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Abstract
Background: Prelabour rupture of membrane occur when membrane ruptured without contractions in term 
pregnancy.

Objectives: To assess the effects of expectant management versus induction of labour in term prelabour 
rupture of membranes on maternal and fetal wellbeing.

Method: This study is carried out in kerbala maternity hospital from October 2018 till December 2019. 
(139) patients with rupture of membrane at term in latent phase of first stage of labor. These patient were 
divided into 2 groups; first group (62 pregnant) which was expectant management for 24 hours and a second 
group (77 pregnant) which was managed by active induction of labour by using either oxytocin infusion or 
prostaglandienes depending on Bi-Shop score of the cervix.

Results: 139 pregnant 50 (35.97%) primigravida and 89(64.03%) had at least one previous vaginal delivery. 
Term with membrane rupture and no uterine contractions. 77(55.4%) start active management of labor with 
either prostaglandins or oxytocin depending on Bi-shop score of the cervix and 66 (44.6%) start conservative 
management. Caesarean section was carried out in 24 (17.3%) of the female mostly due to fetal distress 
and arrest of cervical dilatation. Vaginal delivery occur in 115 (82.7%) . The active management group 
(19.48%)delivered by caesarean section and (80.52%)delivered vaginally. While the group that managed 
conservatively (14.52%) delivered by caesarean section and (85.48%) delivered vaginally and the P- value 
between both groups are not significant (0.593).Regarding the duration of labour we found that expectant 
management had a mean duration of labour of about 8 hours which is shorter than the mean duration of 
labour of active management which is 10 hour, but the P-value is statistically not significant (0.440). There 
are no maternal complications in the two groups of pregnant female, but there is one intrapartum fetal death 
with active management plane but the difference was statistically not significant. (P-value 0.811).

Conclusion: Conservative or active management of labour are effective as a treatment for term prelabour 
rupture of membrane, but active management of labour need close monitoring and associate with more 
complications.
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Introduction
Prelabour rupture of membrane occurs in about 

10% of all pregnancies, 80% of them occur in term 
pregnancies.(1) Rupture of membrane occur due to many 
causes such as over distended uterus (polyhydramnio, 
twin pregnancy or uterine fibroid), congenital uterine 

anomaly or cervical incompetence, inflammatory 
process due to cervicitis or amnionitis or due to smoking 
and nutritional deficiencies.(2) Complications of 
prelabour rupture of membrane include cord prolapsed, 
cord compression, placental abruption, maternal and 
neonatal infection and increase incidence of caesarean 
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section and operative vaginal delivery(2). Pregnant 
women with term pregnancy and rupture of membrane 
without contractions had 2 main management options; 
conservative management in which we can wait for 24 
-48 hr with the hope of starting spontaneous contractions 
and labor (mimic the spontaneous labor) which may 
cause chorioamnionitis, prolonged labor and active 
management in which we can initiate the contractions 
by using prostaglandins or oxytocin infusion to shorten 
the duration of labor and lower incidence of infection 
but increase the incidence of fetal distress and caesarean 
section. (3)(4)Prostaglandin E1 analogue (Misoprostol) 
can be used for induction of labour as an oral tablet, 
sublingual, vaginal or rectal which can cause uterine 
contractions and cervical ripening and is a drug of 
choice for induction of labour because it is cheap, easily 
to be administer and no need special temperature for it 
is use.(5)(6)(7) The recommended dose of oral misoprostol 
for induction of labour between 50-100 micrograme can 
be repeated every 4 hours.(8)

Materials and Method
139 pregnant female included in the study, who 

are attained Karbala maternity hospital from October 
2018 till December 2019. All these women are in latent 
phase of first stage of labour (cervical dilatation ≤ 4 
cm).Inclusion criteria; Single cephalic presented fetus, 
Term (37- 41 weeks) gestation and had spontaneous 
rupture of membrane without abdominal pain. Exclusion 
criteria; Previous caesarean section, Fetal macrosomia, 
Preterm pregnancy, Twin pregnancy, Signs and 
symptoms of chorioamnionitis, Signs and symptoms 
of fetal distress(decrease movement, abnormal 
Doppler, meconium stained liqur), Maternal medical 
disease (hypertension, diabetes.), Malpresented fetus, 
Women in active labour and any contra indications for 
induction of labour such as placenta praevia. History 
taken from these female and general abdominal 
examination(presentation, contraction, fetal heart rate). 
Pelvic examination confirmation of rupture of membrane 

and assessment of cervical dilatation was done. After 
that these female divided into 2 groups. First group was 
conservative management (for 24 to 48 hours) and the 
second group were actively management (induction 
of labor by prostaglandins or oxytocin depending on 
Bishop score of the cervix). Women are followed 
during the whole period of their hospital stay(duration 
of hospital stay, mode of delivery, route of delivery, 
maternal and neonatal complications), both groups 
receive prophylactic antibiotics (oral amoxicillin). 
Caesarean section was indicated for fetal distress, arrest 
of cervical dilatation or descend of fetus. After delivery 
neonates were monitored for early signs of infection 
or neonatal care unite admission and the females were 
monitored for any signs of endometritis or bleeding that 
necessitate blood transfusion.

Results
139 pregnant female were included in this study. 

50 female (35.97%) were primigravida and 89(64.03%) 
had at least one previous vaginal delivery. They were 
term pregnancy between 37 weeks to 41 weeks (mean 
39.37).Duration of membrane rupture prior to admission 
was between one to 24 hours prior to admission with 
average about 4.67 hours. All female was in latent 
phase with cervical dilatation of (1–4) centimeter with 
average 3 centimeter. 77 of these female (55.4%) start 
active management of labor with either prostaglandins 
or oxytocin depending on Bi-shop score of the cervix 
and 66 female (44.6%) start conservative management. 
Rupture of membrane to delivery time was calculated 
between 1 to 48 hours with mean of 9.34 hours. 
Caesarean section was carried out in 24 (17.3%) of the 
female mostly due to fetal distress and arrest of cervical 
dilatation. Vaginal delivery occur in 115 (82.7%) . No 
maternal complications were occur in both groups, 
But there is one intrapartum fetal death in the active 
management group. Mean hospital stay was about 12.19 
hours (2-52 hours) as shown in table (1).

Table (1): Characteristics of female in the study

Parity 
Primigravida 50  35.97%

Previous delivery 89  64.03%
Weeks of gestation (37-41) Mean 39.37 
Duration of membrane rupture (hr.) Mean 4.67
Dilatation of the cervix (cm) (1-4) Mean 3 

Management plane
Active 77 55.4%

Expectant 62 44.6%
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Parity 
Primigravida 50  35.97%

Previous delivery 89  64.03%
Delivery interval from rupture of membrane (hr.) (1-48) Mean 9.34

Mode of delivery 
Caesarean section 24 17.3 %
Vaginal delivery 115 82.7 %

Maternal morbidity - -
Neonatal morbidity One intrapartum fetal death 0.72 %
Hospital stay in hr. (2-52) Mean 12.19

Table (2): The relationship between management 
plane and the mode of delivery

Mode of delivery
Management 

Total 
Active Expectant 

Caesarean section 15 9 24

Vaginal delivery 62 53 115

77 62 139

Table (2) showed that of the total 139 cases, 77 
female had active management (15 female delivered 
by caesarean section and 62 delivered by vaginal 
delivery) and the second group 62 female had expectant 
management (9 of them delivered by emergency 
caesarean section and 53 delivered vaginally).

Table (3): The relation between percentage of cases 
delivered vaginally and caesarean section between 

the groups of patients and their statistical significant

Management 
Mode of delivery 

P-value Caesarean 
section 

Vaginal 
delivery 

Active 19.48% 80.52%

Expectant 14.52% 85.48%

0.593*

*Byperson chi-square

Table (4): Relationship between mean duration of 
labour and management plane of labour

Management plane Mean duration of labour P-value

Active 10 hr

Expectant 8 hr 0.440

Table (3) showed that 19.48% of female with active 
management delivered by caesarean section compared 
to 14.52% of patients with expectant management that 
need immediate caesarean section. 80.52% of pregnant 

female delivered vaginally with active management 
compared to 85.48% of pregnant female with expectant 
management, but the P-value was 0.593 which is 
statistically not significant.

Table (4) showed the relationship between mean 
duration of labour and management plane of labour, 
which showed that expectant management had a mean 
duration of labour of about 8 hours which is shorter than 
the mean duration of labour of active management which 
is 10 hour, but the P-value is statistically not significant 
(0.440).

Table (5) shows the relationship between 
maternalactive (-), expectant (-), P-value () and fetal 
complicationsactive (1 dead baby (0.7%), expectant (-), 
P-value (0.811) . There are no maternal complications 
in the two groups of pregnant female, but there is one 
intrapartum fetal death with active management plane 
but the difference was statistically not significant. 
(P-value 0.811)

Discussion; Management options for prelabour 
rupture of membrane at term are either conservative 
or active induction of labour. Induction of labour is 
the most option applied nowadays because of maternal 
preference this modality of management(9), but induction 
of labour need close monitoring of uterine contractions 
and fetal heart rate as it may cause hypertonus uterine 
contractions, fetal distress, fetal death and rupture 
uterus. Most female with prelabour rupture of membrane 
can delivered spontaneously if managed conservatively 
24-48 hr in 75-80% of these female(10). In our study 
we found that both planes of management (expectant 
or active by induction of labour) had no statistically 
significance difference regarding maternal, fetal 
complications, mode of delivery and duration of labour 
in contrast to study done by Jagrati Kiran in 2015 who 
found that active management of labour is superior to 
expectant management regarding maternal and neonatal 
mordibities and mortalities(11) while similar to the result 
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of study done by A. Shetty in 2002(16) and Shafqat 
Fatimain 2015 who also found no statistical significant 
between the two modalities of management(12). There 
is a study done by Shah Krupa in 2012 who found that 
the period between rupture of membrane to the delivery 
was significantly lower in active management unlike our 
result we found that there is no statistically significant 
between the two groups(13). In our study there was no 
statistically significant in the incidence of caesarean 
section in both groups (P-value 0.593) in contrast to 
study done by da Grace Krupa in 2005 which found 
higher incidence of caesarean section in conservative 
management group(14). In a study done by Mansi in 2017 
found higher incidence of fever and wound infection 
in women treated conservatively (P-value 0.006 for 
maternal fever and 0.003 for wound infection)which 
was statistically significant while in our study maternal 
and fetal complications between the two groups was not 
significant.(15)
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