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Ab s t r ac t
Background: Pregnancy beyond dates is one of the most frequent clinical dilemmas faced by the obstetrician. Postdated pregnancy is a universally 
accepted indication for antenatal fetal monitoring because of the increased risk of antepartum fetal demise with advancing gestational age.
Method: This study was a retrospective observational study for 1 year to analyze the maternal and fetal outcomes of postdated pregnancies. 
Data were collected from hospital records and analyzed.
Results: In the present study, the incidence of postdated pregnancy was found to be 6.23; 0.46% were spontaneous vaginal deliveries, and 30% 
were induced deliveries. The lower segment cesarean section (LSCS) was done in 21% of patients and failed induction being the most common 
indication for LSCS. Maternal complications were seen in 12 (12%) cases, and fetal complications were found in 13 (13%) cases.
Conclusion: Management protocol for postdated pregnancy is fetal surveillance for prolonged pregnancy, induction of labor, and proper 
monitoring of labor during intrapartum care.
Keywords: Maternal morbidity, Perinatal morbidity, Postdated.
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In t r o d u c t i o n
The term delivery is defined as that occurring between 259 and 
294  days of pregnancy from the last menstrual period (LMP). 
Post-term or prolonged pregnancy is the one that extends to or 
beyond 42 weeks or 294 days from the first day of the LMP and has 
an incidence of 5% to 10%.1 A postdated pregnancy is the one that 
extends to or beyond 40 weeks or 280 days from the first day of the 
LMP and has an incidence of 4 to 14%.2 Postdated and post-term 
pregnancies always carry a high risk, as there is a possibility of fetal 
distress and fetal death due to progressive fetal hypoxia following 
placental insufficiency. Prolongation of pregnancy beyond 40 
weeks occurs more frequently, in about 1 out of 10 pregnancies.2

The following definitions describe the subgroups of term 
pregnancy1:

• Post-term—≥42 + 0 weeks of gestation (i.e., ≥294 days from
the first day of the LMP and ≥14 days from the estimated day of 
delivery)

• Late-term—41+0 to 41+6 weeks of gestation
• Full-term—39+0 to 40+6 weeks of gestation
• Early term—37+0 to 38+6 weeks of gestation

The incidence of postdated pregnancy depends on whether 
the calculation is based on the history or early pregnancy 
ultrasonography is also used to find the EDD.3,4 Postdated 
pregnancy is associated with an increased risk of fetal and 
neonatal mortality and morbidity as well as an increased maternal 
morbidity.5,6 Exact etiology is not known, but some risk factors are 
associated with postdated pregnancy like parity, maternal age, 
history of post-term pregnancy, genetics, and obesity.7,8

Postdated pregnancy is associated with an increased risk of 
postnatal mortality and morbidity, including meconium aspiration 
syndrome (MAS), oligohydramnios, macrosomia, fetal birth 
injuries, septicemia, rate of nonreassuring fetal heart rate, fetal 
distress in labor, and maternal complication increased cesarean 

rates, cephalopelvic disproportion, cervical tear, dystocia, and 
postpartum hemorrhage.9 Management protocol for postdated 
pregnancy is fetal surveillance for prolonged pregnancy, induction 
of labor, and proper monitoring of labor during intrapartum care.10

The perinatal mortality rate at ≥42  weeks of gestation is
twice the rate at term, increasing fourfold at 43 weeks and five- to 
sevenfold at 44 weeks.11–16 Neonates born at ≥41 weeks of gestation
experience a one-third greater risk of neonatal mortality than term 
neonates born at 38 to 40 weeks of gestation.17

Perinatal mortality increases as pregnancy extends beyond 
full-term, particularly after 41  weeks, due to increase in both 
nonanomalous stillbirths and early neonatal deaths.17,18 Intrauterine 
infections, placental insufficiency due to placental aging, and cord 
compression leading to fetal hypoxia, asphyxia, and meconium 
aspiration are thought to contribute to the excess perinatal deaths.19

Mat e r ia  l s a n d Me t h o d s
This study was carried out retrospectively in the Department of 
Obstetrics and Gynaecology, GMC Hospital, Jammu. A total of 100 
patients beyond 40 weeks of gestation admitted in the Obstetrics 

© The Author(s). 2021 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https://
creativecommons.org/licenses/by-nc/4.0/), which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give 
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons 
Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

1Department of Obstetrics and Gynaecology, GMC Jammu, Jammu 
and Kashmir, India
2Department of Anaesthesia, GMC Jammu, Jammu and Kashmir, India
Corresponding Author: Nikita Gandotra, Department of Obstetrics 
and Gynaecology, GMC, Jammu, Jammu and Kashmir, India, Phone: 
+91 9796462929, e-mail: nikigandotra12@gmail.com
How to cite this article: Gandotra N, Gupta H. Maternofetal Outcome
of Postdated Pregnancy: A Retrospective Analysis. J Health Sci Res
2021;12(1):1–4.
Source of support: Nil
Conflict of interest: None

https://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Maternofetal Outcome of Postdated Pregnancy: A Retrospective Analysis

Journal of Health Sciences & Research, Volume 12 Issue 1 (January–June 2021)2

and Gynaecology Department were selected in the study group 
cases by lottery method. It was a retrospective observational study 
for 1 year from July 2019 to July 2020, and participants willing to 
participate and fulfilling the inclusion and exclusion criteria were 
included in the study period.

Inclusion Criteria
•	 Pregnant women more than 40 weeks of gestation (last three 

menstrual cycles regular, not used contraceptive pills for the past 
3 months, and not conceived during lactational amenorrhea)

•	 Singleton pregnancy with vertex presentation.

Exclusion Criteria
•	 High-risk pregnancies like diabetes, antepartum hemorrhage, 

premature rupture of membranes and pregnancy-induced 
hypertension, heart disease, chronic hypertensive disease, and 
chronic renal disease

•	 Previous cesarean sections
•	 Congenital anomalies
•	 Multiple gestation
•	 Nonvertex presentation

The data were collected from the hospital records of pregnant 
females as per the inclusion and exclusion criteria. The booking 
status of cases was also noted. Maternal and fetal outcomes were 
tabulated.

Re s u lts
The total number of deliveries over 1-year study period was 23,409; 
out of which 1460 patients were beyond 40 weeks of gestation, so 
the incidence of postdated pregnancy was 6.23% at our center. Of 
the total 100 patients selected, 64% were in 40–40 weeks 6D group, 
26% were in 41–41 weeks 6D group, and 10% were in ≥42 weeks 
group (Table 1).

The majority of patients (66%) were in the age-group of 
20–35  years, and only 5% of patients was in the age-group 
>35  years. Sixty-three percent of patients were primigravida, 
while thirty-seven percent of patients were multigravida in our 
study. The number of unbooked cases was more in this study 
(61%) (Table 2).

At our hospital setup, induction is done at 40+ weeks because 
of loss of follow-up of patients and perinatal complications 
associated with post-term pregnancy.

Of the total 100 patients beyond 40  weeks of gestation in 
our study, 46% delivered with spontaneous onset of labor, 30% 
delivered after induction, and 21% had a cesarean section.

There were 3 (3%) instrumental deliveries in our study (Table 3).
Out of a total of 100 patients, 30 (30%) patients needed 

induction of labor; out of which 60% were induced by combined 
intracervical Foley’s catheter and tablet misoprostol (25  ug), 
13.4% with only intracervical Foley’s catheter, 16.6% with tablet 
misoprostol (25 ug) up to four doses maximum, and 10% patients 
induced with oxytocin, according to Bishop score (Table 4).

Twenty-one patients underwent cesarean section in our study 
for various indications. Failed induction was the leading (33.3%) 
indication for cesarean section in our study followed by fetal distress 
in 19.3% of patients (Table 5).

Among all patients (3%) who needed instrumental delivery, 2 
(66.6%) participants delivered by the assistance of outlet forceps 
and 1 (33.3%) participant needed the assistance of vacuum 
(Table 6).

Table 1: Gestational age distribution

Gestational age Number Percentage (%)
40–40 weeks 6 days   64   64
41–41 weeks 6 days   26   26
≥42 weeks   10   10
Total 100 100

Table 2: Demographic characteristics

Age (years) Number Percentage (%)
20–25   66   66
25–30   16   16
30–35   13   13
>35     5     5
Total 100 100
Parity
Primigravida   63   63
Multigravida   37   37
Total 100 100
Booking status
Unbooked   61   61
Booked   39   39
Total 100 100

Table 3: Mode of delivery

Mode of delivery Number Percentage (%)
Spontaneous delivery   46   46
Induced delivery   30   30
Cesarean section   21   21
Instrumental delivery     3     3
Total 100 100

Table 4: Type of induction

Type of induction Number Percentage (%)
Tab misoprostol (25 ug)   5   16.6
Intracervical Foley’s   4   13.4
Foley’s + misoprostol 18   60
Oxytocin   3   10
Total 30 100

Table 5: Indication of LSCS (N = 21)

Indication Number Percentage (%)
Failed induction   7   33.3
Fetal distress   4   19.3
Cephalopelvic disproportion   2     9.5
Transverse lie   1     4.7
Absent liquor   2     9.5
Nonprogression of labor   3   14.2
Severe oligohydramnios   2     9.5
Total 21 100
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Fe ta l Co m p l i c at i o n s
The majority of the babies born to participants weighed between 
2.5 to 3.5 kg in our study (Table 7).

In the present study, 13 neonates were admitted to NICU after 
delivery (Table 8). The primary reason was respiratory distress with 
meconium-stained liquor in seven babies followed by low birth 
weight (LBW) in three babies, respiratory distress syndrome (RDS) 
in two babies, and hyperbilirubinemia in one baby. There was one 
neonatal death and two stillbirths (Table 9).

Maternal complications were present in 12 cases. Postpartum 
hemorrhage was found in five (5%) cases, perineal tear was present 
in three (3%) cases, wound infection was found in two (2%) cases, 
and shoulder dystocia was found in two (2%) cases. There was one 
neonatal death in this study due to MAS and two stillbirths in our 
study (Table 10).

Di s c u s s i o n
The present study was conducted to find out the incidence of 
maternal complications, perinatal mortality, and morbidity in 
postdated pregnancies. Total cases were 100, which were enrolled 
based on inclusion and exclusion criteria.

Pregnancies that reach 41+0 weeks of gestation can be induced 
or managed expectantly with ongoing fetal assessment and 
intervention if spontaneous labor does not occur by a predefined 
gestational age or fetal assessment is not reassuring. In the low-risk 
postdated pregnancy, both of these approaches are associated 
with low absolute rates of adverse outcome.20 Patients should be 
counseled about what these approaches involve (labor induction 
with/without cervical ripening agents, type and frequency of 
antepartum fetal, and maternal monitoring) and the maternal and 
fetal benefits and risks of both approaches.

Expectant management is the alternative to induction. 
Expectantly managed pregnancies typically undergo twice-
weekly fetal assessment beginning at 41+0  weeks (or shortly 
thereafter), with intervention if spontaneous labor does not begin 
by a predefined gestational age or fetal assessment testing is 
abnormal.21,22 Either a nonstress test plus assessment of amniotic 
fluid volume or the biophysical profile can be used for antenatal 
monitoring; there is no convincing evidence that one method is 
superior to the other.23 The American College of Obstetricians 
and Gynecologists recommends to induce labor by 42+6 weeks 
of gestation in all pregnancies.24

Table 6: Instrumental deliveries

Type Number Percentage
Outlet forceps 2   66.6
Vacuum 1   33.4
Total 3 100

Table 7: Birth weight

Birth weight (kg)
40–40 weeks 
6 days (n = 64)

41–41 weeks 
6 days (n = 26)

>42 weeks 
(n = 10)

<2.5   4 (6.2%)   3 (11.5%)   2 (2)
   2.5–3.5 58 (90.6%) 22 (84.7%)   5 (50)
>3.5   2 (3.2%)   1 (3.8%)   3 (30)
Total 64 (100%) 26 (100%) 10 (100)

Table 9: Other fetal complications

Fetal complications Number
Apgar <6   5
IUGR   3
MAS   7
NICU admission 13
Stillbirth   2

Table 8: Indications for NICU admission (n = 13)

Indication Number
MAS with RDS     7
LBW     3
RDS     2
Hyperbilirubinemia     1
None   87
Total 100

Table 10: Maternal and perinatal morbidity

Maternal Number (12)
PPH   5
Perineal tear   3
Shoulder dystocia   2
Wound infection   2
None   88
Perinatal Number (3)
Stillbirth   2
Neonatal death   1

After one postdated pregnancy, the risk of a second postdated 
birth is increased two- to fourfold; the risk of recurrence is even 
higher after two prior postdated pregnancies.25,26

In our study, the majority of patients (66%) were in the age-
group of 20 to 35 years, 63% of patients were primigravida, and 
the number of unbooked cases was more in this study (61%). 
These were similar to studies conducted by Verma et  al.27 and 
Kandalgaonkar et al.28

Induction of labor was done at 40+ weeks because of loss of 
follow-up of patients and perinatal complication associated with 
post-term pregnancy in our hospital. Of the total 100 patients 
beyond 40 weeks of gestation in our study, 30% delivered after 
induction and the most common means of induction was by 
combined intracervical Foley’s and misoprostol (25 ug). Then, 36.5% 
of patients were induced in the study done by Kandalgaonkar et al.28

In these studies, maximum women (64%) were in between 
40+1 to 41  weeks of gestation age, 26% were in between 41 to 
42 weeks of gestation age, and 10% were in between more than 
42 weeks of gestation age, similar to the study conducted by Singh 
et al.29 The number of patients who underwent cesarean section 
was 21 in our study, and the most common indication for cesarean 
section was failed induction (33.3%), similar to studies conducted 
by Kandalgaonkar et al.28 and Singh et al.29 In the study by Akhtar 
et al.,30 cesarean section was done in view of fetal distress in 32% 
cases, nonprogress of labor in 25.3% cases, and failure of induction 
in 24% cases.

In this study, the most common (5%) complication was 
postpartum hemorrhage (PPH), similar to the study conducted 
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by Singh et  al.29 There was no maternal mortality. There was 
one neonatal death in this study due to MAS and two stillbirths 
in our study.

Though the correct choice of management remains 
controversial, according to the present study, it seems reasonable 
to induce labor at 40+ weeks of gestation with strict intrapartum 
monitoring as maternal and perinatal complications were lesser 
as compared to induction later than this period of gestation. It is 
also done because of the loss of follow-up of patients and perinatal 
complications associated with post-term pregnancy.

Co n c lu s i o n
Postdated pregnancies require early identification and effective 
and proper planned management. The adverse outcome can be 
reduced by counseling for an antenatal checkup and follow-up 
during pregnancy and proper monitoring during labor. More 
training for peripheral health worker is required for the calculation 
of accurate dating, making a diagnosis, and proper management 
to reduce its incidence. Postdated pregnancy is associated with 
fetal, neonatal, and maternal complications, including morbidity 
and perinatal mortality. The use of routine ultrasound for dating 
in the first trimester has decreased the overall rate of postdated 
pregnancy.
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