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INTRODUCTION 

Postdate, post term, post maturity, and prolonged 

pregnancy is accepted terms by WHO and the 

International Federation of Gynecology and Obstetrics to 

describe pregnancy beyond dates (expected date of 

delivery). Postdate pregnancy is defined as a pregnancy 

that had passed 40 completed weeks WHO and FIGO 

defined post term pregnancy as a pregnancy with a 

gestational length of 294 days or more.1,2 Prolongation of 

pregnancy complicates up to 10% of all pregnancies and 

carries increased risk to mother and fetus.3,4 Estimation of 

gestational age is the foundation for diagnosis and 

subsequent management of postdated pregnancy. Primary 

method is by dating by LMP, with naegles rule according 

to which incidence of labor at or after 42 weeks is 14%.5  

Post term perinatal mortality is greater than that of term 

pregnancy in almost all studies reviewed.6 Prolonged 

pregnancy has always been regarded as a high-risk 

condition because perinatal morbidity and mortality is 

known to rise.7 Postdate pregnancy increase the risk of 
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stillbirth and neonatal death. At or after 41 weeks there is 

increased incidence of decrease in liquor.8 Meconium 

passage in liquor also increases with postdate pregnancy 

and incidences range from 12% to as high as 30-40%.9 

MAS (meconium aspiration syndrome) is associated with 

low Apgar scores and high fetal morbidity and 

mortality.10,11 Fetal macrosomia is also a known 

complication of postdated pregnancy which can lead to 

increased maternal and fetal trauma shoulder dystocia 

with resulting Erb’s palsy, perinatal asphyxia, meconium 

aspiration and post-partum haemorrhage.12 

Several studies have reported increased stillbirth rate 

from 41 weeks gestation and some have reported 

increased risk from 40 weeks gestation.13,14 The reported 

prevalence of postdate pregnancies vary between 5.5% 

and 9.5% in different studies countries and time period.14 

As there is fetal and maternal risk associated with 

postdated pregnancy, need of induction is more with 

postdated pregnancy. There are several recommendations 

for the postdate pregnancy management, but no protocol 

is considered as gold standard, so management varies 

from hospital to hospital and country to country. 

The aim of the present study was to do analytic 

comparison of the fetal outcome in spontaneous versus 

induced labour of pregnancies which crossed the 

expected date of delivery.  

METHODS 

This is a prospective cross-sectional study carried out in a 

tertiary care hospital for duration of 18 months. Patients 

who attended ANC OPD and patients admitted in labor 

wards were included after screening through inclusion 

criteria. 

Inclusion criteria 

• Sure, of dates. 

• Who crossed the expected date of delivery by USG 

or LMP. 

• Singleton pregnancy. 

• Cephalic presentation. 

• One first or second trimester USG. 

• Unscarred uterus. 

Total patients selected were 170 and divided under group 

1 and group 2 according to the clinical examinations 

(mainly per vaginal and bishops score) of the patient. 

Group 1 (spontaneous group) 85 patients with favorable 

bishops score. 

Group 2 (induction group) 85 patients with unfavorable 

bishops score. 

After assessment of bishops score every patient was 

studied in the respective group. On admission, ultrasound 

examination, nonstress test and biophysical profile test 

was done. In group 1 with good bishop score, patients 

were allowed spontaneous labour and labour monitored 

as per who criteria according to partograph. 

In group 2 with low bishop score induction of labour 

done with intravaginal instillation of dinoprostone gel in 

posterior fornix with proper aseptic precautions after 

taking informed consent and excluding hypersensitivity. 

After 6 hours vaginal examination was repeated, if cervix 

was favorable than oxytocin augmentation done and if 

not favorable than repeat induction done with 

dinoprostone gel taking all precautions.  After 6 hours 

again examination done, if cervix was found favorable 

than oxytocin augmentation done and if not favorable 

than LSCS done for failed induction. 

In both groups labor abnormalities were identified by 

Freidman’s criteria using partograph. Labor augmentation 

was done with amniotomy at 4-5 cm dilation and 

oxytocin as per need. If liquor was not clear (meconium 

stained) decision of LSCS taken as per FHR monitoring 

in both groups. According to mode of delivery maternal 

and fetal outcome were studied.  

RESULTS 

Table 1 shows that when gestational age was calculated 

by first ultrasound, 42.35% cases were <41 weeks and 

56.47% were between 41-41w6d.while only 1.17% were 

at or beyond 42 weeks.  

Similarly, when GA was calculated by dates (LMP) 

36.47% were <41weeks and 50.58% were between 41-

41w6d while 12.94% were at or beyond 42 weeks. 

Table 1: Distribution of cases according to   

gestational age. 

Gestational age  
By dates By USG 

No. (%) No. (%) 

40-40 w 6 d 62 (36.47) 72 (42.35) 

41-41 w 6 d 86 (50.58) 96 (56.47) 

42 and >42 22 (12.94) 2 (1.17) 

Total 170 (100) 170 (100) 

Mean±SD 41.18±0.85 40.02±1.27 

Table 2 shows that out of 170 pts 80% were having AFI 

more than 5 and 20% were having AFI  5 or less. NST 

was not applicable in 10 diagnosed IUD patients.in rest 

NST was reactive in 92.5% cases while non-reactive in 

7.5% cases.  

BPP was done in group 2 patients of whom 3 were IUD 

so n was 82 out of them 92.68% had normal BPP while 

7.31% had abnormal BPP.  

Table 3 shows that in both the group majority patients 

were having clear liquor (nearly 70%), while in group 1 
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8.23% patients had thick meconium and 8.23% had dark 

brown colored meconium.  

In comparison in group 2 6.47 % patients had thick 

meconium and 5.88% had dark brown colored 

meconium. 

Table 4 shows that majority of patients were delivered 

vaginally in both the groups. In group 1 71.76% were 

vaginally delivered while 2.35% needed instrumental 

deliveries and 25.88% needed LSCS.  

Similarly, in group 2 65.88% were vaginally delivered 

while 3.52% needed instrumental deliveries and30.58% 

needed LSCS. 

Table 2: Distribution of cases according to fetal 

surveillance test. 

Fetal surveillance test Number Percentage 

AFI 

>5 136 80 

≤5 34 20 

Total 170 100 

Non-stress test 

Reactive 148 92.5 

Non-reactive 12 7.5 

Total 160 100 

Biophysical profile  

Normal 76 92.68 

Abnormal 6 7.31 

Total 82 100 

 

Table 3: Distribution of cases according to color of liquor. 

Color of liquor 
Group 1 Group 2 Total 

No. Percent No. Percent No. Percent 

Clear  39 69.41 61 71.76 120 70.58 

Meconium 

Tinged/ stained 12 14.11 17 19.99 29 17.05 

Thick 7 8.23 4 4.70 11 6.47 

Dark Brown 7 8.23 3 3.52 10 5.88 

Total 85 100 85 100 170 100 

Table 4: Distribution of cases according to mode of delivery. 

Mode of delivery 
Group 1 Group 2 Total 

No. Percent No. Percent No. Percent 

Vaginal 61 71.76 56 65.88 117 68.82 

Instrumental 2 2.35 3 3.52 5 2.94 

LSCS 22 25.88 26 30.58 48 28.23 

Total 85 100 85 100 170 100 

 

Table 5 shows that majority of babies were having birth 

weight between 2.5-3 kg. While in group 1 24.70% 

babies were <2.5 kg, 60 % were between 2.5 to 3 kg and 

15.29% were 3 kg or more. the figures for group 2 were 

21.17% babies were <2.5 kg, 61.17 % were between 2.5 

to 3 kg and 17.64% were 3 kg or more. 

 

Table 5: Distribution of cases according to fetal birthweight. 

Out come Group 1 Group 2 Total 

Birth weight (gm) No. % No. % No. % 

2000-2499 21 24.70 18 21.17 39 22.94 

2500-2999 51 60 52 61.17 103 60.58 

3000 and more 13 15.29 15 17.64 28 16.47 

Total 85 100 85 100 170 100 

Mean±SD 2.42±0.45 

 



Anand N et al. Int J Reprod Contracept Obstet Gynecol. 2018 Oct;7(10):4081-4085 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                   Volume 7 · Issue 10    Page 4084 

Table 6 shows that while in group 1 9.09% patients had 

Apgar score below 7 and 90.99 had score above 7, same 

data for group 2 showed 6.09% had score below 7 and 

93.90% had score above 7. Difference between the group 

was found to be non-significant according to p value. 

 

Table 6: Distribution of cases according to APGAR score. 

Apgar score at 5 min. 
Group 1 Group 2 Total 

P value 
No. % No. % No. % 

<7 7 9.09 5 6.09 12 7.54 0.564 

>7 70 90.99 77 93.90 147 92.45 0.564 

total 77 100 82 100 159 100  

Table 7: Distribution of cases according to neonatal morbidity. 

Neonatal morbidity 
Group 1 Group2 Total 

P value 
No.  % No. % No. % 

Asphyxia 5 35.71 4 30.76 9 33.33 0.739 

MAS 4 28.57 2 15.38 6 22.22 0.414 

RDS 3 21.42 4 30.76 7 25.92 0.705 

Others 2 14.28 3 23.07 5 18.51 0.655 

Total 14 100 13 100 27 100  

 

Table 7 shows distribution of cases according to neonatal 

morbidity, which is on lower side in current study. In 

group 1 14 babies while in group 2 13 babies suffered 

morbidity there was no mortality in present study. When 

in group 1 others morbidity include hyperbilirubinemia, 

septicemia, pneumonia. There was no statistical 

significance in both groups. 

DISCUSSION 

The study was done in tertiary care hospital in obstetrics 

and gynecology department. The study duration was 18 

months.170 patients who were past their expected date of 

delivery were studied after screening by inclusion 

criteria. In present study according to gestational age by 

dates, majority of cases were between 41-42 weeks of 

gestation accounting 50.58%, while only 12.94% cases 

were more than 42 weeks. When gestational age was 

calculated by first ultrasound, majority of cases were 

between 41-42 weeks and only 1.17% were >42 weeks 

which corroborates with Aleaxander J et al.15 

NST was reactive in majority. Similar results were found 

with Miller et al, Vintzilous et al, Eden et al.16-18 10 

patients were diagnosed as IUFD in the present study. 

BPP was done in group 2 patients and authors found 

abnormal BPP in 7.3%, Eden et al, Miller et al   advocated 

7.9% and 9.9% abnormal BPP in their studies 

respectively.16,18 Chances of thick meconium are more in 

group1 than in group 2. Majority of patient were having 

clear liquor (70.6%) which collaborates with findings of 

with Aleaxander J et al who had found 75.4% incidence 

of clear liquor.15 

Number of instrumental deliveries and LSCS was more in 

group 2 but it was not statistically significant. Majority of 

babies were having APGAR score>7 (92.45%) 

Aleaxander J et al had also found similar results.15 

Out of 170, 14 (16.47%) in group 1 and 13 (15.29%) in 

group 2 were having neonatal morbidity. It was not 

statistical significance. Singal P et al quoted similar result 

in their study. 19 

CONCLUSION 

Post datism still remains a controversial clinical entity. 

Regular ANC is important because of definite risk to the 

fetus if pregnancy continues beyond 40 weeks of 

gestation. It is associated with increased perinatal 

morbidity and mortality especially for those patients who 

don’t take regular antenatal visits. Confirmation of 

diagnosis of postdatism is very important as many 

patients don’t remember LMP and not having regular 

cycles. Diagnosis should be confirmed by first trimester 

USG which is most important non-invasive method and 

readily available in all hospitals. Fetal surveillance 

methods like NST, AFI, and BPP help in intensive and 

vigilant monitoring of fetuses. This helps in decreasing 

the perinatal morbidity and mortality in postdated 

pregnancy and achieving a favorable outcome. 

After 41 weeks of gestation if the dates are confirmed 

women should be offered elective delivery. Women with 

uncomplicated pregnancies should be offered induction 

of labour, while women with any complicating factors 

LSCS should be considered. 
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