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[bookmark: _Toc217480501]Guideline statement 
Background
The fetal membranes consist of the amnion (inner layer), and chorion (outer layer). These layers are connected by an extra-cellular matrix made up by various collagen types and provide mechanical and immunologic protection for the developing fetus.14,15
Rupture of these membranes is commonly referred to as ‘waters breaking’, this usually occurs just before or during labour. Prelabour rupture of membranes (PROM) is where the fetal membranes rupture before onset of labour, this can occur at term (equal to or greater than 37+0 weeks gestation) or preterm (less than 37+0 weeks gestation). The incidence of PROM is approximately 8 percent at term, 3 percent at preterm, and less than1 percent with extreme prematurity (less than 28 weeks’ gestation)1,2,3,6,7,11,12,13, 17.
Key Objective
To outline the management of PROM in the following clinical circumstances:
Gestations Before 23 weeks
Extreme prematurity (less than 28 weeks)
Preterm gestations (28+0-36+6 weeks)
Term gestations (equal to or greater than 37 weeks)
This guideline should be utilised in conjunction with: 
Preterm Labour guideline
Early Onset Group B Streptococcus Disease (EOGBSD) procedure
The terms ‘woman’ and ‘maternal’ are used throughout this guideline to refer to the person who is pregnant and gives birth. Developers of this guideline acknowledge diverse gender identities, and that not all individuals who become pregnant and give birth identify as a woman. Clinicians should consider the needs of people who do not identify as a woman and provide care that is respectful of these needs18
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This document applies to the following Canberra Health Services Network inpatient facilities:
Canberra Hospital
Centenary Hospital for Women and Children (CHWC)
North Canberra Hospital (NCH)
This document applies to the following CHS staff working within their scope of practice:
Medical officers
Registered midwives and nurses
Students under direct supervision
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Background
Preterm Prelabour Rupture of Membranes (PPROM) complicates up to 3 percent of pregnancies; it is responsible for or associated with approximately one-third of preterm births. PPROM can lead to signiﬁcant neonatal morbidity and mortality, primarily from perinatal infection, prematurity and associated complications such as intraventricular haemorrhage (IVH), bronchopulmonary dysplasia (BPD), necrotising enterocolitis (NEC) and neurodevelopmental delay 4,13,14,16
The exact pathophysiology of spontaneous PPROM remains incompletely understood. Current evidence suggests that it most likely secondary to an inflammatory response triggered by one or more of the following:
Intrauterine infection
Decidual haemorrhage, particularly in the context of antepartum haemorrhage (APH)
Mechanical stress, such as that associated with:
· Polyhydramnios
· Multifetal gestation
PPROM may also occur secondary to procedures that compromise the integrity of the fetal membranes, such as amniocentesis and cervical cerclage13,14,15,17
Most women who experience PPROM will birth spontaneously within one week of membrane rupture. If PPROM occurs less than 24 weeks gestation, the latency period before birth is generally longer than if occurring closer to term 4,13,14,39
Research has indicated that median latency to birth is: 
22 days for gestations equal to or less than 23+6 weeks 
11 days for gestations between 24 to 27+6 weeks 
16 days for gestations between 28 -32 weeks 
Risk Factors1,4,13,16
Identifiable risk factors are like those for preterm labour; however, it should be noted that many women who experience PPROM have no obvious risk factors. Risk factors include:
Previous PPROM or preterm birth
Multiple Pregnancy
Genital Tract Infection
Antepartum haemorrhage (APH)
Invasive uterine procedures (for example amniocentesis, cordocentesis, chorionic villus sampling, cervical cerclage).
Cigarette smoking
BMI less than18kg/m2 and BMI greater than 30kg/m2 
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Background Information1,2,5
Rupture of membranes before 23 weeks is a rare complication affecting less than 1 percent of all pregnancies. It is a challenging complication to manage given the substantial risk of maternal morbidity and mortality, with no guarantee of neonatal outcome.
Approach to pregnancy management 1,2,4,6,38
Management options include expectant management and abortion care. There is no current universally accepted approach to managing neonates born at very early gestations and decision-making presents clinical and ethical challenges. 
Counselling should cover the risks and benefits of expectant management versus abortion care. It is important to be clear that expectant management carries a higher risk of maternal morbidity and include possible risks to the mother in the current and future pregnancies, and realistic information on likely outcomes for the neonate. Information should be provided in a manner that is easily understood, evidence-based, and delivered with respect for individual personal, cultural, and religious values. 
Borderline of variability 
Pregnancy counselling should be led by senior obstetric and neonatal specialists. This ensures that families receive accurate information related to both maternal outcome, and the risk of death or severe disability for an extremely premature neonate.  
Figure 1 outlines a decision-making continuum (related to gestational age and maternal or fetal risk factors). This tool can be used by the treating team to provide information for ongoing pregnancy management and neonatal care. Recommendations will vary depending on family values and individual risk factors for the baby.
 Refer to the following CHS Guideline Neonatal Death, Bereavement, Palliative Care and Borderline of Viability, Section 3- Borderline of Viability for further information. 
Counselling Points 1,2,6,7,27,39
Data on maternal and neonatal outcomes (following expectant management of PPROM less than 23 weeks) is limited, as most individuals opt for abortion care. This guideline references the 2021 United Kingdom Obstetric Surveillance System (UKOSS) study on PPROM between 16+0 and 22+6 (‘weeks+days') gestation. This study included 326 singleton & 38 multiple pregnancies. 
Clinicians should note that while the UKOSS data is internationally referenced, its applicability to counselling is limited by the small number of individuals with PPROM less than 23 weeks who choose expectant management. This restricts available outcome data and limits assessment of risks and benefits in this gestational window.
Figure 1. Assessment tool- Borderline Variability	
[image: A screenshot of an assessment tool to determine borderline viability. it contains assessment of gestational age, presence of non-modifiable risk factors, and modifiable risk factors
]
Source: CHS Guideline. Neonatal Death, Bereavement, Palliative Care and Borderline of Viability (2024).
Maternal Morbidity related to PPROM less than23weeks 
Sepsis (14 percent)  
Surgical removal of placenta (20 percent)  
If caesarean section, there is a greater than 50 percent risk for a classical incision   
Postpartum haemorrhage requiring blood transfusion
Intensive Care Unit (ICU) admission
Death (0.5 percent) 
Where expectant management was chosen:
Maternal morbidity occurred in 60 percent of cases.
Includes serious complications such as sepsis, need for blood transfusion, and ICU admission.
These morbidities are 2.6 times more likely compared to termination of pregnancy.
Where abortion care was chosen:
Maternal morbidity occurs in 33 percent of cases
Median latency period to birth - expectant management 39
Median latency for PPROM less than23 weeks (approximately 13 days) 
27 percent within 72 hours
39 percent within 7 days 
60 to 70 percent within 14 days 
39 percent of women birthed within 7 days (2 in 5 women)
Pregnancy outcomes for singleton birth
44 percent had a livebirth 
18 percent of babies left hospital without severe medical conditions 
Neonatal Morbidity
The time interval between membrane rupture and delivery, gestational age at the time of birth and volume of residual amniotic fluid are important factors for immediate survival and improved long-term morbidity. Neonatal morbidity associated with very early PPROM can include:
neonatal death
pulmonary hypoplasia
PPHN – pulmonary hypertension of the newborn
chronic lung disease (with long term oxygen dependency)
musculoskeletal abnormalities
intraventricular haemorrhage (IVH)
necrotising enterocolitis (NEC)
long-term neurological disability
[bookmark: _Hlk206775046]Assessment and ongoing care 
Diagnosis and Initial Investigations is as per Sections 3 and 5
Ongoing care (decision for resuscitation, medication, mode of delivery) should be individualised for each case and involve input from Neonatal and Obstetric/ MFM consultants
A period of inpatient observation is advised, approximately 39 percent of patients birth in the first 7 days after rupture. Recommend at least 72 hours to assess for signs of labour, infection or abruption.
If birth does not occur before 23 weeks, the woman should be offered in patient care in the 23 week for antibiotic prophylaxis and latency care as per sections 5 and 6.
Administration of antenatal corticosteroids in the 22 week is reasonable if delivery in the 23 week is anticipated and neonatal intervention is chosen (after consultation with maternal-fetal medicine and neonatology specialists)
Outpatient management should be led by the Maternal Fetal Medicine Unit
Additional psychosocial support should be offered to the woman and her family
Rationale latency medications 1,2,3,6,7
Prophylactic Antibiotics 
There is insufficient data to confirm the benefit, or harm of prophylactic antibiotics before 22 weeks, especially in previable gestations. 
Tocolytics 
Tocolytics are not recommended as per Section 6 optimising perinatal outcomes  
Antenatal Corticosteroid 
[bookmark: _Hlk204087388]If resuscitation at 23+0 weeks is the parental wish, after joint obstetric and neonatal counselling, a steroid course can be administered from 22+5 weeks onwards  
Special Considerations 
Infection Screening
Pregnancies complicated by PPROM before 23 weeks’ gestation, or with a cervical cerclage in situ are at significantly increased risk for chorioamnionitis. These pregnancies require heightened surveillance and specialist pregnancy care to monitor for signs of infection. 
Multiple Pregnancies
Evidence regarding neonatal outcomes and best management for early PPROM in multiple pregnancies is limited. Data from the UKOSS study (23 dichorionic diamniotic (DCDA) twins and 10 monochorionic diamniotic (MCDA) twins) demonstrated 
20 percent rate of survival to discharge for both twins
single twin survival in further 17 percent of pregnancies
There was no evidence available for pregnancy outcomes where there is single twin PPROM with preserved amniotic fluid in the sac
Back to Contents
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Diagnosis of PPROM 4,13,16  
Diagnosis of PPROM can be made on characteristic maternal history and visualisation of amniotic fluid in the vaginal on sterile speculum assessment. If there is uncertainty about the membrane status during speculum assessment, point- of care test should be utilised to assist diagnosis, CHS utilises Amnisure®.
Note: Direct observation of amniotic fluid leaking from the cervical os and pooling in the vagina is diagnostic of PPROM, where pooling is observed, do not perform Amnisure®. Digital vaginal examination should NOT be performed routinely
Diagnostic Assessments
Sterile speculum examination
Allows for visual assessment of the cervix (length, dilation and confirms diagnosis of PPROM), excludes cord prolapse
Supports collection of high and low vaginal/peri-anal swab
Alert: Ensure appropriate DHR order is associated with vaginal swab collection
Genital Swab MCS - PPROM /PROM/TPL/labour WITHOUT sepsis
Ensure penicillin-allergies or sensitivities are documented
Complete RECENT TRAVEL HISTORY for multi resistant gram negative (MRGN) organisms  
Ultrasound 1,13,16
Ultrasound examination showing markedly reduced liquor, in the presence of normal fetal kidneys and the absence of FGR is highly suggestive of PROM, however normal liquor volume does not exclude the diagnosis.
Bedside scan should be utilised to assess, fetal presentation, fetal movement and measure amniotic fluid volume- Deepest Vertical Pocket (DVP), Amniotic fluid index (AFI)
Oligohydramnios (DVP less than 2 cm or AFI less than5cm) is presumptive evidence of PPROM (in the absence of another obvious cause such as fetal urinary tract obstruction)
If the DVP/AFI is low normal or normal, perform Amnisure® to confirm or exclude the diagnosis of PROM
If DVP greater than8cm this almost always excludes the diagnosis of PPROM 
Back to Contents
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Chorioamnionitis is an infectious and/or inflammatory condition that affects the fetal membranes, amniotic fluid, umbilical cord, fetus, and decidua. It plays a significant role in puerperal infection, neonatal infection and preterm birth. Chorioamnionitis is associated with approximately 25 percent of preterm births, the highest incidence occurring in before 30 weeks gestation23,28,34.
Clinical Indicators Chorioamnionitis
Current evidence does not support the use of maternal plasma biomarkers as primary diagnostic tools for chorioamnionitis. Despite their widespread clinical use, markers such as white blood cell count (WCC), C-reactive protein (CRP) demonstrate poor sensitivity and specificity. These biomarkers often reflect systemic inflammation rather than intrauterine pathology and may only become elevated after fetal injury has occurred. Therefore, their diagnostic utility is limited, and caution should be exercised when interpreting these results in the context of suspected chorioamnionitis23,28
Clinical indicators for chorioamnionitis include maternal fever (greater than 37.6ºC on 2 x occasions 30 minutes apart, or a single episode greater than 38ºC ) that is not attributable to another cause along with two or more of the following conditions:
maternal tachycardia (heart rate greater than 100 beats/min)
uterine tenderness
maternal leucocytosis (WBC count greater than15,000/mm in the absence of corticosteroids), 
purulent or malodorous cervical drainage 
fetal tachycardia (heart rate greater than 160 beats/min) 
Infection Surveillance 
[bookmark: _Hlk204715304]Recent research indicates neurological injury/cerebral palsy may occur during an inflammatory response to infection. This occurs prior to development of clinical signs and maternal serum response to infection. This highlights the importance of close surveillance for early detection, and timely management of infection23,24.  See Table 1 for sensitivity and specificity of clinical signs/symptoms and serum markers related to diagnosis of chorioamnionitis.
Sensitivity and specificity of clinical criteria- infection chorioamnionitis23
	Clinical Sign/Symptom Chorioamnionitis
	Sensitivity Infection  
	Specificity Infection  

	Maternal fever (temperature > 37.8ºC )
	42% 
	86.5%

	Maternal tachycardia (heart rate > 100 beats/min) 
	88%
	5%

	Uterine tenderness 
	12%
	95%

	Malodorous amniotic fluid/vaginal discharge
	8%
	95%

	Fetal tachycardia (heart rate > 160 beats/min)
	80%
	30%

	Maternal leucocytosis (leukocyte count > 15,000 cells/mm)
	76%
	30%

	Any three or more of above criteria
	56%
	55%


Immediate Care Chorioamnionitis
Note: Review genital swab sensitivities and travel history before commencing antibiotics for chorioamnionitis. Antimicrobial choice is guided by GBS susceptibilities and Recent travel history. 
Where chorioamnionitis is suspected, escalate urgent review by senior medical staff 
Most women with clinical chorioamnionitis are not septic. Sepsis should be suspected in patients who meet modified obstetric early warning system criteria. Refer to CHS Sepsis guideline Attachment B Maternal Sepsis Clinical Support Tool.
Complete baseline observations, temperature, pulse and blood pressure (BP), respirations, oxygen saturation and fetal heart rate - CTG as per gestation
Collect Blood Cultures, Group and Hold, Full Blood Count, C-reactive protein, where sepsis is suspected include Lactate
Perform/repeat surveillance screening 
· High and low vaginal swabs for microscopy and culture
· Urinalysis and mid-stream urine (MSU) microscopy and culture 
Initiate antimicrobial treatment (within 60 mins) as per Table 2 - Therapeutic Guidelines. Perinatal Infections- Intra-amniotic infection
 Prioritise birth once stable 
Antimicrobial Treatment Intraamniotic Infection (Chorioamnionitis)33
	Allergy status
	Antimicrobial agent

	No Penicillin Allergy 
	· Ampicillin/amoxicillin 2 grams intravenously every 6 hours 
· Gentamicin 4 to 7 mg/kg (current weight) single intravenous dose 
· Metronidazole 500 mg intravenously every 12 hours

	Non- severe penicillin allergy- low risk for anaphylaxis
	Replace Ampicillin with Cefazolin 2 grams intravenously every 8 hours

	Severe penicillin allergy- GBS isolate susceptible to Clindamycin
	Replace Ampicillin with Clindamycin 600 milligrams intravenously every 8 hours

	Severe penicillin allergy- GBS isolate unknown/not susceptible to Clindamycin
	Replace Ampicillin with Vancomycin 
· Creatinine clearance more than 60 mL/min: 15 mg/kg (actual body weight), rounded up to the nearest 125 mg, up to 2 g, 12-hourly.
· Creatinine clearance 20 to 60 mL/min: 7.5 mg/kg (actual body weight), rounded up to the nearest 125 mg, up to 1 g, 12-hourly.
Creatinine Clearance less than 20 mL/min: 15 mg/kg (actual body weight), rounded up to the nearest 125 mg, up to 2 g, as a single dose

	Where relevant travel history exists
	Replace Gentamicin with Amikacin
The dose is calculated using lean body weight. For patients without septic shock and not requiring intensive care support, the dose depends on their creatinine clearance:
· Creatinine Clearance more than 60 mL/min: 30 mg/kg up to 2.5 g
· Creatinine Clearance 40 to 60 mL/min: 20 mg/kg up to 1.625 g
· Creatinine Clearance less than 40 mL/min: 15 mg/kg up to 1.25 g.
For patients with septic shock or requiring intensive care support, a dose of 30 mg/kg is used regardless of kidney function.


Chorioamnionitis at Term20,23,28,37 
At term, chorioamnionitis affects approximately 1 percent to 6 percent of births. It is more likely to occur when certain risk factors are present, including:
Prolonged rupture of membranes (more than 24 hours)
Use of an intracervical balloon catheter
Presence of genital tract infections, such as Group B Streptococcus (GBS)
Prolonged first or second stage of labour
Use of internal fetal monitoring, such as a fetal scalp electrode
Meconium-stained amniotic fluid
History of chorioamnionitis in a previous pregnancy
More than 3 vaginal examinations during labour have a 1.7 times higher risk of developing chorioamnionitis
Back to Contents
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Initial Investigations10,13,16
[bookmark: _Hlk205319542]Infection screening should combine clinical assessment with select investigations. Results should evaluate maternal and fetal status, identify potential complications, and guide ongoing pregnancy management.
Alert:  
· Digital vaginal examination should not be performed unless the woman appears to be in established labour. 
· If the woman is experiencing uterine tightenings, or appears to be in established labour, escalate medical review. Care as per CHS Clinical Guideline Preterm Labour 
[bookmark: _Hlk206777822]Key components of initial assessment
Assess overall clinical condition, medical and pregnancy history - including Last Menstrual Period (LMP), ultrasound reports, gestational age, and any complicating factors
Document time and history of reported vaginal loss, confirm presence of liquor, colour, amount, and odour
Perform urinalysis and sterile urine collection for microscopy
Perform baseline maternal observations, temperature, pulse and blood pressure (BP), respirations & oxygen saturation
Perform an abdominal palpation noting:
· Symphysis fundal height
· Lie (if appropriate depending on gestation)
· Presentation (if appropriate depending on gestation)
· Uterine tenderness, irritability / activity
Confirm presence of fetal movement, auscultate the fetal heart rate, if greater than28 weeks gestation, or under discretion of senior midwifery/medical staff if less than 28 weeks, commence CTG
Complete recommended clinical investigations
· Full blood count (FBC) and C-reactive protein (CRP)
· Mid-stream urine (MSU) for microbiology, sensitivity and culture (MCS)
· Consider screening for sexually transmitted infections (STI)
· review currency of screening for all pregnancy related STIs
· attend syphilis screening as per gestational indication - refer to Australian STI management guidelines Pregnant people | STI Guidelines Australia
[bookmark: _Hlk205305434][bookmark: _Hlk205818718]Prepare for administration of appropriate medications as per Section 6- Antibiotic Prophylaxis and Section 7- Latency Care 
Special Considerations
Cervical Suture 4,9,13 
A cervical suture, if present, should be removed and submitted for microscopy and culture. Early removal may reduce infection risk and is preferred management.
Urgent removal is required if birth is imminent, prompt medical review is essential. Suture should be sent for microscopy following removal.
If there are no contraindications such as preterm labour, fetal compromise or infection, delayed removal may be considered, by an obstetric consultant, to allow for completion of antenatal steroids.
Women with HSV/ HIV13
Expectant management in the case of PPROM and active genital herpes simplex virus (HSV) or HIV infection is controversial. Advice from Maternal Fetal Medicine and the Infectious disease team is recommended to determine optimal individualised care. 
Meconium-stained fluid4,9,13
Women with PPROM and meconium-stained amniotic fluid should be evaluated for signs of chorioamnionitis. In the absence of these signs, meconium alone is not an indication for intervention, senior obstetric input is required to determine a plan for ongoing care13
Meconium predisposes infection as it enhances bacterial growth, in some cases, meconium-like staining may be associated with decidual haemorrhage after abruption.
Twin pregnancy13
Twin pregnancies with PPROM should be managed in the same way as singleton pregnancies with PPROM 
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Clinical Recommendation 4,13,16,29,30,31,32
Alert: Do not prescribe Amoxicillin+Clavulanic acid as it is associated with an increased risk of neonatal necrotizing enterocolitis 4,13 
Prophylactic antibiotics are recommended from 23 weeks to prolong pregnancy and reduce the risk of ascending infection, chorioamnionitis, and neonatal sepsis.
Given national and international uncertainty regarding an optimal regimen for antibiotic prophylaxis during latency in PPROM, recommendations in this guideline were determined by local expert consensus (maternal-fetal medicine, neonatology, and microbiology). Decisions were directed by recent literature review8,9, international practice10,29,30, the Therapeutic Guidelines (TG)3, and local microbial resistance patterns.  
Table 1. PPROM Antimicrobial Prophylaxis
	Allergy Status
	Antimicrobial agent

	No Penicillin Allergy 
	· Azithromycin 1g orally, single dose on admission, plus
· Ampicillin 2 grams intravenously every 6 hours for 48 hours, followed by
· Amoxycillin 250mg orally every 8 hours for an additional 5 days

	Non- severe penicillin allergy- low risk for anaphylaxis
	· Azithromycin 1 gram orally, single dose on admission, plus
· Cefazolin 2 gram intravenously every 8 hours for 48 hours, followed by
· Cephalexin 250 mg orally four times daily for five days

	Severe penicillin allergy-high risk for anaphylaxis 
	· Azithromycin 1 gram orally, single dose on admission, plus
· Clindamycin 600 mg intravenously every 8 hours for 48 hours, followed by 
· Clindamycin 300 mg orally every eight hours for five days If severe penicillin allergy and GBS culture shows resistance to clindamycin 
· Azithromycin 1 gram orally upon admission, plus 
Vancomycin 20 mg/kg every 8 hours (maximum single dose 2 grams) for 48 hours


Rationale Antimicrobial Recommendations
Medication information as per TG for perinatal infections31 and eMIMS Australia32
As intraamniotic infection (chorioamnionitis) can be caused by a wide range of pathogens (ureaplasma urealyticum, mycoplasma hominis, streptococcal and staphylococcal species, and enteric gram-negative bacteria), prophylaxis with broad-spectrum antibiotics is recommended4,13,16 
Azithromycin:
Offers broad coverage, including atypical organisms (Ureaplasma, Mycoplasma)
Better tolerability than erythromycin, with fewer gastrointestinal side effects
Long half-life supports single-dose administration
Ampicillin and Amoxicillin:
Widely used in latency regimens internationally 
Targets common gram-positive and gram-negative organisms
Provide continuity of treatment from IV to oral phase.
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For clinical considerations related to PPROM less than 23 weeks, refer to section 10, Rupture of membranes less than23weeks 
Expectant management-PPROM  
Expectant management during PPROM involves ongoing surveillance and supportive care without immediate birth. The goal of pregnancy care is to safely prolong gestation to enhance neonatal outcomes. 
[bookmark: _Hlk205305057]Refer to CHS Preterm Labour Guideline for further information on the below medications.
Corticosteroids 7,10,11,14
There is high quality evidence that a course of antenatal steroids, administered within 7 days of preterm birth, reduces the incidence of intraventricular haemorrhage and the need for mechanical ventilation. 
All women with PPROM less than34+6 weeks should be offered corticosteroids - Betamethasone 11.4mg intramuscularly (IM) once daily for 2 doses, 24 hours apart. 
Where chorioamnionitis is suspected: do not delay birth for completion of a full steroid course7
The earliest gestational age at which steroids should be considered is 22+5 weeks, if active management is being planned/ considered, and the woman is at risk of preterm birth within the next 48 hours12
A repeat course of Betamethasone (11.4mg), may be indicated where there is prolonged latency of more than 7 days to birth and gestation is less than 34+6 weeks 
Alert: No more than two courses of corticosteroids should be administered in a single pregnancy
Tocolysis4,13
Current guidelines advise against tocolysis in the setting of PPROM as it may prolong exposure to infection without improving neonatal outcomes. 
In selected cases (e.g. where PPROM occurs at borderline viability less than23 weeks), tocolysis may be considered to support fetal lung maturity if there are no signs of infection, labour, or fetal compromise. Requires senior obstetric guidance
Magnesium Sulphate for fetal neuroprotection
Magnesium sulphate has been shown to significantly reduce the risk of cerebral palsy in infants born preterm, particularly before 30 weeks. The greatest benefit is observed when magnesium sulphate is administered within 24 hours of anticipated preterm birth. 4,10,13
If the gestation is between 24+0 and 30 weeks and birth is anticipated within 24 hours, recommend intravenous magnesium sulphate
Consider Magnesium sulphate between 30+1 and 32+0 weeks after discussion with Neonatologist 
Do not delay delivery for magnesium sulphate administration if chorioamnionitis is suspected 
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Neonatal Consultation 10,13,16
Following PPROM, parents should be prepared for the possibility of preterm birth. This includes clear communication about expected neonatal outcomes, potential complications, and the likely need for admission to the Neonatal Intensive Care Unit (NICU). Counselling should be tailored to suit gestational age and clinical status. 
Referral process for Neonatal Consultation 
Centenary Hospital for Women and Children (CHWC)
Where referral is required for an inpatient pregnant woman with non-imminent premature birth, during ‘business hours’, a referral for antenatal consult should be ordered on DHR with the request. The obstetric team should also contact the personal assistant of the Neonatology Department to highlight the need for antenatal consult.
If an urgent neonatal consultation is required (e.g. imminent birth at borderline viability or where decisions around the provision of intensive care vs palliative care are needed) the senior obstetric team should contact the NICU fellow/neonatologist rostered for antenatal consults during usual business hours; or the NICU fellow/neonatologist on call if the request is afterhours. 
North Canberra Hospital
If the woman has presented to North Canberra Hospital (NCH) and pregnancy is less than34 weeks' gestation, consultation with the special care nursery, paediatrician and obstetric team should happen to discuss appropriateness of care and potential need of transfer to a tertiary facility. 
Notify the on-call paediatrician/NICU at NCH of the woman’s admission if gestation is less than36 weeks or risk factors are present.
Determine whether in utero transfer is required to another unit with a NICU and/or postnatal facilities where CHWC are unable to accommodate the newborn or their mother. 
Parental Information
To guide decision-making and safeguard emotional support, consultation requires joint input from neonatology, obstetrics and allied health teams. Involve the neonatology team early to provide detailed counselling. Information should:
Provide clear information
Outline possible complications for both mother and neonate
Include an explanation of options of managements; involve discussion of statistics and risks of short- and long-term complications
Explain management plan
Revisit discussions as the clinical situation evolves
Support shared decision making
Respect parental values and preferences.
Provide balanced information to support informed choices.
Discussion regarding maternal outcomes ( Obstetric Team ) 
Explain what PPROM means and how it affects pregnancy
Outline possible complications for mother (e.g., infection).
Describe expectant management, monitoring, and interventions (e.g., antibiotics, corticosteroids, magnesium sulphate).
Discuss indications for delivery (e.g., signs of infection, fetal distress).
Discuss risks and benefits of mode of delivery based on gestation and fetal presentation 
Discussion regarding neonatal outcomes (Neonatal/Paediatric team)
Discuss the current gestational age and what that means for neonatal outcomes.
Discuss survival statistics at the current gestational age and effect of steroids in mortality.
Risks of short and long-term complications (e.g. Respiratory issues, intraventricular haemorrhage, necrotizing enterocolitis, retinopathy of prematurity, neurological impairment, etc).
Inform that outcomes improve with each additional week of gestation.
Discuss potential length of stay and follow-up needs.
Encourage questions and provide written materials (CHS Parent Information – Birth Before 32 Weeks)
Tour the NICU if feasible.
Psychological/Emotional Support
Research indicates that post traumatic stress disorder occurs in a substantial number of women whose pregnancy is complicated by PPROM14. Discuss/offer referral for additional emotional support. Referral pathways for social work and culturally appropriate care as below.
Social Work
Referral process CHWC Social Work 
Intake Phone 0401 075 911 
Email tchsocialworkmatpaeds@act.gov.au
Inpatient DHR referral to CHWC social work
Referral Process NCH Social Work 
Intake Phone 5103 6657 
Email nch.socialwork@act.gov.au  
Inpatient DHR referral to NCH social work
Other support services
Culturally appropriate support
Where requested/consented, the Aboriginal and Torres Strait Islander Liaison Service can be contacted for cultural support 
CHWC on 5124 2055 or email ALOService@act.gov.au
 NCH on 5103 7097/5103 6283 or email nch.alos@act.gov.au 
Spiritual or Pastoral Care
Service provision from is provided by Spiritual Care practitioners and Faith Community Chaplains
CHWC on 5124849 or SpiritualSupportServices@act.gov.au 
NCH on 5103 6665 or via Switchboard
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Inpatient observations and surveillance is recommended for 48 to 72 hours to support administration of antibiotics, latency medications and ensure access to immediate care if spontaneous labour occurs.
A longer period of observation may be appropriate dependent on gestational age and other risk factors.
Frequency of observations as per latent stage of labour CHS Guideline Labour and Birth- Care during First, Second, Third and Fourth Stage
Maternal observations 
Documentation completed using - DHR Antenatal Observations Flowsheet  
[bookmark: _Hlk206580339]4 hourly temperature, pulse, blood pressure, respiratory rate, assessment of uterine activity and vaginal loss. 
· A temperature of 37.8 ᵒC or pulse greater than100bpm require medical review
· Fetal tachycardia (FHR greater than160pbm) or gradual rise in admission baseline FHR can be one of the first signs of chorioamnionitis and should prompt medical review
· Change in uterine activity, abdominal pain and vaginal loss (change in colour/amount/odour) are all signs of premature labour and require medical review
Twice weekly- FBC, CRP, MSU & urinalysis
Fetal Assessment
Documentation as per DHR antenatal observations flowsheet. Increase as indicated (e.g. auscultated FHR abnormalities/increasing maternal pain/change in vaginal loss)
CTG for gestation equal or greater than 28 weeks 
· daily for 3 days-repeat as indicated (e.g. contractions/pain/bleeding) 
· then twice weekly
Fourth hourly auscultation and documentation of FHR and fetal movements 
Refer to CHS Fetal Surveillance Guideline for specific indications and recommendations for escalation of fetal deterioration
The decision to perform a CTG at greater than26 weeks is individualised and should be made at consultant level.
Surveillance Ultrasound2,3,13,23
Regularly timed growth surveillance is part of a broader fetal surveillance strategy during expectant management. Surveillance ultrasound is a standard element of fetal monitoring to detect any evolving issues and guide timely intervention. While these assessments are routinely performed, evidence suggests that serial ultrasound markers may have limited predictive value for complications like chorioamnionitis or adverse neonatal outcomes.
Key Assessments in the Second Weekly Growth Ultrasound
1. Fetal Growth Parameters
Estimated fetal weight (EFW) using biometric measurements (head circumference, abdominal circumference, femur length).
Monitoring for fetal growth restriction (FGR), especially if there are concerns about placental function 
Amniotic Fluid Volume
Amniotic Fluid Index (AFI) or Maximum Vertical Pocket (MVP) to assess for oligohydramnios
Doppler Studies
Umbilical artery pulsatility index (UA-PI) to assess placental resistance.
Middle cerebral artery pulsatility index (MCA-PI) if there is concern for fetal compromise or growth restriction
Inpatient care (CHWC and NCH)
Ensure maternal comprehensive risk assessment occurs within 8 hours of admission (infection, venous thromboembolism (VTE), delirium, waterlow, falls, nutrition) 
· Provide education regarding correct fitting of Thrombo Embolism-Deterrent (TED) stockings for venous thrombosis prophylaxis and personal hygiene/frequent pad changes- risk minimisation for infection & skin integrity.
Ensure completion of other relevant maternal risk assessments (pre-eclampsia/post-partum haemorrhage/ fetal growth restriction/Edinburgh depression/maternal travel)
· if history of recent travel or contact with close family member with recent travel, ensure communication to obstetric and neonatal teams
Outpatient Care 
Criteria - outpatient management 
Gestational age of greater than 28 weeks
No signs of imminent labour or infection
Cephalic presentation
Sound understanding of care requirements for outpatient management of PPROM
Reliable transport to support outpatient care, and return to hospital if labour or unwell  
If Interstate transfer and locally based outpatient care is not available, accommodation can be sought close to primary care hospital (CHWC or NCH) 
Discharge requirements
Ensure provision of prescription for ongoing oral antimicrobial treatment
Discharge from inpatient care requires senior medical review for finalisation of outpatient management plan
The PPROM management plan should be documented in the woman’s clinical record (DHR) and on the woman’s handheld maternity card.
The DHR discharge summary should be sent to the woman’s General Practitioner 
[bookmark: _Hlk205321930]Outpatient care is provided as “booked work” in the Maternity Assessment Unit (MAU) at CHWC or Maternity Assessment Area (MAA) at NCH.
Educational Points 
Note: Women/birthing people receiving outpatient care for PPROM should be advised call MAU/MAA, or their Continuity Midwife, and return promptly for assessment if they experience any of the following symptoms:
Rise in temperature 37.8°C or above
Feeling generally unwell or with flu-like symptoms
Changes in vaginal discharge (colour, odour, amount, bleeding, or meconium)
Reduced fetal movements
Signs of labour/abdominal tenderness or pain.
Provide education on:
The importance of attending surveillance appointments
The possibility of cord prolapse, including emergency management if occurs
How to self-monitor for infection and personal hygiene: 
· Self-monitoring- outline normal observation parameters for sign of wellness, how to monitor temperature, observe vaginal loss and usual pattern of fetal movements
· Personal hygiene - recommend pad changes at least four hourly, wiping from front to back after emptying bowels, shower/perineal wash after bowel movements
· Avoid - tampon use, vaginal creams/medications, intercourse, swimming/baths
Outpatient Observations and Surveillance 
Minimum twice weekly attendance, increased frequency/readmission as per indications (maternal/fetal signs of infection)
Twice weekly observations and pathology
Full maternal observations: temperature, pulse, blood pressure, respiratory rate and abdominal assessment including fundal height, uterine activity and vaginal loss 
Full blood count and CRP
FHR and fetal movements (CTG as indicated in Fetal Surveillance Guideline)
Weekly pathology
Urine MC/S
Genital swab- low vaginal + perianal swab
Note: Where genital swab or urine surveillance detects a new microbial colonisation (e.g. GBS), there is no clear evidence for repeat course of antibiotics unless maternal serum inflammatory markers are elevated
Fortnightly fetal surveillance
Surveillance ultrasound assessment at least every 2 weeks for fetal growth, amniotic fluid volume and doppler assessment 
If assessment reveals changes in any of the following parameters, immediate escalation is required for priority senior medical review
Heart rate greater than 100bpm 
Temperature greater than 37.8○C
Abdominal pain or contractions 
Change in the colour of vaginal loss 
Reduced fetal movements
Fetal Tachycardia 
If/when expedition of birth is required, consider administration of medications per section 7  
Rescue steroid (1x single dose) if more than 1 week since course completion 
Magnesium sulphate for neuroprotection
Alert: Where maternal sepsis suspected (per CHS Sepsis Guidelines – Maternal Sepsis Clinical Support Tool):
Immediate senior review & MET
Collect Blood Cultures, Lactate, Group and Hold (with routine bloods)
Antimicrobial treatment (within 60 mins) per Section 3- Chorioamnionitis
Preparation for birth (once stabilised)
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[bookmark: _Toc217480512]Section 10- Timing of birth PPROM
Timing of Birth5,12,13,14
After initial inpatient care, gestations less than 34 weeks should receive expectant management through outpatient care while the woman and baby are well
If the woman is GBS positive, induction of labour (IOL) should be recommended at 34 weeks after corticosteroid treatment.
Where the gestation is greater than 36+6 weeks at presentation, planned birth should be recommended at the next convenient opportunity
Where IOL is planned, ‘Labour Induction’ order is to be completed in the woman’s Digital Health Record (DHR) at time of consultation for IOL refer to CHS/NCH: Induction of Labour for further information
Mode of Birth
Mode of delivery should be based on obstetric indications. Induction of labour or birth by caesarean section should not be delayed if infection is suspected clinically.
Intrapartum Management
Commence antibiotic prophylaxis for group B streptococcus per TG Prophylaxis regimen neonatal GBS sepsis  Antibiotic - Therapeutic Guidelines
Where chorioamnionitis is suspected, commence antibiotics for intra-amniotic infection per Section 3 – Chorioamnionitis (TG Empirical therapy for intra-amniotic infection)    Antibiotic - Therapeutic Guidelines
If gestation is less than 30 weeks and birth is anticipated or planned within 24 hours, recommend intravenous magnesium sulphate.
Continuous electronic fetal monitoring 
Ensure risk assessment for postpartum haemorrhage has occurred and appropriate 3rd stage management has been planned and documented- refer to CHS: Obstetric Emergency - Postpartum Haemorrhage
Neonatal team should be notified and present at birth
The placenta should be sent for histopathology; swabs should be taken from the fetal surfaces of the placenta.
Postnatal Considerations
Alert: In the postnatal period, if the woman develops a fever (38°C or more) and endometritis is suspected, refer to empirical therapy for postpartum endometritis Antibiotic - Therapeutic Guidelines
Maternal 
Women with a history of PPROM are at an increased risk of postpartum haemorrhage and endometritis13,16. To support timely recognition of deterioration, once immediate post birth observations are complete, the minimal frequency of observations is 4 hourly for 48 hours (temperature, pulse, blood pressure, respiratory rate, vaginal loss and fundal assessment) 
Increase frequency of observations as per clinical indicator (e.g. mode of birth/specific pregnancy risk factor) Refer to 
· [bookmark: _Hlk206781588]CHS- Labour and Birth: Care during First, Second, Third and Fourth Stage for pregnancy related risk factors information related to mode of birth and
·  CHS/NCH- Vital signs and Early Warning Scores where an increase in frequency of observations is required.
Where birth has occurred in the setting of suspected intraamniotic infection, there is an increased risk for wound infection, endometritis, and venous thrombosis28. 
· Ensure appropriate antibiotic prophylaxis as below
· Complete and reassess maternal comprehensive risk assessments for wound assessment, infection and VTE refer to CHS Venous Thromboembolism (VTE) Prevention, Section 4 for recommendations regarding postnatal thromboprophylaxis   
 Ongoing antimicrobial therapy
Following vaginal birth, if there are no features of sepsis, stop antibiotic therapy for intra-amniotic infection. Further antibiotic therapy is not routinely required because the risk of postpartum endometritis is low.
Following caesarean delivery, if there are no features of sepsis, give one additional dose of each of the antibiotics started preoperatively for intra-amniotic infection, and then stop therapy. 
Consider continuing intravenous antibiotics for up to 24 hours following caesarean delivery for patients at increased risk of postpartum endometritis (eg BMIgreater than35, prolonged labour or prolonged ruptured membranes)
Neonatal 
Neonates born after PPROM have an increased risk for developing early onset sepsis. Frequency of neonatal observations are per pregnancy risk assessment. Refer to CHS- Neonatal Bacterial Sepsis and CHS-Birth Requiring the Presence of a Neonatal Team Member for further information
PPROM at less than 36 weeks
Neonates born following PPROM at less than 36 weeks will have their care managed as per appropriate guidelines, refer to the following guidelines as appropriate
Birth Requiring the Presence of a Neonatal Team Member
Neonatal Bacterial Sepsis
Neonatal Routine Care
Care of the Extremely Preterm and Low Birth Weight Neonate
Developmental Care in the Neonatal Intensive Care Unit and Special Care Nursery Guideline-CHS
Special Care Nursery (SCN) Developmental Care Guideline- North Canberra Hospital
PPROM at greater than36 weeks
Neonates born following PPROM at greater than36 weeks will be managed in NICU or as an inpatient in Maternity for 48 hours according to:
CHS Vital Signs and Early Warning Scores Procedure - Neonatal Early Warning Score (NEWS)
CHS Early Onset Group B Streptococcus Disease (EOGBSD) (Maternity) Procedure
Babies born to women with PPROM and who are GBS positive – follow the CHS Early Onset Group B Streptococcus Guideline for newborn observations.
Discharge Considerations13,16
Evidence suggests PPROM may be linked to cervical insufficiency. In future pregnancies, timely preventive measures—such as sonographic cervical length monitoring—are recommended. Ensure the DHR discharge pregnancy summary outlines recommendations for antenatal care during subsequent pregnancies and explain these recommendations to the woman
Referral to the preterm birth pregnancy management clinic referral may be appropriate for subsequent pregnancy CHS.PretermBirthPreventionClinic@act.gov.au 
For further information, refer to CHS Preterm birth screening and prevention 
[bookmark: _Hlk204631387][bookmark: _Hlk205322848]Back to Contents
[bookmark: _Toc217480513]Section 11- Pre-labour rupture of membranes at equal to or greater than 37 weeks 
Background11,12,17,19,20
Pre-labour rupture of membranes (PROM) refers to the rupture of the fetal membranes prior to the onset of labour. The incidence of this condition in term pregnancy (equal to or greater than 37 weeks' gestation) is approximately 8 percent.  
The most common but delayed complication associated with PROM is intraamniotic infection.  Immediate, though uncommon complications include
cord prolapse
cord compression
placental abruption. 
[bookmark: _Hlk206443116]Initial Assessment and ongoing care 
On initial telephone contact a comprehensive history should be taken, including the date and time of the suspected ruptured membranes.
Irrespective of planned place of birth, the woman should be advised to attend MAU/MAA for assessment as soon as feasible if any of the following are reported:
Vaginal bleeding
Green or offensive liquor
Feeling unwell or has a raised temperature
Decreased fetal movements
Fetal presentation was not cephalic at the last antenatal visit
History of GBS carriage in this pregnancy or has a history of a neonate affected by GBS
History of previous Caesarean Section
Multiple pregnancy.
Initial Assessment
Initial assessment as soon as practical after potential PROM, ideally within 12 hours.
Diagnosis of PROM can be made on characteristic maternal history and visualisation of amniotic fluid in the vaginal on sterile speculum assessment. If there is uncertainty about the membrane status during speculum assessment, point- of care test should be utilised to assist diagnosis, CHS utilises Amnisure. 
Refer to section 3 regarding indications for sterile speculum assessment. Ensure maternal travel is completed as part of routine screening assessment irrespective of antenatal screening for GBS
Key components of initial assessment
1. Assess overall clinical condition, medical and pregnancy history - including Last menstrual Period (LMP), ultrasound reports, gestational age, and any complicating factors
1. Document time and history of reported vaginal loss, confirm presence of liquor, colour, amount, and odour
1. Perform urinalysis 
1. Perform baseline maternal observations, temperature, pulse and blood pressure (BP), respirations & oxygen saturation
1. Perform an abdominal palpation noting:
· Symphysis fundal height
· Lie 
· Presentation 
· Uterine activity and any uterine tenderness
Alert: Digital cervical examination should be avoided before labour; it is associated with an increased incidence of chorioamnionitis.
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[bookmark: _Toc217480514]Section 12- Management considerations PROM equal to or greater than 37 weeks
Expectant management may be appropriate for low-risk women with normal fetal movements, reassuring maternal and fetal observations, cephalic presentation, and no signs of infection.
Clinical guidance (2021) from the Royal Australian College of Obstetricians and Gynaecologists (RANZCOG), proposes around 70per cent of women with term PROM will labour within 24 hours11,20. 
The National institute for health and welfare (NICE) guidance for Intrapartum Care (2023) suggests that 60 percent of women (with prelabour rupture of membranes at term)  will go into labour within 24 hours 16
Active Management is indicated in cases of suspected infection, meconium-stained liquor, associated risks for Group B Streptococcus (GBS) infection, or maternal preference.
Recommendations 11,12,17,19,20
Key points
All women with term PROM should:
· be informed of the risks and benefits of active and expectant management, antibiotics should not be part of routine care
· Be offered induction of labour with oxytocin infusion at time of confirmation. 
· Where declined, induction of labour with intravenous oxytocin and antimicrobial prophylaxis should be recommended to occur within 15 hours of PROM11,12,17, 20
Where a women presents with PROM and is group B streptococcus (GBS) positive, or has risk factors for GBS colonisation, they should be advised to commenced intravenous antibiotics prophylaxis and commence induction of labour with intravenous oxytocin as soon as possible 
Expectant management is appropriate in women who are group B streptococcus (GBS) negative or GBS unknown and have no signs of infection or other complications.
[bookmark: _Hlk206442793]Induction of labour with intravenous oxytocin should occur within 24 hours of PROM.
Discussion points- confirmed ruptured membranes at equal to or greater than 37 weeks 11
Recent literature highlights that the risk for intraamniotic infection increases proportionally with the duration of membrane rupture prior to birth. Chorioamnionitis is also associated with significant maternal and neonatal morbidity and has been identified as a contributing factor for cerebral palsy in term infants 20,23,28
The following information, can be referred to as part of informed conversation during planning for pregnancy care related to management options for PROM at greater than 37 weeks
Expectant management versus active management11,12,17,20,22,23
The ideal timing to commence induction of labour remains unknown20
70 percent of people with PROM will spontaneously labour and birth in the first 24 hours after PROM (85 percent within 48 hours and 95 percent within 72 hours)
There is insufficient evidence to support the safety of expectant management beyond 96 hours (infection risk increases with longer periods of membrane rupture)11
There is no significant increase in neonatal infection with expectant management up to 24 hours11,12
Risks of expectant versus active management 
There is a significantly lower risk of maternal chorioamnionitis associated with active management versus expectant management10,11,16,21,22
Maternal complications associated with chorioamnionitis include:20,21,22
· three times more likely risk of maternal infectious complications including bacteraemia, endometritis, thromboembolism and pelvic abscess formation
· two times more likely risk for uterine atony, post-partum haemorrhage and maternal blood transfusion. 
Rates of caesarean and assisted vaginal births are similar for expectant and active management (no significant difference between the incidence of operative vaginal birth, epidural analgesia, cord prolapse, stillbirth, or Apgar less than 7 at 5 minutes) 10,11,16
[bookmark: _Hlk200746153]Infection risk (maternal and neonatal) increases progressively with time from PROM10,11,16,22 
The risk of chorioamnionitis and endometritis is 4 percent with IOL and 8.6 percent with expectant management
There is a significantly lower incidence of early onset neonatal sepsis associated with active management of PROM. Neonatal sepsis is implicated as a cause of cerebral palsy in term infants.10,11,16,21,23,36
Combined Maternal & Neonatal Outcomes (Expectant Management Term)
	Maternal or Neonatal Outcome
	Planned Birth
	Expectant Management
	Risk ratio (RR) & Confidence Interval (CI)

	Maternal chorioamnionitis
	54/1000
	110/1000
	RR 00.49;95% CI 0.33 to 0.72

	Definite or probable early onset neonatal sepsis
	30/1000
	41/1000
	RR 0.73; 95% CI 0.58 to 0.92

	Caesarean section rate
	126/1000
	150/1000
	RR 0.84; 95% CI 0.69 to 1.04

	Neonate receiving antibiotics
	85/1000
	126/1000
	RR 0.61; 95% CI 0.44 to 0.84

	Neonatal admission to a neonatal special care or intensive care unit
	129/1000
	160/1000
	RR 0.75; 95% CI 0.66 to 0.85


Source: Clinical Guidance Statement. Term Prelabour Rupture of Membranes. 2021.RANZCOG 11
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[bookmark: _Toc217480515]Section 13: Expectant management- PROM equal to or greater than 37 weeks
Criteria for expectant management 
Maternal choice after appropriate discussion 
GBS negative  
· No history of 
· Urinary GBS colonisation in current pregnancy 
· Neonatal GBS infection in previous pregnancy
Cephalic presentation 
Clear liquor
· CTG meets RANZCOG criteria as a normal CTG (refer to Fetal Surveillance Guideline)
No signs of infection (maternal tachycardia, fever, uterine tenderness)
No cervical suture
Woman able to assess: 
· Temperature 4 hourly 
· vaginal loss 
· fetal movements
Where expectant management chosen
Expectant management may be offered as an option for women who meet the above criteria and prefer to wait for spontaneous labour
Recommend commencement of prophylaxis for prevention of EOGBSD if labour has not commenced within 15 hours of PROM, induction of labour with intravenous oxytocin should commence at earliest possible opportunity. 
In partnership with the woman, determine an outpatient management plan. This plan includes when to contact for advice and timing of next assessment. Document same in the clinical record (DHR) and on the handheld maternity card.
Review infant feeding preferences, where appropriate, provide information and equipment for antenatal expressing per CHS Breastfeeding Guideline 
Where induction of labour/reassessment is planned, a ‘Labour Induction’ order should be completed in the woman’s Digital Health Record (DHR). Refer to CHS/NCH: Induction of Labour for further information
Provide the following education where expectant management chosen:
Ensure regular pad change, do not use tampons
· observe for any change in the colour or smell of vaginal loss
Do not go swimming or have baths - shower for hygiene instead
Wipe from front to back and wash after using bowels
Do not have sexual intercourse
Monitor temperature every four hours during waking hours
Be aware of baby’s movements
Eat, drink and rest in preparation for labour
Advise the woman to contact MAU/MAA if:
Experiencing “flu-like” symptoms, temperature greater than37.6 ᵒC or abdominal pain
Liquor changes colour or smells offensive
Experiencing vaginal bleeding
Concerns regarding fetal movements
Labour establishes
15 hours following PROM
If in active labour at 15 hours- continue labour care, if birth not imminent, recommend commencing antibiotics for EOGBS prophylaxis
· If NOT in labour at 15 hours Recommend admission for commencement of antibiotics for GBS prophylaxis and induction of labour at earliest convenient opportunity 
24 hours following PROM 
Recommend admission for commencement of antibiotics for GBS prophylaxis and induction of labour at earliest convenient opportunity 
[bookmark: _Hlk200641547]Maternal Choice to decline recommendations
Where active management for PROM is declined, senior obstetric input is required to determine an individualised plan in partnership with the woman, for ongoing management of pregnancy care. 
An agreed plan for ongoing care should be documented in the woman’s DHR record and include:
· all elements of discussion, including conversation regarding parental understanding of discussion points in Section 12 
· an agreed plan of when the woman should contact MAU/MAA for pregnancy concerns and return for pregnancy surveillance
· an agreed time frame for potential interventions should spontaneous labour not occur. 
· If woman declines, clinicians should utilise the CHS clinical form Declining Recommended Maternity Care.pdf to document discussion
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[bookmark: _Toc217480516]Section 14- Intrapartum Care PROM equal to or greater than 37 weeks
Commence antibiotic prophylaxis for group B streptococcus per TG Prophylaxis regimen neonatal GBS sepsis  Antibiotic - Therapeutic Guidelines
Where chorioamnionitis is suspected, commence antibiotics for intra-amniotic infection per Section 3 – Chorioamnionitis (TG Empirical therapy for intra-amniotic infection)    Antibiotic - Therapeutic Guidelines
Intrapartum Care as per CHS- Labour and Birth: Care during First, Second, Third and Fourth Stage
Recommend continuous electronic fetal monitoring 
Ensure risk assessment for postpartum haemorrhage has occurred and appropriate 3rd stage management has been planned and documented- refer to CHS: Obstetric Emergency - Postpartum Haemorrhage
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[bookmark: _Toc217480517]Section 15- Postnatal Considerations PROM equal to or greater than 37 weeks
Maternal Considerations
Intrapartum Care as per CHS- Labour and Birth: Care during First, Second, Third and Fourth Stage
For postnatal considerations, including ongoing antimicrobial therapy refer to Section 10
Postnatal care should be provided as per CHS- Labour and Birth: Care during First, Second, Third and Fourth Stage
Neonatal Considerations 
Neonates born following PROM at equal to or greater than 37 weeks require inpatient care to monitor for development of early onset sepsis (EOS). Refer to 
· Early Onset Group B Streptococcus Disease, Neonatal Bacterial Sepsis and Neonatal Early Warning Score (NEWS) charts for information related to Neonatal Risk Assessment and frequency of observations 
· Birth Requiring the Presence of a Neonatal Team Member for information related to minimum period of observations and risk of EOS. 
· [bookmark: _Hlk206782112]Babies born to women with PROM and who are GBS positive – refer to CHS Early Onset Group B Streptococcus Guideline for newborn observations.
Where parents request discharge (and neonatal inpatient care has been recommended for risk assessment observations), senior neonatal/paediatrician consultation is required before the family is discharged. Refer to CHS Early Onset Group B Streptococcus Guideline for further information.
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[bookmark: _Hlk170467190]Outcome
Women presenting with pre-labour ruptured membranes at all gestations, will be provided with safe, effective care as per this Guideline
[bookmark: _Hlk170467240] The incidence of maternal and neonatal sepsis will be reduced; this will be recognised though a reduction in clinical incidents.
Measures
Incidents related to pre-labour ruptured membranes, will be reviewed at appropriate clinical review committees, this is campus dependant. 
Maternal mortality associated with chorioamnionitis will be reviewed at monthly Maternal Mortality and Morbidity meetings
Neonatal mortality associated with chorioamnionitis will be reviewed at Neonatal Mortality and Morbidity meeting.
Back to Contents
[bookmark: _Toc217480519]Related policies, procedures, guidelines and legislation
Policies
· Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Procedures
Clinical Risk Screening, Assessment and Comprehensive Care Planning
Early Onset Group B Streptococcus Disease (EOGBSD) (Maternity)
Infection Prevention and Control
Labour and Birth: Care during First, Second, Third and Fourth Stage
North Canberra Hospital (NCH) – Induction of Labour
North Canberra Hospital (NCH) - Vital Signs & Early Warning Scores
Patient Identification and Procedure Matching 
Post Operative Handover and Observations - Adult Patients (First 24 hours)
Vital Signs & Early Warning Scores – Canberra Hospital Inpatients
Venous Thromboembolism (VTE) Prevention (Adults and Children)
Language Services – Interpreters and Translated Materials for Adults and children
Guidelines 
Abortion Care
Antepartum Haemorrhage (APH) including Placenta Praevia, Placental Abruption and Vasa Praevia
Birth Requiring the Presence of a Neonatal Team Member
Bladder Distension Injury Prevention – Maternity and Gynaecology
Breastfeeding Guideline 
Consent for Healthcare Treatment
Fetal surveillance
Induction of Labour
Low Dose Aspirin in Pregnancy
Management of Decreased Fetal Movements
Neonatal Bacterial Sepsis
Neonatal Death, Bereavement, Palliative Care and Borderline of Viability
Obstetric Emergencies
Obstetric Emergency - Postpartum Haemorrhage
Preterm Labour
Sepsis – Paediatric and Adult (from 28 days of age
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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[bookmark: _Toc217480523]Attachment 1. PPROM Flowchart 
Preterm Prelabour rupture of membranes(PPROM)
Maximise benefits of increasing fetal maturity in-utero while minimising potential risks of pre-term birth

Diagnosis: History of a sudden gush of amnionic fluid or continual leakage
Sterile Speculum: Pooling/leaking amnionic fluid
Test Vaginal secretions (where diagnosis unclear): Immunoassay (e.g. Amnisure)
Bedside Ultrasound
Clinical Assessment
Review history
Maternal vital signs
General physical exam
Abdominal palpation
Fetal heart rate/CTG
Speculum Examination
Exclude cord prolapse
Visualise cervix (dilation)
High and low vaginal swabs

[image: ]
PPROM representation with suspected/imminent labour
Repeat full blood count +/- baseline CRP & group and hold
Repeat high and low vaginal swabs urinalysis and MSU
Consider repeat steroids (less than 35 weeks and more then 7 days since last dose)
Consider magnesium sulphate for neuroprotection if under 30 weeks
Commence appropriate antibacterials: 
· intrapartum prophylaxis for GBS (no signs of infection) 
· TG recommendation for intra-amnionic infection (suspected infection)
Immenent Preterm Birth
Antenatal corticosteroid if under 30 weeks
Magnesium Sulphate for neuroprotection if under 30 weeks
In-utero transfer if limited service capacity
Recommend intrapartum GBS prophylaxis
Additional Investigations
Routine antenatal bloods not already collected
Consider investigations for infections serology and sexually transmitted infections
Full blood count +/- baseline CRP
High and low vaginal swabs
Urinalysis MSU for MC&S
Ultrasound for fetal wellbeing and to confirm presentation
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[bookmark: _Toc217480524]Attachment 2. Summary of Care by Gestation
	Gestation weeks 
	Presumption of treatment if no discussion  
	Usual Recommendation to parents 
	Antenatal Consult 
	Action plan comments 

	260+ 
	Active treatment provided 
	Active treatment WILL be provided in the otherwise normal fetus. 
	Antenatal consult by neonatal team 
	· Parents will be made aware of obligation to treat.  Unless exceptional circumstances active treatment WILL be provided. (neonatologist to attend birth) 

	250-256 
	Active treatment provided 
	Active treatment recommended in usual circumstances 
	Antenatal consult by neonatal team. Must be neonatologist if non-treatment being considered . 
	· In usual circumstances active treatment will be provided (neonatologist to attend birth) 
· If parents request palliation, neonatologist to consult with neonatal team before agreeing a management plan. If non-resuscitation agreed neonatal team will usually be involved to provide support. 

	240-246 
	Active treatment 
	Full discussion of mortality/morbidity. Recommendations guided by parent’s wishes. 
	Antenatal consult by neonatologist/fellow 
	· If Active treatment plan: neonatologist to attend birth 
· If Palliative care plan: neonatal staff will not usually attend birth, but neonatologist may provide support and advice as necessary. 

	230-240 
	Possible resuscitation after intensive counselling 
	Active treatment only after intensive counselling 
	Antenatal consult neonatologist recommendations  
	· If active treatment is agreed following intensive counselling: Neonatologist to be present at birth to assess response to lung inflation and respiratory support. 

	less than23 
	No active treatment 
	Active treatment will NOT be provided 
	Neonatology team not usually involved in discussions. 
	· Neonatal input not required 
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