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ABSTRACT 
 

Objective: Effect of rupture of membranes more than 24hrs on maternal and fetal outcome. 
Materials and methods: In this retrospective study, 100 patients with rupture of membranes for more 
than 24hrs were included. Study was conducted in the Department of Obs. & Gynae, Fatima Memorial 
Hospital from August 2009 till January 2010. A total of 100 pregnant women pregnancy with single, 
cephalic presentation and with no contraindications for normal vaginal delivery were included. Women 
with major medical disorders and twin pregnancy were excluded. 
Results: Of 100 cases, 84% patients were admitted through emergency. Mode of delivery was vaginal 
in 80% of cases. Septic workup send in 100 neonates and culture was positive only in2%. 
Conclusions: It was concluded that prolonged rupture of membranes is associated with increased 
maternal and neonatal complications. It increases the rate of admission of neonates and septic 
workup. However positive cultures were seen only in two % of neonates. 
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INRODUCTION 

 

As the time between rupture of membranes before 
the onset of labour increases, so may the risk of 
maternal and fetal infection. If it is prolonged then it is 
associated with various adverse maternal and 
neonatal outcome. Maternal outcome includes fever, 
oilgohydramnios. Fetal complications include 
intrauterine fetal demise and neonatal admission in 
intensive care unit. Maternal fever can be antepartum 
or postpartum. Anteapartum fever is chorioamnionitis 
and post partum fever is puerperal pyrexia

1
. 

Chorioamnionitis is the most feared complication and 
aim of management in such cases is to prevent its 
development and to terminate the pregnancy if any 
signs and symptoms develop. Another maternal 
complication includes oligohydramnios which is 
associated with fetal hypoxia and passage of 
meconium in utero and during labour

2
. This can lead 

to intrauterine or intrapartum fetal demise. The 
majority of cases of intrapartum fetal demise are 

attributed to placental abruption, cord prolapsed, cord 

compression and fetal infection. The risk of placental 
abruption with PROM at term is 0.4%-1.3%, cord 
prolapsed is 1.9%

3
. Of the estimated 130 million 

infants born each year worldwide 4 million die in 1st 
28days of life. Infection (36%), preterm births (28%) 
and birth asphyxia (23%) accounts for 87% of 
neonatal deaths worldwide. 
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In our study we will look for maternal and 
neonatal complications and mode of deliveries in 
women with prolonged  rupture  of  membranes. 

 
MATERIAL AND METHODS 
 

This study was conducted in the Department of Obs. 
& Gynae, Fatima Memorial Hospital, Lahore for 
duration of 6 months from August 2009 to 31

st
 

January  2010. It was a retrospective descriptive 
study. All patients who had rupture of membranes at 
term and single fetus with cephalic presentations are 
included in this study. All the patients having ruptured 
membranes at less than 37weeks and indication for 
elective LSCS, with major medical problems and 
multiple gestations were excluded from the study. 
Ruptured membranes were confirmed by clinical 
examination. Total 100 patients were included in this 
study. Ages of patients varied from 16 to 40 years 
with average age, parity ranged from primigravida to 
Para 6. 
 

RESULTS 
 

Table 1: Age wise distribution of patients (n=100) 

Age (in years) =n %age 

16-20 8 8.0 

21-25 38 38.0 

26-30 34 34.0 

31-35 14 14.0 

36-40 6 6.0 

Mean age-+ SD: 27.28+-5.13 years. 
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Table 2: Parity of patients (n=100) 

Parity =n %age 

0-2 65 65.0 

3-5 25 25.0 

Para 6 or more 10 10.0 

 
Table 3: Mode of admission (n=100) 

Admitted  through =n %age 

Outpatient department 16 16.0 

emergency 84 84.0 

 
Table 4: Mode of delivery (n=100) 

Route of delivery =n %age 

Vaginal 80 80.0 

Abdominal 20 20.0 

 
Table 5: Neonatal outcome (n=100) 

 =n %age 

Discharge 50 50.0 

Expired 01 1.0 

Lama 10 10.0 

DOR 39 39.0 

 
Table 6: Septic workup of babies (n=100) 

Culture results =n %age 

Positive culture 2 2.0 

Negative  culture 98 98.0 

 
Table 8: Weight of babies (n=100) 

Weight in kilograms(kg) =n %age 

Less than 1.5kg 4 4.0 

Greater than 1.5kg 96 96.0 

 

DISCUSSION 
 

The latency period ranges from 21-24hours in 
patients managed expectantly versus 11-16 hours in 
patients who are induced and our results are 
comparable to study conducted in Brazil

6
 and one 

local study conducted in services hospital
7
. 

Prelabor rupture of membranes (PROM) at term 
is associated with spontaneous onset of labor within 
24 hours in most of the cases and if it may be 
prolonged (more than 24hours) than it is associated 
with various maternal and neonatal complications. 
Approximately 5-10% of all the pregnancies are 
complicated by PROM, 60% of which occurs at term

8
. 

It is generally considered safer for women with 
PROM at term to remain in the hospital if they do not 
want labor induction

9
. 

Rate of LSCS was 20% in our study which was 
comparable with a prospective study of 59women 
with PROM more than 24hours by Gilson et al where 
it was 20.3%. Neonatal admissions to the nursery 
ICU was 100% in the patients with PROM more than 
24hours and in all these babies septic workup 
including blood and urine culture was sent and found 
to be positive only in 2% of babies and the study 

conducted by Gilson et al showed no infant with 
culture positive neonatal sepsis although 5-11% had 
possible infections

10
. All these neonates required 

antibiotics. The UN recommends LSCS rate of 5%-
15% to optimally decrease maternal and neonatal 
mortality

11,12
. 

In our study we found that these women with 
PROM if managed conservatively and carefully, 
repeated vaginal examinations are avoided and 
prophylactic antibiotics are given than maternal and 
neonatal outcome can be very much improved as 
one international study shows that repeated digital 
vaginal examinations increase the risk of both 
maternal and neonatal infection

13
. 

In many studies it was found that the risk of 
neonatal infection was increased among mothers 
colonized with group B streptococcus, other risk 
factors for neonatal infection include premature 
rupture of membranes greater than 18 hours, 
maternal fever during labor and prematurity

14
. 

Each neonate was admitted to neonatal 
intensive care with septic workup done including 
CBC, ESR, Blood film, CRP (on admission and third 
day of life), Blood Culture and CXR. All of them 
received intrabenous antibiotic (ampicillen and 
amikacin) for 3-4 day, then continue oral augmentin 
drops till blood culture result except for those who 
showed clinical laboratory evidence of sepsis I.V or 
antibiotics were continued accordingly

15
. 

 

CONCLUSION 
 

Prolonged rupture of membranes may be associated 
with increased maternal and neonatal complications. 
How ever culture positive infection was diagnosed 
only in 2% of neonates after ROM of more than 24 
hrs. Extensive and costly investigations plus use of 
expensive intravenous antibiotic therapy are a burden 
for poor patients. Also stay of neonate in a seek baby 
nursery further increases risk of infection. Therefore, 
this extensive investigation and treatment protocol 
prior to confirmation of infection needs to be 
reevaluated. 
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