSSION

Being born too early can increase the chance of problems linked to
prematurity, such as breathing difficulties and longer stays in the
neonatal intensive care unit. However, staying in the womb may
cause infections for both mother and baby that can lead to serious
health problems and even death.°The findings of Morris et al*
prove that ruptured membranes women between 34-36 weeks of
pregnancy with single fetus, immediate delivery enhanced fetus
complications such as sepsis.

Therefore, in contrast to recent guideline
recommendations,”® expectant management is preferred in
ruptured membranes. Careful monitoring is required to avoid the
risk of antepartum haemorrhage.

The previous study showed that women with PPROM at
preterm gestational period did not reduce distress in neonatal with
expectant management or immediate delivery.® These findings are
similar to the findings of our study as in our study there was no
significant association between neonatal distress and treatment
groups. Results of two different studies also reported the similar
results that immediate delivery not help in reduction of neonatal
distress as compared to expectant management.®1°

One study showed that the frequency of fetal distress was
28% with immediate delivery while 16% with expectant
management. The difference was insignificant (P=0.14). Similarly,
poor Apgar score (4% vs. 4%, p>0.999).° Another study showed
that frequency of fetal distress was 7.8% with immediate delivery
while 6.3% with expectant management. The difference was
insignificant (P=0.486). Similarly, poor Apgar score (0.7% vs.
0.4%, p=0.558).6

In our study the neonatal distress was 8% in expectant
management and11.3%. These findings in our study are greater
than the findings of the above mentioned study. While according to
Van Der Ham?™ neonatal sepsis id observed in 2.6% of newborns
as to 4.1% of newborns in expectant reduction group. This was
comparatively less than reported in our study.

Quist et al** found no significant variation in neonatal
distress among treated groups. These findings are similar to the
findings of our group as in our group there was no significant
difference between the neonatal distress and treatment groups
(p=0.32). Nonetheless, spontaneous delivery decreases the
chances of sepsis in positive vaginal culture patients. Vaginal
culture contained 14 different pathogens. Risks are thought to be
associated with both gestational age and biological factors
associated with the preterm birth, including PPROM.*?

Immediate delivery might exacerbate the chances of
premature baby. Though EM in intrauterine should be

circumvented in a mother with no history of chorioamnionitis. EM
provides better opportunity over spontaneous labor in a reduction
of neonatal respiratory illness.'314

Waiting for spontaneous delivery in many cases enhanced
the chances of infectious diseases both for child and mother.
Contrary, induced labor often leads to preterm birth with increased
chances of neonatal morbidity. In this study the incidence of
PROM between 34 and 37 weeks was 10% which is comparable to
incidence of 5-10% in most studies.®

CONCLUSION
Incidence and rate of neonatal distress in complicated pregnancies
by PPROM within 34 and 37 weeks of gestation is very low.
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