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Abstract 
Background: Post-term pregnancy beyond 40 weeks gestation also carries increased risks of fetal and neonatal 
mortality and morbidity along with maternal complications. Antepartum stillbirths occurring at or beyond term 
are major contributors to perinatal mortality when compared to other causes. IOL can reduce risks, but 
complications associated with its use, such as uterine hyper stimulation and increased Caesarean section rates, 
raise several concerns.  
Objective: To compare outcomes of post-term pregnancies with term pregnancies, focusing on maternal and fetal 
complications and delivery type. 
Methods: This research is an observational retrospective one conducted in Department of Obstetrics and 
Gynaecology,Netaji Subhas medical College and Hospital, Bihta, Patna, Bihar, India .A total sample size of 64 
patients consists of two groups. In addition, the measurements of clinical and pathological parameters for fetal 
weight, amniotic fluid index, and placental grading were obtained and analyzed on SPSS v.20.0. 
Results: Post-term pregnancies were more common among older women and primigravidas. Acute foetal distress 
was a prevalent indication for Caesarean section rates in the post-term group. Maternal complications such as 
postpartum hemorrhage and sepsis were more frequent. Adverse fetal outcomes, including asphyxia and NICU 
admissions, were higher in the post-term group. 
Conclusion: Both mothers and fetuses are at increased risks with post-term pregnancy. Though the care of post-
term pregnancies will always be challenging owing to potential problems, accurate pregnancy date and appropriate 
inductions of labor (IOL) may lessen those risks. Further refinement of the strategies in managing post-term 
pregnancies is needed. 
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Introduction 

Post-term pregnancy, or post-dated pregnancy is 
linked to a heightened risk of foetal and neonatal 
death and morbidity, along with higher mother 
morbidity [1]. Antepartum stillbirth at and beyond 
term is a significant public health issue, contributing 
more to perinatal mortality than fatalities resulting 
from consequences of prematurity or sudden infant 
death syndrome.  (IOL) at term could mitigate the 
heightened foetal mortality associated with post 
term pregnancy [2]; however, both clinicians and 
patients express apprehension regarding the risks of 
IOL, which include uterine hyper stimulation, 
unsuccessful induction, and elevated rates of 
Caesarean sections. Post-term pregnancy is linked to 
elevated expenses connected with prenatal foetal 

monitoring and labour induction, and it may induce 
considerable worry in the expectant mother. The 
optimisation of these competing forces is a clinical 
problem [3].  Post term pregnancy is present in 
approximately 7% of all pregnancies. However, the 
rate varies depending on the demographic factor and 
the management approach applied in a certain 
region. The following demographic factors affect 
prevalence: percentage of primigravidas, incidence 
of obesity, history of post-term pregnancy, and 
genetic susceptibility. Incidence of pregnancy 
complications among women and rate of 
spontaneous preterm labour are factors that also 
determine the rate of postterm pregnancy. The 
relationship between ethnicity and the overall 
duration of pregnancy remains unclear [4]. 
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The overall incidence of postterm pregnancy will 
vary as a function of local treatment modalities, 
including routine inductions of labour, variation in 
early US for dating, and rates of elective CS. In the 
United States, the increase in IOL over the last 
decade has been associated with decreased rates of 
pregnancies continuing beyond 41 and 42 weeks, 
respectively, from 18% and 10% in 1998 to 14% and 
4%, respectively, in 2005 [5]. According to the trend 
for the early ultrasonographic gestational period, 
postterm pregnancy rates decreased from 12% to 3% 
[6]. 

The primary reason for extended pregnancies is 
imprecise dating [7].  The use of established clinical 
criteria to ascertain the (EDD) often results in an 
overestimation of gestational age, hence elevating 
the prevalence of postterm pregnancies. The 
measuring of fundal height in a singleton pregnancy, 
the identification of foetal movements, the 
assessment of uterine dimensions by bimanual 
examination throughout the first trimester, and the 
auscultation of foetal heart tones are among the 
standard clinical criteria for confirming gestational 
age. A actual postterm pregnancy's cause is often 
unclear. Male foetus, obesity, hormonal effects, 
primiparity, past postterm pregnancy, and genetic 
susceptibility are examples of prevalent risk factors 
[8]. The impact of body mass index (BMI) on the 
length of pregnancy and time of birth remains 
unclear; nonetheless, it is noteworthy that obese 
women exhibit a greater prevalence of postterm 
pregnancies, whilst women with low BMI have a 
higher frequency of preterm labour [9]. Due to the 
hormonal activity of adipose tissue and the changed 
metabolic state in obese women, it is plausible that 
the endocrine parameters influencing the onset of 
labour are modified in this population [10]. This 
study aim to compare outcomes of post-term 
pregnancies with term pregnancies, focusing on 
maternal and fetal complications and delivery type. 

1. Materials and methods: 

This was a retrospective observational research done 
in the  Department of Obstetrics and 
Gynaecology,Netaji Subhas medical College and 
Hospital, Bihta, Patna, Bihar, India g a duration of 
18 months. Sixty-four individuals in the prenatal 
ward and labour room were chosen for the research. 
All individuals provided informed permission, and 
ethical clearance was secured from the hospital's 
institutional review board. They were divided into 
two groups: 

• Control group- Gestational age 37-40 weeks 
• Study group- Gestational age >40 weeks 
1.1 Sample selection criteria: 
v Inclusion criteria: 
Ø Must be a singleton pregnancy. 
Ø Pregnancy should be beyond 40 weeks of 

gestation. 

Ø Fetus to be in a head-down position. 
Ø The participant must be willing to give informed 

consent to participate in this study. 
v Exclusion criteria: 
Ø Exclude pregnancies with a multiplicity of more 

than one fetus. 
Ø Participants with severe maternal complications 

like preeclampsia or diabetes. 
Ø All cases of detected fetal abnormalities. 
Ø Those with infectious diseases currently or 

within the recent past. 
1.2 Data Collection and Assessment: 

All of the information pertaining to age, gestational 
age by parity, and any maternal complications—
such as intrauterine growth restriction or 
oligohydromniosis—was gathered. The requirement 
for a caesarean section, postpartum haemorrhage, 
and sepsis were recognised as aspects of the 
maternal outcome. foetal outcome was recorded in 
terms of neonatal critical care unit admission, 
intrapartum asphyxia, and intrauterine foetal death, 
among other things. 

Both clinical and pathological data were collected. 
In regard to obstetric performance, detailed parity 
history and previous postdated pregnancy or any 
complications regarding the current pregnancy were 
taken. The estimated foetal weight was calculated 
ultrasonically along with the assessment of the 
amniotic fluid index and placental grading. General 
maternal wellbeing was ensured on routine antenatal 
visits, and foetal wellbeing was checked on 
cardiotocography to identify foetal distress, if any. 
Mode of delivery was noted as a section or vaginal 
if induction of labor was necessary. 

v Clinical and Pathological Examination: 

Follow-up after delivery was done with regard to 
neonatal outcomes, such as birth weight, Apgar 
score at 1 and 5 minutes, and signs of fetal 
compromise as evidenced by meconium-stained 
amniotic fluid and low Apgar score. A thorough 
examination of the placenta is performed regarding 
its weight and morphological abnormalities 
including but not limited to infarcts, calcification, 
and features of placental insufficiency. Histo-
pathological examination of the placenta to outline 
microscopic anomalies in post-term pregnancies 
was performed. 

v Ultrasound Evaluation 

Ultrasound played a vital role in fetal and maternal 
health throughout the course of the study. The 
estimation of fetal weight was carried out; the 
assessment of AFI was also carried out, which in 
essence is the assessment of placental grading. Both 
these parameters helped to assess abnormalities that 
might affect the well-being of the fetus, including 
oligohydramnios or insufficiency of the placenta. 
The estimated fetal weight was important in 
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predicting complications such as macrosomia at 
birth, while the grading of the placenta gave insight 
into the maturity and function of the placenta. 
Ultrasound tests regularly conducted provided 
information on fetal growth and maternal health, 
hence helping to make timely intervention if any 
abnormal findings were detected. 

v Cardiotocography (CTG) Monitoring 

Cardiotocography is a method used for evaluating 
foetal status, mainly to monitor the appearance of 
signs of foetal distress. This process involved the 
continuous monitoring of fetal heart rate and uterine 
contractions, allowing clinicians to assess the fetal 
response during labor. The normal CTG pattern 
usually reflected good foetal well-being, but late 
decelerations or variable decelerations were 
important signs of foetal distress and thus required 
urgent medical intervention. In labor and before 
delivery, CTG was performed, where timely 
decisions concerning the induction of labour, 
augmentation, or caesarean delivery were provided. 
It follows that this real-time monitoring was of 
paramount importance in keeping risks for mother 
and baby to a minimum in cases of postdated 
pregnancies. 

1.3 Data Analysis 

The study was analysed by using the SPSS v.20.0 
program, which is a statistical tool designed for 
social sciences. A significant criterion of P=0.05 
was used. Numerical and percentage values were 
used to describe quantitative data. The quantitative 
data was characterized using statistical measures 
such as range, mean, standard deviation (SD), and 
median. The χ2-test was used to evaluate the 
comparability of several groups based on categorical 
data. 

2. Results: 

Table 1 presents the age-wise distribution of cases 
and controls, showing the following trends: In the 
20–25-year age group, cases (28.1%) are slightly 
fewer compared to controls (31.3%). In the 26–30-
year age group, cases (46.9%) are also somewhat 
lower than controls (50.0%). However, in the 31–35-
year age group, cases (25.0%) surpass controls 
(18.8%). This distribution indicates that while cases 
are less prevalent in the younger age groups 
compared to controls, they become more common 
than controls in the older age group. 

 
Table 1. Age Distribution of Controls and Cases 

Age (Years) No of Controls (%) No of Cases (%) 
20-25 10 (31.3%) 9 (28.1%) 
26-30 16 (50.0%) 15 (46.9%) 
31-35 6 (18.8%) 8 (25.0%) 

 
Table 2 illustrates the distribution of cases and controls by gestational age. During the 37-40 weeks period, no 
cases were observed, while all controls (100%) fall within this gestational period. For the 40-41 weeks period, 
cases are exclusively found (71.9%), with no controls. In the 41-42 weeks period, cases account for 28.1%, and 
again, no controls are present. This distribution indicates that cases are more prevalent in the later gestational 
weeks, particularly beyond 40 weeks, while controls are confined to the 37-40 weeks period. 
 

Table 2. Distribution of Gestational Periods Among Controls and Cases 
Period of Gestation No of Controls (%) No of Cases (%) 
37-40 weeks 32 (100%) 0 
40-41 weeks 0 23 (71.9%) 
41-42 weeks 0 9 (28.1%) 

 
Table 3 shows the distribution of cases and controls according to parity. Among cases, 62.5% are primigravida 
(first-time pregnancies), while 37.5% are multigravida (multiple pregnancies). In contrast, controls are evenly 
distributed with 50.0% in each parity group. This suggests a higher proportion of primigravida among cases 
compared to controls, indicating that first-time pregnancies may be more associated with the condition under 
study. 
 

Table 3: Parity Distribution Among Controls and Cases 
Parity No of Controls (%) No of Cases (%) 
Primigravida 16 (50.0%) 20 (62.5%) 
Multigravida 16 (50.0%) 12 (37.5%) 

 
Table 4 presents the distribution of cases and 
controls based on the type of delivery. In the cases 

group, 56.3% had normal vaginal deliveries (NVD), 
9.4% underwent instrumental deliveries, and 34.4% 
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had a lower segment cesarean section (LSCS). 
Conversely, among the controls, a significantly 
higher percentage (84.4%) had NVD, with only 
3.1% experiencing instrumental deliveries and 
12.5% having LSCS. This distribution indicates that 

cases are less likely to have NVD and more likely to 
have LSCS compared to controls, suggesting a 
possible association between the type of delivery 
and the condition under study. 

 
Table 4. Types of Delivery in Controls and Cases 

Type of Delivery No of Controls (%) No of Cases (%) 
NVD 27 (84.4%) 18 (56.3%) 
Instrumental delivery 1 (3.1%) 3 (9.4%) 
LSCS 4 (12.5%) 11 (34.4%) 

 
Table 5 details the distribution of cases and controls 
based on the indications for lower segment cesarean 
section (LSCS). Among cases, the most common 
indications are acute fetal distress or meconium-
stained liquor (25.0%) and cephalopelvic 
disproportion (CPD) (15.6%). Other indications 
include failed induction (12.5%) and non-reactive 

cardiotocography (CTG) (6.3%). In contrast, 
controls predominantly have acute fetal 
distress/MSL (9.4%) as the indication for LSCS, 
with no cases of failed induction or CPD. This 
suggests that cases are more frequently associated 
with certain indications for LSCS, particularly acute 
fetal distress and CPD, compared to controls. 

 
Table 5. Indications for LSCS in Controls and Cases 

Indication of LSCS No of Controls (%) No of Cases (%) 
Acute foetal distress/MSL 3 (9.4%) 8 (25.0%) 
Failed induction 0 (0%) 4 (12.5%) 
Non-progress of labour 4 (12.5%) 2 (6.3%) 
Non-reactive CTG 3 (9.4%) 2 (6.3%) 
CPD 0 (0%) 5 (15.6%) 

 

 
Figure 1. Distribution of cases and controls according to the indication of LSCS 

 
Table 6 displays the distribution of cases and 
controls based on maternal complications. Among 
cases, 37.5% experienced a lower segment cesarean 
section (LSCS) as a complication, 31.3% had 
postpartum hemorrhage (PPH), and 15.6% suffered 
from sepsis. In the controls group, LSCS was 

reported in 21.9%, PPH in 12.5%, and sepsis in 
6.3%. This distribution indicates that cases are more 
frequently affected by LSCS and PPH compared to 
controls, highlighting a greater prevalence of these 
maternal complications in the cases group. 
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Table 6: Case and control distribution based on maternal complications 
Maternal Complication No of Controls (%) No of Cases (%) 
LSCS 7 (21.9%) 12 (37.5%) 
PPH 4 (12.5%) 10 (31.3%) 
Sepsis 2 (6.3%) 5 (15.6%) 

 
Table 7 illustrates the distribution of cases and 
controls based on fetal outcomes. Among the cases, 
71.9% of infants had no asphyxia, while 12.5% 
exhibited fetal asphyxia (APGAR <6/10), 12.5% 
were admitted to the NICU, and 3.1% had 
intrauterine death (IUD). For controls, 87.5% had no 

asphyxia, 6.3% had fetal asphyxia, 6.3% were 
admitted to the NICU, and no cases of IUD were 
reported. This indicates that cases have a higher 
proportion of fetal asphyxia and NICU admissions 
compared to controls, suggesting more frequent 
adverse fetal outcomes among the cases group. 

 
Table 7. Distribution of cases and controls based on foetal outcomes 

Foetal Outcome No of Controls (%) No of Cases (%) 
No asphyxia 28 (87.5%) 23 (71.9%) 
Fetal asphyxia (APGAR <6/10) 2 (6.3%) 4 (12.5%) 
Admission to NICU 2 (6.3%) 4 (12.5%) 
IUD 0 1 (3.1%) 

 

 
Figure 2. Distribution of cases and controls according to the foetal outcome 

 
3. Discussion 

This research was conducted in a hospital to 
investigate maternal and perinatal problems in 
postdated pregnancies. A total of 64 individuals 
were included in the trial, including 32 cases and 32 
controls. In the research, the predominant age group 
was 26-30 years, comprising 46.9% of the cases in 
the study cohort. Comparable research conducted by 
Mahapatro [11] and Eden et al [12] revealed mean 
ages of 24.19 ± 3.30 and 25.8 years, respectively. 
Sixty-two percent of the patients in the research 
group were primigravida, consistent with the 
findings of Mahapatro [11] and Alexander et al. 
[13]. 

In the trial group, the proportion of LSCS delivery 
was 34.4%, surpassing the 12.5% seen in the control 

group. The incidence of instrumental delivery was 
greater in the study group than in the control group 
(9.4% vs 3.1%). In a comparable research conducted 
by Mahapatro [11], the incidence of LSCS was 
determined to be 28.9%, whereas the rate of 
instrumental delivery was 5.72%. In the research 
conducted by Singhal et al. [16], the incidence of 
LSCS was determined to be 14.7%, whereas the rate 
of instrumental delivery was 8.6%. The 
investigation by Davinder et al. [14] indicated an 
instrumental delivery rate of 10.35%. In the research 
group, the predominant reason for LSCS was acute 
foetal distress, which included meconium-stained 
amniotic fluid (25%), followed by cephalopelvic 
disproportion (15.6%). Bhriegu R et al. [15] 
identified that meconium-stained amniotic fluid 
accompanied by foetal distress was the predominant 
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reason for lower segment caesarean section (23.5%). 
Similarly, Mahapatro's study6 revealed that foetal 
discomfort was the most prevalent explanation for 
lower segment caesarean section (65.5%). Our 
investigation revealed a heightened risk of maternal 
and foetal problems, including an elevated incidence 
of LSCS, postpartum haemorrhage, sepsis, foetal 
hypoxia, NICU hospitalisations, and intrauterine 
fatalities, in comparison to the control group. 
Bhriegu R et al. showed a heightened frequency of 
obstetric difficulties, including the rate of lower 
segment caesarean sections, perineal tears, atonic 
postpartum haemorrhage, as well as perinatal 
abnormalities such as foetal distress and meconium 
aspiration syndrome. Comparable research 
conducted by Singhal et al. [16] and Alexander et al. 
[13] similarly shown a heightened occurrence of 
maternal and perinatal problems, including elevated 
rates of caesarean sections, diminished Apgar 
ratings, and higher admissions to the neonatal 
intensive care unit (NICU). 

Conclusion 

Post-term pregnancy is a considerable public health 
concern, resulting in increased foetal and newborn 
death as well as mother morbidity. Antepartum 
stillbirth is a greater contributor to perinatal 
mortality than preterm or sudden infant death 
syndrome. The induction of labour may mitigate 
elevated foetal mortality; yet, apprehensions about 
uterine hyper-stimulation, unsuccessful induction, 
and heightened Caesarean section rates remain. 
Local management strategies, including planned 
induction of labour and early ultrasonography, 
might influence the incidence of post-term 
pregnancy. Cases of lower segment caesarean 
sections are more prevalent among elderly mothers. 
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