
 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Abstract:  

Background: Premature rupture of membranes [PROM] is the spontaneous rupture of membranes prior to the onset of 

labour and can occur any gestational age even at 42 weeks of gestation. PROM can be term or preterm (< 37 wks). 

Materials & Methods: The study was conducted in Obstetrics department of Narayana Medical College Hospital from 

August 2007 to October 2008. Results: Total deliveries during study period were 4010. Of them 246 had a complaint of 

PROM giving an incidence of 9.8%. Maternal morbidity in the form of puerperal pyrexia and wound infection the 

incidence in case of PROM was 15%. Indicating the 3 fold increase in maternal morbidity. Swabs from this cases were 

taken and sent for culture. The culture was positive in 11 Cases and negative in two cases. Conclusion: Most of the 

fetuses are delivered vaginally. Risk of caesarean section is more in those cases that are managed conservatively. Maternal 

morbidity increases with increase in duration between rupture of membranes and delivery of the fetus. 
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Introduction  

 Premature rupture of membranes [PROM] is 

the spontaneous rupture of membranes prior to the 

onset of labour [1,2] and can occur any gestational 

age even at 42 weeks of gestation. PROM can be 

term or preterm (< 37 wks). Prolonged PROM refers 

to PROM > 24 hrs and is associated with increased 

risk of ascending infection [1,2]. The time interval 

between the rupture of membranes and onset of 

labour pain is called latent period and the time 

interval between the rupture of membrane and 

delivery is called interval period. Approximately 2-

20% [1,3,4] of all pregnancies will experience 

PROM and leads to one third of pre term births. 

 Preterm premature rupture of the fetal 

membranes (PROM) is associated with 30-40% of 

premature births and is an important cause of 

perinatal morbidity and mortality [5]. It has been 

estimated that 10% of perinatal deaths are directly or 

indirectly attributable to PROM [6]. Very few 

limited data are available from India [7,8], but 
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studies from other parts of the globe have shown 

multifactorial etiology [9,10]. Infection has been 

cited as a major cause of membrane damage [11]. 

 The mechanism of PROM is unknown, no 

standards for diagnosis exist and most facets of 

management are controversial. PROM is a major 

cause for prematurity which leads to increased 

perinatal morbidity and mortality. As prevention of 

PROM is difficult due to obscurity of etiology, one 

has to concentrate more on management of PROM to 

reduce its complications. Ultimate goal of obstetrics 

is a pregnancy that results in healthy infant and 

minimally traumatized mother. This study was aimed 

to understand incidence, etiopathogenesis, 

subsequent course of pregnancy, neonatal morbidity 

and mortality, maternal morbidity and mortality in 

case of PROM and its effective management and 

prevention strategy.  

Diagnosis: 

1. The women usually present with a history of 

passage of watery fluid per vaginum. 

2. Visualisation of fluid in vagina: Diagnosis of 

PROM is easily made when amniotic fluid is present 

in vaginal vault. If no fluid is seen, slight pressure on 

the uterus and gentle moving of the fetus may 

provoke leaking. 

3. Collection of fluid over lower blade of sim’s 

speculum on making the patient to strain down. 

4. Nitrazine test: Vaginal PH is acidic (4.5-5.5) PH 

of amniotic fluid is alkaline (7.0-7.5). Nitrazine 

paper will turn deep blue if vaginal fluid has alkaline 

PH. 

 

Materials and Methods 

 The study was conducted in Obstetrics 

department of Narayana Medical College Hospital 

from August 2007 to October 2008. Total deliveries 

during study period were 4010. Of them 246 had a 

complaint of PROM. Taking into criteria of inclusion 

and exclusion criteria, 100 patients were selected for 

the study with complaints of draining per vaginum 

after 37 completed weeks of pregnancy. Consent was 

taken from the study subjects. 

Inclusion criteria:                                                              

 Complaints of water discharge per vaginum 

after 37 completed weeks. Demonstration of watery 

discharge by keeping the patient in lithotomy 

position and asking the patient to cough during per 

speculum examination.  Examining the patient in 

standing  position and giving the patient a pad and 

seeing the pad for wetting to eliminate other 

discharge. Cervical dilatation of less than 3 cm.  

Exclusion criteria:- 

 Gestational age less than 37 completed 

weeks, preterm labor, artificial rupture of 

membranes, intra uterine fetal deaths, active labor 

(Dilatation more than 3 cms), non vertex 

presentations.  

 

Results 

 Total deliveries during study period were 

4010. Of them 246 had a complaint of PROM giving 

an incidence of 9.8%. 

 

Table1: Distribution of patients according to age 

and parity  

 

Chi-square = 9.488 with 4 degrees of freedom;   p = 

0.050 (S) 

           

 Incidence of PROM is significantly high in 

primigravida. Its maximum incidence is between 21-

25 years.  

Table 2: Distribution of patients according to risk 

factors  

Risk factor No of cases Percentage 

Nil 43 43 % 

Cervico vaginal 
infection 

34 34 % 

Coitus 12 12 % 

Travel 4 4 % 

Antenatal 
examination 

5 5 % 

Cervical surgery 2 2 % 

 

Age 
group 

in 
Years 

Primi 
2nd 

gravida 
3rd 

gravida 
4th 

gravida 
Total 

≤20 8 2 2 - 12 

21 -25 18 14 10 1 43 

26 - 
30 

9 9 8 4 30 

31 - 
35 

2 3 2 5 12 

≥36 - - 1 2 3 

Total 37 28 23 12 100 
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      From the above it is clear that most of the 

cases of PROM are idiopathic. Increased incidence is 

seen in patients with cervico vaginal infection, who 

had coitus in the preceding one week, repeated 

digital vaginal examinations, those who travelled for 

long distances and those who underwent cervical 

surgeries like encirclage for incompetency as there is 

2 % increase in incidence of PROM.    

                          

Figure 1: Foetal presentation in PROM 

 

 

 

Figure 2: Mode of delivery in PROM 

 

 
 From the above data it is clear that vaginal 

delivery is the commonest mode of delivery in cases 

with PROM. However the incidence of lower 

segment caesarean section is high in PROM group, 

there is a 4 fold increase in the incidence of 

caesarean section in study group. 

 

Figure 3: Indication of caesarean section in 

PROM 

 

 
       In majority of cases the indication for lower 

segment caesarean section was due to foetal distress 

with meconium Stained liquor. The next common 

indication was uterine inertia and Unfavourable 

cervix due to intrapartum sepsis and dry labour. 

 

 

 

Figure 4: Maternal morbidity in PROM 

 

 
            

 Maternal morbidity in the form of puerperal 

pyrexia and wound infection the incidence in case of 

PROM was 15%. Indicating the 3 fold increase in 

maternal morbidity. Swabs from this cases were 

taken and sent for culture. The culture was positive 

in 11 Cases and negative in two cases.  
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Discussion 

 Smoking is an avoidable risk factor. Other 

factors like coitus, travel, increased activity in last 

trimester can also be avoidable. Infection of lower 

genital tract and urinary tract if diagnosed and treated 

early can also reduce the risk of PROM. Associated 

obstetrical and medical disorders further increase the 

risk.  

 On the whole, the incidence of PROM which 

can significantly affect the mother and can be 

reduced by early screening, adequate antenatal visits, 

improvement of general condition of mother and 

treating the associated complications. 

 PROM is one of the common and 

challenging problems today. The management is one 

of the most controversial problems in Obstetrics and 

has gone through various cycles of evaluation 

ranging from masterly in activity to immediate 

intervention. The incidence of PROM in the present 

study (9.8%) is high when compared with other 

studies done by Doyle study - 6-19% [12], Kodkany 

and Telang study - 6.06 % [13], Sita Ram Shrestha 

study - 6.06% [14]. 

 Increase in age and parity together increased 

the incidence of PROM. There is a significant 

association between age group and parity (p=0.05).  

 

 
Birth 
asphy

xia 
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Kodan
ky 

and 
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et al 
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Prese
nt 

study 
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        Majority of the cases are idiopathic. Cervico 

vaginal infection in our study was found in 34 % 

which is similar to studies of Johnson et al (30%) 

[16].  

                 In the present study, caesarean section rate 

is increased by 4 folds. The main indication in all 

these cases is fetal distress due to meconium stained 

liquor. The other commonest indication is uterine 

inertia due to unfavourable cervix and intrapartum 

sepsis. 

 Premature rupture of membranes increases 

the risk of intrapartum sepsis. There was a 3 fold rise 

in maternal morbidity.12 cases had puerperal pyrexia 

that subsided with appropriate antibiotic as shown by 

culture and sensitivity in 5-7 days.    

 

Conclusion 

 Most of the fetuses are delivered vaginally. 

Risk of caesarean section is more in those cases that 

are managed conservatively. Maternal morbidity 

increases with increase in duration between rupture 

of membranes and delivery of the fetus. Fetal distress 

is diagnosed more early with advances in science and 

technology like CTH and ultra sound. It is the major 

indication for caesarean section in view of fetal 

wellbeing. Prophylactic antibiotic therapy is 

recommended to prevent infection and its 

complications. Active management of labor as 

augmentation of labor either with oxytocin or with 

prostaglandins is done to avoid maternal and fetal 

complications. Better intensive neonatal care will 

improve the perinatal outcome in these cases.           
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