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ABSTRACT

BACKGROUND

Premature rupture of membrane (PROM) refers to the disruption of foetal
membranes before the beginning of labour, resulting in spontaneous leakage of
amniotic fluid. Homeyr, GJ et al in his study “Amnio infusion for third trimester
preterm rupture of membranes”, march 2014 states that premature rupture of
membranes (PROM), or pre-labour rupture of membranes, is a condition occurring
in pregnancy and defined it as rupture of membranes (breakage of the amniotic sac),
commonly called breaking of the mother's water (s), more than one hour before the
onset of labour.

METHODS

The present study was carried out in the Department of Obstetrics and Gynaecology
of Rajendra Institute of Medical Sciences (RIMS), Ranchi, during from April 2017 to
October 2018. A total 595 cases were studied. The cases were divided into two
groups, Study Group-195 cases and Control Group- 400 cases.

RESULTS

Various factors were studied and analysed. Incidence of PROM in the present study
was 7.49%. Out of 195 cases 68% were term PROM and 32% were preterm PROM.
Mean age in the study group was 23 yrs. Risk factors associated with PROM in most
of the cases was unknown (52%). Other causes were anaemia 34%, cervicovaginal
infections 16%, malpresentation 10%, multiple gestation 3.5%, prior cervical surgery
1%, history of fall 1% PROM following coitus was 1.5%. In the present study the
correlation between CRP and clinical chorioamnionitis was significant. Caesarean
section was done was done in 19% cases in study group. There were 3 % cases of
chorioamnionitis in study group. Out of 10 patients in the study group, maximum
patients had puerperal sepsis (4 patients- 40%) followed by UTI (30%), wound
infection (20%) and breast engorgement (10%).

CONCLUSIONS

Premature infant puts immense burden on the economy and health care resources of
the country. Therefore, management of PPROM requires accurate diagnosis and
evaluation of the risks and benefits of continued pregnancy or expeditious delivery.
Once PROM is diagnosed, it is important to weigh the risk of PROM and prematurity
and make the right choice for conservative management or active interventions.
Adequate antenatal care should be advocated so that appropriate risk assessment can
be done, and intervention provided where applicable. Neonatal units should also be
equipped to be able to render necessary care for these preterm neonates thereby
reducing the morbidity and mortality associated with PPROM.

KEY WORDS
PROM, PPROM, Aetiological Factors, Foetomaternal Outcome, Cervicovaginal
Infections, CRP, ESR, Vaginal Swab

J. Evolution Med. Dent. Sci./eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 9/ Issue 02/ Jan. 13, 2020

Corresponding Author:

Dr. Swati Atrolia,

Department of Obstetrics and Gynaecology,
Dumka Medical College,

Jharkhand, India.

E-mail: swati20angel@gmail.com

DOI: 10.14260/jemds/2020,/20

Financial or Other Competing Interests:
None.

How to Cite This Article:

Atrolia S, Ekka SC, Tirkey S, et al
Aetiological factors and foetomaternal
outcome in PROM. ]. Evolution Med. Dent.
Sci. 2020;9(02):91-96, DOI:
10.14260/jemds/2020/20

Submission 10-09-2019,
Peer Review 25-12-2019,

Acceptance 01-01-2020,
Published 13-01-2020.

goee

Page 91



Jemds.com

BACKGROUND

Prematurity being a very important complication of PROM
with subsequent perinatal mortality and morbidity and
maternal morbidity, this topic PROM was chosen for the study,
so as to evaluate the condition of PROM with timely detection,
early investigation, management and proper treatment to
reduce perinatal morbidity and mortality mainly due to
prematurity and infection and also to reduce the maternal
morbidity by preventing infection. Premature rupture of
membrane (PROM)! refers to the disruption of foetal
membranes before the beginning of labour, resulting in
spontaneous leakage of amniotic fluid.2 Homeyr, GJ] et al in his
study “Amnio infusion for third trimester preterm rupture of
membranes”, march 2014 states that -Premature rupture of
membranes (PROM), or pre-labour rupture of membranes, is a
condition occurring in pregnancy and defined it as rupture of
membranes (breakage of the amniotic sac), commonly called
breaking of the mother's water (s), more than one hour before
the onset of labour.3 The sac (Consisting of two membranes:
the chorion and amnion) contains amniotic fluid, which
surrounds and protects the foetus in the uterus (Womb). After
rupture, the amniotic fluid leaks out of the uterus, through the
vagina. Planned home versus hospital care for preterm
prelabour rupture of the membrane prior to 37 wks.”, April
2014 states - If PROM occurs before 37 weeks, it is called
preterm premature rupture of membranes (PPROM) and the
foetus and mother are at greater risk for complications.
PPROM causes one-third of all preterm births*and babies born
preterm (before 37 weeks) can suffer from the complications
of prematurity, including death.

PROM occurs in approximately 5%-10% of all
pregnancies, of which approximately 8% occur at term. The
three causes of foetal death associated with PROM are sepsis,
asphyxia, and pulmonary hyperplasia. PROM is linked to
significant maternal and foetal morbidity and mortality. It has
been shown to be the cause of 18%-20% and 21.4% of
perinatal mortalities and perinatal morbidity respectively.>6
Bond et al, March 2017 states -Most women will experience a
painless leakage of fluid out of the vagina. They may notice
either a distinct "Gush" or a steady flow of small amounts of
watery fluid in the absence of steady uterine contractions.”
Loss of fluid may be associated with the foetus becoming
easier to feel through the belly (due to the loss of the
surrounding fluid), decreased uterine size, or meconium
(foetal stool) seen in the fluid.8 Birth following spontaneous
preterm labour and spontaneous preterm of the membranes
(PPROM) together called spontaneous preterm birth are
considered a syndrome caused by multiple aetiologies,
including infection/inflammation, vascular disease, uterine
over distension and immunological disorders.> The aetiology
of pprom is multifactorial. The exact cause of rupture of
membranes is obscure, but various factors have been
attributed as aetiological factors e.g. infection, increased
amniotic pressure, cervical incompetence, multiple pregnancy,
increased maternal age, parity, poor nutritional factors and
foetal factors like position presentation and lie.

Maternal complications include intra-amniotic infection,
which occurs in 13%-60% of women with PROM, placental
abruption, and postpartum endometritis.%10 Pre-term birth,
infection, hypertensive disease, and asphyxia are cited as the
most common contributors to maternal and foetal mortality in
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developing countries.1112 Evidence suggests that the rupture
of membrane is related to infection,!3 membrane dysfunction
on a molecular level, 4 collagen destruction and programmed
cell death in foetal membranes.1516¢ The complication risk of
PROM is increased if the mother has previous PROM, low body
mass index, concomitant infection of the gestational tissues,
and longer the time elapsed between the rupture and
delivery.1” PROM has essential significance for the further fate
of pregnancy. Late diagnosis means wasted opportunity of
appropriate intervention. In most cases, the diagnosis does not
cause bigger problems, but in some situations, it may not be
easy to make the right diagnosis. Preterm premature rupture
of the membranes (PPROM) is responsible for one third of all
preterm births. Subclinical intrauterine infection has been
implicated as a major aetiological factor in the pathogenesis
and subsequent maternal and neonatal morbidity associated
with PPROM.

Preterm delivery is a worldwide public health problem and
it occurs in approximately 6-12% of all pregnancies. Preterm
prelabour rupture of membranes is defined as amniotic fluid
leakage after 28 wk., and before 36+6 wk., of gestation and it
represents approximately 30-40% of all preterm deliveries.
(Coelette Kanellopoulos Langeni et al, Oct 2015). The presence
of microorganisms activates inflammatory response in
amniotic cavity in such cases and it is associated with early
preterm delivery.

Objective

As prematurity being a very important complication of PROM
with subsequent perinatal mortality and morbidity and
maternal morbidity, this topic PROM was chosen for study so
as to evaluate the condition of PROM. PROM is linked to
significant maternal and foetal morbidity and mortality. It has
been shown to be the cause of 18%- 20% and 21.4% of
perinatal mortalities and perinatal morbidity respectively. The
present study was undertaken to study the aetiological factors
and to evaluate the foetomaternal outcome following
prelabour rupture of membranes after 28 weeks of gestation
and was compared to that of normal pregnancy.

METHODS

The cases for the study were selected from those patients who
were admitted in Professor Dr. Sarita Tirkey unit in labour
room emergency, Department of Obstetrics and Gynaecology.
A total 595 cases were studied. The cases were divided into
two groups viz- Study Group-195 cases; The cases were the
ones in whom the membranes ruptured after 28 wks., of
gestation but before the onset of labour pains and Control
Group- 400 cases; Control group consisted of 400 patients
going to labour with intact membranes. As there were 400
normal cases during period of study control is taken to be as.
It is a prospective study.

Inclusion criteria included pregnant women with
complains of leaking per vaginum after 28 weeks of gestation
i.e. both PPROM (i.e. PROM after 28 weeks and before 37
weeks) and term PROM (i.e. PROM at and after 37 completed
weeks). Both primigravida and multigravida were included in
the study. Exclusion criteria comprised Pregnant women with-
Gestational age less than 28 wks., Antepartum haemorrhage,
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Preeclampsia and eclampsia, known medical disorders like
diabetes mellitus and heat disease. To diagnose microbial
invasion of amniotic cavity (MIAC) antenatally involves
invasive procedure like amniocentesis. Culture of amniotic
fluid is most reliable test but is of limited utility since culture
results may not be available for 3 days. In addition, because of
invasive nature of amniocentesis it is not performed in
majority of cases. Therefore, noninvasive approaches were
widely proposed e.g. maternal serum C reactive protein (CRP),
blood count, vaginal swab cultures. Antenatal diagnosis of
chorioamnionitis is important for early treatment and
prevention of foetomaternal complications

In all cases with history of prelabour rupture of
membranes, after confirming the diagnosis, inj. ampicillin (2
gm LV. qid) was given routinely to prevent infection. In those
cases where duration of gestation was less than 34 wks., 2
doses of .M. betamethasone 12 mg were given at 12 hourly
intervals to accelerate foetal lung maturity. If pregnant woman
with preterm PROM was having uterine contractions at
admission, then oral nifedipine was given as tocolytic at least
for 48hrs to have the benefit of glucocorticoid administration.

Management depended on the gestational age and
whether the pregnant women was in labour or not. If she was
not in labour and there was no evidence of infection or foetal
distress, she was observed carefully, generally spontaneous
labour ensued within 24 hrs.

If labour did not start within stipulated time or if it was
term, then induction of labour was done after bishop’s score
and pelvic assessment. If the pelvis was adequate and bishop
scoring was unfavourable then cervical ripening was done
with PGE2 gel in posterior fornix 6 hrly. Then inj. oxytocin was
used if needed to expedite the delivery. Amnioinfusion was
done if the liquor was very scanty or was thick meconium
stained. Caesarean section was performed for obstetric
indication or failed induction. Active management of third
stage of labour was done. Maternal assessment was done by
recording pulse, blood pressure, temperature and respiration,
lochia.

Statistical Analysis

Total 595 cases were studied to observe “Aetiological Factors
and Foetomaternal Outcome in PROM”. 400 cases of normal
pregnancy were taken as control and 195 cases were taken as
study group. Total number of deliveries during the period of
work were 2601. Out of them, 195 cases had prelabour
rupture of membranes. So, incidence of PROM turns out to be
7.49%. Preterm PROM-2.4% and Term PROM-5.04%. [Fig. 1]

RESULTS

In study group, the mean age (mean# S.D.) of patients was
23.7641 + 3.0181 years. In control group, the mean age
(meanx S.D.) of patients was 24.8700 * 3.2619 years.
Difference of mean age in both the groups was statistically
significant (p=0.0001). [Table 1] and Difference of mean
gestational age in both the groups was statistically significant
(p<0.0001). [Table 2]. Out of 195 cases of study group, 68
patients (34%) had anaemia and out of 400 patients in control
group 105 cases (26%) had anaemia. Out of 195 cases in study
group 31 patients (16%) had cervicovaginal infection and out
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of 400 cases in control group, 20 cases (5%) had
cervicovaginal infection. Out of 195 cases in study group 20
patients had malpresentation (3.5%) and 5 cases (1.2%) had
malpresentation in the 400 cases of control group. Out of 195
cases 7 patients (3.5%) had multiple gestation and in 400
controls, 2 patients (0.5%) had multiple gestation. 2 patients
(1%) in 195 cases had history of fall whereas there was no
history of fall in among control group. 2 patients (2%) had
history of cervical surgery in study group. 1.5% (3 patients)
had history of preterm. In maximum no of patients (52%- 102
patients) the cause for PROM was unknown. [Table 3]

Figure 1.
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(;’::nf: 400 |24.8700| 3.2619 | 20.0000 | 32.0000 |24.0000

Table 1. Distribution of Mean Age

Group
Number
of Patients
Mean
SD
Minimum
Maximum
Median
p-Value

Gestational S;zﬁy 195 | 37.379| 1.726 | 31.0000 | 40.0000 |38.000
age Cgontrgl <0.0001
(weeks) group 400 | 38.630| .7547 | 38.0000 | 40.0000 |38.000

Table 2. Distribution of Mean Gestational Age (Weeks)

. . Study Group Control Group
Aetiological Factors (Total 195 Cases) | (Total 400 Cases) Total

Anaemia 68 (34%) 105 (26%) 173
Gervicovaginal 31 (16%) 20 (5%) 51
Malpresentation 20 (10%) 5(1.2%) 25

Multiple Gestation 7 (3.5%) 2 (0.5%) 9

History of Fall 2 (1%) 0 2

History of Coitus 3 (1.5%) 3

Smoking 0 0 0

Prior Cervical Surgery 2 (1%) 0 0

Prior History of Preterm 3(15% 0 0

abour

Table 3. Aetiological Factors in the Study and the Control Groups

Difference of mean pulse rate, mean Neutrophil, mean
Lymphocytes, mean Basophil, mean ESR, mean Monocytes and
mean Eosinophil in both the groups was not statistically
significant. Association between High Vaginal Swab in case and
control group was statistically significant. Out of 195 patients
in study group, 52 patients (27%) went in spontaneous labour
and induction of labour was done with Cerviprime gel
(Prostaglandin E2) in 143 patients (73%). Induction of labour
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was done in patients with term pregnancy and in those who
had signs of infection. In study group (195 patients), 16% (6
patients) had caesarean for failed induction and 24% (9
patients) had caesarean for foetal distress. The most common
indication of caesarean was malpresentation (52%- 20 pts),
followed by foetal distress (24%- 9 pts), failed induction
(16%- 6 pts), others (8%- 3 pts). This was statistically
significant. Out of 10 patients in study group maximum
patients had puerperal sepsis (4 patients- 40%) followed by
UTI (30%), wound infection (20%)and breast engorgement
(10%), Whereas in control group (total 5 cases) maximum no.
of patients had UTI (40%) followed by puerperal sepsis,
wound infection, and breast engorgement which had equal
incidence (10%).

In study group, 6 (3.1%) patients had chorioamnionitis. In
control group, all patients had no chorioamnionitis.
Association of chorioamnionitis in both the groups was
statistically significant (p=0.0004). 13 pts., were between 28-
34 wks., out of which 8 patients (61%) patients went into
spontaneous labour in less than 24 hrs. whereas 49 patients
were between gestational age of >34 wk, and less than 37
weeks out of which 44 patients (90%) went into spontaneous
labour within 24 hrs. This was statistically significant. In study
group 193 (95%) neonates had live birth. In control group, 401
(99.75%) neonates had live birth. Association of neonatal
outcome in both the groups was statistically significant
(p=0.0001). In the study group 7% (15 neonates) had weight
less than 1.5 kg and 40 % (80 neonates) had weight more than
2.5 kg whereas in control group 2 % (8 neonates) had weight
less than 1.5 Kg and 60 % (240 neonates) had weight more
than 2.5 kg (this was clinically significant). All the 7% (15
patients) were less than 37 wks. with PROM who had neonatal
morality.

In study group, 27 (13.8%) patients had birth asphyxia. In
control, 8 (2.0%) patients had birth asphyxia. Association of
birth asphyxia in both the group was statistically significant
(p<0.0001). In study group, 19 (9.7%) patients had sepsis. In
control group, 2 (0.5%) patients had no sepsis. Association of
sepsis in both the groups was statistically significant
(p<0.0001).

DISCUSSION

Total number of deliveries during the study period was 2601
out of which 195 cases were of prelabour rupture of
membranes. So, the incidence of PROM was 7.49%. This was
similar to Bhalerao and Desai (2003).18 Bhide!? (2001) who
reported an incidence of PROM between 7-12%. We found that
in our study, the mean age (mean+ S.D.) of patients in study
group was 23.7641 + 3.0181 years. In control group, the mean
age (meanx S.D.) of patients was 24.8700 + 3.2619 years.
Difference of mean age in both the groups was statistically
significant (p=0.0001). The possible explanation could be that
20-30 years is the peak reproductive age group and early
marriage in India.

In the present study aetiological factor in most of the
patients was unknown followed by anaemia (57.7%- 56
patients), cervicovaginal infections (16%, 31 patients),
malpresentation (10 %, 20 patients), multiple gestation (3.5%,
7 patients), history of coitus (1.5 %, 3 patients), history of fall
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(1%, 2 patients) and prior cervical surgery (1%, 2 patients).
The results were similar to the study of Choudhary et al, Oct-
2015 in which aetiological factors were unknown in most of
the cases. 32% patients in study group and 9% patients in
control group had anaemia, 18% patients in study group and
6.5% in control group had genitourinary infection. Amirabi et
al, May 2012 found that sensitivity and specificity of a positive
ESR at a cutoff value 52 pts were 66.7% and 60% respectively.
The findings of the study were not supportive of using WBC
count as a reliable diagnostic test to identify chorioamnionitis
in PROM but ESR diagnostic value was minimally acceptable
whereas in the present study ESR was not statistically
significant.

We found that in case, 6 (3.1%) patients had
chorioamnionitis. In control, all patients had no
chorioamnionitis. Association of chorioamnionitis both the
group was statistically significant (p=0.0004). In study group,
10 (5.1%) patients had Puerperal fever. In control, 9 (2.3%)
patients had no Puerperal fever. Association of Puerperal fever
vs. group was not statistically significant (p=0.0608). Rana M
found that the most common complication was clinical
chorioamnionitis (6%) and postpartum sepsis (6%). Ivana
Musilova et al, Aug, 2017, found that women with microbial
invasion of amniotic cavity (MIAC) and intra amniotic invasion
(IAI) had high maternal CRP concentration than did women
without (with MIAC: median 6.9 mg/L vs. without MIAC:
median 4.9 mg/L, p=0.02; with IAl; median 8.6 mg/L vs.
without IAl: median 4.7 mg/L; p<0.0001). Women with
presence of both MIAC and IAI had high maternal CRP than
with women with IAl and MIAC alone.

The maternal serum CRP cut-off value of 17.5 mg/L was
best to identify both MIAC and IAI with sensitivity of 47%,
specificity 96%, positive predictive value of 42%, negative
predictive value 96% and negative likelihood ratio of 10.9. In
the present study the correlation between CRP and clinical
chorioamnionitis was significant. This was similar to study
“the significance of CRP in women with premature rupture of
membranes”, Ismail MA et al20 which states that when CRP
values were normal, clinical chorioamnionitis was rarely
found, whereas pathologically diagnosed chorioamnionitis
was found half of the time. According to Trochez-Martinez et
al21 RCOG, 2007 Although there is an association between an
elevated CRP level and histological chorioamnionitis, the use
of commonly accepted CR levels can be misleading. If single
measurements are to be used, it would seem appropriate to
consider higher cut-off levels of at least 30 mg/L. For serial
CRP, levels of 20 mg/L or above seems predictive of infection.

Association of high vaginal swab in both groups was
statistically significant (p<0.0001). El Taher F.T. et al 22 June
2004 found in their study that infection was most common
factor associated with PROM. The data indicated that 50% of
patients had positive results of infection and other 50% had no
infection. GBS group B streptococcus was the most common
microorganism isolated from lower genital tract by high
vaginal swab 61%, followed by candida albicans 5% and
trichomonas vaginalis 5 %. Pradeep Shivaraju et al,23 [JRCOG,
2015 found in their study that out of 80 high vaginal swab 40
patients had growth and 40 were sterile coagulase negative
staphylococcus aureus were the commonest isolated organism
followed by candida.

13 pts., were between 28-34 wks., out of which 8 patients
(61%) patients went into spontaneous labour in more than 24

J. Evolution Med. Dent. Sci./eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 9/ Issue 02/ Jan. 13, 2020 Page 94



Jemds.com

hrs. whereas 49 patients were between gestational age of
greater 34 wk., and less than 37 weeks out of which 44 patients
(90%) went into spontaneous labour within 24 hrs. this was
statistically significant This was similar to the study done by
Rana M et al?* according to which the rate of spontaneous
labour increased as the gestational age at admission increased.
The rate of spontaneous labour was 67% at 28 - 32 wks and
86% at 34-36 wks. Shukla P et al25 found that 26.5% cases
were PPROM remote from term and 73.5% cases were PPROM
near term. Out of 200 PPROM cases, 171 delivered vaginally
and 29 delivered by LSCS. Pradeep Shivaraju et al,, Aug. 2015,
found that out of 68 patients 77.9 % delivered by vaginal
delivery and 22% delivered by caesarean.

According to baby live/still birth in case, 186 (95.4%)
patients had live birth. According to baby live/still birth in
control, 399 (99.8%) patients had live birth. Association of
baby live/still birth vs. group was statistically significant
(p=0.0001). It was found that in study group, 19 (9.7%)
neonates had sepsis. In control group, 2 (0.5%) patients had
sepsis. Association of Okunades KS et al26 found that the mean
gestational age at delivery was 32. 7+2.4 weeks. Caesarean
section was the mode of delivery in 49.3% of cases, 8.1 % of
the women had clinical evidence of chorioamnionitis, 4.9%
had puerperal sepsis while 1 maternal death was recorded.
Ninety four percent (94%) of the births were live births while
6% were stillbirths. Low birth weight was noted in 79.1% and
birth asphyxia was observed in 7.4%. Neonatal Unit admission
was necessary in 72.5% of the live births. Perinatal mortality
in this study was 17%. PPROM is an important cause of
adverse foetomaternal outcome with increased perinatal and
maternal morbidity and mortality. In the study, 22 (11.3%)
patients had neonatal mortality. In control, 1 (0.3%) patients
had no neonatal mortality. Association of neonatal mortality
vs. group was statistically significant (p<0.0001).

Palve TT et al2” found that maximum cases were in the age
group of 20-25 years (55%). Most cases presented at 37-40
weeks’ gestation (68.3%)and were primigravida (51.7%).
18.3% cases were of preterm PROM. 73.3% patients delivered
vaginally. 18.3% cases were delivered by LSCS without trial of
labour, the commonest indication of which was
malpresentation (36.2%). 68.3% cases had a third trimester
USG s/o AFI1 >10 cms. 10% had a third trimester USG s/o AFI <
5 cm (Lowest AFI = 1 cm).Of these, 4 delivered by LSCS without
trial of labour (commonest indication: severe Oligo/IUGR) and
2 delivered vaginally. 8.3% cases delivered by LSCS after being
given a trial of labour. The commonest indication of LSCS after
trial of labour was foetal distress (60%). Majority of the babies
had a birth weight ranging from 2.5-3 Kg (50%). Out of 60, 16
neonates required NICU admission (26.7%), commonest
indication being Respiratory distress (7 out of 16 cases). 5 out
of 16 NICU admissions were for Low birth weight (<1.8 Kg).
Maternal complications seen were fever (10%), wound gape
(3.33%) and anaemia, requiring blood transfusion (3.33%).
PROM is associated with poor foetomaternal outcome which
can be prevented by early diagnosis and prompt management.

Shukla P et al25> Out of 200 PPROM cases 171 delivered
vaginally and 29 delivered by LSCS. Maternal morbidity was
observed in 33 cases. In this study 95% live birth and 5% were
still birth. RDS was the commonest neonatal morbidities 32%
followed by neonatal sepsis 20.0%.

Original Research Article

CONCLUSIONS

Antenatal care is an important tool to prevent PPROM by
identifying the risk factors and its management. Steroid for
foetal lung maturity, antibiotics to prevent foetal and maternal
infection and induction and/or augmentation of labour will
speed the delivery and reduce hospital stay and infection.
Management of PPROM requires accurate diagnosis and
evaluation of the risks and benefits of continued pregnancy or
expeditious delivery. Once PROM is diagnosed, it is important
to weigh the risk of PROM and prematurity and make the right
choice for conservative management or active interventions.
Proper antenatal monitoring, minimal vaginal examination
under strict aseptic precautions, screening of lower genital
tract infections and its adequate treatment are important
measures to prevent PROM and improve maternal morbidity
and neonatal morbidity and mortality. Adequate antenatal
care should be advocated so that appropriate risk assessment
can be done, and intervention provided where applicable.
Neonatal units should also be equipped to be able to render
necessary care for these preterm neonates thereby reducing
the morbidity and mortality associated with PPROM.
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