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POSTTERM

PREGNANCY

� 42 completed weeks—294 days— or more from the 

first day of the last menstrual period 

� two categories of pregnancies that reach 42 completed 

weeks: 

� (1) those truly 40 weeks past conception

� (2) those of less-advanced gestation but with inaccurately 

estimated gestational age 
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Alexander and colleagues (2000a) reviewed 56,317 consec-
utive singleton pregnancies delivered at ≥ 40 weeks between
1988 and 1998 at Parkland Hospital. As shown in Table 43-1,
labor was induced in 35 percent of pregnancies completing 
42 weeks. The rate of cesarean delivery for dystocia and fetal 
distress was significantly increased at 42 weeks compared with 
earlier deliveries. More infants of postterm pregnancies were 
admitted to intensive care units. Importantly, the incidence
of neonatal seizures and deaths doubled at 42 weeks. Smith
(2001) has challenged analyses such as these because the popu-
lation at risk for perinatal mortality in a given week consists of 
all ongoing pregnancies rather than just the births in a given 
week. Figure 43-3 shows perinatal mortality rates calculated
using only births in a given week of gestation from 37 to 43 

completed weeks compared with the cumulative probability—
the perinatal index—of death when all ongoing pregnancies are 
included in the denominator. As shown, delivery at 38 weeks 
had the lowest risk index for perinatal death.

PATHOPHYSIOLOGY

 ■ Postmaturity Syndrome
The postmature infant presents a unique appearance such as 
shown in Figure 43-4. Features include wrinkled, patchy, peel-
ing skin; a long, thin body suggesting wasting; and advanced
maturity in that the infant is open-eyed, unusually alert, and
appears old and worried. Skin wrinkling can be particularly 
prominent on the palms and soles. The nails are typically long.
Most postmature infants are not technically growth restricted
because their birthweight seldom falls below the 10th per-
centile for gestational age. On the other hand, severe growth
restriction—which logically must have preceded completion of 
42 weeks—may be present.

The incidence of postmaturity syndrome in infants at 41, 
42, or 43 weeks, respectively, has not been conclusively deter-
mined. In one of the rare contemporary reports that chronicle
postmaturity, Shime and colleagues (1984) found this syn-
drome in approximately 10 percent of pregnancies between 
41 and 43 weeks. The incidence increased to 33 percent at
44 weeks. Associated oligohydramnios substantially increases
the likelihood of postmaturity. Trimmer and associates (1990)
reported that 88 percent of infants were postmature if there
was oligohydramnios defined by a sonographic maximal verti-
cal amnionic fluid pocket that measured ≤ 1 cm at 42 weeks.

 ■ Placental Dysfunction
Clifford (1954) proposed that the skin changes of postmaturity 
were due to loss of the protective effects of vernix caseosa. He also 

TABLE 43-1. Pregnancy Outcomes in 56,317 Consecutive Singleton Pregnancies Delivered
at or Beyond 40 Weeks at Parkland Hospital from 1988 through 1998

Weeks’ Gestation

Outcome
40

(n = 29,136)
41

(n = 16,386)
42

(n = 10,795)
p 

valuea

Maternal outcomes (%)
Labor induction 2 7 35 < .001
Cesarean delivery

Dystocia 7 6 9 < .001
Fetal distress 2 3 4 < .001

Perinatal outcomes (per 1000)
Neonatal ICU 4 5 6 < .001
Neonatal seizures 1 1 2 .12
Stillbirth 2 1 2 .84
Neonatal death 0.2 0.2 0.6 .17

ap value is for the trend using 42 weeks as the referent.
ICU = intensive care unit.
Adapted from Alexander, 2000a.
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FIGURE 43-3 Perinatal mortality rate and perinatal risk index for 
births between 37 and 43 weeks in Scotland from 1985 through 
1996. The perinatal mortality rate is the number of perinatal 
deaths with delivery in a given gestational week divided by the
total number of births in that week multiplied by 1000. The peri-
natal risk index is the cumulative probability of perinatal death
multiplied by 1000. (Redrawn from Smith, 2001, with permission.)
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PATHOPHYSIOLOGY



Postmaturity
syndrome

� wrinkled, patchy, peeling skin: 
prominent in palms and soles (2o 

to the loss of protective effect of 
vernix caseosa)

� a long, thin body suggesting 
wasting

� advanced maturity: infant is open-
eyed, unusually alert, and appears 
old and worried. 

� nails are typically long
� severe growth restriction may be 

present. 
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attributed the postmaturity syndrome to placental senescence, 
although he did not find placental degeneration histologically. 
Still, the concept that postmaturity is due to placental insuffi-
ciency has persisted despite an absence of morphological or sig-
nificant quantitative findings (Larsen, 1995; Rushton, 1991). 
There are findings that placental apoptosis—programmed cell
death—was significantly increased at 41 to 42 completed weeks 
compared with that at 36 to 39 weeks (Smith, 1999). Several 
proapoptotic genes such as kisspeptin were shown to be upreg-
ulated in postterm placental explants compared with the same
genes in term placental explants (Torricelli, 2012). The clinical 
significance of such apoptosis is currently unclear.

Jazayeri and coworkers (1998) investigated cord blood
erythropoietin levels in 124 appropriately grown newborns 
delivered from 37 to 43 weeks. The only known stimulator of 
erythropoietin is decreased partial oxygen pressure. Thus, they 
sought to assess whether fetal oxygenation was compromised 
due to placental aging in postterm pregnancies. All women 
had an uncomplicated labor and delivery. These investigators
reported that cord blood erythropoietin levels were significantly 
increased in pregnancies reaching 41 weeks or more. Although
Apgar scores and acid-base studies were normal, these research-
ers concluded that there was decreased fetal oxygenation in
some postterm gestations.

Another scenario is that the postterm fetus may continue to 
gain weight and thus be unusually large at birth. This at least
suggests that placental function is not severely compromised.
Indeed, continued fetal growth is the norm—albeit at a slower

FIGURE 43-4 Postmaturity syndrome. Infant delivered at 
43 weeks’ gestation with thick, viscous meconium coating the
desquamating skin. Note the long, thin appearance and wrinkling
of the hands.
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FIGURE 43-5 Mean daily fetal growth during previous week of
gestation. (From Hendricks, 1964.)

rate beginning at 37 completed weeks (Fig. 43-5). Nahum and
colleagues (1995) confirmed that fetal growth continues until
at least 42 weeks, however, Link and associates (2007) showed 
that umbilical blood flow did not increase concomitantly.

 ■ Fetal Distress and Oligohydramnios
The principal reasons for increased risks to postterm fetuses
were described by Leveno and associates (1984). Both antepar-
tum fetal jeopardy and intrapartum fetal distress were found
to be the consequence of cord compression associated with 
oligohydramnios. In their analysis of 727 postterm pregnan-
cies, intrapartum fetal distress detected with electronic moni-
toring was not associated with late decelerations characteristic
of uteroplacental insufficiency. Instead, one or more prolonged
decelerations such as shown in Figure 43-6 preceded three 
fourths of emergency cesarean deliveries for nonreassuring fetal 
heart rate tracings. In all but two cases, there were also vari-
able decelerations (Fig. 43-7). Another common fetal heart 
rate pattern, although not ominous by itself, was the saltatory 
baseline shown in Figure 43-8. As described in Chapter 24 (p. 
484), these findings are consistent with cord occlusion as the 
proximate cause of the nonreassuring tracings. Other correlates 
included oligohydramnios and viscous meconium. Schaffer and 
colleagues (2005) implicated a nuchal cord in abnormal intra-
partum fetal heart rate patterns, meconium, and compromised 
newborn condition in prolonged pregnancies.

The volume of amnionic fluid normally continues to decrease 
after 38 weeks and may become problematic (Fig. 11-1, p. 233). 
Moreover, meconium release into an already reduced amnionic
fluid volume results in thick, viscous meconium that may cause 
meconium aspiration syndrome (Chap. 33, p. 637).e

Trimmer and coworkers (1990) sonographically measured
hourly fetal urine production using sequential bladder volume 
measurements in 38 pregnancies of ≥ 42 weeks. Diminished 
urine production was found to be associated with oligohy-
dramnios. They hypothesized that decreased fetal urine flow 
was likely the result of preexisting oligohydramnios that lim-
ited fetal swallowing. Oz and associates (2002), using Doppler 
waveforms, concluded that fetal renal blood flow is reduced in
those postterm pregnancies complicated by oligohydramnios. 
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Placental 
dysfunction

� Placental senescence or placental 
insufficiency

� placental apoptosis— is         
significantly increased at 41 to 42 
completed weeks compared with 
that at 36 to 39 weeks 

� proapoptotic genes such as 
kisspeptin were shown to be 
upregulated in postterm placenta

� decreased fetal oxygenation 2o to 
placental aging
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Fetal Distress 
and 
Oligohydramnios 

� Decreased amniotic 
fluid volume during 
postterm

� meconium release into 
an already reduced 
amnionic fluid volume 

� thick, viscous meconium 
that may cause 
meconium aspiration 
syndrome 

�Decreased amniotic 
fluid volume during 
postterm

�Cord compression

�Fetal distress 
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Fetal Growth 
Disorders

� Increased incidence of fetal growth restriction
� stillbirths were more common among growth-

restricted infants who were delivered after 42 
weeks. 
�May also manifest as fetal macrosomia à

increased incidence of CS
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Medical or 
Obstetrical 
Complications 

� In the event of a medical or other obstetrical 
complication, it is generally not recommended 
that a pregnancy be allowed to continue past 
42 weeks. 
�earlier delivery is indicated. 
�Common examples include gestational 

hypertensive disorders, prior cesarean delivery, 
and diabetes. 
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Management



Management 
options

�2 options:

1. labor induction : more popular option 
2. expectant management with fetal 

surveillance
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Prognostic 
Factors for 
Successful 
Induction 

1. Unfavorable Cervix 
�women in whom there was no cervical 

dilatation had a twofold increased cesarean 
delivery rate for “dystocia.” 
� cervical length ≤ 3 cm measured with 

transvaginal sonography was predictive of 
successful induction. 
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Recall:
What is 
BISHOP
score?
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Laughon and coworkers (2011) attempted to simplify the
Bishop score by performing a regression analysis on 5610 single-
ton, uncomplicated deliveries by nulliparas between 370/7 and 
416/7 weeks. Only cervical dilation, station, and effacement were
significantly associated with successful vaginal delivery. Thus, 
a simplified Bishop score, which incorporated only these three 
parameters, had a similar or improved positive- or negative-
predictive value compared with that of the original Bishop score.

Transvaginal sonographic measurement of cervical length 
has been evaluated as a Bishop score alternative. Hatfield and 
associates (2007) performed a metaanalysis of 20 trials in 
which cervical length was used to predict successful induction.
Because of study criteria heterogeneity—including the defini-
tion of “successful induction”—the authors concluded that the 
question remains unanswered. Both this study and the one by 
Uzun and colleagues (2013) found that sonographically deter-
mined cervical length was not superior to the Bishop score for
predicting induction success.

 ■ Pharmacological Techniques
Unfortunately, women frequently have an indication for induc-
tion but also have an unfavorable cervix. Thus, considerable 
research has been directed toward techniques to “ripen” the cer-
vix before uterine contraction stimulation. Importantly, more
often than not, techniques used to improve cervical favorability 
also stimulate contractions and thereby aid subsequent labor 
induction or augmentation. Techniques most commonly used
for preinduction cervical ripening and induction include sev-
eral prostaglandin analogues.

Prostaglandin E2

Dinoprostone is a synthetic analogue of prostaglandin E2. It is
commercially available in three forms: a gel, a time-release vagi-
nal insert, and a 10-mg suppository. The gel and time-release
vaginal insert formulations are indicated only for cervical ripen-
ing before labor induction. However, the 10-mg suppository is 
indicated for pregnancy termination between 12 and 20 weeks 
and for evacuation of the uterus after fetal demise up to 28 weeks.

Local application of dinoprostone is commonly used for cervical 
ripening (American College of Obstetricians and Gynecologists,
2013b). Its gel form—Prepidil— —is available in a 2.5-mL syringell
for an intracervical application of 0.5 mg of dinoprostone. With
the woman supine, the tip of a prefilled syringe is placed intra-
cervically, and the gel is deposited just below the internal cervical 
os. After application, the woman remains reclined for at least 

30 minutes. Doses may be repeated every 6 hours, with a maxi-
mum of three doses recommended in 24 hours.

A 10-mg dinoprostone vaginal insert—Cervidil—is also ll
approved for cervical ripening. This is a thin, flat, rectangu-
lar polymeric wafer held within a small, white, mesh polyester
sac (Fig. 26-1). The sac has a long attached tail to allow easy 
removal from the vagina. The insert provides slower release of 
medication—0.3 mg/hr—than the gel form. Cervidil is used as 
a single dose placed transversely in the posterior vaginal fornix.
Lubricant should be used sparingly, if at all, because it can coat
the device and hinder dinoprostone release. Following inser-
tion, the woman should remain recumbent for at least 2 hours. 
The insert is removed after 12 hours or with labor onset and at 
least 30 minutes before the administration of oxytocin.

Most metaanalyses of dinoprostone efficacy report a reduced 
time to delivery within 24 hours. However, they do not consis-
tently show a reduction in the cesarean delivery rate. Kelly and 
coworkers (2009) provided a Cochrane review of 63 trials and 
10,441 women given vaginal prostaglandins or either placebo 
or no treatment. These investigators reported a higher vaginal
delivery rate within 24 hours when prostaglandins were used. 
They also found that cesarean delivery rates were unchanged.
Similar results were reported after another Cochrane review 
of intracervical dinoprostone gel by Boulvain and associates 
(2008). Compared with placebo or no treatment, a reduced risk 
of cesarean delivery was found only in a subgroup of women

FIGURE 26-1 Cervidil vaginal insert contains 10 mg of dinopro-
stone designed to release approximately 0.3 mg/hr during a
10-hour period.

TABLE 26-2. Bishop Scoring System Used for Assessment of Inducibility

Cervical Factor

Score Dilatation (cm) Effacement (%) Station (–3 to +2) Consistency Position

0 Closed 0–30 –3 Firm Posterior
1 1–2 40–50 –2 Medium Midposition
2 3–4 60–70 –1 Soft Anterior
3 ≥ 5 ≥ 80 +1, +2 — —

From Bishop, 1964.

• A quantifiable method used to predict labor induction 
outcomes

• A Bishop score of 9 conveys a high likelihood for a 
successful induction. 

• A Bishop score of 4 or less identifies an unfavorable cervix 
and may be an  indication for cervical ripening. 
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In many cases, the uterus is simply poorly prepared for 
labor. One example is an “unripe cervix.” Indeed, investigators
with the Consortium on Safe Labor reported that elective inducr -
tion resulted in vaginal delivery in 97 percent of multiparas and 
76 percent of nulliparas, but that induction was more often 
successful with a ripe cervix (Laughon, 2012a). The increased
cesarean delivery risk associated with induction is likely also
strongly influenced by the induction attempt duration, espe-
cially with an unfavorable cervix (Spong, 2012). Simon and
Grobman (2005) concluded that a latent phase as long as 
18 hours during induction allowed most of these women to
achieve a vaginal delivery without a significantly increased risk 
of maternal or neonatal morbidity. Rouse and associates (2000)
recommend a minimum of 12 hours of uterine stimulation
with oxytocin after membrane rupture.

PREINDUCTION CERVICAL RIPENING

As noted, the condition of the cervix—described as cervical 
“ripeness” or “favorability”—is important to successful labor 
induction. That said, at least some estimates of favorability are 
highly subjective. In either case, there are pharmacological and 

mechanical methods that can enhance cervical favorability—
also termed preinduction cervical ripening.gg

Some of the techniques described may have benefits when
compared with oxytocin induction alone (Table 26-1). Some
are also quite successful for initiating labor. That said, few data 
support the premise that any of these techniques results in a 
reduced cesarean delivery rate or in less maternal or neonatal 
morbidity compared with that in women in whom these meth-
ods are not used.

 ■ Cervical “Favorability”
One quantifiable method used to predict labor induction out-
comes is the score described by Bishop (1964) and presented in
Table 26-2. As favorability or Bishop score decreases, the rate of 
induction to effect vaginal delivery also declines. A Bishop score
of 9 conveys a high likelihood for a successful induction. Put 
another way, most practitioners would consider that a woman
whose cervix is 2-cm dilated, 80-percent effaced, soft, and mid-
position and with the fetal occiput at –1 station would have 
a successful labor induction. For research purposes, a Bishop 
score of 4 or less identifies an unfavorable cervix and may be an
indication for cervical ripening.

TABLE 26-1. Some Commonly Used Regimens for Preinduction Cervical Ripening and/or Labor Induction

Techniques Agent Route/Dose Comments

Pharmacological
Prostaglandin E2 Dinoprostone gel, 0.5 mg

(Prepidil)
Cervical 0.5 mg; repeat 

in 6 hr; permit 3 doses 
total

1. Shorter I-D times with oxytocin infusion
than oxytocin alone

Dinoprostone insert, 
10 mg (Cervidil)

Posterior fornix, 10 mg 1. Insert has shorter I-D times than gel
2. 6–12 hr interval from last insert to

oxytocin infusion

Prostaglandin E1
a Misoprostol tablet, 100 

or 200 µg (Cytotec)b
Vaginal, 25 µg; repeat 

3–6 hr prn
1. Contractions within 30–60 min
2. Comparable success with oxytocin for 

ruptured membranes at term and/or 
favorable cervix

Oral, 50–100 µg; repeat
3–6 hr prn

3. Tachysystole common with vaginal 
doses > 25 µg

Mechanical
Transcervical 36F

Foley catheter
30-mL balloon 1. Improves Bishop scores rapidly

2. 80-mL balloon more effective
3. Combined with oxytocin infusion is

superior to PGE1 vaginally
4. Results improved with EASI with

possible decreased infection rate

Hygroscopic dilators Laminaria, magnesium 
sulfate

1. Rapidly improves Bishop score
2. May not shorten I-D times with oxytocin
3. Uncomfortable, requires speculum and

placement on an examination table

aOff-label use.
bTablets must be divided for 25- and 50-µg dose, but drug is evenly dispersed.
EASI = extraamnionic saline infusion at 30–40 mL/hr; I-D = induction-to-delivery.
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Cervical 
Ripening

� Sweeping or stripping of the 
membranes can induce labor 
and thereby prevent postterm
pregnancy 

� Fingers separate the chorionic 
membrane from the decidua of 
the lower uterine segment

� membrane stripping at 38 to 40 
weeks decreased the frequency 
of postterm pregnancy. 

� Drawbacks of membrane 
stripping included pain, vaginal 
bleeding, and irregular 
contractions without labor. 
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2. Station of Vertex 
�Shin and colleagues (2004) studied 484 

nulliparas who underwent induction after 41 
weeks:

� cesarean rates  was directly related to station:
� 6 % : if the vertex before induction was at −1 

station
� 20% : if vertex was station −2
� 43%: if vertex was station −3
� 77% : if vertex was station −4. 

Prognostic 
Factors for 
Successful 
Induction 
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Expectant 
management 
with fetal 
surveillance

�Evaluation includes: 
1. counting fetal movements each day
2. nonstress testing (NST) three times weekly
3. amnionic fluid volume assessment two to 

three times weekly with pockets < 3 cm 
considered abnormal. 
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at 42 weeks. But there have been observational studies. In one, 
Usher and colleagues (1988) analyzed outcomes in 7663 preg-
nancies in women at 40, 41, or 42 weeks confirmed by early 
sonographic evaluation. After correction for malformations, 
perinatal death rates were 1.5, 0.7, and 3.0 per 1000 at 40,
41, and 42 weeks, respectively. These results could be used to 
challenge the concept of routine intervention at 41 instead of 
42 weeks.

 ■ Management Recommendations
Because of the studies discussed above, the American College
of Obstetricians and Gynecologists (2013a) defines postterm 
pregnancies as having completed 42 weeks. There is insuffi-
cient evidence to recommend a management strategy between 
40 and 42 completed weeks. Thus, although not considered
mandatory, initiation of fetal surveillance at 41 weeks is a rea-
sonable option. After completing 42 weeks, recommendations 
are for either antenatal testing or labor induction. These are 
summarized in Figure 43-10.

At Parkland Hospital, based on results discussed above, we
consider 41-week pregnancies without other complications to 
be normal. Thus, no interventions are practiced solely based
on fetal age until 42 completed weeks. If there are complica-
tions such as hypertension, decreased fetal movement, or oli-
gohydramnios, then labor induction is carried out. It is our
view that large, randomized trials should be performed before 
otherwise uncomplicated 41-week gestations are routinely con-
sidered pathologically prolonged. In women in whom a certain
gestational age is known, labor is induced at the completion of 
42 weeks. Almost 90 percent of such women are induced suc-
cessfully or enter labor within 2 days of induction. For those
who do not deliver with the first induction, a second induction
is performed within 3 days. Almost all women are delivered 

using this management plan, but in the unusual few who are 
not delivered, management decisions involve a third—or even
more—induction versus cesarean delivery. Women classified 
as having uncertain postterm pregnancies are managed with 
weekly nonstress fetal testing and assessment of amnionic fluid
volume. Women with an AFI ≤ 5 cm or with reports of dimin-
ished fetal movement undergo labor induction.

INTRAPARTUM MANAGEMENT

Labor is a particularly dangerous time for the postterm fetus. 
Therefore, women whose pregnancies are known or suspected to
be postterm should come to the hospital as soon as they suspect 
labor. While being evaluated for active labor, we recommend 
that fetal heart rate and uterine contractions be monitored elec-
tronically for variations consistent with fetal compromise.

The decision to perform amniotomy is problematic. Further 
reduction in fluid volume following amniotomy can certainly 
enhance the possibility of cord compression. Conversely, amni-
otomy aids identification of thick meconium, which may be
dangerous to the fetus if aspirated. Also, after membrane rup-
ture, a scalp electrode and intrauterine pressure catheter can
be placed. These usually provide more precise data concerning 
fetal heart rate and uterine contractions.

Identification of thick meconium in the amnionic fluid is
particularly worrisome. The viscosity probably signifies the lack 
of liquid and thus oligohydramnios. Aspiration of thick meco-
nium may cause severe pulmonary dysfunction and neonatal 
death (Chap. 33, p. 637). Because of this, amnioinfusion dur-
ing labor has been proposed as a way of diluting meconium
to decrease the incidence of aspiration syndrome (Wenstrom, 
1989). As discussed in Chapter 24 (p. 494), the benefits of 
amnioinfusion remain controversial. In a large randomized 
trial by Fraser and colleagues (2005), amnioinfusion did not
reduce the risk of meconium aspiration syndrome or perinatal
death. According to the American College of Obstetricians and 
Gynecologists (2012), amnioinfusion does not prevent meco-
nium aspiration, however, it remains a reasonable treatment 
approach for repetitive variable decelerations.

The likelihood of a successful vaginal delivery is reduced
appreciably for the nulliparous woman who is in early labor 
with thick, meconium-stained amnionic fluid. Therefore, if the 
woman is remote from delivery, strong consideration should
be given to prompt cesarean delivery, especially when cephalo-
pelvic disproportion is suspected or either hypotonic or hyper-
tonic dysfunctional labor is evident. Some practitioners choose 
to avoid oxytocin use in these cases.

Until recently, it was taught—including at Parkland
Hospital—that aspiration of meconium could be minimized
but not eliminated by suctioning the pharynx as soon as the
head was delivered. According to the American Academy 
of Pediatrics guidelines, this in no longer recommended 
(Perlman, 2010). The American College of Obstetricians and 
Gynecologists (2013c) does not recommend routine intrapar-
tum suctioning. Alternatively, if the depressed newborn has 
meconium-stained fluid, then intubation is carried out. The 
American Academy of Pediatrics states that tracheal suctioning 
is neither supported nor refuted (Perlman, 2010).

Completed 41 Weeks
No other complications

Some choose to initiate
fetal surveillance

Completed 42 Weeks

No complications

Fetal surveillancea

Amnionic fluid
volume assessmenta

Labor inductionb

(Preferable with
favorable cervix)

Complications evidence for:
(1) Fetal compromise
(2) Oligohydramnios

Labor inductionb

FIGURE 43-10 Management of postterm pregnancy.
aSee text for options
bprostaglandins may be used for cervical ripening or induction.
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Intrapartum 
management

� Labor is a particularly dangerous time for the postterm
fetus. 

� fetal heart rate and uterine contractions should be 
monitored electronically for tracings consistent with 
fetal compromise. 

� Amniotomy is controversial:
� Further reduction in fluid volume can enhance the possibility 

of cord compression. 
� amniotomy aids identification of thick meconium, which may 

be dangerous to the fetus if aspirated. 
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Intrapartum 
management

� Identification of thick meconium in the amnionic fluid is 
worrisome

� Aspiration of thick meconium may cause severe pulmonary 
dysfunction and neonatal death 

� amnioinfusion during labor has been proposed as a way of diluting 
meconium to decrease the incidence of aspiration syndrome 

� if the woman is remote from delivery, strong consideration should 
be given to prompt cesarean delivery, especially when 
cephalopelvic disproportion is suspected or either hypotonic or 
hypertonic dysfunctional labor is evident. 
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