CHAPTER VI

DISCUSSION
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W1th assumptions that the placental dysfunction
syndrome is rare disease and the sample of study can be
representative for the whole population. The odds ratio

can be used to estimate the relative risk.
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The criteria to calculate the gestational age

Gestational age is usually expressed as time
elapsed since the first day of the mother’s last normal

menstrual periocd and it s been customarily calculated.

The potential source \ J”ﬁ this method are known,
although the magni X éﬁ of these errors have

——

only more Tece ramer, M.S., 1988;

Boyce, A., 197 ed the probability
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actually postter rcent (Xramer, M.S.,
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onset of the last normaly menstrual period. g,When this is
comblaw]naqanmuma W) I Rhesace o
1nformat1on provided by the menstrual history, there should
be little confusion about the date of delivery (Willson,
J.R., 1987). 1In addition, the time of onset of the last
menstrual period has assumed <clinical importance for
determining fetal age only because it is wusually known

rather precisely, and, when spontaneous and previously



81
regular, it 1is most often followed by ovulation and
fertilization about two weeks later (Prichard, J.A., 1985).

One researcher stated that it is possible that the

high risk previously attributed to postterm birth is

, uly postterm, but to those
%leadxng. It means the
truly postterm p <ve any greater risks
of unfavorable/_ incidence of postterm

birth in most o [ ginal s was 10% to 12% for
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early ultrasound‘before the 2 th week. In addition, all

published ﬂtu{cjeqrfﬂ Htﬂﬁrﬂtﬂﬂﬂ‘jare all based on

menstrual h%lstory alone.y Hence, ne used the‘.‘date of onset
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The criteria to diagnose the postterm pregnancy

There is also an inconsistency in the definition of

"postterm". Different authors consider a postterm



infant to be one delivered at or after 41 weeks (Chevenak,
J.L., 1989; Browne, J.C.M., 1963) or, more frequently, at
42 weeks (Lucas, W.E., 1965; Schneider, J.M., 1978; Boyd,
M.E., 1988) or even at 43 weeks (2,4,7). This issue 1is

erpretations of terminology.
W e infant to be delivered
after 294 days o er1es assigned to a

certain week may ‘ ‘ that week or after

further confused by varyi
6
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Similar, the pre¥ahence of in mild postterm and in
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of ges flation have greater risk of fetal growth retardation
(FGR) than term pregnancy. It is reasonable that majority
of the gravidas at 42 weeks of gestation is unreal postterm
pregnancy. Only the gravidas from 43 weeks on have greater
risk of FGR. Especially, the primiparous woman 1is at
greatef risk than in multiparous women. The result of this

study is in contrast with the result of Frances H. McLean
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in 1991 that shows that the postterm gravida is at risk of
macrosomia instead of FGR. But two studies are different
in criteria to calculate the gestational age and study

population.

The risk of placenta

syndrome
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After wtl u ; 5}‘1. (Sjostedt, S.,

1858) classifiem 1171 infants as nornml or abnormal on the
basis of ini ﬂ‘ﬁ. Y e . i nt according to
Clifford’ﬂgsagcﬁavjiﬁ mmfjr or knowledge of
the d,qr pTafq . ﬁwm‘a‘{g‘fants born
betweeqwa and mkgjm signs o 'bostmaturity

syndrome" was 200 gm less than the mean weight of "normal"
infants of the same gestational age. Since the syndrome
appeared tc be present in some infants delivered before
term, Sjostedt et al. renamed it "dysmaturity". Infants
with and without signs of dysmaturity showed a similar

weekly increase in birth weight frbm 39 to 43 weeks, but
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dysmature infants weighed less than the normal infants did
at each week. It was concluded that although dysmaturity
may be diagnosed after term, it is not caused uniquely by
postterm delivery, since it also can be found before term.

During the intervening 3 rs since the publication by

Clifford and Sjosted

found that infant

In thi ' ~ 1h sercentage of placental
dysfunction )4 e pregnancy and term
pregnancy are 19. nt -an 11 vercent, respectively.

The prevalence in

of gestation arg at g of aacental dysfunction

syndrome than tefmmpregnancy®/ But from 43 weeks on, the

fetus has EIMEJ’JimEanﬁmﬂlqﬂﬁnction syndrome
compared t;uterm Te narfc ‘and the risk is%approximately
crorc R AN D ZU LN AR E s oo
published that the incidence of fetal postmaturity was
found to be 3 per cent at term and 20 per cent at postterm
gravidas (Strand, A., 1956) and fivefold increase of fetal
postmaturity in postterm gravidas (Sjostedt, S., 1958).

The incidence that published is much higher than ours and

also include the mild postterm gestation even that these
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study have the same criteria of selection, the onset of
LNMP, with our study but still different study population.

The incidence of dysmaturity increases along with

the gestational age. In other words, the longer

gestational age is th isk of dysmaturity. There

women have greater risk

avidas.

is no evidence that

of dysmaturity tha
The risk of lar

Recently Wi ljacrosomia 1in postterm

§E‘1antyne, J.W.5 1902:
Tucker; B.E.; 1957 ,5775?' ' 1965; Zwerdling, M.,A.,
1967; Arias, F., - .L., 1989). The results
of these stuika 1ose found in the
study cited hei. ~$nce that the birth

after term has greater risk of large for date than at term.

Although, ﬂﬂﬁk’}xﬂﬁﬂﬁ weEfK] ﬁt?y was separated

between earlly postterm a%F late postterm and the definition
of I@Wf}’aﬂﬂ?m %ﬁﬂ?wﬁﬁ}a%}'centﬂe 18
much edsier to obtain than that of macrosomia, birth weight
above 4,000 Gm.. It may be due to the differences of study

population and selection criteria.
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The risk of meconium staining of amniotic fluid

This study shows that the meconium release develop

more commonly postterm than at term, a twofold increase in

meconium release. In othe

ords, the postterm fetuses are
at greater risk of w

/&m:—zse. This result 1is

similar to some re : thgt ponstrated the risk of
meconium releay tses (Usher, R.H.,
1988;Eden, R.D., . 23 o, N 978; Klapholz, H.,

1977). On the - aspiration syndrome

is highly corr meconi staining. Meconium
aspiration synd r , ;- which the postterm
infant is parti H';._ csed (Usher, R.H., 1988;

dd..-i

Gregory, G.A., 19 -_..é; to say that not only is

. _,.J"" _,l-“"l}_:__{,( e :
meconium present m ten/ i c

‘luid postterm, but

when present, U.r_—__'_ ‘
The risk of interfvention due #o fetal distress
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Although the fefal distness has notlbeen measured
d1recﬂﬁqﬁqn§rmum’]leH’]ﬁ/ﬂt1on due to
fetal d1stress also means an unfavorable outcome on the
fetal heart rate. The present study shows a greater risk
of intervention due to fetal distress. In other words, the
postterm gravidas are intervened due to fetal distress more
frequently than term gravidas. But it was demonstrated

that the fetal distress has been less clearly recognized as
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a risk (Klapholz, H., 1977). It can be explained that in
this study the diagnosis of the fetal distress has been
mainly based on the fetal heart rate that have been mainly
diagnosed by use of fetal stethoscopy. It may be biased

rson. Therefore, the rate of

The risk of birﬁ!!r-—f LA, score)

Althoug and fetal distress

occur very fre weeks or more as
mentioned above low Apgar score in
postterm infants demonstrated. There
was no concomitant ineci se if equency of birth asphyxia

that is manifested “Tow Apgar : Only infants at 43

4 a5 _
weeks or more5y7~_— .hﬁ asphyxia.

|
One exéglnat1on mlght be that fetal distress and

meconium rﬂﬂﬂxﬂ?ﬂﬂﬁﬂ?ﬂfﬁ?ﬁﬁchve value for

birth asphy¥ia. A hypothe51s can be developed to explaln
these&ﬁf‘ﬁq ﬂ?mlil“’qﬂ Wqﬁhﬁ research,
longitdinal study with the comparison of low Apgar infants
to normal Apgar about meconium release and fetal distress.
The more mature postterm fetus may be more responsive and
react more readily to levels of asphyxia stimuli that may
not initiate a response at term. These reactions are

manifested by fetal heart abnormalities, meconium release,
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and gasping movements. The less responsive term fetus may
be sufficiently asphyxiated to be depressed at birth
without affecting the heart rate during labor or causing
the release of meconium. The fetus at term also may pass

be responsive enough to gasp

meccnium in utero and ye

and aspirate it. ations would account for

why fetal dist eq)n@lease, and meconium

not indicate ; infant 1is more often
asphyxiated (as i ‘I““ﬁtﬂ e [ ssion at birth) than

those deliver e, little serious

morbidity is as asphyxia postterm.

None of +the in aspiration required

ventilatory a381stanc~—-m- of the depressed infants

;j;ﬁ#k ¥
demonstrated pesta &4 ibs egquelae on follow-up

o

examination. | S : Y
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991 Kramer feﬂ ted that the medn' birth weight

The mean birth
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3490 gm, which is very close to that of term infants in the
study, because a majority of post term dates are inaccurate

(Kramer, M.S., 1991).

From the result of present study, the mean birth
weight of infants in postterm pregnancy is very close to

that of term pregnancy. Even the mean birth weight of



89

severe postterm is also not different from the term
pregnancy. It may be explained by extremity of the birth
weight in postterm pregnancy. The postterm population
includes both types of infants (some large and others

small). Therefore, popu distribution by birth weight

.cannot be determined

The study the birth weight is

mainly predicte In other words,

gestational ag ‘Af Te ed with the birth

weight. The pa also is valuable to

predict the birt ich as the gestational

age. r“ll
i
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Birth weight distrib !vaé}‘:
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This study a fetal weight range

of 3,500 Gm. - a sl1ght difference existed in

term (9 peﬁ%fﬁnﬂwwwﬂﬁﬁcem) gravidas.

Around one ‘Percent of ths fetuses of above 4 000 Gm. were

o LAl R H GBee e

are similar to the published reports. In those studies,

,000 Gm. ,

they demonstrated the higher percentage of birth weight
within 3,500 - 4,000 Gm. and above 4,000 Gm. in term and
postterm gravidas (Lucas, W.E., 1965; Holtorff, J., 1986;
Beischer, N.A., 1969; Perlin, I.A., 1960) but it is

different from the result of Daichman and Gold.
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From the 43 weeks on, the result shows a difference
between 2 birth weight distribution. Within a range of
3,500 Gm. to 4,000 Gm., a considerable difference existed
in term (9 per cent) and postterm (20 per cent) gravidas.

In contrast, the percen f birth weight within 2,500

Gm. to 3,000 Gm. in (44 per cent) is greater

than in postterm

in summgi’!“'ff ; 1 “ tudy indicates that

fetal outcomes may

with a prolonged

(i) Meconiumsrglsgs € amniotic fluid.

(ii) Istervention due to fetalldistress.

&k A3 weels or gg_;
SIS NG

(ii9) Placental dysfunct1on syndrome
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placental dysfunction syndrome.

(iv) intervention due to fetal distress.

(v) meconium release.

When erronecus menstrual dates are not eliminated
with the use of early ultrasonography, mothers who are

delivered of their infants after term produce small (not



91

large) Dbabies. There 1is noc evidence that infants
experience growth success or increase in weight when
© pregnancy continues after term with any greater frequency
than do infants delivered at term. Intrauterine growth

retardation, not large appears to be the valid

concern in postterm pi
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