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Background: Premature rupture of membranes (PROM) refers to the loss of integrity of membranes
before onset of labor, with resulting leakage of amniotic fluid and establishment of communication
between the amniotic cavity and the endocervical canal and vagina. Premature rupture of membranes
(PROM) complicates 5-10 % of pregnancies. Approximately 60-70 % of term PROM cases are
followed by the onset of labor within 24 hours. Diagnosis and proper management is very important. In
spite of many studies available in the literature, the clinical management is surprisingly controversial
The aim of the study was to compare the fetal and maternal outcomes of actively managed and
expectantly managed term PROM.

Methods: In this observational study we included 200 women with diagnosed prelabour rupture of
membranes. All women had gestational age >36 weeks and <40 weeks with singleton pregnancy and
vertex presentation. Study excluded all patients with previous uterine scar or with any medical or
surgical disorder. They were randomly divided in two groups with 100 women each: Group A which
was induced with PGE1 or oxytocin depending on their cervical score and Group E which was managed
expectantly and late induction after 24 hours was done. Both the groups were given intravenous
antibiotics. They were evaluated on the basis of fetal and maternal outcomes.

Results: In this study we found that 70% women who were managed expectantly went in labour within
24 hours of PROM. But PROM to delivery interval was longer in expectantly managed as compared to
actively managed or induced group. Rate of cesarean was more in induced group but was statistically
insignificant when compared in both the groups. So was NICU admission more in expectant group but
was statistically insignificant when compared in both the groups.

Conclusions: Expectant managed can be done in patients with term PROM to reduce the cesarean rate
with proper antibiotic prophylaxis. There was no significant difference in maternal and fetal outcomes
of both the management.

Copyright©2017, Janhavi Mukkharya and Dr. Inamdar. This is an open access article distributed under the Creative Commons Attribution License, which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

INTRODUCTION

the amniotic cavity and the endocervical canal and vagina. '
Prelabor rupture of membranes is a matter of major concern

The maintenance of the integrity of the fetal membranes is
critical for successful progression of pregnancy. Membranes
hold the amniotic fluid and guard the fetus against infection
ascending from the genital tract. However rupture of the fetal
membranes is an integral part of the normal and abnormal
parturition process. Under normal circumstances, fetal
membranes rupture during the active phase of labor. Once the
membranes rupture the integrity of pregnancy is in jeopardy.
Many complications like preterm labor, prolonged labor, dry
labor, chorioamnionitis, congential pneumonia, neonatal
infection, and even death of neonate might occur. Premature
rupture of membranes (PROM) refers to the loss of integrity of
membranes before onset of labor, with resulting leakage of
amniotic fluid and establishment of communication between
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for all obstetricians as it is associated with high fetal morbidity
and mortality and maternal morbidity and mortality
sometimes. The majority (90 %) of Prelabor rupture of
membranes (PROM) occurs in women who are at term
(Zamzami, 2005), and PROM at term occurs in 8 per cent of
all births (Hannah et. al., 1996). In the majority of patients at
term, labor will occur spontaneously within the first 24 hours
following amniorrhexis. PROM occurs when intrauterine
pressure overcomes membrane resistance. This happens as a
result of weakening of membrane either congenital or acquired
(smoking and vitamin C deficiency), or because of damaging
factors, either mechanical (amniocentesis or amnioscopy) or
physical-chemical damage by infection (Trichomonas, group
B Streptococci, bacterial vaginosis, etc.). Failure of
mechanical support such as cervical dilatation can lead to
PROM, favoring bacterial contamination as well.'
Interestingly, at term, PROM can be a physiological variation
rather than a pathological event.’ The major question regarding
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management of these patients is whether to allow them to enter
labor spontaneously or to induce labor as there is a major
maternal risk of intrauterine infection which is a most serious
complication associated with PROM for the mother and the
neonate. The risk of chorioamnionitis with term PROM has
been reported to be less than 10 per cent and to increase to 24
per cent after 24 hours of PROM. These points out the
importance of appropriate management strategies for PROM at
term. The key to the management depends on the accurate
assessment of gestational age, likelihood of infection, duration
of latent phase and the availability of NICU facilities. There is
a general agreement that the term pregnant patients with
PROM should be delivered to avoid infection to both mother
and the infant as the dangers of infection goes on increasing
with prolonged latent phase. But early interference may
increase the incidence of cesarean section. Neonatal morbidity
will also be increased because of the mechanical difficulties
encountered with delivery, either by vaginal or abdominal
route due to reduced volume of amniotic fluid. In the event of
non-induction of labor in PROM, there may be good uterine
contractions but reduced amount of liquor causes failed
progression and consequently dry labor followed by rupture
uterus.

According to Flenady V¢, where membranes rupture in latent
phase, latent phase is longer but the remaining portion of curve
is uninfluenced. If induction is attempted with intravenous
oxytocin drip, the frequency of failed induction is attempted
with intravenous oxytocin, the frequency of failed induction
and subsequent cesarean delivery approaches 30-40% and
protracted labor increases the risk of maternal and neonatal
infection. Conversely if women are observed expectantly to
allow the cervix to ripen and labor to begin spontaneously,
infection, umbilical cord prolapse or compression of the cord
may occur, these in turn lead to an increased frequency of
caesarean delivery, and if women are hospitalized, increased
expenses is incurred. The specific dilemma involves how best
to treat patients with PROM. Thus the frequency of term
PROM and the questions that still exist with regard to optimal
management of these cases justify the need to carry out this
randomized study to evaluate and compare the results of active
and expectant management of term PROM. Hence, there is a
need to assess the effects of planned early birth versus
expectant management for women with prelabor rupture of
membranes at term on fetal, infant and maternal wellbeing.

Aim and Objectives
Aim

The aim of the study was to compare the effects of expectant
and active management of PRE-LABOR RUPTURE OF
MEMBRANES at term on feto-maternal outcome in a rural
setup

Objectives

e To study the effect of expectant management on feto
maternal outcomes in term PROM

e To study the effect of active management on feto
maternal outcomes in term PROM

e To study and compare the of feto-maternal outcome
expectant and active management of PROM at term

Hypothesis

Pre-labor Rupture of Membrane (PROM) occurs in
approximately 5-10% of all pregnancies of these 80% occur in
term pregnancy. There is a general agreement that the term
pregnant patients with PROM should be delivered to avoid
infection to both mother and the infant as the dangers of
infection goes on increasing with prolonged latent phase. But
early interference may increase the incidence of cesarean
section. Thus the frequency of term PROM and the questions
that still exist with regard to optimal management of these
cases justify the need to carry out this randomized study to
evaluate and compare the results of active and expectant
management of term PROM.

MATERIALS AND METHODS

Type of study —prospective and observational study

The study was conducted at the department of Obstetrics and
Gynecology Acharya Vinoba Bhave Rural Hospital of
Jawaharlal Nehru Medical College,Sawangi (Meghe), Wardha
442004,Maharashtra over a period of 24 months from October
2014 to August 2016. 200 Patients with diagnosis of pre labor
rupture of membranes with term gestation (37 - 40) weeks
having PROM irrespective of gravidity and parity Gestational
age assessment was done by LMP — Naegle’s formula

e The formula used for determination sample size is
o n=x**N*P(1-P)/C*(N-1)+x2 *P(1-P)

Where

x? =chisquare tabulated value at 5% level of significance =3.84
C=0.05 = desired level of error

N = total no. yearly pts with confirmed pre labor rupture of
membranes 60

P =0.50

Thus n=51.49

Inclusion Criteria

a. Women at term gestation (37 - 40) weeks having PROM
irrespective of gravidity

Gestational age assessment was done by
e LMP — Naegle’s formula
e Ultrasound

b. Singleton Pregnancy
c. Pregnancy with Vertex Presentation

Exclusion Criteria

a. Women less than 37 Weeks of gestation and more than
41 Weeks of gestation.

b. Women with medical disorders

c. Women with obstetric high risk factors like Diabetes,
Pregnancy induced hypertension, heart disease
complicating pregnancy, Antepartum hemorrhage etc.

d. Women with congenital anomalous fetus, abnormal
presentation, intra uterine death and previous uterine
scar .
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e. Women did not give consent to participate in the study

f. Women with sign and symptoms of chorioamniotis,
leucocytosis, fever more than 100’F at the time of
admission

g. Women with meconium stained liqor , fetal distress or
non assuring CTG at the time of admission

The Ethical committee clearance was taken before initiation of
the study. All term pregnant women reporting with complaints
of watery vaginal discharge, fulfilling above inclusion criteria
were included in the study. An informed written consent was
taken. All the information and results were recorded in the pre-
designed proforma. Detailed history was taken and clinical
examination done. Demographic information, height and
weight were recorded to calculate the body mass index.
Speculum examination with all aseptic precautions was done
to observe for pooling of liquor, Nitrazine test was done.
Vaginal examination was done to know the length, dilatation
and effacement of the cervix and station of presenting part.
Bishop scoring was done. Gestational age was determined
from last menstrual period (LMP) and/or early
ultrasonography. An obstetric ultrasonography was done for
gestational age, presentation of baby, any congenital anomaly
and baby weight, placental grading, amniotic fluid index.
Blood sample was collected for complete blood counts and Rh
typing and other routine investigations.

Management

Women having confirmed diagnosis of PROM were randomly
allotted to either active management or expectant management
by random sampling. Informed consent was taken for either
management.

Active management

After assessment of pelvis and Bishop’s Score if cervix
unfavorable i.e 0-5, induction with PGE1 25mcg given orally
and was repeated 6 hourly till favourable bishop’s score was
achieved followed by augmentation with oxytocin drip was
practised. If favorable i.e. 6 -13 of bishops score, Oxytocin
drip 5 units in 500ml RL was given. Infusion started at 2 m
IU/min via infusion pump and doubled every 30 minutes till
there is optimal response i.e. 3 contractions in 10 min each
lasting for 45 seconds . If labour had not supervened drip is
again repeated after 2 — 4 hours. Partograph was plotted.

During active management

Monitoring once in every %2 hr for maternal pulse rate, uterine
action with descent of head, Fetal heart sounds rate was noted.
Per vaginal examination done and temperature was recorded
once in 4 hours in active labour.

Expectant management for 24 Hours

After admitting a woman with PROM, vitals recorded every
4th hourly .Abdominal examination done for uterine action
and descent of head. Repeated per vaginal examinations were
avoided. Pad given for observation and for any meconium
stained leak or foul smelling infected discharge. Prophylactic
antibiotic given. Maternal pulse rate and fetal heart sounds

uterine action monitored every half an hourly. Mode of
delivery was noted as

a. Spontaneous onset of labor, delivered vaginally
b. Outlet or vacuum
c. Caesarean section

In few patients who went into active labor needed
augmentation of labor was done with oxytocin drip drip 5 units
in 500ml PL was given. Infusion started at 2 m IU/min and
doubled every 20 minutes till there is optimal response. The
mother was followed up in the puerperium for one week for
any signs and symptoms of morbidity high fever, foul smelling
lochia, wound gaping etc. By maintaining 4th hourly —
temperature, pulse rate chart. In the presence of fever other
causes like breast engorgement, Respiratory tract infection and
prior urinary tract infection were excluded. The smell and
colour of lochia were noted. Rate of involution of uterus and
duration of hospital stay was also noted.

Neonatal outcome

The newborn babies were examined for APGAR score at 1
min of birth. Their birth weight, Presence of caput & excessive
moulding, temperature (Fever), Any resuscitation required
with oxygen (or) ambu bag, feeding problems were noted.
CRP was done of all the new born babies of patients who had
PROM. If CRP was positive the babies were started on
antibiotics for 7 days and were further screened for blood
culture. If blood culture was positive antibiotics were given for
14 days as were the organism detected. The progress of the
babies in the neonatal period was observed for one week for
any fever and feeding problems Data regarding each case was
made out based on the following proforma. Maternal and fetal
outcome of all the cases were recorded including the follow up
of babies up to 7 days. If the neonate was admitted in NICU,
complete follow up was done.

OBSERVATION AND RESULTS

Table 1A. Distribution of patients according to mode of delivery

Mode of delivery Active Expectant R2-value
Management Management

Vaginal 63 71 1.038

Forceps 3 1 p=0.58,NS

Caeserean Section 34 28

Total 100 100

Table 1B. Number of patients who delivered spontaneously in
expectant management and need augmentation of labour

Augmentation No of patients  Percentage (%)
Needed Augmentation 30 42.25

Not Needed Augmentation 41 57.746

Total 71 100

63 % patients of actively managed group and 71% of
expectantly managed group were delivered through vaginal
route. Out of 71 patients delivered spontaneously vaginal
delivery 30 patients needed augmentatation by oxytocin
whereas 34% patients of actively managed group and 28% of
expectantly managed group underwent cesarean .there was no
significant difference found in the mode of delivery of both
groups on applying chi square.
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Graph 1A. Distribution of patients according to mode of delivery

Out of 71 patients who underwent spontaneous vaginal
delivery 30 patients needed augmentation after getting into
active labor. Graph 9: Number of patients who delivered
spontaneously in expectant management and need
augmentation of labour.
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Graph 1B. Number of patients who delivered spontaneously in
expectant management and need augmentation of labour

Table 2. Correlation of mode of delivery with duration of
PROM in active management

Duration of Leaking PV Total

<6 6-12 12-18  18-24

hrs  hrs hrs hrs
Mode of Vaginal 6 34 22 1 63
delivery LSCS 1 15 13 5 34

Instrumental 0 1 2 0 3

Total 7 50 37 6 100
R2-value 9.50,p=0.147,NS

63% patients of actively managed group delivered vaginally
and 34 patients out of 68 who delivered vaginally had
delivered within 12hrs whereas 34% patients of actively
managed group underwent cesarean section and out of those
34 patients 13 patients had PROM to delivery interval of more
than12 hrs and 5 patients had PROM to delivery interval of
more than 18 hrs. 2 patients out of 3 who underwent
instrumental delivery had PROM to delivery interval of more
than 12 hrs

34
35 1

30 J
25 J
20 ‘ 15
s
10 1
|

Number of patients

Vaginal LSCS Instrumental

Mode of Delivery

m<6hrs m6-12hrs 12-18 hrs  m18-24 hrs

Graph 2. Correlation of mode of delivery with duration of PROM
in active management

Table 3. Correlation of mode of delivery with duration of PROM
in expectant management

Duration of Leaking PV Total
<6 6-12 12-18 18-24 > 24
hrs  hrs hrs hrs hours
Mode of Vaginal 0 12 25 33 1 71
delivery  LSCS 1 3 12 12 0 28
Instrumental 0 0 0 1 0 1

71% patients of expectantly managed group delivered
vaginally and 33 patients out of 71who delivered vaginally had
PROM to delivery time of 18-24hrs and 1 patient had PROM
to delivery time more than 24hrs whereas 28 %(28ou of 100)
patients of expectantly managed group underwent cesarean
section and out of those 12patients had PROM to delivery
interval of 12-18 hrs and 12 patients had PROM to delivery
interval of 18-24 hrs. 1patient who underwent instrumental
delivery had PROM to delivery interval of more than 18 hrs
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Graph 3. Correlation of mode of delivery with duration of PROM
in expectant management

71%o0f patients (71 ot of 100) in actively managed group had
vaginal delivery. Instrumental delivery was noticed in 3%
patients (3 out of 100). Rate of cesarean and instrumental
delivery was more in nulliparous patients 44.2% (31 out of 70)
&4.2%(3 out of 70) as compared to multiparous patients.
71%o0f patients (71 out of 100) in expectantly managed group
had wvaginal delivery out of which 36 were nulliparous.
Instrumental delivery was noticed in 1% patients (1 out of
100). Rate of cesarean and instrumental delivery was more in
nulliparous patients 39.34% (24 out of 61) &1.6%(1 out of 61)
as compared to multiparous patients
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Table 4. Correlation of parity with mode of delivery in active management

Total ~Mode of delivery x2-value
Vaginal Caeserean Instrumental
Parity  Parity o 70 36 31 3 13.77
Parity 1 25 22 3 0 p=0.008,S
Parity 2 5 5 0 0
Total 100 68 34 3

Table 5. Correlation of parity with mode of deliveryin expectant management

Total ~Mode of delivery N2-value
Vaginal Caeserean Instrumental
Parity Parityo 61 36 24 1 13.47
Parity 1 27 25 2 0 p=0.034,S
Parity2 11 9 2 0 100
Parity 3 1 1 0 0
Total 100 71 28 1

Table 6. Correlation of parity with PROM to delivery interval in active management

PROM to delivery interval Total  R2-value
<6 hrs 6-12 hrs 12-18 hrs  18-24 hrs
Parity Para0 2 33 30 5 70 8.70
Para 1 2 18 4 1 25 p=0.191, NS
Para 2 0 2 3 0 5
Total 4 53 37 6 100

Table 7. Correlation of parity with PROM to delivery interval in expectant management

PROM to delivery interval Total  R2-value
<6 hrs 6-12 hrs 12-18 hrs  18-24 hrs  >24 hrs
Parity Para0 0 4 27 29 1 61 20.86
Para 1 0 7 8 12 0 27 p=0.042, S
Para 2 1 4 2 4 0 11
Para3 0 0 0 1 0 1
Total 1 15 37 46 1 100
0 % In actively managed group In actively managed group there
. - were 70 nulliparaous patients of which 30 patients had PROM
2 20 to delivery interval >12 hrs and 5 patients had PROM to
£ 25 = delivery interval >18 hrs. In multiparous patients PROM to
s 20 delivery interval was short only 4 patients with parity 1 had
o . . . .
£ PROM to delivery interval >12hrs and only 3 patients with
= 1: 5 3 > parity more than 1 had PROM to delivery interval of >12 hrs.
) — 0 -—o—o —
0 ; .
Parity o Parity 1 Parity 2
Parity 35 3 30
= Vaginal  m Caeserean Instrumental § =
3 25
: oo L E 1
Graph 4. Correlation of parity with mode of delivery in active SaNt
management 5 15 1
g 10 5 A
3
5 5 2 2 1 0 e
10 36 i
= iz | Para 0 Paral Para2
‘% 25 | 24 e Parity
T: 20 W<6hrs W6-12hrs = 12-18hrs  W18-24 hrs
<2 15 1
g 9
> 10+
5 1 2 L 1y Graph 6. Correlation of parity with PROM to delivery interval in
0 F—————v—— =" T active management
Parity o Parity 1 Parity 2 Parity 3
Parity In expectantly managed group there were 61 nulliparaous
®Vaginal  ®Caeserean  © Instrumental patients of which 27 patients had PROM to delivery interval

Graph 5. Correlation of parity with mode of deliveryin expectant
management

>12 hrs and 29 patients had PROM to delivery interval >18
hrs. In multiparous patients PROM to delivery interval was
short only 7 patients with parity >1& 4 patients with parity >2



4249

Asian Journal of Science and Technology Vol. 08, Issue, 02, pp.4244-4254, February, 2017

had PROM to delivery interval >6hrs and 12 patients with
parity more than >1 had PROM to delivery interval of >18 hrs.
Progress of labor speeded among women with higher parity
and gravidity.
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Graph 7. Correlation of parity with PROM to delivery interval in
expectant management

Table 8. Distribution of patients according to Apgar Score at

ligor at birth, 11 % neonates had birth asphyxia and 1%
neonates had hyperbilirubinemia. On applying chi square there
was no significant difference in neonatal outcome at birth in
both the groups
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Graph 9. Distribution of patients according to neonatal outcomes

Table 10. Distribution of patients according to NICU stay

5 min
Apgar Score  Active Expectant R2-value
at 5 min Management Management
<7 2 1 0.33
>7 98 99 p=0.56,NS
Total 100 100

NICU Active Expectant R2-value
Stay Management Management

Present 15 11 0.70
Absent 85 89 p=0.40,NS
Total 100 100

2 babies out of 100 of actively managed patients had

Apgar <7 at 5 minute of birth whereas 1 babies out of 100 of
expectantly managed patients had Apgar <7 at 5 minute of
birth .On applying chi square test there was no significant
difference found in Apgar score at 5 minute of birth of babies
in both the groups
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Apgar Score at 5 min

m Active Management ® Expectant Management

Graph 8. Distribution of patients according to Apgar Score at
5 min

Table 9. Distribution of patients according to neonatal outcomes

In actively managed group 15% babies had NICU admission
whereas in expectantly managed group 11% babies had NICU
admission. On applying Chi square test there was no
significant difference found in the NICU admission of both the
groups.

No of patients

30 11
20 - —
10 4 ~

Present

Absent

NICU Stay

w Active Management m Expectant Management

Table 10. Distribution of patients according to NICU stay

Table 11. Distribution of patients according to hospital stay

Hospital Stay ~ Active Expectant R2-value
Management Management

UptoSdays 37 0 51.91

5- 8 days 48 66 p=0.0001,S

8-10 days 15 24

>10 days 0 10

Total 100 100

Mean +SD 6.56+1.58 8.34+1.47

Neonatal Outcome  Active Expectant R2-value
Management ~ Management

Meconium 6 4 0.42,p=0.51,NS

Birth asphyxia 10 11 0.05,p=0.81,NS

hyperbilirubinemia 6 1 3.70,p=0.05,NS

Healthybaby 78 84

Total 100 100

In the present study in actively managed group 6% neonates
had meconium stained liqor at birth 10% neonates had birth
asphyxia and 6% neonates had hyperbilirubinemia and in
expectantly managed group 4 % neonates meconium stained

48% patients (48 out of 100) of actively managed group had
hospital stay of 5-8 days and 66% patients (47 out of 100) of
expectantly managed group had hospital stay of 5-8 days. On
applying chi square test significant difference was found in
hospital stay of both the groups (chi square 51.91 p=0.0001,s)
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Hospital stay was significantly prolonged in expectantly
managed patients

66
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Graph 11. Distribution of patients according to hospital stay

Statistical analysis was done by using descriptive and
inferential statistics using chisquare test and software used in
the analysis were SPSS 17.0 version and GraphPad Prism 5.0
version and p<0.05 is considered as level of significance.

DISCUSSION

e Those women who were less than 37 weeks of gestation
and more than 41 weeks of gestation and the women
with other obstetric complications LIKE

e PROM more than 12 hrs

e Patients with features of chorioamnionitis like fever,
tachycardia, uterine tenderness and foul smelling liquor

e Fetal distress and meconium stained amniotic fluid at
admission

e Active labour at admission and cervical dilatation more
than 4 cm(who criteria of actve labor

e Previous caesarian section

e History of ante partum hemorrhage

e Maternal medical diseases like severe pre ecclampsia,
diabetes or heart diseases

e JUGR and fetal anomalies
Abnormal presentation And Multiple Fetus Were
Excluded

Total study subjects were 200 women who were randomised in
two groups Group A and Group E 100 patients of group a were
actively managed and 100 patients of group were expectantly
managed. The incidence of PROM in the present study was
7.99% in our hospital during the study period which is
comparable with study done by Vaishnav et al., (2012) where
PROM incidence was 8.09% and with study done by DR S
kiranmaie in which PROM incidence was found to be 9.8%

Distribution of patients according to PROM TO Delivery
interval

In the present study the PROM to delivery interval in actively
managed group was 12.39+£3.88 hours and in expectantly
managed group was 17.81£5.25 hours. PROM to delivery time
was significantly more in expectant group as compared to
actively managed group. Thus, the present study was
comparable to study done by Graca krupa et al, (2005),
Chaudhuri Snehamay et al., (2006), Dr Shanthi et al., (2008),
Umairah ef al., (2011). In the present study as well as in all the
above given study PROM to delivery interval was significantly
higher in expectantly managed group.

Comparison of Occurrence of Spontaneous Delivery

Study Active  Expectant P value
PRESENT STUDY 63% 71% 0.58 NS
Graca Krupa et al*® (2005) 80% 69% 0.465 NS
Umairah et al*°(2011) 83.8%  76.0% 0.678 NS
Chaudhuri Snehamay et al*’ (2006)  78.5%  57.14% 0.178 NS
Dr Shanthi et al**(2008) 70.1%  88.6% 0.272 NS
Vaishanav et al., *(2012) 78.78%  74% 0.77 NS

Study Prom to delivery interval

Active Expectantly P value
GRACA KRUPA et al., (2005) 18.9£11.0 27.5+14.8 <0.0001
Umairah et al., (2011) 17.4£2.0 22.2+2.0 <0.0001
Chaudhuri Snehamay et al., (2006)  17.10£10.3  21.63£10.3 <0.001
Dr Shanthi et al., (2008) 11.46+6.01  30.49+16.07 S
Present study 12.39+3.88 17.81+£5.25 <0.003

In the present study the percentage of spontaneous vaginal
delivery was 63% in actively managed and 71% in expectantly
managed group, thus no significant difference was found in the
two groups. Whereas in the studies done by Chaudhuri
Snehamay et al*’ (2006) and GRACA KRUPA et al*® (2005)
the percentage of spontaneous vaginal delivery was
significantly more in actively managed group as compared to
expectantly managed group. In study done by Dr Shanthi et
al**(2008) 70.1% patients had spontaneous vaginal delivery in
actively managed group and 88.6% patients had spontaneous
vaginal delivery in expectantly managed group. In the present
study in expectantly managed group out of 71 spontaneous
vaginal delivery 30 (42.25%of spontaneous vaginal delivery)
needed augmentation of labor after patient went into active
labor spontaneously which was comparable to study done by
Dr Shanthi ef al., (2008) where in expectantly managed group

67.8% of all spontaneous vaginal delivery needed
augmentation of labor.
Comparison of Rate of Cesarean Section
Study Active  Expectant
PRESENT STUDY 34% 28%
Dr Shanthi et al., *(2008) 5.7% 12%
GRACA KRUPA et al** (2005) 15% 23%
Umairah et al*(2011) 31% 56%

Chaudhuri Snehamay et al*’ (2006)  15% 24%

The rate of cesarean in the present study was 34% in actively
managed patients and 28% in expectantly managed patient.
Though the rate is slightly higher in actively managed group
but. there is no significant difference in view of cesarean
section rate in both the groups .The study is comparable to all
the above given study. But in studies done by Dr Shanthi et al.,
(2008), Graca Krupa et al, (2005), Umairah et al., (2011),
Chaudhuri Snehamay et al., (2006) the rate of cesarean section
was significantly higher in expectantly managed patient.
Whereas in study done by Zamzami (2005) the rate of cesarean
section was twice in actively managed group than in expectant
group. In study done by Pintucci et al., (2013) the rate of
cesarean was significantly lower in expectant group as
compared to active group. Odd Ratio =1.76; 95% confidence
interval 1.03-3.02; P<0.004). Table 13 .& 14 In our study
there was no significant correlation found in mode of delivery
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with duration of PROM in both the expectant and actively
managed group which was similar to the study done by
Vaishanav et al., (2012). In table 15 & 16 there was significant
correlation was found between parity and mode of delivery in
both active and expectantly managed group i.e rate of cesarean
was high in primi /nulliparous women and was significantly
low in multiparous women when compared. But in the study
done by Vaishanav et al., (2012) there was no correlation
found in the parity and mode of delivery. In table 17 in
actively managed group PROM to delivery interval was less in
multiparous patients but no significant correlation was found.
But in table 18 significant correlation was found in PROM to
delivery interval and parity of the patient. The interval
decreased with multiple gestation .Progress of labor was
speeded among women with higher parity and gravidity. In
table 20 distribution of patients according to indication of
cesarean section. In the present study 71.42 % (20 of 28 )
patients underwent cesarean section with indication of fetal
distress/ non assuring ctg in expectant group whereas in active
group only 50% (17 out of 34) of underwent cesarean section
with the indication of fetal distress .Fetal distress was the most
common indication of cesarean in both the groups.

Comparison on basis of Apgar score at 5 minutes of birth

Active  Expectant P value
PRESENT STUDY 2% 1% 0.56 NS
Umairah et al*’(2011) 729%  9.90% 0.363NS
Chaudhuri Snehamay et al*’ (2006)  5.4% 7.1% 0.59 NS

In the present study only 2 % neonates had apgar < 7 after 5
minutes of birth in active group whereas only 1% in expectant
managed group. There was no significant difference found on
applying Chi square. Thus, the present study is comparable to
studies done by Umairah et al, (2011) and Chaudhuri
Snehamay et al., (2006)

Comparison on basis of NICU admission of neonates

Active Expectant P value
Present study 15% 11% 0.40
Chaudhuri Snehamay et al*’ (2006)  2.7% 3.5% 0.71
Vaishanav et al., “(2012) 1.5% 1.5% 0 NS

In the present study total NICU admissions were 15% in active
group and 11% in expectant group. On applying chi square no
significant difference was found among both the groups. Thus,
the study is comparable to similar study done by Chaudhuri
Snehamay et al., (2006) and Vaishanav et al., (2012)

Comparison on basis neonatal outcome at birth

In the present study in actively managed group 6% neonates
had meconium stained liqor at birth 10% neonates had birth
asphyxia and 6% neonates had hyperbilirubinemia and in
expectantly managed group 4 % neonates meconium stained
ligor at birth, 11 % neonates had birth asphyxia and 1%
neonates had hyperbilirubinemia. On applying chi square there
was no significant difference in neonatal outcome at birth in
both the groups. In study done by Chaudhari Snehamay®’
(2006) in actively managed group 5.4% neconates had birth
asphyxia at birth and needed resuscitation with oxygen 3%
neonates had feeding problems. Whereas in expectant group

4.4% neonates had birth asphyxia and needed resuscitation
with oxygen 3.5% neonates needed ventilation after initial
resuscitation and 3.5% neonates had feeding problems. In the
study done by Dr Shanthi e al, (2008) in actively managed
group 7.5% neonates had meconium stained liqor at birth 9.4%
neonates had birth asphyxia and needed resuscitation , 1.8 %
neonates had feeding problems whereas in expectantly
managed group 8% neonates had meconium stained liqor at
birth 6% neonates had birth asphyxia and needed resuscitation,
2 % neonates had feeding problems. Thus the present study is
comparable to the above studies

Comparison on basis of mean hospital stay

Active Expectant P value
Present study 6.56+1.58 8.34+1.47 0.0001 S
Vaishanav et al**(2012)  6.87 5.12
Dr Shanthi et al(2008)  3.66+1.27 2.76+1.73  0.001 S

In the present study in actively managed group mean hospital
stay was 6.56 £1.27days and in expectant group 8.34+1.47
days. Mean hospital was significantly more in expectant group
as compared to actively managed group. The present study
was comparable to the above studies

Limitation

The long term follow up of mothers and neonates who were
admitted to NICU or were treated for infection could not be
taken. Due to increased awareness of fetal and maternal
outcome it was difficult to counsel patient for expectant
management. In expectant group few patients had fever more
than 100 ‘F during the management and thus had to be
managed actively and had to be excluded from the study.
Mean hospital stay of patients in expectantly managed group
was significantly more in active managed group thus adding to
increased hospital charges.

Conclusion
The present study concludes

There were no statistically significant difference in the rates of
neonatal and maternal infections and caesarean section in both
the actively managed and expectantly managed groups. In the
present study in expectant group 71% patients went into active
labor spontaneously but out of that 42.254% patients needed
augmentation of labor with oxytocin drip. The patients in
expectant management group were in labor for many hours
thus increasing the anxiety of mother and clinician. There was
significant correlation found in the parity and pre labor rupture
of membranes to delivery interval as the duration was short in
multiparous patients as compared to nulliparous patients.
Progress of labor was speeded among women with higher
parity. There was significant correlation was found between
parity and mode of delivery in both active and expectantly
managed group i.e rate of cesarean was high in primi /nullipara
women(44.28%) and the rate was significantly low in
multiparous women(10%) when compared in both the actively
managed and expectantly managed groups. Immediate labor
induction in cases of term pre labor rupture of membranes has
a similar performance to that of expectant management for 12-
18 hours with respect to maternal and perinatal outcomes.
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However, active management is responsible for shortening the
latency period, the total time between prelabor rupture of
membranes and delivery and total maternal hospital stay.

Recommendation

Patients should be thoroughly assessed and examined before
recruiting the type of management. More studies with follow
up of maternal morbidity with correlation with maternal CRP
values is further required for better evaluation and comparison
between the two managements.
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