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Abstract
Background: Term Premature Rupture of Membranes (PROM) is a common obstetric event and it is defined as rupture of the membranes prior to the onset of labour at or beyond 37 weeks gestation. PROM can cause maternal complications like chorioamnionitis, increased operative procedures, puerperal sepsis and neonatal morbidity and mortality. The immediate risks of rupture of membranes include cord prolapse, cord compression and placental abruption where as delayed risks include maternal and neonatal infection.
Objectives: This study aimed to find out the fetomaternal outcome and determinants of term premature rupture of membrane at SPHMMC.
Methods: The study used institution based unmatched case control study which was conducted on women who gave birth in SPHMMC during the study period which was from October 2019 to January 2020. Chi-square test and Odds ratio was used to determine factors associated with development of term PROM. 
Results: The study included a total of 246 study participants, 82 patients with PROM and 162 controls. Among the study participants the commonest complications encountered by women who presented with PROM was puerperal sepsis (2.4 %), wound infection (2.4 %) and anemia/PPH (2.4 %). 68.3 % of the PROM cases presented after 12 hours of membrane rupture. About 8.5 % of neonates among cases and 1.8% among controls had developed complications which include hypoglycemia, early onset neonatal sepsis and respiratory distress.History of PROM (p-value 0.00), history of abnormal vaginal discharge (p-value 0.00) and sex of the neonates (p-value 0.01) were found to have significant association with development of PROM. 
Conclusion: The composite out come was favorable in 91.5 % of women and neonates among cases and in 98.8% of controls .Previous history of PROM, history of abnormal vaginal discharge and male fetal sex had significant association with development of PROM 
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[bookmark: _Toc47478627]Introduction
Premature rapture of membranes (PROM) is a condition when amniotic membranes break before the onset of labour [1, 2]. The fetal membrane is composed of the inner amnion and the outer chorion. The amnion provides almost all tensile strength of the fetal membranes. Thus, development of its components that protect against its rupture or tearing is vitally important to successful pregnancy outcome [3].
Approximately 8% to 10% of term pregnancies will experience spontaneous rupture of membrane prior to the onset of uterine activity [4, 5]. About 16.5 -19.7 % of obstetric referrals to Addis Ababa hospitals are due to premature rupture of membrane [6, 7]. When PROM occurs at term, the risk is low for severe neonatal complications with delivery of a noninfected and nonasphyxiated infant. Clinical management should be directed towards delivery [8]. 
 The cause of premature rupture of membranes PROM is not clearly understood but the risk factors include prior preterm birth, cigarette smoking, polyhydramnios, urinary and sexually transmitted infection, prior PROM , low body mass index, bleeding and low socioeconomic status among others [8,9]. It is likely that ascending bacterial colonization results in local release of proinflammatory cytokines or hydrolytic enzymes that weaken the fetal membranes in some cases. Secondary ascending bacterial colonization of the decidua and amniotic fluid after membrane rupture is also plausible [10].
The risk of maternal and neonatal infectious complications is reduced with prophylactic use of antibiotics in PROM at term [11].
PROM is a common complication of pregnancy which leads to increased maternal complications, operative procedures, maternal morbidity and mortality. The burden of PROM ranges from maternal and neonatal mortality and morbidity to national economic loss due to drug expense, hospitalization, absence from the workplace and expense to the health professionals. 
No study was done at SPHMMC about fetomaternal outcome and determinants of term PROM eventhough there is high burden of term PROM at this hospital. The study was done with a believe that the evidence generated in this study will have paramount importance for informing local practices and  generating knowledge that can be transferred to other similar settings and contexts.
The study was done with the following objectives:
General Objectives
[bookmark: _Toc255459735][bookmark: _Toc47478633]  -To determine the fetomaternal outcome and determinants of term   premature rupture   of membrane at SPHMMC
Specific Objectives
  -To describe the maternal outcome of term premature rupture of membrane
  -To describe the fetal outcome of term premature rupture of membrane
  -To identify determinants of term premature rupture of membrane 
[bookmark: _Toc47478634][bookmark: _Toc231364735][bookmark: _Toc255459736]Methods and materials 
[bookmark: _Toc176249544][bookmark: _Toc231364737][bookmark: _Toc255459738][bookmark: _Toc47478636][bookmark: _Toc176249543][bookmark: _Toc231364736][bookmark: _Toc255459737][bookmark: _Toc47478635]Study period and area  
The study was conducted in women who gave birth in the study period in SPHMMC which is found in Addis Ababa capital city of Ethiopia. The study was conducted from October 2019 to January 2020. Addis Ababa is home for about 3.5 million people and is administratively divided in 10 sub-cities [12, 13]. St. Paul’s Hospital Millennium Medical College was established in 2010 but the hospital was established in 1968.It gives service for a population in Addis Ababa, its surrounding areas and also for those who came with referral from all over the country [14]. The hospital provides delivery services 24 hours a day, 7 days a week .The average number of deliveries are range from 800-900 per month. 
Study Designs
[bookmark: _Toc176249545][bookmark: _Toc231364738][bookmark: _Toc255459739][bookmark: _Toc47478637]Institution based unmatched case control study was conducted on women who gave birth in the study period in  SPHMMC  Obstetrics and Gynecology department from October 2019 – January 2020. 
Source and Study Population
The study population were pregnant mothers who gave birth at SPHMMC during the data collection period. Pregnant women with PROM and without PROM beyond 37 weeks of gestational age were included in the study. Women with PROM who meet the inclusion criteria were recruited until the calculated sample size was attained for cases and women without PROM who were admitted following the cases were selected using simple random sampling technique for control.
Inclusion and Exclusion Criteria
Inclusion criteria
· Pregnancy more than 37 weeks of gestation confirmed by dates or early pregnancy ultrasound examination. 
· Women who have reliable LNMP got their due date from it and for those who didn’t recall their LNMP, their due date was determined from early ultrasound but for those who didn’t recall neither their LNMP nor have early ultrasound ,estimated fetal weight more than or equal to 2500 gram was recruited as term pregnancy 
· Those mothers who are admitted to labor and delivery ward with diagnosis of term premature rupture of membrane which was confirmed by sterile speculum examination in women presented with gush of fluid per vagina.
Exclusion criteria
· Multiple pregnancies
· Congenital anomalies
· Intrauterine fetal death 
· Intrauterine growth restriction 
· Post term pregnancy 
· Pregnancy complicated with pre eclampsia ,Eclampsia ,Diabetes or Chronic hypertension 
· Mothers with more than one previous cesarean scar or those with one scar opted for repeat cesarean delivery
[bookmark: _Toc47478638][bookmark: _Toc176249546][bookmark: _Toc231364739][bookmark: _Toc255459740]Sample size determination 
The sample size was calculated using the double population formula for unmatched case control study by considering proportion of women with history of abortion to be 31.2% in patients with PROM and 10.6% in controls from one study done in Mekelle public hospitals[15] and with assumption of 95% confidence interval ,90 percent power and 2:1 control to case ratio.
n= [16]
Where:
n is sample size for cases
r is control to case ratio
P1 is proportion in cases
P2 is proportion in controls
P* is the average proportion exposed =((P1 +P2)/2)=0.209
Zβ is standard normal variate for 90 % power i.e 1.28
Zα is standard normal variate for 95% level of confidence i.e 1.96
n= ((2+1)/2) ((0.209) (1-0.209) (1.28+1.96)2/ (0.312-0.106)2) =77.55
Therefore, 78 cases of term PROM were recruited as cases and 156 women were enrolled for controls due to the control to case ratio of 2:1.
So by adding 5% for lost chart or non-retrieved charts, the final sample size for the study was 246 (82 cases and 164 controls).
Sampling procedure 
The cases of term PROM in the study period were selected by systematic random samplinng to get the sample size needed as cases and systematic random sampling was also used to recruit controls.
 Study variables 
[bookmark: _Toc255459741][bookmark: _Toc47478639]The outcome variables for this study were maternal and fetal outcomes, grouped as favorable and unfavorable. Besides, age of mother, place of residence, gravidity, parity, duration of hospital stay, duration of PROM to delivery, history of previous PROM, mode of delivery, onset of labor, ICU admission, and APGAR score were taken as independent variables.
Standard and operational definitions
Term PROM: defined as when leakage of liquor occurs at gestational age of 37 completed weeks or more of pregnancy before the onset of labour.
Prolonged PROM: Rupture of membranes for more than 12 hours [17]
Low 5th minute APGAR score – 5th minute APGAR score less than 7
Favorable maternal and fetal outcome: when the mother discharged with improvement from the hospital and neonate without complications
Unfavorable maternal and fetal outcome: when the mother or neonate died or experienced complications.
Early ultrasound: one that was done before the gestational age of 24 weeks 
Abortion: when the pregnancy is terminated before the gestational age of 28 weeks
Puerperal sepsis refers to postpartum maternal febrile morbidity that occurs with in 10 days following delivery excluding the first 24 hours
Wound infection refers to surgical site infection following cesarean delivery with in 30 days
Postpartum heamorrhage refers to blood loss that necessitated fluid resucitation and/or blood transfusion with in 24 hours of delivery
Anemia refers to hemoglobin concentration less than 11g/dl
Neonatal hypogycemia is defined as blood glucose less than 50mg/dl
Early onset neonatal sepsis refers to infection that occurs with 7 days of birth
Respiratory distres refers neonate experiencing at least one of the following conditions -fast breathing, intercostal or subcostal retraction or nasal flare  
[bookmark: _Toc231364742][bookmark: _Toc255459742][bookmark: _Toc47478640]Data Extraction Tools, Procedures and Quality assurance 
To extract data from the records check list containing three parts namely socio-demographic variables, obstetric history and maternal fetal outcome was developed. 
Data was collected by 02 midwives nurses after one day training on the meaning of each item on the check list. The data was extracted using a structured data extraction template from charts’ of mothers who fulfill the inclusion criteria and exclusion criteria.
To control data quality, data collectors was trained for one day. Data extraction check list or template was structured and pretested. Besides, the filled data templates were checked for completeness before data entry by the investigator. 
Method of data analysis
Data was checked for completeness, Coded and then entered, cleaned and analysed using SPSS version 23.0. A descriptive analysis mainly frequency of sociodemographic characteristics, obstetric profile and maternal and neonatal out come was performed. Summay measures with mean and standard deviation was determined. Then determination of factors associated with development of PROM was done.This was performed using chi-square test and determination of odds ratio for those dichotomous out put. Association between dependent and the selected independent variables were analyzed using chi square test. P-value of <0.05 and 95% confidence level were used as a difference of statistical significance for those variables which had association with the dependent variable. 
Ethical Considerations 
Ethical clearance was obtained from the institutional review board of the college and permission was obtained from the clinical vice provost to access participants chart. Informed verbal consent was obtained from mothers or their family members during phone communication to get data which was not obtained from their medical chart in the hospital.Confidentiality was ensured both by the data collectors and investigators by using code numbers than names and keeping check lists locked.
Results
Socio-demographic characteristics of study participants
The study was undertaken among 246 study participants. These were classified in two groups, these are women who presented with rupture of membranes i.e cases and those who didn’t have these complaint and taken as controls. The proportion of cases to controls was 1:2 making the total participants of the study 82 cases and 164 controls.
Table 1: Socio-demographic characteristics of study participants 
	                              Variable
	         Frequency
	X2 
(P-value)

	
	Cases
	Controls
	

	
Age Category
	<19
	1(1.2%)
	1(0.6%)
	0.784(0.676)

	
	19-35
	77(93.9%)
	158(96.3%)
	

	
	>35
	4(4.9%)
	5(3.1%)
	

	
Marital Status
	Married
	75(91.50%)
	150(91.50%)
	2.1(0.350)

	
	Single 
	1(1.20%)
	0
	

	
	Unknown
	6(7.30%)
	14(8.5 %)
	

	
Education level
	No formal education
	7(8.5 %)
	18(11.0%)
	

	
	Primary school
	33(40.2%)
	71(43.3 %)
	1.115(0.892)

	
	Secondary school
	23(28.1 %)
	37(22.6 %)
	

	
	Above secondary school
	12(14.6 %)
	24(14.6 %)
	

	
	Unknown
	7(8.5)
	14(8.5%)
	

	


Occupation
	House wife
	37(45.1 %)
	78(47.6 %)
	3.129(0.680)

	
	Merchant
	11(13.4 %)
	16(9.8 %)
	

	
	Government employee
	22(26.8 %)
	34(20.7 %)
	

	
	Others
	3(3.7 %)
	9(5.5 %)
	

	
	Unknown
	5(6.1 %)
	15(9.1 %)
	

	
	Daily laborer
	4(4.9 %)
	12(7.3 %)
	

	Residence
	Addis Ababa
	51(62.2 %)
	100(61.0 %)
	0.034(0.853)

	
	Outside of Addis Ababa
	31(37.8 %)
	64(39.0 %)
	


Majority of the study participants included in cases and controls were in the age group of 19-35. The least number of participants were in the age group under 19, making less than 2 %. Married women constitute the bulk of women who were encompassed in the study. 
More than 60 % of the study participants have a primary school and above level of educationt though the lion’s share of women were house wives. 
Obstetric Profile of women involved in the study 
Among the cases half of them were primigravid. And assessment of their conception has revealed more than 60 % of them had planned and wanted pregnancy. Among the 13 women who had history of abortion more than 90 % of them had spontaneous abortion.  68.3 % of the women presented at SPHMMC with membrane rupture of more than 12 hours. More than 80 % of these women had follow up at health center. Evaluation for the presence of risk factors for PROM showed that two thirds of the women (69.4 %) had history of PROM. 
Table 2. Obstetric Profile of women involved in the study
	                                          Variable
	Frequency in percent 
	X2(P-value)

	
	Cases
	Controls
	

	
Gravidity
	One
	50.0 %
	39.6 %
	2.845(0.241)

	
	Two-four
	48.8 %
	57.3 %
	

	
	Greater than or equal to five
	1.2 %
	3.0 %
	

	
Parity
	Zero
	58.5 %
	51.2 %
	2.537(0.281)

	
	One 
	26.8%
	25.6 %
	

	
	Two to four
	14.7 %
	23.2 %
	

	
Pregnancy type
	Planned and wanted
	65.9 %
	59.8 %
	0.861(0.353)

	
	Unplanned but wanted
	34.1%
	40.2 %
	

	
Type of abortion experienced
	Spontaneous
	92.3 %
	89.3 %
	0.092(0.762)

	
	Induced
	7.7 %
	10.7 %
	

	Duration of PROM 
upon arrival 
	Less than 12 hours
	31.7 %
	
	

	
	Greater than 12 hours
	68.3%
	
	

	ANC follow up 
	Present 
	100.0%
	100.0%
	

	
Place of ANC follow up 
	SPHMMC
	15.9 %
	43.6 %
	20.231(<0.001)

	
	Health center
	82.9  %
	55.8 %
	

	
	Private hospital or clinic
	1.2 %
	0.6 %
	

	

Risk factors for PROM
	Accident
	1.2 %
	0.0%
	4.673(0.197)

	
	Vaginal bleeding
	2.4 %
	0.6 %
	

	
	Urinary tract infection
	4.9 %
	2.4 %
	

	
	History of abortion
	37.1 %
	28.6 %
	

	
	History of PROM
	69.4 %
	11.3 %
	46.34(<.001)

	
	History of abnormal vaginal discharge
	43.9 %
	13.4 %
	28.51(<.001)

	
Gestational age in weeks
	37 to 38 weeks +6 days
	35.4 %
	14.4 %
	14.2(0.001)

	
	39 to 42 weeks
	54.8 %
	71.8%
	

	
	Unknown
	9.8%
	13.8 %
	

	
Mode of delivery
	SVD
	68.3 %
	72.0 %
	0.55(0.76)

	
	Instrumental delivery
	3.7 %
	4.3 %
	

	
	Cesarean delivery
	28.0 %
	23.8 %
	

	
Onset of labor 
	Spontaneous
	51.2 %
	93.3 %
	58.89(<.001)

	
	Induced
	43.9 %
	6.1 %
	

	
	Not applicable
	4.9 %
	0.6 %
	

	NICU referral
	Yes
	7.3%
	1.8%
	10.981(0.004)

	
	No
	89%
	98.2%
	

	Sex of neonates 
	Male
	70.7%
	53.7
	6.605(0.010)

	
	Female
	29.3
	46.3
	



Though 43.9 % of the cases had labor that was induced, the commonest route of delivery was via SVD (68.3 %).
 Among the controls more than half of them had 2-4 pregnancies though most of them were nulliparous. Similar to cases, women included among controls had planned and wanted pregnancy majority of time. Among 41 women who had history of abortion 89. 3 % had spontaneous abortion. More than 70 % of the women in the conrol group had spontaneous onset of labor and delivery was also via SVD. 
Evaluation of the indication for cesarean delivery has shown that among both controls and cases the commonest indication for cesarean delivery was NRFHRP. 
Table 3: The indication for cesarean delivery among study participants
	
Indications 
	                       Frequency in percent 
	X2(P-value)

	
	Cases
	Controls 
	5.76(0.330)

	NRFHRP
	56.5%
	73.7%
	

	Abnormal labor progress
	13%
	13.2%
	

	Prolonged PROM in scarred uterus
	21.7%
	10.5%
	

	Failed induction
	4.3%
	0
	

	Prolonged latent 1st stage of labor with scared uterus
	0
	2.6%
	

	Others
	4.3%
	0
	



Maternal and neonatal outcome of study participants 
With regards to the antibiotic regimen used among the 82 cases 97.6 % of them and among the 7 controls who were given antibiotics 85.7 % of them were treated with ampicillin. While the rest of the cases and one control group patient was treated with triple antibiotics. And majority of the women were discharged within 3 days of their presentation. 
Among the cases the mean duration of rupture of membranes to delivery is 39.7 hours with SD of 30.8. 
Table 4: Duration of hospital stay of the women
	Duration of hospital stay
	                     Frequency in percent 
	X(p-value)

	
	Cases
	Controls
	60.551(<.001)

	Less than 3 days
	62.2 %
	85.4%
	

	3-7days
	36.6 %
	14.6%
	

	More than 7 days
	1.2 %
	0
	



Among the study participants the commonest complications encountered by women who presented with PROM was puerperal sepsis, wound infection and anemia/PPH. These complications happened in lower percentage among controls (table 5). Chi square test was done but there was no significant association between cases and controls with regards to maternal complications (p value 0. 167)
Table 5: Maternal complications encountered among study participants 
	Maternal Complications
	Puerperal sepsis
	Wound infection
	Anemia/PPH
	Clinical chorioamnionitis
	No complications

	Cases
	2.4 %
	2.4%
	2.4 %
	1.2 %
	91.5 %

	Controls
	0
	0.6 %
	1.2 %
	0.6 %
	97.6 %

	X2(P-value)
	6.463(0.167)



Among the cases 9 1.5% had favorable outcome while among the controls 98.8% had favorable outcome. Chi-square analysis was done to assess for association and it showed a significant association with p-value of 0.004 and OR of 0.132. 
All of the neonates included in the study weighed above 2500gm with a mean of 3135.8 gm and SD of 376.7. And 7.3 of the neonates of the cases were referred to NICU while among the controls 1.8 % were referred to NICU. 70.7% of neonates born to women in the PROM group and 53.7 % neonates born to women in the controls group were males.
Table 6: Neonatal complications encountered among study participants
	
	Hypoglycemia
	EONS
	Respiratory distress 2ry to?
	No complication
	Unknown

	Cases 
	1.2 %
	6.1%
	1.2 %
	90.2 %
	1.2 %

	Controls
	0.0 %
	1.2 %
	0.6 %
	98.2 %
	0.4 %

	X2(p-value)
	9.181(0.057)



Among the neonates included in cases 8.5 % of the cases had faced complications which include hypoglycemia, EONS and respiratory distress while among the controls 1.8 % had faced the above mentioned complications. This didn’t have significant association with p-value of 0.057. 
First minute APGAR score of the neonates involved in the study was above 7 in 89.8 % of the neonates. While it was above 7 in 98.4 % of the neonates.

Table 7: APGAR score of the neonates involved in the study
	
                       Variable
	               Frequency in percent 
	X2(p-value)

	
	Cases
	Controls
	

	1st minute APGAR 
	<7
	9.8 %
	10.4 %
	0.022(0.881)

	
	>7
	90.2 %
	89.6 %
	

	5th minute APGAR
	<7
	1.2 %
	1.8%
	0.127(0.721)

	
	>7
	98.8 % 
	98.2 %
	



Factors associated with PROM
Analysis of factors that are associated with development of PROM was undertaken. This was done using chi-square test for categorical values and OR with 95 % confidence interval was calculated for those with dichotomous independent variables. This has shown that history of PROM and history of abnormal vaginal discharge had significant association with development of PROM. 70.7% of neonates born to women in the PROM group and 53.7 % neonates born to women in the controls group were males with OR 2.087[95% CI,1.185-3.676).
Discussion
Our study has shown that 68.3 % of the women presented at SPHMMC with membrane rupture of more than 12 hours. More than 80 % of these women had follow up at health center. Evaluation for the presence of risk factors for PROM showed that two thirds of the women (69.4 %) had history of PROM. Among the study participants the commonest complications encountered by women who presented with PROM was puerperal sepsis (2.4 %), wound infection (2.4 %) and anemia/PPH (2.4 %).  Statistical analysis of factors associated with PROM has shown history of PROM (p-value <.001), history of abnormal vaginal discharge (p-value <.001) and sex of the neonates (p-value 0.01) were found to have significant association with development of PROM.
Despite recommendations from experts our patients presented with delayed duration of rupture of membranes. A study done in Jimma university teaching hospital also showed that increased maternal complications (endometritis, wound infection ,wound dehiscence ,anemia) and neonatal morbidity (hypoglycemia ,neonatal sepsis, necrotazing enterocolitis,meconium aspiration syndrome ) were associated with the duration  of rupture of membrane more than 12 hours and suggested a trend to early delivery[18,19]. Maternal morbidity and neonatal morbidity was associated with increased duration of PROM to delivery and infection of the female genital tract with pathogens [20]. In another study done in India the rate of maternal morbidity was 16.6% of which febrile morbidity accounting to maximum with 11 cases (9.6%) followed by wound infection in 4 cases (3.33%) and others were PPH and puerperal sepsis 2 cases (1.66% each) and clinical chorioamnionitis in 1 case (0.83%)[21]. A study done in Bangladesh has also shown patients with PROM had higher maternal morbidity (27.8%) like postpartum fever 11.8%, wound infection 4.5% and chorioamnionitis 3.6%.Also higher	perinatal mortality (4.5%) and morbidity(26.4%) like respiratory distress syndrome 9.09%,	birth asphyxia	4.5%, septicemia  5.8% [22].
According to the finding in our study among the cases the mean duration of rupture of membranes to delivery is 39.7 hours while vaginal delivery was the commonest route of delivery and the commonest indication for ceserean delivery was NRFHRP. A study done in India has shown the majority of women were admitted within six hours of PROM (41.5%) and Mean duration of induction to delivery interval was 12.9 hours. The mean duration between PROM to delivery was 20.2 hours. Failure to progress was the common indication for cesarean delivery [20]. The difference in finding might be attributable to the difference in health seeking behavior of the populations.
In our study among the neonates included in cases 8.5 % of the cases had faced complications which include hypoglycemia, EONS and respiratory distress while among the controls 4 % had faced the above mentioned complications. In a study done in Iran 12 (7.7%) infants had definitive infections (meningitis, sepsis, pneumonia), 101(67%) infants were premature. [23].The difference in finding with this study might be attributed to the small sample size in our study and our study included only cases with term PROM.
A case control study done in Mekelle public hospitals showed that history of abortion (AOR 3.06), history of PROM (AOR 4.45), history of caesarean section (AOR 3.15) and abnormal vaginal discharge (3.31) in the index pregnancy were positively associated with premature rupture of membranes [15]. An American cohort of more than 5000 women in 12 different sites found that a history of PROM was the strongest predictor of PROM in the subsequent pregnancy [24]. Our study has also shown similar findings.

Strength and Limitations of the study
Strength
1. This study was not affected by COVID-19 crisis. Given its retrospective, chart-based nature, the study didn’t violet the WHO-approved precautionary measures for fighting against the pandemics and phone communication was made with the clients to get data on variables which were not documented on the chart. 
Limitations 
1. The source of data for this study was mainly based on medical records, and resulted in  limited validation opportunity of obtaining information from self-report of respondents on variables solely obtained from the chart
2. There were some client charts with out phone number there by limiting gathering data which is not retrieved from their medical records.
3. This research might be subjected to recall bias since participants might not remember and report past events due to its retrospective nature.
Conclusions and Recommendation
1. The composite out come was favorable in 91.5 % of women and neonates among cases and in 98.8% of controls 
2. Previous history of PROM, history of abnormal vaginal discharge and male fetal sex had significant association with occurrence of PROM. 
3. All of the women included in our study has ANC follow-up and this should be taken as an opportunity for health promotion.
4. More than half of the women included in the study presented with rupture of membranes of more than 12 hours and this should be addressed during ANC follow up. 
5. Care givers should look for risk factors of PROM and should anticipate this complication during antenatal care and counsel on benefit of earlier presentation. 
6. Prospective studies should be done in the future to address the commonest complications and determinants associated with PROM in our set up. 
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