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[bookmark: _1fob9te]ABSTRACT
Background
Preterm premature rupture of the membranes (PPROM) is defined as amniotic membrane rupture before 37 weeks of gestation. The prevalence ranged from 2 -3% in Oman. PPROM is associated with several risk factors including infections and it can lead to serious maternal and fetal outcomes.  
Objectives
The aim of our study is to assess risk factors for PPROM as well as to determine the maternal and neonatal outcome of PPROM and to identify the most common organisms related to infections in PPROM.
Method
This study was a retrospective observational study on pregnant women diagnosed with PPROM admitted to the Department of Obstetrics and Gynecology in Suhar Regional Hospital in North Al Batinah. The study period was from January 2021 to December 2021.
Collection of the data was done by regular visits to the Hospital and includes the specific information from Al Shifa+ computerized data system and Microbiology Laboratory Records. The excel data was exported to and analyzed using the SPSS 22 statistical software (IBM Chicago).
Results
A total of 103 women with PPROM diagnosed during January 2021-December 2021 were included in the study. PPROM was most frequently (33%) observed among females aged 26-30 years and in primigravida (61%) Prior PPROM was observed among 4.9% of the study population. Diabetes mellitus (8.7%) and anemia (6.8%) were the most common chronic illnesses observed. Gestational diabetes (34.7%) was the major risk factor observed. Chorioamnionitis (15.5%) was the major maternal outcome of PPROM while severe respiratory distress syndrome (13.8%) and neonatal sepsis (4.5%) were the major   complications seen in neonates. Vaginal delivery was seen in a greater number of women (70%) with PPROM at the gestational age >34 weeks. Apgar score of >7 was noted in a greater number of newborns (69.4%) borne to women who had PPROM at gestational age > 34 weeks. Among pathogens, Candida albicans (65%) was the most frequent isolate of maternal infection.
Conclusion
Accurate knowledge regarding risk factors for PPROM and common associated pathogens would help clinicians to develop better strategies to optimize preventive care to maximize pregnancy outcomes.
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INTRODUCTION
Preterm premature rupture of the membranes (PPROM) is defined as amniotic membrane rupture before 37 weeks of gestation and before the onset of labour, while extreme PPROM occurs before 26 weeks of gestation [1-2]. PPROM is a serious obstetric problem that affects approximately 5 to 15% of all pregnancies [3] and on an average of 3 - 4 % of all pregnancies [1]. The prevalence ranged from 1.8% in Oman [2], 7.4% in Egypt [3-4] to 9.6% in Pakistan [5]. PPROM is an important cause of premature births and is directly related to 40% to 50% of all preterm births [1] and accounts for approximately 18-20% of perinatal deaths in the United States.[6] 

Preterm premature rupture of the membranes (PPROM) and preterm delivery has been associated with several risk factors including altered membrane morphology, complications of invasive procedures and fetoscopy surgeries, infections, inflammation, genetic factors, environmental factors, and iatrogenic factors [7 – 8]

[bookmark: _8ecnf6bibebh]The pathophysiology of PPROM is complex and multifactorial [3,6]. The cause of membrane rupture is unknown in most cases, but asymptomatic intrauterine infection is a common precursor. In Oman, according to Al Riyami et al study in 2011, the results revealed the most important risk factor to be the history of infection [2]. Since several risk factors cause an increase in systemic inflammation, the greater stimulation of the infection or inflammation pathway may help to explain some of the increases in preterm deliveries linked to numerous risk factors [9].  The risk of PPROM in pregnant women with diabetes was 1.7 times more than normal pregnant women [16]. Other important risk factors associated with PPROM include previous pre-term delivery, smoking, urinary tract infection, hypertension etc. [10]

REVIEW OF LITERATURE

In 2004 El Taher et al reported that PPROM was more common in multiparous younger women, with high Positive maternal blood CRP levels before 37 weeks indicating a high prevalence of premature membrane rupture, which has been linked to oligohydramnios.[11].

A study done by Nafiseh Saghafi et al in Iran in 2018 showed that 68% of PPROM patients had a positive endocervical culture. The most common isolated microorganisms of endocervical culture were Escherichia coli (24.2%), Coagulase negative Staphylococci (27.2%), Enterococcus (11.7%), and Candida (11.7%), and the endocervical colonization was associated with a higher admission rate [12]. In a study with a similar purpose conducted in Brazil, the main microorganism isolated was group B streptococcus [13]. Goldenberg et.al found that the most frequent organism observed in PPROM conditions is genital Mycoplasma spp. and, specifically, U urealyticum spp. [9]. Reduced relative abundance of Lactobacillus spp. and higher bacterial diversity in the vaginal microbiome of pregnant women are associated with a higher risk of preterm premature membrane rupture (PPROM) [14].

 The fetal membranes act as a barrier to infection, and if they burst, there will be significant consequences of preterm premature rupture of membranes (PPRPM) on both the mother and the infant, mostly related to prematurity. Also, PPROM can lead to fetal outcome of respiratory distress syndrome (RDS), neonatal sepsis, intraventricular hemorrhage (IVH), neonatal death, along with maternal outcomes of chorioamnionitis, and endometritis after delivery [15]. Swapna et.al in Oman found fetal complications of severe respiratory distress syndrome (RDS) constituting 43% and sepsis (24%) as important fetal complications.[16]. Approximately 4.8% of infants born to women with chorioamnionitis had early onset sepsis, compared to 0.9% of infants born to women without chorioamnionitis. [17].

 Correct diagnosis is essential for determining the most appropriate management strategy and ultimately minimizing the risk of maternal and fetal complications. Therefore, several tests have been widely used to evaluate the fetal membranes' integrity and confirm the diagnosis of PPROM. According to Al Riyami et al study in 2013 [2], the history and vaginal examination are remarkable steps in the diagnosis. For example, on sterile speculum examination, a sudden discharge of amniotic fluid from the vagina, pooling fluid in the posterior fornix, Nitrazine paper test, as well as a positive ferning test, further the level of amniotic fluid index was finally assessed using ultrasound. These tests were also agreed upon by Tavassoli et al [18], Al-Bayati et al [19], and Dayal et al studies [20]. 

 Most studies have suggested a standard management strategy for PPROM cases before 34 weeks of gestation, which includes the administration of antibiotics and corticosteroids, and amniotic fluid culture. This strategy was in accordance with the study of Tavassoli et al in 2010 [18] and Rodrigo et al in 2016 [21] which showed that conservative management can prolong pregnancy and reduce prematurity-related morbidity connected to gestational age. For expectant management of PPROM cases, delivery at 34 weeks of pregnancy is considered as the common norm by various guidelines, however some studies prolonging of delivery up to 37 weeks of gestation may be considered, if there are no contraindications of feto-maternal complications.[23]


On literature search, there is a paucity of data on PPROM and the risk factors associated with it in Oman, and especially there are no studies from North Al Batinah in this regard. Since PPROM is an important cause of perinatal morbidity and mortality, the aim of this study to determine the risk factors for PPROM in this region of Oman will help the clinicians to take prompt appropriate intervention and care of PPROM pregnant women and prevent maternal and fetal complications. This data will provide the attending doctor to provide proper counselling to such patients regarding the problem. Many studies from other parts of the world have found infections being the foremost cause of PPROM. This study will help to determine the incidence of infections in PPROM and the important causative microorganisms in PPROM patients admitted to Suhar regional hospital from January 2021 to December 2022 which will also help the Obstetricians to initiate antibiotic therapy.

AIMS AND OBJECTIVES
1- To determine the most prevalent risk factors of preterm premature rupture of membrane (PPROM) among pregnant women admitted in the Sohar regional hospital during the period from January 2021 to December 2021.
2- To identify the most common organisms related to infections in PPROM.
3- To identify the important fetal and maternal outcomes of PPROM.

HYPOTHESIS/RESEARCH QUESTIONS: 
1- Maternal infections along with gestational diabetes are the most dominant risk factor of preterm premature rupture of membrane (PPROM)
2- Escherichia coli and Staphylococci are the common bacterial organisms causing maternal infections associated with PPROM.
3- Chorioamnionitis and neonatal sepsis are the common maternal and fetal complications of PPROM.



RESEARCH METHODOLOGY 
Study Design:
This study will be a retrospective observational study on pregnant women diagnosed with PPROM admitted to the Department of Obstetrics and Gynecology in Suhar Regional Hospital in North Al Batinah in the past two years. The study period is from January 2021 to December 2021. Suhar Regional hospital is a tertiary referral healthcare facility that covers population from Suweiq to Shinas in Oman. With 400 plus beds, it considered to be one of the largest hospitals in Oman. The study conducted after getting the approval from Research and Ethical Board of College of Medicine and Health Sciences (CoMHS) and Ministry of Health (MOH). Collection of the data will be done by regular visits to the Hospital and includes the specific information from Al Shifa+ computerized data system and Microbiology Laboratory Records. Data will cover maternal demographic parameters, past obstetrics history, obstetric complications in current pregnancy, PPROM clinical history and associated risk factors. Fetomaternal outcomes will also be assessed. Laboratory data about microbiological causes of infection and its antibiogram will be recorded. 
Inclusion Criteria: Confirmed cases of PPROM with delivery at less than 37 weeks for pregnant women admitted at Suhar Regional hospital.
Exclusion Criteria: Women who delivered outside the hospital, Pregnant women with incomplete data, all cases of artificial rupture of membrane.
Pro-forma for data collection: A checklist is developed by the investigators that included the relevant variables after thorough literature search [7,8,15,17] and modified in consultation with the practicing obstetricians from the regional hospital.  
Clinical examination for PPROM: Each suspected PPROM patient was confirmed by the Obstetrician by doing a direct visualization and sterile speculum examination to observe fluid leakage and ultrasound for fluid index. Digital examination avoided as much as possible. Patient is admitted to hospital for surveillance and further examination. Laboratory tests like leucocyte count, C-reactive protein (CRP), high vaginal swab for microscopy and culture, urine for microscopy and culture, ultrasound to assess fetal wellbeing, amniotic fluid index (AFI) done. The diagnosis of chorioamnionitis was based on the presence of maternal fever (≥ 38 °C), uterine tenderness, maternal or fetal tachycardia, elevated leucocyte count and CRP levels. CRP more than 30 mg/L or serial CRP levels of > 20 mg/L was used for diagnosis of chorioamnionitis [22]. 
Neonatal outcomes: The following neonatal characteristics were searched for and recorded - birth weight, Apgar score, need for oxygen inhalation, endotracheal intubation or active resuscitation. If any admission to Neonatal intensive care unit (NICU) recorded. Morbidities like presence of neonatal sepsis, respiratory distress syndrome, and other causes for NICU admission recorded.[23] Diagnosis and therapy of these conditions were in accordance with national and international standards and by neonatologists.  
Bacterial identification and antibiotics susceptibility testing: The clinical specimens such as High vaginal swabs and endocervical swabs from suspected PPROM patients will be immediately collected and sent to the microbiology laboratory. The specimen will be cultured on blood agar, chocolate agar, and MacConkey agar and then incubated at 37 °C for 24–72 hours under standard conditions as per standard Clinical Laboratory Standards Institute (CLSI) criteria [24]. Pathogen identification up to the species will be performed by convention identification or VITEK II automated microbiological system as per CLSI criteria. Antibiotic sensitivity test done as per standard.
Data management:
[bookmark: _Hlk138067809]Excel sheet file is used for entering the data as per the the pre-designed pro-forma. The data will be coded and then entered in this excel file. Data cleaning performed and all data with incomplete values filtered out. The excel data exported to the SPSS 22 statistical software (IBM Chicago) and analyzed.

Statistical analysis:
Data was entered in MS excel and exported to the SPSS 22 statistical software (IBM Chicago) and analyzed. Categorical variables were summarized as frequencies and proportions.   Quantitative variables were summarized as mean with SD (standard deviation) or median with IQR (interquartile range). The statistical significance of association between gestational age at PROM and other categorical variables were assessed using Chi Square test or Fisher's Exact test as per the assumptions for the test. p value less than 0.05 is considered significant.
[bookmark: _Hlk137473426]
RESULTS:
 A total of 103 women with preterm premature rupture of membranes (PPROM) diagnosed during January 2021- December 2021 were included in the study. Sample size was estimated to be 95 (Confidence level-95%, CI-10%, p-<0.05, SD-50%) (www.surveysystem.com). The prevalence rate of PPROM in the present study is estimated to be 1.37% (95% CI:1.13-1.66). Table 1 illustrates demographic and maternal characteristics of study population. PPROM was most frequently (33%) observed among females aged 26-30 years and in primigravida (61%) as opposed to multigravida (40.8%). PPROM was most frequently observed at 35-37 weeks of gestation. Prior PPROM was observed among 4.9% of study population, Past history of caesarean section delivery (4.9%), cervical incompetence (1%), cervical cerclage (1.9%), and miscarriage (1.9%) was noted in small percentage of study population. Diabetes mellitus (8.7%) and anemia (6.8%) were the most common chronic illnesses observed in our study population. Table 2 displays association of risk factors of PPROM with maternal and neonatal outcomes. Gestational diabetes (34.7%) and chorioamnionitis (15.5%) were the major risk factors of PPROM in our study population.  Severe respiratory distress syndrome (12, 13.8%) and neonatal sepsis (4, 4.5%) were the major complications seen in neonates. Vaginal delivery was seen in a greater number of women (70%) with PPROM at the gestational age >34 weeks as opposed to PPROM at the gestational age <34 weeks (30%). Apgar score of >7 was noted in a greater number of newborns (59, 69.4%) borne to women who had PPROM at gestational age > 34 weeks as compared to newborns (26, 30.6%) borne at gestational age <34 weeks. 
Among pathogens, Candida ablicans (15, 65%) was the most frequent isolate, followed by Escherichia coli (3, 13%), Streptococcus agalactiae (3, 13%), Staphylococcus aureus (1, 4%), Pseudomonas aeruginosa (1, 4%), and Klebsiella pneumoniae (1, 4%). 

Table 1 Demographic and maternal characteristics of study population
	[bookmark: _Hlk137473476]
	Variable 
	N (%)

	
	Total number of study population
	103

	
	Maternal age
	

	
	< 20
	8 (7.8%)

	
	20-25
	21 (20.4%)

	
	26-30
	34 (33.0%)

	
	31-35
>36
	18 (17.5%)
22 (21.4%)

	
	Gestational age at PPROM
	

	
	<28 weeks
	11 (10.7%)

	
	29-31 weeks
	17 (16.5%)

	
	32-34 weeks
	22 (21.4%)

	
	35- <37 weeks
	50 (48.5%)

	
	
	

	
	Gravida
	

	
	Primigravida
	61 (59.2%)

	
	Multigravida
	42 (40.8%)

	
	Maternal history
	

	
	Prior PPROM
	5 (4.9%)

	
	Caesarean section
	5 (4.9%)

	
	Cervical cerclage
	2 (1.9%)

	
	Preeclampsia or PIH
	1 (1%)

	
	Fibroid uterus
	4 (3.9%)

	
	Bicornuate uterus
	1 (1%)

	
	Chronic diseases
	16 (15.5%)



Table 2 Association of risk factors of PPROM with maternal and neonatal outcomes
	
	
	Gestational age at PPROM
	

	Variable
	Level
	0-34 weeks
	35-37
	p-value

	N
	
	39
	61
	

	Gestational age at delivery
	0-28 weeks
	1 (3%)
	0 (0%)
	

<0.001

	
	29-31
	5 (17%)
	0 (0%)
	

	
	32-34
	8 (28%)
	5 (8%)
	

	
	35-36
	10 (34%)
	34 (58%)
	

	
	>=37
	5 (17%)
	20 (34%)
	

	Gestational diabetes
	No
	27 (69%)
	39 (64%)
	
0.67

	
	yes
	12 (31%)
	22 (36%)
	

	Previous PPROM
	No 
	36 (97%)
	55 (93%)
	
0.65

	
	Yes
	1 (3%)
	4 (7%)
	

	Cervical cerclage
	No
	35 (97%)
	60 (98%)
	1.00


	
	Yes
	1 (3%)
	1 (2%)
	

	Previous Caesarean Section
	No
	29 (78%)
	57 (95%)
	0.019

	
	Yes
	8 (22%)
	3 (5%)
	

	Chorioamnionitis
	No
	32 (82%)
	53 (87%)
	0.57

	
	Yes
	7 (18%)
	8 (13%)
	

	Chronic diseases
	No
	21 (72%)
	35 (81%)
	
0.60

	
	Anemia
	6 (21%)
	6 (14%)
	

	
	Diabetes
	2 (7%)
	2 (5%)
	

	Mode of delivery
	Vaginal delivery
	23 (70%)
	53 (88%)
	0.047

	
	CS
	10 (30%)
	7 (12%)
	

	Neonatal sepsis
	No
	26 (93%)
	58 (97%)
	0.59

	
	yes
	2 (7%)
	2 (3%)
	

	Respiratory distress syndrome
	No
	21 (75%)
	54 (92%)
	0.049

	
	yes
	7 (25%)
	5 (8%)
	

	Apgar score at 1 minute
	1-4
	2 (7%)
	0 (0%)
	0.083

	
	5/7
	6 (20%)
	7 (12%)
	

	
	8/10
	22 (73%)
	53 (88%)
	

	JApgar score at 5 minutes
	1-4
	1 (3%)
	0 (0%)
	
0.041

	
	5/7
	3 (10%)
	1 (2%)
	

	
	8/10
	26 (87%)
	59 (98%)
	



Figure 1 Etiology of maternal infection


DISCUSSION
The aim of our study was to assess risk factors for PPROM as well as to determine the maternal and neonatal outcome of PPROM. Multiple factors contribute to PPROM, and its exact pathophysiology remains unclear. Cervicovaginal infection, previous history of miscarriage or preterm delivery, cervical incompetence, cervical cerclage, low socioeconomic status, smoking, polyhydramnios, multiple pregnancies, age of women younger than 20 years and older than 35 years, and antepartum hemorrhage are some noted risk factors. In the present study, the common risk factors were previous PPROM (5, 5%), chronic diseases (16, 15.5%), hypertension (10.7%), gestational diabetes (34, 33.0%), previous caesarean section (12, 11.7%), antepartum hemorrhage (6, 5.8%), and infections (19, 19.5%). In a similar study by El-Shabrawy Ali et al., common risk factors of PPROM were found to be infections (23.4%), chronic diseases (17.4%), antepartum hemorrhage (17.4%), previous PPROM (11.6%), and multi-pregnancy (8.7%). 
In the present study, the prevalence of PPROM was found to be 1.37%. This is in concurrence with the study in Oman that found prevalence of PPROM to be 1.8% (Nihal et.al) and 3% (Fatema Tavassoli et.al).  PPROM was most frequently observed among women of age group 26-30 years. However, most previous studies have revealed higher frequency of PPROM among women less than 25 years [Shridevi et al., Noor et al.]. With reference to gestational age, PPROM more frequently occurs at 34-37 weeks of gestation as compared to other lesser gestational ages. Similarly, in our study, nearly 50% of PPROM occurred at 34-37 weeks gestational age. Furthermore, PPROM is more frequently observed among primigravida as opposed to multigravida women. In studies conducted by Gandhi et al., and Dkeke et al. majority of women with PPROM were found to be primigravids.  In line with this, in our study, 6 out 10 women with PPROM were primigravida. 
El-Shabrawy Ali et al. revealed the mode of delivery among majority (75%) of woman with PPROM was Caesarean section as opposed to normal vaginal delivery (25%). Similar findings were also reported by Wanitpongpan et al. Contrastingly, in our study population, the major mode of delivery was vaginal delivery (76 cases) compared to caesarean section (17 cases). Similar to our study, Noor et al. reported vaginal delivery (65%) as the commonest mode of delivery among their study population. Furthermore, in our study there was a positive correlation between vaginal delivery in PPROM at > 34 weeks with favorable maternal outcome (p value 0.047) as well as neonatal outcome (Apgar score at 5 minutes >7, p value 0.041). The frequency of development of respiratory distress syndrome greater among babies borne at gestational age < 34 weeks as compared to babies born after 34 weeks of gestation. Our study finding was consistent with this fact. 
Complications of PPROM can affect either the infants or maternal outcomes. In the current study, majority of newborns were healthy with good Apgar score >7. Only minority of newborns developed severe respiratory distress syndrome (13.4%) and neonatal sepsis (4.5%). Concerning outcomes in mothers, majority had no bad outcomes. However, few developed complications such as chorioamnionitis, preeclampsia, and antepartum hemorrhage. Our study results were supported by studies conducted by Bouvier et al. and El-Shabrawy Ali et al. Saghafi et al. in their study, identified Escherichia coli as the most common agent of maternal infection, followed by Candida albicans, and Enterococcus spp. [Shagafi et al.]. Similar studies by Lajos et al., and Goldenberg et al. found Streptococcus agalactiae and Ureaplasma ureolyticum as most frequent organisms associated with PPROM. Congruent to these study results, in our study, Candida albicans was the most frequently isolated pathogen followed by S. agalactiae and Escherichia coli. During microbial infections, bacteria ascend from lower genital tract into uterus. Once they enter the choriodecidua, degradation of collagen-based fetal membranes begins through direct proteolysis or activation of matrix metalloproteinases (MMPs), resulting in membrane rupture. These MMPs get activated in term birth, PPROM or infection [Vanderhaven JP et al]. in addition, reduced relative abundance of Lactobacillus spp. and higher bacterial diversity in the vaginal microbiome of pregnant women poses a higher risk of preterm premature membrane rupture (PPROM).  
SUMMARY:
Preterm premature rupture of the membranes (PPROM) is a serious obstetric problem affecting 5 to 15% of all pregnancies and affecting 40% to 50% of all preterm births. The PPROM is associated with various risk factors, including infections, inflammation, genetic factors, environmental factors, and iatrogenic factors. In Oman, the most important risk factor is the history of infection. The risk of PPROM is more common in multiparous younger women, with high positive maternal blood CRP levels before 37 weeks indicating a high prevalence of premature membrane rupture. This study aims to determine the risk factors for PPROM in Oman, focusing on the incidence of infections and the important causative microorganisms in PPROM patients admitted to Suhar regional hospital from January 2021 to December 2021. This data will help clinicians take prompt appropriate intervention and care of PPROM pregnant women and prevent maternal and fetal complications. Data collection was conducted through regular visits to the hospital, using Al Shifa+ computerized data system and Microbiology Laboratory Records. The study included confirmed cases of PPROM with delivery at less than 37 weeks for pregnant women admitted at Suhar Regional Hospital. Data management involved using an Excel sheet file for data entry, data cleaning, and exporting to SPSS 22 statistical software. The study found that PPROM was most frequently observed among women aged 26-30 years and in primigravida (61%). PPROM was most frequently observed at 35-37 weeks of gestation. Candida albicans was the most frequently isolated pathogen associated with chorioamnionitis and cervico-vaginal infection, followed by S. agalactiae and Escherichia coli. The majority of newborns were healthy with good Apgar score >7, with only a minority developing severe respiratory distress syndrome and neonatal sepsis. The majority of mothers had no bad outcomes, but few developed complications such as chorioamnionitis, preeclampsia, and antepartum hemorrhage.

CONCLUSIONS: 
We can conclude that, females aged 26-30 yrs, primigravida, and having gestational diabetes were found to be highest risk factors for PPROM. In present study, chorioamnionitis and severe respiratory distress syndrome were the major maternal and neonatal complications of PPROM respectively. Based on our findings, further studies need to be conducted with higher sample size, in different regional centers and prospective type in order to emphasize our conclusion. Accurate knowledge regarding risk factors for PPROM and common associated pathogens would help clinicians to develop better strategies to optimize preventive care to maximize pregnancy outcomes. 

LIMITATIONS: 
Our study has few limitations. First, because of the retrospective nature of the study, few vital details such as neonatal complications could not be followed or traced. It is a single-centred study with a one-year data. Since this was during COVID-19 time, some of the data was incomplete.
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Appendices 

1. Excel table
	 
	Maternal Demography 
	Past Obstetric History

	Sl.No.
	Age
	Gravida
	Para
	Weight
	LMP
	Previous PPROM
	Previous Surgery C-section 
	Chronic Diseases
	DM
	HT
	Cervical Cerclage
	Other Significant Findings

	1
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2. Excel Table continuation...
	Obstetric Complications in Current pregnancy 

	HT
	GDM
	APH,PPH
	Infection

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 



1. Excel Table continuation...
	PPROM

	gest. Age at PPROM
	gest. Age at admission
	gest. Age at delivery
	mode of delivery
	antibiotics used
	amniotic fluid index (USG)
	CTG finding

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 



4. Excel Table continuation...
	Maternal Outcome
	fetal outcome
	Lab Investigations
	 

	(vaginal delivery, CS, sepsis)
	apgar score
	Sepsis
	RDS
	others
	High Vaginal swab
	CRP
	TLC
	Culture & Ab.Senst test

	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 



Annexures
https://docs.google.com/spreadsheets/d/1oZ_or2POgvUnDciZi6xV5Yhs1kJoh1Jz/edit?usp=share_link&ouid=104306779356716657179&rtpof=true&sd=true
Etiological agents of maternal infection


Candida spp. 	Staphylococcus aureus	Escherichia coli	Streptococcus agalactiae	Klebsiella pneumoniae	15	1	3	3	1	

2

image1.png
n aaibhgllao ol I
National UnlverSlty
Science & Technology LagJo——iailig po—inl

college of Medicine & Health Sciences




