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Postterm pregnancy –  
risks and management

In Romania, postterm pregnancies are defined as 
pregnancies which last beyond 41 weeks and 0 days 
of gestation. The determination of the “true” postterm 
pregnancies remains challenging, due to incorrect 
gestational dating. Therefore, it is widely accepted that 
the ultrasonographic measurement of crownrump length 
(CRL) (having an error of 4.7 days) is the most accurate 
method of dating gestational age, being superior to 
exclusively secondtrimester fetal biometry. The maternal 
complications rise exponentially through the five weeks 
of “term” pregnancies. The pathophysiological basis for 
the increased fetal risk in postterm pregnancies is unclear, 
although it has been long suggested the role played by 
the placental senescence; the most frequently associated 
fetal risk of the postterm pregnancy is the meconial 
aspiration syndrome. Thus, the question remains: when 
should the intervention for delivery outrun the expectative 
management? The delivery becomes necessary when the 
fetal and/or maternal risks associated with the continuation 
of pregnancy are greater than those faced after delivery.
Keywords: prolonged pregnancy, induction of labor, 
conservative management, accurate dating

În România, sarcina depășită cronologic este definită ca o sar
ci nă cu durată mai mare de 41 de săptămâni și 0 zile. De ter mi
na rea unei sarcini „adevărate” suprapurtate rămâne în schimb 
o provocare, din cauza datării incorecte a vârstei ges ta țio nale. 
Astfel, este acceptat pe scară largă că măsurarea ul tra so no
gra fică în primul trimestru a lungimii craniocaudale (CRL) 
em brio nare (cu o eroare de 4,7 zile) este metoda cea mai pre cisă 
de a determina vârsta gestațională, fiind superioară biometriei 
fetale exclusive din trimestrul al doilea. Complicațiile materne 
cresc exponențial pe perioada celor cinci săptămâni de gestație 
„la termen”. Ba za fiziopatologică pentru creșterea riscului fetal 
în sarcina su pra pur tată este neclară, deși se consideră de mult 
timp teoria senescenței placentare; complicația fetală asociată 
cu sarcina suprapurtată este sindromul de aspirație meconială. 
Astfel, întrebarea rămâne: la ce vârstă gestațională intervenția 
pentru naștere devansează managementul expectativ? 
Nașterea este indicată oricând riscul fetal și/sau matern asociat 
cu con ti nua rea sarcinii este mai mare decât cel preconizat după 
naștere.
Cuvinte-cheie: sarcină suprapurtată, travaliu indus, 
management expectativ, datare corectă
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Introduction
The gestational age which falls between 37 weeks, 0 

days and 41 weeks, 0 days is considered to be a term preg-
nancy(1). According to the National Health Organization, 
postterm pregnancy is defined as having a gestational 
age over 42 weeks (over 294 days), beginning on the first 
day of the last menstrual cycle, and occurs in 1.5-10% of 
the total number of pregnancies(2). Prolonged pregnancy 
is stated as having a gestational age between 41 weeks, 
0 days and 41 weeks, 6 days. 

Determining a “true” postterm pregnancy remains a 
challenge due to the incorrect dating of the gestational 
age. Changes brought into the paraclinical methodology 
have led, however, to a decline in the number of postterm 
births. Determining gestational age by calculating time 
elapsed since the first day of last menstrual cycle usually 
leads to overestimation due to lengthy and often unpre-
dictable follicular phase. Ultrasound dating reduces the 
risk of incorrectly labeling a pregnancy as postterm. It 
is therefore widely accepted that first-trimester ultra-
sound measuring of embryo CRL (crown-rump length) 

is the most precise method for determining gestational 
age, having an error margin of 4.7 days, superior even 
to second-trimester fetal biometry(3-5).

Risk factors for postterm pregnancy 
The etiology of postterm pregnancy is usually poorly 

understood. Some of the known risk factors are listed 
in Table 1. 

Perinatal mortality and morbidity 
The risk of maternal complications during the five 

weeks of “term pregnancy” increases each week as 
follows: 

nn 3rd or 4th degree perineal lacerations 
nn Postpartum hemorrhage 
nn Chorioamnionitis 
nn Prolonged labour 

nn Risk of endometritis rises at 41 weeks of gestation 
compared to 40 weeks(13).

Elevated risk  
at 40-week 
delive ry 
compared  
to 39-week  
delivery(13)

}
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The predominant cause of increased perinatal mor-
bidity and mortality in postterm pregnancy is believed 
to be progressive uteroplacental insufficiency(14). Post-
term newborns (over 41 weeks of gestation) show a 
higher rate of neonatal mortality compared to “term” 
newborns. The risk rises from 0.7% at 37 weeks, 0 days 
to 5.8% at 43 weeks, 0/7 days(1,15).

A study(16) which observed postterm and preterm 
children until preschool age has shown greater risk of 
emotional and behavioral issues compared to “term” 
born children. Particularly, the risk of attention 
deficit and hyperactivity disorder was nearly two-
and-a-half times greater in postterm children(11). The 
cause appears to be lack of oxygen (uteroplacental 
insufficiency) during intrauterine period, due to de-
ficient placental endocrine function; disturbance of 
the “placental clock” (responsible for the duration of 
pregnancy) leads to decreased secretion of the cor-
ticotropin-releasing hormone (CRH) – shown to be 
lower in postterm pregnant women. CRH is the main 
regulating factor of hypothalamic-pituitary-adrenal 
axis. Therefore, poor development of this axis can lead 
to neuroendocrine disorders which can cause behav-
ioral issues and increased emotional vulnerability of 
affected children. 

A study made by Danish National Birth Register be-
tween 1980 and 2001 has linked postterm pregnancy 
with a slightly higher risk of epilepsy in children aged 
0-1 years old(8).

The pathophysiological ground for increased fetal 
risk in postterm pregnancy is unclear, although pla-
cental senescence has long been considered(15). The 
most significant complication is intrauterine fetal 
demise, which has decreased considerably, in 2001 
having been estimated at 1.6-3.5%(1). Meconial aspi-
ration syndrome causes a notable degree of morbid-
ity and mortality, being most clearly associated with 
postterm pregnancy, with a risk of 0.24% at 38 weeks, 
0 days, to 1.42% at 42 weeks, 6 days(1). A statistical 
analysis has shown an increased rate of meconial 

aspiration syndrome, C-section, and abnormal fetal 
heart rate in the expectant management group, com-
pared to the above 41-week pregnancy group where 
labor was induced(17).

Other fetal complications include low Apgar score, 
neonatal convulsions (1.5 times greater(1)), fetal mac-
rosomia (five times greater risk(1)), polycythemia, and 
neonatal sepsis (1.3 times greater risk).

Fetal evaluation
Studies are yet inconsistent regarding the type and 

frequency of antenatal assessment. 
Despite the fact that there is no superior method 

for antenatal assessment of postterm pregnancy, most 
experts recommend external cardiotocography or bio-
physical profile and evaluation of amniotic fluid index 
twice weekly. 

It is not recommended to measure the amniotic 
fluid index in the four quadrants (which defines oli-
gohydramnios as lower that 5 cm); a single 2x2 cm 
amniotic fluid pocket is considered normal(1,8).

Expectant management versus delivery
If a low-risk pregnancy has reached 41 weeks, it can 

be approached either via expectant management, or 
labor inducing. The question remains: at what gesta-
tional age should intervention supersede expectant 
management? 

When labor is not induced at 41 weeks, 7% of preg-
nancies reach 42 weeks, and 1.4% reach 43 weeks(5).

Delivery is recommended when fetal and/or ma-
ternal risk associated with continued pregnancy is 
greater than predicted postnatal risk. 

High-risk pregnancies (diabetes mellitus, arterial 
hypertension, or maternal age above 35 years old) 
are most suitable for delivery around 38-39 weeks. 
The management of low-risk pregnancies is more 
controversial. 

The decision to induce labor requires the consid-
eration of several factors, including prenatal fetal 

Table 1 Risk factors of postterm pregnancy 

1. Primiparity
2. Anterior postterm pregnancy* – 15%(2)

3. Maternal age over 30 years old
4. Maternal obesity(6)**

5. Male fetal gender 
6. Maternal height(2,7)

7. Fetal hypoplasia or adrenal insufficiency 
8. Fetal anencephaly

* A genetic predisposition for postterm pregnancy has been shown to exist(8,9). A mother born postterm has a 49% greater risk to deliver after 42 
weeks of gestation, this chance being 23% if the father was born postterm.  
** High obesity rates have shown an increased risk of preeclampsia, C-section, fetal macrosomia, shoulder dystocia, late fetal demise, congenital 
malformations, and meconial aspiration syndrome(10,11).Women with a high BMI before conception have an elevated risk of postterm pregnancy, 
possibly due to hormonal alteration of adipose tissue, altered metabolism and endocrine factors involved in triggering labour(11,12). A retrospective 
cohort study(10) has determined that elevated BMI before conception, as well as excessive weight gain during pregnancy have been linked to 
delivering at 41 weeks, while weight gain below the limits recommended by the Institute of Medicine (IOM) and low BMI before conception have 
decreased this risk. Nevertheless, incorrect dating does not explain why women with normal BMI before conception, but who present significant 
weight gain during pregnancy also show elevated risk of postterm delivery.



Year VII • No. 25 (3/2019)
28

obstetrics

assessment, (un)favorable cervical condition, ges-
tational age, maternal risk factors and patient pref-
erence. At 41 weeks, 74% of patients prefer labor 
inducing(18). 

A study conducted in England has noted shorter 
labors and more frequent and intense contractions in 
the group where labor was induced at 41 weeks com-
pared to the expectant management group, regardless 
whether labor was later induced or spontaneous(18).

Analyzing the means to prevent postterm preg nancy, 
a Cochrane analysis has shown that inferior pole am-
niochorionic membrane sweep, with stimulation of 
Ferguson reflex in pregnant women who are close to 
their due date, reduced this risk. The number of inferior 
pole membrane sweep maneuvers necessary to prevent 
chemically induced labor was eight(8).

Expectant management does involve elevated anxi-
ety in patients, however they do not perceive it to be 
a significant medical issue(5). The American College of 
Obstetricians and Gynecologists deems inducing labor 
as recommended at 41 (0/7) weeks, and mandatory at 
42 (0/7) weeks(15).

Delivery
Additional situations where inducing labor is 

recommended(8):
nn Oligohydramnios assessed via ultrasound.
nn Non-reactive cardiotocography with positive oxyto-
cin test or biophysical profile greater than 6.
A predictive clinical factor for favorable induction 

of labor is a Bishop score (it assesses fetal station and 
cervical dilation, ripening, consistency and position) 
of more than 6. A study found that cervical shorten-
ing and low BMI are better predictive factors than the 
Bishop score(8).

For inducing labor, the election method consists 
of administering prostaglandins, except in case of 
scarred uterus – the risk of uterine rupture being 
higher with prostaglandins (2.45%) than with oxy-
tocin (0.7%)(1,24).

Therefore, labor should not be induced in case of 
scarred uterus, spontaneous labour at 38-39 weeks 
having a better prognosis than prostaglandin-induced 
labor.

Prostaglandins may be administered intravagi-
nally or orally; some studies claim the superiority of 
oral administration for inducing labor(20). 

The recommended dose for inducing labour is 
25-50 μg(21,22). Prostaglandin tablets available in Ro-
mania are between 100 and 200 μg, requiring the 
obstetrician to fragment them. 

The recommended treatments are one tablet at 
6-hour cycles (maximum of two doses – a second 
dose only if labor has not commenced), or one cycle 
of prolonged-release prostaglandin (one dose every 
24 hours)(23). 

In Romania, the only prostaglandin product de-
signed for inducing labor is a controlled-release vagi-
nal device, which releases misoprostol at approxi-
mately 7 micrograms per hour for 24 hours (Misodel® 
200 micrograms, vaginal release system, FERRING 
GMBH – Germany).

Another means for triggering labor is oxytocin 
administration, used in case of favorable cervical 
conditions (Bishop score of 5).

A study has shown the effectiveness of admin-
istering prostaglandins vaginally, 12 hours before 
administering oxytocin: prostaglandins bear a tight 
interaction with oxytocin, mobilizing the arachidonic 
acid in membrane phospholipids and initiating cy-
clooxygenase gene 2 transcription, which ensures the 
continuous synthesis of prostaglandins(21).

The C-section recommendation for fetal distress 
has been examined for each week, at 39 weeks being 
13.7%, at 40 weeks – 19.6%, rising to 23.5% at 41 
weeks, and to 27.5% at 42 weeks(13).

A study found an increased risk of C-section be-
tween weeks 40 and 41 – 9% and 14% respect ively, ris-
ing as high as 21.7% in pregnancies over 42 weeks(13). 
This risk has been noted to be greater in nulliparous 
cases compared to multiparous ones. The risk of 
instrument-assisted delivery is double at 42 weeks 
(17.4%) compared to 9.4%(13). 

Conclusions
The management of postterm pregnancies remains 

a challenge for obstetricians, deciding which patients 
are indicated to have labor induced, which will re-
spond to induction, and which ones require C-section.

Fetal, neonatal and maternal complications asso-
ciated with postterm pregnancies have always been 
underestimated. This is the reason why ultrasound 
screening during the first trimester will reduce the 
number of false diagnoses of postterm pregnancies.

Regarding the management, numerous Cochrane 
analyses have shown that inducing labor at 41 weeks 
yields a lesser risk of perinatal mortality and morbid-
ity, when compared to expectant management. At 
this gestational age, it is pertinent to consider the 
chemical termination of pregnancy.   n
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Table 2 Cochrane analysis(8)

Lower risk of C-section following labor induction at 41 weeks com-
pared to expectant management group, followed by spontaneous 
labor at 42 weeks.

Table 3 Two Cochrane meta-analyses(19)

Reduced perinatal mortality when labor is induced at 41 weeks 
compared to expectant management.
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