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MANAGEMENT OF

Preterm Premature Rupture of
Membranes (PPROM)
This care process model (CPM) was developed by Intermountain Healthcare’s Obstetrics (OB) Development Team under the
guidance of the Women and Newborns clinical program. It provides evidence - based recommendations for assessing and managing
pregnancies affected by preterm premature rupture of membranes (PPROM).

Why Focus on PPROM?
Preterm premature rupture of membranes (PPROM) warrants attention for
several reasons.
• It’s common. PPROM, defined as premature rupture of membranes prior

to 37 weeks completed gestation, occurs in 2 % to 4 % of all singleton and
7 % to 20 % of twin pregnancies.CAUG PPROM is a complication in about
one third of all preterm births, which have increased by 38 % since 1981.
Obstetric providers manage many cases of PPROM over the course of
their careers.
• PPROM in particular is associated with increased morbidity and

mortality. About one-third of women with PPROM develop potentially
serious infections. Premature delivery and its attendant potential
problems, perinatal infection, and in utero cord compression are common
complications. ACOG The fetus / neonate is at greater risk of PPROM-related
morbidity and mortality than the mother.DUFF PPROM accounts for
approximately 20% of perinatal deaths in the United States.CAUG
• Practice varies widely. Successful management of PPROM hinges on

accurate knowledge of gestational age and on assessing the relative risks of
preterm birth versus expectant management.ACOG As understanding of these
risks and the factors affecting them evolves, the result will be a reduction of
medical practice variability, including delivery timing, medication use, and
surveillance practices for expectant management.
• A systematic evidence- and consensus-based approach will improve

outcomes. See “Goals” at right for key expected benefits of implementing
this model.
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GOALS
The overarching goal of this CPM is to
promote evidence-based practice and clinical
consistency in the management of PPROM
within the Intermountain Healthcare system.
Specific goals are to:
• Optimize use of resources applied to the

assessment and treatment of PPROM
• Help clinicians navigate the risks of preterm

labor and expectant management
• Establish a shared approach that can serve

as a baseline for measurement
and ongoing improvement

PROGRAM MEASURES
• Increase corticosteroid (betamethasone)

administration given to patients at 24 to 33
weeks 6 days gestation
Indicates an Intermountain measure
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ALGORITHM: MANAGEMENT OF PPROM
Patient presents with suspected PPROM
TRANSFER TO L&D
as needed, give tocolytic ONLY to allow transport of PPROM
patients having labor contractions.

ASSESS for PPROM

Medical history and physical exam, other tests as needed.
See Assessment Notes on page 3.

CONFIRM PPROM
Evident intrauterine infection,
bleeding sufficient to threaten
maternal well-being, or fetal death?

yes

DELIVER expeditiously

no

MANAGE
per gestational age as outlined below

Less than 24 weeks
PROVIDE COUNSELING to patient
and family.
Gestational age at delivery provides
best estimate of chance of survival.
If 22 – 24 weeks gestation, recommend
consultation with neonatology to discuss
resuscitation issues. See page 3 Notes
on PPROM.
Per patient choice, either:
• INDUCE labor (refer to
Intermountain’s Pregnancy
Termination Procedure).
• MANAGE expectantly /
MAKE decision to resuscitate
(INPATIENT) as described at right.
• MANAGE expectantly /  MAKE
decision not to resuscitate
(OUTPATIENT) as described below.
•• CONSIDER inpatient evalulation for
24 to 48 hours and administration of
latency antibiotics
See Medication Table (page 3).
•• DISCHARGE to home with instructions
to monitor temperature daily (call if
temperature > 100.4°F / 38°C).
•• PERFORM weekly fetal ultrasound
Note that corticosteroids are NOT
recommended (see Measures).

24 weeks – 33 weeks 6 days
MANAGE expectantly (inpatient) as
described below.
GIVE magnesium for neuroprotection
if delivery at < 32 weeks is expected
within 24 hrs
GIVE corticosteroid
See Medication Table (page 3).
GIVE antibiotic to prolong latency
See Medication Table (page 3).
CONSULT MFM if HSV, HIV, or hepatitis C.
If cerclage: LEAVE IN PLACE, unless patient
has intrauterine infection or unexplained
vaginal bleeding.

34 weeks or greater
GIVE antibiotic for GBS prophylaxis
as needed, following Intermountain’s
Prevention of Perinatal GBS guidelines.

GIVE corticosteroid
See Medication Table (page 3).

DELIVER
(usually by induction of labor)

PROVIDE surveillance:
• Daily nonstress test to monitor
fetal health.
• Periodic (not daily) ultrasound to
assess amniotic fluid; if patient no longer
reports leakage of fluid, do u /s to check for
reaccumulation of fluid suggesting resealing
of the rupture. (If resealed, the patient may
be discharged home.)

If fetus reaches viability and patient
and neonatology care team decide to
resuscitate infant upon delivery,
ADMIT as inpatient AND:
©2012-2017 INTERMOUNTAIN HEALTHCARE. ALL RIGHTS RESERVED.
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ASSESSMENT AND MANAGEMENT
CONSIDERATIONS

PPROM MANAGEMENT AT
< 24 WEEKS GESTATION

PPROM Assessment

Advances in neonatal care and in
management of PPROM at the limits
of viability may continue to impact
survival; nevertheless, for PPROM
at < 24 weeks gestation, fetal and
neonatal morbidity remain high.
Counseling for patients evaluating
their choice for termination (induction
of labor) or expectant management
should include discussion of both
maternal and fetal outcomes and, if
gestation is 22 to 23 weeks 6 days,
should also include a consultation
with neonatology.BATT

PPROM is a clinical diagnosis usually based on patient history and visualization of
amniotic fluid during physical exam. In some cases, lab tests are needed to exclude other
possible causes of vaginal or perineal wetness.
•• Medical history: Timing and quantity of leaking or wetness, weeks gestation / EDD,

pregnancy history of PPROM, etc.
•• Physical exam: Avoid digital exam unless active labor or imminent delivery is expected.

Use sterile speculum examination to:
–– Visually inspect for cervicitis, umbilical
cord prolapse, or fetal prolapse
–– Assess cervical dilation and
effacement

–– Obtain cultures as needed
–– Visually confirm PPROM diagnosis

•• Test: if diagnosis of PPROM can’t be visually confirmed:

•• For counseling patients at 22 to 24
weeks 6 days, use the Neonatal
Research Network Extremely Preterm
Birth Outcome DataNICH

–– Test pH of fluid from posterior vaginal fornix (amniotic fluid usually ~ 7.1 - 7.3, versus

vaginal secretions ~ 4.5 - 6)

–– Look for arborization of fluid from posterior vaginal fornix

Consider ultrasound to check amniotic fluid volume; to assess fetal weight, gestational
age, and presentation; to check for fetal anatomic abnormality; or to confirm diagnosis of
PPROM by guiding transabdominal instillation of indigo carmine dye.

•• If induction of labor before viability is
considered, refer to Intermountain’s
Pregnancy Termination Procedure for
guidance in conforming to current Utah
and Idaho law.

Consider amniotic fluid-specific biomarker test (e.g., AmniSure or ROM Plus) if
diagnosis of PPROM remains uncertain after physical examination, nitrazine, and fern tests.

MEDICATION MANAGEMENT
Medication type, use in PPROM

Recommended

Magnesium for neuroprotection in

MAGNESIUM SULFATE,  IV: Bolus 6 grams over 40 minutes, then infuse 2 grams / hour maintenance dose

PPROM <32 weeks when delivery is
expected within 24 hours

from premixed 20 gram / 500mL bag until delivery or until 12 hours of therapy. (If preterm delivery seems
unlikely after 12 hours of therapy, discontinue therapy).

Corticosteroid to lower risk of RDS

BETAMETHASONE: 12 mg IM every 24 hours x 2 doses.
If betamethasone isn’t available, may use dexamethasone: 6 mg IM every 12 hours X 4 doses.
DO NOT GIVE if > 34 weeks and patient has previously received betamethasone.

Antibiotics to prolong latency
(Options listed at right will provide
GBS coverage for 48 hours. If delivery
is expected after 48 hours and before
completion of antibiotics used to
prolong latency, follow Intermountain’s
Prevention of Perinatal GBS
guidelines

AMPICILLIN 2 grams IV every 6 hours and erythromycin 250 mg IV every 6 hours x 48 hours
followed by: AMOXICILLIN 250 mg PO every 8 hours for 5 days
and ERYTHROMYCIN 333 mg PO every 8 hours for 5 days.

If penicillin allergy, low risk (e.g., isolated macupapular rash without urticaria or pruritis):
cefazolin 1 gram IV every 8 hours x 48 hours
and erythromycin 250 mg IV every 6 hours x 48 hours

followed by: cephalexin 500 mg PO every 6 hours x 5 days
and erythromycin 333 mg PO every 8 hours x 5 days

If penicillin allergy, high risk (e.g., anaphylaxis, angioedema, respiratory distress, urticaria):
vancomycin 1 gram IV every 12 hours x 48 hours
and erythromycin 250 mg IV every 6 hours x 48 hours

followed by: clindamycin 300 mg PO every 8 hours x 5 days
and erythromycin base 333 mg PO every 8 hours x 5 days
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RESOURCES
For Providers:
This CPM and other related resources (below) are accessible through the
Clincial Programs Care Process Models page on intermountainphysician.org or
the Women & Newborns Clinical Program home page on intermountain.net.
• Magnesium Sulfate
Neurophrophylaxis for the Very
Preterm Infant Guideline

Magnesium Sulfate Neuroprophylaxis for the
Very Preterm Infant Guideline
Singleton or twins <32.0 weeks gestation
At risk for delivery within 12 hours
-Preterm labor
-No contraindications to Magnesium Sulfate

Recommend Magnesium Sulfate Prophylaxis
Key counseling points:
-Temporary maternal side effects
-Risk of moderate or severe CP in surviving babies reduced by ~50% (RR is 0.55)
-Otherwise routine OB care for that condition will be provided
(steroids, tocolysis, antibiotics, etc…)

Prevention of Perinatal GBS Disease in Labor

ANTEPARTUM

1. First Trimester Screening
o Hx of Previous Infant with Invasive GBS Disease
o Medication Allergies – If Penicillin Allergic, assess severity – determines sensitivities on 35 week culture
Initiate Therapy
o Urine Culture for GBS

• Prevention of Perinatal GBS

-6 gram IV bolus over 20-30 minutes
-Maintenance infusion at 2g/hr
Third
Trimester
-Continue until delivery or2.
until 12
hours of
therapy

o
o

Screening
Vaginal/Rectal GBS Screen done within 5 weeks of Delivery
Obtain Sensitivities to Clindamycin & Erythromycin if Severe Penicillin Allergy precludes administering
Cefazolin in labor

INTRAPARTUM

3. Intrapartum GBS Prophylaxis Indicated:At Risk
Continue maintenance
infusion @ 2g/hr
o Previous infant with GBS disease
o GBS bacteriuria during any trimester of current pregnancy
Risk
oLowPositive
vaginal-rectal screening culture in late gestation (35-37 weeks) during current pregnancy
o Unknown GBS status at onset of labor and any of the following:
Discontinue Magnesium 
Delivery at <37 weeks gestation
Sulfate Infusion
 Amniotic membrane rupture >18 hours
 Intrapartum temperature >38 deg Celsius
 Intrapartum PCR positive for GBS (available at limited sites)

Reassess Risk if Undelivered after 12 hours of Therapy

Jeffrey Thorpe, MD
Risk of imminent delivery
returns < 28 weeks
-Re-initiate therapy

BIBLIOGRAPHY
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Disease in Labor

4. Intrapartum GBS Prophylaxis NOT Indicated: (All other risk factors must be negative)
o Colonization with GBS or GBS bacteriuria in previous pregnancy
Risk of imminent delivery
o Negative vaginal-rectal GBS screen culture returns
in late gestation
> 28 weeks(within 5 weeks of delivery)
-Do not
o Cesarean delivery performed before the onset
ofre-initiate
labor in therapy
women with intact membranes, regardless of
culture status

• Preterm Birth (Spontaneous and

ANTIBIOTIC TREATMENT
5. Antibiotic Treatment – Goal is to treat for 4 hours prior to delivery
o Penicillin G 5 million units IV Initially, then 2.5-3 million units IV Q4 hours until delivery
o Alternate: Ampicillin 2 gm IV initially, then 1 gm IV Q4 hours until delivery
o Penicillin Allergic: (mild allergy)
 Cefazolin 2 gm IV initial dose, then 1 gm IV Q8 hours until delivery
Reviewed Ware Branch, Medical Director W&N Clinical
Program
July 2017
o Penicillin
Allergic
(severe allergy – history of anaphylaxis, angioedema, respiratory distress or urticaria)
 If SENSITIVE: Clindamycin 900 mg IV Q8 hours until delivery
 If RESISTANT to Clindamycin OR Erythromycin or No Sensitivities Done: Vancomycin 1 gm
IV Q12 hours until delivery

Indicated) CPM

6. Special Cases: (Before routine culture is collected or available – If culture results available, follow treatment regimen
above)
o Preterm Labor
o Collect vaginal-rectal GBS culture and start GBS prophylaxis
o If patient progresses to labor, continue treatment. If labor stops, discontinue prophylaxis and await
GBS cultures and treat as needed
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Patient Education Fact Sheets:
Clinicians can view or order Intermountain patient education materials for
distribution to their patients.

CAUG Caughey AB, Robinson JN, Norwitz
ER. Contemporary diagnosis and
management of preterm ruptures
of membranes. Rev Obstet Gynecol.
2008;1(1):11-22.

• View by opening the appropriate topic page via the Clinical Programs pages

DUFF Duff P. Preterm premature rupture of
membranes. UpToDate website.
http://www.uptodate.com/contents/
preterm-premature-rupture-ofmembranes. Updated June 13, 2012.
Accessed September 18, 2012.

Intermountain PPROM-related patient materials include the following:

on intermountain.net or intermountainphysician.org.

• Order from Intermountain’s iprintstore.org.

is a type of progesterone [proh-JES-tuh-rohn]
FACT SHEET FOR PATIENTS AND FAMILIES
treatment. Progesterone is a hormone that is made
by the placenta during pregnancy. 17P is prescribed
by a healthcare provider to help prevent early delivery
(preterm birth).
17P

National Institute of Child Health and
Human Development. Extremely Preterm

Birth Outcome Data. https://www.nichd.
nih.gov/about/org/der/branches/ppb/
programs/epbo/pages/epbo_case.aspx.
Accessed October 16, 2017.

• Preterm Birth: 10 Steps to Help

Preterm Birth: 10 Steps to Help Prevent It

Why is it so important to prevent
preterm birth?
A baby born too early (a preemie) will be:

NICH

• 17P for Preventing Preterm Birth

FACT SHEET FOR PATIENTS AND FAMILIES

17P for Preventing Preterm Birth
What is 17P?

Prevent It

What is it — and why does it matter?

that birth is a birth that happens too soon — before 37
• Smaller than normal and may have organs
Preterm
Preterm
birth
means
birth before 37
aren’t completely developed. This can cause
weeks of pregnancy. (Your
due date
is set
for 40aweeks
weeks
Preterm
gestation, so a preterm
birth of
is 3pregnancy.
or more weeks
early.) birth may be
problems with breathing and feeding.
Preterm births fall into twodangerous
groups: for the baby’s health.
• More likely to have infections, brain problems,

• A medically indicated preterm birth is a delivery that’s

and other serious health problems. A very small
recommended and initiated by the doctor. A doctor
or sick preemie may have long-lasting physical or
will suggest an early delivery if either baby or mother
learning problems or, despite the best medical care,
Studies
have shown
that 17P
treatment in the second
has a condition
that makes
continuing
the pregnancy
may die.
dangerous. Common
for indicated
preterm
can lower
the risk of preterm
trimesterreasons
of pregnancy

birth include intrauterine growth restriction (IUGR, in

birth for women who have had one before. Other
Preemies who are able to stay in the womb until which the baby
is growswomen,
poorly during
themay
pregnancy),
pregnant
however,
not need or benefit
closer to the due date have a chance for good health
• Problems feeding and digesting. A small baby, born
preeclampsia, and placenta previa.
from taking this medicine.
at birth and throughout life. Preemies nearly always
too early, may not have the stamina to feed well. Also,
• A spontaneous preterm birth happens when the woman
premature babies are at risk for a serious problem in the
require advanced medical care in a newborn intensive
goes into preterm
labor safe?
or when her water breaks too
Is 17P
intestines, necrotizing enterocolitis (NEC). It can
care unit (NICU).
early (premature rupture of membranes, or PROM).
believe
thatmembranes
17P is safehave
for mothers and develop 2 to 3 weeks after birth, causing feeding
Once pretermExperts
labor begins
or the
problems, diarrhea, and a swollen belly.
babies
when
givencan’t
in the
second and third trimesters
birth
usually
be avoided.
Why was I offered 17P treatment?ruptured, an early
of premature
pregnancy.—Intheir
fact,organs
the nation’s
leading group• Temperature control problems. Premature babies often
Your healthcare provider may have recommended
Preterm babies are
and systems
have trouble keeping their bodies warm. This can make
of pregnancy
the American
Council
may not be completely
mature experts,
or functional,
not completely
17P because you:
other problems worse, since the babies must use extra
of Obstetrics
and Gynecology,
ready for the outside
world. Because
of this, these approves and
energy
to try to maintain a healthy temperature.
• Are carrying only one baby in this pregnancy
recommends
the use
17Pimmediately
to prevent having a
“preemies” face an
increased health
riskofboth
(a singleton pregnancy)
after birth and inpreterm
the longbirth
term.again.
The earlier
in pregnancy
Follow-up
studiesaof children
Long-term problems. Studies show that babies
baby is born, theborn
higher
risk. treated with 17P showed no health
AND
born too early have a higher chance of having these
to the
mothers
problems throughout life:
problems from the treatment.
• Have already had at least one preterm
singleton birth

Short-term problems. In the first few weeks of life,
a premature baby can have these problems:

• Breathing problems. Premature babies often have
problems caused by underdeveloped lungs. Abnormal
pauses in breathing (apnea), difficult breathing (from
respiratory distress syndrome), and lung infections are
all common, particularly in babies born before 34 weeks.
• Heart problems. A premature baby may have a heart
opening (patent ductus arteriosus, or PDA) that will require
surgery to correct. Low blood pressure is also common.
• Brain problems. Premature babies, especially those born
before 28 weeks, have a higher chance of brain bleeds.

• Learning and behavioral problems. Children who
were born prematurely may lag behind their peers in
school. They may have trouble with social skills,
attention, and speech.
1 palsy. This lifelong condition can affect
• Cerebral
movement, balance, and posture.

• Vision and hearing loss.
• Chronic conditions. Asthma and allergies are often seen in
children who were born prematurely. Depression is also
more common in teenagers who began life as preemies.
Not all premature babies have health problems. Many do
well right from the start — and continue to do well all
their lives. However, given the high risk of problems, a
preterm birth is never the best end to a pregnancy.
1
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