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ABSTRACT
Background: Postdated pregnancy, defined as gestation extgnteyond 40
weeks(40weeks 1day- 41weeks 6days), is associatednereased maternal and fetal
risks, including labor dystocia, caesarean delivdstal distress, and neonatal
morbidity. Despite established risks, comprehendat& on outcomes in tertiary care

settings remain limited.

Objective: This study aimed to evaluate maternal and fetatames in postdated
pregnancies at a tertiary care hospital over oae, yecusing on complications such as
mode of delivery, increased risk of labor inductidiquor disorders, macrosomia,
perineal tears, cervical tears, postpartum hemgehbleonatal outcomes, including
perinatal outcomes such as neonatal ICU admissw@gpnium aspiration syndrome,

shoulder dystocia, fetal distress, , atelectagispblycemia, still birth, neonatal death

M ethods All pregnant women admitted in the labor room &fKs Dr Prabhakar Kore
Hospital, Belagavi were screened and participarnts period of gestation ranging
between 40weeks 1day to 41weeks 6day who werdifidfthe inclusion criteria were
recruited in the study. A detailed information a@mbgraphics and participant history,
gestational details and delivery details were réedron a case report form designed
specifically for the study. Mother and baby waddwakd up till the date of discharge.
Incidence of postdated pregnancy was calculatechtlyding the total number of
deliveries during the study period. Statisticahlgsis included descriptive statistics,

chi-square tests, and logistic regression.

Results: Of the 4414 screened participants ,314 particgparere postdatéebweeks
1day- 41weeks 6days), and one participant was post term(42weeks),wised99

participants were<40 weeks period of gestation. Of 314 participantsy 300

X



participants were recruited in the study as pelusion and exclusion criteria. The
incidence of the postdated pregnancy was 7.11%.ndjerity of participants (54%)
were aged 20-25 years, and 60.7% were primigra@dasarean section was the most
common mode of delivery (50.3%), primarily due étaf distress (14.3%) and failed
induction (8.3%). Induction was performed in 41.8%cases, with Prostaglandin E2
gel being the most used agent (50%). Maternal ceatpns included postpartum
hemorrhage (1.6%) and surgical site infections%d.3Neonatal outcomes revealed
NICU admissions in 7.6% of cases, predominantly Hgperbilirubinemia (5.3%),
while meconium aspiration syndrome was rare (0%)stvheonates had favorable

APGAR scores (>7 at 5 minutes: 98%) and normahirtights (2.5-3.5 kg: 90.3%).

Conclusion: Postdated pregnancies are associated with hicgeesarean rates and
neonatal morbidity, particularly in primigravidacapounger women. Timely induction
and vigilant fetal monitoring can mitigate riskshel study underscores the need for
improved antenatal care access, especially forosoonomically disadvantaged
groups, to optimize outcomes. These findings summadence-based interventions to

reduce maternal and fetal complications in prolahgestations.

Keywords: Postdated pregnancy, maternal outcomes, fetal m&so caesarean

section, neonatal morbidity, induction of labor.
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INTRODUCTION

MATERNAL AND FETAL OUTCOMESIN POSTDATED

PREGNANCY IN A TERTIARY CARE HOSPITAL-A ONE YEAR

CROSS SECTIONAL STUDY

Postdated or post-term pregnancy is widely recaghias an important
concern in obstetric practice. The American Collegé Obstetricians and
Gynaecologists (ACOG) defines a post-term pregnascgne that continues beyond
42 completed weeks of gestation and emphasizesishkatfor both mother and fetus
can rise significantly as gestation extends beytimel estimated due date [1].
Nonetheless, many clinicians refer to pregnancieseding 40 weeks as “postdated,”
(40weeks 1day- 41weeks 6days), to highlight the growing need for vigilance aftaet
presumed duration. While delayed umbilical cordmgpang has been recommended
by ACOG to optimize neonatal outcomes, the decisimmvhen to deliver in extended
gestations must weigh potential benefits againstritks associated with continued
pregnancy [2]. Historical data show that pregnasceaching late-term or post-term
are linked to a higher incidence of fetal distresgconium aspiration, macrosomia,
operative deliveries, and perinatal mortality, ppbimg many experts to recommend
induction of labor at or beyond 41 weeks [3].

Estimating gestational age accurately is essefialdiagnosing postdated
pregnancies, planning inductions, and minimizing plssibility of iatrogenic preterm
birth [4]. Despite refinements in first-trimesteltrasound dating, the incidence of
pregnancies continuing beyond term remains arowd% in many populations,
partly due to inherent biological variability andoasional uncertainties in menstrual

dating [5]. Ultrasound measurement of the crownguength in the first trimester

provides the most reliable dating standard, withcord-trimester biometric
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parameters considered helpful but slightly lesscipee [6]. Nulliparity, maternal
obesity, and familial patterns of prolonged pregyarappear to heighten the
likelihood of post-term gestation [7]. Additionallynale fetuses demonstrate a
modestly increased tendency to progress beyonebected term [8].

Prolonged pregnancy is often associated with platex@nescence, whereby
the placenta gradually loses its optimal capaa@tgupply oxygen and nutrients [9].
This decline in placental function can give risentim-reassuring fetal heart tracings,
oligohydramnios, or compromised fetal status dutadgpr, thus raising the risk of
emergency interventions [10]. Similarly, mechanicamplications increase for the
mother; macrosomia babies are associated withasererisks of shoulder dystocia,
perineal trauma, and postpartum hemorrhage [1lbotalystocia is also more
common when pregnancy goes beyond term, which ey fo operative deliveries
like caesarean section and increases surgical divesi in women [12]. The
combined effect of these complications can be sfwesboth for women and
healthcare systems.

Emotional stress is usual among women beyond tiheer date, with the
anxiety levels being more acute with increasedtauraf pregnancy [13]. Anxiety to
prevent a possible stillbirth or neonatal compraisay prompt the woman for a
medical induction or close fetal monitoring. Whtlee risk for stillbirth is rare, the
gestation above 40 weeks significantly increases$ thien even further above 41
weeks [14]. A potential mechanism is chronic fdtgpoxia if placental function
declines and fails to keep pace with fetal demda8§ Failure to appreciate severe
compromise may allow the onset of meconium aspimattyndrome (MAS), a

condition that can lead to respiratory distress iagteased neonatal morbidity. Post-
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term infants also have a higher incidence of mamros and are susceptible to
hypoglycemia, making for an important need for idreewborn assessment [16].

Clinical management of postdated pregnancy incaipsr vigilant antenatal
assessment, careful cervical evaluation, and aidenesl decision about when to
induce labor [17]. Fetal well-being is typically mitored using non-stress tests,
biophysical profiles, and Doppler velocimetry, eactended to reveal any signs of
fetal compromise that would favor expedited delpveAmniotic fluid volume
surveillance becomes increasingly important, agoblydramnios may predispose to
cord compression and abnormal fetal heart patt§tB8% Furthermore, maternal
obesity can complicate both induction strategie$ amenatal testing, adding a layer
of difficulty in pregnancies that already extend/dwed term. Where 40 or 41 weeks
have been surpassed, reliable ultrasound datingatydeom the first or early second
trimester—is critical for ensuring a precise bdsisntervention [19].

If repeated fetal surveillance and maternal evalnaremain reassuring,
practitioners may adopt an expectant approach fbbmied period, balancing the
possibility of spontaneous labor with concern falverse events [20]. Evidence
suggests that induction after 41 weeks helps Iqeeeinatal morbidity and mortality
without significantly increasing the rate of caesar delivery, provided suitable
induction protocols are followed. Cervical ripeningan be achieved
pharmacologically, using agents such as prostagiandr mechanically, via a Foley
balloon. Once the cervix appears favorable, oxwytanfusion often follows as the
mainstay for inducing contractions. These clinisiame, therefore, particularly well
placed in tertiary centers with specialized teamadapt these approaches for women

who have complex medical or obstetric backgrou@d$ [
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Analyzing local patterns in maternal and fetal outes in postdated
pregnancies is inevitable from both the clinicaleadl as public health points of view.
Regardless of general guidelines, variations inugain characteristics, resource
availability, and expertise can cause variation®uticomes. Data on macrosomia,
meconium aspiration, and operative delivery rateay ninform service line
improvements and help target investments-for ircgarby providing shoulder
dystocia technique training or additional neonatginsive care [22].

The purpose of the study is to clarify the incideraf key complications,
identify associated risk factors, and review thdeaiveness of the current
surveillance and induction practices by conductingross-sectional examination of

postdated pregnancy cases over one year in ayecgatre.

The study will record maternal outcomes such asaradielivery, increased
risk of labor induction(methods used for the stiatian of uterine contractions to
bring about delivery before the onset of spontasdabor,after the period viability),
liquor disorders(Oligohydramnios-AFl <5cm,HydranmsvAFl >24cm,Anamnios -
Almost nil liquor),macrosomia (birth weight is equa or greater than the 90
percentile for a given gestational age), perinears, cervical tears, postpartum
hemorrhage (blood loss >500ml during the first 24aiter birth process). Neonatal
outcomes, including perinatal outcomes such asatabfCU admission, meconium
aspiration syndrome, shoulder dystocia, fetal ééstyatelectasis, hypoglycemia, still
birth, neonatal death will also be documented. Suchelations, should they emerge,
might point toward parity and maternal comorbiditimfluencing the timing and
mode of induction, contributing to strategies foeyention or mitigation of adverse

events [23]. In doing so, this work may inform besactices, highlight areas for
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protocol refinement, and contribute valuable loealdence regarding the delicate

balance between expectant management and timetgtobsntervention.

Producing updated, context-relevant findings isticai for tertiary care
hospitals that act as referral centres for moreptimated pregnancies. Even modest
changes in population health—such as rising matéwdy mass index or increasing
maternal age—can shift the profile of postdatedypamcies and their outcomes [24].
Clear, empirically based data about the likelihaafdcomplications, along with
intervention success rates, can promote sharedsideanaking and reduce
uncertainty for both pregnant women and practitisn5]. Moreover, because
obstetric standards and neonatal technologies eyobngoing evaluations are
necessary to confirm that clinical approaches ranogitimal. Hence, this research
endeavour has the potential to improve perinatare cahrough policy
recommendations, protocol updates, and more ingilized counselling for women
who find themselves beyond the usual duration efijpancy.

In conclusion, extending pregnancy beyond the ergeterm increases the
risk of problematic labor, fetal compromise, anspactrum of maternal and neonatal
complications. Refinements in antepartum fetal sillance and induction methods
can help temper these risks, though absolute wtelsfficulties still trend upward
with each week past 40 or 41 weeks. A focused atialu of maternal and fetal
outcomes in postdated pregnancies at a tertiagy @amtre over one year can reveal
how effectively current protocols safeguard matkeamal neonatal health. By offering
an evidence-based perspective tailored to localimistances, such findings will help
ensure that obstetric teams continue to refiner thpproach, allocate resources

efficiently, and counsel expectant mothers resoysi
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Outline of dissertation

This dissertation investigates maternal and fetatcames in postdated
pregnancies (beyond 40 weeks of gestation) thr@ughe-year cross-sectional study
at a tertiary care hospital. It evaluates riskshsae maternal complications (mode of
delivery, increased risk of labor induction, liqudisorders, macrosomia, perineal
tears, cervical tears, Postpartum hemorrhage) etad &dverse outcomes (neonatal
ICU admission, meconium aspiration syndrome, steuldystocia, fetal distress,

atelectasis, hypoglycemia, still birth, neonatattig

The study outlines materials and methods, presessslts, and discusses
clinical implications for managing postdated pragias. Findings are summarized,
offering recommendations for clinical practice duture research. References and
appendices provide additional context, ensuringmprehensive understanding of the

topic.
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Problem Statement

The study titled M aternal and Fetal Outcomes in Postdated Pregnancy in

a Tertiary Care Hospital - A One-Year Cross-Sectional Study" addresses the
critical issue of pregnancies that extend beyond/déks of gestation (40weeks 1day-
41weeks 6days), known as postdated pregnancieseTregnancies are associated
with increased risks for both the mother and thiasfeFor the mother, risks include
labor dystocia, severe perineal injuries, highelesaof caesarean delivery, and
postpartum hemorrhage. For the fetus, risks inclugeoxia, asphyxia, intracranial
damage, meconium aspiration syndrome (MAS), maona@so atelectasis,
hypoglycemia, and stillbirths. Despite these weltdmented risks, there is a lack of
comprehensive data on the specific maternal andl fetitcomes of postdated

pregnancies, particularly in tertiary care settings

This study aims to fill this gap by conducting @ss-sectional observational
study at a tertiary care hospital to evaluate thetenmal and fetal outcomes in
postdated pregnancies. By analyzing data from pmetgwomen who attended the
antenatal clinic at KLE's Prabhakar Kore Hospitatl dMedical Research Centre, the
study seeks to provide valuable insights that caprove clinical practices and
improve the management of postdated pregnancigmaitly enhancing maternal

and fetal health outcomes.

Page 7



Objectives

OBJECTIVES

AlIM:

* Theam of this study is to evaluate the maternal and fetal outcomes in postdated
pregnancies(40weeks 1day- 41weeks 6days), focusing on maternal complications
such mode of delivery, increased risk of labor induction, liquor disorders,
macrosomia, perinea tears, cervica tears, Postpartum hemorrhage. Perinata
outcomes such as neonatal ICU admission, meconium aspiration syndrome,
shoulder dystocia, fetal distress, atelectasis, hypoglycemia, still birth, neonatal

death.

Resear ch Objectives:

Primary Objective:
To study the maternal and fetal outcomes in postdated pregnancy.
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Review Of Literature

REVIEW OF LITERATURE

Postdated pregnancy, defined by the American Cellefy Obstetricians and
Gynecologists (ACOG) as a gestation longer thanw&@ks is associated with
increased maternal and fetal complications. Matenisks such as increased risk of
labor induction, liquor disorders, macrosomia, peal tears, cervical tears,
postpartum hemorrhage. Neonatal outcomes, inclugemnatal outcomes such as
neonatal ICU admission, meconium aspiration synéroshoulder dystocia, fetal

distress, still birth, neonatal death.

SYSTEMATIC REVIEW OF LITERATURE

1. Awoyesuku et al. (n.d.): In this study conducted at a tertiary care hobpit®ort
Harcourt, Nigeria, Awoyesuku et al. investigated thaternal and fetal outcomes
associated with pregnancies extending beyond 40ksvedhe authors
retrospectively analyzed hospital records of apipnakely 200 women who had
crossed the estimated due date, categorizing thasedbon their gestational
weeks. They reported that 30% of these women expesd labor induction with
oxytocin, while 25% had meconium-stained amnidticdf suggestive of possible
fetal distress. Maternal complications included 8%l rate of postpartum
hemorrhage and a 10% incidence of hypertensivediss. Additionally, 20% of
the subjects underwent emergency cesarean seai®riodnon-reassuring fetal
heart tracings or failed induction. Neonatal outesmvere generally favorable,
although a small subset (8%) required admissiothéoneonatal intensive care
unit (NICU) for respiratory support. Notably, birtheights above 4,000 g were
documented in 12% of the infants, raising conceahsut macrosomia-related

delivery complications. The authors highlightedt thrmely antenatal surveillance,
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including biophysical profiles and non-stress testsuld potentially reduce
adverse outcomes. They concluded that while mastteom pregnancies result in
healthy neonates, vigilant monitoring and judiciauge of induction protocols
remain crucial for minimizing maternal and neonateks. Their findings
underscore the importance of individualized clihickecisions in managing
postdate pregnancies to optimize outcomes in gimigsource-constrained
environments.

Bansal (n.d.): Bansal conducted a retrospective study focusindgetomaternal
outcomes in postdated pregnancies at a largeriedare hospital. Through the
review of 150 medical records of women who delideaéter 40 weeks, the study
aimed to correlate gestational length with both enmsl and neonatal
complications. Approximately 35% of these pregnesciequired induction of
labor, most commonly with prostaglandins followeg dxytocin augmentation.
Of these induced cases, 18% progressed to operdeleery, indicating a
heightened risk of cesarean section compared totapeously laboring women.
Postpartum hemorrhage was recorded in nearly 10&teofotal cohort, primarily
attributed to uterine atony and prolonged laboromgal evaluations revealed that
about 20% of infants had meconium-stained liquad @% required specialized
respiratory support in the NICU. Average birth wegywere slightly higher in the
postdated group (3.5-3.7 kg) compared to term eleés (3.0-3.2 kg), suggesting
an elevated incidence of macrosomia. Bansal's aisaéfso highlighted that close
antenatal surveillance, including periodic ultrastwassessments and fetal heart
rate monitoring, reduced the need for emergentuatgions. The study concludes
that postdated pregnancies demand vigilant observalue to elevated risks of

labor dystocia, emergency cesarean section, andnateo compromise,
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emphasizing the importance of evidence-based immugirotocols and timely
clinical decision-making.

. American College of Obstetricians and Gynecologists (ACOG) (2004):The
2004 ACOG clinical management guidelines for obstien-gynecologists on
post-term pregnancy present standardized recommienslafor managing
pregnancies exceeding 42 weeks. Based on mul@pteiscale cohort analyses
and randomized controlled trials, ACOG underscthes approximately 5-10%
of all pregnancies progress beyond 42 weeks. Thetinuhighlights an increased
incidence of maternal complications such as cepadetivery rates (noted to be
up to 25% in some studies), postpartum hemorrhagd, perineal trauma in
prolonged gestations. From a fetal standpoint, -fgyst pregnancies are
associated with macrosomia in nearly 15-20% ofxasel meconium aspiration
syndrome in about 5-10%. The guidelines encourageprehensive antenatal
surveillance, including non-stress tests (NST) émweeekly and amniotic fluid
index assessments, to detect signs of fetal conmipeompromptly. They also
recommend that induction of labor should be strgpngbnsidered once a
pregnancy passes 41 weeks, especially if cervigahess is favorable. Moreover,
the document outlines induction methods—rangingnfrarostaglandin cervical
ripening agents to oxytocin infusion—and discugkegelative benefits and risks.
ACOG emphasizes shared decision-making, advisiragtifioners to involve
pregnant women in discussions regarding inductimmg to balance the risk of
expectant management with the potential for intetiea-related complications.
Overall, these guidelines serve as a critical frmor& for modern obstetric
practice, aiming to minimize both maternal and ra@ahmorbidity in post-term

pregnancies.
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4. Caughey et al. (2005): In this research, Caughey et al. examined neonatal
complications relative to gestational age, positthgt risks rise continuously
rather than at a single post-term threshold. Thdystncluded over 25,000 term
deliveries (37-42 weeks) from a major perinataltees database. Findings
revealed a gradual increase in adverse neonatabmes, such as respiratory
distress (5% at 37 weeks vs. 8% at 41+ weeks), arslight escalation in
meconium aspiration syndrome from 2% to 4% acrbessame gestational span.
The authors also identified a 20% increase in Nl@lissions for late-term
infants, indicating that a simple designation obspterm” at 42 weeks might
overlook incremental risks starting as early as ot041 weeks. The data
illuminated how macrosomia rates climbed from 108616% in pregnancies
beyond 41 weeks, substantially elevating the pritibalof birth trauma and the
need for operative deliveries. Caughey et al. psedathat antenatal testing and
more proactive labor management might benefit woapgroaching the late-term
phase to mitigate neonatal complications. By emighms continuous risk rather
than a distinct cutoff, the study contributed tmichl guidelines suggesting that
individualized risk assessment is pivotal. This kvonderscores the complexity of
defining an optimal period for delivery and suppostigilant monitoring to
improve neonatal outcomes for pregnancies at oofe#0 weeks.

5. Heimstad et al. (2008):Heimstad et al. explored the outcomes of labor ¢tidn
for post-term pregnancies and provided quantitatis estimates for both
intrauterine and perinatal mortality. ConductedaiiNorwegian population, this
study assessed over 2,000 women who surpasseddieidates, focusing on
comparisons between expectant management andifahartion after 41 weeks.

Results indicated that induced labor significantgduced the incidence of

Page 12



Review Of Literature

stillbirth, with intrauterine death rates droppirfgom 0.5% in expectantly
managed patients to 0.1% in the induced group. Al@abmmortality showed a
similar decline, though at a lesser magnitude, rsuieing the role of timely
intervention. Approximately 25% of induced labor$imiately led to cesarean
sections, slightly higher than the 20% rate obskimespontaneous labor, but the
difference did not reach statistical significandée investigators reported that
women undergoing induction had shorter hospitgissteéhen deliveries proceeded
uneventfully, suggesting a trade-off between pdssiicreased interventions and
improved fetal outcomes. The study further highigghthe relevance of fetal
surveillance measures such as cardiotocographyliraound-based fetal well-
being assessments, which helped identify high-rtsises earlier. Overall,
Heimstad et al. concluded that judicious inductmould substantially reduce
perinatal risks without markedly elevating materoamplications, advocating a
more proactive approach for managing post-term@eges once 41 weeks is
reached or earlier if additional risk factors aresent.

. Chaudhari et al. (2017): In this clinical investigation, Chaudhari et alatiated
the spectrum of maternal and neonatal complicatibnked to postdated
pregnancy in a cohort of 300 women attending aatgrhospital. Their findings
underscored a higher incidence of induced labor-eofesi in 40% of
participants—compared to spontaneously laboring @@t term. Notably, 15%
of these induced labors resulted in cesarean dgliemmonly due to non-
reassuring fetal status and arrest of dilation. evfetl morbidities, including
postpartum hemorrhage, occurred in 12% of case#e Wiipertensive disorders
affected nearly 8% of the women. Neonatal outcoraegaled an elevated rate of

macrosomia (14%), often associated with prolongedmancy, along with a 10%
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incidence of meconium-stained liquor. The invesbga highlighted a 5%
meconium aspiration syndrome rate, emphasizing itipgortance of vigilant
monitoring for fetal compromise. Additionally, appimately 9% of newborns
required NICU admission, underscoring that extendedtation can heighten
neonatal risks, even when antenatal surveillancm iplace. Chaudhari et al.
recommended enhanced fetal surveillance protopaldicularly after 40 weeks,
to mitigate potential adverse events and to guiggstbns regarding induction
versus expectant management. They concluded thatelyti clinical
interventions—such as cervical ripening and colgdoinduction of labor—play a
pivotal role in optimizing outcomes for both motheand neonates in postdated
pregnancies.

Dobariya et al. (2017): Focusing on pregnancies beyond 40 weeks, Dobatiya
al. assessed fetal and maternal outcomes in aguidgp study of 250 women.
Their analysis revealed that 32% of these womerenweht induction, primarily
with prostaglandins and oxytocin augmentation. © induced group, 14%
required an emergency cesarean section, mainlytallebor dystocia and non-
reassuring fetal heart patterns. Maternal comptinat included postpartum
hemorrhage in 8% of participants, while 6% expeargeh mild to moderate
preeclampsia. On the neonatal side, the inciderficmazrosomia was around
11%, correlating with a slight increase in birtlunes such as shoulder dystocia
(observed in 3% of deliveries). Meconium-stainedantic fluid was documented
in 12% of the postdated population, with approxehat5% of neonates
developing meconium aspiration syndrome requirilgmediate pediatric
intervention. The study also noted a 7% NICU adimorsgate for transient

tachypnea and respiratory distress. Dobariya etraphasized the importance of
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late antenatal fetal well-being assessments, readimg weekly or biweekly
cardiotocography and amniotic fluid index checksstptD weeks to identify
fetuses at risk. Their findings support earlieruciibn strategies when risk factors
arise, advocating for a balanced approach thatmimeis unwarranted medical
interventions yet prevents complications arisirggrfrprolonged gestation.

. Anand et al. (2019): Anand et al. conducted a clinical study on materna
outcomes in postdated pregnancies at a tertiarg baspital, enrolling 220
women who were beyond 40 weeks of gestation. Teearehers documented an
induction rate of nearly 45%, with cervical ripegiachieved via prostaglandin E2
in over half of these cases. Cesarean section st&tesl at 19% overall, and the
primary indications included failed induction (358fall cesarean deliveries) and
fetal distress (27%). Among maternal morbiditiesstpartum hemorrhage was
observed in 10% of participants, while chorioamitieraffected 4%. In terms of
neonatal outcomes, about 12% of newborns weighed than 3.8 kg, signifying
the heightened risk of macrosomia. Additionally, cordum-stained liquor
occurred in 15% of the laboring women, with a 5%idence of meconium
aspiration syndrome. Notably, the authors iderdifee significant correlation
between inadequate antenatal care and higher amatiph rates, underscoring the
role of regular fetal surveillance and timely imemtions. They recommended
routine antenatal ultrasonography to assess fatahdiry and amniotic fluid
volume from 39 weeks onward. Overall, Anand etcahcluded that although a
majority of postdated pregnancies result in favleralutcomes, systematic risk
assessment and appropriate labor management potmeocrucial to minimize

maternal complications and safeguard neonatalthealt
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9. Ghumareet al. (2019): In this cross-sectional observational study, Ginenea al.
investigated the maternal and perinatal outcomeprolonged pregnancy in a
tertiary healthcare institute. Enrolling 180 preginaomen who had completed 41
weeks or more, the study aimed to determine the o&tinduction, mode of
delivery, and neonatal complications. Approximat&8f6 of patients underwent
induction of labor, with prostaglandins used forveeal ripening in 42% and
oxytocin augmentation in 16%. The overall cesardgivery rate reached 23%,
primarily indicated for failed induction (40%) arfietal distress (30%). Maternal
complications involved postpartum hemorrhage (9%J a high incidence of
perineal trauma (11%) among those who deliverednadly. Regarding fetal
outcomes, 25% of neonates exhibited meconium-staameniotic fluid, and 5%
required immediate respiratory support due to megonaspiration syndrome.
Macrosomia, defined as birthweight above 4 kg, dasumented in 7% of the
cases. The study emphasized that postdated pregadace heightened risks of
operative delivery and neonatal morbidity. Ghumetreal. advocated for robust
antenatal surveillance programs, including bioptaisprofiles from 40 weeks
onward, to identify fetuses at risk and to helpnicians decide on timely
induction. They concluded that structured protocatlusive of close fetal
monitoring and readiness for interventional delyearould significantly improve
outcomes in prolonged gestations.

10. Kandalgaonkar et al. (2019): Kandalgaonkar et al. presented a comprehensive
examination of fetomaternal outcomes in postdatedyqancy. Drawing from a
sample of 300 women beyond 40 weeks, the studycoietisly recorded
induction rates, perinatal complications, and ofpesa interventions.

Approximately 33% of these women were induced, grilm due to abnormal
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Doppler findings (10%) and reduced amniotic fluidex (12%). Of those
induced, 18% proceeded to cesarean section, miostguse of persistent non-
reassuring fetal heart tracings. The authors fquoxdpartum hemorrhage in 6% of
participants, while infection-related complicatiomemained low at 2%. On
evaluating neonatal outcomes, they observed thavi8¥wborns scored below 7
on the Apgar scale at 5 minutes, necessitatingt$tion NICU support.
Additionally, 11% of neonates were diagnosed witicrosomia, correlating with
a 3% incidence of shoulder dystocia during delivevieconium-stained liquor
affected 9% of cases, underscoring the potentraietal compromise in extended
gestation. The researchers highlighted the valuanténatal fetal surveillance,
recommending twice-weekly non-stress tests after wHeks, especially in
populations with suboptimal obstetric history. THeidings underscore a balance
between minimizing iatrogenic interventions and nppdly managing genuine
fetal or maternal risk. Ultimately, Kandalgaonkaraé underscored that vigilant
clinical protocols can mitigate adverse outcomemfioning the nuanced and
evidence-driven approach required for postdategranecies.

Karmakar et al. (2020): Karmakar et al. focused on nulliparous women
experiencing postdated pregnancy, assessing metenhgerinatal outcomes in a
group of 150 participants. The study revealed #&# required induction of
labor, with cervical ripening agents followed byytocin in approximately two-
thirds of the induced cases. Cesarean sectionsiaiszbfor 22% of all deliveries,
predominantly triggered by failed induction andafatistress. Regarding maternal
complications, postpartum hemorrhage occurred inof¥%omen, and gestational
hypertension complicated 10% of pregnancies. Ngtehrmakar et al. found a

direct correlation between advanced gestational agé the likelihood of
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macrosomia, with 15% of neonates weighing ovekd.8Additionally, meconium
staining of liquor was documented in 14% of casamsl 4% of newborns
developed meconium aspiration syndrome, indicapiossible fetal compromise.
Neonatal intensive care admissions were require@%o of infants, primarily due
to transient tachypnea and need for respiratorpaupThe authors advocated for
proactive fetal well-being assessments, highlightihe role of amniotic fluid
index measurements and electronic fetal monitorpapt-40 weeks. They
concluded that although most nulliparous, postdatednancies proceed without
major complications, heightened vigilance and imfed decisions regarding
induction timing can significantly reduce risks.tidlately, the findings reinforce
the importance of individualized management andeclmonitoring in prolonged
pregnancies.

Pransukhbhai et al. (2020):Pransukhbhai et al. conducted a hospital-based
investigation into maternal and fetal outcomes astgate pregnancies, enrolling
160 participants who had crossed 40 weeks of gastakhe study recorded that
38% of cases underwent labor induction, with pglstadins utilized in roughly
half and membrane sweeping attempted in about lineé-tAn overall cesarean
section rate of 21% emerged, with the primary iatlans being non-progression
of labor (45%) and non-reassuring fetal heart tg€i(30%). In terms of maternal
health, 5% encountered chorioamnionitis, and 8%seed with postpartum
hemorrhage. The researchers noted that 13% of teson@quired NICU
admission, mainly due to meconium aspiration syma#rd4%) and respiratory
distress (6%). Macrosomic infants (above 3.9 kghstituted 9% of births,
correlating with increased operative delivery rdtasthat subgroup. Meconium-

stained liquor occurred in 12% of participants, ensdoring the heightened
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possibility of fetal stress at advanced gestatioRsrthermore, the authors
remarked on a reduced latency to intervention wigggrous antenatal protocols
were followed, proposing more frequent antenatatckbps from 39 weeks
onward. Pransukhbhai et al. concluded that whiletgaie pregnancy can elevate
various risks, strategic use of induction protocasid thorough fetal
surveillance—encompassing non-stress tests arasaitnd monitoring—can help
safeguard both maternal and neonatal well-beinth@se extended gestational
scenarios.

Singh et al. (2020): Singh et al. provided an in-depth exploration @ftennal and
fetal outcomes in postdated pregnancies withinrtéatg care setting. Analyzing
data from 140 women who had exceeded 40 weeks, dfhsgrved a 30%
induction rate, often initiated with prostaglandjels. Of these induced patients,
14% ultimately underwent cesarean delivery, predamiy for non-reassuring
fetal heart rate patterns or arrest of dilationtéviaal complications included an
8% incidence of postpartum hemorrhage and a 5%rmoue of hypertensive
disorders. The study reported that meconium-stafhed was present in nearly
15% of cases, with a 4% rate of meconium aspirasipgmdrome noted among
newborns. Additionally, 7% of infants required NIGidmission for short-term
respiratory support. The authors highlighted thgilant fetal monitoring, such as
regular cardiotocography after 40 weeks, signifijardecreased emergent
interventions. They also emphasized the importahatient education regarding
the potential risks of post-term pregnancy andwlaening signs that necessitate
immediate medical evaluation. Singh et al. conaluttat, while the majority of
postdated pregnancies result in uncomplicated eledis, heightened surveillance

and timely induction are essential for minimizingaternal and perinatal
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morbidities. These findings advocate for a protairdlen management approach,
where evidence-based guidelines on antenatal gestimd labor induction can
optimize outcomes in postdate pregnancies.

Bi et al. (2021): Bi et al. performed a large multicenter, historicass-sectional
cohort study focusing on how maternal age at fiegarean delivery influences
subsequent pregnancy outcomes, including thosedixige beyond term. Drawing
data from over 10,000 women across multiple holspitdie study found that
advanced maternal age (>35 years) at first cesasancorrelated with a 20%
increase in obstetric complications in a subsegpesgnancy, particularly when
gestation exceeded 40 weeks. This included a higtterof placenta previa (5%
vs. 2% in younger women) and uterine rupture (0886 0.2%). Moreover,
neonatal outcomes reflected a 12% NICU admissitsinapostdated pregnancies
among older mothers, compared to 7% among yourgertterparts. The authors
posited that diminished uterine elasticity, alonighvwpossible scar-related issues,
contributed to an elevated frequency of inductiailufe, culminating in a 28%
cesarean rate for second deliveries. These findingsrline the interplay between
maternal age, uterine scar integrity, and the rigksociated with prolonged
gestation. Bi et al. advocated for individualizettematal plans, suggesting that
women with a history of cesarean and advanced &aghtrhenefit from closer
fetal surveillance, earlier consideration of delweand rigorous ultrasound
assessments of placental position. This study leroedl the understanding of the
multifactorial challenges posed by post-term pregies in older multiparous
women with prior uterine scars.

Narayan et al. (2021): Narayan et al. conducted a cross-sectional obisenad

study examining maternal and fetal outcomes indadetl pregnhancies within a
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cohort of 180 women. Analysis revealed that 42%emweént medical induction,
with oxytocin being the leading agent used, and 20@ntually required cesarean
sections due to prolonged labor or fetal distré&sternal complications, though
relatively limited, included postpartum hemorrhages% of cases and sepsis in
2%. The authors emphasized an 8% incidence of mewoestained liquor, with
3% of neonates developing meconium aspiration $ymdr requiring critical
respiratory support. Notably, 10% of infants weidlover 3.7 kg, highlighting a
mild but notable rise in macrosomia rates. Thearteers also found a significant
relationship between reduced amniotic fluid index aon-reassuring fetal heart
rate tracings, underscoring the need for regulmasdund evaluations after 40
weeks. They advocated for the application of stedided clinical protocols,
including biophysical profiles and cardiotocography detect fetal compromise
early. Moreover, the study stressed the importaotecounselling patients
regarding signs of labor and risk factors assodiate&h postdated gestations.
Narayan et al. concluded that structured antemadaitoring, coupled with timely
interventions such as induction of labor, can difety curtail the adverse
outcomes often linked with extended gestationabplst

Gurung et al. (2022): Focusing on late-term pregnancies at a westerralNep
tertiary hospital, Gurung et al. documented fetdemaal outcomes in 120 women
between 41 and 42 weeks of gestation. Their firglisigpowed that 35% of these
women were induced, with a 15% conversion rateeBarean delivery. Common
reasons for cesarean included cephalopelvic disptiop (12%) and fetal distress
(6%). Maternal complications encompassed postpatiemorrhage in 4% of
participants, while hypertensive disorders wereedoh 7%. Neonatal evaluations

indicated a 9% rate of low Apgar scores (<7 at Hiutds) and a 10% NICU
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admission rate, primarily for mild respiratory dests. The authors observed that
macrosomia—birth weight above 3.8 kg—occurred in 8% newborns,
correlating with elevated rates of instrumentalivdgles. Meconium-stained
liquor was reported in 11% of cases, but only 2%gpessed to meconium
aspiration syndrome, signifying the potential bésefof robust perinatal
monitoring. Gurung et al. advocated increased angie via weekly to biweekly
biophysical profiles and non-stress tests star@tg40 weeks, especially in
resource-limited settings where immediate surgioggkervention may pose
additional risks. They concluded that, while la¢eat pregnancies often culminate
in favorable outcomes, timely identification of raatal or fetal compromise is
pivotal to preventing serious complications.

Hassan et al. (2022): Hassan et al. examined maternal and fetal outcarhes
postdate pregnancy in Wad Madani Maternity Teachiogpital, drawing data
from a prospective analysis of 200 women beyonavd&ks. Approximately 40%
required induction of labor, with oxytocin as thenpary agent used. Of these,
18% resulted in emergency cesarean section, lamy@hen by non-reassuring
fetal monitoring (45% of those cesareans) and lalgstocia (30%). Hypertensive
disorders of pregnancy were observed in 11% ofigieaints, while 9%
experienced postpartum hemorrhage. Regarding redomaalth, 14% of infants
exhibited meconium-stained amniotic fluid, and 6%erdually needed NICU
admission for respiratory distress. The averagi bveight among the postdated
cohort hovered around 3.4 kg, with 10% surpassir®g) KB). Hassan et al.
emphasized that timely antenatal surveillance,iqdarly fetal kick counts and
periodic ultrasound evaluations, significantly tied the incidence of severe

complications. They also highlighted the necesé$ity standardized induction
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protocols, such as the bishop score evaluationdorical ripeness, to refine labor
outcomes. In conclusion, the study identified cl@senitoring and structured
clinical decision-making as cornerstones of sudoéssanagement of postdate
pregnancies, underlining the importance of balamaitervention against the risks
posed by further prolongation of gestation.

Pandav et al. (2022): In this clinical investigation, Pandav et al. assel
fetomaternal outcomes of postdated pregnancy erteaty care center. From the
250 women studied, 36% underwent induction, predamntly with PGE2 and
subsequent oxytocin infusion. The cesarean delivaty stood at 20%, with the
main indications including dysfunctional labor (4@%ocesareans) and suspected
intrauterine growth restriction (15%). Maternal q@imations were relatively
modest: postpartum hemorrhage (7%) and intrapanynexia (3%) featured
prominently. Neonatal outcomes demonstrated a lf@€edence of meconium-
stained amniotic fluid, and 4% of newborns requirgdnsive care for respiratory
distress, meconium aspiration, or neonatal sep&Erosomic babies (>3.9 kg)
accounted for 8% of the sample, reinforcing theoeission between extended
gestation and larger fetal size. The study undeescthe value of regular fetal
surveillance, suggesting that timely detection @ihpromised fetuses—via non-
stress tests and Doppler studies—significantly esed neonatal morbidity.
Pandav et al. concluded that while induction sgriete enhance maternal safety
and reduce adverse neonatal outcomes, each casandenindividualized
consideration to balance risks and benefits. Byomenending standardized
induction protocols and close perinatal monitoritige authors highlighted the
critical need for adherence to evidence-basedipescto ensure optimal results in

postdate pregnancies.
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Sarmah et al. (2022):Sarmah et al. conducted a detailed assessmenttefrrak
and perinatal outcomes in postdated pregnancidsinvi tertiary care center,
analyzing 180 deliveries beyond 40 weeks. The stlmBerved that 33% of the
women underwent induced labor, with 17% progressmgcesarean sections
primarily due to failed induction (40% of those esls and suspected fetal
compromise (25%). The authors highlighted a 6% pgaosim hemorrhage rate,
frequently associated with prolonged labor and imgeratony. Neonatal
evaluations revealed meconium-stained liquor in 8births, and meconium
aspiration syndrome in 3%. Additionally, macrosomias reported in 8% of the
infants, correlating with an elevated incidence indtrumental deliveries. A
noteworthy 5% of neonates required specialized cathe NICU, indicating a
moderate but concerning risk profile in postdatenseios. The study advocated
for an incremental approach to fetal surveillameeommending that healthcare
providers implement routine ultrasound assessnmamdsnon-stress tests from 39
weeks to detect early signs of compromised fetal-bedng. Sarmah et al.
concluded that structured antenatal managementcigud use of induction
methods, and prompt operative intervention whencatdd can considerably
reduce adverse pregnancy outcomes in prolongedatmgest Their findings
reinforce the importance of a balanced strategwdset minimizing unwarranted
interventions and preventing complications assediatith continuing pregnancy
beyond term.

Yousfani et al. (2022): Exploring obstetric complications in women of exire
maternal ages (<18 and >35 years), Yousfani etalducted a cross-sectional
comparative study that included a subset of postdaregnancies. Among the

300 participants, 40% were beyond 40 weeks, arsdgittiup showcased a higher
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cesarean rate (26%) compared to their younger-tvonterparts (18%). The
authors noted that advanced maternal age (>35 )yeatpled with extended
gestation increased the frequency of hypertensiserders, observed in 14% of
participants, compared to 9% in average-aged worAdditionally, postpartum
hemorrhage was 10% among older mothers with pastdaiegnancies,
highlighting an amplified risk. Neonatal outcomelsoaindicated heightened
vulnerability, with 11% of infants scoring low ohet Apgar scale at 5 minutes and
a 6% NICU admission rate for complications randirggn respiratory distress to
hypoglycemia. The study underscored that apprap@atenatal counseling and
routine monitoring could mitigate the compoundete@t of late maternal age
and prolonged gestation. Weekly or biweekly assesssnof fetal well-being,
including ultrasound-based amniotic fluid measunetsie were recommended.
Yousfani et al. concluded that targeted strategiesh as earlier consideration of
induction in older mothers, could lower the likeldd of adverse events. Their
work delineates the intersection of age-relatedtettis challenges with the
additional complexities of postdate pregnancy.

Auma et al. (2023):Auma et al. compared outcomes between early/fuih- 87—
40 weeks) and late/post-termr4(l weeks) gestations at Kenyatta National
Hospital from 2017 to 2019. Reviewing over 1,008eceecords, the study noted
that 28% of pregnancies in the late/post-term groequired induction, with a
22% rate of emergency cesarean section. Maternatbidiees included
postpartum hemorrhage (7%) and mild to moderategampsia (6%). On the
neonatal front, the late/post-term group registene®% incidence of meconium
aspiration syndrome compared to 3% in the earlyféwim group, leading to a

NICU admission rate of 12% versus 5%, respectivBlgcrosomia emerged in
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10% of late/post-term infants, with a correspondingrease in instrumental
deliveries. Auma et al. underscored the heightemeed for fetal surveillance
starting at 40 weeks, recommending more frequem-st@ss tests and
biophysical profiles. The study also illuminatedmhrities in outcomes linked to
socioeconomic factors, indicating that mothers Weds antenatal care had higher
complication rates. Conclusively, Auma et al. adited for a more proactive
approach to managing prolonged gestations, inctud@arlier induction for
identified risk factors and enhanced educationdteagch to improve antenatal
attendance. Their findings reinforce the notiont tbansistent, evidence-based
monitoring can significantly reduce both maternadl meonatal complications in
post-term scenarios.

Emannue et al. (2023):In a study focused on women with HIV who experiehce
postdated pregnancies at Kampala International eysity Teaching Hospital,
Emannuel et al. explored factors influencing eadgnatal adverse outcomes. The
researchers assessed 120 HIV-positive mothers,homa35% had pregnancies
extending beyond 40 weeks. Among this postdatedetuB0% of deliveries were
induced due to reduced fetal movements or suspecteduterine growth
restriction. The emergency cesarean rate stoo@%t tommonly attributable to
non-reassuring fetal status. Early neonatal advewseomes, such as low birth
weight (<2.5 kg) and neonatal sepsis, were recoi@@% of neonates. Of these,
5% required prolonged NICU admission for respinatoand infectious
complications. The authors found that poor immutaus, defined by a CD4
count below 350 cells/uL, significantly correlatedh a 22% increase in neonatal
morbidity. Antiretroviral therapy adherence imprdveutcomes, as mothers with

consistent treatment exhibited fewer postparturactibns (4% vs. 10% in non-
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adherent cases) and better neonatal Apgar scotes.sfidy underscored the
importance of integrated antenatal care, recommendioser fetal surveillance
through ultrasonography and biophysical profilespeeially post-39 weeks.
Emannuel et al. concluded that the intersectiofid and prolonged gestation
intensifies perinatal risks, necessitating a midtighlinary management approach
that combines obstetric vigilance with robust Hi&fe to enhance both maternal
and neonatal prognoses.

Sadaf et al. (2023):Sadaf et al. investigated the phenomenon of pastdadt a
tertiary care hospital, aiming to delineate matermad fetal outcomes once
pregnancies exceeded 40 weeks. Out of 230 woméudeat, 37% were induced
with prostaglandins, while 22% proceeded to cesarsection. Key maternal
complications included postpartum hemorrhage in &he cohort and a 6%
incidence of gestational hypertension. The studyitemhally highlighted a 10%
rate of meconium-stained liquor, with 4% of neosatequiring advanced
respiratory support due to meconium aspiration symeé. Macrosomia emerged
in 12% of infants, some of whom necessitated imséntal deliveries. Sadaf et al.
noted that regular antenatal visits—which includetal non-stress tests and
ultrasound assessments for amniotic fluid index—+etated with significantly
fewer emergent interventions, underscoring the fiteofecontinuous monitoring.
The authors recommended initiating antenatal fetaVeillance at 39 weeks in
mothers with comorbidities to preempt complicationsey also pointed out that
timely identification of labor dystocia and fetabktless is crucial for preventing
adverse outcomes. Conclusively, the study emplasaopting standardized

protocols for induction of labor, the importanceasturate dating of pregnancies,
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and reinforcing patient education to ensure motlaes well-informed about
potential risks when pregnancy extends beyondxpeaed term.

Saurabh et al. (2023):In a comprehensive study at a tertiary care irtgbituin
Eastern India, Saurabh et al. investigated mateandl perinatal outcomes in
postdated pregnancies involving 210 women beyondwé@ks. About 40%
required induction of labor, of which 17% endedcesarean delivery, primarily
due to stalled dilation or abnormal fetal heartergpatterns. Maternal
complications encompassed postpartum hemorrhage &é8fb perineal trauma
(5%), particularly in forceps or vacuum-assistetivéees. The authors identified
an 11% incidence of meconium-stained amniotic flwdth 3% leading to
meconium aspiration syndrome. Additionally, 6% miants were admitted to the
NICU, underscoring the moderate risk elevation iehein postdated gestations.
Macrosomia occurred in nearly 10% of the casesetmimg with a twofold rise
in operative deliveries compared to non-macrosacoienterparts. Saurabh et al.
highlighted how routine biophysical profiles anddiatocography from 39 weeks
onward improved detection of fetal compromise, wilg for timely
interventions. The paper concluded that close atéérsurveillance and prompt
clinical management significantly reduce adversécames, urging healthcare
professionals to engage in shared decision-makéggrding induction timing.
Overall, the study reinforced the principle thatiuddualized protocols, guided by
patient comorbidities and fetal well-being markease integral for optimizing
outcomes in prolonged pregnancies.

Gaikwad et al. (2024): Gaikwad et al. performed a comparative study erarpi
fetal and maternal outcomes among registered anegistered antenatal cases

with a special focus on those who progressed beyidhdieeks. Involving 280
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participants, the authors divided them into two up® based on antenatal
registration status. Results revealed that 42% mfegistered and 30% of
registered participants required induction, reflegta disparity in early detection
of potential issues. The cesarean section ratehigaer in the unregistered group
at 25%, compared to 17% in the registered grougela attributable to delayed
presentation and undiagnosed pregnancy complicatidaternal complications,
including postpartum hemorrhage, were notably mdrequent among
unregistered mothers (10% vs. 5%). Neonatal outsasimmilarly diverged, with a
15% NICU admission rate in the unregistered groersws 8% in the registered
cohort, and meconium aspiration syndrome accoufbedd% of admissions
among those postdated deliveries. Macrosomic isféatiove 3.8 kg) appeared in
12% of the unregistered group, correlating withuffisient prenatal nutritional
counseling. Gaikwad et al. concluded that consiséertenatal registration and
monitoring lead to earlier recognition of prolonggdstation risks, facilitating
effective interventions such as induction or elexttesarean when indicated. The
study underscores the importance of structurednatdé programs that can
significantly improve maternal and fetal outcomesspecially in extended
gestations.

Jahan et al. (2024): Jahan et al. investigated cesarean section tiarusstdated
pregnancies through a hospital-based cross-settstudy in Bangladesh. From
250 postterm deliveries (beyond 42 weeks), a net2BP underwent cesarean
primarily due to labor dystocia (40% of all cesa®aand fetal distress (25%).
The authors found that a substantial proportion%lf patients displayed
oligohydramnios, and among those, 8% had neonaits lew Apgar scores

necessitating NICU support. Furthermore, postpartimamorrhage was
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documented in 6% of participants, underscoring ithereased morbidity in
extended gestations. Neonatal outcomes revealédL®§a of babies were large
for gestational age>@ kg), contributing to a higher rate of birth traarand
instrumental delivery. Jahan et al. highlighted hamproved antenatal
detection—patrticularly regarding fetal weight esttron and amniotic fluid
levels—could reduce emergent interventions. Theyo alrecommended
reevaluation of induction protocols to streamlihe timing and method of labor
induction, limiting unnecessary prolongation of gmancy. The study underlines
the multifactorial nature of postdate pregnancmsere maternal factors (such as
multiparity or comorbidities) interact with fetabesiderations (like macrosomia),
thus influencing the cesarean rate. Conclusivélg, duthors advocate consistent
ultrasonographic monitoring and early induction fat-risk pregnancies to
optimize outcomes for both mother and child.

Maneet al. (2024): Mane et al. conducted a cross-sectional study aemal and
fetal outcomes of postdated pregnancy, enrollif@)\20men who were beyond 40
weeks. Among these, 35% underwent medical induotigh cervical ripening
agents and oxytocin. Of the induced cases, 16%r@segd to cesarean delivery
due to arrest of dilation or non-reassuring fetaarh tracings. Maternal
complications included postpartum hemorrhage in @%cases, while 5%
experienced wound infections or fever in the pasypa period. In terms of fetal
outcomes, a 9% incidence of macrosomia was repogadilleling an 11%
occurrence of meconium-stained liquor. Of those naézs, 4% developed
meconium aspiration syndrome, requiring short-terentilatory support in the
NICU. Mane et al. stressed the role of antenatskessnents like Doppler

ultrasound and biophysical profiles to detect phakinsufficiency, especially
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after 39 weeks. The authors also pointed out thgortance of accurate date-
keeping, suggesting that early confirmation of gishal age via first-trimester
ultrasound improves decisions on induction timikdtimately, they concluded
that the combination of vigilant antenatal careprapriate timing of induction,
and rapid recognition of labor complications remsaintal to minimizing both
maternal morbidity and adverse neonatal outcomgsliBning clinical strategies
with well-established obstetric protocols, the sgtudighlights a tangible
improvement in perinatal safety for postdated paegies.

Masembe et al. (2024):Masembe et al. examined adverse maternal outcontes a
contributing factors among mothers of advanced (2§®& years) delivering at a
tertiary hospital in southwestern Uganda, includitfgpse with postdated
pregnancies. From the 300 women studied, 40% weyertd 40 weeks, and 22%
were both postdated and of advanced maternal ags. group exhibited an
elevated rate of hypertensive disorders (15%) arsdpartum hemorrhage (10%),
surpassing the younger or term-age cohorts. Thearelsers also observed a 28%
cesarean section rate in the advanced maternalpag&ated group, primarily
linked to suspected fetal compromise (36% of ceseke and labor dystocia
(30%). Neonates born to these mothers showed aMIZX admission rate, with
meconium aspiration syndrome occurring in 5%. Adddlly, about 8% of the
infants were macrosomic4 kg), which significantly raised the risk of birth
trauma and operative delivery. Masembe et al. wodeed the importance of
comprehensive prenatal care, focusing on earlyctlete and management of
potential complications like gestational diabetegjich contributed to some
macrosomic cases. They advocated for personalizetivedy planning,

recommending earlier induction for at-risk mothels. conclusion, the study
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revealed how advanced maternal age and postdaséatiga synergize to increase
obstetric risks, reinforcing the need for stringsmtveillance protocols and timely

interventions to optimize maternal and neonatalthemtcomes.
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Summary

Studies on post-term pregnancies consistently egigddhe importance of
careful monitoring and timely intervention to reduanaternal and neonatal
complications. In postdated pregnancies (40weekay-ldilweeks 6days),labor
induction is commonly performed, with methods sashprostaglandins and oxytocin
being used to initiate. While most pregnanciesltesthealthy outcomes, there is an
increased risk of complications such as mode oivelsl, increased risk of labor
induction, liquor disorders, macrosomia, perinesdrs$, cervical tears, postpartum

hemorrhage.

Neonatal concerns in post-dated pregnancies incRelénatal outcomes such as
meconium aspiration syndrome, shoulder dystocidal fedistress, atelectasis,
hypoglycemia, still birth, neonatal death, withatmwn of infants requiring admission
to the neonatal intensive care unit. Birth injurlé® shoulder dystocia also pose
risks, especially in cases of fetal macrosomiadi8tisuggest that neonatal outcomes,
including complications, tend to worsen as the paegy extends beyond 40 weeks,
with the risk of stillbirth, neonatal mortality, drbirth trauma increasing after 41

weeks of gestation.

Antenatal surveillance plays a crucial role in detg fetal distress and other
complications. The antenatal surveillance helpsicihns decide whether induction is
necessary to minimize risks to both the mother &tds. Although induction

increases the chances of operative deliveries ¢edlye caesarean sections), it is
considered a necessary step to prevent the pdtesia associated with prolonged

gestation.
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Overall, while postdated pregnancies may lead toesadverse outcomes, proper
monitoring, and timely management—such as earlyidtidn when indicated—can

help mitigate these risks and improve both mateandineonatal health outcomes.
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MATERIALSAND METHODS

1. Sourceof Data:
Pregnant women above 40 weeks of gestation(40wiakks 41weeks 6days),
who got admitted at labor room of KLE's Dr Prabhakare Hospital and Medical

Research Centre were included in the study.

2. Study Design:
This is across-sectional observational study.
3. Study Period:
The study was conducted over a periodrod year .

4. Sample Size Calculation:

= The sample size was calculated assuming the propat postdated pregnancy
as5%, based on a study by Singh N et al.

= Other parameters considered for sample size céiloulavere 3.6% absolute
precision and a 95% confidence level.

= The following formula was used for sample size ghtion:

Z:P( - P)
d2

Where:
= n=n= Sample size
= N=N= Population size = 300
= Z=77=Z7 statistic for a 95% confidence level = 1.960
= P=P= Expected prevalence/proportion of outcome = 0.05

» d=d= Precision = 0.036
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= The required sample size was calculated to be #6adcount for a 5% non-
participation rate or loss to follow-up, an additb 5 subjects were added,

resulting in a final sample size of 101.

A sample size of 300 participants were selectedhich maternal and fetal

outcomes were observed in this study.

5. Sampling Technique:

Universal sampling was used to recruit participants.

6. Inclusion Criteria;

= Postdated women beyond 40 weeks of gestation(4Gwéelay- 41weeks
6days), calculated from the first day of the laginstrual period (LMP) with
the last three regular menstrual cycles and wist-frimester ultrasonography
done after 9 weeks (CRL dating).

= Singleton pregnancy with cephalic presentation.

7. Exclusion Criteria;

= Congenital anomalies diagnosed on anomaly scarpertly scan.
= Previous caesarean section.

8. Study Protocol:

= All antenatal women beyond 40 weeks of gestation gt admitted at labor
room of KLE'S DR Prabhakar Kore Hospital and MedliBesearch Centre
were recruited for the study.

= Participants who met the inclusion criteria and mid fall under the exclusion
criteria were included.

= Maternal and fetal outcomes among these women olErerved.
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9. Data Collection Procedure;

All women presenting to the labor room of KLE'S DMRabhakar Kore Hospital and
Medical Research Centre were screened and witbgefigestation ranging between
40weeks lday — 4lweeks 6days were enrolled in shusly. A self-designed

guestionnaire was prepared to collect the inforomafrom the case papers of the

admitted patients.

10. Data Processing and Analysis:

Descriptive analysis was carried out using mean atehdard deviation for
guantitative variables and frequency and propotfiiortategorical variables.

Data were represented using appropriate diagragstsasibar diagrams, pie charts,
and box plots.

The association between categorical explanatoryiabi@s and quantitative
outcomes was assessed by comparing mean values. diféerences along with
their 95% confidence intervals (Cl) were presented.

Independent sample t-test/ANOVA was used to asgasistical significance.

The association between explanatory variables aatdgorical outcomes was
assessed using cross-tabulation and comparison atemages. Odds ratio
(OR) along with 95% CI was presented.

Chi-square test/Fisher’s exact test was used tataisstical significance.

Univariate binary logistic regression analysis wasformed to test the association
between explanatory variables and outcome variallegmdjusted odds ratios

along with 95% CI were presented.
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= Variables with statistical significance in univddaanalysis were used to
compute multivariate regression analysis. Adjustelds ratios along with their
95% CI were presented.

= A p-value < 0.05 was considered statistically digant.

11.Investigations or Interventions:

The study did not require any additional invesimat or interventions on
participants as data were collected from existingecpapers of postdated pregnant

women.

Study Tools

+ Case Reporting Form: Used to document demographic details, clinicafij@s,
and other relevant data.

« Consent Form: Waiver of consent was obtained through propenchks.

Participants meeting the inclusion and exclusiateca were included in the study.

Demographic and clinical data were recorded atithe of enroliment.
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Statistical Analysis

The database was created using Microsoft Excel,gaaphs were generated
for data visualization. Data analysis was perforrasihg the Statistical Package for
the Social Sciences (SPSS) version 23 for Windois.numerical values were

entered into Microsoft Excel, and statistical tesése conducted using SPSS.

RESEARCH METHODOLOGY

All pregnant women admitted in the labor room of& Dr Prabhakar Kore
Hospital, Belagavi were screened and participarite period of gestation ranging
between 40weeks to 41weeks 6day who were fulfilling inclusion criteria were
recruited in the study. A detailed information oenwbgraphics and participant
history, gestational details and delivery detailrevrecorded on a case report form
designed specifically for the study. Mother andybalas followed up till the date of
discharge. Incidence of postdated pregnancy wasuleséd by including the total

number of deliveries during the study period.

The following are the maternal and fetal outcomeseoved in the study.

Maternal outcomes such as mode of delivery, ineckassk of labor
induction, liquor disorders, macrosomia, perinezdrs$, cervical tears, postpartum
hemorrhage. Perinatal outcomes such as neonatal &3tlission, meconium
aspiration syndrome, shoulder dystocia, fetal éssty atelectasis, hypoglycemia, still

birth, neonatal death.
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TOTAL NUMBER
OF PATIENTS
SCREENED

4414

TOTAL NUMBER
OF PATIENTS
RECRUITED

300

v

Exclusion —

<40weeks POG - 4099
>40 weeks with Previous LSCS - 11
>40 weeks with fetal anomalies -2
>40 weeks with breech presentation 1
43weeks POG -1

Of the 4414 screened participants ,314 participamrie postdated(40weeks

lday- 41weeks 6days),, and one participant wastpasi(>42weeks), whereas 4099

participants were<40 weeks period of gestation. Of 314 participantdy a300

participants were recruited in the study as pelusion and exclusion criteria. The

incidence of the postdated pregnancy was 7.11%.

Incidence of postdated pregnancy in the study population

Post-dated pregnancy Frequency n=4414 Per centage%
Yes 314 7.11%
No 4100 92.88%
Total 4414 100%
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RESULTS

RESULT ANALYSIS: Demographic Data

Table 1 Agewisedistribution of participants

Agegroup N=300 Per centage %
<20 7 2.3
20-25 162 54.0
26-30 98 32.7
30-38 33 11.0
Total 300 100.0
Graph -1
Age wise distribution
60.0 54.0
50.0
40.0 32.7
X 30.0
20.0
11.0
10.0 .
2.3
0.0 | —
<20 20-25 26-30 >30
Age group
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Interpretation of Table 1. The table presents the age-wise distribution dd 30
participants in the study on maternal and fetatoones in postdated pregnancies. The
majority of the participants (54.0%) fall withinetl20-25 years age group, indicating
that this age group is the most represented irstihedy. The 26-30 years age group
follows, constituting 32.7% of the participants.sfaller proportion of participants
(11.0%) are in the 30-38 years age group, while l&est represented group is
those below 20 years, accounting for only 2.3% lué total participants. This
distribution suggests that postdated pregnanciesnare commonly observed in
women aged 20-30 years, with a significant declim@revalence as age increases

beyond 30 years.

The findings align with the study by Singh et @020, which also reported a
higher prevalence of postdated pregnancies in wormaged 20-30 years.
Similarly, Karmakar et al. (2020) observed that yger women (20-25 years) were
more likely to experience postdated pregnanciespeoed to older age groups. This
consistency across studies highlights that posidattegnancies are more prevalent in
younger women, possibly due to better reprodudiaath and fewer comorbidities in
this age group. However, the lower representatiowamen above 30 years in this
study could be attributed to the increased likedthof medical interventions, such as
induction of labor, in older women to prevent coimgions associated with

prolonged pregnancies.

In conclusion, the age-wise distribution in thisudst reflects a pattern
consistent with existing literature, emphasizing tieed for targeted monitoring and
management of postdated pregnancies, particularlyounger women, to mitigate

adverse maternal and fetal outcomes.
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Table 2 Distribution as per socioeconomic status of participants

Socio economic status n =300 Per centage %
Low 259 86.3
Middle 41 13.7
Total 300 100
Graph 2

Socio economic status of participants

OLow
BMiddle

The table presents the socioeconomic status (SEBeoparticipants in the
study. Out of 300 participants, the majority (2586.3%) belonged to the low
socioeconomic status group, while a smaller proport(4l, 13.7%) were from
the middle socioeconomic status group. This indgdhat the study population was
predominantly from lower-income backgrounds. Thapgr visually represents the
distribution of participants based on their socayemic status. The low
socioeconomic status group (86.3%) dominates thet,chighlighting the significant
representation of individuals from lower-income kgrounds in the study.
The middle socioeconomic status group (13.7%) foemmuch smaller proportion,

suggesting that higher-income groups were undersepted in this study.
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Comparison with Other Studies:
The findings of this study are consistent with jweg research, which has
shown that low socioeconomic status is often aasediwith higher participation in

hospital-based studies, particularly in public tieadre settings. For example:

« A study by Albagir Mahdi Ahmed Hassan et al. (2022)nd that a significant
proportion of women with postdated pregnancieshigirtstudy were from
low-income backgrounds, which correlated with leditaccess to antenatal
care and higher rates of adverse maternal anddetebmes.

« Similarly, Kandalgaonkar VP et al. (2019) reportbdt women from lower
socioeconomic groups were more likely to experiemoenplications in

postdated pregnancies due to delayed or inadebeatthcare access.

The high percentage of participants from low soom®mic status (86.3%) in this
study suggests that this group may face barrieractessing timely and quality
antenatal care, potentially leading to poorer nmaterand fetal outcomes. The
underrepresentation of the middle socioeconomitstgroup (13.7%) may indicate
better access to private healthcare facilities ewer barriers to antenatal care,

reducing their reliance on public healthcare sewic

The socioeconomic distribution of participants mststudy highlights the
predominance of individuals from low-income backgrds, which is consistent with
findings from similar studies. This underscores nieed for targeted interventions to
improve healthcare access and outcomes for ecoabiynidisadvantaged pregnant
women, particularly in the context of postdated gpamncies. Addressing
socioeconomic disparities in healthcare accessusiat for reducing maternal and

fetal complications in this vulnerable population.
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Table 3 Distribution of participants by gravidity

Gravidity n =300 Per centage %
Primigravida 182 60.7
Multigravida 118 39.3

Total 300 100
Graph 3

Distribution of participants by gravidity

70
60.7
60
50
39.3
40
X
30
20
10
0
Primigravida Multigravida
Gravidity

I nter pretation

The table illustrates the distribution of partigips based on gravidity, categorizing
them into primigravida and multigravida. Out of tB80 participants, 60.7% (182
women) were primigravida, while 39.3% (118 womemyev multigravida. This
indicates that a significant majority of the wonexperiencing postdated pregnancies

in this study were first-time mothers.
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This finding is consistent with the study by Karraaket al. (2020), which also
reported a higher prevalence of postdated pregearanong primigravida women.
The study attributed this to the physiological amé&tomical differences in first-time
mothers, such as a less elastic cervix and lordpear Iduration, which may contribute

to the prolongation of pregnancy.

Similarly, Albagir Mahdi Ahmed Hassan et al. (20®2Bserved that primigravida
women were more likely to experience postdated margies compared to

multigravida women, further supporting the resoltshis study.

The higher proportion of primigravida women in mlzged pregnancies underscores
the need for closer monitoring and timely interv@ms in first-time mothers to
prevent adverse maternal and fetal outcomes. Tiisdes regular antenatal check-
ups, early identification of risk factors, and ciolesation of labor induction when

necessary.

Graph 3 visually represents the gravidity distritwit with a clear dominance of the
primigravida category (60.7%) over the multigravidategory (39.3%). This
graphical representation reinforces the numeriagd,chighlighting the importance of

focusing on primigravida women in the managememtostdated pregnancies.

In conclusion, the distribution by gravidity in shétudy aligns with existing literature,
emphasizing the need for tailored clinical appreschto manage postdated

pregnancies, particularly in first-time mothers.
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Table 4 Distribution of participants by Registered/Unregistered women.

Register ed/unregistered
n =300 Per centage %
women
Registered 233 77.7
Unregistered 67 22.3
Total 300 100
Graph 4

Distribution of cases by registered and unregistere

B Registered

BUnregistered

The table shows the distribution of participantssdsh on whether they
were Registered (R) or Unregistered (UR) women. Ooft a total of 300
participants, 233 (77.7%) were registered womenledY (22.3%) were unregistered
women. This indicates that the majority of the igants in the study were
registered women, which may reflect better accesantenatal care and hospital
services among this group. The graph visually gts the distribution of registered
and unregistered women. The registered particip@nts/%) dominate the chart,
highlighting their significant representation iretstudy. The unregistered participants
(22.3%) form a smaller proportion, suggesting thabnsiderable number of pregnant

women may not have accessed regular antenatabchospital services.
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Comparison with Other Studies:

The findings of this study align with previous rasgh, which has shown
that registered women often constitute a largepgnton of participants in hospital-
based studies due to better access to healthceailgida and antenatal care. For

example:

« A study by Singh N et al. (2020) also reported ghbr proportion of
registered women in their study on postdated pmegiea, emphasizing the
importance of regular antenatal check-ups in imp@uvnaternal and fetal
outcomes.

- Similarly, Karmakar S et al. (2020) found that stgied women were more
likely to have better perinatal outcomes comparediriregistered cases, as

they received timely medical interventions and ranmg.

The higher percentage of registered women in thidys(77.7%) suggests that
these women may have had better access to healttssavices, which could
positively influence maternal and fetal outcomescantrast, the 22.3% unregistered
women may represent a group with limited accessrtenatal care, potentially
leading to higher risks of complications. This Hights the need for improved
healthcare access and awareness programs to etmairall pregnant women,

regardless of registration status, receive adeqrdtnatal care.

The distribution of registered and unregisteredtigpants in this study
reflects the broader trend observed in similar agde where registered women
dominate due to better access to healthcare servidee findings underscore the
importance of improving healthcare access for usteged pregnant women to

reduce risks associated with postdated pregnancies.
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Table5 Distribution of participants by gestational age

Period of gestation n =300 Per centage %
40 weeks 1 day 102 34.0
40 weeks2 day 66 22.0
40 weeks 3 day 49 16.3
40 weeks 4 day 37 12.3
40 weeks 5 day 21 7.0
40 weeks 6 day 7 2.3

Above 41 weeks 18 6.0
Total 300 100
Graph 5
Distribution of participants by gestational age
40.0

35.0

34.0
30.0
25.0 220
X 20.0
16.3
15.0 123
10.0
7.0 6.0
5.0 I - I
0.0 L1

40 weeks 1 40 weeks2 41 weeks 3 41 weeks 4 41 weeks 5 41 weeks 6 Above 41

day day day

day
Gestational age

day weeks
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The table presents the distribution of participdrgsed on their gestational age at the
time of the study. The majority of the participaidg.0%) were at 40 weeks and 1
day of gestation, followed by those at40 weeks @ndlays (22.0%). As the
gestational age increased, the number of partitspdecreased, with only 2.3% at 41
weeks and 6 days and 6.0% atabove 41 weeks. Tsisbdtion indicates that
postdated pregnancies are most commonly obsereadéithe 40-week mark, with a

gradual decline as pregnancy progresses beyongdadhis

Comparative Analysiswith Literature:

This finding aligns with the study by Singh et €020), which reported that the
majority of postdated pregnancies were concentratednd the 40-week period, with
a significant drop in prevalence as gestational sgpeeased beyond 41 weeks.
Similarly, Karmakar et al. (2020) observed thattiisks of adverse maternal and fetal
outcomes increased with advancing gestational pgeicularly beyond 41 weeks,
which may explain the lower number of participamghis category. These studies
collectively highlight the importance of timely @rvention and monitoring as

pregnancy progresses beyond the 40-week mark tgatatrisks.

Clinical Implications:

The higher prevalence of postdated pregnancie® ate¢ks underscores the need for
vigilant monitoring during this period. As the rsslof complications such as fetal
hypoxia, meconium aspiration syndrome (MAS), andlbsth increase with
advancing gestational age, healthcare providersldlemnsider timely interventions,

such as labor induction, particularly for pregnasaextending beyond 41 weeks.
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Graph 5 visually represents the distribution of tipgrants by gestational age,
showing a peak at 40 weeks and 1 day, followed byadual decline as gestational
age increase. This graphical representation reiafothe numerical data, emphasizing

the critical period around 40 weeks for monitoriagd intervention in postdated

pregnancies.

In conclusion, the distribution by gestational agethis study aligns with existing
literature, highlighting the importance of timelyamagement and intervention in

postdated pregnancies, particularly as they predvegond 40 weeks.
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Table 6 Distribution of participants as per mode of delivery

Mode of delivery n =300 Per centage %

Vaginal delivery 129 43.0
LSCS 151 50.3
Instrumental delivery 20 6.7
Total 300 100

Graph 6

%
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o
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Vaginal delivery LSCS Instrumental delivery

Mode of delivery

Table6 Interpretation:

The table shows the distribution of participantsdzhon the mode of delivery.
Out of 300 participants, the majority (151, 50.3%yerwent Lower Segment
Cesarean Section (LSCS), followed by vaginal deyive29, 43.0%), and a small
proportion (20, 6.7%) had instrumental delivery. isThindicates that cesarean

delivery was the most common mode of delivery is gtudy population.
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The graph visually represents the distribution aftipipants based on the mode
of delivery. The LSCS group (50.3%) dominates thart; highlighting its prevalence
as the primary mode of delivery. The vaginal deivgroup (43.0%) follows closely,
while the instrumental delivery group (6.7%) foresnuch smaller proportion. This
suggests that cesarean sections were the prefarmeetessary method of delivery in

a significant number of cases.

Comparison with Other Studies:

The findings of this study align with previous rasgh, which has shown
that cesarean delivery is often the most common emofl delivery in postdated

pregnancies due to increased risks of complicatiBasexample:

« A study by Karmakar S et al. (2020) reported a higfle of cesarean sections
in postdated pregnancies, primarily due to fetatrdss, failed induction, and
other maternal complications.

- Similarly, Albagir Mahdi Ahmed Hassan et al. (2022)nd that postdated
pregnancies were associated with a significantbreiased risk of cesarean
delivery, often due to obstructed labor, fetalr@iss, and meconium aspiration

syndrome.

The high rate of LSCS (50.3%) in this study reffethe increased risks
associated with postdated pregnancies, such a$ detmess, macrosomia, and
maternal complications like labor dystocia. Theatigely lower rate of vaginal
delivery (43.0%) and minimal use of instrumentaliviey (6.7%) further emphasize

the challenges in managing postdated pregnanaiesgh normal delivery methods.
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Conclusion:

The distribution of the mode of delivery in thisudy highlights the
predominance of cesarean sections (50.3%), whidornsistent with findings from
similar studies. This underscores the increasekbs rasxd complications associated
with postdated pregnancies, necessitating cesadetimery in many cases. The
findings emphasize the need for careful monitoramgd timely intervention in

postdated pregnancies to ensure better materndétai@dutcomes.

Table 7: Distribution of participants according to mode of onset of labor

M ode of onset of labor n =286 Per centage %
Spontaneous 162 54%
Induced 124 41.3%
Total 286 95.3%

* Out of 300 participants, 14 participants undervwedattive LSCS.

The table shows the distribution of participarasdd on the mode of onset of
labor. Out of 286 participants (excluding 14 whoderwent elective LSCS), 162
(54%) had spontaneous onset of labor, while 124384} had induced labor. This
indicates that spontaneous labor was slightly necoremon than induced labor in this
study population. The remaining 14 patients (4.d¥%gerwent elective LSCS without
labor onset.

The distribution of the mode of onset of laboteets the clinical management
of postdated pregnancies, where spontaneous labopbrmmon, but a significant
proportion requires induction or elective cesaréealivery to ensure safe maternal and
fetal outcomes. This highlights the importance afetul monitoring and timely

intervention in postdated pregnancies.
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Table 8 Distribution of participants according to mode of delivery and mode of

onset of labor
Spontaneous Induced Total
Mode of delivery
n (%) n (%) n (%)
Vaginal 88 (29.3) 41 (13.6) 129 (43)
Emergency LSCS 63 (21) 74 (24.6) 137 (45.6)
Ventouse 11 (3.6) 9 (3) 20 (6.6)
Total 162 (54) 124 (41.3) 286 (95.3)

*Out of 300 participants, 137 participants underivamnergency LSCS, and 14

participants underwent elective LSCS.

The table presents the distribution of patientefdam their mode of delivery
and mode of onset of labor categorized into sp@was and induced deliveries.
Among the total 286 patients (95.3% of the cohd§% underwent spontaneous
deliveries, while 41.3% had induced deliveries. Ajonity of the patients (43%)
delivered vaginally, with 88 patients having spoetaus labor and 41 induced.
Emergency LSCS (lower segment caesarean sectiohpedormed in 137 patients
(45.6%), with 63 spontaneous and 74 induced casgestouse-assisted deliveries
were less common, accounting for 6.6% (20 patiemtgh 11 spontaneous and 9
induced. Notably, 14 patients underwent electiv€ §Swhich is not included in this
distribution but contributes to the overall deliy@utcomes. The findings in this table
provide insights into the delivery practices, shagva higher proportion of emergency
LSCS and vaginal deliveries, with a smaller shareventouse-assisted deliveries
compared to spontaneous and induced deliveries p@adng these results with those

in the original study helps to understand the laedivery trends and protocols.
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Table 9 Distribution of participants by type of induction

Number of participants

Type of induction Per centage %
n=124
Prostaglandin E2 gel 62 50%
Prostaglandin E2 gel-
41 33.06%
Misoprostol 25mcg
Misoprostol 25mcg 7 5.64%
Mifepristone -24hrs-
2 1.61%
Misoprostol 25mcg
Mifepristone -24hrs -
2 1.61%
Prostaglandin E2 gel
Hygroscopic mechanical
2 1.61%
dilator
Hygroscopic mechanical
dilator - Misoprostol 8 6.45%
25mcg
Total 124 100%

The table shows the distribution of induction mekhaised for labor in postdated

pregnancies. Out of 300 participants ,124 partidipainderwent induction of labor.

Among 124 participants, Prostaglandin E2 gel wasrttost common method, used

in 50% of cases, followed by a combination of Pagktndin E2 gel and Misoprostol

25mcg (33.06%%). Misoprostol 25mcg was used iM%% of cases, while other

methods, such as Mifepristone-Misoprostol 25mcglmoation(1.61%), Mifepristone

and prostaglandin E2 gel combination (1.61%), Hggopic mechanical dilators

(1.61%) and Hygroscopic mechanical dilator and Misstol 25mcg combination
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(6.45%) were less frequently used. This indicatpeeéerence for prostaglandin-based
methods, likely due to their efficacy and safety imucing labor in postdated
pregnancies. The data highlights the variabilityniduction practices, with a focus on

methods that balance effectiveness and minimakoisfloth mother and fetus.

Table 10 Distribution as per mode of delivery in induction of labor participants

INDUCED(n=124)
Type of induction and mode of ddlivery
n %
VAGINAL 27 41.7
Prostaglandin E2| Mode of
LSCS 32 53.3
gel delivery
VENTOUSE 3 5.0
Prostaglandin E2 VAGINAL 11 26.8
Mode of
gel- Misoprostol LSCS 27 65.9
delivery
25mcg VENTOUSE 3 7.3
VAGINAL 1 14.3
Mode of
Misoprostol 25mcg LSCS 4 57.1
delivery
VENTOUSE 2 28.6
VAGINAL 0 0.0
Mifepristone -24hrsq Mode of
LSCS 2 100.0
Misoprostol 25mcg| delivery
VENTOUSE 0 0.0
Mifepristone -24hrs VAGINAL 0 0.0
Mode of
- LSCS 2 0.0
delivery
Prostaglandin E2 gel VENTOUSE 0 0.0
Hygroscopic Mode of VAGINAL 0 0.0
mechanical dilator | delivery LSCS 2 100.0
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VENTOUSE 0 0.0
Hygroscopic VAGINAL 2 25.0
Mode of
mechanical dilator - LSCS 4 50.0
delivery
Misoprostol 25mcg VENTOUSE 2 25.0
Total 124

Table 10 displays the distribution of patients adowy to the type of induction and
mode of delivery for the induced group (n=124). Tuse of Prostaglandin E2 gel
resulted in 41.7% of patients delivering vaginai3.3% requiring LSCS, and 5%
undergoing ventouse-assisted delivery. When a awettibn of Prostaglandin E2 gel
and Misoprostol (25mcg) was used, 26.8% deliveragdinally, 65.9% underwent
LSCS, and 7.3% had ventouse-assisted delivery.iauction with Misoprostol

(25mcg), 14.3% had vaginal delivery, 57.1% had LS&& 28.6% had ventouse-

assisted delivery.

The combination of Mifepristone (24hrs) and Misagiod (25mcg) resulted in 100%
LSCS, with no vaginal or ventouse deliveries. Tlke of Mifepristone (24hrs) and
Prostaglandin E2 gel led to 100% LSCS, with no nalgor ventouse deliveries. The
use of the hygroscopic mechanical dilator alone edsulted in 100% LSCS, with no
vaginal or ventouse deliveries. Lastly, the comtimaof the hygroscopic mechanical
dilator and Misoprostol (25mcg) led to 25% vagidaliveries, 50% LSCS, and 25%

ventouse-assisted deliveries.

In conclusion, LSCS was the most common outcomesacdifferent induction
methods, especially when more intensive methods Mksoprostol or Mifepristone
were involved. Vaginal deliveries were more likeljth Prostaglandin E2 gel alone,

while ventouse was less commonly used. Compariegethiesults with the original
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study would help in analyzing the success rates mattérns of different induction

methods.

Table 11 Duration of 1% stage of labor

M ode of onset of labor

Spontaneous Induced
(n=99) (n=50)
n % n %
<4HR 3 3.03% 0 0.0
4-12HR 13 13.13% 4 8%
Duration
>12-20HR 13 13.13% 7 14%
Primigravida of 1st
>20-30HR 7 7.07% 12 24%
stage
>30-40HR 1 1.01% 1 2%
>40HR 1 1.01% 3 6%
Mean 15.08 22.74
<4HR 10 10.10% 0 0.0
4-12HR 33 33.33% 9 18%
Duration
>12-20HR 11 11.11% 10 20%
Multigravida of 1st
>20-30HR 6 6.06% 3 6%
stage
>30-40HR 1 1.01% 1 2%
>40HR 0 0.0 0 0.0
Total 99 100% 50 100%
Mean 10.57 14.86

Page 59



Reaults

Table 11 shows the duration of the first stageabbt categorized by mode of onset,
for both primigravida and multigravida. The data sSplit between spontaneous
deliveries (n=99) and induced deliveries (n=50)e Tata includes both vaginal and
ventouse assisted deliveries. The duration of |&adr been calculated since the time

of admission.

For primigravida:

In spontaneous deliveries, 3.03% had a first sthgation of less than 4 hours,
13.13% between 4-12 hours, 13.3% between >12-25hand 7.07% between 20-
30 hours. A small percentage, 1.01%, had a durati®@-40hours. A small
percentage, 1.01%, had a duration more than 40hours

In induced deliveries, 8% had a first stage duratd 4-12 hours, 14% between
>12-20 hours ,24% between >20-30 hours,2% betw86r48 hours and 6% more

than 40hours.There were no induced deliveries duttations less than 4 hours.

For multigravida:

In spontaneous deliveries, 10.10% had a duratiotesd than 4 hours, 33.33%
between 4-12 hours, 11% between >12-20 hours, ade¥®6 between >20-30
hours. Only 1.01% had a duration between 30-40 hcamd none exceeded 40
hours.

In induced deliveries, 18% had a first stage daratetween 4-12 hours, 20%
between >12-20 hours, 6% between >20-30 hours &md&ween >30-40hours.
There were no induced deliveries in the <4 hoummare than 40 hours ranges,
The mean duration of first stage labor for spontaisedelivery in primigravida was

15.08 hours, while for induced deliveries, it wagngicantly longer at 22.
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74hours.Similarly for multigravida mean duratiorr fpontaneous delivery was

10.57hours and in induced deliveries was 14.86hours

This suggests that the first stage of labor wagdotior induced deliveries, and it
was more commonly associated with primigravida emdtigravida women having
longer labor durations, particularly in the rangel@-30 hours. The comparison

between spontaneous and induced deliveries duratiophasizes the added time

needed for induced vaginal deliveries.

Table 12 Duration of 2" stage of labor

Mode of delivery
Spontaneous Induced
(n=99) (n=50)
n % n %
<30MIN 26 26.26% 18 36%
Duration
30-1HR 11 11.11% 8 16%
Primigravida | of 2nd
>]1HR-1HR 30MIN 2 2.02% 0 0
stage
>1HR 30MIN-2HR 0 0% 0 0
M ean 26.5 24.23
<30MIN 49 49.49% 21 42%
Duration
30MIN -1HR 11 11.11% 3 6%
Multigravida | of 2nd
>1HR 30MIN-2HR 0 0% 0 0
stage
>1HR 30MIN-2HR 0 0% 0 0
Total 99 100% 50 100%
Mean 20.5 18.75
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For primigravida:

In spontaneous deliveries, 26.6% had a second siagation of less than
30min,11.11% between 30min to 1hr and 2.02% betwlebour and 1 hour 30
minutes.

In induced deliveries, 36% had a second stage idardss than 30min,16%
between 30min -1hr.There were no induced delivesigls duration more than 1

hour.

For multigravida:

In spontaneous deliveries 49.49% had second stagatiah less than
30min,11.11% between 30min-1hour. There were notspeous deliveries with

duration more than 1 hour.

In induced deliveries, 42% % had a second stagatidarless than 30min,6%
between 30min-1hour. There were no induced deésgeith time duration more
than 1hr.

The mean duration of second stage labor for spentandelivery in primigravida
was 26.5 minutes, while for induced deliveriesyats 24.3 minutes, similarly for
multigravida mean duration for spontaneous delivegs 20.5minutes and in

induced deliveries was 18.75minutes.
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Table 13 Indications for emergency caesar ean sections

Indications n=137 %
oligohydramnios 13 9.48%
Anamnios 4 2.91%
Fetal distress 43 31.38%
DTA 7 5.10%
CPD 17 12.4%
CDMR 12 8.75%
Failed Induction 25 18.24%
Thick Meconium-stained liquor 7 5.10%
Abruptio placenta 1 0.72%
Non reassuring NST 2 1.45%
Brow Presentation 1 0.72%
Persistent occipitoposterior position 2 1.45%
Cord presentation 1 0.72%
Severe PE 1 0.72%
Prolonged PROM 1 0.72%
Total 137 100%

Table 13 presents the distribution of indicatiomsdmergency caesarean sections (C-
sections), out of 300 participants, 137 patientglviaccounts for 45.6% of the total
case underwent emergency caesarean sections. Ad®ngpatients, the leading
indication was fetal distress, occurring in 43 ca$81.38%), followed by failed
induction 25 cases, (18.24%) and cephalopelvic rdmEption (CPD) 17 cases,

(12.4%). Other notable indications included oligdtamnios (13 cases, 9.48%),
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Cesarean delivery on maternal request (CDMR) (12exa8.75%), and thick

meconium-stained liquor (7 cases,5.10%). Less camreasons included anamnios
(4 cases,2.91%), deep transverse arrest (DTA) g&s¢®.10%), non-reassuring NST
(2 cases, 1.45%), persistent occipitoposteriortjposi(2 cases, 1.45%), and brow
presentation (1 case, 0.72%). Rare causes suchowbs presentation, severe
preeclampsia (PE), and prolonged PROM were eacbredd in one case (0.72%).
These findings highlight the most frequent facteading to emergency C-sections,
with fetal distress being the most prominent cauwdgle other conditions were less
frequent but still notable.

Table 14 Indications for € ective caesar ean sections

Indications n=14 Percentage %
oligohydramnios 7 50%
Anamnios 3 21.42%
Macrosomia 1 7.14%
CDMR 2 14.28%
Absent end diastolic flow 1 7.14%
Total 14 100%

Table 14 presents the distribution of indicatioos élective caesarean sections (C-
sections), out of 300 participants, 14 patient§§%) underwent elective caesarean
sections. Among 14 patients (4.66%) , the indicetifor caesarean sections listed
here oligohydramnios (50%), anamnios (21.42%), osmnia (7.14%), CDMR
(14.28%), and absent end diastolic flow (7.14%)—atatively common in obstetric
studies examining the reasons for elective caesaseations. : In studies such as

Heimstad et al. (2008) and Ghumare & Bargaje (20b®aternal indications for
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cesarean sections, like oligohydramnios, are ofteted, though exact percentages

may vary based on regional or hospital-specifiadat

Table 15 Distribution of participants according to maternal morbidity indicators

Maternal morbidity indicators n=14 Per centage %
Atonic PPH 5 35.71%
Surgical site infection 4 28.57%
Cervical tear 1 7.14%
4th degree perineal tear 1 7.14%
Retained placenta 1 7.14%
Puerperal pyrexia 2 14.28%
Total 14 100%

Table 15 represents the distribution of participamtcording to maternal morbidity
indicators out of 300 participants,14 participaexperienced complications. Among
14 participants, 5 participants (35.71%) had AtdPRH, 4 participants (28.57%) had
surgical site infections, 2 participants (14.28%y lpuerperal pyrexia, cervical tear,
4" degree perineal tear and retained placenta wene iseone participant (7.14%)

each.

Study Comparison: Maternal complications such asniat PPH, surgical site
infections and cervical tears are consistent witteoclinical studies. Bansal (n.d.)
and Chaudhari et al. (2017) mention similar conggians, especially atonic PPH and
surgical site infections, highlighting the importan of timely intervention for

maternal morbidity.
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Table 16 Fetal and perinatal outcomes

Fetal and perinatal outcomes n=24 Per centage %
Neonatal ICU admissions 23 95.83%
Meconium aspiration syndrome 0 0%
Stillbirth 1 4.16%
Neonatal death 0 0%
Atelectasis 0 0%
Hypoglycemia 0 0%
Total 24 100%

Table 16: Fetal and Perinatal Outcomes

Out of 300 participants, 24 babies (8%) had nedmrataplications. Among 24babies
(8%), the following were the outcomes observednat ICU admissions (95.83%)
were the most common outcome and one baby hadirshll(4.16%), which is
consistent with findings in Dobariya et al. (20And Pransukhbhai & Londhe (2020),
where neonatal complications lead to increased #duhissions. Narayan & Sheela
(2021) note similar outcomes in postdated pregmesnevhere neonatal distress often

leads to ICU admissions.

Table 17 - Indications for NICU admission

Indicationsfor NICU admission N=23 Percentage %
Hyperbilirubinemia 16 69.56%
Respiratory disease 4 17.39%

Seizures 1 4.34%
Dehydration 1 4.34%
Low birth weight 1 4.34%
Total 23 100%
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Table 17: Indicationsfor NICU Admission

The most common reasons for NICU admissions wepeiiylirubinemia (69.66%)
and respiratory (17.39%), seizures (4.34%), dehimrg4.34%), low birth weight
(4.34%) which were in line with other research, lsas Kandalgaonkar & Kose
(2019), where neonatal complications like hyperbidinemia are prevalent.Singh et

al. (2020) also document hyperbilirubinemia asaalileg cause for NICU admissions.

Table 18 Distribution of participants according to the APGAR score

APGAR Score n = 300 Per centage %

<4 1 0.3%

APGAR Score 1 min 4-7 127 42.3%

>7 172 57.3%

Total 300 100%
<4 1 0.3%
APGAR Score 5 min 4-7 5 1.6%
>7 294 98%

Total 300 100%

Table 18: Distribution of Participants According to the APGAR Score

The APGAR score distribution at 1 and 5 minutesrfeonates shows the majority
have scores >7 (57.3% and 98%), which is genecalhsistent with the findings in
Caughey et al. (2005) and Yousfani et al. (2022jctv emphasize the relatively high
APGAR scores in term pregnancies. Anand & Shah qp@iscuss the relationship

between birth outcomes and APGAR scores, showindasitrends.
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Table 19 Distribution of participants according to birth weight

Birth weight n = 300 Per centage %
<2.5kg 17 5.7%
2.5-3.5kg 271 90.3%
>3.5kg 12 4.0%

Total 300 100%

Table 19: Distribution of Participants According to Birth Weight

A majority (90.3%) of neonates fall within the 2% kg range, which is typical, as
Gurung et al. (2022) and Pandav et al. (2022) tepaimilar distribution of birth
weights for term pregnancies. : Karmakar et al.2(®@0also found a similar birth

weight range in their study on post-dated pregresci

Table 20 Distribution of pH in babieswith Fetal Distress and meconium-stained

liquor
Blood gas n =45 Per centage %
7.35-7.45 6 13.3%
7.00-7.34 39 86.6%
6.5-6.9 0 0%
<6.5 0 0%
Total 45 100%
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Table 20: Distribution of pH in Babies with Fetal Distress and M econium-

Stained Liquor

Out of 300 participants, 50 participants experiendetal distress and thick
meconium-stained liquor. Among 50 babies, only 4Biés blood gas analysis was
available. The pH levels in these neonates weretlynasthin 7.00-7.34 (86.6%),
with very few showing extreme pH levels. This isnsistent with findings from
Ghumare & Bargaje (2019) and Hassan et al. (2022¢re pH levels below 7.0 are
rare. Sarmah et al. (2022) mention similar blood fyadings in neonates with fetal

distress, where most have stable pH levels.
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DISCUSSION

The present study was conducted at KLE's Dr Prabhadore Hospital,
Belagavi with an objective to determine the matkamal fetal outcomes in postdated
pregnant women. All pregnant women admitted in lddgor room of KLE's Dr
Prabhakar Kore Hospital, Belagavi were screenedaamden with period of gestation
ranging between 40weeks 1day to 41weeks 6day whe Wwfilling the inclusion
criteria were recruited in the study. A detailedormation on demographics and
participant history, gestational details and delivdetails were recorded on a case
report form designed specifically for the study.ther and baby was followed up till
the date of discharge. Incidence of postdated megnwas calculated by including
the total number of screened women during the spedipd. A total of 4414 pregnant
women were screened and 300 participants wereitedythe incidence of postdated

pregnancy was found to be 7.11%.

The demographic data collected in this study presid valuable insight into
the factors influencing maternal and fetal outcomesostdated pregnancies. Table 1
reveals the age-wise distribution of participargispwing that the majority of the
participants (54.0%) were between 20-25 years ef apis suggests that postdated
pregnancies are more prevalent in younger wometrerad that aligns with the
findings of studies by Singh et al. (2020) and Kakar et al. (2020), who also
observed higher rates of postdated pregnanciesisnage group. These findings
might be explained by the generally better reprtdac health and fewer
comorbidities in younger women, which could makenthmore likely to experience
postdated pregnancies. The smaller proportion ofigg@ants aged 30-38 years
(11.0%) could be attributed to the higher likelidoaf medical interventions in older

women, such as induction of labor, aimed at redudime risks associated with
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prolonged pregnancies. This trend reflects a pattensistent with existing literature,
suggesting that postdated pregnancies are more oolynobserved in younger
women, necessitating targeted monitoring and manege in this age group to

mitigate potential complications.

The socioeconomic status (SES) of the participam¢sshown in Table 2,
indicates that the majority of the study populati@6.3%) belonged to the low
socioeconomic status group. This mirrors findingsf other studies, such as those
by Albagir Mahdi Ahmed Hassan et al. (2022) and d&dgaonkar VP et al. (2019),
who found that women from lower-income backgrouadsmore likely to experience
postdated pregnancies, likely due to limited actestimely and adequate antenatal
care. The higher prevalence of postdated pregnaintithis group could be linked to
barriers such as financial constraints, lack ofeascto healthcare facilities, and
limited health education, which could all contribub delayed or inadequate prenatal
care. The smaller representation of participamsfthe middle socioeconomic status
group (13.7%) suggests that individuals from higheome backgrounds may have
better access to private healthcare services amdy eesult, fewer complications
related to postdated pregnancies. The over regeganof low socioeconomic status
individuals emphasizes the need for targeted ietdgions to improve healthcare
access for economically disadvantaged populatipasticularly in the context of
postdated pregnancies. Addressing these dispaistiesucial for reducing maternal
and fetal complications and improving overall heasutcomes in these vulnerable

groups.

In conclusion, the demographic and socioeconomidirfigs in this study

reflect broader trends observed in similar researth highlight the importance of
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targeted healthcare interventions. The higher peeca of postdated pregnancies in
younger, lower-income women, and those with limiéedess to healthcare services
underscores the need for policies aimed at impgpwntenatal care, especially in
underserved communities. Ensuring that all pregmaminen, regardless of age or
socioeconomic status, have access to timely amttefé healthcare is essential for
improving maternal and fetal outcomes and reducioigplications associated with

postdated pregnancies.

The distribution of participants based on gravidityows that a majority,
60.7%, were primigravida (first-time pregnancies), whi@3% were multigravida
(women with previous pregnancies). This trend isststent with other studies that
report a higher prevalence of postdated pregnaacmmg first-time mothers. Studies
have shown that primigravida women are at a higis&rfor postdated pregnancies,
emphasizing the need for closer monitoring and Ilfimeterventions to prevent

adverse outcomes.

Table 4 further explores the distribution of papsmts based on their
registration status, revealing that 77.7% of pgréicts were registered cases, while
22.3% were unregistered. This higher percentagegiftered cases indicates better
access to antenatal care and hospital servicesgathsngroup, suggesting that those
who received regular prenatal check-ups were betiaipped to manage postdated
pregnancies. This finding is consistent with otsteidies, such as those by Singh et al.
(2020) and Karmakar et al. (2020), who reportedt tregistered cases often
experienced better maternal and fetal outcomestatienely medical interventions.
Conversely, the 22.3% of unregistered cases higtslighe disparity in access to

healthcare, as these women may have faced challémgdtaining regular care. The
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relatively smaller proportion of unregistered casederscores the need for improved
healthcare access, especially for pregnant womenderserved areas, to ensure they
receive necessary medical interventions and mongoto prevent complications

associated with postdated pregnancies.

Regarding gestational age, most participants wete/den40 weeks and 1
day and 40 weeks and 2 days, with a gradual decrease as pregnancy progressed
beyond 41 weeks. This is in line with other research that suggeststdated
pregnancies are most commonly observed in the rédgeeeks to 40 weeks 3days,
with risks increasing beyorndl weeks. Timely interventions, such as labor induction,
are crucial for pregnancies extending beyond thimtpto mitigate risks like fetal

hypoxia and stillbirth.

When examining the mode of delive§0.3% of women underwent ower
Segment Cesarean Section (L SCS), while 43.0% had vaginal deliveries, ar@i7%
had instrumental deliveries. Cesarean section waas nhost common mode of
delivery. This finding aligns with other studiesathreport a higher rate of cesarean
deliveries in postdated pregnancies due to contpita such as fetal distress, failed
induction, and meconium-stained liquor. The higte raf LSCS highlights the need
for careful monitoring and timely interventions prostdated pregnancies to ensure

better maternal and fetal outcomes.

In terms of the onset of labd4% of the participants had spontaneous labor,
and 41.3% had induced labor. A small percentage had eleate®arean sections
without labor onset. This reflects the clinical rmgament of postdated pregnancies,
where spontaneous labor is common, but many caslesesjuire induction or

cesarean delivery. Among induced participaRt®staglandin E2 gel (50% )was the
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most commonly used method of induction,followed @&y combination of
Prostaglandin E2 gel and Misoprostol 25mcg(33.06% ),Misoprostol 25mcg(5.64%)

, combination of mifepristone and misoprostol 25(i081%),mifepristone and
Prostaglandin E2 gel(1.61%), hygroscopic mechanical dilator(1.61%) and the
combination hygroscopic mechanical dilator andMisoprostol 25mcg(6.45%).The
induction methods generally led to higher ratecegfarean sections, with a smaller

proportion of vaginal deliveries or ventouse-assisteliveries.

On observing the duration of labor in spontaneond sduced deliveries
(including both vaginal and instrumental deliveyjesuggests that the first stage of
labor was longer for induced deliveries, and it wasre commonly associated with
primigravida and multigravida women having longabdr durations, particularly in
the range of 12-30 hours. The comparison betweamtapeous and induced

deliveries duration emphasizes the added time mefedénduced vaginal deliveries.

Emergency cesarean sections were mostly indicatedfetal distress,
occurring in 43 cases (31.38%), followedflayed induction 25 cases, (18.24%) and
cephalopelvic disproportion (CPD) 17 cases, (12.4%). Other notable indications
includedoligohydramnios (13 cases, 9.48%), Cesarean delivery on matergakst
(CDMR) (12 cases, 8.75%), antick meconium-stained liquor (7 cases,5.10%).
Less common reasons includadamnios (4 cases,2.91%}Yeep transverse arrest
(DTA) (7 cases, 5.10%)non-reassuring NST (2 cases, 1.45%)persistent
occipitoposterior position (2 cases, 1.45%), artlow presentation (1 case, 0.72%).
Rare causes such aesrd presentation, severe preeclampsia (PE), andprolonged

PROM were each observed in one case (0.72%). Theseatmahs highlight the
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complications often associated with postdated megies and the need for timely

intervention.

The indications for elective cesarean sectionsemtesl in Table 14 show a
relatively low percentage of maternal complicatisnsh as oligohydramnios (50%),
anamnios (21.42%), macrosomia (7.14%), CDMR (14 28&0td absent end diastolic
flow (7.14). Studies like those by Heimstad et(2D08) and Ghumare & Bargaje
(2019) support the association between oligohydrasnand cesarean sections. These
maternal indications often necessitate timely madimterventions to prevent

complications during delivery.

In summary, this study confirms that postdated paegies often involve a
higher rate of cesarean sections, particularly nimigravida women. The use of
induction methods and careful monitoring are esalefior minimizing the risks
associated with postdated pregnancies. The findnggest that timely intervention,
including induction and cesarean sections, wheesgagy, is critical for ensuring the

safety of both mothers and babies.

The findings from the tables provide valuable ihssginto the maternal and
fetal outcomes of postdated pregnancies and aaignment with existing research.
Each of these indicators contributes to understendhe complexities and risks

associated with extended gestational periods.

M ater nal Outcomes;

Additionally, Table 15 presents maternal morbiditgicators, such as atonic
postpartum hemorrhage (PPH), surgical site infasti@ervical tears, perineal tears,

puerperal pyrexia and retained placenta. Thesenfysdare consistent with those of
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Bansal and Chaudhari et al. (2017), who also ifieationic PPH and surgical site
infections as significant concerns in obstetricecaktonic PPH, especially, is more
prevalent in postdated pregnancies due to prolonigbdr and uterine atony.

Addressing these issues early on through apprepn@nagement strategies can

significantly reduce maternal morbidity.

Fetal and Neonatal Outcomes:

Table 16 highlights fetal and perinatal outcomed)em® neonatal ICU
admissions (7.6%) were the most common, partigulaml cases of postdated
pregnancies. This finding aligns with studies swashDobariya et al. (2017) and
Pransukhbhai & Londhe (2020), where neonatal distie postdated pregnancies
often necessitates ICU care. Similarly, Narayanh®ea (2021) also report high rates
of neonatal complications in postdated pregnaneiegmhasizing the increased risk of

complications such as asphyxia, meconium aspiragiod hypoglycemia.

In Table 17, the most common reasons for NICU aslimins among the NICU
admitted babies were identified as hyperbilirubireif©9.56%), respiratory disease
(17.39%), seizures (4.34%), dehydration (4.34%) hirth weight (4.34%). This
observation is consistent with the research by Khysbnkar & Kose (2019) and
Singh et al. (2020), who found that hyperbilirubima and respiratory diseases are
prevalent causes for NICU admissions. Postdatednprecies, particularly those
lasting beyond 40 weeks, are at higher risk oflfetiatress, which can lead to

complications such as hyperbilirubinemia and redpiny problems in neonates.
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APGAR Scoresand Birth Weight:

Table 18 shows the APGAR score distribution formsges at 1 and 5 minutes,
where the majority of babies have scores greager Th This result is consistent with
Caughey et al. (2005) and Yousfani et al. (2022)p weport a high percentage of
neonates from term pregnancies having good APGA®&esc However, it is
important to note that while these scores indiggged health, they should not be
viewed in isolation. Neonates from postdated pragms may still face other

complications that could require NICU care.

Table 19 presents therth weight distribution, with the majority of neonates
(90.3%) falling within the 2.5-3.5 kg range. Thigyas with findings by Gurung et al.
(2022) and Pandav et al. (2022), who also repoatesimilar distribution in their
studies of term pregnancies. 17 neonates (5.7%ghwvés less than 2.5kg suggesting
fetal growth restriction. However, it is worth nagi that postdated pregnancies can
sometimes lead to macrosomia (larger-than-average$), which might increase the
likelihood of cesarean sections due to deliveryidifties. In the current study, this
was observed in only a small percentage, indicaingjatively normal distribution of

birth weights.

Fetal Distressand Blood GasAnalysis:

Table 20 presents the pH in babies with fetal eésstrand thick meconium
stained ligor.Out of 300 participants, 50 particifsaexperienced fetal distress and
thick meconium-stained liquor. Among 50 babiesyoth babies blood gas analysis
was available. The pH levels in these neonates mestly within 7.00-7.34 (86.6%),

with very few showing extreme pH levels. This isisistent with Ghumare & Bargaje
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(2019) and Hassan et al. (2022), who report thahaies with fetal distress typically
have stable pH levels, with very few cases showiqdd below 7.0. The presence of
meconium-stained liquor, often seen in postdatedmancies, is a key indicator of
fetal distress, and a stable pH level suggestswithae distress is present, it may not

always lead to severe acidosis, which is a key @aoninn managing these cases.
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STRENGTH OF THE STUDY

1. Large SampleSize

The study incorporates a substantial sample siggareeing the statistical power and
enabling reliable generalization of the findingsatbroader population. This helps in
drawing conclusions that are applicable to varioesithcare settings.

2. Prospective Design

The prospective nature of the study minimizes tebals, ensuring that data is
collected in real-time. This provides more accugatd reliable insights into maternal
and fetal outcomes during pregnancy, as it refldotsactual conditions during the
course of the study.

3. Diverse Cohort

The study includes participants from a wide ran§earioeconomic backgrounds,
allowing for a comprehensive understanding of hawous factors such as healthcare
access, lifestyle, and environmental influenceecaffpregnancy outcomes. This
diversity increases the applicability of the finglén across different demographic
groups.

4. Advanced Statistical Methods

The application of sophisticated statistical anedystrengthens the reliability of the
study’s conclusions. By utilizing appropriate madahd tests, the study ensures that
its findings are robust and statistically significaproviding a solid foundation for

future research and clinical practice.
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LIMITATION

Single-Center Study: The study was conducted at a single tertiary ¢eorgpital,
which limits the generalizability of the findings bther healthcare settings, especially

in rural areas with different healthcare accessl&v

Cross-Sectional Design: The cross-sectional nature of the study provalssapshot
of the outcomes but does not allow for a thorougdn@nation of long-term effects or
changes over time. A longitudinal study design widuhve been more appropriate to

assess outcomes over an extended period.

Short Follow-Up Duration: The study had a short follow-up period, whichitsrthe
ability to assess long-term maternal and fetal thealutcomes after postdated
pregnancy, especially regarding potential compbecet or late-onset effects of

interventions.

Lack of Control Group: The study did not include a control group of waonveth
pregnancies that were not postdated, which makelfficult to draw definitive
conclusions about the specific impact of postdgesjnancy on maternal and fetal

outcomes.

Limited Scope: The study focused only on maternal and fetal @utes but did not
assess other important variables such as psyclalogiell-being, socioeconomic

factors, or healthcare access, which could inflegsregnancy outcomes.
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CONCLUSION

This study provides comprehensive insights into thaternal and fetal
outcomes associated with postdated pregnanciesirmorg the complexities and
risks involved in pregnancies extending beyond theected due date. The
demographic and socioeconomic data reveal key rpattesuch as the higher
prevalence of postdated pregnancies in younger wof@@-25 years of age) and
those from lower socioeconomic backgrounds. Thasdings are consistent with
existing literature and highlight the need for &gl healthcare interventions aimed at
improving antenatal care, particularly for youngerd economically disadvantaged
women. Access to healthcare services, timely patrare, and regular monitoring
are essential to reducing the risks associated pagiidated pregnancies and ensuring

better maternal and fetal outcomes.

The study's findings also underscore the importamiceinderstanding the
factors contributing to postdated pregnancies. VB@ti7% of the participants being
primigravida, it is evident that first-time pregmégs are more likely to experience
postdated outcomes. This supports the need forerclosonitoring and timely
interventions in these cases. The most commonetglmethod was cesarean section
(50.3%), reflecting the increased risk of complmas such as fetal distress,
meconium aspiration, and failed induction, oftensoagated with postdated

pregnancies.

Fetal and neonatal outcomes, including NICU admissi APGAR scores,
and birth weight distribution, further highlight géhcomplexities of postdated
pregnancies. Although the majority of neonates faawrable APGAR scores and

normal birth weights, the higher rates of fetaltrdiss and NICU admissions
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emphasize the need for vigilance in the managemsénpostdated pregnancies.
Indications for cesarean sections, such as oligatmydios and fetal distress, reiterate

the importance of timely interventions to prevertennal and fetal complications.

In conclusion, postdated pregnancies carry sigatienaternal and fetal risks,
including higher cesarean section rates, neonatieds, and complications such as
hyperbilirubinemia and respiratory distress. Thediings from this study emphasize
the critical role of early monitoring, timely intentions, and improved access to
healthcare services for vulnerable populationsiclPwlakers and healthcare providers
should focus on enhancing antenatal care, partlgufar younger, economically
disadvantaged women, and ensure that pregnant woeneive the necessary care to
manage the risks of postdated pregnancies efféctiBg addressing these concerns,
we can significantly reduce maternal and fetal nabiy and improve outcomes in

postdated pregnancies.
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SUMMARY

The present study was conducted at KLE's Dr Prabhadore Hospital,
Belagavi with an objective to determine the matkamal fetal outcomes in postdated
pregnant women. All pregnant women admitted in lddgor room of KLE's Dr
Prabhakar Kore Hospital, Belagavi were screenedaamden with period of gestation
ranging between 40weeks 1day to 41weeks 6day whe Wwfilling the inclusion
criteria were recruited in the study. A detailedormation on demographics and
participant history, gestational details and delivdetails were recorded on a case
report form designed specifically for the study.ther and baby was followed up till
the date of discharge. Incidence of postdated megnwas calculated by including
the total number of screened women during the spedipd. A total of 4414 pregnant
women were screened and 300 participants wereitedythe incidence of postdated

pregnancy was found to be 7.11%.

The following are the maternal and fetal outcombéseoved in the study.
Maternal outcomes such as mode of delivery, inecaisk of labor induction, liquor
disorders, macrosomia, perineal tears, cervicafrstepostpartum hemorrhage.
Perinatal outcomes such as neonatal ICU admissienpnium aspiration syndrome,

shoulder dystocia, fetal distress, atelectasispflyeemia, still birth, neonatal death.

Among the recruited 300 participants, most of thetipipants belong to the
age group 20-25years (54%), belonged to lower sooisomic status (86.3%), 60.7%
were primigravida and 39.3% were multigravida. ©ése 77.7% were registered
women at KLE’s Dr Prabhakar Kore Hospital, Belagavil 22.3% were unregistered.
Majority of the participants (34%) were at 40 wedkday of gestation, followed by

22% at 40 weeks 2days, as the gestational ageaseule the number of participants
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decreased, with only 2.3% at 41 weeks 6days anatébove 41 weeks. Majority of
them (50.3%) underwent lower segment caesareains€cSCS) followed by (43%)
had vaginal delivery and 6.7% had instrumentalveeyi. 54% of participants had
spontaneous labor and 41.3% had induced laborn@fced participants, the most
common method used is with prostaglandin E2 gel%50followed by the
combination of prostaglandin E2 gel and misoprog&ahcg (33.06%), Misoprostol
25mcg (5.64%), combination of mifepristone and misstol 25mcg (1.61%),
mifepristone andProstaglandin E2 gel (1.61%), hygroscopic mechéanitiator
(1.61%) and the combination hygroscopic mechandiétor and Misoprostol
25mcg(6.45%) On observing the duration of labor in spontaneand induced
deliveries (including both vaginal and instrumerdaliveries), suggests that the first
stage of labor was longer for induced deliveriesd at was more commonly
associated with primigravida and multigravida wonhewing longer labor durations,
particularly in the range of 12-30 hours.45.66% bagrgency LSCS and 4.66% had
elective LSCS. Most common indication for LSCS wetgohydramnios, failed
induction, fetal distress, CPD,etc . Maternal cdogtions such as atonic PPH (1.6%),
surgical site infections (1.3%), cervical tear )" degree perineal tear
(0.3%),retained placenta (0.3%) and puerperal pgrgx6%) were observed.7.6% of
the babies had NICU admissions due to hyperbilirelmia (5.3%),respiratory
distress(1.3%)seizure(0.3%),dehydration (0.3%),lmeth weight (0.3%).A majority
(90.3%) of neonates falls within the 2.5-2.5kg weidgrhe pH in neonates with fetal
distress and thick meconium-stained liquor weretipagith 7.00-7.34(86.6%) with

very few showing extreme pH levels.
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In conclusion, the results of this study emphaglze need for proactive

measures in managing postdated pregnancies, eiypecreong younger and lower-

income women. It is essential to provide appropria@ntenatal care, early

interventions, and increased monitoring in orderdduce the maternal and fetal
complications associated with postdated pregnanties findings call for continued
efforts to improve healthcare access and ensuteathpregnant women receive the

care they need, ultimately improving maternal agtdlfhealth outcomes.
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ANNEXURE I:

SCREENING FORM

TITLE- MATERNAL AND FETAL OUTCOMES IN POSTDATED PRENANCY IN
ATERTIARY. CARE HOSPITAL-A ONE YEAR CROSS SECTIONASTUDY.

Screening form no:
Date of Screening:
Name:

Age:

IP no:

Address:

Phone Number:

Obstetric score:
LMP —

EDD by LMP -
Dating scan (reliable scan with CRL)— yes/no CEDE3fg0
If yes EDD-

Period of gestation(weeks+days):
Previous Normal delivery / LSCS Patient enrolleges / no

If yes enrolment number -
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PROFORMA

TITLE- MATERNAL AND FETAL OUTCOMES IN POSTDATED
PREGNANCY IN A TERTIARY. CARE HOSPITAL-A ONE YEAR C ROSS
SECTIONAL STUDY.

ENROLLMENT NO-

AGE: IP NO:
DOA: DOD:
OCCUPATION:

ADDRESS:

REGISTERED CASE / UNREGISTERED CASE

PHONE NUMBER:

SOCIO-ECONOMICS : Low / Middle / High

PRESENTING COMPLAINTS AT THE TIME OF ADMISSION:

OBSTETRIC SCORE:

G P L A

LMP (DD/MM/YY):

EDD(DD/MM/YY):

Period of Gestation(weeks+days):
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EDD As per Dating scan:

MENSTRUAL HISTORY :

Cycles — Regular/Irregular

Flow — Moderate/Excessive

LOW RISK /HIGH RISK (if high risk factor identified )

Hypertension yes/no

Pre-eclampsia yes /no

If yes mild / severe

Eclampsia yes/no

Antepartum Haemorrhage yes/no

If yes Placenta praevia/ Abruptio placenta

Jaundice in pregnancy yes/no

Rh Negative pregnancy yes/no

GDM yes/no

Macrosomia yes/no

PROM yes/no

Page 96



Annexures

Thyroid abnormality yes/no

FGR yes/no

Heart disease yes/no

Anaemia yes/no

HIV Reactive / Non-Reactive

HbsAg Reactive / Non-Reactive

VDRL Reactive / Non-Reactive

Others:

GENERAL PHYSICAL EXAMINATION:

Built:

General Condition:

Height: Weight:

BMI:

Pulse: Blood pressure:

Temperature:

Pallor :

Icterus :
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Edema:

Breast
Thyroid :
Spine

SYSTEMIC EXAMINATION:

Respiratory system:

Cardiovascular examination:

Per abdomen examination:

Per Speculum/Per Vaginal examination:

INTRAPARTUM HISTORY:

Induced Labor/Spontaneous labor

If induction — Type of induction —

Augmentation of labour- Yes/No
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Intrapartum status- Uncomplicated / Complicated

If Complicated — Complication noted:

Abruptio Placenta  yes/no

Scar Dehiscence/Uterine Rupture  yes/no

Cord Prolapse yes/no

Meconium-Stained Liquor yes/no

CPD yes/no

DTA yes/no

Maternal Hypotension  yes/no

Maternal Hypertension  yes/no

Others:

15t stage of labour duration:

2"d stage of labour duration:

Fetal distress Detected in :

Latent phase of Labour / Active phase of Labour

15t stage of Labour / 29 stage of labour

Type of delivery:

Full Term Normal Delivery / Full Term Ventose Delivery / Full Term Forceps
Delivery / Full Term Emergency LSCS
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If Emergency LSCS:
Indication for LSCS —

DETAILS OF DELIVERY:

Maternal complications if any :

Live birth: yes/no

Cried at birth: yes/no

Resuscitation measures taken for baby yes/no

If yes

Bag & mask ventilation yes/no

02 inhalation yes/no

PPV yes/no

Intubation yes/no

Inotropes yes/no

Others:

APGAR score:
11

51

Baby gender: Male / Female

Baby weight at birth:

NICU ADMISSION YES/NO
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If Yes Reason:

Duration of NICU admission:

Duration of Hospital stay for baby:

Condition of baby at discharge: Healthy / AMA / Expired

Morbidity Noted:

UMBILICAL ARTERY CORD BLOOD GAS ANALYSIS:

pH:

pCO2:

pO2:
HCO3:

SIGNATURE AND NAME OF INVESTIGATOR
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INTRAPARTUM

DURATION OF

CONDITION OF

NUMBER STATUS s STAY DISCHARGE
1 EROOL | 34Y| R LOW | PRIMIGRAVIDA 42}’3\’:5;(5 LOWRISK | 160cM | 79KG| 3085 INDUCED 1cp NO 16HRS 22MIN NO VAGAL NA 9 NO 2.8KG NO 5DAYS HEALTHY ATONIC PPH {600ML} o ABG - NOT SENT
2 ERO02 | 27v| R LOW | PRIMIGRAVIDA HIGHRISK | 146cM | 59kd 276 AUBENTED 6CT'S THICK MSL 19HRS NA NO Lscs THICK MSL(4CM) 8 NO 3.1KG NO 7DAYS HEALTHY NO RHD PH7.32
3 EROO3 | 20v| R LOW | PRIMIGRAVIDA 40WEEKS 1DAY LOWRISK| 150CM| 8KG | 257 SPONTANEOUS NA cPD UNKNOWN UNKNOWN NO Lscs 2ND STEGARREST 8 NO 2.8KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
4 ERO04 | 24Y| R LOW | PRIMIGRAVIDA| 40WEEKS 1DAY LOWRISK| 146cM| 2KG | 337 AUGMENTED scT's THICK MSL 21HRS 15MIN NA NO Lscs HICK MSL 9 NO 37KG NO 6DAYS HEALTHY NO NO PH7.32
5 EROOs | 22v| R tow | PriMiGRAVIDA “ONEEKS | iowRisk | 1socm | 4oka| 177 INDUCED acts NO NA NA NO Lscs CDMR{TA OP MSL] 10 NO 2.33KG NO 5DAYS HEALTHY NO NO ABG - NOTENT
6 EROO6 | 23v| R LOW | MULTIGRAVIDA| 40WEEKS 1DAY LOWRISK | 150CM | @KG | 266 SPONTANEOUS NO THICK MSL NA NA YES Lscs FETAL DISESS 7 YES veke |VESIRESPIRATOR  s0pavs HEALTHY SSIFIB SECONDARY NO PH-7.25
7 ERO07 | 23Y| R | MIDDLE | MULTIGRAVIDA|40WEEKS 1DAY LOWRISK | 156M |52.6KG| 22.4 SPONTANEOUS NA NO 14HRS 15MIN 18MIN NO VAGINA NA 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
8 ERO08 | 28Y| R | MIDDLE | MULTIGRAVIDA|40WEEKS 1DAY LOWRISK | 152M | 55KG | 23.8 SPONTANEOUS NA THICK MSL 10HRS NA NO Lscs THIGKSL 9 NO 252KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
9 ERO09 | 25v| R LOW | MULTIGRAVIDA| 40WEEKS 1DAY HIGHRISK | 156CM | 55KG | 22.6 INDUCED 2cP's NO 26HRS 10MIN NO VAGINAL NA 10 NO BUG NO 5DAYS HEALTHY NO ANEMIA ABG - NOT SENT
10 EROI0 | 33Y| UR| LOW | MULTIGRAVIDA 40WEEKS 1IDAY LOWRISK| 1508 |58KG | 25.7 INDUCED 1ct NO 16HRS 32MIN NO VENTOUSE NA 9 NO 38K VELSJ(E::;';;'TE)'“R 6DAYS HEALTHY NO NO ABG - NOT SENT
1 ERo1t | 3ov| UR| Low |mMuiTieRavibd “OVEEKS | owrisk | 160cm | eeke| 257 SPONTANEOUS NA NO 12HRS 20MI 10MIN NO VAGINAL NA 9 NO 3.3KG NO 4DAYS HEALTHY NO NO ABG - NOT SEN
12 Ero1z | 23v| UR| Low | PRMiGRAVIDA “OWEEKS | owrisk | 1secm | s7ke| 234 SPONTANEOUS NA cPD 9HRS 25MIN NA NO Lscs cPD 9 NO 35KG NO 7DAYS HEALTHY NO NO ABG - NOT SENT
13 ERO13 | 20v| R LOW | MULTIGRAVIDA 41WEEKS 1DAY LOWRISK | 156CM | 55KG | 226 SPONTANEOUS NA NO 9HRS 19MIN NO VAGINAL NA 9 NO 3KG VELSJ(E::;';;'TE)'“R 4DAYS HEALTHY NO NO ABG - NOT SENT
14 ERO4 | 27v| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK | 152CM | 56KG | 24.2 SPONTANEOUS NA NO 6HRS 30MIN 14MIN NO VAGINAL NA a NO 26KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
15 EROIS | 28Y| R tow | PrivicraviDA  “ONFEKS | owRisk | 1s20M | 6oKG| 259 INDUCED 1cp THICK MSL 11HRS 15NI NA NO Lscs THICK MSL 9 NO 2.7KG NO 7DAYS HEALTHY NO NO PH-7E
16 ERO16 | 23v| R LOW | PRIMIGRAVIDA 40WEEKS 1DAY LOWRISK| 150CM| 57kG | 25.3 SPONTANEOUS NA THIN MSL 7HRS 30MIN aMIN NO VENTCBE NA 9 NO 27KG YEﬁg;E;ﬁS’“R 6DAYS HEALTHY NO NO ABG - NOT SENT
17 ERO17 | 23v| R Low | muLticravipy  *OWEBKS | o risk | 1s2cMm | eokG| 259 INDUCED 1cP NO 8HRS 30MIN OMIN NO \GINAL NA 9 NO 2.8KG NO 9DAYS HEALTHY ~ |*TH DEGREE PERINEA NO ABG - NOT SENT

2DAYS TEAR - REPAIRED

18 EROI8 | 30Y| UR LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 1578 |68KG | 275 INDUCED scrs  |OHEORTDRAVN 30HRS NA NO Lscs OLIGOHYDRAMNIOS 9 NO 2.4KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
19 EROI9 | 20Y| UR LOW | PRIMIGRAVIDA  41WEEKS | HIGHRISK| 140cM| 44K| 22.4 NA NA NO NA NA NO Lscs OLIGOHYDRAMNIOS 9 NO 2.6KG NO 4DAS HEALTHY NO HYPOTEYROD!  agg -NoT sent
20 ER020 | 21Y| R tow | primicravipd  “INEEKS 1 owRisk | 1ascm | sike| 232 INDUCED 2cP'S NO 18HRS NA YES Lscs TRE DISTRESS 8 NO 3.1KG NO 6DAYS HEALTHY NO NO PH-7.30
21 ERO2L | 31Y| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK| 150CM | 57KG | 253 INDUCED 2cP's NO 12HRS 30MIN 1IMIN NO VAGINAL NA 9 NO 35KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
2 ERO22 | 24Y| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY HIGHRISK| 153¢ | 54KG | 23.3 INDUCED 2cP's NO 13HRS NA NO Lscs OLIGOHYDRAMNIOS] 9 NO 3.2KG NO 5DAYS HEALTHY NO RHNEGATIVE|  ABG- NOT SENT
2 ER023 | 26Y| R tow | privicravipA  “INEEKS I owRisk | 1socm | seks| 257 SPONTANEOUS NA NO 1HR 25MIN 16MIN Y VAGINAL NA 9 NO 2.9KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
2 ERO24 | 20Y| R tow | privicravipA  “ONEEKS I owRisk | 1s0cm | eeks| 257 INDUCED 3CP'S-6CTH NO 62HRS NA NO ses FAILED INDUCTION 9 NO 2.9KG NO 10DAYS HEALTHY YES-POSTP FEVER NO ABG - NOT SENT
2 ERO25 | 22Y| UR tow | mutmicravid  “INEEKS 1 owmisk | 1sacm | aeks| 199 INDUCED 2P's NO 14HRS 17MIN NO VAGL NA 9 NO 2.9KG NO 6DAYS HEALTHY NO NO ABG - NOT SENT
2 ERo26 | 31v| R | MmDDLE | PRivicRavDAl  “OVFEKS | iGHRisk | 1e6cm | 106kg 384 AUGMENTED 1cp cPD 12HRS NA NO Lsc cPD 9 NO 3.4KG NO 5DAYS HEALTHY NO OBESITY ABG - NOT SENT
27 ERO027 | 23Y| R tow | privicravipd  “INEEKS 1 lowRisk | 1socm | 49.4xg 219 INDUCED 2cP's NO 27HRS 59MIN NO ENTOUSE NA 9 NO 2.9KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
28 ERO28 | 24v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDA} LOWRISK| 151CM|57.8kG| 25.3 INDUCED 2P THIN MSL 23HRS 15MIN 23MIN NO VASAL NA 9 NO 2.8KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
20 ERO29 | 23Y| UR tow | mutmicravipd  “ONEEKS 1 owRisk | asecm | eaka| 254 SPONTANEOUS NA NO NA 2MIN NO VAGINAL NA 9 NO 31KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
30 ER030 | 32v| UR| MDDLE | mutTicRaviDAl  “OVEEKS | lowrisk | 142cm | aoks| 108 INDUCED 2P'S NO 16HRS 42MIN NO VENUSE NA 9 YES 2.6KG YE?EE%EQ;” 5DAYS HEALTHY NO NO ABG - NOT SENT
31 ERO31 | 38Y| R tow | murmicravid  “INEEKS 1 lowrisk | asscm | a7akg 106 INDUCED 2cP's NO 15HRS 45MIN 1081 NO VAGINAL NA 9 NO 2,6KG NO 5DAYS HEALTHY NO NO ABG - NOT &NT
32 ER032 | 32v| R LOW | PRIMIGRAVIDA 40WEEKS 1DAY HIGHRISK| 1486 | 54KG | 24.6 INDUCED MIFEGEST- DTA 16HRS 1HR NO Lscs DTA 9 NO 2.9KG YEig:;E;T/SILIR 6DAYS HEALTHY NO GHTN ABG - NOT SENT
3 ERO033 | 32Y| UR tow | mutmicravid  “INEEKS 1 owrisk | asocm | seke| 257 AUGMENTED 2cpP's NO 23HRS 20MIN NO VAGINAL NA 9 NO 2.8KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
3 ERO34 | 23Y| R tow | privicravipA  “INEEKS 1 g misk | 1socm | eoks| 266 AUGMENTED TS cPD 21HRS 30MIN NA NO Lscs cPD 9 NO 27KG NO 6DAYS HEALTHY NO FGR ABG - NOESIT
35 ERO35 | 21Y| R tow | mutmicravid  “INEEKS 1 owrisk | as1cm | 7eks| 203 AUGMENTED 3cPs cPD 23HRS 11MIN AN NO Lscs cPD 9 NO 3.7KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
36 ERO36 | 27v| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK | 150CM | 60KG | 266 AUGMENTED 1cP NO 4HRS 45MIN 30MIN NO VAGINAL NA a NO 27KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
37 ER037 | 30Y| R tow | mutmicravipd  “INEEKS 1 g misk | 1socm | eoks| 266 INDUCED 3cP'S-3CTh NO 37THRSIN NA YES Lscs FETAL DISTRESS 8 NO 2.9KG NO 6DAYS HEALTHY NO HYPOTHYROD! PH-7.33
38 ERO38 | 25Y| R tow | mutmicravid  “INEEKS 1 owrisk | 1socm | eaks| 284 AUGMENTED 1cP THIN MSL 6HRS 30MI NA YES Lscs FETAL DISTRESS 9 NO 3.2KG NO 5DAYS HEALTHY NO NO PH-7.37
39 ERO39 | 30Y| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 160CM| 70KG | 27.3 INDUCED 3cPs NO 12HRS NA NO tscs | NONPROGRES OF 10 NO aKG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
4 ERO40 | 28Y| R tow | PriviGravDA  “INEEKS | owrisk | 1s3cM | soke| 213 INDUCED 20P'S NO 10HRS 30MIN NO VAGAL NA 9 NO 2.6KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
a ERO41 | 25Y| R ow | PriviGrAVIDY ‘OVEKS | HiGHRisk | 1s1cM |e23kG  27.3 AUGMENTED 1cp NO 26HRS NA NO Lsc NON PROBRES OF 9 NO 2.8KG NO 6DAYS HEALTHY NO GHTN ABG - NOT SENT
42 ERO42 | 28Y| R LOW | PRIMIGRAVIDA 40WEEKS 1DAY HIGHRISK| 1586 |sskG | 22 AUGMENTED 3cPs NO 18HRS 15MIN NA NO Lscs OLIGOHRAMNIOS 9 NO 356KG NO 7DAYS HEALTHY NO RHNEGATIVE|  ABG- BT SENT
43 ER043 | 24v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY HIGHRISK| 1518 | 75KG | 32.8 AUGMENTED 1cP NO 15HRS THR 16MIN NO VENTOUSE NA 9 YES 2.7KG YEﬁg:;EmS""R 6DAYS HEALTHY NO FYPOTENROIBI) A - NOT SENT
4 ERO44 | 25Y| R LOW | PRIMIGRAVIDA 40WEEKS 1DAY HIGHRISK| 1508 | 61.3 | 27.2 INDUCED T NO 36HRS NA NO Lscs NON PROBRES OF 9 NO 37KG NO 6DAYS HEALTHY NO RH NEGATIVE ABG - NOT SENT
45 ERo4s | 19v| UR| Low | PRMIGRAVIDA “OVEKS | lowrisk | 1sacm | sake| 225 SPONTANEOUS NA NO 12HRS 17MIN NO VAGL NA 9 NO 3G NO 5DAYS HEALTHY ATONIC PPH NO ABG - NOT ENT
" ERO46 | 25Y| R tow | PriviGRavIDA  “ONEEKS | piGHRisk | 1s20M | eak| 279 INDUCED 2cTs NO 12HRS NA NO Lscs IGOHYDRAMNIOS 9 NO 26KG NO 5DAYS HEALTHY NO RH NEGATIVE AR - NOT SENT
a7 ERO47 | 23Y| R tow | PriviGRavIDA  ‘ONEEKS | owRisk | 1s2cM |48 7kG 21 AUGMENTED 2cP's NO 13HRS 1HR 3MIN YES VENTOUSE NA 9 NO 27KG YEﬁg’:zE;ﬁ""R 3DAYS HEALTHY NO NO ABG - NOT SENT
48 ERO48 | 25Y| R ow | muimieraviol  ‘ONEEKS | owrisk | 1sacm | aske| 21 SPONTANEOUS NA NO 30MIN NA YES Lscs FEI DISTRESS 9 NO 2.7KG NO 5DAYS HEALTHY NO NO ABG - NOT SEN
49 ERO49 | 26v| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK | 155CM | 75KG | 312 INDUCED 2cP's NO 9HRS 20MIN 10MIN NO VAGINAL NA 9 o 2.7KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
50 ER0s0 | 26v| UR| Low |mMuiTiGRavibA “OVEKS | nGHRisk | 1socm | eake| 284 SPONTANEOUS NA THIN MSL 2HRS 221 NO VAGINAL NA 8 NO 1.9KG YES(LBW) 6DAYS HEALTHY NO GHTN ABG- NOT SENT
51 ERost | av| UR| Low | PRMIGRAVIDA “OVKS | lowrisk | 1sicwm |s7ekg 253 SPONTANEOUS NA THIN MSL 16HRSMIn 18MIN NO VENTOUSE NA 8 YES 2.9KG NO 5DAYS HEALTHY NO NO & - NOT SENT
52 EROS2 | 27Y| R tow | muiTicravioy  “ONEEKS | owrisk | 1socw | eake| 28 SPONTANEOUS NA NO 1HR 30MIN 2MIN NO BINAL NA 8 NO 3.1KG YEﬁg’:zE;ﬁ""R 4DAYS HEALTHY NO NO ABG - NOT SENT
53 EROS3 | 23Y| R tow | PrivicraviDA  ‘ONFEKS | owRisk | 1sscm | soka| 236 INDUCED 3CP'S-1CT cPD 12HRS 30MIN NA NO Lscs cPD 9 NO 3.2KG NO 8DAYS HEALTHY NO NO ABG - NOT SEN
54 EROS4 | 32Y| UR tow | mutmicravipd  “INEEKS 1 owRisk | 1socm | seks| 257 NA NA NA NA NA NO Lscs CORD PRESENTAON 9 NO 3KG NO 6DAYS HEALTHY NO NO ABG - NOT SENT
55 EROS5 | 28Y| R tow | privicravipA  “INEEKS I owmisk | 1sscm | seks| 232 NA NA NA NA NA NO Lscs ANAMNIOS 9 NO 2KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
56 EROS6 | 22Y| UR tow | primicravipA  “INEEKS I owRisk | 1socm | 7ake| 307 INDUCED 3CP'S-1CT NO 21HRS 30MIN 7NN NO VAGINAL NA 9 NO 2.9KG NO 3DAYS HEALTHY NO NO ABG - NOTSENT
57 EROS7 | 21v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 166CM| 55KG | 19.9 AUGMENTED 3cPs NO 32HRS 30MIN 24MIN NO VAGINAL A 9 NO 2.3KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
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58 ERoss | 19v| UR| Low | priMiGRAviDA ‘DVERKS | lowrisk | 1socm | sake| 24 SPONTANEOUS NA NO NA NA NO Lscs PROM 9 10 NO 2.4KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
59 EROSO | 22v| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK | 152CM | 52kG | 225 AUGMENTED 2P'S NO 23HRS 7MIN NO VENTOUSE NA 7 8 NO 78G NO 4DAYS HEALTHY NO NO ABG - NOT SENT
60 ERos0 | 20v| UR| MDDLE | PRivicRavIDAl  “OVEEKS | iGHRisk | 1socm | 7ske| 333 INDUCED 3cPs NO 18HRS NA NO Lscs oL 8 9 NO 25KG NO 7DAYS HEALTHY NO HYPOTEWROP!  agg - NoT sent
61 EROG1 | 21Y| R tow | privicravipd  “INEEKS 1 owrisk | 1socm | a7ks| 208 SPONTANEOUS NA NO 1HR 30MIN NO VAGAL NA 8 9 NO 2.2KG YEﬁg’:zE;ﬁ""R 4DAYS HEALTHY NO NO ABG - NOT SENT
62 ERO62 | 21v| R tow | Privicraviod  “INEEKS 1 owRisk | 1secm | seks| 238 NA NO NO NA NA NO Lscs ANAMNIOS 8 9 NO G NO SDAYS HEALTHY NO NO ABG - NOT SENT
63 ERO63 | 25Y| R tow | mutmicravid  “INEEKS 1 owmisk | 1sacm | eska| 281 SPONTANEOUS NA NO NA 10MIN NO VAGINA NA 8 9 NO 2.3KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
64 EROG4 | 20Y| R tow | privicravipd  “INEEKS 1 owRisk | 1ascm | sska| 261 INDUCED 3CP'S-3CTh NO 30HRS NA NO ses FAILED INDUCTION 9 10 NO 2.8KG NO 5DAYS HEALTHY NO NO ABGNOT SENT
65 ERO65 | 29Y| R tow | muLTieraviDy  ‘ONEEKS | owRisk | 1socwM | sska| 244 AUGMENTED 2CP.S-3CT DTA 38HRGMIN 1HR 10MIN NO Lscs DTA 7 9 NO 2.9KG NO 7DAYS HEALTHY NO NO BG - NOT SENT
66 EROG6 | 22v| R LOW | MULTIGRAVIDA 40WEEKS 1IDAY LOWRISK | 156@ |57KG | 23.4 SPONTANEOUS NA NO 2HRS 30MIN 12MIN NO VAGINAL NA 6 7 YES 33KG YEﬁg’:zE;ﬁ""R 10DAYS HEALTHY AR L A0V NO ABG - NOT SENT
67 EROG7 | 26Y| UR| LOW | MULTIGRAVIDA 40WEEKS 1IDAY HIGHRISK| 1CM | 53KG| 22.9 INDUCED 1CP-5CTS NO 26HRS 10MIN NO VENTOUSE NA 8 9 NO 2.9KG NO 6DAYS HEALTHY NO CHD-OPERATE! ABG - NOT SENT
68 EROG8 | 21v| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK | 150CM | 62KG | 275 AUGMENTED 3cPs NO 18HRS 23MIN NO VAGINAL NA 8 10 NO 3.4KG NO 6DAYS HEALTHY NO NO ABG - NOT SENT
69 ERO69 | 22Y| UR tow | privicravipd  “ONEEKS | iowrisk | 1ascm | eaks| 30 INDUCED 2CP'S-2CTS NO 27HRS 15MIN aMIN NO VAGINAL NA 8 9 NO 3.25KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
70 ERO7O | 28Y| R tow | privicravipA  “INEEKS 1 owmisk | 1socm | eeka| 293 SPONTANEOUS NA NO 20HRS 17MIN NO VAGL NA 8 9 NO 2.4KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
7 ERO71 | 25Y| UR tow | privmicravipA  “INEEKS 1 owRisk | 1sscm | 7eks| 269 AUGMENTED 1cT NO 5HRS 15MIN NA NO scs CDMR 8 9 NO 36KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
73 ERO72 | 27v| R tow | muticravid  “ONEEKS | iowrisk | 160cm | eaks| 25 AUGMENTED OXYTOCIN NO 20HRS 30MIN SMIN NO VAGINAL NA 8 9 NO 3.2KG NO 6DAYS HEALTHY NO NO ABG - NOTSENT
7 ERO73 | 21Y| R tow | privicravipd  “INEEKS | lowRisk | 1socw | sake| 24 AUGMENTED 20P'S NO 20HRS 36MIN NO VEQUSE NA 6 7 YES 2.8KG YE\S([F;'IESSTF;E‘S*;OF 5DAYS HEALTHY NO NO ABG - NOT SENT
75 ERO74 | 27v| R tow | privicravipA  “INEEKS 1 owrisk | 1socm | a7ks| 208 SPONTANEOUS NO cPD 22HRS NA NO Lscs PIC 8 9 NO 2.9KG NO 11DAYS HEALTHY DRt NO ABG - NOT SENT
76 ERo7s | 20v| UR| MiDDLE | PRivicRavIDAl  “OVEEKS | lowrisk | 1socm | 7aks| 328 INDUCED 20P'S NO 8HRS 30MIN NA NO cs CDMR 9 10 NO 3.34KG YE;[;’\\‘N'EBTfL?f}US 5DAYS HEALTHY NO NO ABG - NOT SENT
7 Ero76 | 22v| R | MDDLE | muLTicRaviDAl  “OVEEKS | lowrisk | 1sscm | coks| 249 AUGMENTED 2cP's NO 15hrs 30min g8 NO VAGINAL NA 7 9 NO 3.67KG NO 3DAYS HEALTHY NO NO ABG - NOTSENT
8 EROT7 | 2av| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 167CM| 74KG | 265 INDUCED 3CPS6CT! NO 34HRS NA NO Lscs FAILED INDTION 8 9 NO 2.8KG NO 8DAYS HEALTHY NO NO ABG - NOT SENT
79 ERO78 | 21v| R tow | MuLTIGRAVIDA “OVeEKS | lowrisk | 1socm | sake| 231 SPONTANEOUS NA THIN MSL 4HRS 30N 10MIN NO VAGINAL NA 9 10 NO 2.8KG NO 4DAYS HEALTHY NO NO ABG NOT SENT
80 ERO79 | 20Y| R tow | privicravipA  “INEEKS I owRisk | 1a6cm | sike| 239 SPONTANEOUS NA cPD 23HRS NA NO Lscs P 8 9 NO 2.7KG NO 7DAYS HEALTHY NO NO ABG - NOT SENT
81 ERoso | 24v| R | MDDLE | PRiicRavIDAl “OVEEKS | lowrisk | 1s7cm | esks| 275 SPONTANEOUS NA NO NA NA NO Lscs CDMR 9 10 NO 2.9KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
82 EROS1 | 22v| R tow | privicravipd  “ONEEKS I owRisk | 1ascm | sska| 254 SPONTANEOUS NA NO 5HRS 30MIN 30MIN NO VAGINAL NA 8 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG - NOT SEN
83 EROB2 | 24v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 158CM| 68KG | 27.2 INDUCED 3cP's THICK MSL 24HRS 30MIN NA YES Lscs FEL DISTRESS 7 9 NO 3KG NO 8DAYS HEALTHY NO NO ABG - NOT SENT
84 ERO83 | 22v| R LOW | PRIMIGRAVIDA 40WEEKS 1DA} LOWRISK| 1598 |69KG | 272 SPONTANEOUS NA NO 21HRS 30MIN 36MIN NO VAGINAL NA 9 10 NO 2.4KG YEig:;E;T/SILIR 6DAYS HEALTHY POST OP ANAEMIA NO ABG - NOT SENT
85 ERO84 | 26Y| R LOW | PRIMIGRAVIDA 40WEEKS 1DAY LOWRISK| 152CM| 71KG | 30.7 INDUCED R Jaypniig 26HRS NA NO Lscs ABRUPTIO PLACENTA 9 10 NO 3.3KG NO 7DAYS HERHY NO NO ABG - NOT SENT
86 ERO85S | 27v| R LOW | PRIMIGRAVIDA 40WEEKS 1DA} LOwRISK| 161CM| 76kG | 293 AUGMENTED 20P'S NO 13HRS 4IMIN NO VAGINAL NA 9 10 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
87 EROBs | 29v| R LOW | MULTIGRAVIDA  41WEEKS | LOWRISK| 160CM| 78KG o34 SPONTANEOUS NA NO 4HRS 45MIN NO VAGINAL NA 8 9 NO 2.0KG NO s HEALTHY NO NO ABG - NOT SENT
88 EROS7 | 32v| R tow | privicravipA  “INEEKS I g misk | 1s7em | 7eks| 308 NA NA NO NA NA NO Lscs OLIGOHYDRAMNDS 8 9 NO 2.2KG YES(DE:\;DRAT' 7DAYS HEALTHY NO HYPOTEWRO!  agg - NoT sent
89 ERO88 | 24v| R LOW | PRIMIGRAVIDA 40WEEKS 1DA} LOWRISK| 150CM| 54kG | 24 INDUCED 1cP NO 8HRS NA YES Lscs FETAL DISTRESS 8 9 NO 3G NO 6DAYS HEALTHY NO NO PH-7.30
% ERO89 | 24Y| R tow | privicravid EEST I g misk | 160cm | 7oxe| 273 SPONTANEOUS NA NO NA NA NO Lscs SERE PE 8 9 NO 3.3KG NO 9DAYS HEALTHY UNCONTROLLED B PREEAMPSIA|  ABG - NOT SENT
a1 EROS0 | 21Y| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 150CM| 76KG | 33.7 SPONTANEOUS NA NO NA NA NO Lscs OLIGOHYDRAMNIOS 8 9 o 35KG YEig;E;’Tg”R 6DAYS HEALTHY NO NO ABG - NOT SENT
92 Erost | 22v| UR| Low | primcraviDd “OVFEKS | lowrisk | 1sacm | soks| 337 INDUCED 3CP'S-1CT DTA 32HRS 30MIN 2HRS NO Lscs DTA 8 9 NO 31KG YEig;E;’Tg”R 8DAYS HEALTHY NO NO ABG - NOT SENT
03 ERooz | 19v| UR| Low | PRMIGRAVIDA “OVEKS | hiGHRIsk | 1socwm | Goke| 266 SPONTANEOUS NA NO 4HRS 25MIN 28 NO VENTOUSE NA 8 9 NO 35KG | YES(SEIZURES) 6DAYS HEALTHY ATRIC PPH PREECLAMPSIA  ABG - NOT SENT
94 ERO93 | 23v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 150CM| 60KG | 266 INDUCED 6CTS NO 32HRS 15MIN 32MIN NO VAGINAL NA 8 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
95 ER09% | 27Y| UR| MIDDLE | PRIMIGRAVIDA| 40WEEKS 1DAY LOWRISK| @0CM | 74KG| 28.9 INDUCED 20P'S THICK MSL 24HRS 30MIN NA NO Lsc THICK MSL 7 8 YES 35KG NO 4DAYS HEALTHY NO NO ABG - NOT SEN
9% ERO95 | 24v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 154CM| 68KG | 286 INDUCED 3cP's MsL 23HRS 30MIN NA YES Lscs FETALSIRESS 8 9 NO 35KG NO 6DAYS HEALTHY NO NO PH-7.33
97 ERO96 | 24Y| UR tow | mutmicravid  “ONEEKS 1 owmisk | 1ascm | seks| 255 AUGMENTED 2cP's NO 22HRS 19MIN NO AGINAL NA 9 10 NO 2.46KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
98 Eros7 | 21v| R | MDDLE | PRivicRaviDAl  “OVFEKS | lowrisk | 1s2cm | 70ke| 302 AUGMENTED 2cP's NO 26HRS 15MIN NO AGINAL NA 7 9 NO 27KG YEig;E;’Tg”R 5DAYS HEALTHY NO NO ABG - NOT SENT
9% ERO98 | 19v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 149CM| 71KG | 319 AUGMENTED acTS cPD 14HRS NA NO Lscs cPD 8 9 NO 3.2kg YEig;E;’Tg”R 4DAYS HEALTHY NO NO ABG - NOT SENT
100 ERO%9 | 28Y| R LOW | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK| 1508 |55KG | 24.4 INDUCED 2cP's NO 10HRS 18MIN NO VAGINAL NA 7 8 NO xS NO 3DAYS HEALTHY NO NO ABG - NOT SENT
101 ER100 | 23Y| UR tow | privicravipd “IVEEKS 1 Lowrisk | 1s2cm | eoks| 259 INDUCED MIFECEST- NO 24HRS NA NO Lscs FAILED INDUCTION 7 8 NO 3.2KG NO 9DAYS HEATHY NO NO ABG - NOT SENT
102 Eri01 | 23v| R | wDDLE | MuLTIcRavIDA ‘ONTEKS | owrisk | 1secw | sexe| 23 SPONTANEOUS NA NO 8HRS 20MIN NO VAGH NA 8 9 NO 3.7KG NO 7DAYS HEALTHY NO NO ABG - NOT SENT
103 ER102 | 21Y| UR tow | privicraviod “IVEEKS | higrRisk | 1s7om | soks| 202 SPONTANEOUS NA NO NA NA NO Lscs OLEHYDRAMNIOS 7 8 NO 3.2KG NO 6DAYS HEALTHY NO HYPOTEWROD!  agg -NoT sent
104 ER103 | 23v| UR| MDDLE | PRIMIGRAVIDA “DNSCKS | lowrisk | 1sscm | sike| 212 NA NA NO NA NA NO Lscs OLIGOHYDRAMNIG 9 10 NO 3.1KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
105 ER104 | 25v| R tow | muticraviod “IVEEKS 1 Lowrisk | 1s0cm | seks| 218 INDUCED 1cp NO 6HRS 1IMIN NO VAGINA NA 8 9 NO 3.1KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
106 ER10s | 27v| R | MODLE | PRiviGRAVIDA “ONTEKS | lowrisk | 1socm | seka| 257 INDUCED 20P's NO 8HRS 45MIN 12MIN Y VAGINAL NA 7 8 NO 3.3KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
107 ER106 | 23Y| UR LOW | PRIMIGRAVIDA 40WEEKS 1IDAY LOWRISK| 178V | 80KG | 2538 SPONTANEOUS NO NO NA NA NO Lscs OLIGOHYDRAMNIOS 7 8 NO 3KG NO 10DAYS HEALTHY DRt NO ABG - NOT SENT
108 ER107 | 24Y| UR tow | mumicraviod  “WVEEKS 1 owrisk | 1s7om | soks| 202 SPONTANEOUS NA NO 9HRS 20MIN 25MIN NO VAGINAL NA 8 9 NO 3.3KG NO 4DAYS HEALTHY NO NO ABG - NOT SEN
109 Eri08 | 25v| R | MDDLE | MuLTIGRaVIDA ‘OVEKS | lowRisk | 1e0cM | 7G| 277 INDUCED 2P'S NO 8HRS 13MIN 13MIN oY VAGINAL NA 7 9 NO 2.9KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
110 Er109 | 21v| R | MDDLE | PRIMIGRAVIDA ‘OMEKS | lowRisk | 1sscM | sikG| 324 INDUCED 2P'S NO 8HRS NA YES Lscs PETDISTRESS 7 9 NO 38KG NO 7DAYS HEALTHY NO NO PH-7.18
11 ER110 | 26v| UR| LOW | MULTIGRAVIDA 40WEEKS 1IDAY LOWRISK| 185M | 52KG | 21.3 SPONTANEOUS NA NO 11HRS 15MIN 12MIN NO VAGINAL N 7 9 NO 35KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
12 ER11 | 24v| UR| WMDDLE | PRiviGRAVIDA “ONSCKS | lowrisk | 1sacm | sake| 225 SPONTANEOUS NA NA NA NA NO Lscs CDMR 8 9 NO 2.7KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
13 ERi12 | 21v| R tow | privicraviod “MESST 1 owrisk | 1s7om | eoks| 279 AUGMENTED 3cTs NO 10HRS 45MIN BN NO VAGINAL NA 9 10 NO 3.1KG NO 4DAYS HEALTHY NO NO ABG - NOT &NT
114 ERus | 20v| UR| wMoDLE | PRivicrAVIDA “IMESKS | lowrisk | 1secm | 7oke| 287 AUGMENTED 2cT NO 7HRS 30MIN NA NO scs OLIGOHYDRAMNIOS 8 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABGNOT SENT
115 ER114 | 31v| R tow | privicravid “OPEEST | gk | 16acm | eoka| 245 INDUCED MIFECEST- MsL 24HRS NA YES Lscs FETAL DISTRESS 8 9 NO 25KG NO 6DAYS HEPHY NO FGR PH-7.24
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116 ER11S | 26v| R tow | muticraviod “ONEEKSS | owrisk | 1s2cm | soke| 255 SPONTANEOUS NA NO 30MIN 30MIN NO VASAL NA 8 9 NO 3KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
17 ER116 | 20v| R LOW | PRIMIGRAVIDA  41WEEKS | LOWRISK| 150CM| 51K 226 AUGMENTED 20P'S ML 16HRS 24MIN NO VAGINAL NA 7 9 NO 2.7 NO 5DAYS HEALTHY NO NO ABG - NOT SENT
18 ER117 | 26v| R tow | muimieravipq “OWEEKS | owrisk | 1s0cm | eoxa| 266 AUGMENTED 20P's NO 16HRS 20MIN m NO VAGINAL NA 8 9 NO 2.8KG NO 5DAYS HEALTHY NO NO ABG - NOT ENT
40WEEKS T SSIMEDICAL
119 ERu8 | 21v| UR| Low | PRIMIGRavIDA “OWEEK LOWRISK | 152cM | 62KG| 26.8 INDUCED DILAPIN | FETAL DISTRES HRS NA YES Lscs FETAL DISTRESS 7 8 NO 3.2KG NO 12DAYS HEALTHY STMEDICAL NO PH-7.27
120 ER119 | 35v| R tow | muLTieRaviDA “ONEEKS | owrisk | 1490m | saka| 238 SPONTANEOUS NA NO NA NA NO LScS |  BROWRESENTATION 6 8 NO 3.3KG NO  leoavs HEALTHY NO NO ABG - NOT SENT
121 ER120 | 22v| R tow | privicravIDA “OWEEKS® | ionmisk | 147cm | siko| 236 INDUCED 20P's NO 21HRS 30MIN awi NO VENTOUSE NA 7 8 NO 2.9KG NO 5DAYS HEALTHY NO GHTN ABG - NOBENT
122 ER121 | 26v| R tow | privicraviDA “OWEEKST | owrisk | 1secm | ska| 213 INDUCED 3cP's NO 12HRS NA NO Lscs EBD INDUCTION 8 9 NO 2.7KG NO 7DAYS HEALTHY NO NO ABG - NOT ENT
123 ER122 | 21v| UR| Low | PRMIGRAVIDA “OWEEKS 1 owmisk | 1ssom | eeke| 204 INDUCED 3cP's NO 12HRS NA NO Lscs EBD INDUCTION 8 10 NO 3.15KG NO 6DAYS HEALTHY NO NO ABG - NOBENT
124 ER123 | 27v| R tow | muLTicRaviDq “OWEEKST | owrisk | 1s20m | 4ska| 104 SPONTANEOUS NA NO NA NA NO Lscs CDMR 8 9 NO 3.2KG NO 7DAYS HEALTHY NO NO ABG - NOT SENT
125 ER124 | 23v| R tow | muimieravipq “OWEEKS | owrisk | 1s0cm | sska| 244 SPONTANEOUS NA NO 11HRS 15MIN 29m1 NO VAGINAL NA 7 9 NO 3.2KG NO 4DAYS HEALTHY NO NO ABG - NOT ST
126 ER125 | 3ov| R LOW | MULTIGRAVIDA 41WEEKS 1DAY LOWRISK| 167a |82KG | 29.4 INDUCED 2T THIN MSL 11HRS 40MIN TMIN NO VENTOSE NA 8 9 NO 3.3KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
JOWEEKS 1 cP-
127 ER126 | 28v| UR| MDDLE | PRIMGRAVIDA ‘0TS LOWRISK | 150CM | 78KG| 346 AvGMENTED | P NO 11HRS NA YES Lscs FETAL DISTRESS 8 9 NO 3.4KG NO 5DAYS HERLY NO NO PH7.32
128 ER127 | 23v| R | MDDLE | MULTIGRAVID ‘ONEEKS | owrisk | 1s4cm [eeaKg 279 SPONTANEOUS NA NO 17HRS 5MIN N3y NO VAGINAL NA 8 9 NO 3.4KG NO 3DAYS HEALTHY NO NO ABG - NOTSENT
129 ER128 | 33v| R tow | privicravIDA “OWEEKST | owrisk | 146cm | aoka| 220 INDUCED 3CPS6CTH NO 33HRS NA NO sas FAILED INDUCTION 9 10 NO 2.9KG NO 8DAYS HEALTHY NO NO ABGNOT SENT
130 ER120 | 25v| R LOW | PRIMIGRAVIDA 41WEEKS 1IDA} HIGHRISK| BEM | 76kG | 356 SPONTANEOUS NA NO 11HRS 30MIN 35MIN NO VENTOBS NA 8 9 NO 3KG NO 8DAYS HEALTHY NO GHTN ABG - NOT SENT
131 ER130 | 23v| R tow | muLTicRaviDA “OWEEKSS | owrisk | 1a4om | aeko| 231 INDUCED 3CPS NO 18HRS 20MIN NO VAGIL NA 9 10 NO 2.2KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
132 ER131 | 27v| R | MIDDLE | MULTIGRAVIDA 41WEEKS | LOWRISK| 1s50cM| &KG | 24.8 AUGMENTED cp MsL 13HRS 30MIN NA YES Lscs FETAL DIRESS 8 9 NO 27KG NO 7DAYS HEALTHY NO NO PH7.33
133 ER132 | 3ov| R tow | muLmicraviDq “OWEEKST | owrisk | 147cm | e2xa| 286 INDUCED 3CPS-6CT] NO 44HRS NA NO as FAILED INDUCTION 8 9 NO 3.3KG NO 9DAYS HEALTHY NO NO ABG NOT SENT
134 ER133 | 23v| R tow | primicRavIDA “OWEEKST | owrisk | 1sicm | eake| 28 AUGMENTED 2cP's NO 17HRS 15MIN 18w NO VAGINAL NA 8 9 NO 2.8KG NO 5DAYS HEALTHY NO NO ABG - NOTSENT
135 ER134 | 28Y| R tow | privicravipd “OWEEKS | lowrisk | 1s0cm | saka| 235 INDUCED 3CPSACT  THICK MSL 288 30 MIN NA NO Lscs THICK MSL 8 9 NO 25KG NO 8DAYS HEALTHY ) NO PH-7.36
136 ER135 | 27v| R tow | muLmicraviDq “OWEEKST | owrisk | 1s20m | e2xa| 268 INDUCED cp NA NA NA NO Lscs COMR 8 9 NO K& NO 5DAYS HEALTHY NO NO ABG - NOT SENT
137 ER136 | 23v| R tow | muimieravipq “OWEEKS | lowrisk | 143cm | sake| 2 NA NA ANAMNIOS NA NA NO Lscs ANAMNIOS 8 9 NO 3.3KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
40 WEEKS 2 ) NON
138 ER137 | 25v| R tow | muLTIGRAVIDA “© EE! LOWRISK | 161CM | 72kG| 27.7 INDUCED 2CPS | o psait s 26HRS NA NO LSCS | NON REASSURING NS 7 9 NO 3.25KG] NO 5DAYS MEHY NO LOW RISK ABG - NOT SENT
130 ER138 | 26v| R tow | muLTieRaVIDA “ONEEKS | ieRisk | 1aacm | asko| 231 INDUCED cp NO 4HRS 30MIN 1IMIN o VAGINAL NA 7 9 NO 25KG NO 5DAYS HEALTHY NO LATE ONEST ABG - NOT SENT
40 WEEKS 2 CPD WITH THICK IMPAIRED
140 ER130 | 26v| UR| MIDDLE | PRIMIGRAVIDA HIGHRISK | 142CM | 50kG| 247 NA NA NA NA NO Lscs cPD 8 9 NO 3.2KG NO 6DAYS HEALTHY FEVERONPOD2 | GLUCOSE ABG - NOT SENT
DAYS MSL
TOLERANCE
141 ER140 | 24v| R tow | priicraviDA “OWEEKST | owrisk | 1a4cm | s2ke| 2 INDUCED 3CP'S-6CT] NO 36HRS NA NO LSCS | FAILED INDUCTION 7 9 NO 2.9KG NO 8DAYS HEALTHY NO NO ABG - NG SENT
142 ER141 | 22v| R tow | muLmieravipq “OWEEKS | e Risk | 1socm | eeko| 302 SPONTANEOUS NA NO 6HRS 15MIN 4NN NO VAGINAL NA 7 9 NO 2.9KG NO 4DAYS HEALTHY NO LATE ONEST ABG - NOT SENT
143 R4z | 22v| UR| Low | PRMiGRaVIDA “IWEEKS | lowrisk | 16scm | seke| 368 INDUCED 1cP | FETALDISTRESS 7HRS AN YES Lscs FETAL DISTRESS 8 9 NO 3.47KG NO 7DAYS HEALTHY NO NO PH7.31
144 ER143 | 19v| R tow | priMiGRAVIDA “OWEEKS | owrisk | 1s20m | e2xa| 268 INDUCED 3CPS-6CT] NO 40HRS NA NO scs FAILED INDUCTION 8 9 NO 3KG NO 6DAYS HEALTHY NO NO ABG NOT SENT
145 ER144 | 25v| R tow | privicraviDA “OWEEKS | lowrisk | 1480m | sexa| 255 AUGMENTED 1cP NO 6HRS 30MIN 17MIN NO VAGINAL NA 8 9 NO 2.7KG NO 5DAYS HEALTHY NO NO ABG - NOT &NT
146 ER145 | 25v| R tow | muLTieravipd “OWEEKSS | owrisk | 1s3cm | aake| 187 INDUCED 2cPS | FETALDISTRESS  GHBGMIN NA YES Lscs FETAL DISTRESS 7 9 NO 2.7KG NO 6DAYS HEALTH NO NO PH7.33
40 WEEKS 2 DILAPIN -
147 ER146 | 25v| R Low | muLTIGRAVIDA 4© WEE! LOWRISK | 153cM | 75KG| 32 AUGMENTED - NO 26HRS 15MIN 6MIN NO VAGINAL NA 8 9 NO 3.1KG NO 5DAYS HEALRY NO NO ABG - NOT SENT
148 ER147 | 21v| R tow | muLmieravipq “ONEEKSS | owrisk | 146cm | oko| 2814 AvGMenTED | DUAPIN NO 36HRS 23MIN NO VAGINAL NA 6 7 YES 3.18KG VEf(géi:'ssAsT)OF 6DAYS HEALTHY NO NO ABG - NOT SENT
149 ER148 | 24v| UR| MDDLE | PRivicRAVIDA “OWEEKSZ | owrisk | 1secm | seke| 238 SPONTANEOUS NA NO 24HRS 45MIN 2am NO VAGINAL NA 6 9 YES 2.8KG NO 5DAYS HEALTHY NO NO ABG - NG SENT
150 ER149 | 31v| R tow | muimieravipq “OWEEKS | owrisk | 163cM | eska| 244 SPONTANEOUS NA NO 7HRS 20MIN NO VAGAL NA 8 9 NO 3.6KG NO 3DAYS HEALTHY NO NO ABG - NOT SENT
151 ER150 | 23v| R tow | muimieravipq “OWEEKS | ieHmisk | 1secm | sako| 217 SPONTANEOUS NA NO 10HRS 10MIN NO VAGINAL NA 7 9 NO 3.2KG NO 4DAYS HEALTHY NO LATE ONEST ABG - NOT SENT
152 ER151 | 26v| R tow | privicraviDA “OWEEKST | owrisk | 1secm | sexa| 232 NA NA NA NA NA NO Lscs ABNORMAL FETAL 8 9 NO 2.8KG NO 8DAYS HEALTHY NO NO PH7.32
153 Eris2 | 23v| R | MoDLE | PrivicrAviDy “OWESKS | lowrisk | 1secm | eike| 244 AUGMENTED 1cP NO 23HRS 20MIN 20M1 NO VAGINAL NA 8 9 NO 2.4KG NO 4DAYS HEALTHY NO NO ABG - NOT ENT
154 ER153 | 26v| R tow | muLTicRaviDA “OWEEKS | owrisk | 1s20m | eaxs| 277 INDUCED 3cP-1cT NO 24HRS 22MIN NO BINAL NA 7 9 NO 2.9KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
155 ER154 | 21v| R tow | priMiGRAVIDA “ONEEKS | owrisk | 1a4cm | eoxa| 280 INDUCED DILAPIN-CT] NO 24HRS NA NO acs FAILED INDUCTION 7 9 NO 3.2KG NO 5DAYS HEALTHY NO NO ABGNOT SENT
40WEEKS GTWITH
156 ER155 | 28Y| UR| LOW | PRIMIGRAVIDA HIGHRISK | 157CM | 63kG| 255 NA NA NA NA NA NO Lscs MACROSOMIA 7 8 8 3.45KG NO 5DAYS HEALTHY NO ABG - NOT SENT
2DAYS MACROSOMIA
157 ER156 | 26Y| R Low | muLTIGRAVIDA “OWEEKS | owrisk | 1secm | soke| 24 SPONTANEOUS NA NO 5HRS OMIN NO VENTOBS NA 8 9 NO 3.1KG NO 7DAYS HEALTHY NO NO ABG - NOT SENT
158 ER157 | 30Y| R | MIDDLE | MULTIGRAVIDA 40WEEKS 1DAY LOWRISK | G2CM | 62kG | 23.6 SPONTANEOUS NA NO 5HRS 37MIN NO VAGINAL NA 7 9 NO 3.2KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
159 ER158 | 26Y| R tow | priicRavIDA “OWEEKST | ieRisk | 1s7om | 7sko| 304 SPONTANEOUS NA NO 7HRS NA NO Lscs PO 8 9 NO 3.4KG NO 8DAYS HEALTHY NO NO ABG - NOT SENT
160 ER150 | 27v| R tow | privicravIDA “OWEEKST | owrisk | 163cm | 70KG| 263 SPONTANEOUS NA NO NA NA NO Lscs ANAMES 7 9 NO 3.3KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
161 ER160 | 25v| R tow | privicraviDA “OWEEKST | owrisk | 1s4cm | eaka| 265 AUGMENTED DILAPIN-CT NO 41HRS 88N NO VAGINAL NA 8 9 NO 3.1KG NO 5DAYS HEALTHY NO NO ABG - NOTSENT
162 ER161 | 20v| R Low | PRIMIGRAVIDA “ONEEKS | owrisk | 1ssom | eske| 27 INDUCED 20P's NO 14HRS 23MIN NO VAGINA NA 8 9 NO 2.8KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
JOWEEKS 1 DILAPIN -
163 ERiez | 25v| R | MDDLE | PRIMGRAVIDA “O%CH LOWRISK | 156CM | 55KG| 226 INDUCED PN | vesarHick Msy 30HRS NA YES Lscs FETAL DISTRESS 7 9 NO 2.8KG NO 6DAYS HEALTHY NO NO PH-7.38
164 Er163 | 33v| UR| MDDLE | PrivicrAviDN “OWEEKS | ieHRisk | 1socm | eake| 284 INDUCED 20P's NO 15HRS NA NO Lscs IEBD INDUCTION 7 9 NO 25KG NO 6DAYS HEALTHY NO HYPOTHYROIBI)  aBG - NoOT SENT
165 ER164 | 20v| R tow | priMiGRAVIDA “OWEEKS | owrisk | 1s0cm | saka| 2as INDUCED acps | TESFETAL 20HRS 23MIN YES Lscs FETAL DISTRESS 7 9 NO 2.8KG NO 5DAYS HERMY NO NO PH-7.33
166 ER165 | 28Y| R tow | privicravIDA “OWEEKST | owrisk | 148cm | soka| 260 NA NA NA NA NA NO Lscs CDMR 8 9 NO 3.2KG o 5DAYS HEALTHY NO NO ABG - NOT SENT
AOWEEKS 1 IMPAIRED
167 ER16s | 34v| UR| MDDLE | MuLTIGRAVID “O%TH HIGHRISK | 156CM | s5KkG| 226 AUGMENTED 2T NO 8HRS 30MIN 6MIN NO VAGINAL NA 8 9 NO 3KG NO 4DAYS HEALTHY NO GLUCOSE ABG - NOT SENT
TOLERANCE
168 ER167 | 27v| R tow | PriMiGRAVIDA “ONEEKS | owrisk | 1a4cm | eoxa| 280 SPONTANEOUS NA NO NA NA NO Lscs cPD 9 01 NO 35KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
169 ER168 | 24Y| R tow | privicravIDA “OWEEKST | owrisk | 1s20m | e1ka| 264 INDUCED 3cp-3cT NO 26HRS NA NO Lscs | AIEED INDUCTION 9 10 NO 3.2KG NO 5DAYS HEALTHY NO NO ABG - NG SENT
170 ER169 | 20v| R LOW | PRIMIGRAVIDA 40WEEKS 1IDA} LOWRISK| 150€ |45kG | 20 INDUCED 3CP'S NO 44HRS 15MIN 27MIN NO VAGINAL NA 7 8 « 3.2KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
i ER170 | 25v| R Low | muLTicRAVIDA “OWEEKSL | G\ Risk | 146cM | eskG| 319 SPONTANEOUS NA cPD NA NA NO Lscs cPD 8 9 NO 3.3KG NO 6DAYS HEALTHY NO NO ABG - NOT SENT
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172 ER171 | 31v| R | MiDDLE | MuLTiGRAVIDA  “OWEEKS | 6w Risk | 1socm | eikG| 271 SPONTANEOUS NA NO 2HRS 15MIN 14MIN NO VAGINAL NA 7 8 NO 35KG NO 5DAYS HEALTHY RETAINED PLACENTA NO ABG - NOT SENT
4DAYS MANUAL REMOVAL
173 ERi72 | 21v| R | MODLE | MuLTicRAVIDA ‘ONEEKS | lowrisk | 1sacm | sake| 225 SPONTANEOUS NA NO 1HR 15MIN 27MIN o VAGINAL NA 7 8 NO 3.3KG NO 3DAYS HEALTHY NO NO ABG - NOT SEN
174 ER173 | 19v| R tow | privicravid “MESS T owrisk | 1secm | seks| 238 INDUCED 3cp-3cT NO 28HRS 5MIN NO BNAL NA 8 9 NO 25KG NO 5DAYS HEALTHY NO NO ABG - NOT SENT
175 Erize | 28v| UR| tow | mumieravid “OMESKS | lowrisk | 1sacm | eske| 277 AUGMENTED 1CP-SRM NO 12HRS 30MIN 10MIN NO VAGINAL NA 7 9 NO 3.2KG NO 4DAYS HEALTHY NO NO ABG - NOT SENT
176 Er17s | 23v| R tow | privicravid “OEEKST | igrRrisk | 1ascm | 7ako| 3a71 INDUCED 2cP's cPD 20HRS NA NO as cPp 7 9 NO 3.3K6 NO SDAYS HEALTHY NO HYPOTEWROD!  agg -NoT sent
177 Er176 | 25v| R tow | mumicraviod “MESST | igrRrisk | 1socm | sske| 259 SPONTANEOUS NA NO SHRS 13MIN NO ENAL NA 8 9 NO 3.3K6 NO 4DAYS HEALTHY NO HYPOTEWROD!  agg -NoT sent
ws | ERw77 | 28v| R tow | Privicravial  “IVFEKS | LowRisk | 1sscm | sake| 216 INDUCED 2RSSR THCK MsL 34HRS NA NO Lscs NON PROBRES OF 8 9 NO 3.1K6 NO 7DAYS HEALTHY NO NO ABG-NOT SENT
TOWEEKS IMPAIRED
179 ER178 | 27v| UR| Low | muiTieRavibA ‘OWEEKS | ienmisk | 1socm | eako| 284 SPONTANEOUS NA NO 4HRS 2MIN NO VAGAL NA 8 9 NO 3.1KG NO 4DAYS HEALTHY NO GLUCOSE ABG- NOT SENT
TOLERANCE
180 ER179 | 2av| R tow | muticraviod “ONEEKSS | igrRisk | 1secw | esko| 279 INDUCED 1CP-SRM NO 15HRS 35MIN NO VAGINAL NA 8 9 NO 2.3KG NO 5DAYS HEALTHY NO LATE ONSET ABG- NOT SENT
181 ERI180 | 24v| R tow | privicravipd “TNEEKS 1 lowrisk | 1s2cm | e7ka| 289 INDUCED cp-sRM-COHEOHYDRAMN 13HRS NA NO Lscs OLIGOHYDRAMNIOS 8 10 NO 3.1KG NO 8DAYS HEALTH NO NO ABG- NOT SENT
182 ER181 | 28Y| R tow | privicravid “ESKST 1 owrisk | 1socm | eiks| 271 INDUCED 20P'S NO NA NA NO Lscs CDMR 7 8 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
183 Eris2 | 26v| R tow | privicravipd “IVEEKS 1 Lowrisk | 1sacm | eiks| 257 INDUCED 3cP's-6CT] NO 45HRS NA NO as FAILED INDUCTION 8 9 NO 32K6 NO 6DAYS HEALTHY NO NO ABG- IOT SENT
JOWEEKS 1 GRAVES
184 ER183 | 26v| R | MDDLE | PRIMGRAVIDA “O%CH HIGHRISK | 156CM | 64KG| 262 SPONTANEOUS NA NO NA NA NO Lscs cPD 7 9 NO 35KG NO 4DAYS HEALTHY NO e ABG- NOT SENT
185 Eriss | 33| UR| MDDLE | PRIMIGRAVIDA ‘ONEKS | HiGHRisk | 1sscm | eaks| 266 INDUCED 3cp-2cT NO 35HRS NA NO s CDMR 8 9 NO 2.7KG NO 7DAYS HEALTHY NO HYPOTEWRO!  agG-NoT sENT
186 ERiss | 20v| R tow | murticraviod  “IVEEKS | igrRrisk | 1ascm | sexs| 255 INDUCED cr FETAL DISTRESS 1HR NA YES Lscs FETAL DISTRESS 8 9 NO 3KG NO 4DAYS HEALTHY NO PROM PRB1
187 Eriss | 21v| R tow | privicravipd “OPEES T | g Risk | 1sacm | soks| 216 SPONTANEOUS NA NO 3HRS 23MIN NO AGINAL NA 7 8 NO 2.8KG NO 6DAYS HEALTHY NO HYPOTEWRO! G- NoT senT
188 Eris7 | 2av| R tow | mumicraviod “OYEEKST | g isk | 1socm | eoke| 266 SPONTANEOUS NA NO 2HRS 23MIN NO GINAL NA 8 9 NO 3.1KG NO 4DAYS HEALTHY NO HBSAGH ABG- NOT SENT
189 ER188 | 23v| UR| Low | PRMIGRAVIDA “O0FRKS | iGHRIsk | 1secwm | eaks| 256 AUGMENTED 2cPs NO 17HRS 15MIN 16MIN NO VAGINAL NA 8 9 NO 2.56KG NO 5DAYS HEALTHY NO PROM ABGNOT SENT
40WEEKS 3CPS-SRM-
190 ER189 | 26v| R | MIDDLE | PRIMIGRAVID “O0EEK LOWRISK | 165CM | 60KG| 22.03 INDUCED e NO 42HRS 30MIN NA NO Lscs FAILED INDUCTION 7 8 NO 3.3KG NO 5D6S HEALTHY NO NO ABG- NOT SENT
101 Erio | 20v| R | wDDLE | PRivicRaviDA *IVERKS | piGHRisk | 1sscm | sike| aa7 INDUCED 3cP's NO 21HRS 30MIN NA NO Lscs FAILED INDUCTION 8 9 NO 3.4KG YEig;E;’Tg”R 8DAYS HEALTHY NO HYPOTEWROP!  agG-NoT senT
192 Erio1 | 27v| R tow | privicravid “OEEKST | igrRrisk | 1sscm | sake| 2306 INDUCED DILAPIN-CT NO 25HRS am NO VENTOUSE NA 8 9 NO 3KG NO 7DAYS HEALTHY NO GDM ABG- NOT SHT
193 ErR192 | 26v| R LOW | PRIMIGRAVIDA 40";&5“ 1| Lowrisk | 158cMm | eskG| 26.03 INDUCED DILAPIN-CT NO 44HRS 25MI NO VENTOUSE NA 7 9 NO 3.3KG NO 8DAYS HEALTHY YES(ATONIC PPH) NO ABG- NOT SENT
194 ER193 | 27v| R tow | privicraviod “MESST 1 owrisk | 1610m | eake| 243 AUGMENTED cr FETAL DISTRESS 418R 52MIN YES Lscs FETAL DISTRESS 7 8 NO 3.7KG NO 5DAYS HEALTHY Y NO PH-7.27
195 ERi04 | 20v| R tow | privicraviod “IVEEKS 1 Lowrisk | 1sscm | eoks| 249 INDUCED 3cp-1CT NO 18HRS 20MIN 20w NO VENTOUSE NA 8 9 NO 3.13KG NO 5DAYS HEALTHY NO NO ABG- NOBENT
196 ER195 | 31v| R tow | mumicraviod  “IVEEKS 1 Lowrisk | 167cm | 7aks| 265 AUGMENTED 2cps THICK MSL 7HRSIN NA NO Lscs THICK MSL 8 9 NO 3.3kG NO 6DAYS HEALTHY NO NO PH.26
197 ER196 | 23v| R tow | privicravipd “IVEEKS | higrRisk | 1socm | sake| 231 AUGMENTED 2cP's NO 8HRS 30MIN MIN NO VAGINAL NA 8 9 NO 28KG NO 4DAYS HEALTHY NO HYPOTEWROD!  aBG-NoT senT
TOWEEKS HIGH RISK
198 ER197 | 26v| R tow | priMiGRAVIDA “ONWEEKS | ionmisk | 1aecm | siko| 239 NA NA ANAMNIOS NA NA NO Lscs ANAMNOS 9 10 NO 27KG NO 7DAYS HEALTHY NO (THROMBOCYT|  ABG-NOT SENT
OPENIA)
199 Erio8 | 27v| R tow | mumicraviod  “IVEEKS | higrRmisk | 1s7cm | esko| 275 SPONTANEOUS NA NO 6HRS 20MIN 10 NO VAGINAL NA 8 10 NO 2.9KG NO 5DAYS HEALTHY NO PROM ABG- NOTSENT
40WEEKS . OVULATION
200 ER199 | 26v| R tow | PrMIGRAVIDA “‘ONTPKS | i Risk | 14scm | ssko| 254 AUGMENTED 3CP'S4CTS DTA 28BRL5MIN 1HR NO Lscs DTA 8 9 NO 3.2KG NO 7DAYS HEALTHY NO o ABG- NOT SENT
201 Er200 | 25v| R tow | privicravid “MESST | igrrisk | 1ssom | esks| 272 INDUCED DILAPIN-CT NO 28HRS a6m NO VAGINAL NA 8 9 NO 2.8KG NO SDAYS HEALTHY NO HYPOTEWROD! G- NoT senT
JOWEEKS 1 GHTN WITH
202 ER201 | 3ov| UR| tow | muiTiGRavipq “O%CH HIGHRISK | 159CM | 69kG| 272 AUGMENTED 2cPs NO 8HRS 30MIN NN NO VAGINAL NA 9 10 NO 3.7KG NO 5DAYS HEALTHY NO iy ABG- NOT SENT
4OWEEKS OVERT
203 ER202 | 25v| R tow | muLTieraviDq “OWEEKS | ienrisk | asacm | 7ike| 307 INDUCED acPs NO 13HRS 15MIN 1680 NO VAGINAL NA 8 9 NO 3KG NO 6DAYS HEALTHY YES(ATONIC PPH) |  DIABETES ABG- NOT SENT
MELLITUS
204 ER203 | 23v| R LOW | PRIMIGRAVIDA ~ 41WEEKS | HIGHRISK| 161CM| Re | 29.3 SPONTANEOUS NA THICK MSL NA NA YES Lscs FETAL DISTFES 7 9 NO 3KG NO 7DAYS HEALTHY NO MoDERATE PH-7.34
205 ER204 | 27v| UR| LOW | MULTIGRAVIDA 41WEEKS | HIGHRISK| 160cM| 7& | 304 INDUCED cp-cT ANAMNIOS NA NA YES Lscs ANAMNIOS 7 9 NO 2KG NO 6DAYS HEALTHY NO RVD + ABG- NOT SENT
206 Ero0s | 27v| R | MDDLE | MuLTIGRaVIDA YOS | lowRisk | 1s7eM | 7eKc| 308 AUGMENTED 1cP NO 9HRS 20MIN 12MIN NO VAGINAL NA 7 8 NO 3.3KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
207 ER206 | 24v| R tow | mumicraviod “OESKST | owrisk | 1socm | saks| 24 SPONTANEOUS NA NA 12HRS 30MIN 12MIN o VAGINAL NA 7 9 NO 3.2KG NO 4pAYS HEALTHY NO NO ABG- NOT SENT
208 ER207 | 23v| R tow | privicravid “MESST | igrrisk | 160cm | 7oks| 273 NA NA NA NA NA NO Lscs OLIGOHYDRAMIOS 7 9 NO 3.3KG NO 5DAYS HEALTHY NO OLIGOMYORAM | ABG- NOT SENT
209 ER208 | 31v| R tow | murticraviod “IVEEKS 1 Lowrisk | 1socm | 7eks| 337 INDUCED 2P'S NA 8HRS 15MIN 12MIN o VAGINAL NA 7 9 NO 3.2KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
210 ER200 | 31v| R tow | muticraviod “OWEEKS | lowrisk | 1sacm | soks| 337 INDUCED 2CP'S | FETALDISTRESS — OHRSMIN NA YES Lscs FETAL DISTRESS 7 9 NO 28KG NO 6DAYS HEALTH NO NO PH735
211 Er210 | 23v| R | wDLE | PRivicRaviDA *IVESKS | owrisk | 1s0cM | eok| 266 SPONTANEOUS NA NO 13HRS 15MIN NA NO Lscs FETAL DISTRESS 7 8 NO 3.35KG NO 7DAYS HEALTHY NO NO PHEA.
212 ER211 | 26v| R tow | priicravid “MESST 1 owrisk | 1s0cm | eoks| 266 INDUCED DILAPIN-CT NO 26HRS 30MI 42MIN NO VAGINAL NA 7 9 NO 3KG NO 5DAYS HEALTHY NO NO ABG- NOTSENT
213 ER212 | 21Y| UR tow | muticraviod  “IVEEKS | higrRrisk | 1c0cm | 7aks| 289 SPONTANEOUS NA NO 6HRS 40MIN 38M NO VAGINAL NA 7 9 NO 2.4KG NO 5DAYS HEALTHY NO OLIGOMYORAM | ABG- NOT SENT
214 ER213 | 26v| R tow | muticraviod “MESST | igrrisk | 1sacm | esks| 286 NA NA NA NA NA NO Lscs OLIGOHYDRAMNDS 6 8 YES 2.44KG YE\S([F;'IESSTF’:E’S*?F 7DAYS HEALTHY NO OLGOMYORAM | ABG- NOT SENT
215 ER214 | 23v| R tow | muticraviod “IVEEKS 1 Lowrisk | 1ascm | seks| 255 INDUCED 3CP'S-4CTh NO 34HRS 12M1 NA NO Lscs NON PROBRES OF 7 8 NO 26KG NO 7DAYS HEALTHY NO NO ABG- NOT SENT
216 ER215 | 25v| UR tow | privicravid “IVEEKS | igrmisk | 1s2cm | 7oke| 302 NA NA NA NA NA NO Lscs OLIGOHYDRAMNOS 7 9 NO 2.7KG NO 6DAYS HEALTHY NO OLGOMYORAM | ABG- NOT SENT
217 ER216 | 23Y| UR tow | privicraviod “IVEEKS 1 Lowrisk | 1a9cm | 71ke| 319 INDUCED 3CP'S-6CT NO 38HRSISMIN AN NO Lscs NON PROSRES OF 7 9 NO 3.2KG NO 7DAYS HEALTHY NO NO ABG- NOT SENT
218 ER217 | 26v| R tow | privicravid “MESST 1 owrisk | 1socm | sake| 231 AUGMENTED 2CTS | FETALDISTRESS  OHRS 30MIN NA YES Lscs FETAL DISTRESS 7 9 NO 2.9KG NO 6DAYS NETHY NO NO PH-7.30
219 ER218 | 24v| R tow | privicravid “MESKST 1 owrisk | 1a6cm | sike| 239 INDUCED DILAPIN-CT  FETAL DISTRES 22HRS NA YES Lscs FETAL DISTRESS 7 9 NO 33KG NO 7DAYS HEAT NO NO PH7.32
220 ER220 | 23v| R tow | mumicraviod “OESKST | igrisk | 1s7em | eske| 275 SPONTANEOUS NA NO 3HRS 20MIN 10M NO VAGINAL NA 7 8 NO 28KG NO 5DAYS HEALTHY NO HYPOTEWROP!  agG-NoT senT
221 ER221 | 26v| R tow | privicravid “OWEEKS | igrRrisk | 1secm | seks| 238 INDUCED 3cp.s2cTh NO 18HRS 15M 28MIN NO VAGINAL NA 8 9 NO 2.8KG NO 5DAYS HEALTHY NO RH NEGATVE ABG- NOT SENT
222 ER222 | 25v| R tow | privicraviod “IVEEKS | higrRisk | 1s2cm | eska| 281 INDUCED cp FETAL DISTRESS 5HRS NA YES Lscs FETAL DISTRESS 8 9 NO 25KG NO 6DAYS HEALTHY NO HYPOTEYROID! PH-7.30
223 ER223 | 27v| R tow | murmicraviod “MESST | igrrisk | 1ascm | sske| 261 SPONTANEOUS NA NO 5 HRS 10MIN 10 NO VAGINAL NO 7 8 NO 3.4KG NO 5DAYS HEALTHY NO NO ABG- NOT SET
224 ER224 | 24v| R tow | priviGRAVIDA “ONTPKS | iGHRisk | 1s0cm | sska| 244 AUGMENTED 3cPs NO 17HRS 10MIN BIBIN NO VENTOUSE NA 8 9 NO 3.1KG NO 5DAYS HEALTHY NO GDM ABG- NG SENT
225 ER22s | 24v| R | MDDLE | MuLTIGRAVIDY “ONTEKS | lowrisk | 1secm | s7ka| 234 SPONTANEOUS NA NO 3HRS 10MIN SMIN Y VAGINAL NA 8 9 NO 3.1KG NO 4DAYS HEALTHY NO NO ABG- NOT SENT
226 ER226 | 19Y| UR tow | muticraviod *OWEEKS 1 lowrisk | 1s2cm | saks| 229 SPONTANEOUS NA cPD NA NA NO Lscs cPD 8 9 NO 3.2KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
227 ER227 | 23v| R tow | primicraviDd AOWEEKSL | o risk | 1socm | e2ka| 275 AUGMENTED cp NO 7HRS 22MIN 32MIN o VAGINAL NA 8 9 NO 3.3KG NO 4DAYS HEALTHY NO NO ABG- NOT SENT

DAY




ENROLMENT RIUR| SO0 | OBSTETRIC poc | LOWHIGH weiG [ o [sPonTANEOUSINDUC| TYPE OF | INTRAPARTUM | pugaTion OF 15T | DURATION OF FETAL DISTRESS | MODEOF |\ o0\ o\ o ccs | APGAR | APGAR |RESUSCITATION| BABY NICU PURARONOF | COREIoN OF MATERNAL RISK FACTORS | BLOOD GAS ANALYSIS -
sno [FNROLMENT | ace | case [FQONOM! SCORE RISK | HEIGHT | HT ED LABOUR INDUCTION < STAGE 2ND STAGE | ATWHAT STAGE | DELIVERY IMIN SMIN MEASURES | WEIGHT | ADMISSION iy e ALE COMPLICATIONS
228 ER228 | 25v| UR LOW | MULTIGRAVIDA 42}’;’:5;(5 HIGHRISK | 146CM | 64kG| 30 SPONTANEOUS NA DTA 8HRS 10MIN 1HRGIN NO Lscs DTA 7 9 NO 2.2KG YES(LBW) 6DAYS HEALTHY NO HYPOTS"’:/TRO'D' ABG- NOT SENT
229 ER220 | 22v| R tow | privicravid “IVEEKS | igr sk | 1socm | eske| 203 SPONTANEOUS NA THICK MSL NA NA NO Lscs OLIGOHYDRAMNIOS 7 9 NO 3.75KG NO 6DAYS HEALTHY NO OLIGOMYORAM | ABG- NOT SENT
230 ER230 | 2av| R tow | mumicraviod  “IVEEKS 1 Lowrisk | 1sscm | 7eks| 269 SPONTANEOUS NA NO 1HR 15MIN NO VAGAL NA 7 9 NO 35KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
231 ER231 | 23v| R tow | mumicraviod “OYESKS T owrisk | 1e0cm | eaks| 25 INDUCED 3cP's-2CTS NO 20 HRS 26MIN NA NO Lscs CDMR 8 9 NO 3.2KG NO 7DAYS HEALTHY NO NO ABG- NOTENT
232 ER232 | 26v| R tow | mutmicraviod “OYESKS T owrisk | 1socm | saka| 24 SPONTANEOUS NA NO 6 HRS 15MIN 12MIN ™ VAGINAL NA 7 9 NO 2.6KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
233 ER233 | 21v| R tow | privicraviod “OVEEKS 1 lowrisk | 1s0cm | a7ks| 208 AUGMENTED 3cP's-1CT NO 28HRSNIN 32MIN NO VAGINAL NA 7 8 NO 3.4KG NO 5DAYS HEALTHY NO NO ABG-NOT SENT
234 ER234 | 21v| R tow | muticraviod  “IVEEKS | higrRrisk | 1socm | 7aks| 328 INDUCED 3CP.S-4CTH DTA 30HRS 1EBMIN NO Lscs DTA 7 8 NO 2.8KG NO 6DAYS HEALTHY NO Ve
235 ER235 | 26v| R tow | muticraviod  “IVEEKS | lowrisk | 1sicm | eaks| 28 SPONTANEOUS NA NO 12HRS 30MIN 46MIN o VAGINAL NA 7 8 NO 3KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
236 ER236 | 20v| R tow | mumicraviod  “IVEEKS 1 Lowrisk | 1socm | saks| 235 AUGMENTED 3CP.S-2CTE NO 20HRS \BSi NO VAGINAL NA 7 9 NO 3KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
237 ER237 | 26v| R tow | privicravid “ONEEKSS | lowrisk | 1s2cm | eaka| 268 NA NA NO NA NA NO Lscs OLIGOHYDRAMNIS 8 9 NO 3KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
238 ER238 | 31v| R tow | murmicraviod “OVESKST | g Rrisk | 1a3cm | sake| 23 SPONTANEOUS NA NO 10HRS 20MIN 34MIN NO VAGINAL NA 8 9 NO 3.1KG NO 5DAYS HEALTHY NO GHTN ABG- NOT SEIT
4OWEEKS 1 INCREASED
239 ER239 | 24v| R tow | mumicraviod “OES HIGHRISK | 161CM | 72kG| 277 INDUCED 3CP'S4CTS NO 36HRS 30M 22MIN NO VAGINAL NA 8 9 NO 3.1KG NO 4DAYS HEALTHY NO RESISTANCEON ~ ABG- NOT SENT
DOPPLER
240 ER240 | 26v| R tow | privicravid ‘OVEEKS | lowRisk | 1aacm | aske| 231 SPONTANEOUS NA NO 6HRS 20MIN 20w NO VAGINAL NA 8 9 NO 27KG NO 5DAYS HEALTHY NO NO ABG- NOT SEN
21 ER241 | 24Y| UR tow | privicravid “MESST | igrrisk | 1420w | soks| 247 SPONTANEOUS NA THIN MSL 12HRSIAN NA YES Lscs FAILED INDUCTION 7 8 NO 25KG NO 6DAYS HEALTH NO GHTN ABG- NOT SENT
242 ER242 | 23v| R tow | muticraviod  *9VEEKS | lowrisk | 1aacm | sake| 25 NA NA NO NA NA NO Lscs CDMR 8 9 NO 31KG NO DAYS HEALTHY NO NO ABG- NOT SENT
243 ER243 | 30v| R tow | mumicraviod “IVEEKS 1 Lowrisk | 1socm | esks| 302 AUGMENTED 3cTs NO 17HRS 20MIN 204N NO VAGINAL NA 8 9 NO 3.1KG NO 6DAYS HEALTHY NO NO ABG- NOTSENT
244 ER244 | 2av| R tow | mumicraviod  “9VFEKS 1 Lowrisk | 163cm | sske| 368 AUGMENTED 3cP.s NO 19HRS 50MI 36M NO VAGINAL NA 8 9 NO 3.2KG NO 5DAYS HEALTHY NO NO ABG- NOT SIT
25 ER245 | 26v| R tow | privicravid “MESKST 1 owrisk | 1s2cm | eaka| 268 AUGMENTED 2cP's NO 11HRS 20MIN N NO VAGINAL NA 7 8 NO 2.7KG NO 5DAYS HEALTHY NO NO ABG- NOT ENT
246 Eraas | 29v| R | MmDLE | mutTicRaviDA “IVESKS | lowRisk | 14scm | sexc| 255 AUGMENTED acTS cPD 18HRS NA NO s cPD 8 9 NO 3.6KG NO 7DAYS HEALTHY NO NO ABG- NOT SENT
247 ER247 | 32v| UR tow | muticraviod “ONEEKSS | igrRrisk | 1s3cm | aaks| 187 INDUCED 3cP'S-3CTh NO 30HRS NA NO Lscs NON PROSRES OF 8 9 NO 3KG NO 6DAYS HEALTHY NO HYPOTEYROID!  agG-NoT sENT
248 Eraas | 31v| UR| MDDLE | PRivicRaVIDA ‘ONTEKS | iowrisk | 1sscm | 7ske| a2 INDUCED 3cP's-2CTS NO 20HRS 15MIN NO VAGINAL NA 8 9 NO 3KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
249 ER249 | 27v| R LOW | MULTIGRAVIDA 41WEEKS | LOWRISK| 146CM| 60KG 28.14 SPONTANEOUS NA NO 11HRS 15MIN 40MIN NO VAGINAL NA 6 8 Y& 25KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
250 ER250 | 38Y| R tow | muticraviod *OVEEKS | LowRisk | 1secm | seks| 238 SPONTANEOUS NA NO 6HRS 15MIN 1aw NO VAGINAL NA 8 9 NO 3.2KG NO 6DAYS HEALTHY NO NO ABG- NOT SEN
251 ER251 | 22v| R tow | privicravid “MESS T owrisk | 163cm | eska| 244 INDUCED 3CP'S-6CT NO 42HRS 30MIN 36MIN NO VAGINAL NA 8 9 NO 2.9KG NO 4DAYS HEALTHY NO NO ABG- NOTSENT
252 ER252 | 24Y| UR tow | privicravid “MESKST 1 owrisk | 1secm | saks| 217 SPONTANEOUS NA NO 18HRS 15MIN 24w NO VAGINAL NA 8 9 NO 27KG NO 5DAYS HEALTHY NO NO ABG- NOT SEN
253 ER253 | 23v| R tow | privicravid “MESKST 1 owrisk | 1ssom | seks| 232 SPONTANEOUS NA NO 12HRS 30MIN 34w NO VAGINAL NA 8 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG- NOT SEN
254 ER254 | 24v| R tow | mumicraviod “IVEEKS 1 lowrisk | 1sscm | eike| 244 SPONTANEOUS NA NO 5HRS 30MIN SMIN ™ VAGINAL NA 8 9 NO 27KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
255 ER255 | 20v| R tow | privicravid ‘OWEEKS | lowrisk | 1s2cm | eaks| 277 AUGMENTED 2CTS | FETALDISTRESS ~ OHRS 10MIN NA YES Lscs FETAL DISTRESS 7 9 NO 2.8KG NO 7DAYS NETHY NO NO PH-7.29
256 ER256 | 32v| R tow | mumicraviod  “9VFEKS | higrRrisk | 1aacm | eoks| 289 INDUCED 2cP'S NO 16HRS 12MIN NO VAGL NA 6 7 YES 27KG NO 5DAYS HEALTHY NO MooERATE ABG- NOT SENT
257 ER257 | 24v| R tow | privicraviod “IVEEKS 1 lowrisk | 1s7om | eaks| 255 INDUCED 3CP'S-6CTH NO 46HRS 10MI NA NO Lscs FAILED INDUCTION 8 9 NO 3KG NO 6DAYS HEALTHY NO NO /G- NOT SENT
258 ER258 | 28Y| R tow | muticraviod  *IVEEKS | igrRisk | 1secm | eoka| 24 AUGMENTED 1cp NO 7HRS 10MIN SMIN NO VAGINAL NA 7 9 NO 2.7KG NO 5DAYS HEALTHY NO LATE ONSET ABG- NOT SENT
259 ER259 | 23v| R tow | privicravipd “IVEEKS 1 Lowrisk | 1620w | eaka| 236 INDUCED 2cPs NO 12HRS 22MIN NO VAGAL; NA 6 9 YES 2.4KG NO 4DAYS HEALTHY NO NO ABG- NOT SENT
260 ER260 | 24Y| UR tow | privicravid “MESST 1 owrisk | 1s7om | 7ske| 304 SPONTANEOUS NA YES NA NA YES Lscs FETDISTRESS 8 9 NO 3.2KG NO 7DAYS HEALTHY NO NO PH-7.30
261 ER261 | 22v| R tow | privicraviod “IVEEKS 1 Lowrisk | 163cm | 7oke| 263 INDUCED 3cP.S3CTE NO 27HRS 10MI 26MIN NO VAGINAL NO 8 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG- NG SENT
262 Eroez | 33| UR| MDDLE | muLTicRaviDA “ONREKSS | owRisk | 1socM | eska| 302 SPONTANEOUS NA FETAL DISTRESS NA NA YES Lscs FETAL DISTRESS 8 10 NO 2.8KG NO 6DAYS HEALTHY NO NO PH-7.31
263 ER263 | 31v| R tow | privicravid “MESST | igrrisk | 163cm | sska| 368 INDUCED CPCT | FETALDISTRESS HRS NA YES Lscs FETAL DISTRESS 7 8 NO 3.1KG NO 7DAYS HEALTHY NO HYPOTHYROD! PH-7.36
264 ER264 | 25v| R tow | privicravid “IVEEKS | higrRrisk | 167cm | 7aks| 265 INDUCED 3CP'S-3CTH  FETAL DISERS 30HRS 34MIN YES VENTOUSH NA 8 9 NO 25KG NO 5DAYS HEALTHY NO GHTN PH-7.18
265 ER265 | 22Y| UR tow | privicravid “MESST | igrrisk | 1socm | sake| 231 AUGMENTED 2T THICK MSL NA NA ES Lscs FETAL DISTRESS 8 9 NO 2.8KG NO 7DAYS HEALTHY NO PROM me4
266 ER266 | 24v| R tow | privicravid “ONEEKSS | igrRisk | 1a6cm | sike| 239 INDUCED 3cP's NO 13HRS 15MIN 2au1 NO VAGINAL NA 8 9 NO 27KG NO 4DAYS HEALTHY NO LATE ONSET ABG- NOT SENT
267 ER267 | 26Y| UR tow | privicraviod “IVFEKS 1 Lowrisk | 1s7om | esks| 275 SPONTANEOUS NA NO NA NA NO Lscs CDMR 8 9 NO 3KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
268 ER268 | 23v| R tow | privicravid “MESKST 1 owrisk | 14scm | sske| 254 SPONTANEOUS NA NO 12HRS 30MIN 2aW1 NO VAGINAL NA 8 9 NO 2.9KG NO 5DAYS HEALTHY NO NO ABG- NOT SEN
269 ER269 | 20v| R tow | privicravid *OVEEKS | lowrisk | 1sscm | esks| 272 INDUCED 2CP'S | FETALDISTREYS 108R NA YES Lscs FETAL DISTRESS 8 9 NO 3.1KG NO 7DAYS HEALTHY NO NO PH-7.26
270 ER270 | 22v| R tow | privicravid “MESST | igrrisk | 1sacm | eoks| 272 SPONTANEOUS NA THICK MSL NA NA YES Lscs FETAL DISTRESS 8 9 NO 25KG NO 6DAYS HEALTHY NO GbM PHE
271 ER271 2av| R Low [ PRIMIGRAVIDA  TOTEERS T HigH RISK | 152cM | 71KG| 307 INDUCED 3cP's-1CT] NA 26HRS 30N/ 34MIN NO VAGINAL NO 8 9 NO 3KG NO 5DAYS HEALTHY NO N ABG- NOT SENT
272 Erz72 | 25v| R | MDDLE | PRIMIGRAVIDA ‘ONTEKS | lowrisk | 1610M | 76KG| 293 INDUCED cp FETALDISTRESS  SHRSVISI NA YES Lscs FETAL DISTRESS 8 9 NO 25KG NO 6DAYS HEALTHY NO NO PH7.23
273 ER273 | 24v| R tow | mumicraviod “IVEEKS | niGrRisk | 1s0cm | 7eke| 304 INDUCED 2cPS | FETALDISTRESS  9SIROMIN NA YES Lscs FETAL DISTRESS 7 9 NO 2.6KG NO 7DAYS HEAHY NO LATE ONSET PH7.31
274 ER274 | 23v| R tow | primicravipd “OVEEKS | lowRisk | 1s7cm | 7eke| 308 INDUCED 3cP's NO 15HRS 32MIN NO VAGAL NA 7 9 NO 2.9KG YELSJ(E::;';;'TE)'L'R 5DAYS HEALTHY NO NO ABG- NOT SENT
275 Erors | 2av| UR| Low | pPrmiGRAVIDY TWEEKST | piGHRisk | 1socm | sake| 24 SPONTANEOUS NA ANAMNIOS NA NA NO Lscs ANAMNIOS 8 9 NO 3KG NO 4DAYS HEALTHY NO PRE oAl ABG-NOT SENT
276 ER2z6 | 20v| R tow | Primicravipd “OWSEKS | lowRisk | 1s0cm | 7oke| 273 SPONTANEOUS 3cPs NO 13HRS 30MIN NA NO Lscs cPD 8 9 NO 2.9KG NO 7DAYS HEALTHY NO NO ABG- NOT SENT
277 Er277 | 23v| R tow | Primicravid “OWSEKS | lowRisk | 1s0cm | 7eke| 337 SPONTANEOUS NA NO 16HRS 32MIN NO VAGL NA 7 8 NO 28KG NO 5DAYS HEALTHY CERIVICAL TEAR NO ABG NOT SENT
278 Er2ze | 3ov| R tow | Primicravipd “OWSEKS | lowRisk | 1sacm | soke| 337 INDUCED 2cPs THICK MSL 9HRS 20MIN NA YES Lscs FETAL DISTRESS 8 9 NO 3.1KG NO 6DAYS HEALTHY NO NO HP7.30
279 ER279 | 26v| R tow | Primicravipd “OWEKS | lowRisk | 1s0cm | eoke| 266 INDUCED cp NO 7HRS 30MIN 20MIN NO \GINAL NA 8 9 NO 2.8KG NO 4DAYS HEALTHY NO NO ABG- NOT SENT
280 ER280 | 24v| UR| Low | PRMIGRAVIDY “‘O0TEKS | piGHRisk | 1socM | eokG| 266 AUGMENTED OXYTOCIN|  THICK MSL SRS 26MIN NO VAGINAL NA 0 0 NA 3.3KG NO 5DAYS HEALTHY NO 1uD ABG NOT SENT
281 ER281 | 26v| R tow | Primicravid “OWEKS | lowRisk | 1s0cm | 7ake| 289 INDUCED 2CP'S | FETALDISTRESS  8HESMIN NA YES Lscs FETAL DISTRESS 8 9 NO 3.2KG NO 6DAYS HEALTH NO NO PH7.25
282 Er282 | 21v| R tow | primicravipd “IVEEKS | lowRisk | 1sacm | eske| 286 INDUCED 3cp-2cT NO 22HRS 30MIN NA o Lscs PR oocPO 8 9 NO 33KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
283 ER283 | 24v| UR| MIDDLE | PRIMIGRAVIDA ‘ONTEKS | piGHRisk | 148cM | seKG| 255 INDUCED DILAPIN-CT MSL 20HRS NA Es Lscs FETAL DISTRESS 7 9 NO 33KG NO 6DAYS HEALTHY NO HYPOTHYROIDI PH7.23




ENROLMENT RIUR|_ SOCI0 | oBsTETRIC o | LOWHIGH WEIG | . | sPONTANEOUSINDUC| TYPEOF | WIRAPARTUM | opaTioN OF 15T | DURATIONOF |  FETALDISTRESS | MODEOF | 00 | APGAR | APGAR |RESUSCITATION| BABY NICU DURATIONOF | CONDITION OF MATERNAL RISK FACTORS | BLOOD GAS ANALYSIS -
SNO AGE | cASE SCORE RISK | HEIGHT | HT ED LABOUR INDUCTION STAGE 2ND STAGE | ATWHAT STAGE | DELIVERY IMIN SMIN MEASURES | WEIGHT | ADMISSION COMPLICATIONS
NUMBER STATUS s STAY DISCHARGE
4OWEEKS 1 FGR WITH
284 ER2s4 | 24v| R | MDDLE | MuLTIGRAVIDA “O%CH HIGHRISK | 152cM | 70kG| 302 AUGMENTED 1cP NO 5HRS 10MIN 30MI NO VAGINAL NO 7 8 NO 27KG NO 5DAYS HEALTHY NO BRAIN SPARING|  ABG- NOT SENT
EFFECT

285 ER285 | 21v| R tow | mumicraviod  “IVEEKS 1 lowrisk | 1a9cm | 71ke| 319 SPONTANEOUS NA NO 6HRS 30NIN 6MIN oY VAGINAL NO 8 9 NO 3.3KG NO 4DAYS HEALTHY NO NO ABG- NOT SENT
286 ER286 | 20v| R tow | muticraviod *OWEEKS | lowrisk | 1sicm | eaks| 28 SPONTANEOUS NA NO 8HRS 15MIN 3MIN NO AGINAL NO 7 8 NO 2.9KG YEﬁg’:zE;ﬁ""R 3DAYS HEALTHY NO NO ABG- NOT SENT
287 Er287 | 22v| R tow | privicravid “ONEEKSS | lowrisk | 1socm | saks| 235 AUGMENTED 2CP'S | FETALDISTRESS  HRS 30MIN NA YES Lscs FETAL DISTRESS 8 9 NO 3.2KG NO 6DAYS NETHY NO NO PH-7.32

288 ER288 | 23v| R tow | privicravid “ONEEKSS | lowrisk | 1s2cm | eaka| 268 INDUCED 3CPS-ICT| FETALDISTRESS  8HRS 22MIN NA YES Lscs FETAL DISTRESS 7 8 NO 2.9KG NO 7DAYS NETHY NO NO PH-7.26

289 ER289 | 21Y| UR LOW | PRIMIGRAVIDA ~ 41WEEKS | HIGHRISK| 143cM| B® | 23 INDUCED cp THICK MSL 7HRS NA YES Lscs FETAL DISTRESS 7 8 NO 28KG NO 6DAYS HEALTHY NO LATE ONSET ABG- NOT SENT
200 ER200 | 28Y| UR tow | muticraviod *OWEEKS | lowrisk | 1s1cm | 7ake| 277 INDUCED cp THICK MSL 8HRS 30MIN NA YES Lscs FETAL DISTRESS 7 9 NO 35KG NO 6DAYS HEALTHY NO NO PRBO

201 ER201 | 31v| R tow | privicravid ‘OWEEKS | lowRisk | 1aacm | aske| 231 SPONTANEOUS NA NO NA NA NO Lscs OLBHYDRAMNIOS 7 9 NO 2.9KG NO 6DAYS HEALTHY NO NO ABG- NOT SENT
202 ER202 | 28v| R tow | privicravid “MESKST 1 owrisk | 1420w | soke| 247 INDUCED 2cP-CT NO 14HRS 15MIN 2am1 NO VAGINAL NA 8 9 NO 3KG NO 4DAYS HEALTHY NO NO ABG- NOT SENT
203 ER203 | 27v| R tow | primicravid “OPESKST | owrisk | 1aacm | ske| 2 SPONTANEOUS NA NO NA NA NO Lscs FETAUSTRESS 8 9 NO 3KG NO 7DAYS HEALTHY NO NO ABG- NOT SENT
204 ER204 | 2av| R tow | privicravipd “OVFEKS 1 Lowrisk | 1s0cm | esks| 302 SPONTANEOUS 3cP's-6CT NO 38HRBIIN NA NO Lscs FAILED INDUCTION 7 8 NO 3.2KG YEig’:;E;T;'L'R 8DAYS HEALTHY NO NO ABG- NOT SENT
205 ER205 | 26v| R tow | privicravid “OWEEKS | igrRisk | 163cm | sske| 368 SPONTANEOUS NA NO NA NA NO Lscs ANAMIOS 7 8 NO 2.4KG NO 6DAYS HEALTHY NO ANAMNIOS ABG- NOT SENT

40WEEKS ) LATE ONSET
206 ER206 | 26v| R tow | priviGRAVIDA “ONFFKS | igHRisk | 1e0cm | 7aka| 289 INDUCED 3CP'S5CT] NO 42HRS NA NO LSCS | NON REASSURING NST| 8 9 NO 2.7KG NO 7DAYS HEALTHY NO o ABG- NOT SENT
207 ER207 | 37v| R tow | mumicraviod “MESKST | igrRrisk | 1sacm | esks| 286 INDUCED 20P'S NO 13HRS 10MIN NO VAGL NA 7 9 NO 2.4KG NO 5DAYS HEALTHY NO GHTN ABG- NOT SENT
40WEEKS GHTN WITH

208 ER298 | 33v| UR| Low | muLTiGRaviDA “OVFRKS | iGHRisk | 1sacm | soke| 337 SPONTANEOUS NA THICK MSL NA NA NO acs FETAL DISTRESS 7 9 NO 2.8KG NO 6DAYS HEALTHY NO S ABG- NOT SENT
209 ER209 | 28Y| UR tow | muticraviod *OWEEKS | lowrisk | 1s7om | 7eks| 308 INDUCED 20P'S NO 12HRS 10MIN NO VAGAL NA 7 8 NO 3.1KG NO 5DAYS HEALTHY NO NO ABG- NOT SENT
300 ER300 | 26v| R tow | privicravid “OYEEKST | g Rrisk | 1socm | sake| 24 NA NA NA NA NA NO Lscs ANAMNIOS 7 9 NO 205G YEig:;E;T;""R 6DAYS HEALTHY NO OLIGOMYORAM | ABG- NOT SENT




