CHAPTER I

INTRODUCTION

More than ,//ﬁ Oliver Wendell Holmes

questioned whethe plac an organ of transfer

or whether it fell

\\QHH\ a definitive answer

kept pace with
behind at some
to the questio , so do definitive
programs of this condition.
Problems are takes a policy of
routine terminati cies that go beyond
term. Managemen vogue today reflect

different percep ernal and fetal risks

involved and,ihﬁfu-—-~-——m— l@fe misunderstanding

of the pathogeiBs1

As the result, nged pregpancy has been the subject of

croue BLEIE) 'b}s,q NS W FSese o the rores

by placental insufficiengy. It igs,obvious that such damage

can Seall| Rl AINBAINY AR crar, one

patholog1st know from personal experience. Yet there is ‘a

hiupostdate pregnancy.

wide divergence of opinion regarding the significance of
the risk of prolonged pregnancy and the need to avoid it by
terminating the pregnancy. This divergence is partly due

to variations in the selection and evaluation of patients,
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but also is partly inherent in the ill-defined nature of

the condition.

The controversy as to whether postterm infants tend

to be "Large for date" or "Small for date" remains

/

. ‘_
(o 1s@n (Ballantyne, J.W.,

everal Studies that reported the

unresolved. In 1902, yne described the postterm

infants as excessi essential problem with

delivery as ceph

1902). There hav

-

increased rates olic infants, in pregnancies that

progressed past 1957; Lucas, W.E.,

1965; Zwerdling, ., 1987; Chevenak,

J.L., 1989). \-’described the long,

thin post term wi of recent weight loss"

that he attributed to -:zi‘=ﬁ 1. dysfunction, which led to
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fetal wasting' afe, and death. Since

=

this descrlpt tional reports of

this "Placenta -ysfunct1on syndrome" 15 The current concern
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The conflicting opinions about the size of the post
term infant, the need for increased surveillance before
labor, and the induction of labor has been discussed in the
literature but with different conclusions (Browne, J.M.C.,

1963; Schneider, J.M., 1978).



Another possibility is that the post term
population may include both types of infants (some too big
and others too small or too scrawny); If so, population
distribution by birth weight must be analyzed and not

determined from mean valu

Disturbanc

%ine growth frequently
-J

portend a varie : ; monatal complications
apabie ol indy : ntellectual deficits .

infants that wa prospective study

(Fitzhardinge, P.M., IUGR broadly refers to
suboptimal fet occurring secondary

>f: mec ¢sS of the cause and

associated defe'ls, however,

risk for ﬂﬂﬁﬂﬁfimdisability, and
perinatal ﬂor ality. he growt retarded fetus has
decreqsﬁ aqﬁimlﬁm ﬂlﬂﬁﬁleased risk

for b1q yxia (Lin, © s ; Low, J.A., 1981). The

to a variety

these inignts are at increased

"

fetus grows slower than normal ", and the result is an

infant that weighs less than it should have, called

growth retardation " (Kallen, B., 1988).

Although Intra-Uterine Growth Retardation (IUGR)

does not universally presage poor outcome, infants so



affected are at increased risk for a variety of
complications, including hypoglycemia, polycythemia,
hypocalcemia, and intrapartum asphyxia (Daikoku, N.H.,
1979). Perinatal mortality is from 4 to 8 times greater

for these infants than -IUGR infants (Seads, J.W.,

1984). During t decades, IUGR has been
—

recognized as one tant factors affecting

perinatal mortaw'——'

(Advances 1in

lifelong sequelae
1989). In 1967,
Zwerdling M.A. age of 2 years, the
mortality rate gestations is twice
as high as tha regnancies(Zerdling,
M.A., 1967). Up ncreasing interest in
intrauterine feta growth 't rdation (FGR) that some

authors suggest from ©placental

insufficiency} age, as weight

decreases beloij ilejl the risk of fetal

death 1ncreases¢ remarkabl (Prichard, 1985). That is
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usually used as the standard to agnose t fetal growth
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One of the other deviations of fetal growth is
dysmaturity. The Scottish obstetrician Ballantyne (1902)
seems to have been the first to call attenticn to
dysmaturity. Until Clifford (1945) reported 46 cases, and
to describe the syndrome and its clinical important in

detail. He also considers dysmaturity to be caused by a



placental insufficiency and introduces the term
"placental dysfunction syndrome". Clifford’s reports are
of considerable importance because he classified
dysmaturity in different stages and because he has made the

placental dysfunction syn me known to pediatricians. It

is no doubt that the , "Jf ysfunction syndrome" can
occur, but there i i it occurs only or even

es than it does at or

more frequentl
before term. A auerstein, dysmaturity
occurs approxi s, 20 - 30% of post

term pregnanci R7 )

Disorders @ >ta  growth 2lso include fetal growth
acceleration. Alth ‘.:?;-  iving less than attention
than their counterparts, pregnancies

complicated by fetal me S bect to a variety of

maternal, fetal Fetal macrosomia

| i
has been vario&gly defined as a bir eight greater than

4000 Gm. ( ﬁl "?ﬂ ﬁ%’ﬂﬂﬁﬂj‘(}olditch, I:M.,
1978) or 4@ A%.j( ar g,J Gey ) and greater than the
v/

90th ,qunT aeﬁfﬂﬁﬁjyﬂq?fﬂ Elniatg-lwith birth

weightq in excess o are considere to be of
excessive size because pgrinatal mortality increases above
this level of birthweight (Battaglia, F.C., 1966); 8 - 10
per cent of infants weigh more than 4000 Gm. at birth
(Stevenson, D.K., 1982). Maternal and perinatal morbidity
(sack, R.A., 1969; Nathason, J.N., 1969) and mortality

(Yerushsimy, J., 1970) increase in direct relation to



increasing birth weight of the large infant. Pregnancies
complicated by macrosomia are more likely to require
augmentation of labor with oxytocin than are controls
(Modanlou, H.D., 1980). The incidence of cesarean delivery

in macrosomia is higher non-macrosomia, primarily as

a result of cephalo %:_ﬂ proportion and failure to

ulder dystocia relates

directly to in7 i For fetus weighing
more than 4000 : den shoulder dystocia 1is
ianlou, H.D., 1982).

reported to ra

Excessive fet associated with a

prolonged secon increased postpartum

blood loss (Park

In summary, we wi that postterm pregnancy is

one of the m¢ mplicate eni’ in case of fetal

outcome and F AY
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State of research problem

According to the publication of Ministry of Health

of Vietnam in 1991

Table 1.1

/in 1000 live birth)
/
/%lt\‘:\\x 989 1990

Infant l’/f{gk\\\\\ « 3 35.9
Neonatal mo "\“ .0 22.3
Postneonata Il?u\\\\ 3 13.6
Perinatal mo 'j _ \\ .7 27.5
.-,F A
Haiadias -
As the pub -'L- mortality is still

high and incregse—e—titite—fioi—+985—t011990.
g Y, A J

TUDU OBQSYN hospital is one E the biggest OB/GYN
in Vietna ? i’ y care hospital
for the rﬂﬂ:zrc sﬂﬂm w:ﬂjﬁj in the southern
V1etqqnw.&]: ? q‘IEI)U hospital
about ghe acgvfmes in hyme rs as fo low



Table 1.2 Activities of hospital from

1920 to 1992 (Jan. - Jun.)

1990 1991 1992
(Jan-Jun)

No. of pregnant

women examined 28,983 151 832

No. of pregnan E———

women deliverw 0 348 21,756 10,757
Y T 55y
No. of livina \\
newborn infant 20 93 21,616 10,789
L AR p
No. of postterg . 3 \\x
pregnancy deldvereg N 4
_———— .‘\\\

897
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Every year, qii:é-}: has managed a large number
Fre o

of deliveries. BecauSe the prenatal care system is not
= ;.;'-:.ff_.}‘i} i

g are a considerable
1.
of postterm pr}-nancy at TUDU hospiﬂll is about 8.5 per
cent. I "ﬁt g %ﬁ ajal outcomes in
postterm ﬂﬁﬂcy u I]l alﬂjﬂ, especially in
=
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pregnamcy has no een agreed to obstetricians. With the

well enough deve

postterm case The prevalence

need to clarify the fet31 outcomes of postterm pregnancy,
we designed this research in order to contribute to an
effectively management strategy for postterm pregnancy. As
we known the postterm pregnancy is one of the high risk
pregnancy that can cause the neonatal death, postneonatal

death as well as perinatal death. Furthermore, the



effectively management strategy would contribute to
reduction of fetal mortality rate, necnatal mortality rate
and postnatal mortality rate as well as perinatal mortality

rate.

Key words

Term p pregnancy (postdate

pregnancy, PpPro e g f ‘on), “Fete growth retardation
(Intrauterine growid’ -';,‘_ : for date, small for

gestaticnal agg acental dysfunction
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syndrome (Clifford ity, Dysmaturity).

Operaticnal
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Term pregnanc)

prunant women delivérmiuring the 4 weeks
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Postterm pregnancy

The

The pregnant women deliver after complete 41 weeks
of gestation. In other words, the pregnant women deliver

after 293 days of gestation.
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Early postterm pregnancy

The pregnant women deliver at 42 weeks of

gestation. In other words, the birth occurs during the

period between 294 days to 300 days of gestations.

The prej ie hl‘ﬁh\xﬁ 3rd. week and more.
N\

In other words
Fetal growth re
A newborn ied as growth retarded,

or small for gesta,gﬁﬁﬁ.i z the birth weight falls

below the 10t% u:r:::.::::-.':-"—';:::*—“mt ational age.

"Large for date"” 1nfant

ﬂ‘IJEI’JVIEWIﬁWEI’lﬂ‘i

1nfant who Qave b1rth weight f ls above the

m;}m R TRIHAIIREA

Clifford syndrome

The newborn infant has the signs based on Clifford

classification.



11

Low birth weight

The newborn infant weighs less than or equal to

2500 grams.

Gestational age

The leng; culated by week from
the first day period to delivery

date.
Research
Primary question

Do in;ﬁ—"‘ — .f# ancy have greater

risk of fetal_E*@~ than term pregnancy at

It

TUDU OB/GYN hosprt 1 an Hoch inh city - VIETNAM?

ﬂumwﬂmwmm

Secondary questlon
Do infants born to postterm pregnancy have greater
risk of placental dysfunction syndrome than term pregnancy

at TUDU hospital?

Do infants born to postterm pregnancy have greater
risk of "large for date" than term pregnancy at TUDU

hospital in HCM city?



Objective

To find out the association of postterm pregnancy
and the unfavorable fetal outcomes that are fetal growth

tion syndrome, large for date

retardation, placental d,"

in order to clarify ¢t u'f =1 the postterm pregnancy

. ¥ ' tively management
strategy of the je rm*'prégna
P yet
i ')
To provide m

A el h 21

information to the

obstetricians _and
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