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Abstract

Premature rupture of membranes is not losing its topicality,
as one third of all the premature deliveries starts with the
discharge of the amniotic fluid. Despite the fact that the treat-
ment tactics is represented in the normative documents, the
world literature describes cases of the outpatient manage-
ment of patients. The given article describes the case of a
successful pregnancy completion as a result of outpatient
management, which is considered to be an acceptable op-
tion in the case of the pregnant woman and fetus stable
state, which allows to avoid nosocomial infections.
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Introduction

Premature rupture of membranes (PROM) appears
to be the spontaneous rupture of the amniotic sac be-
fore the beginning of the labor activity and before the
37" week of pregnancy. The given complication is regis-
tered in approximately 3% of all pregnancy cases. Every
third premature delivery starts with the PROM [1].

Several risk factors of the premature rupture of
membranes were identified. One of them is the intra-
uterine infectious process. Low social and economic
status, harmful habits (tobacco smoking and drugs), low
body mass index (less than 19.8 kg/m?), as well as in-
sufficient food consumption are predisposing to PROM.
The PROM risk is significantly higher with women, who

experienced premature rupture of membranes during a
previous pregnancy. However, in most cases the PROM
occur without any predisposing factors [2].

With every second pregnant woman, who previous-
ly experienced the PROM, the labor activity will devel-
op within a week, while with the 75% - within 2 weeks
[3]. During pregnancy at the term of 28 to 37 weeks,
complicated by premature discharge of amniotic fluid,
labor activity starts spontaneously in the course of the
next 24-48 hours with 50% of women and within 7 days
with 70-90% of women. If the discharge of amniotic
fluid is registered before the 28™ week of pregnancy,
labor activity starts significantly later [4,5]. In a number
of cases it is possible to prolong pregnancy for a few
days, weeks and even months. As of today, the tactics
of the incomplete pregnancy follow-up complicated by
PROM, respiratory distress syndrome (RDS) and infec-
tious complications prevention is relatively defined. The
differences could be found only in the term of delivery
[2]. Guidelines are envisaging the inpatient manage-
ment of patients with PROM at immature pregnancy.
However, the world literature describes individual cas-
es of outpatient management of such pregnant wom-
en. Moreover, there are two randomized studies, in the
course of which a comparison of outpatient and inpa-
tient management of patients with PROM before term
was carried out [6,7]. Unfortunately, the insufficient
sampling did not allow to arrive at justified conclusions
about the benefits of the one or another option.
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It is believed that the prolongation of pregnancy
at PROM at the term of up to 22 weeks is impractical
due to the unfavorable prognosis for fetus (below the
vitality term) and high frequency of septic complica-
tions with mothers. It is recommended that pregnancy
should be terminated [8,9]. Dotters-Katz, et al. conduct-
ed a case-control study [10], analyzing all the cases of
the spontaneous PROM before 22 weeks in the absence
of indications for urgent pregnancy termination (chorio-
amnionitis). Out of 174 patients, who satisfied the selec-
tion criteria, 65 chose pregnancy termination; and 109
(63%) insisted on the conservative tactics. According to
the results, every seventh patient, regardless of which
tactic was selected, experienced serious complications
(septic or thromboembolic) [10]. In our article we pres-
ent the description of the case of a successful comple-
tion of pregnancy at PROM at the term of 18 weeks of
pregnancy under the outpatient management.

Case Description

Patient B, age 29. Somatic condition: Mild myopia.
The patient denied any gynecological diseases. The giv-
en pregnancy was the third; and it was spontaneous.
The first pregnancy in 2010 ended with the premature
delivery at 32 weeks, a boy was born 1300 grams and 40
cm: The patient was discharged on day 7. The child was
released after 2 weeks. Currently the child is develop-
ing without peculiarities. During the second pregnancy
the patient experienced delivery at term; a baby girl was
born, 3000 grams, 50 cm; the patient was discharged on
day 3 without complications. At the term of 18 weeks,
the patient experienced liquid discharge from the vagi-
na. The doctor was not addressed. At the term of 20
weeks the discharge intensified, and the pregnant wom-
an independently applied for ultrasound examination at
a commercial center. Ultrasound examination revealed
severe oligohydramnion (3 cm AFI). B was hospitalized
for in stationary treatment. The examination and amnio
test results confirmed PROM. Taking into consideration
PROM at the term of 20 weeks, the pregnancy termina-
tion was proposed, which was categorically rejected by
the patient; and she was discharged.

At the term of 24 weeks patient B applied for a con-
sultation to the Consultation and Diagnostics Depart-
ment of the Perinatal Center. In the course of the exam-
ination the discharge of amniotic fluid was confirmed.
According to the ultrasound examination the moderate
oligohydramnion (6 cm AFI) was observed: And the fe-
tus development corresponded to the gestational age.
The blood flow dopplerometry stayed within the normal
range. The patient was hospitalized at the Department
of Pregnancy Pathology of the Perinatal Center, where
she was subjected to treatment aimed at the pregnan-
cy prolongation, fetus RDS prevention controlled by the
blood flow dopplerometry and amniotic fluid amount.
Against the background of the carried out therapy, the
intensity of the amniotic fluid discharge gradually de-
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creased; and the amount of amniotic fluid increased.
At the term of 28 weeks the patient was discharged
followed by observation at the Consultation and Diag-
nostics Department (CDD). At the time of release, the
child’s size corresponded to the gestational age (980 g
estimated fetal weight); and the amount of amniotic flu-
id indicated moderate oligohydramnion (7.2 cm amni-
otic fluid index). There were no infectious process indi-
cators observed (temperature within the normal range,
9.7 blood leukocytes, negative C-reactive protein).

Further, the patient visited the CDD regularly 2 times
a week. At each visit, clinical blood test was carried out,
amniotic fluid index was evaluated; and blood flow dop-
plerometry was performed (and cardiotocography - af-
ter 32 weeks). Due to the fact that the negative dynam-
ics on these parameters was not registered, the patient
was further monitored in the outpatient manner.

Patient B was admitted at the maternity hospital.
The patient arrived at the term of 35 weeks with symp-
toms of the threatening premature delivery (nagging
pain in the lower abdomen, mucous and sanious dis-
charge from the genital tract). Diagnosis at admission
stated the 35 weeks pregnancy, breech presentation,
threatening preterm delivery, PROM.

The patient was hospitalized at the Department of
Pregnancy Pathology; the therapy was started aimed at
the pregnancy prolongation (tocolysis using hexopren-
aline). A day later labor started developing against the
background of tocolysis. Taking into consideration the
breech presentation and the estimated fetal weight less
than 2.0 kg, the patient was recommended to perform
cesarean section. The patient refused categorically. It
was decided to carry out the labor in the expectative
manner accompanied by cardiotocography monitoring,
and epidural analgesia. A living premature girl was born
weighting 1990 grams, 43 cm, and the Apgar score 7/7
points. The child was transferred to the Resuscitation
and Intensive Care Department with the primary diag-
nosis of “congenital infection”. Respiratory support was
not required. Antibacterial therapy was performed with
supplemental oxygen provided through a mask. On the
third day the child was transferred to the neonatal de-
partment.

After the delivery of the placenta the defect of the
placenta was found, manual examination of the uterine
cavity was performed.

The first labor stage constituted 5 hours and 50 min-
utes, the second stage - 10 minutes and the third stage -
10 minutes. The membrane rupture to delivery interval
lasted for 96 days.

There were no complications registered during the
postpartum period. Taking into consideration the pro-
longed rupture to delivery interval and the manual ex-
amination of the uterine cavity, a course of antibacteri-
al therapy with the broad spectrum cephalosporin was
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carried out. The patient was discharged home on day
6 after delivery in satisfactory condition together with
the child.

Conclusion

Owing to outpatient observation, the patient was able
to avoid serious nosocomial infectious complications.

Thus, the outpatient management of patients with
premature rupture of membranes is found to be an ac-
ceptable option in the case of the pregnant woman and
fetus stable state.
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