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Hutt Maternity Policies provide guidance for the midwives and medical staff working in Hutt Maternity Services.
Please discuss policies relevant to your care with your Lead Maternity Carer.

Purpose:
This guideline outlines the practice that relates to the management of pre-labour spontaneous
rupture of membranes at ≥ 37 weeks gestation.

Scope:
For the purposes of this document, staff will refer to:
All staff within Hutt Valley DHB. This includes staff not working in direct contact with
patients/consumers. Staff are taken to include anyone engaged in working to the Hutt Valley DHB.
This may include but is not limited to:
o Employees irrespective of their length of service
o Agency workers
o Self-employed workers
o Volunteers
o Consultants
o Third party service providers, and any other individual or suppliers working in Hutt
Maternity, including Lead Maternity Carers, personnel affiliated with third parties,
contractors, temporary workers and volunteers
o Students

Abbreviations and Definitions:
Pre-labour rupture of membranes at term (term PROM) is the spontaneous rupture of membranes
(SRM) prior to established labour, at a gestational age of 37+0 weeks or more.
CTG
GBS
IV
LMC
PROM
PV
SRM
VE

Cardiotocograph
Group B Streptococcus
Intravenous
Lead Maternity Carer
Prelabour rupture of membranes (at term)
Per vaginam, Latin for ‘vaginally’
Spontaneous rupture of membranes
Vaginal examination
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Introduction
Pre-labour rupture of membranes (PROM) at term is defined as rupture of the membranes prior to the
onset of labour in women/pregnant people at or over 37 weeks of gestation. Pre-labour spontaneous
rupture of the membranes (SRM) at term occurs in 8-10% of births.1 Although major complications are
rare, PROM is associated with increased maternal and neonatal morbidity.2 Most women/pregnant
people labour spontaneously, with approximately 70% labouring by 24 hours and 90% by 48 hours;
only 2-5% will not have laboured by 72 hours.3

Roles and Responsibilities:





Establishing a diagnosis
Avoid increasing risk of infection (avoid digital examination)
Exclude underlying infection or haemorrhage
Exclude if PROM associated with PV bleeding, vasa praevia must be considered. Usually
associated with CTG abnormalities and a low-lying placenta

Diagnosis & Assessment
Routine digital examination is not indicated, unless there is clinical indication
Diagnosis of spontaneous rupture of membranes is primarily based on maternal history.
It is recommended that all women/pregnant people with term PROM should have a comprehensive
assessment, to check maternal and fetal wellbeing.






Establish a diagnosis of ruptured membranes
Confirm gestational age – review the dating method e.g. early versus late scan, or by LMP
Obvious PROM is where copious liquor is seen on the person themselves, the pads or clothing,
and may not require a speculum examination
If SRM associated with PV bleeding – vasa praevia must be considered (usually associated with
CTG abnormalities and a low-lying placenta).
If PROM is not obvious then a sterile speculum is advisable to confirm membrane rupture
o Perform examination after woman/pregnant person has rested for at least 30 minutes to
allow any leakage of liquor to pool in posterior vaginal fornix
o Look for liquor and/or appearances suggestive that vagina has been ‘washed out’ recently
by fluid e.g. no discharge seen or vaginal walls are wet
o If diagnosis is uncertain, Amnicator® (nitrazine pH indicator) or AmniSure® (placental alpha
microglobulin-1 (PAMG-1)) testing may facilitate diagnosis
o Consider admission if history is strongly suggestive of PROM or other risk factors are
present, for MEWS observations and pad checks for up to 4 hours.
o Bedside or formal ultrasound may be helpful in this situation (note – reduced liquor volume
may be seen in the absence of PROM and, conversely, a normal liquor volume may be seen,
at least initially, in the presence of PROM)
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Consider taking a combined low vaginal & rectal swab for Group B Streptococcus (‘GBS swab’)
and high vaginal & chlamydia / gonorrhoea swabs (if indicated)
o Need to specify on request form that this is for GBS screening

PROM confirmed


Routine digital examination is not indicated, unless there is clinical indication



Exclude underlying infection (i.e. chorioamnionitis) by monitoring maternal temperature, pulse
rate, blood pressure, oxygen saturations and respiration rate



Exclude malpresentation – perform a bedside ultrasound if any concerns



Fetal wellbeing assessment, including maternal report of fetal movements, maternal wellbeing,
auscultation or CTG (as clinically appropriate)



Ascertain whether there is meconium-stained liquor or GBS positive
An obstetric consultation is recommended for women with PROM “before 24 hours”
have elapsed.
Where meconium-stained liquor is present, or GBS positive, obstetric consultation is
recommended as soon as possible.

PROM not confirmed
In the absence of observed liquor on speculum and a negative Amnicator® or Amnisure® test, it is
reasonable to assume the membranes are intact.
If the history is suspicious but with negative clinical findings, then discharge the woman/pregnant person
home with advice to:


Carefully monitor vaginal discharge with pads over the next few days



Liaise with LMC / Community Midwifery Team if any further concerns

Predictors of clinical chorioamnionitis
Vaginal examinations (VEs) have been shown to be the strongest predictor of clinical chorioamnionitis
for women/pregnant people with PROM, with increasing rates from three to four VEs (7-8 VEs versus
0-2, OR 2.37, p=0.04).5
Vaginal examinations prior to labour and/or induction of labour are to be avoided unless
indicated
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Obstetric Referral Guidelines (‘Section 88’) considerations
As per the Ministry of Health 2012 Obstetric Referral Guidelines:
Code

Condition

Description

Referral category

4027

Prelabour rupture of membranes
at term

Consult before 24 hours *

Consultation

* Sooner if clinical concerns e.g. meconium-stained liquor, bleeding, reduced movements, CTG abnormalities, other
concerns about maternal infection etc.

Term PROM management Options
Following a full clinical assessment, a management plan needs to be decided. The options are:
1. Expectant management with plan for induction of labour from approximately 18 hours
2. Immediate induction of labour
3. Management of women/pregnant people who are GBS positive
Immediate consultation recommended where caesarean birth is indicated. e.g.
malpresentation, planned caesarean, fetal compromise etc. (See appendix for flowchart)
1. Expectant management, with plan for induction of labour from approximately 18 hours
Expectant management – criteria
Expectant management is appropriate for women/pregnant people who are well and have no
risk factors.6-9
Criteria for expectant management include:






Woman/pregnant person has provided informed consent for expectant management
Baby with fixed cephalic presentation
No digital examination has been performed
Woman/pregnant person reports no reduction in fetal movements
No other indications for immediate induction of labour e.g. meconium, GBS positive

Women/pregnant people who do not go into spontaneous labour within 18 hours of rupturing
their membranes have developed a risk factor for early-onset GBS infection. 10 They require the
offer of an induction of labour and prophylactic IV antibiotics from the onset of induction of
labour or of spontaneous labour, whichever occurs first.
Women/pregnant people suitable for expectant management who spontaneously labour but
do not give birth by 18 hours after rupture of membranes have developed a risk factor for
early-onset GBS infection, and require the offer of prophylactic IV antibiotics once either in
established labour or at the start of subsequent IOL.
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Expectant management – no labour after 18 hours
Woman/pregnant person continues to give informed consent for expectant management.
If a woman/pregnant person has waited expectantly but by 18 hours following the rupture of
their membranes they are not in labour, it is recommended that they should be offered an
induction of labour and for intrapartum antibiotic prophylaxis once labour is established.
IOL can be offered at any time after 18 hours following rupture of membranes, depending upon
the time of day that PROM occurred, the wishes of the woman/pregnant person, and the acuity
of the LMC and Hutt Maternity Delivery Suite.
Antibiotic prophylaxis should be recommended and commenced once the IOL has started or in
active labour. As long as the woman/pregnant person has no clinical evidence of infection and
has not had a digital examination, antibiotics do not need to be started precisely at the 18 hour
mark.
2. Immediate induction of labour
Indications for early induction of labour
Immediate induction of labour is appropriate even without any risk factors or evidence of
clinical concern.
Indications for immediate induction of labour may include:




Maternal choice (where appropriate clinical care can be provided)
Any signs of infection, meconium stained liquor
Fetal compromise

Management






Obstetric consultation recommended
Assess maternal and fetal observations– including continuous CTG
Transfer to Hutt Hospital recommended (if in community or at Te Awakairangi Birthing
Centre)
Commence broad-spectrum intravenous antibiotics immediately (if signs of infection)
If vaginal birth is appropriate, recommend IOL as soon as possible

3. Management of women/pregnant people who are GBS positive
Inclusion criteria





Previous GBS-infected baby
GBS bacteriuria of any count during the current pregnancy
GBS vaginal colonisation in current pregnancy between 35 - 37 weeks
Intrapartum fever ≥ 38.0°C
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Management





Obstetric consultation recommended
Assess maternal and fetal observations – including CTG
Commence prophylactic IV antibiotics as soon as possible
Recommend IOL (as soon as appropriate)

4. Induction of labour in PROM at term






Induction of labour for ruptured membranes can be with either Prostin® E2
(dinoprostone) gel for cervical ripening, or directly with a Syntocinon® (oxytocinon)
infusion. It is reasonable to offer a dose of Prostin® gel for cervical ripening prior to
commencing oxytocin, if the cervix is unfavourable, and then commence an oxytocin
infusion approximately six hours later if not in labour.
Balloon induction of labour is contraindicated for term PROM.
Where meconium-stained liquor present, induction of labour can be commenced with
Prostin® or Syntocinon®, as soon as safe staffing allows. Commence continuous CTG
from start of induction (irrespective of technique)
Women/pregnant people who have previously tested positive for GBS (with no current
negative swab) require IOL to commence within the current or next day. If presenting
after 2pm, admit, commence IV antibiotics and start IOL next day

Maternal Fever and Suspected Chorioamnionitis
Women/pregnant people with fever and/or other signs of chorioamnionitis / intrauterine infection
require immediate treatment, intervention and birth expedited. Management should include:
1. MEWS chart / observations should commence (monitored at least hourly or more frequently if
indicated
2. Continuous CTG
3. Intravenous antibiotic therapy.
Clinical signs of chorioamnionitis include maternal fever > 38.0 or any two of the following:






Abdominal tenderness (between contractions)
Malodorous vaginal discharge
Offensive liquor
Maternal tachycardia
Fetal tachycardia

If a clinician suspects chorioamnionitis, they need to:






Consult on-call Obstetric team urgently (RMO ought to liaise with SMO urgently too)
Consider consultation with on-call Infectious Disease team for women with severe Penicillin /
Cephalosporin allergy with a history of angioedema, respiratory distress or urticaria
Full set of observations
Move to a high-acuity setting (e.g. delivery suite) if not already there
Initiate continuous CTG monitoring
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Take urine and blood specimens (see below)
Active resuscitation of woman/pregnant person – IV fluids, oxygen etc.
Intravenous antibiotics (see below)
Expedite delivery urgently, augmentation or Caesarean section, depending upon clinical
situation. Cervical ripening contraindicated.

Where there are signs of infection, appropriate culture specimens ideally should be sent before
initiating antibiotics. Treatment should, though, never be delayed in order to get samples – initiating IV
fluid resuscitation and antibiotics etc. is more important.
Consider sending the following samples:




Maternal bloods: FBC, CRP, lactate, blood cultures
Urine sample (MSU or CSU)
High vaginal swab (purple bacterial swab)

Antibiotic regime for suspected chorioamnionitis / intrauterine infection
Regardless of a woman’s GBS status, the antibiotic regime for suspected chorioamnionitis is:
Cefuroxime 1.5g IV 8-hourly
and
Metronidazole 500mg IV 12-hourly
No Penicillin Allergy

Severe Penicillin or
Cephalosporin Allergy
OR
Known ESBL colonisation

Consider
Gentamycin 5mg/kg (booking body weight) IV as a STAT dose
(maximum 560mg)
Contact pharmacist for advice on monitoring serum concentration if
more than one dose required
Meropenem 1g IV q8h
or
Contact Infectious Disease on call

Information to Offer Pregnant People


RCOG Group B Streptococcus (GBS) in pregnancy and newborn babies

Guideline
The clinical significance of SRM varies with the gestational age and the time interval between the SRM
and birth. Prolonged SRM intervals increase the risk of complicating chorioamnionitis / perinatal
morbidity and mortality. Optimal clinical management needs to factor into account the full clinical
presentation, results of investigations and ongoing clinical developments. Hopes to avoid an
intervention cascade following induction of labour have to be weighed against the need to avert
significant perinatal sepsis.
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Note – ruptured membranes are not necessary for the diagnosis of chorioamnionitis
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Informed Consent:
The right of a consumer to make an informed choice and give informed consent, including the right
to refuse medical treatment, is enshrined in law and in the Code of Health and Disability
Consumers’ Rights in New Zealand. This means that a woman can choose to decline treatment,
referral to another practitioner, or transfer of clinical responsibility. If this occurs follow the process
map on page 18 of the Referral Guidelines (Ministry of Health, 2012).

Tangata Whenua Statement:
The Women’s Health Service recognises the rights and responsibilities of Māori as tangata whenua
and Treaty Partners. This allows and acknowledges the importance of cultural diversity in all aspects
of our care and practice in Aotearoa New Zealand.
As stated in Te Pae Amorangi (Hutt Valley DHB Māori Health Strategy) 2018-2027, Hutt DHB as a
Crown agency is committed to our role in maintaining active relationships with iwi, under Te Tiriti o
Waitangi. This strategy recognises the established principles of Partnership, Participation and
Protection and recognises steps towards the reviewed interpretation of Te Tiriti principles to date
(from the Wai 2575 claim into health). These are tino rangatiratanga, equity, active protection,
partnership and options.
Attention in particular is drawn to:


Article one – Kāwanatanga: actively engaging and working alongside with local iwi through the
Hutt Valley Māori Health Unit



Article two – Tino Rangatiratanga: Self-autonomy, self-determination; the responsibility to
enable Māori to exercise their authority over their own health, determinants and definition of
health



Article three – Ōritetanga: equal health outcomes of peoples; ensuring that policy, guidelines or
programmes do not further perpetuate any inequity



Article four (the ‘oral clause’) – Wairuatanga: spirituality; thriving as Māori and the importance
of health providers understanding health in te ao Māori (the Māori world), acknowledging the
interconnectedness and inter-relationship of all living and non-living things.
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Appendix 1: Suspected Pre-labour rupture of membranes at term flowchart
Primary assessment: history, examination, speculum (Amnicator if uncertainty), CTG, maternal observations
(temperature, pulse, blood pressure, respiratory rate, oxygen saturations), GBS swab
Liquor – check for colour, presence of meconium or blood

Confirmed Term PROM

Clear liquor
No fever or signs of
infection

Maternal fever
> 38.0 or any two signs
of chorioamnionitis

Meconium liquor

Yes

Yes

Yes

Management Options

Consult obstetric team

Continuous CTG

1. Expectant management for 1824 hours
2. Immediate IOL (as appropriate)
3. Management of GBS positive
people

Broad-spectrum IV antibiotics

Consult Obstetric team

Expedite birth

IOL as soon as resources allow

Inform NICU

Syntocinon preferred

Antenatal risk factors for GBS infection?
Previous baby with GBS infection
Positive GBS MSU this pregnancy
Positive GBS swab this pregnancy at 35-37 weeks
Over 24 hours since ROM at time of diagnosis

Yes

No

Expectant management
appropriate?

Consult Obstetric team

No

Yes

IOL as soon as resources allow
Consider PG 2mg if unfavourable
cervix (Bishop s score 7)
Offer IV antibiotic prophylaxis
at start of IOL

No

Pregnant person wants
expectant management
Yes

Offer expectant management
Monitor maternal temperature and wellbeing
Monitor fetal movements and liquor
colour
Anticipate spontaneous labour

Prolonged ROM over 24 hours

Not in labour

In labour – offer IV antibiotics after
18 hours PROM, unless birth is
imminent (under 1 hour)
After birth – 24 hours neonatal
observations and discuss with SCBU
team if any concerns
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Appendix 2 – Antibiotics for suspected pre-labour ROM at term

Antibiotics in Labour

Confirmed in labour

Clinical Suspicion of Chorioamnionitis

Antenatal risk factors for GBS infection?
Previous baby with GBS infection

Penicillin
allergy?

Maternal fever

38.0°C

Positive GBS MSU this pregnancy

Fetal tachycardia

Positive GBS swab this pregnancy at 35-37 weeks

Uterine tenderness (between contractions)

Over 24 hours since ROM at time of diagnosis

Malodorous vaginal discharge

Collect:
Benzylpenicillin IV

HVS and LVS/anorectal GBS swab

Initial dose 1.2g

No

Urine culture (MSU or CSU)

Then 600mg 4-hourly until birth

Blood cultures – 2 different sites
FBC and CRP

Yes
Penicillin
allergy?
No

Low-risk of anaphylaxis: minor rash,
maculopapular rash, unknown reaction

Cefuroxime 1.5g IV 8-hourly

and

Yes
Cefazolin 2g IV Q8h until birth

High-risk of anaphylaxis: immediate onset
rash, anaphylaxis/angioedema, severe
cutaneous reaction e.g. SJS, DRESS, TENs
Yes

Vancomycin 1g IV (infused over two hours)
Q12h until birth

Metronidazole 500mg IV 12-hourly
Yes

Consider Gentamicin 5mg/kg IV (max
560mg) stat (contact pharmacist for
advice on monitoring serum
concertation if more than 1 dose
required)

Meropenem 1g IV q8h
or
Contact Infectious Disease on-call
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