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ABSTRACT

Objective: To review the management of term prelabour rupture of membranes and its outcome.

Study Design: Interventional and descriptive.
Setting and Duration: Military Hospital Rawalpindi from 10th June 2002 to 9th March 2003. 

Patients and Methods: 110 patients including both primigravidas and multigravidas with singleton pregnancy having term prelabour rupture of membranes were recruited by convenience sampling.  They did not have any other complicating factor. They were managed according to their Bishop’s score either expectantly or actively by inducing them.

Result:  64.54% of patients went into spontaneous labour within 24 hours and only 35.45% required active intervention. Deliveries by the vaginal route were 89.2% with 61% normal and 28.20 % instrumental.  Cesarean section rate was 10.90%, higher in those induced and primigravidas as compared to the expectantly managed and multigravidas. Chorioamnionitis was seen in 5.45% cases, 3.6% developed postpartum fever, 1.8% wound infection with no case of endometritis or neonatal mortality. 43.64% neonates were put on antibiotics but significant infection was seen in 5(4.54)% cases.

Conclusion: Both active and expectant management are equally effective with a significant percentage delivering vaginally. However the cesarean rate was higher among the actively managed.
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INTRODUCTION

Premature rupture of membranes (PROM) occurs in 10% of all pregnancies, about 80% of these occurring in term pregnancies and only 10% occurring at less than 37 weeks of gestation [1].

The cause in most cases is unknown but recent evidence suggests that infection may be the cause. It has strongly been linked with bacterial vaginosis and abnormal mid trimester flora [2]. 

The management of term pre-labour rupture of membranes remains debatable; some advocating conservative while others favours active management. 
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With expectant management the risk of maternal and neonatal infection increases but is favoured by many studies. It is justified because 75 – 85% of these women will labour with in 24 hours and is associated with lower risk of cesarean section [3]. Following PROM, 12-24 hours can be allowed for the spontaneous onset of labour and if it does not start, the patient can be induced [4]. The nulliparous woman with an unfavourable cervix has the most to gain from this approach [5,6].  Avoiding digital examination before labour has been found to be associated with infrequent maternal and fetal morbidity regardless of latency [7]. Neonatal infection and the cesarean section rate were found to be similar in the patients managed conservatively and those who were induced [8].  Thus an expectant approach of 12-48 or 72 hours is a reasonable choice for a woman with PROM at term [9-11].

Active approach is advocated because of an increased incidence of chorioamnionitis and funisitis [12] but is associated with a higher cesarean rate in face of unfavourable Bishop’s score [13,14]. Oxytocin is most commonly used but it requires continuous assessment for dosage control, restricts the patient and is associated with a higher cesarean section rate [6,15,16].

Prostaglandin preparations (PGE2 pessaries) have been used successfully for cervical ripening and induction of labour with PROM even in patients with previous cesarean sections [17-19]. It may increase the risk of introducing ascending infection during vaginal application [20] but a prospective study concluded that the use of 0.5 mg of PGE2 gel does not increase the incidence of clinical amnionitis and endometritis compared with immediate induction of labour with oxytocin [21].  Its use showed a reduction in membrane rupture to delivery interval without an increase in cesarean rate, fetal or maternal mortality in a study conducted in 1992 and 1995 [8,22]. 

Misoprostol is effective in priming of the cervix when administered either vaginally or orally [23].It has been used in an oral dose of 100 ug in patients with PROM and a second dose repeated after 6 hours.  It was as effective as oxytocin in inducing labour in women with term PROM and significantly reduced the duration of labour [20]. Its use has also been proposed in obstetric and gynaecological survey especially in term patients with an unfavourable cervix [24].

We conducted a study at Military Hospital Rawalpindi to determine the outcome of expectant and active management of term prelabour rupture of membranes.

PATIENTS AND METHODS

An interventional and descriptive study was conducted at MH Rawalpindi from a period of 10th June 2002 to 9th March 2003.  110 Patients were recruited by convenience sampling. All patients were treated as indoor cases. Women with uncomplicated term PROM, having a single fetus in cephalic presentation including both primigravidas and multigravidas’ up to the parity of five were included in the study. Patients with a malpresentation, previous cesarean section, fetal distress, signs of intra amniotic infection or a parity of six or more were excluded.

A detailed history was taken and obstetrical examination performed at the time of admission.  PROM was confirmed by a sterile speculum examination and cord prolapse excluded. A high vaginal swab was taken and sent for culture and sensitivity.  A vaginal examination was carried to assess the Bishop’s score and further digital examinations avoided.  The gestational age was confirmed from history, the date of last menstrual period and ultra sound examinations.

Chorioamnionitis was excluded by any sign of maternal pyrexia of greater than 38( C, maternal or fetal tachycardia, uterine tenderness and a TLC of greater than 11000/mm³.

Fetal well being was assessed by observing the color of liquor, fetal heart sound record, CTG and the biophysical profile.  Routine investigations included a blood complete picture and group, urine examination, and timed blood sugar levels.

Prophylactic antibiotic cover was provided with injection Ampicillin 1 gm 1/v 6 hourly after test dose. Patients managed conservatively were put on a four hourly pulse, temperature and fetal heart sounds record and given sterile pads. The latent period was noted, a partogram maintained during labour and fetal wellbeing carefully monitored by regular fetal heart sound record.  Where labour needed to be augmented or where Bishop’s score was favourable that is, six or more, syntocinon infusion was used.  5 IU of syntocinon was added to 1000 ml of Ringer’s lactate and started at a rate of two or  four mu per minute, the rate doubled every half hourly till regular  uterine contractions were established or to a maximum of 32 mu per minute.

Where the   latent period extended to   20 hours, Bishop’s score was less than 6 or active intervention was required, 3 mg Dinoprostone vaginal pessary was used and repeated after 6 hours if required.  Where inductions failed or signs of maternal or fetal compromise developed, cesarean section was performed. 

Newborns were assessed by a pediatrician at the time of delivery and their Apgar scores noted at one and five minutes. New born of patients with PROM of more than 18 hours was admitted to neonatal intensive care unit, put on antibiotics and observed for any sign of sepsis.

In the postnatal period, the patients were observed for any sign of infection like fever, foul smelling vaginal discharge or pelvic tenderness.  A follow-up check up was performed 7 days after discharge from the hospital to confirm the maternal and neonatal well being. 

STATISTICAL ANALYSIS

Data had been entered and analyzed using SPSS ver.10.0. Descriptive statistics frequencies, means and standard deviations. were used to describe the data. Chi-square test was used to calculate P-value < 0.05 was considered significant. The data were presented as tables and figures.

RESULTS 

The study group consisted of 110 patients, 42 primigravidas and 68 multigravidas. Their ages ranged from 18 – 38 years, with an average gestation of 39 weeks and a latent period of 16 hours (table-1).
71 (64.54%) patients were managed expectantly from which 70(98.6%) patients had a favourable score and 1(1.4%) had unfavorable score. Almost all of them had gone into spontaneous labour with in 24 hours. 39 patients (35.45%) were actively managed (table-2) from which 6 had favorable score and 33(30%) had an unfavorable score and needed their score to be improved. Prostaglandin E2 vaginal pessary was used in 21(19.09) patients, nine patients (42.86%) required a single pessary, eleven (52.38%) needed two and one (4.76%) patient needed a single pessary. Syntocinon infusion was used in 18(16.36%) cases. 

The reasons for intervention included fetal distress which required immediate delivery in seven patients, chorioamnionitis in six and a prolong latent period with failure of establishment of spontaneous labour in 39 patients. Eleven cases required intervention due to failed progress of labour and three due to meconium staining of liquor. 

The percentage of patients having normal deliveries was high on the whole (fig. 1). The mode of delivery and its out come was mainly governed by the Bishop’s score. A comparison between mode of delivery and Bishap’s score is given in (table-3) (P> 0.05). A comparison between parity and Bishop’s score is shown in (fig. 2). A higher number of multigravidas had a favourable score, 44(61.8%) as compared to 32(38.2%) of nulliparas, but this difference is statistically insignificant (P> 0.05).

Among the 71 patients managed expectantly, 41(57.75%) were multiparas and 30(42.25%) primiparas. 46(64.80%) had normal vaginal deliveries, 20(28.20%) had Instrumental deliveries with seven outlet forceps and thirteen vacuum extractions. 93%  of patients belonging to this group delivering by the vaginal route. 5(7.04%) had Cesarean section; three were primigravidas and two multiparas. 5(7.04%) patients managed expectantly developed chorioamnionitis, two meconium stained liquor and one had fetal distress.

39 (35.45%) patients were actively managed which included 27 (69.23%) multigravidas and 12 (30.77%) primiparas. 18(46.15%) had a Bishop’s score of five or more and were induced using syntocinon infusion while in 21 (53.85%) patients’ prostaglandin E2 vaginal pessaries were used. 21 (53.80%) patients delivered vaginally with eleven Instrumental deliveries, four were outlet forceps deliveries and seven vacuum extractions.  Here the total deliveries by the vaginal route were 32 (82.05%).Cesarean section rate was 17.95%. 5 (12.82%) primiparas undergoing surgery and 2 (5.12%) multiparas undergoing surgery (fig. 3). One patient developed chorioamnionitis and one fetal distress. 
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Our study revealed that more primiparas 8(19%) underwent surgery as compared to multiparas 4 (5.90%) (P<0.05) (fig. 4). Both Multiparas and primiparas had a high vaginal delivery rate 94.12% and 80.95% respectively. A comparison between the type of management and parity is shown in (fig. 5). Our mode of management however, was mainly governed by the Bishop’s score and not parity.  

Maternal morbidity was low.  A higher rate of chorioamnionitis, 7.04% was seen among the expectantly managed compared to 2.56% of the actively managed but this difference was statistically insignificant (P>0.05).  Post partum fever was seen in four patients (3.6%) and none developed endometritis. Wound infection was seen in one patient.

There was no neonatal mortality in the study group. 22 (20%) babies were delivered with an Apgar score of less than six in the first minute while 9 (8.09%) had a score of less than seven at five minutes.  48 (43.63%) neonates were admitted into NICU and needed antibiotic cover as the duration of maternal PROM was greater than 18 hours.  Significant sepsis with positive cultures was seen in five newborns (4.54%). 

DISCUSSION

 Spontaneous labour followed by normal delivery seems to be the natural outcome following term PROM. The management options available include awaiting spontaneous onset of labour, immediate inductions or late inductions after some hours. A favourable Bishop’s score is followed by vaginal delivery and low neonatal morbidity but if the score is poor, an expectant policy improves the chances of spontaneous delivery [6,8]. The major factor affecting the management option was Bishop’s score but gravidity affected the outcome. In our study multigravidas had a shorter latent phase and spontaneous onset of labour as compared to primigravidas, 37.30% and 27.3% respectively. They also had a favourable out-come to their inductions, 94.12% delivering by the vaginal route as compared to 80.95% primiparas. More than half of the patients (64.54%) had spontaneous onset of labour with in 24 hours. The percentage of normal deliveries in the study sample was 61% which is consistent with the study of Dr. Rizwana Chaudhry [9]. 
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Our Cesarean section rate was 10.90% which is similar to the range of 9.6% to 10.9% in the study of Hannah et al [8].  Wing DA had a rate of 12.87% in the misoprostol group and 17.17% in the oxytocin induced group [25].  Rizwana Chaudri had a rate of 9.1 and 9.2% in the expectant management and active management group respectively [9].  In our study, the rate among patients induced was 17.90% as compared to only 7% in those who went into spontaneous labour. Clinical chorioamnionitis was higher (7.04%) among those managed expectantly as compared to 2.56% among the induced group which is insignificant. Hannah et al had a rate of 4.0% and 8.6% in the groups induced with oxytocin and those expectantly managed respectively [8].  Ladfors [7] had a significantly low level of chorioamnionitis (0.8%). The higher rate in our study group could be attributable to the longer interval between PROM and delivery and the digital examination done at the time of admission even though all patients received antibiotics.  The neonatal outcome was good with no neonatal mortality probably due to the term gestation.

CONCLUSION

 Majority of patients with term PROM go into spontaneous labour and deliver vaginally except when there is unfavorable Bishop’s score. In our study both types of management showed comparable outcome except for a slight increase in cesarean section rate with active management. The management regimen adopted should therefore be individualized depending upon the Bishop’s score.
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Table-1:	Characteristics of study group.





Characteristics�
Range�
Mean�
�
Age (years)�
18-40�
27�
�
Gestation(weeks)�
37-41�
39�
�
Latent period(hours)�
1-30�
16�
�
Bishop score�
0-8�
5.65�
�



Table-2:	Bishop’s score and type of management (p<0.05).





Type of 


Management�
Non favourable


(< 5)�
Favourable


(> 5)�
Total�
%age�
�
Expectant�
1�
70�
71�
64.54�
�
Active�
33�
6�
39�
35.45�
�



Table-3:	Bishop’s score and mode of delivery (p>0.05).





Mode of Delivery�
Non-Favourable


Bishop (<5)�
Favourable


Bishop (>5)�
Total�
�
Normal�
19 (28.4%)�
48 (71.6%)�
67(100%))�
�
Instrumental�
8 (25.8%)�
23 (74.2%)�
31(100%))�
�
Cesarean�
7 (58.3%)�
5 (41.7%)�
12(100%))�
�



� EMBED Excel.Chart.8 \s ���


Fig. 1:	Mode of delivery.
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Fig. 2:	Comparison between parity and bishop’s score (P>0.05).
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Fig. 3:	Comparison between mode of delivery and type of management (P>0.05).
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Fig. 4:	Comparison between parity and mode of delivery (P<0.05).
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Fig. 5:	Comparison between type of management and parity (P>0.05).
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Sheet1

				Expectant Management		Active Management

		Normal		64.80%		53.80%

		Instrumental		28.20%		28.20%

		Cesarean		7%		17.90%

		COMPARISON BETWEEN MODE OF DELIVERY AND TYPE OF MANAGEMENT

								P > 0.05

		Fig : 3

		TABLE : IV

		DISTRIBUTION OF LATENT PERIOD

		(DURATION FROM MEMBRANE RUPTURE TO ONSET OF LABOUR)

		(n=110)

		Hours		Number of Patient		Percentage

		0-5		7		6.36%

		6-11		26		23.63%

		12-18		29		26.36%

		19-24		20		18.18%

		> 24		28		25.45%

						Mean 16 hours

		TABLE : V

		DISTRIBUTION OF BISHOP'S SCORE

		(n=110)

		Score		Number of Patient		Percentage

		0-2		10		9.10%

		3-5		24		21.81%

		6-8		76		69.10%

		Mean = 5.65

		TABLE : IX

		NUMBER OF PROSTAGLANDIN E-2 VAGINAL PESSARIES USED FOR INDUCTION

		(n=21)

		Number of Tablets		Number of Patients		Percentage

		1		9		42.86%

		2		11		52.38%

		3		1		4.76%

		Mod of Delivery

		Normal Vaginal		61%

		Instrumental		28.20%

		Cesarean		10.90%

		MODE OF DELIVERY

		Fig : 1

		Comparison between parity and mode of delivery.

		Mode of Delivery		Primigravida (N=42)		Multigravida (N=68)

		Normal		47.60%		69.10%

		Instrumental		33%		25%

		Cesarean		19%		5.90%

		COMPARISON BETWEEN PARITY AND MODE OF DELIVERY

								P < 0.05

		Fig : 4

		Comparison between parity and Bishop's score.

		Bishop's score		Multigravida		Primigravida		Total

				N=68		N=42

		Nonfavourable ( < 5 )		24		10		34

		Favourable ( > 5 )		44		32		76

		COMPARISON BETWEEN PARITY AND BISHOP'S SCORE

								P > 0.05

		Fig : 2

		Mode of delivery in Primigravida.

		Mode of Delivery		No. of Patients N = 42		Percentage

		Normal Vaginal		20		47.62

		Instrumental		14		33.33

		Cesarean Section		8		19.05

		Fig : 6

		Mode of delivery in Multigravida.

		Mode of Delivery		No. of Patients N = 68		Percentage

		Normal Vaginal		47		69.12

		Instrumental		17		25

		Cesarean Section		4		5.88

		Fig : 7

		Table No : XII

		NEO NATAL OUTCOME

		(n=110)

				Number		Percentage

		Low Apgar at One minute		43		48.18%

		Low Apgar at Five minutes		13		4.54%

		NICU Admission		48		43.64%

		Antibiotics		47		42.72%

		Positive Cultures		6		5.45%

		TABLE : X

		REASONS FOR INTERVENTION

		Reasons		Number		Percentage

		Failure to Progress		11		10.00%

		Chorioamnionitis		14		12.70%

		Fetal Distress		7		6.40%

		Meconium Staining		3		2.70%

		TABLE : VIII

		TYPE OF ACTIVE MANAGEMENT

		(n = 39)

				Number of Patients		Percentage

		Prostaglandin		21		53.84%

		Syntocinon Infusion		18		46.15%
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		Reasons		Number		Percentage

		Failure to Progress		11		10.00%

		Chorioamnionitis		14		12.70%

		Fetal Distress		7		6.40%

		Meconium Staining		3		2.70%

		TABLE : VIII

		TYPE OF ACTIVE MANAGEMENT

		(n = 39)

				Number of Patients		Percentage

		Prostaglandin		21		53.84%

		Syntocinon Infusion		18		46.15%
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Table-1

		TABLE : I

		DISTRIBUTION OF AGE

		(n = 110)

		Age in Years		Number of Patients		Percentage

		18 - 24		42		38.20%

		25 - 30		41		37.30%

		> 30		27		24.50%

				Mean 27 Yrs
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Table-2

		TABLE : II

		DISTRIBUTION OF GESTATIONAL AGE

		n = 110

		Gestational Age in    Weeks		Number of Patients		Percentage

		37		21		19.10%

		38		27		24.50%

		39		25		22.70%

		40		26		23.60%

		41		11		10%

		Mean Gestational Age = 39 Weeks
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Table-3

		TABLE : III

		DISTRIBUTION OF PARITY

		(n=110)

		Group		Parity		Number of Patients		Percentage

		Primigravida				42		38.20%

		Multigravida				68		61.80%

				Para 1		21		19.10%

				Para 2		17		15.50%

				Para 3		15		13.60%

				Para 4		8		7.30%

				Para 5		7		6.40%
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Table-iv

		TABLE : IV

		DISTRIBUTION OF LATENT PERIOD

		(DURATION FROM MEMBRANE RUPTURE TO ONSET OF LABOUR)

		(n=110)

		Hours		Number of Patients		Percentage

		0-5		7		6.36%

		6-11		26		23.63%

		12-18		29		26.36%

		19-24		20		18.18%

		> 24		28		25.45%

						Mean 16 hours
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Table-v

		TABLE : V

		DISTRIBUTION OF BISHOP'S SCORE

		(n=110)

		Score		Number of Patients		Percentage

		0-2		10		9.10%

		3-5		24		21.81%

		6-8		76		69.10%

		Mean = 5.65
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Table-vi

		TABLE : VI

		BISHOP'S SCORE                                                                        AND TYPE OF MANAGEMENT

		Type of Management		Nonfavourable		Favourable		Total %

		Expectant		1		70

				0.90%		63.60%		64.50%

		Active		33		6

				30.00%		5.50%		35.50%

								P < 0.001
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Table-vii

		TABLE : VII

		CERVICAL SCORE                                                                      AND TYPE OF MANAGEMENT

		(n = 110)

		Type of Management		Non Favourable		Favourable		Total		Percentage

		Expectant		1		70		71		64.50%

		Active		33		6		39		35.50%
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Table-viii

		TABLE : VIII

		TYPE OF ACTIVE MANAGEMENT

		(n = 39)

				Number of Patients		Percentage

		Prostaglandin		21		53.84%

		Syntocinon Infusion		18		46.15%
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Table-ix

		TABLE : IX

		NUMBER OF PROSTAGLANDIN E-2 VAGINAL PESSARIES USED FOR INDUCTION

		(n=21)

		Number of Tablets		Number of Patients		Percentage

		1		9		42.86%

		2		11		52.38%

		3		1		4.76%
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Table-x

		TABLE : X

		REASONS FOR INTERVENTION

		Reasons		Number of Patients		Percentage

		Failure to Progress		11		10.00%

		Chorioamnionitis		14		12.70%

		Fetal Distress		7		6.40%

		Meconium Staining		3		2.70%
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Table-xi

		TABLE : XI

		BISHOP'S SCORE AND MODE OF DELIVERY

		Mode of Delivery		Non-Favorable Bishop                     (n = 34)		Favorable  Bishop                     (n = 76)		Total

		Normal		19 (28.4%)		48 (71.6%)		67

		Instrumental		8 (25.8%)		23 (74.2%)		31

		Cesarean		7 (58.3%)		5 (41.7%)		12

		p > 0.05
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Table-xii

		Table No : XII

		NEO NATAL OUTCOME

		(n=110)

				Number of Patients		Percentage

		Low Apgar at One minute		22		20.00%

		Low Apgar at Five minutes		9		8.09%

		NICU Admission		48		43.64%

		Antibiotics		47		42.72%

		Positive Cultures		5		4.09%
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Misc

		

		TABLE : VII

		CERVICAL SCORE                                                          AND TYPE OF MANAGEMENT

		(n = 110)

		Type of Management		Non Favourable		Favourable		Total		Percentage

		Expectant		1		70		71		64.50%

		Active		33		6		39		35.50%

		TABLE : II

		DISTRIBUTION OF GESTATIONAL AGE

		n = 110

		Gestational Age in    Weeks		Number of Patients		Percentage

		37		21		19.10%

		38		27		24.50%

		39		25		22.70%

		40		26		23.60%

		41		11		10%

		Mean Gestational Age = 39 Weeks

		Comparison between Type of Management and Parity.

		Parity		Active Management		Expectant Management

				N = 39		N = 71

		Primigravida		30.80%		42.30%

		Multigravida		69.20%		57.70%

		COMPARISON BETWEEN TYPE OF MANAGEMENT AND PARITY

										P > 0.05

		Fig : 5

		Mode of delivery in Multigravida

		Mode of Delivery		No of Patients N=68		Percentage

		Normal Vaginal		69.12%		47

		Instrumental		25%		17

		Cesarean Section		5.88%		4

		MODE OF DELIVERY IN MULTIGRAVIDAS

		Fig : 6

		Mode of delivery in Primigravida.

		Mode of Delivery		No. of Patients		Percentage

		Normal Vaginal		47.62%		20

		Instrumental		33.33%		14

		Cesarean Section		19.05%		8

		MODE OF DELIVERY IN PRIMIGRAVIDAS

		Fig : 7

		TABLE : VI

		BISHOP'S SCORE                                               AND TYPE OF MANAGEMENT

		Type of Management		Nonfavourable		Favourable		Total %

		Expectant		1		70

				0.90%		63.60%		64.50%

		Active		33		6

				30.00%		5.50%		35.50%

								P < 0.001

		TABLE : XI

		BISHOP'S SCORE AND MODE OF DELIVERY

		Mode of Delivery		Non-Favorable Bishop               (n = 34)		Favorable Bishop       (n = 76)		Total

		Normal		19 (28.4%)		48 (71.6%)		67

		Instrumental		8 (25.8%)		23 (74.2%)		31

		Cesarean		7 (58.3%)		5 (41.7%)		12

		p > 0.05

		Above table shows the frequency differences between favorable and non-favorable bishop score on the

		mode of delivery. The difference is not statisticlly significant because p > 0.05. However, results shows

		that favorable bishop leads to normal delivery as compared to non-favorable bishop score. Similarly

		cesarean are more found in non-favorable as compared to favorable bishop score.

		Table No : VIII

		Distribution of sample (N = 110)

		Groups		N		%

		Spontaneous		71		64.50%

		Active Management		39		35.50%

		TABLE : I

		DISTRIBUTION OF AGE

		(n = 110)

		Age in Years		Number of Patients		Percentage

		18 - 24		42		38.20%

		25 - 30		41		37.30%

		> 30		27		24.50%

				Mean 27 Yrs

		TABLE : III

		DISTRIBUTION OF PARITY

		(n=110)

		Group		Parity		Number of Patients		Percentage

		Primigravida				42		38.20%

		Multigravida				68		61.80%

				Para 1		21		19.10%

				Para 2		17		15.50%

				Para 3		15		13.60%

				Para 4		8		7.30%

				Para 5		7		6.40%
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Sheet1

				Expectant Management		Active Management

		Normal		64.80%		53.80%

		Instrumental		28.20%		28.20%

		Cesarean		7%		17.90%

		COMPARISON BETWEEN MODE OF DELIVERY AND TYPE OF MANAGEMENT

								P > 0.05

		Fig : 3

		TABLE : IV

		DISTRIBUTION OF LATENT PERIOD

		(DURATION FROM MEMBRANE RUPTURE TO ONSET OF LABOUR)

		(n=110)

		Hours		Number of Patient		Percentage

		0-5		7		6.36%

		6-11		26		23.63%

		12-18		29		26.36%

		19-24		20		18.18%

		> 24		28		25.45%

						Mean 16 hours

		TABLE : V

		DISTRIBUTION OF BISHOP'S SCORE

		(n=110)

		Score		Number of Patient		Percentage

		0-2		10		9.10%

		3-5		24		21.81%

		6-8		76		69.10%

		Mean = 5.65

		TABLE : IX

		NUMBER OF PROSTAGLANDIN E-2 VAGINAL PESSARIES USED FOR INDUCTION

		(n=21)

		Number of Tablets		Number of Patients		Percentage

		1		9		42.86%

		2		11		52.38%

		3		1		4.76%

		Mod of Delivery

		Normal Vaginal		61%

		Instrumental		28.20%

		Cesarean		10.90%

		MODE OF DELIVERY

		Fig : 1

		Comparison between parity and mode of delivery.

		Mode of Delivery		Primigravida (N=42)		Multigravida (N=68)

		Normal		47.60%		69.10%

		Instrumental		33%		25%

		Cesarean		19%		5.90%

		COMPARISON BETWEEN PARITY AND MODE OF DELIVERY

								P < 0.05

		Fig : 4

		Comparison between parity and Bishop's score.

		Bishop's score		Multigravida		Primigravida		Total

				N=68		N=42

		Nonfavourable ( < 5 )		24		10		34

		Favourable ( > 5 )		44		32		76

		COMPARISON BETWEEN PARITY AND BISHOP'S SCORE

								P > 0.05

		Fig : 2

		Mode of delivery in Primigravida.

		Mode of Delivery		No. of Patients N = 42		Percentage

		Normal Vaginal		20		47.62

		Instrumental		14		33.33

		Cesarean Section		8		19.05

		Fig : 6

		Mode of delivery in Multigravida.

		Mode of Delivery		No. of Patients N = 68		Percentage

		Normal Vaginal		47		69.12

		Instrumental		17		25

		Cesarean Section		4		5.88

		Fig : 7

		Table No : XII

		NEO NATAL OUTCOME

		(n=110)

				Number		Percentage

		Low Apgar at One minute		43		48.18%

		Low Apgar at Five minutes		13		4.54%

		NICU Admission		48		43.64%

		Antibiotics		47		42.72%

		Positive Cultures		6		5.45%

		TABLE : X

		REASONS FOR INTERVENTION

		Reasons		Number		Percentage

		Failure to Progress		11		10.00%

		Chorioamnionitis		14		12.70%

		Fetal Distress		7		6.40%

		Meconium Staining		3		2.70%

		TABLE : VIII

		TYPE OF ACTIVE MANAGEMENT

		(n = 39)

				Number of Patients		Percentage

		Prostaglandin		21		53.84%

		Syntocinon Infusion		18		46.15%
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Sheet1

				Expectant Management		Active Management

		Normal		64.80%		53.80%

		Instrumental		28.20%		28.20%

		Cesarean		7%		17.90%

		COMPARISON BETWEEN MODE OF DELIVERY AND TYPE OF MANAGEMENT

								P > 0.05

		Fig : 3

		TABLE : IV

		DISTRIBUTION OF LATENT PERIOD

		(DURATION FROM MEMBRANE RUPTURE TO ONSET OF LABOUR)

		(n=110)

		Hours		Number of Patient		Percentage

		0-5		7		6.36%

		6-11		26		23.63%

		12-18		29		26.36%

		19-24		20		18.18%

		> 24		28		25.45%

						Mean 16 hours

		TABLE : V

		DISTRIBUTION OF BISHOP'S SCORE

		(n=110)

		Score		Number of Patient		Percentage

		0-2		10		9.10%

		3-5		24		21.81%

		6-8		76		69.10%

		Mean = 5.65

		TABLE : IX

		NUMBER OF PROSTAGLANDIN E-2 VAGINAL PESSARIES USED FOR INDUCTION

		(n=21)

		Number of Tablets		Number of Patients		Percentage

		1		9		42.86%

		2		11		52.38%

		3		1		4.76%

		Mod of Delivery

		Normal Vaginal		61%

		Instrumental		28.20%

		Cesarean		10.90%

		MODE OF DELIVERY

		Fig : 1

		Comparison between parity and mode of delivery.

		Mode of Delivery		Primigravida (N=42)		Multigravida (N=68)

		Normal		47.60%		69.10%

		Instrumental		33%		25%

		Cesarean		19%		5.90%

		COMPARISON BETWEEN PARITY AND MODE OF DELIVERY

								P < 0.05

		Fig : 4

		Comparison between parity and Bishop's score.

		Bishop's score		Multigravida		Primigravida		Total

				N=68		N=42

		Nonfavourable ( < 5 )		24		10		34

		Favourable ( > 5 )		44		32		76

		COMPARISON BETWEEN PARITY AND BISHOP'S SCORE

								P > 0.05

		Fig : 2

		Mode of delivery in Primigravida.

		Mode of Delivery		No. of Patients N = 42		Percentage

		Normal Vaginal		20		47.62

		Instrumental		14		33.33

		Cesarean Section		8		19.05

		Fig : 6

		Mode of delivery in Multigravida.

		Mode of Delivery		No. of Patients N = 68		Percentage

		Normal Vaginal		47		69.12

		Instrumental		17		25

		Cesarean Section		4		5.88

		Fig : 7

		Table No : XII

		NEO NATAL OUTCOME

		(n=110)

				Number		Percentage

		Low Apgar at One minute		43		48.18%

		Low Apgar at Five minutes		13		4.54%

		NICU Admission		48		43.64%

		Antibiotics		47		42.72%

		Positive Cultures		6		5.45%

		TABLE : X

		REASONS FOR INTERVENTION

		Reasons		Number		Percentage

		Failure to Progress		11		10.00%

		Chorioamnionitis		14		12.70%

		Fetal Distress		7		6.40%

		Meconium Staining		3		2.70%

		TABLE : VIII

		TYPE OF ACTIVE MANAGEMENT

		(n = 39)

				Number of Patients		Percentage

		Prostaglandin		21		53.84%

		Syntocinon Infusion		18		46.15%
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