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INTRODUCTION 

Premature rupture of membranes (PROM) is defined as 

spontaneous rupture of membranes at any time beyond 28 

weeks but before the onset of labour.1 PROM occurs in 5-

10% of all pregnancies, of which 80% occurs at term.2 

PROM is the cause of about one third of all preterm 

births.3 PROM results in significant maternal and fetal 

morbidity and mortality.4,5 Maternal complications 

include intra-amniotic infection, placental abruption (2-

9%) and post-partum endometritis (15-25%). Uncommon 

but serious complications of PROM which are 

conservatively managed include retained placenta and 

haemorrhage requiring D&C (12%), maternal sepsis 

(0.8%) and 0.14% maternal death.3,6 PROM is associated 

with 18-20% of perinatal mortality and 21.4% 

morbidity.7,8 Sepsis, asphyxia and pulmonary hyperplasia 

are the three main causes of fetal death associated with 

PROM.9 

Spontaneous labour follows term PROM at 24, 48 and 96 

hours in 70%, 85% and 95% of women respectively.10,11 

Evidence shows that induction of labour as opposed to 

expectant management, decreases the risk of 

chorioamnionitis without increasing cesarean section 

rate.12-14 Many trials have concluded that planned early 

birth leads to reduced maternal infections, reduced 

neonatal intensive and special care admissions and 

greater maternal satisfaction. As prevention of PROM is 

difficult due to its multifactorial etiology, it is important 

to concentrate more on management of PROM to reduce 

its complications.  
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Maternal and fetal outcome in PROM is very important 

to reduce maternal and fetal mortality and for better 

management and prevention of complications. Hence, 

this study was carried out to analyse maternal and fetal 

outcomes in PROM.  

METHODS 

This was a retrospective study conducted in the 

department of Obstetrics and Gynecology at Chettinad 

Hospital and Research Institute, which is a tertiary care 

teaching hospital. All the women who were admitted with 

PROM during a period of 3 years from August 2017 to 

August 2020 were included in the study. The data 

regarding parity, Gestational age, number of fetuses, 

presentation, duration of PROM, PROM to delivery 

interval, mode of delivery, weight of the baby and NICU 

admissions was collected from the hospital records, and 

entered in Microsoft excel spread sheet and analysed by 

using SPSS software.  

RESULTS 

A total of 115 cases of PROM were recorded from 

August 2017 to august 2020. Table 1 shows the 

distribution of patients admitted with PROM in which 

high incidence is found in the age group of 20-30 years. 

Among them 73.04% were admitted at term and 26.96% 

patients came before 37 completed weeks of gestation 

(Figure 1).  

Table 1: Showing age wise distribution of PROM 

cases. 

Age No. of patients Percentage 

<20 3 2.61 

20-25 51 44.35 

26-30 45 39.13 

>30 16 13.91 

 

Figure 1: Showing distribution of patients according 

to gestational age. 

In our study 71.3% were primigravida while 28.70% 

were multigravida (Figure 2). 58.26% of them delivered 

vaginally where as 41.74% delivered by LSCS (Figure 3). 

Fetal distress, failed induction, meconium stained liquor, 

Previous LSCS were the most common indications of 

LSCS. We had only one cord prolapse in our current 

study.  

 

Figure 2: Showing distribution of patients according 

to gravida. 

 

Figure 3: Showing distribution of patients according 

to mode of delivery. 

 

Figure 4: Showing Time interval changes admitted 

with PROM. 

Figure 4 shows the time interval related changes in cases 

admitted with PROM.  Majority of them admitted within 

6 hours of PROM. Majority of them delivered within 12 

hours of PROM. Only 4.35% delivered within 24-48 
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hours. In our present study we observed high APGAR 

scores in majority of the cases, only 10 babies had 

APGAR score of <7. Most of the babies had birth weight 

> 2.5 kg, only 35 babies were <2.5 kg. 16 babies were 

admitted in NICU in view of meconium stained liquor, 

fetal distress, preterm, low birth weight and IUGR (Table 

2). There was no maternal mortality in our study though 

we had one neonatal mortality in view of extreme 

preterm cord prolapse.  

Table 2: Showing number of babies admitted in 

NICU. 

NICU admission No. of babies (%) 

Yes  16 (13.91) 

No 99 (86.09) 

DISCUSSION 

Premature rupture of membranes (PROM) is a common 

complication of pregnancy leading to increased maternal 

complications, operative deliveries, neonatal morbidity 

and mortality. In developing countries like India, the 

incidence of maternal and neonatal morbidities are high, 

especially in a low resource setting. Early diagnosis and 

careful management helps in reducing maternal and 

neonatal morbidities. 

In our present study, high incidence of PROM is in the 

age group of 20-30 years which is similar to other 

studies.15,16 Though there are many studies on relevance 

of PROM to age of the patients, many researches have 

also come out which showed no relationship to age and 

PROM. Majority of the PROM patients were primi in the 

current study which is in comparison with various 

studies.17-19 Majority (73.09%) of them had term PROM 

in our present study which coincides with the other 

studies who revealed similar type of findings in relation 

to gestational age.20,21 Rate of normal vaginal delivery 

was 58.26% and cesarean section was 41.74% in our 

study. Rate of LSCS ranged from 8.3% to 56% whereas 

rate of spontaneous vaginal delivery was 42.3% to 88% 

which was observed in previous studies.22-24 Fetal 

distress, failed induction, meconium stained liquor, 

previous LSCS were the most common indications of 

LSCS similar to other studies.17-19 Previous studies  

reported overall incidence rate of cord prolapse in 0.3-

0.5% of cases and 2-4% of PROM cases.25-27 We had 

only one cord prolapse in our study, though the results 

are not statistically significant, higher number of case 

studies are needed to conclude the association of cord 

prolapse with PROM. Majority of them admitted within 6 

hours of PROM. Majority of them delivered within 12 

hours of PROM, which is in comparison with other 

studies.17-19 Only 4.35% delivered within 24-48 hours.  In 

our present study high APGAR scores were observed in 

the majority of cases. Only 10 babies had APGAR score 

of <7. Most of the babies had birth weight >2.5 kg, only 

35 babies were <2.5 kg. Only 16 babies were admitted in 

NICU in view of meconium-stained liquor, fetal distress, 

preterm, low birth weight and IUGR. There was no 

maternal mortality in our study though we had one 

neonatal mortality in view of extreme preterm cord 

prolapse. 

CONCLUSION 

Careful identification of present or impending 

complications and individualizing the management based 

on gestational age and presence of complications holds 

good in optimising fetomaternal outcome in PROM. 

Intervention with steroids, antibiotics in labour and 

delivery within 24 hours of PROM will greatly reduce 

maternal complications and enhances favourable neonatal 

outcomes. 
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