
Introduction
The exact definition of a post-date pregnancy seems to 
have been lost in literature over the years due to a myriad 
of interpretations and misinterpretations by authorities 
and scholars (1-3). However, pregnancies lasting beyond 
the expected delivery date have conventionally been 
regarded as post-dated (1,3). This should not be mistaken 
for post-term or prolonged pregnancy, in which case the 
pregnancy has lasted more than 42 completed weeks (4). 
Post-date pregnancy could lead to prolonged pregnancy 
lasting up to 42 completed weeks or more, increased 
obstetric interventions, and maternal and fetal morbidities 
(5-11).

The incidence and exact etiology of accurate prolonged 
pregnancy are not fully understood (1-3). However, 
it is believed to have multifactorial pathogenesis with 
variations in the corticotropin-releasing hormone, racial/
hereditary/genetic factors, and low maternal vaginal fetal 
fibronectin levels at 39 weeks playing a role (1-3). Central 
nervous system abnormalities such as anencephaly and 
sociodemographic factors like living standards are also 
thought to be contributory (1, 3). Recognized risk factors 
for prolonged pregnancy include nulliparity, male fetal 
gender, obesity, prior prolonged pregnancy, and genetic 
factors (5-7).

Pregnancy dating using the last menstrual period in sub-
Saharan Africa is still employed to estimate the expected 
delivery date. Still, inaccuracies and inconsistencies 
abound with the use of this method, mainly due to recall 
bias, women with irregular cycles, women on hormonal 
birth control methods, or those who had the first trimester 
bleeding (7). Early ultrasonographic estimation of 
gestational age may enhance the accuracy of the estimated 
delivery date, but it is crucial to recognize its limitations at 
different gestational ages (2,8). 

Induction protocols for post-dated pregnancies vary 
by institution or region of practice. The Royal College of 
Obstetricians and Gynaecologists and the World Health 
Organization recommend labor induction at or after 41 
weeks (12,13). The approach in our unit is to induce labour 
at 40 weeks plus ten days. Irrespective of the practice, the 
target is to deliver the women before 42 completed weeks. 
Expectant management and fetal surveillance are also 
acceptable for women who decline active management 
(12).

Materials and Methods
Study Design and Setting
In this cross-sectional study, the data of all post-date 
pregnancies managed at Federal Teaching hospital, 
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Abakaliki, Nigeria, from January 2013 to December 2015 
were reviewed. Our inclusion criteria were 1) booked 
women, 2) singleton pregnancy, 3) absence of congenital 
anomalies in the neonate, 4) women whose pregnancy 
was dated using first trimester or early second-trimester 
ultrasound report 5) gestational age 40 weeks and ten days 
or more.

Variables 
The following data were collected using a proforma: 
sociodemographic data, gestational age mode of delivery, 
APGAR scores at birth, neonatal birth weight, fetal and 
maternal complications. Case files with incomplete 
documentation were excluded. Gestational age was 
estimated from the booking ultrasound date and last 
menstrual period. 

Data Analysis
Data analysis was done using Epi Info version 7 (Centre for 
Disease Control and Prevention, Atlanta, Georgia). The 
data were reported using frequency tables and descriptive 
statistics.

Results
A total of 5993 deliveries were recorded during the 
study period, out of which 352 met our inclusion criteria 
and included in the study . The majority of the women 
(80.7%) had labor induction at 41 weeks and three days. 
Vaginal delivery was the mode in 73.9%, while 25% had 
emergency cesarean sections, and 1.1% had assisted 
vaginal deliveries. The mean age of the women was 28.0 ± 
4.4 years. Nulliparous women accounted for 38.6% of the 
study group. (Table 1).

The most common indication for cesarean section was 
labor dystocia (54.5%), fetal distress (36.4%), abnormal 
lie (4.5%), and fetal macrosomia (4.5%), respectively.  
Ninety-one percent of people who underwent cesarean 
were due to emergencies.

Most infants had good Apgar scores (7-10) at 1 and 
5 minutes after delivery (Table 2). The overall mean 
birth weight was 3.4 ± 2.4 kg that of which 10.2% were 
macrosomia (fetal birth weight ≥4 kg), and 1.3% low 
birth weight. The most common neonatal complication 
was sepsis (10.2%). Perinatal deaths were reported in 4 
(1.1%) cases. The main maternal complication recorded 
was primary postpartum hemorrhage in 24 (6.8%) of the 
women. Neonatal asphyxia and meconium aspiration 

were the other complications which were recorded to be 
16 (4.6%) and 10 (1.7%), respectively. Neonatal intensive 
care unit (NICU) admission was obtained to be 7.7±3.3 
days.

Discussion
Nulliparity is a recognized risk factor for post-date 
pregnancy, especially pregnancy dating was by the last 
menstrual period (14). As found in this study, more than 
half of the study participants were nulliparous. Inaccurate 
pregnancy dating using the last menstrual period has 
been associated with post-date pregnancy. Therefore, we 
attempted to minimize errors from incorrect dating by 
recruiting only women who had first trimester or early 
second-trimester ultrasound scans for the study. Our 
incidence rate among nulliparous women is similar to 
studies where nulliparous women made up 66.3% of the 
study population but contrast with other studies in which 
multiparous women were 56% and 58.33%, respectively. A 
high incidence of post-date pregnancy among nulliparous 
women could be due to inaccuracies in recollecting the 
exact last menstrual period, especially where pregnancy 
is unplanned.

Pregnancy in the absence of any fetal or maternal 
concerns, the timing, and mode of delivery in post-date/
prolonged remains an area of controversy (12-15). Our 
unit protocol recommends induction of labour at 40 weeks 
and ten days. The reason behind this is to avoid iatrogenic 
preterm delivery from inaccurate dating of gestational age 

 ► Post-date pregnancy is associated with increased fetal 
and maternal morbidity and mortality. The best approach 
to the management of post-date pregnancies remains 
controversial. The obstetric costs of the lack of uniformity 
in the management of post-date pregnancies remain 
underestimated in the West African Sub-region.

Key Messages Table 1. Sociodemographic Characteristics of Study Participants

Variables Number (%)

Age (y)

15-20 16 (4.6)

21-25 92 (26.1)

26-30 152 (43.2)

31-35 80 (22.7)

36-40 12 (3.4)

Educational level

Primary school 52 (14.8)

Secondary school 128 (36.4)

University 172 (48.8)

Parity

0 196 (55.7)

1-4 136 (38.6)

≥5 20 (5.7)

Table 2. Neonates’ APGAR Scores

APGAR Scores 1st min 5th min

0-3 12 (3.4) 4 (1.1)

4-6 34 (9.7) 12 (3.4)

7-10 306 (86.9) 336 (95.5)

Data presented as No. (%).
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and ensure that where induction of labor is commenced, 
the client is delivered before 42 completed weeks. At 
this point, the incidence of fetal morbidity tends to rise 
significantly (5). Also, in our experience, women would 
decline labor induction due to the erroneous association of 
this intervention with a high chance of having a cesarean 
section (18). About 80.7% of the women in this study had 
labor induction at 40 weeks + 10 days. 

Post-date pregnancies are associated with higher rates of 
interventions and more maternal and fetal complications 
than term pregnancies (1-5). As was evident in this 
study, the operative delivery rate was high amongst the 
participants. Twenty-five percent of the women had 
cesarean sections, while 1.1% had instrumental vaginal 
deliveries. The most common indication for cesarean 
section was a failure to progress in labor. This is similar 
to findings reported from other studies where the rate 
of cesarean was equally higher, with cephalopelvic 
disproportion accounting for 60% of the indications 
for cesarean. The high incidence of cephalopelvic 
disproportion is due to fetal macrosomia, a consequence 
of prolonged pregnancy because the fetus continues to 
drive nutrients from the mother with ongoing pregnancy 
(10). The primary maternal complication recorded in our 
study was postpartum hemorrhage (6.8%), associated 
with labor induction and cesarean sections.

Fetal complications observed in this study were more 
than reported elsewhere (14-16). The lower incidence in 
the current study was probably because all the women 
were booked and had planned deliveries. We found that 
10.2% of our participants had fetal macrosomia. This is 
close to the 13% reported by Cucco et al (16) but higher 
than the 6% documented by Chantry and Lopez (10). 
Perinatal death was recorded in 1.1% of the participants 
and mainly was due   severe early neonatal sepsis which is 
similar to that reported by Chantry and Lopez (10). 

Limitations of the Study
The significant limitations of this study were its small 
sample size and study design (retrospective study). 
Therefore, studies with a larger sample size and 
prospectively are recommended to obtain results with 
more confidence.

Conclusions
Due to the higher prenatal complications and the need for 
obstetric and gynecological interventions in postpartum 
pregnancies, early ultrasound and induction of labor are 
recommended to reduce adverse outcomes.
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