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Abstract
CONDENSATION—Body mass index is not associated with latency or the occurrence of maternal
infectious complications during conservative management of preterm premature rupture of fetal
membranes.

OBJECTIVE—Obesity has been associated with chronic inflammation. We hypothesized that body
mass index (BMI) may be inversely related to latency and directly related to infectious complications
following preterm premature rupture of membranes (pPROM).

STUDY DESIGN—This secondary analysis of a randomized trial of antibiotics for pPROM had
information available for 562 subjects. We analyzed the association between BMI and latency, the
occurrence of chorioamnionitis, endometritis and maternal infectious morbidity, after controlling for
gestational age (GA) at rupture and treatment group. Survival analysis, regression and test of
proportions were used as appropriate.

RESULTS—When evaluated as a categorical or continuous variable, BMI did not reveal any
significant associations. Latency to delivery was affected by GA at rupture of membrane and
antibiotic therapy, but not by BMI group.

CONCLUSION—BMI was not associated with latency or the occurrence of maternal infectious
complications during conservative management of PROM before 32 weeks gestation.
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Introduction
Obesity continues to increase in prevalence nationally approaching fifty percent in some ethnic
groups 1. Furthermore, pre-pregnancy obesity is becoming a common occurrence in obstetric
management as more than 60% of women of child bearing age are considered overweight or
obese 2. Overweight (body mass index [BMI] = 25-29.9 kg/m2) and obese individuals (BMI
> 30) have a 50-100% increased risk of death from all causes, especially cardiovascular causes,
compared with normal-weight individuals 3. Furthermore, obesity and overweight have been
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identified as major modifiable risk factors for adverse pregnancy outcomes with strong
associations to maternal, fetal and neonatal complications.

Preterm premature rupture of membranes (pPROM) complicates 3% of all pregnancies
annually in the United States, affecting over 120,000 pregnancies each year. Preterm PROM
is responsible for up to 33% of all preterm births 4, yet, there are limited data evaluating the
relationship between obesity and pPROM. Specifically, whether or not the latency period after
pPROM is affected by BMI has not previously been explored. In a recent study, the risk of
neonatal death after pPROM was greater for overweight women than for women of normal
weight. The authors of this study point out that the effect of infection on the fetus may be much
more severe when the fetal membranes have ruptured, especially with long time spans between
rupture of membranes and labor. 5 Given that several studies have shown that obesity represents
a low-grade chronic inflammatory state 6;7, it is biologically plausible that obesity may shorten
the latency period after pPROM.

Our primary objective was to explore the relationship between BMI and latency period
following pPROM during conservative management of pPROM remote from term. Secondly,
we wanted to determine if overweight or obesity in the setting of pPROM is associated with
an increased risk of chorioamnionitis, postpartum endometritis or other infectious morbidity
in the mother.

Materials and Methods
This is a secondary analysis from women with singleton gestations complicated by pPROM
at 240 to 320 weeks. These participants, from 11 clinical centers, were recruited to participate
in a randomized trial of antibiotic therapy to prolong pregnancy and reduce morbidity.
Candidates with pPROM, no contraindication to pregnancy prolongation (non-reassuring fetal
status, severe pre-eclampsia, etc.) and who had not received corticosteroids for fetal maturation
or antibiotic treatment within 1 week of randomization were included in the trial. Detailed
methodology for the trial is reported elsewhere 8. The protocol was approved by the Human
Research committees of all participating institutions. A total of 614 gravidas with pPROM
(585 singleton gestations) who were not in labor, and were considered to be candidates for
conservative management, were randomized to either antibiotic therapy or a matching placebo
regimen. The antibiotic regimen consisted of intravenous ampicillin (2g q6h) and erythromycin
(250 mg q6h) for 48 hours, followed by oral amoxicillin (250 mg q8h) and erythromycin-base
(333 mg q8h) for 5 days unless delivery occurred. Participating women were expectantly
managed in hospital unless fluid leakage stopped and amniotic fluid volume returned to normal.
Elective labor induction was prohibited before 34 weeks and discouraged subsequently.

Body mass index (BMI) was divided into five categories based on the accepted CDC
definitions: underweight (BMI <18.5), normal weight (18.5 ≤ BMI ≤ 24.9), overweight (25 ≤
BMI ≤ 29.9), obese (30 ≤ BMI ≤ 39.9) and morbid obesity (BMI ≥ 40). Some comparisons
looked only at obese (BMI ≥ 30) versus non-obese (18.5 ≤ BMI < 30). The impact of BMI on
latency from randomization to delivery, clinically diagnosed chorioamnionitis, endometritis
and maternal infectious morbidity were evaluated. The diagnosis of clinical chorioamnionitis
required at least 2 of: antepartum temperature > 100.4 F, uterine tenderness, foul smelling
vaginal discharge or amniotic fluid, maternal tachycardia (> 100 bpm), fetal tachycardia (>
160 bpm), or white blood cell count > 20,000. Endometritis was clinically diagnosed with
postpartum temperature > 100.4 F and uterine tenderness with other signs and symptoms to
support the diagnosis that included foul smelling lochia, chills, and lower abdominal pain.
Maternal infectious morbidity included Cesarean delivery wound infection, urinary tract
infection diagnosed post-partum, episiotomy wound infection, pyelonephritis, and first line
antibiotics failure. The relationship between BMI categories and neonatal composite outcome
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(one or more of: fetal/neonatal death, neonatal sepsis within 72 hours of birth, grade 3-4
intraventricular hemorrhage, stage 2-3 necrotizing enterocolitis, or respiratory distress
syndrome) by treatment groups was also evaluated.

Statistical analyses were performed using SAS statistical software (SAS Institute Inc, Cary,
NC). To assess the relationship between obstetric outcomes and five categories of BMI, the
Chi-square test or Fisher’s exact test was used for categorical variables and the Kruskal wallis
test was used for continuous outcomes. Logistic regression analysis controlling for GBS status,
antibiotic therapy, and gestational age at ROM was also performed to evaluate the independent
effects of body mass index (BMI) on obstetric outcomes. Survival analysis, using the Kaplan-
Meier method, and the Ccox proportional hazard model was performed to determine if body
mass index was associated with shortened latency to delivery.

Results
Between February 1992 and January 1995, a total of 562 of the enrolled 614 patients met
eligibility requirements and were included in this analysis. Of the 52 patients excluded, 32
patients did not have a singleton gestation and the remaining 20 patients had incomplete data
related to prepregnancy weight for BMI calculation. The demographic characteristics for these
patients are listed in Table I. There were 85 underweight (BMI < 18.5 kg/m2), 287 normal
weight (BMI = 18.5-24.9 kg/m2), 112 overweight (BMI = 25-29.9 kg/m2), 67 obese (BMI =
30-39.9 kg/m2) and 11 morbidly obese women (BMI ≥ 40 kg/m2) in the cohort. Table II reveals
the cases of chorioamnionitis, endomyometritis, maternal infectious morbidity identified in the
study and latency to delivery stratified by each BMI group. No significant differences were
found among five BMI groups. When comparing obese (BMI ≥ 30) to non-obese (excluding
the underweight patients), the median days from rupture to delivery in the obese group was 4
days with interquartile range 2-11 days, and was 5 days with interquartile range 2-11 days in
the non-obese group. There was no significant difference between the latency to delivery
(survival) curves of obese and non-obese group (p= 0.60) when controlling for GA at ROM,
antibiotic treatment assignment and GBS (Figure I). However, increased latency was associated
with decreased gestational age at randomization (p < 0.0001) and with antibiotic therapy (p =
0.002).

The Kruskal-Wallis test revealed no difference in the median latency stratified by treatment
group. Logistic regression analysis controlling for GBS status, antibiotic therapy, and
gestational age at ROM did not show that BMI evaluated as a continuous variable was
significantly associated with chorioamnionitis (OR = 1.01, 95%CI 0.97-1.04, p = 0.73),
endometritis (OR = 1.02, 95%CI 0.98-1.06, p = 0.38) or any maternal postpartum infectious
morbidity (OR = 1.03, 95%CI 0.99-1.07, p = 0.10). Similarly, this logistic model did not reveal
a significant relationship between the outcome and BMI (OR = 1.00, 95%CI 0.97-1.04, p =
0.84). When evaluating the relationship between BMI categories and neonatal composite
outcome by treatment groups, neither was found significant (placebo p = 0.21, antibiotic group
p = 0.39).

Comment
As obesity increases in prevalence nationally approaching fifty percent in some ethnic groups,
it has become a public health concern of significant proportions. Prepregnancy obesity has
been associated with a range of metabolic, inflammatory, and vascular abnormalities during
pregnancy, even in pregnant women without clinical disease.9;10 Some authors have speculated
that endothelial dysfunction and inflammatory up-regulation due to obesity accelerate the
timing and severity of some pregnancy complications and may lead to the birth of more
vulnerable infants among obese women. 5 Other studies have evaluated the role of obesity in
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the setting of preterm birth. These studies have revealed a risk reduction for spontaneous
preterm birth in obese women, but a high percentage of the indicated preterm births, often in
association with preeclampsia. 11-13

We did not demonstrate an association with BMI and infectious morbidities.A limitation of
this study is the small sample size with only 14.4% and 1.9% of patients being obese and
morbidly obese, respectively. Because we considered our analysis to be exploratory in nature,
we did not conduct a power analysis in advance. While it is not useful to conduct an ad-hoc
power analysis based on the observed results, the information from the analysis does allow us
to estimate the prevailing rate of the outcomes in the normal weight group, and to evaluate the
sample size needed to adequately evaluate a clinically meaningful difference from that baseline
for future studies. For example, a sample size of approximately 400 patients would be needed
to detect a 1/3 increase in composite neonatal outcome in obese women compared with normal
weight women, with 80% power and type 1 error of 5% 2-sided.

Several studies have shown that obesity is associated with increased production of systemic
proinflammatory cytokines,9 therefore it is biologically plausible that obesity may shorten the
latency period after pPROM. Although this study controlled for maternal infectious
morbidities, levels of cytokines were not available for evaluation. Other factors such as
malnutrition, vitamin D deficiency, etc. were also not available for comparison.

This study suggests that BMI does not affect latency to delivery or the occurrence of maternal
infectious complications during conservative management of PROM before 32 weeks
gestation. Maternal obesity should not alter decision-making regarding conservative
management of PROM remote from term.
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Fig. 1.
Survival Analysis on latency of obese and nonobese patients.
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