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Postdates Pregnancies 
Postdates, by themselves, are not associated with poor outcomes. A pregnancy that continues long after the due 
date or in conjunction with poor fetal growth or developmental abnormalities has an increased risk of stillbirth. 
If growth restriction and birth defects are not present, no statistical increase in risk is seen until a pregnancy 
reaches 42 weeks and no significant risk exists until past 43 weeks. The primary "evidence" of a sharp rise in 
stillbirth after 40 weeks—often misquoted as "double at 42 weeks and triple at 43 weeks"—seems to come from 
one study based on data collected in 1958.(1) 

The first question one should ask is whether neonatal mortality statistics from the 1950s should be compared to 
modern statistics, since labor anesthetics and forceps rates were very different. Early labor monitoring was 
scanty and prenatal monitoring not yet developed. The McClure-Brown report shows a rise in stillbirth from 
10/1000 at 40 weeks to about 18/1000 at 42 weeks. Yes, that is nearly double. But think about those numbers. 
Even the beginning point is nearly ten times the modern mortality rate. Either modern delivery methods are 
vastly different or something is wrong with the data collection. This study should be updated by research 
conducted at least in this century! Modern statistics show an almost flat rate of stillbirth from 40 weeks to 42, 
with a slight rise at 43 weeks (all numbers being close to 1/1000).(2) 

It is true that the stillbirth and fetal distress rates rise more sharply after 43 weeks, but it is also true that in less 
than 10% of births at 43 weeks do babies suffer from post maturity syndrome (more than 90% show no signs). 
We should react to this rise by monitoring postdate pregnancies carefully and inducing if problems arise. But 
the rise in problems at 43 weeks does not imply a similar risk at 42 and 41 weeks. Post maturity syndrome is a 
continuum. It becomes more likely as weeks progress past the due date but does not start on the due date. And 
the risks must be compared to the risks of interventions. Induction is not risk free. In addition to the risks of 
prematurity, induced labors have higher rates of cesarean section, uterine rupture, cord prolapse, meconium 
aspiration, fetal distress, neonatal jaundice, maternal hemorrhage and even the rare but disastrous amniotic fluid 
embolism. 

Large studies have shown that monitoring pregnancy while waiting for spontaneous labor results in fewer 
cesareans without any rise in the stillbirth rate. One retrospective study of almost 1800 post term (past 42 
weeks) pregnancies with reliable dates compared this group with a matched group delivering "on time" 
(between 37 and 41 weeks). The perinatal mortality was similar in both groups (0.56/1000 in the post term and 
0.75/1000 in the on-time group). The rates of meconium, shoulder dystocia and cesarean were almost identical. 
The rates of fetal distress, instrumental delivery and low Apgar were actually lower in the postdate group than 
in the on-time group.(3) 

When a group of researchers conducted a case-matched review of nearly 300 postdate pregnancies, they 
concluded that the increased rate of obstetric and neonatal interventions "does not appear to be a result of 
underlying pathology associated with post term pregnancy." They suggest that "a lower threshold for clinical 
intervention in pregnancies perceived to be 'at risk' may be a significant contributing factor." In other words, the 
perceived risk is greater than the actual risk and can become a self-fulfilling prophecy!(4) 

— Gail Hart, excerpted from "A Timely Birth," Midwifery Today Issue 72 
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We began teaching our clients how to challenge and count the kicks of their babies (FKC) and report any 
decrease  in  movement.  …Women  so  often  feel  incapable  of  trusting  their  knowledge  of  whether  their  unborn  
child is doing well. There are many "old wives tales" that tell a pregnant woman that if her baby is still active, 
delivery is way off or that the baby will stop kicking before she goes into labor. I have used FKC to empower 
women and give them something they can do to truly monitor their babies' well-being. I love FKC as a teaching 
tool. If a baby is not moving, it needs to be assessed right away. Babies even move during contractions. Over 
the years, I have found that women really only use this means of monitoring if they are worried that the little 
one is moving less than usual. Drinking a cold glass of water usually remedies the problem and offers the 
reassurance these women need. 

When I first began my practice in this rural community, I worked with a physician who insisted, "Mother 
Nature knows what she's doing." I watched one woman go four weeks past her very certain due date. I watched 
another go six weeks past the day we were certain she was due. I was a wreck. But my mentor was more than 
right. Mother Nature does know what she's doing. Women's bodies are meant to be pregnant and give birth. 
Babies have their own time to be born. Pushing women to deliver by 39 weeks is defensive medicine to the 
level of absurd. Not every baby is ready to be born in that timing. 

— Kathryn Jensen excerpted from "Does Mother Nature Really Make Mistakes?" Midwifery Today Issue 72 

Current medical protocol for post datism combines fetal kick counts, non-stress testing (NST) [evaluating 
fluctuations in the baby's heart rate in response to its own movements], and evaluation of amniotic fluid volume 
with a few more obtained by ultrasound. In addition to amniotic fluid volume and fetal activity level, fetal 
breathing movements and muscle tone are evaluated, and then combined with NST results to form the 
biophysical profile. With a scoring system similar to the Apgar assessment, zero, one, or two points are given 
for each of the five categories cited above, with ten the highest possible score. A total score of less than seven is 
considered an indication for induction of labor. 

Can the midwife's clinical assessments of post datism provide enough information to substitute for the 
biophysical profile? In my opinion, the answer is yes. Although fetal breathing movements cannot be assessed 
directly, these may be presumed adequate on the basis of normal muscle tone, as demonstrated by kick counts. 
NST is easily accomplished with a standard fetoscope. And even the most subtle changes in amniotic fluid 
volume are readily noted with continuity of care. 

For the truly post mature fetus, the most stressful time in labor is the onset. Uterine contractions are much 
stronger than are Braxton-Hicks, thus any degree of fetal compromise will show up almost immediately. Plan to 
attend the post dates labor from the very beginning, and take heart tones more frequently than usual— 
Elizabeth Davis 
excerpted from Heart & Hands: A Midwife's Guide to Pregnancy and Birth, 
Celestial Arts: Berkeley, CA 

http://www.midwiferytoday.com/magazine/issue72.asp
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POST DATES PREGNANCY INFORMED CHOICE 
 

Term pregnancy is defined as 37 to 42 completed weeks of gestation. Most babies will naturally come during this 
time.  As midwives we trust the natural process and recognize the importance of letting a woman’s body and baby 
decide the appropriate time for labor to begin. However, according to scientific evidence and experience, there is a 
small but significant increase in fetal injury and death in accurately dated pregnancies that extend beyond 41 weeks 
gestation. The risk of the following complications increases: meconium aspiration, respiratory distress, placental 
insufficiency, shoulder dystocia, intrauterine growth restriction, birth injury, operative vaginal delivery, cesarean 
section and stillbirth.  
 
According to various studies the range of intrauterine fetal deaths per thousand babies is as follows:  At 40 weeks: 

0.26-1.08, 
At 41 weeks: 0.84 -1.63 
 At 42 weeks: 1.55-3.47* 

 
Although there is no one clear guideline for how to manage pregnancies that are approaching 42 weeks, most 
obstetricians and many midwives recommend the following to assess the baby’s health: 
 
Beginning at 41 weeks of pregnancy: 
     A.  Continue to tune into your baby and be aware of your baby’s movements through kick counts or other 
methods you have used. 
     B.  Have a formal NST (non-stress test) or ANST (auscultation non-stress test) and AFI (amniotic fluid index). 
Repeat the NST/AFI every two to three days. 
     C.  Discuss with your midwife when and if to induce and what methods are available. In both home and 
hospital-based practices, induction of labor is often recommended between 41 and 42 weeks. There are both risks 
and benefits to any induction method. 
 
As you approach 42 weeks of pregnancy: 

A. Continue kick counts 
B. Consider Accupressure/Accupuncture/Red Raspberry Leaf Tea 
C. Biophysical Profile (a sonogram which specifically evaluates fetal well-being) will be ordered every few days 

by your midwife. 
 
Evidence shows that the risk to the mother and baby of continuing the pregnancy beyond 42 completed weeks is 
significant enough that a hospital induction is recommended. Be sure to talk with your midwife so that you can 
make an informed decision for yourself. 
 
Most babies will come at the time that is ideal for them. This information is given to make sure you understand the 
small, but real risks associated with a longer pregnancy. 
 
*Caughey, Aaron B. MD, MPP, MPH, and Musci, Thomas J. MD, Complications of Term Pregnancies Beyond 37 
Weeks of Gestation, Am J Obstet Gynecol 2004;103:57–62. 
Divon MY, Haglund B, Nisell H, Otterblad PO, Westgren M. Fetal and neonatal mortality in the postterm 
pregnancy:The impact of gestational age and fetal growth restriction. Am J Obstet Gynecol 1998;178:726 –31. 
Runa Heimstad, MD, Pål R. Romundstad, MSc, Sturla H. Eik-Nes, MD, and Kjell Å. Salvesen, MDOutcomes of 
Pregnancy Beyond 37 Weeks of Gestation, Am J Obstet Gynecol 2006;108:500 –508. 
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POST DATE PREGNANCY DECISIONS 
 
 

I, _____________________________________, have read this information, spoken to my midwife about the 
risks associated with postdates pregnancy and choose to follow the above guidelines. 
 
 
Client  _______________________________________       Date ________________ 
Partner _______________________________________         Date ________________ 
Midwife ______________________________________   Date ________________ 
 
 

OR 
 
 
I, __________________________________________, have read this information, spoken to my midwife about 
the risks associated with postdates pregnancy and choose not to follow all or part of the above guidelines. 
 
Below is my alternative plan: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Client  ____________________________________  Date ________________ 
Partner ____________________________________  Date ________________ 
Midwife ___________________________________   Date ________________ 
 
 

OR 
 
 
I, ______________________________________________, have read this information, spoken to my midwife 
about the risks associated with postdates pregnancy and now that I am at 41 weeks and _____ days choose to 
follow an additional/alternative plan: 
  
Below is my additional/alternative plan as I approach 42 weeks: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
 
 
Client  _____________________________________   Date ________________ 
Partner _____________________________________   Date ________________ 
Midwife ____________________________________  Date ________________ 


