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AMNIORREXIS
PREMATURA

- RUPTURA PREMATURA DAS MEMBRANAS OVULARES: definida
como a ruptura das membranas antes das contracoes uterinas
 pre-termo: ocorre antes de 37 semanas de gestacao

* termo: apo6s 37 semanas

» Associada com aproximadamente 1/3 dos casos de prematuridade



AMNIORREXIS
PREMATURA

eUm dos temas mais controversos na obstetricia
ediagnostico correto
econduta expectante x intervencionista
euso de tocoliticos
eduracao do uso de profilaxia antibidtica
eadministracao de corticoide
emetodos para diagnostico de maturidade pulmonar
emeétodos de rastreamento infeccioso

emomento do parto



AMNIORREXIS
PREMATURA

INCIDENCIA

e aproximadamente 3% das gestacoes: 0.5 % antes de 27
semanas; 1% entre 27 a 34 semanas; 1% entre 34 a 37
semanas

PATOGENESE

enao completamente bem esclarecida; deriva de proteinas
extracelulares, fibronectina e laminina.

evariedade de eventos patoldgicos (inflamacao, infeccao,
sangramentos) podem levar a iniciar cascata de alteracoes
bioquimicas



ASPECTOS CLINICOS

e FATORES DE RISCO

* antecedente de amniorrexis prematura: grande estudo conduzido
pelo National Institute of Child Health and Human Development (NICHD)
Maternal-Fetal Medicine Units (MFMU) Network,observou que mulheres
com antecedente de RPMO e parto prematuro tiveram chance de
recorrencia de 13.5% numa gestacao subsequente quando comparadas
com risco de 4.1% em pacientes sem historia previa(risco relativo [RR]

birth on subsequent obstetric outcome. National Institute of Child Health and Human Development Maternal-Fetal
Medicine Units Network. Am J Obstet Gynecol 1999; 181:1216.

e infeccao do trato genital: € o fator de risco identificavel mais associado
a RPMO. Associacao de vaginose bacteriana com aumento do risco

Parry S, Strauss JF 3rd. Premature rupture of the fetal membranes. N Engl J Med 1998: 338:663.

e sangramentos anteparto

e tabagismo
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ASPECTOS CLINICOS

e Historia clinica: perda vaginal de liguido com odor
caracteristico

e Exame fisico: visualizacao de saida de liquido pelo colo

e Achados ultrassonograficos: de 50 a 70 % das pacientes
apresentam-se com diminuicao do ILA



ASPECTOS CLINICOS

A maioria das gestacoes com RPMO evoluem para parto em 1 semana
O feto e o neonato apresentam risco aumentado de complicacoes

Riscos da prematuridade variam com a idade gestacional e aumentam
com associacao com corioamnionite

Risco aumentado de desenvolver infeccoes; maior nos partos cesariana
Associacao com descolamento prematuro de placenta
Maior chance de apresentacoes anomalas

Oligodramnio pode estar associado com hipoplasia pulmonar,
deformacoes faciais e ortopédicas
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Pregnancy complications assodated with preterm
premature rupture of membranes (PPROM)

Pregnancy
complication

Potential
consequences for
offspring

Potential maternal
consequences

Intrauterine infection

Umbilical cord
compression

Oligohydramnios

Fetal malpresentation
Umbilical cord prolapse

Abruptio placentae

Preterm birth

Neonatal sepsis

Long-term
neurodevelopmental
abnormalities, particularly
cerebral palsy

Fetal asphyxia

Limb restriction
deformities and
pulmonary hypoplasia
(primarily with severe
oligohydramnios in the
early to mid second
trimester). These
complications are rare
when membrane rupture
occurs after 23 weeks.

Fetal asphyxia
Fetal asphyxia

Morbidity of prematurity,
including respiratory
abnormalities,
intraventricular
hemorrhage, necrotizing
enterocolitis, retinopathy
of prematurity, patent
ductus arteriosus

Postpartum endometritis

Cesarean delivery

Cesarean delivery
Cesarean delivery

Cesarean delivery

Coagulopathy




DIAGNOSTICO

Historia clinica tipica e exame fisico: visualizacao direta, manobra
de valsalva, teste do forro

Teste de pH vaginal
Teste da cristalizacao
Teste do fenol

Amnissure : teste rapido que utiliza métodos de
imunocromatografia que detecta traces de proteina alpha
microglobulina-1 no fluido vaginal

Exame ultrassonografico









CONDUTA

¢ |[dade gestacional

e presenca de infeccao
e trabalho de parto

e apresentacao fetal

¢ vitalidade fetal

Lorthe E, Ancel PY, Torchin H, et al. Impact of Latency Duration on the Prognosis of Preterm Infants

() matu rldade pulmonar fetal after Pr.eterm Premature Rupture of .Membranes at 24 to 32 Weeks' Gestation: A National
Population-Based Cohort Study. J Pediatr 2017; 182:47.

Manuck TA. Maclean CC,. Silver RM, Varner MW. Preterm premature rupture of membranes: does

° ~ . the duration of latency influence perinatal outcomes? Am J Obstet Gynecol 2009; 201:414.e1.
matu ra(}ao CerVICaI Frenette P, Dodds L, Armson BA. Jangaard K. Preterm prelabour rupture of membranes: effect of

latency on neonatal and maternal outcomes. J Obstet Gynaecol Can 2013; 35:710.

¢ disponibilidade de uti neonatal

Ponto chave € definir conduta expectante x conduta intervencionista. Prolongar a gestacao
entre 24 a 34 semanas nao piora o prognostico neonatal e ha beneficio para o produto
conceptual.
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CONDUTA

« ADMINISTRACAO DE CORTICOIDE

e Deve ser administrado entre 24 e 34 semanas e
reduz a chance de oObito neonatal, distress
respiratorio, hemorragia intraventricular e duracao de
suporte respiratério neonatal sem aumentar a
chance de infeccao materna ou neonatal

Review and Meta-analysis. Obstet Gynecol 2016:; 127:715.

Roberts D. Brown J. Medley N. Dalziel SR. Antenatal corticosteroids for accelerating fetal lung maturation for
women at risk of preterm birth. Cochrane Database Syst Rev 2017: 3:CD004454.
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CONDUTA

e ANTIBIOTICOS

e profilaxia € indicada para prolongar o periodo de laténcia e reduzir o risco
de infeccao (causa e consequéncia de RPMO).

Revisao sistematica em 2013 de 22 estudos caso controle com mais de 6800
mulheres com uso de antibiotico concluiu que o uso de antibidticos foi associado com
reducao significativa no risco de:

ecorioamnionite ([RR] 0.66, 95% CI 0.46-0.96)

eparto em 48 horas (RR 0.71, 95% CI 0.58-0.87) e 7 dias (RR 0.79, 95% CI
0.71-0.89)

einfecgcdo neonatal (RR 0.67, 95% CI 0.52-0.85)
euso de surfactante (RR 0.83, 95% CI 0.72-0.96)
enecessidade de oxigénio neonatal(RR 0.88, 95% CI 0.81-0.96)

eanormalidades ultrassonograficas cerebrais neonatais (RR 0.81, 95% CI
0.68-0.98)

Kenyon S, Boulvain M, Neilson JP. Antibiotics for preterm rupture of membranes. Cochrane Database Syst Rev
2013; :CD001058.
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CONDUTA

e ANTIBIOTICOS

e regime de amplo espectro que possa abranger os
patdgenos envolvidos na pelve

e Azitromicina 1g na admissao
e Ampicilina 2g a cada 6 horas durante 48 horas
e Amoxicilina 500mg 8/8 horas por 5 dias

e Quimioprofilaxia para GBS
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CDC algorithm for screening for GBS in PROM
before 37 weeks of gestation

Obtain vaginal-rectal swab for GBS culture* and start
antibiotics for latencye or GBS prophylaxis

'

Patient entering labor?
|

Yes + + No

Continue antibiotics Continue antibiotics per standard
until delivery of care if receiving for latency
OR

Continue antibiotics for 48 hoursA
if receiving for GBS prophylaxis

'

Obtain GBS culture results
|

' ' '

Positive Not available prior Negative
to labor onset +

; No GBS prophylaxis at onset of true

labor; ¢ repeat vaginal-rectal culture

GBS prophylaxis at if patient reaches 35-37 weeks’
onset of true labor gestation and has not yet delivereds

CDC: Centers for Disease Control and Prevention; GBS: group B
streptococcus; PROM: premature rupture of membranes.

= If patient has undergone vaginal-rectal GBS culture within the
preceding 5 weeks, the results of that culture should guide
management. GBS-colonized women should receive intrapartum
antibiotic prophylaxis. No antibiotics are indicated for GBS prophylaxis
if a vaginal-rectal screen within 5 weeks was negative.

« Antibiotics given for latency in the setting of pPROM that include
ampicillin 2 g intravenously (IV) once, followed by 1 g IV every 6 hours
for at least 48 hours are adequate for GBS prophylaxis. If other
regimens are used, GBS prophylaxis should be initiated in addition.

A GBS prophylaxis should be discontinued at 48 hours for women with
pPROM who are not in labor. If results from a GBS screen performed
on admission become available during the 48-hour period and are
negative, GBS prophylaxis should be discontinued at that time.

¢ Unless subsequent GBS culture prior to delivery is positive.

§ A negative GBS screen is considered valid for 5 weeks. If a patient
with pPROM is entering labor and had a negative GBS screen >5
weeks prior, she should be rescreened and managed according to this
algorithm at that time.

Reproduced from: Centers for Disease Control and Prevention. Prevention
of Perinatal Group B Streptococcal Disease. Revised Guidelines from CDC,
2010. MMWR 2010; 59:No. RR-10.



CONDUTA

e« TOCOLITICOS

* Jentativa de adiar o parto por 48 horas para
administracao de corticoide

® USO controverso

e nao deve ser feito se trabalho de parto efetivo ou
suspeita de corioamnionite, sofrimento fetal

e USO DE PROGESTERONA

e Nao demonstrou beneficio



CONDUTA

e MONITORIZACAO MATERNA
e sinais vitais: atentar para taquicardia, febre
e hemograma e PCR a cada 3 dias
e MONITORIZACAO FETAL
o Perfil biofisico fetal, cardiotocografia
e nao ha consenso sobre melhor teste
e atentar para sinais de taquicardia fetal

e oligodramnio isolado nao é um teste com sensibilidade para predizer
piora nos resultados perinatais
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Algorithm for expectantly managed pregnances with PPROM
that reach 34 weeks of gestation

Is pregnancy suboptimally dated?*
|

Yes No
Expectant management until Test amniotic fluid for

37 weeks of gestation1 and then deliver® fetal lung maturity

|
| |

Test results: Mature Test results: Immature or
l unable to obtain fluid for testing

v

Expectant management until 37 weeks
of gestationl and then deliverd

Discuss with patient advantages and
disadvantages of delivery versus expectant
management® and advise delivery

Patient opts for Patient opts for
delivery expectant management
. Expectant management until 37 weeks
DeliverA of gestation and then deliver®

* The American College of Obstetricians and Gynecologists considers

pregnancies "suboptimally dated” in the absence of an ultrasound examination before
22+0 weeks of gestation confirming or revising the estimated date of delivery.

9 Refer to UpToDate topic on preterm premature rupture of membranes for discussion
of the components of expectant management. Terminate expectant management and
deliver before 37 weeks if patient develops a standard indication for delivery (eq,
chorioamnionitis, abruption, nonreassuring fetal testing, etc).

A Labor is induced if there are no contraindications to vaginal delivery; cesarean
delivery is performed for standard indications. Misoprostol or another prostaglandin
can be used for cervical ripening if the cervix is unfavorable and there are no
contraindications to its use.

¢ Refer to UpToDate topic on preterm premature rupture of membranes for discussion
of the advantages and disadvantages of expectant management versus delivery.
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Algorithm for managing pregnandies first presenting with PPROM
at 34+0 to 36+6 weeks of gestation

Review criteria for gestational age assessment
and test amniotic fluid for fetal lung maturity

v

Mature test for fetal lung maturity?

|
| |

Yes No or not performed

v v

Administer a course of antenatal corticosteroids

Is pregnancy Administer a course of prophylactic antibiotics
dating suboptimal?*
Expectant management until 37 weeks

of gestation1 and then deliverd

Yes No
Administer a course of prophylactic antibiotics Discuss advantages and disadvantages
Expectant management until 37 weeks ) of expectant management versus
of gestation1 and then deliver® delivery with patient and advise delivery ¢
[
| |
Patient opts for Patient opts for
delivery expectant management

Administer a course of prophylactic antibiotics

Deliverd Expectant management until 37 weeks
of gestation and then deliver®

* The American College of Obstetricians and Gynecologists considers

pregnancies "suboptimally dated” in the absence of an ultrasound examination before 22+0
weeks of gestation confirming or revising the estimated date of delivery.

9 Refer to UpToDate topic on preterm premature rupture of membranes for a discussion of the
components of expectant management. Women are hospitalized during expectant
management. Terminate expectant management and deliver if any standard indications for
delivery develop (eg, chorioamnionitis, nonreassuring fetal tracing, abruption, etc).

A Labor is induced if there are no contraindications to vaginal delivery; cesarean delivery is
performed for standard indications. Misoprostol or another prostaglandin can be used for
cervical ripening if the cervix is unfavorable and there are no contraindications to its use.

¢ Refer to UpToDate topic on preterm premature rupture of membranes for a discussion of the
advantages and disadvantages of expectant management versus delivery.



MOMENTO DO PARTO

eMetanalise publicada em 2017 (12 estudos, 3617 mulheres, 3628 neonatos) comparando conduta
expectante até 37 semanas na auséncia de comprometimento materno ou fetal com parto planejado antes
de 37 semanas

erisco reduzido de
eSindrome de distress respiratério (RR 1.26, 95% CI 1.05-1.53)
eNecessidade de ventilagao mecanica (RR 1.27, 95% CI 1.02-1.58)
eAdmissao em UTI neonatal (RR 1.16, 95% CI 1.08-1.24)
eObito neonatal (RR 2.55, 95% CI 1.17-5.56)

endo houve reducio de sepsis neonatal (RR 0.93, 95% CI 0.66-1.30), hemoculturas positivas (RR 1.24,
95% CI 0.70-2.21), mortalidade perinatal (RR 1.76, 95% CI 0.89-3.50), ou obito fetal (RR 0.45, 95%
Cl1 0.13-1.57).

ePara mae parto planejado antes de 37 semanas resultou em
emenores taxas de corioamnionite (RR 0.50, 95% CI 0.26-0.95)
emenor tempo de hospitalizagao (diferenca média -1.75 dias, 95% CI -2.45-1.05)
emaiores taxas de cesariana (RR 1.26, 95% CI 1.11-1.44)
emaior frequéncia de endometrite (RR 1.61, 95% CI 1.00-2.59)

Bond DM, Middleton P, Levett KM, et al. Planned early birth versus expectant management for women with preterm prelabour rupture of membranes
prior to 37 weeks' gestation for improving pregnancy outcome. Cochrane Database Syst Rev 2017; 3:CD004735.
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MOMENTO DO PARTO

 Neuroprotecao com Sulfato de Magnésio (abaixo de 32
semanas)

e Via de parto obstétrica



CONSIDERACOES FINAIS

*A conduta de pacientes com RPMO deve levar em conta varios aspectos: idade
gestacional, UTI neonatal, presenca de infecgao , sinais de trabalho de parto,
apresentacao fetal, vitalidade fetal

eNa evidéncia de infeccao, sofrimento fetal ou suspeita de descolamento de
placenta deve ser realizado o parto com urgéncia

ePacientes estaveis com menos de 34 semanas de gestacao podem ter conduta
expectante (grau 2C)

*Recomenda uso de corticoide (Grau 1A)

eUso de antibidticos é recomendado

ePacientes com mais de 34 semanas de gestacao e maturidade pulmonar, conduta
intervencionista € recomendado (grau 2C); na incerteza quanto a data correta da
gestacao e paciente e feto estaveis, pode-se manter conduta expectante até 37
semanas de gestacgao
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