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ABSTRACT

Objective: To determine the management of patients
of membranes.

Methods: Synthesis of the literature from the PubMed and Cochrane databases and the recom-
mendations of French and foreign societies and colleges.

Results: Term prelabor rupture of membranes is considered a physiological process until 12h
have passed since rupture (professional consensus). In cases of expectant management and
with a low rate of antibiotic prophylaxis, home care may be associated with an increase in neo-
natal infections (LE3), compared with hospitalization, especially for women with group B strepto-
coccus (GBS) colonization (LE3). Home care is therefore not recommended (grade C). In the
absence of spontaneous labor within 12h of rupture, antibiotic prophylaxis may reduce the risk
of maternal intrauterine infection but not of neonatal infection (LE3). Its use after 12 h of rupture

with term prelabor rupture
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in term prelabor rupture of the membranes is therefore recommended (grade C). When anti-
biotic prophylaxis is indicated, intravenous beta-lactams are recommended (grade C). Induction
of labor with oxytocin (LE1), prostaglandin E2 (LE1), or misoprostol (LE1) is associated with
shorter rupture-to-delivery intervals than expectant management; immediate induction is not,
however, associated with lower rates of neonatal infection (LE1), even among women with a
positive GBS vaginal swab (LE2). Thus, expectant management can be offered without increasing
the risk of neonatal infection (grade B). Induction of labor is not associated with either an
increase or decrease in the cesarean rate (LE2), regardless of parity (LE2) or Bishop score at
admission (LE3). Induction can thus be proposed without increasing the risk of cesarean delivery
(grade B). No induction method (oxytocin, dinoprostone, misoprostol, or Foley catheter) has
demonstrated superiority over any another method for reducing rates of intrauterine or neo-
natal infection or of cesarean delivery or for shortening the rupture-to-delivery intervals, regard-
less of parity or the Bishop score.

Conclusion: Term prelabor rupture of membranes is a frequent event. A 12-hour interval with-
out onset of spontaneous labor was chosen to differentiate a physiological condition from a
potentially unsafe situation that justifies antibiotic prophylaxis. Expectant management or induc-
tion of labor can each be proposed, even in case of positive screening for group streptococcus.
The decision should depend on the woman’s wishes and maternity unit organization (profes-
sional consensus).

1. Introduction and methods .
put to the experts, to choose them, follow their work,

and draft the resulting synthesis of recommendations
[1]. The experts analyzed the scientific literature on
the subject to answer the questions raised. A literature

The sponsor (the French College of Gynecologists and
Obstetricians — CNGOF) appointed a steering commit-
tee (Appendix A) to define the exact questions to be
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review identified the relevant articles through mid-
2014 by searching the MEDLINE database and the
Cochrane Library. The search was restricted to articles
published in English and French [2,3]. Priority was
given to articles reporting results of original research,
although review articles and commentaries were also
consulted. Guidelines published by organizations or
institutions such as the American College of
Obstetricians and Gynecologists (ACOG) [4], the
National Institute for Health and Care Excellence
(NICE) [5], le Royal Australian and New Zealand
College  of Obstetricians and  Gynaecologists
(RANZCOG) [6], the Society of Obstetricians and
Gynaecologists of Canada (SOGC) [7] were reviewed,
as well as previous guidelines published by the
CNGOF. Additional studies were located by reviewing
bibliographies of identified articles. For each question,
each overview of validated scientific data was
assigned a level of evidence based on the quality of
its data, in accordance with the framework defined by
the HAS (French Authority for Health) [3], summar-
ized below.

1.1. Quality of evidence assessment

LE1: very powerful randomized comparative trials,
meta-analysis of randomized comparative trials;

LE2: not very powerful randomized trial, well-run non-
randomized comparative studies, cohort studies;

LE3: case-control studies;

LE4: non-randomized comparative studies with large
biases, retrospective studies, cross-sectional studies,
and case series.

A synthesis of recommendations was drafted by the
organizing committee based on the replies given by
the expert authors. Each recommendation for practice
was allocated a grade, defined by the HAS as follows.

1.2. Classification of recommendations

Grade A: recommendations are based on good and
consistent scientific evidence;

Grade B: recommendations are based on limited or
inconsistent scientific evidence;

Grade C: recommendations are based primarily on
consensus and expert opinion.

1.2.1. Professional consensus
In the absence of any conclusive scientific evidence,
some practices have nevertheless been recommended
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on the basis of agreement between the members of
the working group (professional consensus).

All texts were reviewed by persons not involved in
the work, i.e. practitioners in the various specialties
(Appendix A) concerned and working in different sit-
uations (public, private, university, or non-university
establishments). Once the review was completed,
changes were made, if appropriate, considering the
assessment of the quality of the evidence.

2, Epidemiology: definition, frequency, risk
factors, and complications of term prelabor
rupture of membranes

The issue in ruptures of membranes at term is to dis-
tinguish the women in labor from the women for
whom these ruptures persist without labor - defined
as term prelabor rupture of membranes [8]. That is,
among these ruptures of membranes at term, some
women will go into labor spontaneously within a vari-
able period of time. Others will not present any clinic-
ally evident uterine contractions associated with
cervical modifications. These two situations present
potentially different prognoses concerning maternal--
fetal infection.

According to unpublished data from the 2016
French National Perinatal Survey, term rupture of
membranes occurs before admission to the labor
room in 26.5% of women with singleton pregnancies,
although it is not always possible to determine pre-
cisely if this rupture of membranes is actually prelabor
(LE3). The literature reports a frequency of term prela-
bor rupture of membranes around 6-22% of singleton
pregnancies (LE3). In the 2016 National Survey, term
prelabor rupture of membranes was not followed by
labor within 12h for 35.6% of the women with term
rupture of membranes and for 8.9% of all singleton
pregnancies (LE3). Term prelabor rupture of mem-
branes may be associated with the risk of fever before
(LE3), during (LE3), and after labor (LE3), as well as of
intrauterine and neonatal infection (LE3). The fre-
quency of these complications in settings that use
routine antibiotic prophylaxis is unknown. The expert
advisory group chose an interval of 12 h without entry
into spontaneous labor to differentiate a physiological
situation from a potentially at-risk situation that could
justify medical intervention (professional consensus).
The risk factors for term prelabor rupture of the mem-
branes are a history of term prelabor membrane rup-
ture (LE3), nulliparity (LE3), uterine contractions
requiring treatment (LE3), and first-trimester vaginal
bleeding (LE3).
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3. Initial management

When expectant management has been decided with
women with term prelabor rupture of membranes,
management at home in settings with a low rate of
antibiotic prophylaxis may be associated with a higher
risk of infection than hospitalization (LE3), especially if
group B streptococcus (GBS) colonization exists (LE3)
[9]. Management at home is therefore not recom-
mended (grade C). In woman with term prelabor rup-
ture of membranes, it is recommended to look for
clinical signs of intrauterine infection (professional
consensus) and to limit the number of digital cervical
examinations before and during labor (grade C). White
blood cell counts and plasma C-reactive protein (CRP)
concentrations perform poorly in predicting neonatal
infection (LE3). Insufficient data exist to justify recom-
mending either of these tests for the diagnosis of
term prelabor rupture of membranes (professional
consensus). Nonetheless, should these markers be
used, CRP must be preferred because of its excellent
negative predictive values (grade C).

The French authority for health recommends rou-
tine screening for GBS carriage by a vaginal sample
around the end of pregnancy - between 34 and
38 weeks of gestation [10]. If it has been performed,
and regardless of its result, it is recommended that it
not be at the time of the rupture (professional consen-
sus). If a vaginal sample was not tested between 34
and 38 weeks of gestation, this testing is recom-
mended at admission (grade C). An ultrasound at
admission to assess the quantity of amniotic fluid is
not recommended (professional consensus). An ana-
lysis of fetal heart rate is recommended at admission
for term prelabor rupture of membranes (professional
consensus). The benefit of antibiotic prophylaxis for
women with term prelabor rupture of membranes for
reducing the risk of neonatal infection has not been
demonstrated (LE2). Its value has not been shown in
cases of immediate induction but it may reduce the
rate of intrauterine infection when expectant manage-
ment exceeds 12h (LE3). In cases of term prelabor
rupture of membranes that do exceed 12h, it is rec-
ommended that a beta-lactam be administered as
first-line treatment (grade C), either intravenously or
intramuscularly (grade C) because these are the only
routes of administration that have been assessed in
randomized trials (LE3).

4. Induction of labor: when and how?

Two options are available in cases of term prelabor
rupture of the membranes: an interventionist attitude
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with immediate induction of labor or an expectant
attitude until entry into spontaneous labor [11,12].
The objective of induction of labor would be to
reduce the risk of intrauterine infection and of the
maternal and neonatal morbidity that may be associ-
ated with it. Expectant management would aim to
reduce the risk of cesarean delivery and to limit the
iatrogenic infection potentially associated with
unnecessary medical intervention.

Induction makes it possible to shorten the interval
between rupture of membranes and delivery, com-
pared with expectant monitoring, when it is per-
formed by oxytocin (LE2), E2 prostaglandin (LE2), or
misoprostol (LE2). The existing studies concerning the
Cook balloon® (LE2), the Foley catheter® (LE2), osmotic
dilators (LE2), and acupuncture (LE2) are limited and
do not show a reduction in the rupture-to-deliv-
ery interval.

The only study to use a robust method to compare
the benefit and risks of a policy of induction versus
expectant management was the TERM PROM study
[13]. Nonetheless, this trial, performed more than
20 years ago, has as its principal defects that the
women’s GBS status was unknown at the moment of
delivery and that the antibiotic prophylaxis rate was
low (12%). TERM PROM did not find that immediate
induction of labor, compared with expectant manage-
ment, was associated with a reduction in neonatal
infection (LE1), regardless of the women'’s GBS status
(LE2). Induction was not associated with higher or
lower cesarean rates than expectant management
(LE2), regardless of parity (LE2), or the Bishop score
(LE3). Induction by oxytocin (LE2), rather than by pros-
taglandins (LE2), was associated with lower risks of
intrauterine infection and postpartum fever than
expectant management.

In cases of term prelabor rupture of membranes,
expectant management can be offered without
increasing the risk of neonatal infection (grade B),
even when GBS screening has been positive (profes-
sional consensus), and induction can be proposed
without increasing the risk of a cesarean (grade B).
The timing of induction will depend principally on the
organization of care at the maternity unit and on the
woman'’s preference after she has been informed of
the risks and benefit of these two potential strategies
(professional consensus). In the case of meconium or
rupture of the membranes >4 days, induction of labor
is recommended (professional consensus).

The randomized trials, mostly of small size, that
specifically compared the different methods of induc-
tion (oxytocin, dinoprostone, misoprostol, and Foley
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catheter) have not shown the superiority of one strat-
egy compared with another for reducing any of the
rates of intrauterine or neonatal infections or cesarean
deliveries or for shortening the induction-to-delivery
interval, regardless of the Bishop score or parity. All
these methods can therefore be used (professional
consensus). Nonetheless these data are insufficient to
rule out an excess risk of infection associated with use
of the Foley catheter.

5. Conclusion

In cases of term prelabor rupture of the membranes,
home management is not recommended (grade C). At
12h after the rupture, it is recommended that anti-
biotic prophylaxis (grade C) be prescribed with B-lac-
tams as the first-line treatment (grade C). After term
prelabor rupture of membranes, expectant manage-
ment or induction of labor can be proposed, even if
screening for GBS is positive. This choice depends on
the woman's preference and the organization of care
at the maternity unit (professional consensus).
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