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INTRODUCTION
Per-labour rupture of membranes (PROM) at term is 
rupture of membranes prior to the onset of labour at or 

1beyond 37 weeks gestation .

PROM occurs in approximately 5-10% of all 
2,3pregnancies of which about 60% occur at term . 80% 

of patients with PROM at term go into spontaneous 
4

labour within 24 hours .  PROM carries both maternal 
and fetal risks. In PROM, 25% cases are complicated 
with infection i.e, chorioamnionitis. Postnatal sepsis 
occurs in 10% cases, although serious maternal 

5
infection is rare upto 1-2% .

Fetal risks include neonatal sepsis which occurs in 2-
5

4% cases . Fetal hypoxia is also more likely to occur 
due to greater chance of cord prolapse, cord 
compression and abruption placenta associated with 
PROM. Neonatal morbidity is increased because of 
mechanical difficulty in delivery, increased chance of 

6
malpresentation and decreased amount of liquor .

PROM at term is managed either expectantly or by 
Induction. Expectant management consists of 
hospitalization and continued clinical observation of 

7mother and fetus . Induction is stimulation of uterus 
with the aim of starting labour to ensure delivery of 
fetus.

Expectant management carries a risk of infection when 
induction is delayed for more than 24 hrs, while there 
is risk of failed induction and operative delivery if 

8,9induction is attempted too soon . Several recent 
studies on term with PROM have shown favourable 
results for induction of labour with prosta-

2,3,10,11glandins .

Misoprostol (cytotec, Searle) is a prostaglandin E1 
analogue, acts by increasing ripening at term by 
altering the glycosaminoglycan content of the cervix. It 
is inexpensive, easily stored at room temperature and 
has few systemic side effects. It is rapidly absorbed 
orally and vaginally. Misoprostol has been widely used 
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ABSTRACT... Objective: To compare maternal and perinatal outcome in cases of PROM at term, following induction with vaginal 
misoprostol (PGE1) to shorten the duration of labour with those managed expectantly. Design: Quasi Experimental study. Setting: The 
study was carried out in department of obstetrics and gynecology labour room unit-1, Bahawal Victoria Hospital, Bahawalpur. 
Population: Term pregnancies (37-42 wks) with PROM and cephalic alive fetuses. Methods: Sixty patients with confirmed diagnosis of 
PROM were randomized into two groups i.e, A&B. Group A  comprising 30 patients were induced with tab. Misoprostol 25  ug at 6 hrly 
interval max of four doses and group B was managed expectantly for 24 hrs followed by induction with intravenous oxytocin. Outcome 
Measures: Total duration of labour, mode of delivery, maternal infection rates and, APGAR score at 1 and 5 min. Results: It was found that 
both groups had similar characteristics, but the misoprostol group had a significantly shorter time interval from PROM to delivery (18.9 vs 
27.5 hours) i.e total duration of labour. Caesarean section rates were 20% in the misoprostol group and 30.7% in the other. There were no 
differences between them regarding fetal well being, complications during labour and delivery and neonatal or postpartum maternal 
morbidity. Within 24 hours, 44% of women had delivered in the expectant group against 73.3% in the misoprostol group. Conclusion: 
Immediate labour induction with misoprostol in cases of term PROM shortens the total duration of labour, and the time of maternal 
hospitalization without any maternal and perinatal outcomes disadvantages.



for obstetric and gynecological indications such as 
induction of labour and PPH. This study was 
conducted due to regular turn over of patients with 
PROM at term in our unit. There is ongoing controversy 
while making the decision about their mode of 
management i.e active vs. expectant. 

STUDY DESIGN
 It was Quasi experimental study.

MATERIAL AND METHODS
The study was undertaken among women with term 
pregnancies (37-42 wks) with PROM, gravida 2-5 and 
with cephalic alive fetuses. Patients who were not 
included were those who were already in labour, with 
chorioamnionitis, fetal compromise, previous 
caesarean section or uterine surgery, multiple 
pregnancies and high risk pregnancies like diabetes 
and pregnancy induced hypertension. Sixty patients of 
PROM at term were registered. 30 were placed in 
misoprostol (Group-A) and induced with 25 µg vaginal 
misoprostol at 6 hourly interval upto max of four 
doses, 30 patients were placed in expectant group 
(Group-B), who were managed expectantly for 
24hours followed by induction with intravenous 
oxytocin if labour did not start in 24 hours. The 
collected information was entered into SPSS version 

11 and analyzed. 

RESULTS
A total of sixty patients of PROM between 37 to 42 
weeks of gestation were included in the study, who 
were divided into two equal groups of 30 each.

The patients included in the study were 20-35 years of 
age. The greatest number of patients in both groups 
were found > 40 weeks of gestation (i.e. 15 (50%) in 
group A and 18 (60%) in group B. Highest number of 
patients in both the groups were 2nd gravidas.

Regarding duration labour, group A had significantly 
shorter duration of labour as compared to group B.

In group A, 19 patients (63.3%) had spontaneous 
vaginal delivery, 5 (16.6%) had instrumental delivery 
and 6 (20%) underwent caesarean section. While in 
group B, 17 patients (56.7%) delivered vaginally, 4 
(13.3%) had instrumental delivery and 9 (30%) 
delivered by caesarean section. Caesarean section 
rates differed by 10% between two groups.

In group A, 18 patients were having babies with 
APGAR score 10 at 5min. while in group B, 19 patients 
were having babies with APGAR score 10 at 5 min.

2
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PGE (Group A) Expectant (Group B)

No No% %

Parity

Gestational age
(Weeks)

G-2

G-3

G-4

37-40

>40

12

10

8

15

15

40

33.3

26.7

50

50

18

7

5

12

18

60

23.3

16.7

40

60

Table-I. Parity & gestational age.
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DISCUSSION
The time from PROM until delivery (total duration of 
labour) was significantly shorter in the group 
randomized to immediate induction using 
misoprostol. In the literature, these findings are in 
agreement with controlled studies in which 
prostaglandin E2 administered vaginally was 
compared with expectant management for a period of 
24 hours followed by induction of labour in cases of 
term PROM. Caesarean section rates were 20% and 
30.7% (P=0.22), respectively, in the group that 

received misoprostol compared with the expectant 
management group, a non-significant difference. The 
group that received misoprostol had better results with 
respect to the rate of vaginal delivery as a difference of 
10% in these rates cannot be considered negligible. 
The lack of significant difference in caesarean delivery 
rates could easily be result of a type II error and, 
therefore, it is possible that a compilation of these data 
in a future meta-analysis may achieve a sufficient 
number of cases to show that this difference is also 
statistically significant. In view of the concern 

3
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PGE (Group A) Expectant (Group B)

No No% %

With in 12 hrs

With in 18 hrs

With in 24 hrs

With in 36 hrs

With in 48 hrs

Meant + SD

10

20

22

28

29

33.3

66.7

73.3

93.3

96.7

4

10

13

23

27

13.3

33.3

43.3

76.7

90

Table-II. Duration of labour (hours)
P=0.0001

Duration of labour (hours)

18.9 + 11.0 27.5 + 14.8

PGE (Group A) Expectant (Group B)

No No% %

SVD

Instrumental

C/S

Total

19

5

6

30

63.3

16.6

20

100

17

4

9

30

56.7

13.3

30

100

Table-III. Mode of Delivery.

Mode of Delivery

PGE (Group A) Expectant (Group B)

No No% %

10

09

08

7 or

Mean + SD 9.50 + 0.73 9.47 + 0.86

18

10

1

1

60

33.3

3.33

3.33

19

8

1

2

63.3

26.3

3.33

6.67

Table-IV. APGAR score at 5 min

APGAR score at 5 min
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regarding the indexes that reflect condition at birth, 
which are also related to the process of labour 
induction and delivery, and the risk of infection in 
cases of PROM, one of the objectives of this study was 
to evaluate neonatal results from both groups and 
these proved to be highly satisfactory. These results 

9,10,11
are in agreement with the current literature  which 
perinatal outcomes are normal even in cases of 
expectant management for long periods, provided care 
is taken to avoid digital vaginal examination and that 
there is no prior clinical evidence of chorioamnionitis. 
With regard to maternal postpartum follow up, results 
were also extremely favorable in both groups with 
minimal rates of puerperal infection, requirement for 
antibiotic therapy and other complications, and there 
was not significant difference between the two groups. 
These results are also in agreement with the 

9,10,11
literature . However, it should be remembered that 
the sample size estimate was not performed taking 
these factors into account and therefore the study 
does not have enough power to definitely conclude on 
these aspects. The time interval between PROM and 
delivery, (i.e total duration of labour) which was both 
significantly shorter in the group that received 
misoprostol, as well as the reduction in caesarean 
section rates in the group randomized to immediate 
induction, show the induction with misoprostol, both 
in terms of cost and with regard to benefits, is a safe, 
inexpensive and efficient option for the induction of 
labour in cases of term PROM. On the other hand, a 
further option of choice in the management of cases of 
term PROM would be to present the options to the 
women so that she, herself could choose which 
among the possible management options, she would 
prefer. As said before under this point of view, both 
options would seem attractive to women. Therefore, 
although misoprostol showed to be a more effective 
option for term PROM, this situation could perhaps be 
adequately addressed using either vaginal misoprostol 
or a relatively short period of expectancy (24 hours) 
followed by induction of labour with oxytocin only if 
really necessary, considering that the majority of 

women experience the onset of labour within this 
period. In practical and clinical terms, the second 
option would only imply in a relatively longer period of 
labour and maternal hospital stay, but perhaps with a 
slightly higher chance of caesarean section.

CONCLUSION
Labour induction in patients with PROM at term 
shor tens the duration of labour, maternal 
hospitalization and workload of patients in labour room 
where patient turnover is high.
Copyright© 20 Apr, 2013. 
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“Time you enjoy wasting is not wasted time.” 

Marthe Troly-Curtin, Phrynette Married
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