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1. Purpose 

1.1. Preterm Pre-labour Rupture of Membranes (P-PROM) complicates 2% of 
pregnancies and there is evidence demonstrating an association between 
ascending infection from the lower genital tract and PPROM.   

1.2. P-PROM is associated with 40% of preterm deliveries and can result in 
significant neonatal morbidity and mortality because of prematurity, sepsis 
and pulmonary hypoplasia.    

1.3. Women with intrauterine infection deliver earlier than non-infected women 
and infants born with sepsis have mortality four times higher than those 
without sepsis. In addition, there are maternal risks associated with 
chorioamnionitis.   

1.4. This document sets out Northern Devon Healthcare NHS Trust’s best 
practice guidelines for women presenting with ‘Preterm Pre-labour Rupture 
of Membranes’. This guideline applies to all members of the maternity 
team and must be adhered to.  Noncompliance with this guideline may be 
for valid clinical reasons only.  The reason for noncompliance must be 
documented clearly in the patient’s notes. 

2. Definitions  

P-PROM (Preterm pre-labour rupture of membranes)   

P-PROM is defined as rupture of membranes occurs without the onset of 
spontaneous uterine activity before 37 weeks of gestation.  

3. General Principles of management of ‘Preterm pre-labour 
rupture of membranes’  

3.1. Identification and assessment  

3.1.1. First line assessment should be to check sanitary towel or underwear for 
evidence of liquor, including colour and odour. (NB Women should be 
asked at the point of the referring phone call to bring these in with her in a 
sealed plastic bag.) 

3.1.2. Sterile speculum examination if necessary to demonstrate pooling of liquor 
in the posterior vaginal fornix 

3.1.3. If pooling of amniotic fluid is not observed, consider performing a 
diagnostic test for an insulin-like growth factor binding protein-1 of vaginal 
fluid (Actim-PROM). If the test is negative, P-PROM is very unlikely and if 
it is positive, offer care consistent with the woman having P-PROM. 
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3.1.4. Avoid digital vaginal examination unless there is a strong suspicion 
that the woman may be in labour. 

3.1.5. High vaginal swab should be taken during speculum examination for 
culture and sensitivity. If speculum examination is not indicated, low 
vaginal swab may be taken. 

3.1.6. Do not perform Actim-PROM test in if labour becomes established in a 
woman reporting symptoms suggestive of P-PROM or after 12 hours of a 
presumed rupture has occurred 

3.1.7. Baseline clinical assessment (BP, pulse, respirations and temp, 
urinalysis), maternal blood tests (FBC& C-reactive protein) and fetal heart 
monitoring using CTG. 

3.1.8. If abnormal findings are noted or infection is suspected; obstetric 
assessment and plan is required. 

3.2. Admission 

3.2.1. After P-PROM has been confirmed, the woman should then be admitted to 
the ward and be reviewed by the On Call SHO or SAS doctor if not done 
so already.  

3.2.2. The woman will be admitted to the ward for at least 48 hours to be 
observed for signs and symptoms of chorioamnionitis, including 6 hourly 
Temperature, Pulse, Respiration and daily FHR (more often if indicated).  

3.2.3.  If gestation is less than 32/40, consider transfer to another obstetric unit 
after discussion with consultant paediatrician on-call.   

3.2.4. Prophylactic antibiotics: Erythromycin 250 mg orally 6 hourly (oral penicillin 
if sensitive to erythromycin) for a maximum of 10 days or until the woman 
is in established labour (whichever is sooner) following the diagnosis of 
PPROM. 

3.2.5. Antenatal corticosteroids: significantly reduce the risks of neonatal 
respiratory distress syndrome, intraventricular haemorrhage and 
necrotising enterocolitis. They should be offered to women with PPROM in 
(26+0 to 33+6) weeks gestation and considered in (24+0 to 25+6) and 
(34+0 to 35+6) weeks gestation.  

Two doses of betamethasone 12 mg IM 24 hours apart, OR two doses of 
dexamethasone 12 mg 24 hours apart.   

3.2.6. Visit to SCBU and discussion with neonatologist: Women with P-PROM 
should be given information about likelihood of the new-born in terms of 
the survival, immediate and long-term outcomes preferably by a senior 
paediatrician. Visit to neonatal unit should also be offered. 

3.3. Outpatient monitoring 

3.3.1. Outpatient management can be considered for cephalic presentation and 
after inpatient observation for 48-72 hours.   Based on the individual 
circumstances, subsequent management plan must be made by a 
consultant including documentation of clear description of arrangements 
for follow up visits.  
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3.3.2. Advise the patient of the signs and symptoms of chorioamnionitis 
(maternal pyrexia, tachycardia, uterine tenderness, offensive discharge 
and fetal tachycardia), including instruction on twice daily monitoring of 
temperature at home. 

3.3.3. Information should be given on when to seek medical advice: generally 
feeling unwell, febrile, change of nature of the liquor, uterine contractions, 
bleeding per vagina, reduced fetal movements.   

3.4. Follow up appointments   

3.4.1. Twice per week in day assessment unit and once every two weeks with 
consultant review in antenatal clinic.   

3.4.2. At these visits, to exclude intrauterine infection in women with PPROM, 
clinical assessment and further tests should be undertaken. 

1. Clinical examination: Temperature, pulse rate, respirations, uterine 
tenderness, vaginal discharge, CTG.  

2. Laboratory examination: weekly maternal full blood count and C-
reactive protein.  

3. Ultrasound: weekly for fetal wellbeing and liquor volume assessment.  

Weekly LVS is no longer recommended. 

3.4.3. If the results of the clinical assessment or any of the tests are not 
consistent with each other, continue to observe the woman and consider 
repeating the tests and do not use them in isolation. Seek a consultant 
opinion. 

3.5. Delivery 

3.5.1. Delivery should be considered from 34 weeks’ gestation particularly in 
women who are GBS carriers, although recent evidence has shown an 
increase need for neonatal care and ventilation without a reduction in 
sepsis. Consultant obstetrician must be involved in making decision with 
input from neonatal team.  

3.5.2. Where expectant management is considered beyond 34 weeks’ gestation, 
women should be counselled about the increased risk of intrapartum fever 
and need for maternal postnatal antibiotics.  Recent evidence has shown 
no increase in neonatal sepsis in women who chose expectant 
management, but it is advised that appropriate surveillance of maternal 
and fetal wellbeing is performed.    

3.5.3. Intrapartum Antibiotic Prophylaxis should be given once labour is 
confirmed or induced irrespective of GBS status. (See guideline 
“Prevention of Early Onset Neonatal Group B Streptococcal Infection”).  
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Benzyl penicillin 3g IV stat followed by 1.5gIV every 4 hours (OR)  
If allergic to Penicillin, Vancomycin 1g IV stat followed by 1g IV every 12 
hours    

  
3.5.4. In cases of maternal pyrexia (temp ≥37.5°C on 2 occasions two hour apart 

OR one temp of ≥38°C or suspected or confirmed maternal sepsis; follow 
Guideline ‘Maternal Sepsis’. 

3.5.5. Tocolytic agents: Tocolysis in women with PPROM is not recommended, 
because this treatment does not improve perinatal outcome. The decision 
to use tocolysis e.g. for transfer to another unit must therefore be the 
decision of the consultant for women with P-PROM. 

4. Monitoring Compliance with and the Effectiveness of the 
Guideline 

4.1. Any concern or non-compliance with this guideline that is identified 
through the investigation of clinical incidents, claims or complaints will be 
reviewed as per the Trust Policies regarding Incidents, Claims and 
Complaints, and may result in an audit and/or amendment to the guideline. 

5. References  

 Prevention of Early Onset Neonatal Group B Streptococcal disease, 
green top guidelines No.36, Royal College of Obstetricians and 
Gynaecologists: RCOG; September 2017   

 Preterm labour and birth: NICE, November 2015.  
 Neonatal infection: antibiotics for prevention and treatment. NICE; 

August 2012.  
 Management of preterm pre-labour rupture of membrane. Green-top 

guideline No.44: Royal College of Obstetricians and Gynaecologist; 
October 2010  

 Planned early birth versus expectant management for women with 
preterm pre-labour rupture of membranes prior to 37 weeks’ 
gestation for improving pregnancy outcome. Buchanan SL, Crowther 
CA, Levett KM, Middleton P, Morris J. Cochrane Database Syst rev 
2010; (3):CD004735    
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6. Associated Documentation  

 Maternal Sepsis guideline  
 Prevention of early onset neonatal Group B Streptococcal infection 

guideline  
 Management of Preterm labour guideline  
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APPENDIX A: KEYPOINTS OF THE GUIDELINE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Avoid digital vaginal examination unless there is a strong suspicion 
that the woman may be in labour. 

 
2. Do not perform Actim-PROM test in if labour becomes established in 

a woman reporting symptoms suggestive of P-PROM or after 12 hours 
of a presumed rupture has occurred 

 

3. If the results of the clinical assessment or any of the tests are not 
consistent with each other (ref: Chorioamnionitis), continue to 
observe the woman and consider repeating the tests and do not use 
them in isolation. Seek a consultant opinion. 

 

4. Delivery should be considered from 34 weeks’ gestation particularly 
in women who are GBS carriers. 

 

5. Intrapartum Antibiotic Prophylaxis should be given once labour is 
confirmed or induced irrespective of GBS status. 

Benzyl penicillin 3g IV stat followed by 1.5gIV every 4 hours (OR)  
If allergic to Penicillin, Vancomycin 1g IV stat followed by 1g IV every 

12 hours     
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APPENDIX B: FEATURES OF CHORIOAMNIONITIS 

 Features of Chorioamnionitis False- 
positive 

rate 

Predictive value 
for intrauterine 

infection 

Clinical Maternal pyrexia    
Maternal tachycardia    
Uterine tenderness    
Offensive vaginal discharge    
Fetal tachycardia on CTG   

 

3% High 

Biochemical 
 

Leucocytosis    
Raised C-reactive protein   

5-18% Low 

Microbiological Positive HVS 25% Low 

Ultrasound Abnormal biophysical profile 
score   Doppler velocimetry 
(Increased systolic/ diastolic 
ratio in umbilical artery)   

2-9% Limited value 

 


