CHAPTER VII

CONCI.USION

There are ps », d medicolegal reasons why
postterm pregnanci — c > to engender anxiety.
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he due date is more

difficult to ring earlier. The

natural respon how unfortunate it

is that the ir earlier or followed

mere closely. genge §F _.’T : e postterm pregnancy

must be affectivelly
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The fetus who Te in utero after the expected

increased risk.

date of confip

Problems are 3 lertakes a policy of

routine termination for all ies that go beyond

term. Tﬁ ‘n\ﬂx %” azn is 1increased
monitoringwugjg weﬁ-ningw;;ﬂjﬁl the induction of
laon W??a qﬂnjarljﬂm 3Wm a‘fﬂ increased

postterm; this increase 1s usually attributed to failed

pregna

induction of labor (Studd, J., 1985). It demonstrates that
the routine termination for all pregnancies that go beyond
term is not the <effective management for - postterm

pregnancy.
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At 42 weeks of gestation, the fetus has the risk of
meconium-containing amniotic fluid‘ before the onset of
labor and intervention due to fetal distress during labor.
It was demonstrated that the release of mecconium into

amniotic fluid by the fetus in vertex presentation is still

!

a valid indicator o insufficiency and fetal

hypoxia and 1is rlnatal mortality and
birth asphyxia Therefore, tests of
fetal well-bei 1se at 42 weeks. The
termination of ection is performed
whenever the fetus at 42 weeks
before the onset

the meconium stai

amniocentesis.

Thel' 14664 shou be 'induced in the patients

the normality ﬁﬂ Er demonstrated. If

the failure to ‘vxsuallze 1ot1c fluid for meconium

ﬁug@wgﬁjw@m@ Somttny sa

Doppler blo d flow measugements are recomme

QIR AL NEND e,

getting some more unfavorable fetal outcomes that are small
for date, Clifford syndrome, low Apgar score. We recommend
an extensive sonographic survey should be done tc look for
structural abnormalities. Anthropometric measurements
should be made, including head and abdominal

circumferences, biparietal diameter, femur length, and the
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circumference’s ratio of head/abdominal. A clinical and
ultrasonic assessment of amniotic fluid volume also should
be made. The Doppler fetal blocod flow measurements are
also recommended so as to predict the unfavorable fetal
well-being and amnioscopy or

/ﬁ repeated if it had been

ndit ervix is assessed, and
| ——
a decision is ma whe iver the fetus. The

outcomes. The test of fet

amniocentesis should

performed before.

postterm gravi rvix, induction of

labor should b hould be induced in
the patients wi

The special cas

the state of the ceﬁ&ﬁn‘&? pelvis, fetal size and

challenge test E)C m

e of an oxytocin

Th \ﬂ ‘;n‘lﬂiEJ ﬁfﬁﬁ;&fﬁ? induced, those

fetuses wh@| E1>::Jt Yje n s ould be monitored
¢ . Qs . i

very c1ﬁa§ff] W“ﬁﬁﬁﬂb‘(ﬁﬂ including

abno;E!Ii ies o :j; "heart rate an e presence of

appreciable amounts of meconium in the amniotic fluid.
Amniotomy performed during the first stage of labor have
nct been recommended. When the fetal head is not engaged
to the maternal pelvis, extensive digital separation
(membrane stripping) of the lower amniotic pole from the

uterine wall is useful. The postterm fetus is at risk of
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being born hypoxia and of having aspirated meconium into
the lungs, thus compromising chances of successful
ventilation. As soon as the head is delivered from the
vagina, or from the uterus during a cesarean section, the
should be aspirated quickly by
,/y's essential that care for
".méy by someone who can
‘_-U‘iﬂﬂ

the vocal <cords,

mouth, pharynx, and nare

the obstetrician.
the newborn be p
skillfully cl
especially of te the infant 1is
particularly mia and also may
develop other especially seriocus
hypoglycemia (So '1987). Polycythemia
and blood hyperv ly may cause serious

difficulty (Jones

In surifias ‘major c ifil postterm pregnancy
remains the state of ' Q# e onset of labor.

Problems thatEDdevelop during IaSEL
effective ﬁ gi stu the fetus in a
postterm ;ﬂﬂﬁ qﬂﬂﬂ ﬂﬂ’]ﬁjlngher risk than
at tﬁ ﬁ: during the
labor.'ﬁj her routmn%ictm nmnor nservative

watchful waiting can be advocated as a general rule for the

usually Dbe

management of the postterm gravidas; each case necessitates

thorough individual assessment and attention.
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Figure 3. Management scheme
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