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Abstract 

Post-date pregnancies account for about 5-10% of the deliveries and 

are known to be associated with increased risk for prenatal 

complications. The mechanism of fetal complication associated with 

post dated pregnancy has attributed to progressive placental 

insufficiency particularly in the presence of decreased amniotic fluid. 

Few studies had looked into the Doppler blood flow changes in 

postdated pregnancies. Some demonstrated redistribution of blood 

flow in the fetal cerebral circulation in postdated pregnancies with 

adverse prenatal outcome, and such brainsparing phenomenon is 

thought to result in oligohydramnios. However, others reported 

insignificant difference in Doppler indices for postdated pregnancies 

with or without oligohydramnios. 
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INTRODUCTION  

        The terms postdate, postterm, prolonged and postmature are often loosely 

used interchangeably to signify pregnancies that have exceeded a duration 

considered to be the upper limit of normal (Cunningham et al., 2010).  

Postterm includes pregnancies that last longer than 42 weeks while 

postdate pregnancies include those that last longer than established or estimated 

date of confinement which is also known the due date in layman's terms (i.e.40 

weeks) (Alexander et al., 2000). 

           The definition of postterm pregnancy generates the erroneous idea that 42 

weeks (294 days) is the limit between normality and abnormality. More logical 

and more useful to the clinician and the patient is to define this limit as the time 

when the dangers of prolonging the pregnancy exceed the fetal and maternal 

dangers associated with delivery. Most of the information collected in the last 20 

years indicates that this stage is reached prior to 42 weeks. Therefore, it seems 

reasonable to give attention to all pregnancies extending beyond the expected 

date of delivery (EDD) and ignore the limit between term and postterm 

gestations (Arias et al., 2008). 

Post term pregnancies account for about 5-10% of the deliveries and 

are known to be associated with increased risk for prenatal complications 

(Vorherr, 1975). The mechanism of fetal complication associated with 

postdate pregnancy is attributed to progressive placental insufficiency, 

particularly in the presence of decreased amniotic fluid (Adhikari et al., 

1998) 

Therefore ultrasound monitoring has become an important 

component in the antepartum surveillance of postdated pregnancies, and 
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induction of labor would often be considered for oligohydramnios detected 

in an otherwise normally grown pastdated pregnancies (Johnson et al., 

1986) 

A few studies had looked into the Doppler blood flow changes in 

postdate pregnancies. Some demonstrated redistribution of blood flow in 

the fetal cerebral circulation in postdate pregnancies with adverse prenatal 

outcome, and such brain sparing phenomenon is thought to result in 

oligohydramnios. However, others reported insignificant difference in 

Doppler indices for postdate pregnancies with or without oligohydramnios 

(Devine et al., 1994; Selam et al., 2000;Bar 1995). 

The Doppler velocimetry of the umbilical and middle cerebral 

arteries is a noninvasive clinical approach for evaluation of postterm 

pregnancy. This technique is thought to measure vessel tonus or 

downstream peripheral resistance of feto-placental or uteroplacental 

circulation (Trudinger et al., 1985) 
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AIM OF THE WORK 

The aim of this study is to evaluate the value of Cerebro-Placental 

ratio as a predictor of neonatal outcome in postdate pregnancies(40 to 

42weaks). 
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Post-date pregnancy 

Definition: 

          The terms postdate, postterm, prolonged and postmature are often 

loosely used interchangeably to signify pregnancies that have exceeded a 

duration considered to be the upper limit of normal (Cunningham et al., 

2010).  

Postterm includes pregnancies that last longer than 42 weeks while 

postdate pregnancies include those that last longer than established or 

estimated date of confinement which is also known the due date in 

layman's terms (i.e.40 weeks) (Alexander et al., 2000). 

         The standard internationally recommended definition for postterm 

pregnacies endorsed by the American college of Obstetricians and 

Gynecologists (2004) is 42 completed weeks (294 days) or more from the 

first day of the last menstrual period. This definition depends on the onset 

of a menstrual flow assuming that it was followed by ovulation 2 weeks 

later. So, some pregnancies are not actually postterm, but rather the result 

of an error in estimation of gestational age because of faulty recall of the 

dates of menstruation or delayed ovulation as there is a large variation in 

menstrual cycles in normal women and so, menstrual dates are frequently 

inaccurate in predicting postdate pregnancies (Munster et al.,1992) 

       Thus, there is some inevitable imprecision when attempting to define 

prolonged pregnancy, but because there is no methods to identify 

pregnancies that are truly prolonged, all pregnancies judged to be 42 
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completed weeks should be managed as if abnormally prolonged( 

Cunningham et al., 2010).  

        The definition of postterm pregnancy generates the erroneous idea that 

42 weeks (294 days) is the limit between normality and abnormality. More 

logical and more useful to the clinician and the patient is to define this limit 

as the time when the dangers of prolonging the pregnancy exceed the fetal 

and maternal dangers associated with delivery. Most of the information 

collected in the last 20 years indicates that this stage is reached prior to 42 

weeks. Therefore, it seems reasonable to give attention to all pregnancies 

extending beyond the expected date of delivery (EDD) and ignore the limit 

between term and postterm gestations (Arias et al., 2008). 

          Postmature should be used to describe the infant with recognizable 

clinical features indicating a pathologically prolonged pregnancy. So, 

postmature is reserved for a specific clinical fetal syndrome (Cunningham 

et al., 2010). 

Incidence: 

 According to the International Federation of Gynecologists and 

Obstetricians (1986), the incidence of prolonged pregnancy is about 5- 10 

%. This wide variation is due to the difficulty in calculation of accurate 

date of delivery. (Neilson, 2004). 

 Others estimate the frequency of prolonged pregnancy to vary 

between 4% and 14 % (Manchanda et al., 1999). 

Ultrasonographic examination in first trimester has been shown to 

reduce the incidence of truly prolonged pregnancy from about 10% to low 


