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continues to gain weight, the longer pregnancy progresses
past term, the greater the likelihood of the fetus
appearing undernourished and <chronically distressed.
During this time the fetus not only may fail to gain weight
but also may actually lose weight (Prichard, J.A., 1989).

In general, the longer the truly post term fetus stays in
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utero, the greater the risk of a severely compromised fetus
and newborn infant. The intrauterine environment may be so
hostile that further fetal growth is arrested, then growth
retarded, LBW, dysmaturity infants occur as a bad outcome.
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perceﬂ anaqnimuwrt]? m'}]ﬁﬂmas (male
fetuses, 8 percent, female fetuses, 5 percent) (Strand, A.
1956). In addition, there 1is a definite placental
dysfunction syndrome that occurs more often in postmature
infant than in those of average gestational age

(Kunstadter, R.H., 1956).
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During the 1last three decades, Intra Uterine
Growth Retardation (IUGR) has been recognized as one of the
most important factors affecting perinatal mortality,

morbidity, and lifelong sequelae (Advances in Gynecol. and

|

the cause deriv Tom 1 insufficiency. A

Obstet., 1989). Up to now here is an increasing interest
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Gibberd, ﬂuﬁﬁ]wgﬁwﬂqtﬂ?tate that the

perinatal mpgrtality rate rose from i 2 percent for 42 weeks
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G.J., 1956)

During 1970 - 1980 the study in USA found that the
rate of low birth weight decreased from 7.3 to 6.3%. Term
low birth weight decreased from 3.5% in 1970 to 2.8% in

1980 and 25% of low birth weight babies fall into the
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category of fetal growth retardation (Advances in Gynecol.

and Obstet., 1989).

The causes of low birth weight have been discussed

by numerous investigators. The first investigates the

reasons for the delayr' of parturition; the second
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ET0 erm fetus or infant) or of
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growth (appropriately.
a gestation o ; impaired rate of
growth (growth nfant) (Prichard,

1985).
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slightly, 8% to 10% off the projonged gespation, babies
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dysfunction. The findings in the infant vary in degree and
generally are more severe the longer the pregnancy (Lowrey,

G.H., 1986).

Within a fetal weight range of 3,500 to 4,000 Gm.,

only a slight difference existed in term (28 to 29 per
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cent) and postterm (34 to 36 per cent) gravidas (Holtorff,
J., 1986). Seven to ten per cent of the fetuses of above
4,000 Gm were born to term gravidas and 12 to 20 per cent

to postterm gravidas (Lucas W.E., 1965; Holterff, J., 1986;

Beischer, N. A., 1969; Pe jf’ I.A., 1960). Birth weight

sing maternal age but
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From tJD thirty-ninth week jﬂ pregnancy on, the
mean birth i ‘ﬁ %’ ‘ i nts lies 200 to
300 gm beﬁ/ﬁhﬂt oﬁﬂﬂl ﬁ:ﬁt’]ﬂﬁ the same age.
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In 1991, Kramer reported that the mean birth weight
of all infants delivered after term according to a LNMP was
3490 Gm., which is very close to that of term infants,
because a majority of post term pregnancies are inaccurate

(McLean, F.H., 1991). He also reported the probability
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that an infant born at term, as determined by the LNMP,
was actually a term infant was 95 percent. The probability
that a baby born to post term, based on the mother’s LNMP,

was actually postterm plummeted to 12 percent (Kramer,
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Fetal blcod flow measurements have a good capacity
for predicting unfavorable fetal outcomes and can be
recommended for <clinical |use. The combination of

ultrasound screening and Doppler blood flow measurement has
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reduced the number of pregnancies requiring intensive

surveillance (Marsal, K., 1988).

The sonographic biometry is a more sensitive

technique for identifying IUGR but that the umbilical
\ [y adjunct for improving the
e tal detection of IUGR.
es@dence that umbilical

f IUGR at an earlier
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These data also p
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tion of fetal weight

gestational age

(Berkowitz, G.S,
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that the semi-uag.'”;iwrff'ﬂ_. ment of amniotic fluid

volume can 5§r ively scre = TUGR and thereby
delineate a popﬂyafi- of E}stational age, that

is at risk for peri inatal mo 1d1ty and mortality (Hill,

L.M., 1983ﬂuﬁl’] tﬂﬂﬂj“ﬂﬁﬂ‘j
anm SRR T

diagnoge before bir Sonographic diagnosed
oligohydramnios has been reported to be highly sensitive
and reliable in detecting IUGR in carefully prescreened
patients. The author suggests that, although the presence
of oligohydramnios should increase the clinician’s index of
suspicion for IUGR, routine sonographic screening to detect

oligohydramnios is not warranted (Philipson, E.H., 1983).



The aspiration of amniotic fluid provides for a
variety of diagnosis tests that are indicative of fetal
well-being or lack therecf. A very comprehensive listing
of abnormalities of the fetus that are amenable to

ropriate analysis of amniotic

detection with the aid of T

fluid has been provi
. Sy
(Prichard, 1989).

Measureme

s and co-workers in 1983
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such fetuses BPD &5t of '\gk:; OT even regression,

whereas during n BPD increases on the

average 1.6 mm. pe s 31 and 37 and 0.7 to

1 mm. between week , T.R., 1973). Serial

BPD values showing aJ f of less than 0.45 mm. per

week indicate \f - ri pus, with serial BPD

)

measurements, “fe d*Pe predicted in 90

per cent of casEl-(Tchilinguirian, N.Elo., 1973).
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Release of meconium into amniotic
presentation is still a valid, albeit rather insensitive,
indicator of placental insufficiency and fetal hypoxia.
Meconium passage into amniotic fluid occurs when the oxygen
saturation in the umbilical vein blood drops to 30 per
cent, i.e., half of its normal value. Meconium passage is

due to hypoxia of the smooth musculature of the



gastrointestinal tract resulting in hyperperistalsis and
relaxation of the anal sphincter (Bernstine, R.L., 1960).
When meconium release is noticed in postterm gravidas, the
incidence and degree of acidosis measured in umbilical
t increased (Doring, G.K.,
f/&le liguor in 6.9 per cent

o and in this group the

blood of the newborn inf

1967). Meconium was

of patients before
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increased (Beis

ty was significantly
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study on 1,000 copy revealed that
the presence bor was associated
with a perinata per cent and a 5 per

cent incidence of hen, however, meconium

7.5 per cent aﬁgbgwaﬁﬁgéjﬁ ntincidence of low Apgar score

_ kgvlar appearance of
amniotic fluid Eeco 1iv - uﬁxally indicative of
insufficient placeatal function and fetal hypoxia; after

rocent neEhbbE) APYNIHENDT: srcerscion o

umbilical ve1n blood off 15 to 25 per centywas measured
a1 Bk V] 199451 T B Wk b WE) @G 1n 5 e
cent ;& postterm gravidas (Evans, T.N., 1963), and the
amniotic fluid contained meconium in 7 per cent; in one out
of three cases estriol values were low (<12 mg. per 24
hours) and in four out of five cases more or less
pronounced placental insufficient existed (Beischer, N.A.,

1969). Due to the stress of labor meconium staining
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occurred in 22 per cent of postterm gravidas with clear
amniotic fluid before labor (Beischer, N.A., 1969). Thick
clumps of dark meconium indicate more severe fetal hypoxia

than light greenishtinted amniotic fluid (Mintz, N., 1960).

An amniotic ume of less than 400 ml.

isk (Morris, E.D., 1968).
.__d

Reduction of - wotic forewaters is

accompanied by a ate of 2 per cent and

indicates that the

a 10 per cent score; Therefore,

labor should be ients as well as in
those with meco fluid (Barham,

K.A,; 1973).

Amniotomy ' ‘f ] g‘ he first stage of labor
has been found to |
type FHR Eﬁ;;— 2 to 32 per cent
(TchilinguirianN. thﬁ:gh a Dip I type FHR

pattern is not cons idered pa olog1c, one must carefully

weigh the ﬂuﬂ% m%ﬂﬁwgqﬂ§0581ble harmful

affects on an already ¢compromiged fetus gand amniotomy
shoulﬂtﬁq@iﬂiﬂiemumqq w;ﬁlr}xafyal head is
not engaged to the maternal pelvis, extensive digital
separation (membrane stripping) of the lower amniotic pole
from the uterine wall is often a useful procedure for

induction of labor (Voherr, H., 1974).
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In postterm gravidas presenting with a favorable
cervix and in the absence of contraindication, induction of
labor‘can save fetuses who might be lost due to placental
insufficiency if pregnancy is allowed to continue

(Tchilinguirian, N.G.O.

7of the uncomplicated,
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idity and mortality

Generally,

prolonged pregna
the risk of

associated with existence beyond 42

weeks’ gestatio ciated with routine

induction of cating conservative

management relj artum tests of fetal

well-being, inclu g e N stress test (NST), the

oxytocin challenge also designated the

contraction gaessf"“" efitesis or amnioscopy
. $Z o .
for detection 6 .on of estriol levels,
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measurement of

time ultrﬁoﬁﬂsﬁﬂﬁ Wﬁwﬂﬁﬂﬁ fetal breathing

movements (FBM), fetal movements (FM),'and amn10t1c fluid
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normall outcome well but are less accurate in predicting

uman placental lactogen (hPL), and real-

poor outcome; none is good predictor of postmaturity.
Advocates of routine intervention at 42 weeks’ gestation
cite multiple factors to support their philosophy of
aggressive management. These factors include increasing
maternal and physician anxiety over fe?al well-being and

the potential. of perinatal morbidity and mortality.
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Briefly, a minority routinely terminate the pregnancy
regardless of cervical examination at 42 weeks’gestation.
The majority of institutions favor regular assessment of

fetal well-being when expectant management is followed.
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