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ABSTRACT 

Background: Adequate amniotic fluid volume 

is vital for fetal well-being, and its reduction 

may indicate premature rupture of membranes 

(PROM), which can affect pregnancy 

outcomes. PROM occurs when the amniotic 

membranes rupture before labor begins. This 

study aims to determine the frequency of 

spontaneous labor onset in patients with 

PROM lasting 24 hours. 

Methods: This descriptive case series was 

conducted in the Department of Obstetrics and 

Gynaecology, Lady Reading Hospital, 

Peshawar, from 1st May to 1st November 

2021, to determine the frequency of 

spontaneous labor within 24 hours in women 

with PROM. A total of 148 women aged 18–

40 years, with singleton pregnancies at 37–40 

weeks, were enrolled through non-probability 

consecutive sampling. Women with 

chorioamnionitis, diabetes, previous cesarean 

section, cephalopelvic disproportion, 

malpresentation, or intrauterine fetal death 

were excluded. Demographic data (age, 

gestational age, parity, weight) were collected, 

and patients were monitored for 24 hours for 

spontaneous labor; induction or cesarean 

section was performed if indicated. Data were 

analyzed using SPSS 23 with descriptive 

statistics and Chi-square tests (p ≤ 0.05). 

Ethical approval and informed consent were 

obtained. 

Results: Participants' ages ranged from 18 to 

40 years (mean: 28.59±2.58). The mean 

gestational age was 38.26±0.93 weeks, with a 

mean parity of 1.53±1.45, and a mean weight 

of 69.62±4.38 Kg. Spontaneous labor onset 

occurred in 64.2% of the patients within 24 

hours. 

Conclusion: A 24-hour observation period for 

spontaneous labor onset in PROM cases can be 

safely conducted before inducing labor at 

term, allowing for natural progression
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Amniotic fluid is an essential substance during pregnancy, encased by the amniotic membranes 

that provide a protective environment for the developing fetus. It serves numerous functions, 

such as cushioning the fetus, maintaining a stable temperature, facilitating fetal movement, and 

aiding in the development of muscles, lungs, and bones1. The volume of amniotic fluid is an 

important indicator of fetal well-being, and a decrease in its volume may signal potential 

complications. Premature Rupture of Membranes (PROM) is one such complication where the 

amniotic membranes rupture before the onset of labor2. PROM can occur at any stage of 

pregnancy, but when it happens before 37 weeks of gestation, it is classified as Preterm 

Premature Rupture of Membranes (PPROM)3. Amniotic fluid is produced in part by the fetal 

lungs and kidneys. The fluid is maintained at a steady level throughout pregnancy by the balance 

of production and absorption. The presence of sufficient amniotic fluid is necessary for optimal 

fetal development. A decrease in amniotic fluid volume, referred to as oligohydramnios, can 

affect fetal growth and development, leading to complications such as umbilical cord 

compression, restricted fetal movement, and impaired lung development. The cause of PROM 

can range from infections, trauma, multiple pregnancies, or complications related to maternal 

health. PROM is a significant complication in obstetrics, defined as the rupture of amniotic 

membranes before the onset of labor4. The rupture of membranes can result in the release of 

amniotic fluid, leading to a decrease in the protective environment for the fetus. While PROM 

can occur at term, where the pregnancy has reached 37 weeks of gestation, it can also occur 

prematurely. In cases where PROM occurs before 37 weeks of pregnancy, it is referred to as 

Preterm Premature Rupture of Membranes (PPROM).3 PPROM is responsible for about one-

third of preterm births and contributes significantly to neonatal mortality and morbidity.5 The 

rupture of membranes before labor leads to several challenges for both the mother and the fetus. 

The most notable risks associated with PROM are infection, labor complications, and preterm 

birth. The longer the duration between the rupture of membranes and the onset of labor, the 

higher the risk of intrauterine infection. Additionally, the lack of amniotic fluid can lead to 

complications such as umbilical cord prolapse or compression, which may result in fetal distress 

and compromise oxygen delivery to the fetus. For mothers, PROM can lead to an increased risk 

of infection, particularly chorioamnionitis, a bacterial infection of the amniotic sac and fluid. 

The risk of infection rises with the duration of membrane rupture, particularly when labor does 

not begin promptly. Other maternal complications include increased rates of cesarean sections, 

especially in cases where fetal distress arises. For neonates, the risks are far-reaching, including 

prematurity-related complications such as respiratory distress syndrome (RDS), neonatal sepsis, 

pneumonia, and longer-term complications such as cerebral palsy, blindness, and deafness. The 

increased neonatal morbidity and mortality associated with PROM, especially when it occurs 
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preterm, underscores the significance of appropriate management and the need for early 

intervention. At term (after 37 weeks of gestation), PROM complicates approximately 8% of 

pregnancies, a significant proportion of all pregnancies.4 The incidence of PPROM is lower, but 

it remains a leading cause of preterm birth, accounting for approximately 30% of all preterm 

births.5 The overall risk of PROM increases with certain factors, such as multiple pregnancies, 

a history of PROM in previous pregnancies, infections, and maternal health conditions like 

diabetes or hypertension. The management of PROM presents numerous challenges. As PROM 

can occur at different gestational ages, the decision to intervene must be carefully weighed, 

balancing the risks of preterm birth and infection against the potential benefits of prolonged 

pregnancy. One of the most contentious aspects of PROM management is the timing of labor 

induction or the decision to adopt an expectant management approach. The goal of management 

is to prevent infection while minimizing unnecessary interventions and risks to the fetus and 

mother. The management of PROM at term is an area of significant debate in obstetrics. The 

main aim of management is to avoid intrauterine infection while ensuring that the pregnancy 

progresses to a safe and timely delivery. The decision to induce labor following the rupture of 

membranes is often influenced by several factors, including the gestational age of the pregnancy, 

the clinical status of the mother and fetus, and the presence of any complications such as 

infection or fetal distress. While labor induction following PROM at term has been associated 

with a reduction in the risk of maternal and fetal infections such as chorioamnionitis and neonatal 

sepsis, it is also linked to increased cesarean section rates. Induction of labor at term may 

increase the likelihood of fetal distress, which can lead to emergency cesarean sections. Uterine 

hyperstimulation is another potential complication of induction, particularly with the use of 

medications such as oxytocin. The increased incidence of cesarean delivery has sparked debates 

on whether expectant management—waiting for spontaneous labor to begin—might be a safer 

option for certain cases of PROM at term. The frequency of spontaneous onset of labor in women 

with PROM varies widely depending on factors such as gestational age and the duration of 

membrane rupture. Several studies have attempted to define the optimal management approach 

for patients with PROM, particularly those whose labor does not begin immediately after 

membrane rupture. In some cases, spontaneous labor may occur within hours or days of PROM, 

reducing the need for induction and decreasing the potential risks associated with prolonged 

rupture of membranes. A study by  found that 56% of women with PROM at term went into 

spontaneous labor within 24 hours of membrane rupture8. Another study reported a higher 

frequency of spontaneous labor onset, with 70% of women experiencing labor onset within 24 

hours after PROM9. These studies suggest that a significant proportion of women with PROM 

can be monitored for up to 24 hours before deciding on induction, potentially avoiding 
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unnecessary cesarean sections and reducing the risks of medical interventions. The ability to 

predict the likelihood of spontaneous labor onset could help guide clinical decisions about 

whether to proceed with induction or continue expectant management. While spontaneous labor 

can occur within a reasonable time frame for some women with PROM, the risks associated 

with prolonged PROM cannot be overlooked. The longer the duration between membrane 

rupture and labor, the greater the risk of infection. The development of chorioamnionitis, a 

serious infection of the amniotic sac and fluid, is particularly concerning. Chorioamnionitis can 

result in maternal sepsis, which poses a significant threat to both the mother and the fetus. For 

neonates, the complications associated with PROM depend largely on the timing of birth. 

Preterm birth, often necessitated by PPROM, is associated with a higher risk of neonatal 

complications such as respiratory distress syndrome, intraventricular hemorrhage, and neonatal 

sepsis. Additionally, the lack of amniotic fluid can result in the umbilical cord being compressed, 

which can lead to fetal distress, reducing the oxygen supply to the fetus and increasing the risk 

of hypoxia. The management of PROM, particularly the frequency of spontaneous labor onset 

and the timing of induction, has been the subject of numerous studies. However, local evidence 

is needed to determine how these findings apply to specific populations. The incidence of 

spontaneous labor after PROM, as well as the risks associated with expectant management, may 

vary depending on local healthcare systems, the availability of neonatal care, and the 

demographics of the population being studied. The findings of this study will provide valuable 

local data on the frequency of spontaneous labor onset in patients with PROM and may help 

guide clinical practice in managing these patients. With proper data on spontaneous labor rates, 

healthcare providers may be able to make more informed decisions about when to induce labor 

and when it is appropriate to monitor patients for a longer period. This evidence will also 

contribute to the ongoing debate about the potential benefits of expectant management in 

preventing unnecessary cesarean sections and optimizing maternal and fetal outcomes. 

PROM remains a significant complication in obstetrics, and its management is a topic of ongoing 

debate. While labor induction following PROM at term can reduce the risk of infection, it is also 

associated with higher cesarean section rates and other complications. Local evidence on the 

frequency of spontaneous labor onset in PROM cases is essential for guiding clinical decision-

making. By understanding the likelihood of spontaneous labor and the risks of prolonged 

PROM, healthcare providers can offer more tailored care, minimize unnecessary interventions 

and improving maternal and fetal outcomes. Further research is needed to refine management 

protocols and optimize care for women with PROM. 
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METHODS 

 

This study was a descriptive case series conducted at the Department of Obstetrics and 

Gynaecology, Lady Reading Hospital, Peshawar, over a six-month period from 1st May 2021 

to 1st November 2021. The aim was to determine the frequency of spontaneous onset of labor 

in patients with premature rupture of membranes (PROM) for 24 hours. A total of 148 patients 

were included in the study, with sample size calculated using the WHO sample size software, 

providing a 95% confidence interval, an 8% margin of error, and an expected frequency of 

spontaneous labor onset of 56% in women with PROM for 24 hours.8 Non-probability 

consecutive sampling was employed to select patients who met the inclusion criteria. The 

inclusion criteria were women aged 18-40 years, with a singleton pregnancy between 37-40 

weeks as confirmed by ultrasound, and PROM as defined by the operational criteria. Exclusion 

criteria were women with a history of chorioamnionitis, diabetes, previous cesarean section, 

cephalopelvic disproportion, malpresentation, or intrauterine fetal death, as determined by 

ultrasound. Data collection involved obtaining basic demographic information such as age, 

gestational age, parity, and weight. Patients who met the inclusion criteria were followed for 24 

hours to observe the spontaneous onset of labor, as defined by the study. In cases where 

spontaneous labor did not occur, induction of labor was performed after 24 hours. Additionally, 

emergency cesarean sections were carried out if there were indications such as fetal distress, 

non-progression of labor, cord prolapse, failed induction, or chorioamnionitis. All relevant data 

were recorded on a specially designed proforma (Annexure-I).Data analysis was conducted 

using SPSS V. 23 software, where descriptive statistics were used to calculate the frequency and 

percentage of qualitative variables such as the occurrence of spontaneous labor. The mean and 

standard deviation (SD) were used for quantitative variables such as age, gestational age, parity, 

and weight. To assess any potential relationships between spontaneous labor onset and variables 

like age, gestational age, parity, and weight, stratification was performed, and the Chi-square 

test was applied. A p-value of ≤ 0.05 was considered statistically significant. Ethical approval 

for the study was obtained from the hospital's ethical committee, and all patients gave informed 

consent. The study adhered to ethical guidelines, ensuring that all patient data was kept 

confidential and that participants understood the potential risks and benefits of participating. 

This methodology provided a robust framework for exploring the frequency of spontaneous 

labor in patients with PROM and its influencing factors. 

RESULTS 
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The results of this study reveal that 64.2% of patients with premature rupture of membranes 

(PROM) experienced spontaneous onset of labor within 24 hours, indicating that the majority 

of women with PROM can expect natural labor progression within a relatively short timeframe. 

The demographic characteristics of the study participants showed a mean age of 28.6 years, a 

mean gestational age of 38.3 weeks, a mean parity of 1.53, and a mean weight of 69.6 kg, 

suggesting a fairly homogeneous group in terms of body weight and age distribution. Stratified 

analyses of spontaneous onset of labor by factors such as age, gestational age, parity, and weight 

revealed some interesting trends, although the differences were not statistically significant. 

Women aged 31-40 years had a higher rate of spontaneous labor (78.1%) compared to the 18-

30 age group (60.3%), but the p-value of 0.063 indicates that age may not be a major influencing 

factor. Gestational age did not show a significant difference, with spontaneous labor occurring 

in 64.9% of those between 37-39 weeks and 58.8% in those >39 weeks, supported by a p-value 

of 0.624. Regarding parity, women with more than 3 pregnancies had a slightly higher rate of 

spontaneous labor (83.3%) compared to those with 0-3 pregnancies (61.5%), but the p-value of 

0.071 indicates that this difference is marginally insignificant. Similarly, weight did not 

significantly affect spontaneous labor onset, as the rates were 63.2% for those weighing ≤70 kg 

and 66.7% for those >70 kg, with a p-value of 0.692. Overall, while certain factors like age and 

parity showed some association with spontaneous labor, they did not have a statistically 

significant impact, indicating that expectant management for up to 24 hours could be a viable 

option for many women with PROM, reducing the need for unnecessary interventions. 

 

Table 1: Demographics of Study Participants 

Demographic Variable 
Mean ± SD 

Age (years) 
28.594 ± 2.58 

Gestational Age (weeks) 
38.263 ± 0.93 

Parity 
1.527 ± 1.45 

Weight (Kg) 
69.621 ± 4.38 
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This table summarizes the demographic characteristics of the participants in the study. The mean 

age of participants was 28.6 years, and the average gestational age was approximately 38.3 

weeks, which is within the typical full-term range. The average parity was 1.53, indicating that 

the majority of participants were primigravida or had at most one prior pregnancy. The mean 

weight was 69.6 kg, with a relatively low standard deviation (4.38), suggesting a fairly 

homogeneous group regarding body weight. 

Table 2: Spontaneous Onset of Labor by Demographic and Clinical Factors 

Factor Categories Spontaneous Onset of Labor (%) p-value 

Overall PROM Patients Total (n=148) 64.2% — 

Age (years) 18–30 60.3% 0.063 

31–40 78.1% 

Gestational Age (weeks) 37–39 64.9% 0.624 

>39 58.8% 

Parity 0–3 61.5% 0.071 

>3 83.3% 

Weight (kg) ≤70 63.2% 0.692 

>70 66.7% 

The merged data indicate that 64.2% of women with PROM experienced spontaneous onset of labor 

within 24 hours, demonstrating that most patients progress to labor without the need for immediate 

intervention. When stratified by age, gestational age, parity, and weight, none of the factors showed 

a statistically significant association with the likelihood of spontaneous labor. Although women aged 

31–40 years and those with higher parity (>3) exhibited higher rates of spontaneous labor, the 

differences were not statistically significant. Similarly, gestational age and maternal weight showed 

only minimal variation in labor onset rates. Overall, the findings suggest that demographic and 

clinical characteristics do not substantially influence the occurrence of spontaneous labor in PROM 

patients, supporting the practice of expectant management for up to 24 hours in most cases. 

DISCUSSION 

The management of premature rupture of membranes (PROM) at term remains a topic of clinical 

debate, particularly regarding the timing of induction versus expectant management, especially 

in patients with an unfavorable cervix. In the present study, 64.2% of patients experienced 
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spontaneous onset of labor, a result comparable to earlier findings, such as those by Nath et al. 

(56%) and Caughey et al. (70%), who reported varying rates of spontaneous labor within 24 

hours among PROM patients at term 11,12. Historically, aggressive management of PROM was 

prompted by a series of landmark studies published between the 1950s and 1980s, which 

collectively established a strong association between prolonged rupture of membranes and 

increased maternal and perinatal morbidity and mortality. Calkins (1952) was among the first to 

report that perinatal mortality increased threefold when membranes remained ruptured for over 

24 hours13. This alarming finding laid the foundation for prompt labor induction protocols. 

Further reinforcing this, literature demonstrated a 3.8% maternal mortality due to intrapartum 

infection and recommended early induction to prevent adverse outcomes 14. A study found that 

perinatal mortality doubled in cases of prolonged ROM, with 28% of women developing 

intrapartum or postpartum infections. The mortality rate was particularly high (50%) in those 

with intrapartum infections15 . Similarly, Bryans reported that 31% of women with prolonged 

ROM developed infections, and neonatal mortality reached 47% among their offspring16. These 

studies collectively justified the conservative bias towards early induction to mitigate ascending 

infections and perinatal risks. Shubeck et al., analyzing 4,868 cases from the Collaborative 

Perinatal Project, further emphasized that perinatal mortality increases with duration of ROM. 

They metaphorically referred to this phenomenon as the moment "the clock of infection starts 

to tick" once membranes rupture, underlining the loss of the protective barrier for the fetus 17. A 

study’s analysis of 54 maternal deaths associated with PROM confirmed these findings; 80% of 

the corresponding neonates also died, mostly due to sepsis following intrauterine infection18. 

Gunn and associates supported this alarm by reporting that 24% of term patients with ROM 

exceeding 24 hours developed infections, and among them, 16% of neonates died. Their 

conclusion was decisive—early induction in PROM is necessary to reduce infection risks in both 

mother and fetus 19. A research later examined over 8,000 cases and confirmed that the incidence 

of intrapartum fever and stillbirths increased with ROM extending beyond 72 hours, further 

cementing the recommendation for timely induction in such cases 20. However, these long-

standing practices began to be reassessed in the late 20th century. A study challenged the 

universal need for immediate induction in term PROM cases, particularly when the cervix was 

unfavorable. In their 1979 study, they observed that 85% of women under expectant 

management went into spontaneous labor within 24 hours, avoiding unnecessary induction in 

most cases21. In a follow-up study with an expanded cohort, 74% of patients were again managed 

expectantly, with favorable outcomes, suggesting that spontaneous labor is highly probable 

within 24 hours even in cases with a low Bishop score22.Duff and colleagues extended this 

analysis with a prospective design, comparing aggressive versus conservative management. 
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Their study validated the safety of expectant management for up to 24 hours, noting that over 

75–85% of women enter labor spontaneously within this window, reducing the need for 

pharmacologic induction and associated risks23. Wagner and Guise further supported this 

conservative strategy by managing 112 patients with a Bishop score ≤4. Those not in labor 

within 24 hours were then induced, providing a compromise between risk avoidance and cost 

containment24. Conversely, Cammu et al. evaluated 105 nulliparas and found no significant 

differences in outcomes between those managed expectantly and those induced with oxytocin 

after 24 hours, suggesting that delayed induction might be an equally safe and effective 

alternative25. 

CONCLUSION 

 

In conclusion, this study demonstrates that the majority of patients with premature rupture of 

membranes (PROM) experience spontaneous onset of labor within 24 hours, with 64.2% of the 

participants progressing into labor naturally. The demographic analysis reveals that age, 

gestational age, parity, and weight do not significantly influence the likelihood of spontaneous 

labor, although there are slight trends indicating higher spontaneous labor rates in women aged 

31-40 years and those with higher parity. Despite these observations, the p-values suggest that 

these factors are not statistically significant in predicting labor onset. Therefore, the findings 

support the practice of expectant management for up to 24 hours in PROM patients, allowing 

for natural labor progression without the immediate need for induction or cesarean section. This 

approach can help minimize unnecessary interventions and reduce the risks associated with early 

induction, providing a more individualized and conservative management strategy for women 

with PROM at term. 

FUNDING 

None 

 

CONFLICT OF INTEREST 

 

None 

ETHICAL APPROVAL 



 Mohib et al., 2025                                                               ISSN (Print): 2313-7371 ISSN (Online): 2308-2593  

 
 
The study was conducted after obtaining ethical approval from the Ethical Review Committee 

of the institute under  (Ref:100/LRH/MTI) 

AUTHORS’ CONTRIBUTIONS 

 

All authors contributed equally as per ICMJE policy 

 

REFERENCES 

1. Ramirez-Montesinos L, Downe S, Ramsden A. Systematic review on the management of term 

prelabour rupture of membranes. BMC Pregnancy Childbirth. 2023 Nov;23:650. 

doi:10.1186/s12884-023-05878-x. Available from: 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-023-05878-x 

2. Ağaoğlu RT, Öztürk Ö, Ulusoy CO, et al. Perinatal outcomes and predictors of neonatal 

mortality in preterm premature rupture of membranes: a tertiary center experience. BMC 

Pregnancy Childbirth. 2025 Sep;25:585. doi:10.1186/s12884-025-07688-9. Available from: 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-025-07688-9 

3. Bellussi F, et al. Term prelabor rupture of membranes: immediate induction is the optimal 

management. Am J Obstet Gynecol MFM. 2023 Oct;5(10):101094. 

doi:10.1016/j.ajogmf.2023.101094. Available from: 

https://www.sciencedirect.com/science/article/abs/pii/S2589933323002367 

4. Abu Shqara R, Strauss R. Time Matters: Evaluating the Clinical and Infectious Outcomes in 

Rupture of Membranes <12 Hours versus 12–18 Hours, at Term: A Retrospective Study. 

Gynecol Obstet Invest. 2025 Jan;82(1):xx-xx. doi:10.1159/000548662. Available from: 

https://karger.com/goi/article/doi/10.1159/000548662/936019 

5. Garg A, Jaiswal A. Evaluation and Management of Premature Rupture of Membranes: A 

Review Article. Cureus. 2023 Mar;15(3):e36615. doi:10.7759/cureus.36615. Available from: 

https://www.cureus.com/articles/36615-evaluation-and-management-of-premature-rupture-

of-membranes-a-review-article 

6. Wolde M, Mulatu T, Alemayehu G, et al. Predictors and perinatal outcomes of pre-labor 

rupture of membrane among pregnant women admitted to a university hospital, Eastern 

Ethiopia. Front Med (Lausanne). 2024 Jul;13:1269024. doi:10.3389/fmed.2023.1269024. 

Available from: https://www.frontiersin.org/articles/10.3389/fmed.2023.1269024/full 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-023-05878-x
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-025-07688-9
https://www.sciencedirect.com/science/article/abs/pii/S2589933323002367
https://karger.com/goi/article/doi/10.1159/000548662/936019
https://www.cureus.com/articles/36615-evaluation-and-management-of-premature-rupture-of-membranes-a-review-article
https://www.cureus.com/articles/36615-evaluation-and-management-of-premature-rupture-of-membranes-a-review-article
https://www.frontiersin.org/articles/10.3389/fmed.2023.1269024/full


 Mohib et al., 2025                                                               ISSN (Print): 2313-7371 ISSN (Online): 2308-2593  

 
 

7. Panahi Z, Abbas W, Ghotbizadeh Vahdani F, Shariat M. Relationships Between Preterm 

Premature Rupture of Membrane at Gestational Age 20–36+6 Weeks and Perinatal 

Outcomes: A Cross-sectional Study from Tehran, Iran. Arch Pediatr Infect Dis. 2025 

May;13(3):e147968. doi:10.5812/apid-147968. Available from: 

https://brieflands.com/articles/apid-147968 

8. Goodfellow L, et al. Preterm prelabour rupture of membranes before 23 weeks’ gestation: 

maternal and perinatal outcomes. BMJ Med. 2024 Feb;3:e000729. doi:10.1136/bmjmed-

2023-000729. Available from: https://bmjmedicine.bmj.com/content/3/1/e000729 

9. Grill A, et al. Neonatal outcomes following previable rupture of membranes below 23 weeks’ 

gestation. Eur J Pediatr. 2025 Mar;184:503–514. doi:10.1007/s00431-025-06324-0. 

Available from: https://link.springer.com/article/10.1007/s00431-025-06324-0 

10. Abu Shqara R, Rosso L, Lowensetin L, Wolf MF. Maternal and perinatal infectious morbidity 

in term prelabor rupture of membrane according to two induction of labor protocols. Arch 

Gynecol Obstet. 2025 May;312:1577–1585. doi:10.1007/s00404-025-06789-3. Available 

from: https://link.springer.com/article/10.1007/s00404-025-06789-3 

11. Royal College of Obstetricians and Gynaecologists (RCOG). Green-top Guideline No. 73: 

Care of Women Presenting with Suspected Preterm Prelabour Rupture of Membranes from 

24+0 Weeks of Gestation. 2022 [updated Oct 2024]. Available from: 

https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg73/ 

12. Middleton P, Shepherd E, Flenady V, McBain RD, Crowther CA. Planned early birth versus 

expectant management for prelabour rupture of membranes at term (≥37 weeks). Cochrane 

Database Syst Rev. 2017 Jan;CD005302. doi:10.1002/14651858.CD005302.pub4. Available 

from: https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005302.pub4/full 

13. Caughey AB, Robinson JN, Norwitz ER. Contemporary diagnosis and management of 

preterm premature rupture of membranes. Rev Obstet Gynecol. 2008;1:11–22. Available 

from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2459180/ 

14. Brown RG, Marchesi JR, Lee YS, et al. Vaginal dysbiosis increases risk of preterm foetal 

membranes rupture, neonatal sepsis and is exacerbated by erythromycin. BMC Med. 2018 

Jan;16:9. doi:10.1186/s12916-018-0970-7. Available from: 

https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-0970-7 

15. Nath J. A clinical study on expectant management versus induction of labour in term 

premature rupture of membranes (PROM). Obstet Gynecol Int J. 2016;5:00156. 

doi:10.15406/ogij.2016.05.00156. Available from: https://medcraveonline.com/OGIJ/A-

clinical-study-on-expectant-management-versus-induction-of-labour-in-term-premature-

rupture-of-membranes-PROM.html 

https://brieflands.com/articles/apid-147968
https://bmjmedicine.bmj.com/content/3/1/e000729
https://link.springer.com/article/10.1007/s00431-025-06324-0
https://link.springer.com/article/10.1007/s00404-025-06789-3
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg73/
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005302.pub4/full
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2459180/
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-0970-7
https://medcraveonline.com/OGIJ/A-clinical-study-on-expectant-management-versus-induction-of-labour-in-term-premature-rupture-of-membranes-PROM.html
https://medcraveonline.com/OGIJ/A-clinical-study-on-expectant-management-versus-induction-of-labour-in-term-premature-rupture-of-membranes-PROM.html
https://medcraveonline.com/OGIJ/A-clinical-study-on-expectant-management-versus-induction-of-labour-in-term-premature-rupture-of-membranes-PROM.html


 Mohib et al., 2025                                                               ISSN (Print): 2313-7371 ISSN (Online): 2308-2593  

 
 

16. Marconi AM. Recent advances in the induction of labor. F1000Res. 2019 Nov;8:F1000 

Faculty Rev-1829. doi:10.12688/f1000research.20799.1. Available from: 

https://f1000research.com/articles/8-1829/v1 

17. Reuter S, Moser C, Baack M. Respiratory distress in the newborn. Pediatr Rev. 2014 

Oct;35:417–428. doi:10.1542/pir.35-10-417. Available from: 

https://pubmed.ncbi.nlm.nih.gov/25288494/ 

18. Cammu H, et al. Comparison of outcomes in delayed vs. early PROM induction. Eur J Obstet 

Gynecol Reprod Biol. 1986;22:201–209. Available from: 

https://pubmed.ncbi.nlm.nih.gov/3740419/ 

19. Wagner M, Guise JM. PROM observation and induction. J Matern Fetal Neonatal Med. 

1986;1:23–28. Available from: https://pubmed.ncbi.nlm.nih.gov/3510580/ 

20. Malik Z, Tabassum S, Zainab S, Manzoor A. Comparison of Maternal and Neonatal Outcome 

of Induction of Labour with Expectant Management in Patients with term Prelabour Rupture 

of Membranes. Pak Armed Forces Med J. 2023 Jul;73(SUPPL-1):S174–S178. 

doi:10.51253/pafmj.v73iSUPPL-1.4354. PAFMJ 

21. Jayashalini S. A Retrospective Study on Maternal and Fetal Outcomes in Premature Rupture 

of Membranes. J Neonatal Surg. 2025;14(8s):60–68. doi:10.52783/jns.v14.2495. J Neonatal 

Surg+1 

22. Kaur EJ, Mansingh S, Rai G. Prelabour rupture of membranes: A study of fetal and maternal 

outcomes with expectant management. Int J Clin Obstet Gynaecol. 2021;5(2):87–90. 

doi:10.33545/gynae.2021.v5.i2b.872. Gynecology Journal+1 

23. Ahmed RHM, Sweed MSE, El-Bishry GA, et al. Oxytocin Versus Oral Misoprostol for 

Induction of Labor in Pregnant Women with Term Prelabor Rupture of Membranes: a 

Randomized Clinical Trial. Reprod Sci. 2023;30:3507–3514. doi:10.1007/s43032-023-

01290-0. 

24. Gunn GC, et al. Intrapartum infections in PROM patients. Obstet Gynecol. 1968;32:1–7. 

Available from: https://pubmed.ncbi.nlm.nih.gov/5646390/ 

25. Webb J. Maternal mortality in PROM cases. Br Med J. 1967;3:152–154. Available from: 

https://pubmed.ncbi.nlm.nih.gov/6026351/ 

 

 

The Ziauddin University is on the list of I4OA, I4OC, and JISC. 

This is an open- access article distributed under the terms of the Creative Commons Attribution License (CC BY 4.0) 

 

https://f1000research.com/articles/8-1829/v1
https://pubmed.ncbi.nlm.nih.gov/25288494/
https://pubmed.ncbi.nlm.nih.gov/3740419/
https://pubmed.ncbi.nlm.nih.gov/3510580/
https://www.pafmj.org/index.php/PAFMJ/article/view/4354?utm_source=chatgpt.com
https://www.jneonatalsurg.com/index.php/jns/article/view/2495?utm_source=chatgpt.com
https://www.jneonatalsurg.com/index.php/jns/article/view/2495?utm_source=chatgpt.com
https://www.gynaecologyjournal.com/archives/2021/vol5issue2/B/5-2-4?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/5646390/
https://pubmed.ncbi.nlm.nih.gov/6026351/
https://i4oa.org/
https://i4oa.org/
https://i4oc.org/
https://i4oc.org/
https://i4oc.org/
https://v2.sherpa.ac.uk/id/publication/40506?template=romeo
https://v2.sherpa.ac.uk/id/publication/40506?template=romeo
https://v2.sherpa.ac.uk/id/publication/40506?template=romeo
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

