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Is conservative management of premature rupture of membranes remote from term justified?
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Abstract
Objective: To determine the outcome of a routine policy of conservative management of women with premature rupture of membranes (PROM) remote from term in a local hospital in Makkah, Saudi Arabia.

Materials and Methods: The hospital records of the Maternity and Children’s Hospital, Makkah, Saudi Arabia from January 1999 to October 2001 were retrospectively reviewed to identify women who were admitted to the hospital with PROM at 16-26 weeks of gestation. The relevant data relating to the maternal and fetal outcomes were evaluated.

Results: During the study period, there were 31784 deliveries and 64 women were admitted to the hospital with PROM at 16-26 weeks of gestation. Three women were excluded because of chorioamnionitis (one woman) and prolapsed fetal parts outside the vagina (two women) on admission. Eleven (18%) PROM occurred in women at 16-19 weeks gestation, 41 (67.2%) PROM occurred in women at 19-24 weeks gestation, and 9 (14.8%) PROM occurred in women at 24-26 weeks gestation. Only 3 (4.9%) infants survived and were discharged home in good general condition. The rest 58 (95.1%) died immediately after birth or few days later. There was no maternal mortality in this group of women. However, the maternal morbidity included septicemia and post-partum hysterectomy for suppurative endometritis unresponding to antibiotics in one woman, chorioamnionitis in eight women, post-partum endometritis in other two women, deep vein thrombosis in one woman, post-partum hemorrhage and hysterectomy for placenta accreta in one woman, and admission to the intensive care unit in two women.

Conclusions: In our circumstances, because of the lack of advanced neonatal care and the presence of maternal life-threatening complications, the conservative management of women with PROM remote from term may not be justified. Further studies are required to confirm our findings.  
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Introduction

Premature rupture of membranes (PROM) before the onset of labor occurs in approximately 5-7% of all pregnancies and precedes 30-40% of preterm deliveries.1 It is associated with an increased risk of acquiring perinatal infections including chorioamnionitis, endometritis and neonatal sepsis. The etiology of PROM is unclear, although it is estimated that up to 50% of cases are due to infection. Infection with bacteria and chlamydia, have been implicated.2 The management of PROM is controversial. Most clinicians would manage women with PROM prior to 34 weeks of gestation conservatively unless chorioamnionitis or fetal distress exist. This is because the complications of prematurity outweigh the risks of maternal and neonatal infections and morbidity. Premature rupture of membranes remote from term represents an obstetric challenge especially when oligohydramnios is present. This situation has been associated with shorter latency period and an increased risk of chorioamnionitis, placental abruption, preterm delivery and neonatal death.3,4 However, recent evidence suggests that conservative management of women with PROM remote from term is warranted because of the improvement in perinatal survival rates of extremely premature babies.5 The objective of this study was to determine the outcome of a routine policy of conservative management of women with PROM remote from term in a local hospital in Makkah, Saudi Arabia.
Material and Methods

All women with singleton pregnancies complicated by PROM between 16-26 weeks of gestation who were admitted to the Maternity and Children’s Hospital in Makkah, Saudi Arabia, between January 1999 to October 2001, were identified and the charts were retrospectively studied. The diagnosis of PROM was made by visualization of amniotic fluid by sterile speculum examination at which time vaginal culture was also taken. Digital examinations were not performed unless the woman was in active labor. Gestational age was established by menstrual history and in some women this was confirmed by routine ultrasonographic examination before 20 weeks. Complete blood count with differential and C-reactive protein were done twice weekly. All women had an ultrasound examination on admission. Ampicillin 500 mg every 6 hours orally for one week was given to all women. Targeted antibiotic therapy was given if vaginal culture was positive for pathogenic bacteria. If the gestational age was 25 weeks or more dexamethasone 12 mg intramuscularly was given on admission and was repeated after 24 hours. Tocolytics were not used. Fetal surveillance incorporated daily non-stress test starting at 26 weeks. 

Indications for delivery included labor, the diagnosis of chorioamnionitis, fetal death, vaginal bleeding or non-reassuring fetal heart tracing. Chorioamnionitis was diagnosed in the presence of two or more of the following: maternal fever of 37.8 degrees Celsius or more, uterine tenderness, maternal tachycardia, leukocytosis, fetal tachycardia with diminished variability or foul smelling vaginal discharge. Post-partum elevation of oral temperature to 37.8º or more in two occasions 4 hours apart, uterine tenderness, and foully smelling vaginal discharge constituted the definition of endometritis. The delivery was attended by a neonatologist who was responsible for resuscitation and assigning Apgar scores. Maternal data such as age, parity, race, medical complications during pregnancy, route of delivery, indication for induction of labor, length of latency period, and outcome were extracted and statistically analyzed using SPSS-PC for Windows. A p value less than or equal to 0.05 was considered statistically significant.

Results 

During the study period, there were 31784 deliveries and 64 women were admitted to the hospital with PROM at 16-26 weeks of gestation. Three women were excluded from the analysis because of chorioamnionitis (one woman) and prolapsed fetal parts outside the vagina (two women) on admission. Eleven (18%) PROM occurred in women at 16-19 weeks gestation, 41 (67.2%) PROM occurred in women at 19-24 weeks gestation, and 9 (14.8%) PROM occurred in women at 24-26 weeks gestation. The maternal characteristics are shown in Table 1. The majority of the women were un-booked (did not come to the hospital for prenatal care in the current pregnancy) and Saudi. The maternal and fetal outcomes are presented in Table 2. Nine babies were admitted to the neonatal intensive care unit (NICU) for varying number of days. Only 3 (4.9%) infants survived and were discharged home in good general condition. They were in the NICU for 24, 28, and 36 days. The rest 58 (95.1%) died immediately after birth or few days later. There was no maternal mortality in this group of women. However, the maternal morbidity included septicemia and post-partum hysterectomy for suppurative endometritis unresponding to antibiotics in one woman, chorioamnionitis in eight (13.1%) women, post-partum endometritis in other two women, deep vein thrombosis in one woman, post-partum hemorrhage and hysterectomy for placenta accreta in one woman, and admission to the intensive care unit in two women
Discussion 

The clinical course of PROM in the midtrimester is used to be characterized by increased maternal and fetal morbidity. In managing women with PROM at or below the age of viability conservatively, consideration must be given to the potential maternal and neonatal morbidity and mortality. Aggressive attempts to delay delivery may expose the mother to severe morbidity. Because of the enormous advances in neonatal survival at very early gestations, there is a growing interest in the conservative management of PROM remote from term. Many studies have documented the maternal and perinatal outcome of pregnancies complicated by PROM before viability. The studies published between 1984 and 1990 reported perinatal survival of 22% to 63% in women with PROM before 26 weeks’ gestation.6-10 Moreover, a recent study reported a perinatal survival of 76%.5 However, caution must be considered in interpreting results from tertiary referral centers. Potential bias due to preadmission selection of women with PROM can not be ruled-out. On the other hand, our study included almost all women with PROM remote from term. 


The incidence of chorioamnionitis in the studies was between 25% and 46%. Our rate of chorioamnionitis was 13.1%. This may be due to our routine use of antibiotics. Antenatal care in our hospital is free. However, the majority of the women were un-booked and Saudi. This is a potential risk factor. Our study included women with PROM between 16-26 weeks gestation. The survival rate was very poor. This was accompanied by significant maternal morbidity. Some women developed potentially life-threatening complications. The notion that antibiotics can eradicate chorioamnionitis without serious complications is proved to be wrong as in our study some women developed septicemia and suppurative endometritis necessitating total abdominal hysterectomy. Some women also were admitted to the intensive care units because of the seriousness of their condition. All these potential complications need to be explained to the couple as part of the non-directive counseling to enable them make an informed decision. The evidence in the recent literature suggests that conservative management of women with PROM remote from term is justifiable. This is due to the advanced neonatal care facility and the subsequent excellent survival rate of extremely premature babies.11 However, the situation is different when the appropriate neonatal care is not sufficient as in our case. Local studies like this are required to support scientifically what we should do in women with PROM remote from term. 

An argument is usually made that conservative management of women with PROM remote from term is mandatory because termination of pregnancy in our religion is not permitted unless continuation of pregnancy threatens the life of the mother. This issue will not be discussed here. However, in light of our findings of poor neonatal survival and presence of serious life-threatening maternal morbidity, the religious argument needs further consideration.


In conclusion, in our circumstances because of the lack of advanced neonatal care and the presence of maternal life-threatening complications, the conservative management of women with PROM remote from term may not be justified. Further studies are required to confirm our findings.   
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Table 1: Maternal Characteristics
	Variable
	16-19 Weeks

11 Women
	19-24 Weeks

41 Women
	24-26 Weeks

9 Women

	Age (years)
	27.4 ± 4.3 
	28.2 ± 6.8
	29.6 ± 7.7

	Gravidity
	3.2 ± 2.5 
	5.1 ± 3.3
	6.2 ± 5.1

	Parity
	1.9 ± 2.3
	2.9 ± 2.6
	4.3 ± 5.2

	Un-Booked
	11 (100%)
	31 (75.6%)
	9 (100)

	Saudi
	8 (72.7%)
	28 (68.3%)
	6 (66.7)


Data are presented as mean ± SD or number and (percentage).

Table 2: Maternal and fetal outcomes

	Variable
	16-19 Weeks

11 Women

	19 -24 Weeks

41 Women

	24 – 26 Weeks

9 Women


	Gestational age at delivery (weeks)

	17.3 ± .8 

	21.2 ± 1.7
	28.4 ± 2.0


	Admission days

(mother)

	6.2 ± 4.4 

	7.0 ± 7.1
	19.9 ± 17.4


	Neonatal intensive care admission 

	0

	4 (9.8%)
	5 (55.5%)

	Spontaneous termination 

	5 (45.5%)

	27 (65.8%)

	7 (77.8%)


	Induction 
Vaginal expulsion

Cesarean section

	6 (54.5%)

11 (100%)

0

	14 (34.1%)

41 (100%)

0

	2 (22.2%)

5 (55.6%)

4 (44.4%)



	


Data are presented as mean ± SD or number and (percentage)
