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Preterm pre-labour rupture of membranes (PPROM) 

Key Points 

• Maternal risks are associated with chorioamnionitis
• The fetal risks associated with PPROM which can cause neonatal death are

prematurity, sepsis and pulmonary hypoplasia. 
• The diagnosis of PPROM should be confirmed by a doctor at training level of ST3 or

above (or the equivalent). 

Version: 3.1 
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Key words: Preterm pre-labour rupture of membranes, PPROM, preterm 

labour, amniotic fluid, NNU, SCBU 

This is a controlled document. If you are using a printed copy, check it 
against the guidelines site to ensure you are using the latest edition. 

Print copies must be destroyed after use. 

Abbreviations 
ANC Antenatal clinic 
CTG Cardiotocograph 
DAU Day assessment unit 
EFM Electronic fetal monitoring 
EFW Estimated fetal weight 
FBC Full blood count 
GBS Group B streptococcus 
HVS High vaginal swab 
IUT In utero transfer 
MAC Maternity assessment unit 
MSU Mid-stream specimen of urine 
NNU Neonatal unit 
PPROM Preterm pre-labour rupture of membranes 
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INTRODUCTION 
 
Preterm pre-labour rupture of membranes (PPROM) complicates only 2% of pregnancies but is 
associated with 40% of preterm deliveries which can result in serious fetal and maternal 
complications. 
 
Maternal risks are associated with chorioamnionitis. The fetal risks associated with PPROM 
which can cause neonatal death are prematurity, sepsis, pulmonary hypoplasia. Infants born 
with sepsis have a mortality rate four times higher than those without sepsis. 
 
Diagnosing and managing preterm pre-labour rupture of membranes 
 

Women with suspected preterm pre-labour rupture of membranes 
 
 

Diagnosis 
 

 
Prophylactic antibiotics 

 
 

Identifying intrauterine infection 
 

 
Discussing mode of birth 

 
 

Maternal corticosteroids 
 

 
 
DIAGNOSIS 
The diagnosis of PPROM should be confirmed by a doctor who is at a training level of ST3 or 
above (or the equivalent).  
 
In a woman reporting symptoms suggestive of PPROM, offer a speculum examination to look for 
pooling of amniotic fluid and: 

• if pooling of amniotic fluid is observed, do not perform any diagnostic test but offer care 
consistent with the woman having PPROM. 

• if pooling of amniotic fluid is not observed, consider performing an insulin-like growth 
factor binding protein-1 test (Actim® PROM, see Appendix 1). 

 
If the results of the insulin-like growth factor binding protein-1 are positive, do not use the test 
results alone to decide what care to offer the woman but also consider her clinical condition, her 
medical and pregnancy history and gestational age, and either:  

• offer care consistent with the woman having PPROM or  
• re-evaluate the woman's diagnostic status at a later time point. 

 
If the results of the Actim® PROM test are negative and no amniotic fluid is observed: 

• do not offer antenatal prophylactic antibiotics.  
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• explain to the woman that it is unlikely that she has PPROM, but that she should return if 
she has any further symptoms suggestive of PPROM or preterm labour. 
 

Do not perform diagnostic tests for PPROM if labour becomes established in a woman 
reporting symptoms suggestive of PPROM. 
 
 
INVESTIGATIONS 
The following investigations should be performed:1,2 

• MSU 
• HVS 
• Blood for FBC and CRP2,3,4 
• Electronic fetal monitoring for at least 20 minutes (if ≥26/40 as per Fetal Monitoring 

guideline) 
• Confirmation of fetal presentation by ultrasound. 

 
Prophylactic antibiotics 
Offer women with PPROM oral *erythromycin 250 mg 4 times a day for a maximum of 10 days or 
until the woman is in established labour (whichever is sooner). 
 
For women with PPROM who cannot tolerate erythromycin or in whom erythromycin is 
contraindicated, consider oral penicillin for a maximum of 10 days or until the woman is in 
established labour (whichever is sooner). 
 
Do not offer women with PPROM co-amoxiclav as prophylaxis for intrauterine infection. 
 
*(At the time of publication (NICE November 2015), erythromycin did not have a UK marketing 
authorisation for use in pregnancy. The prescriber should follow relevant professional guidance, 
taking full responsibility for the decision. Informed consent should be obtained and documented.) 
 
Identifying intrauterine infection 
Use a combination of clinical assessment and tests (C-reactive protein, white blood cell count 
and measurement of maternal and fetal heart rate using cardiotocography) to diagnose 
intrauterine infection in women with PPROM. 
 
Do not use any one of the following in isolation to confirm or exclude intrauterine infection in 
women with PPROM: 

• a single test of C-reactive protein 
• white blood cell count 
• measurement of fetal heart rate using cardiotocography. 

 
If the results of the clinical assessment or any of the tests are not consistent with each other, 
continue to observe the woman and consider repeating the tests and monitoring the trend to 
dictate management. 
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MANAGEMENT 
• Referral to the obstetric registrar / consultant 
• Fetal growth scan to estimate fetal weight. 
• Observation for clinical signs of chorioamnionitis e.g., uterine tenderness or offensive 

vaginal discharge 
• Four to eight hourly blood pressure, maternal pulse, temperature, respiratory rate and 

fetal heart auscultation9 
• Request IUT if delivery not imminent if PPROM at >/= 22+0 weeks and < 27+0 (singleton) 

or <28+0 weeks (multiple) or EFW < 800g. 
• A daily CTG if appropriate  
• The woman should be regularly reviewed for signs of intrauterine infection – an abnormal 

parameter or a combination of these may indicate infection9 
• Commence erythromycin 250 mg QDS for 10 days orally, if not in labour 

 
• Antenatal corticosteroids to be offered in line with BAPM guidance to women between 

22+0 to 23+6 (survival focused) gestation and between 24 and 34+6 weeks gestation to 
all women5.  

• Give magnesium sulphate for fetal neuroprotection if less than 32+0 weeks gestation if in 
established labour or delivery expected within 24 hrs.17 (see also Preterm Birth guideline)  

• Observations: Prior to giving the loading dose of magnesium sulphate baseline 
observations of temperature, pulse, respiratory rate and oxygen saturations, blood 
pressure and patella reflexes should be recorded. These should be repeated at the end of 
the loading dose infusion. Please continue observations as per guidance for Nifedipine if 
being simultaneously administered. 

• There is insufficient evidence to support the use of tocolysis in women with PPROM as 
there is an increase in maternal chorioamnionitis without significant benefit to the 
neonate1. However, tocolysis may be considered to delay delivery if the woman starts to 
contract after PPROM at a gestation up to 34+6 weeks of gestation in order to allow 
administration of antenatal corticosteroids or in-utero transfer provided infection has been 
excluded 1. Please ensure there are no contraindications to tocolysis (for example 
bleeding or infection). If magnesium sulphate is being given or is about to be given, 
Nifedipine may be given with caution (please check BP, Pulse, RR, O2sats, Patella 
reflexes). 

• If pre-eclamptic, the frequency of observations during the magnesium sulphate infusion 
should be as per the severity of their condition as per guidance. 

• Inform neonatal team/Neonatal Unit (NNU)  
• If possible, arrange for the woman to visit NNU for orientation, neonatal counselling may 

also be appropriate. 
• The woman should be admitted to the antenatal ward for at least 48 hours before 

consideration for home management1,10,11.  
• Women being monitored at home for PPROM should be advised of the signs and 

symptoms of chorioamnionitis. They should take their temperature 3 times a day9 
 

Arrange a weekly visit to DAU/MAC / ANC to review management. A HVS and maternal FBC 
need not be included in DAU/MAC visits as the sensitivity of these tests in the detection of 
intrauterine infection is low9 

 

https://guidelines.fhft.nhs.uk/Obstetrics_and_Gynaecology-Pregnancy_Complications_and_Medical_Disorders-Preterm_Birth_%E2%80%93_Reducing_Incidence_and_Management_and_Use_of_Tocolysis
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Intrapartum management 
 
Women whose pregnancy is complicated by PPROM after 22+0 weeks’ gestation and who have 
no contraindications to continuing the pregnancy should be offered expectant management until 
37+0 weeks; timing of birth should be discussed with each woman on an individual basis with 
careful consideration of patient preference and ongoing clinical assessment16. 
If a woman has preterm prelabour rupture of membranes after 34+0 weeks (but before 37+0 
weeks) and has had a positive group B streptococcus test at any time in their current pregnancy, 
offer immediate induction of labour or caesarean birth (NICE, 2021). 
 
Also, delivery should be considered at earlier gestations if there are: 

• Signs of infection 
• Intrauterine death 
• Vaginal bleeding 
• Significant meconium stained liquor. 

 
The intrapartum management should include:  

• Continuous electronic fetal monitoring (CEFM) (if ≥26/40)12 
• Normal intrapartum observations 
• Intrapartum antibiotic prophylaxis (as per antimicrobial guidelines. Cover for GBS should 

be included) 
• If maternal pyrexia is ≥38 oC, see guideline for prevention of maternal infection - sepsis 

pathway. 
• Neonatal team at delivery 

 
After the birth, follow the guideline for the Management of Early Infection Risk in Newborns. 
 
 
AUDITABLE STANDARDS 
 
Referral to the obstetric registrar 
Administration of antibiotics 
Continuous EFM in labour 
Baby’s observations following birth 
 
 
MONITORING 
This guideline will be subject to three yearly audit. The audit midwife is responsible for 
coordinating the audit. Results presented to the department clinical audit meeting. Action plans 
will be monitored at the quarterly department clinical governance meeting. 
 
 
COMMUNICATION 
If there are communication issues (e.g. English as a second language, learning difficulties, 
blindness/partial sightedness, deafness) staff will take appropriate measures to ensure the 
patient (and her partner, if appropriate) understand the actions and rationale behind them. 
 
 
EQUALITY IMPACT ASSESSMENT 
This policy has been subject to an Equality Impact assessment. 
 
  

https://app.eolasmedical.com/organisation/Frimley%20Health%20NHS%20Foundation%20Trust%20-%20FHFT
https://guidelines.fhft.nhs.uk/Obstetrics_and_Gynaecology-Pregnancy_Complications_and_Medical_Disorders-Sepsis_in_Pregnancy_and_Puerperium
https://guidelines.fhft.nhs.uk/Obstetrics_and_Gynaecology-Pregnancy_Complications_and_Medical_Disorders-Sepsis_in_Pregnancy_and_Puerperium
https://guidelines.fhft.nhs.uk/Neonates-Infections-Early_Infection_Risk_in_Newborns
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APPENDIX 1 – ACTIM PROM TEST INDICATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Speculum examination 

Evidence of 
PPROM/PROM 

confirmed 

Do NOT perform 
Actim PROM test 

Manage according 
to Trust PROM 

protocol 

Inconclusive/no 
visual confirmation 

of PROM  

Perform Actim PROM test using the 
1ngeni machine reader  
(trained operators only) 

 

NEGATIVE* 
Discharge with 
advice to return 
if repeat episode 

POSITIVE* 

Repeat DAU/LW 
attendance for 

?PPROM (<37/40) 
or ?PROM + GBS 

PPV & NPV for test (according to literature) >90% 
*False negatives & false positives are possible. Refer 
to Standard Operating Procedure for further 
information. 

Actim PROM IGFBP-1 
 Test Indication Flowchart 

 
Suitable for women 14+ weeks gestation and history consistent with Suspected Rupture 
of Membranes (SRM) or recurrent attendance with ?SRM. 
 
 suspected Preterm Prelabour Ruptured Membranes (PPROM) (<37/40)  
   NB: Presentation at <37/40, examination to be authorised by registrar  
   or consultant 
 suspected Prelabour Ruptured membranes (PROM) + known GBS positivity  
 suspected PROM + history of GBS affected baby  
 suspected PROM + Planned GBS prophylaxis 
Collect samples for Actim PROM test prior to digital examination or transvaginal 
ultrasound 
Samples taken >12 hours post cessation of leakage may give false negative results due 
to degeneration of IGFBP-1 
 
 

https://guidelines.fhft.nhs.uk/Obstetrics_and_Gynaecology-Labour_and_Birth-Prelabour_Rupture_of_Membranes_at_Term
https://guidelines.fhft.nhs.uk/Obstetrics_and_Gynaecology-Labour_and_Birth-Prelabour_Rupture_of_Membranes_at_Term
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APPENDIX 2: OXFORD AHSN ALGORITHM FOR MANAGEMENT OF PRETERM 
PRELABOUR SPONTANEOUS RUPTURE OF MEMBRANES 

Version 4 (Updated Nov 2024) 
 

Suspected preterm prelabour SROM at ≥ 22+0 1 to <35+0 
 

Acute fetal compromise2  

or  
Maternal compromise/  
or 
Placental abruption   

 No abruption / immediate maternal/fetal compromise 

 Chorioamnionitis 3 
 

Contracting 
+ / - minor bleed 

Not contracting +/- 
minor PVB, but likely 
SROM/POC4 +ve 

Likely not SROM / 
POC -ve 

    
IV antibiotics5 
Sepsis care bundle 
Steroids 
Mg6 if <32+0 
EFW7 if poss. 
VE14 

Steroids 
Mg6 if <32+0 
EFW7 if poss. 
IV antibiotics  
VE14 

Steroids 
No Mg 
EFW7 if poss. 
Erythromycin po 
Avoid VE 

Consider no 
steroids 
No Mg 
Non-urgent USS 
No antibiotics 

    

Stabilise8 

Gestation is <27+0 (singleton) OR <28+0 (multiple) OR EFW <800g9 
If <23+0 check whether ‘favourable factors’11 
If <24+0 check parents want survival focussed care10 
 

    
Request IUT12 if del 
unlikely <1hr 

Request IUT12 if del 
unlikely <1hr 

Request IUT12 

   
Deliver, or 
Consider IUT12 if 
situation stabilised 

No tocolysis13 
 

Consider tocolysis 
for IUT13 only 

No tocolysis Consider discharge 

Footnotes: 

1. Gestation brought forward in line with BAPM. Ensure correct dates.  
2. CTG to be used only >/=26+0 weeks. In OUH only CTGs are performed from 25+0 w but outside L3 NNU risks 

associated with false positive rate likely to outweigh benefits.  
3. Chorioamnionitis is very common at presentation of severely preterm SROM and may be subtle. Early IVABs (<1hr of 

diagnosis), see local sepsis guideline. Confirmed chorioamnionitis requires delivery, but this can usually be after 
transfer, if IUT criteria are met.  

4. POC: point of care test for SROM (e.g. Actim Prom). Beware of high false positive rate particularly if history poor. 
5. IV antibiotics. Follow unit antibiotic guideline; avoid co-amoxiclav 
6. Mg: Magnesium bolus 4g (16mmol) Magnesium Sulphate as 20mls of 20% magnesium sulphate IV over 5 – 10 

minutes. If <32+0 weeks. Note PReCePT suggests 30 but clinical benefit up to 32 weeks.  
7. EFW: estimated fetal weight +/-15% if possible. Presentation. 
8. Stabilisation of acutely unwell mother beyond scope of this. Early IVABs (<1hr of diagnosis) essential, see local sepsis 

guideline. 
9. Criteria for delivery in Level 3 Neonatal Unit. If criteria not met follow local guideline 
10. At <24+0 IUT should not take place if parents are clear that survival-focused neonatal care is not appropriate. 

Neonatal review advised. Operative birth in fetal interest contraindicated. 
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11. Favourable factors: singleton, not FGR, steroids given, absence of clinical evidence of sepsis, no prolonged (<20w) SROM, 
female gender (and birth in L3 unit). Discuss with on call consultant. See BAPM infographic below. 

12. For IUT: try OUH first. Between 08:00-21:30  call Delivery Suite (01865 221987/8) and specifically request to speak 
to the consultant obstetrician on Delivery Suite. DO NOT call NICU or Delivery Suite manager first. Between 21:30 -
08:00, call OUH  switchboard (01865 741166) and request to speak to the obstetric consultant on call. If IUT is 
agreed between 21:30-08:00 , then call Delivery Suite (01865 221987/8) to complete required handover forms. If no 
OUH availability, access PeriDASH South East Perinatal Maternity Bed and Neonatal Cot Locator - Power Apps. and 
SONeT (Southampton Oxford Neonatal Transport) 

13. Tocolysis. Follow unit tocolysis guideline. Do not use nifedipine if magnesium given or to be given. 
14. Duration of labour very variable and unpredictable. Discussion with OUH advised.  

 

  
 

Guideline: Health Innovation Oxford & Thames Valley Maternity Network: Management of Preterm Prelabour SROM 
Version 4 (Updated Nov 2024) 

Author: Mr Lawrence Impey, Health Innovation Oxford & Thames Valley Maternity Clinical Lead 
  

https://apps.powerapps.com/play/e/default-03159e92-72c6-4b23-a64a-af50e790adbf/a/dfc1dc64-8a39-4862-bf9a-7bfb120502e9?tenantId=03159e92-72c6-4b23-a64a-af50e790adbf
https://www.sort.nhs.uk/SONeT/Aboutus/Liveneonatalcotandmaternitybeddashboard/Live-neonatal-cot-and-maternity-bed-dashboard.aspx
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