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ABSTRACT

Background: In context of the debate surrounding the optimal mode of delivery for the breech, we did a retrospective
study in our hospital. The aim of the study was to assess the mode of delivery, to analyze the indications for caesarean
section and to find out the perinatal outcome in breech during the study period.

Methods: A retrospective study was done of women with breech admitted to our unit at Daga hospital Nagpur. All
women having viable breech pregnancies of more than 34 weeks gestation were included in the study. An effort was
done to find out whether mode of delivery affected neonatal outcome.

Results: Although it is not our policy to have an elective planned caesarean section for all breech presentations, there
was a high rate of caesarean section for breech. Most of the caesarean sections were in primigravida having a breech
presentation (58.62%). Nearly 92 % of women in the study group were in the age group of 20 to 30 years. A high
caesarean section rate in a young population can have implications in future pregnancies.

Conclusions: There is an on-going debate about the best way to deliver breeches. The policy of planned caesarean
section for breech may not be feasible in all hospitals and by choice or default, vaginal breech births will continue to
take place, which means attention is still warranted to skills and techniques that may improve outcomes for the baby.
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head and of traumatic injury during delivery of the
shoulders and head.

INTRODUCTION

About 3-4% of all pregnancies reach term with a foetus in

the breech presentation.! Vaginal deliveries for breech
presentations have long been a topic of debate.” The
management of breech presentation remains an area of
intense controversy. Various options are External
Cephalic Version (ECV), planned caesarean section and
vaginal delivery. There has been an increasing reluctance
for vaginal delivery in many centres. The main reason is
difficulty in the passage of the unmolded after-coming
head of breech. Compared with a foetus with cephalic
presentation, a breech foetus faces increased risk during
labour and delivery. There is risk of asphyxia from cord
compression and delay in delivery of the after-coming
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The debate surrounding the optimal mode of delivery for
the breech foetus focuses on a single clinical question:
what is the magnitude of risk to the foetus of a trial of
labour and how should we balance it against the
increased immediate and future risk of caesarean section
to the mother and her future children?

Some authors have advocated liberal use of caesarean
section in an effort to reduce perinatal mortality &
morbidity associated with term breech delivery. Data
from previously published cohort studies have shown
that, in general, planned caesarean section is better than
planned vaginal birth for the foetus that presents as a
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breech at term.>* At the same time according to others,
resorting to caesarean section in every case of breech
presentation does not eliminate all the risks associated
with breech.>® In general a breech presentation
irrespective of mode of delivery is associated with an
increased risk of subsequent infant physical or mental
disability.”

In the context of the above data we decided to do a
retrospective analysis of hospital data to find out the
status of breech delivery at our hospital.

The aims of the study were:

1) To find out the incidence of breech during the study
period.

2) To assess the mode of delivery.
3) To analyze the indications for caesarean section.

4) To find out the perinatal outcome in breech during
the study period.

METHODS

A retrospective study of women with breech admitted in
our unit was done at Daga hospital Nagpur from 1%
January 2013 to 30™ June 2014. All women having viable
breech pregnancies of more than 34 weeks gestation were
included in the study. Pregnancies with intrauterine foetal
death and congenital anomalies were excluded from the
study. An effort was done to assess the mode of delivery
and reasons for caesarean section and to find out whether
mode of delivery affected neonatal outcome.

RESULTS

It is not our policy to have an elective planned caesarean
section for all breech presentations at our hospital.
However in the retrospective analysis we found that 74%
of breech pregnancies were delivered by caesarean
section. Out of total of 116 breech births, 86 were
caesarean sections and only 30 delivered vaginally. Most
of the caesarean sections were in primigravida having a
breech presentation (58.62%). The other common reasons
for caesarean section were prior caesarean section
(10.34%), and associated factors like PIH (3.44%),
PROM (7.75%), non-progress of labour (5.17%), and
post-dated pregnancy (4.31%) and severe
oligohydramnios (2.58%).

The incidence of breech on our study was similar to the
overall standard of 4%. Nearly 92% of women in the
study group were in the age group of 20 to 30 years. A
high caesarean section rate in a young population can
have implications in future pregnancies.

Most of the neonates having asphyxia at birth were from
the normal breech delivery category. A total of 9
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neonates had admissions to NICU, out of which 8 were
vaginal breech deliveries and only one was delivered by
caesarean section. Later 7 neonates were discharged in
good condition. There were two neonatal deaths in our
study which were mainly due to respiratory distress,
prematurity and sepsis. There was no maternal death in
our study. Maternal morbidity was found in two women.
One had post-operative fever secondary to PROM of 4
days and another woman with previous scar had scar
dehiscence and required two units of blood transfusion.

Table 1: Age distribution.

No. % No. %
<20 years 2 1.72 3 2.58
20-25years 56 48.27 17 14.65
26-30 years 25 2155 9 7.75
>30 years 3 2.58 1 0.86

Table 2: Parity distribution.

No. % No. %
Gl 68 58.62 5 4.31
G2 16 1379 11 9.48
G3-G5 2 1.72 14 12.06

Table 3: Fetomaternal outcome.

No. % No. %
Short term neonatal

L 0 0 7 6.03
morbidity
Neonatal mortality 1 08 1 0.86
Maternal morbidity 2 172 0 0
Maternal mortality 0 0 0 0

DISCUSSION

During the past decade, there has been an increasing
trend in the United States to perform caesarean delivery
for term singleton foetuses in a breech presentation.® This
was also found true in our study, where there was a high
prevalence of caesarean section for term breech
pregnancies. A large chunk of cases in our study were
primigravida (58.62%) and there was a general reluctance
to deliver primigravida with breech presentation
vaginally. Such a large percentage of women having a
primary caesarean section may encounter problems in
subsequent deliveries like uterine rupture or abnormal
placentation. Women with at least one prior birth had
associated factors like PROM, PIH, prior scar, post-dated
pregnancy, non-progress of labour and oligohydramnios,
which may have contributed for the decision for
caesarean section.
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In 2000, researchers conducted a large, international
multicenter randomized clinical trial comparing a policy
of planned caesarean delivery with planned vaginal
delivery (Term Breech Trial).® The Term Breech Trial
was the largest randomized controlled trial to investigate
the effect of mode of delivery for term breech deliveries
on neonatal and maternal outcomes. The study reported a
highly significant decrease in combined perinatal
mortality and morbidity scores among women
undergoing a planned caesarean compared with those
planned to deliver vaginally [5.0%0 vs. 16.0%o, relative
risk (RR) 0.33; 95% confidence interval (CI) 0.19-0.56].
In our study too most of the cases of birth asphyxia and
admissions to NICU were in vaginal breech deliveries.
Short term neonatal morbidity was more in the vaginal
delivery group versus the babies delivered via caesarean
section.

Subsequent to the publication of the Term Breech Trial,
there have been a number of published accounts of the
effect of planned elective caesarean section for term
breech presentation on whole populations. A review of
the Dutch perinatal database showed that the rate of
planned elective caesarean section for term breech
changed from 49% in the 33 months prior to the
publication of the Term Breech Trial to 80% in the 25
months afterwards.® The analysis included more than 33
000 infants. This change led to a halving of the perinatal
mortality rates and rates of low Apgar scores, as well as
the rates of birth trauma, which fell by three-quarters.

A more recent trial, the PREMODA (Presentation ET
Mode d’Accouchement: presentation and mode of
delivery) study produced different findings.'® The
PREMODA trial which is often referred to as
the “antidote to the Term Breech Trial” was conducted in
France and Belgium. They used the same criteria and
outcome measures as the Term Breech Trial (TBT),
except the decision for a Caesarean Section (CS) or
Vaginal Breech Birth (VBB) was the woman’s, not
randomized. The PREMODA study investigated 3
groups: planned CS, planned VBB, and unplanned CS
during a planned VBB. In total there were 8,105 women
in the study. 28% of planned VBB ended in a caesarean
during labour. They had much less crossover in the
planned CS arm (<1%) than in the TBT (10%).
PREMODA did not find a significant excess risk
associated with planned vaginal delivery compared with
planned caesarean for women with a singleton foetus in
breech presentation at term. In light of the PREMODA
study, some obstetricians have been calling for a return to
breech vaginal delivery.

Another implication of an ‘elective caesarean for all’
policy is the negative impact on training, further reducing
the number of practitioners with the skills and experience
necessary to deliver a breech vaginally, safely. Even in
academic medical centres where faculty support for
teaching vaginal breech delivery to residents remains
high, there may be insufficient volume of vaginal breech
deliveries to adequately teach this procedure.*
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In light of the recent publications the American college of
obstetricians and gynaecologists committee on obstetric
practice issued the following recommendations: The
decision regarding the mode of delivery should depend
on the experience of the health care provider. Caesarean
delivery will be the preferred mode of delivery for most
physicians because of the diminishing expertise in
vaginal breech delivery. Obstetricians should offer and
perform external cephalic version whenever possible.
Planned vaginal delivery of a term singleton breech
foetus may be reasonable under hospital-specific protocol
guidelines for both eligibility and labour management. In
those instances in which breech vaginal deliveries are
pursued, great caution should be exercised. Before
embarking on a plan for a vaginal breech delivery,
women should be informed that the risk of perinatal or
neonatal mortality and the patient's informed consent
should be documented.*

CONCLUSION

Controversy surrounding the best approach by which to
deliver breech babies has coincided with and contributed
to the overall rising caesarean section rates over the last
50 years. Evidence from the Term Breech Trial and a
Cochrane review impacted greatly on the shift towards
caesarean section being performed when breech
presentation was diagnosed. However, there is an on-
going debate about the validity of these findings and in
general, the risks of caesarean section upon the woman’s
health, as it is associated with increased maternal
morbidity, mortality and risks to subsequent pregnancies.
The question arises as to how many countries can sustain
a planned caesarean section policy for breech
presentation and for how long? Also by choice or default,
vaginal breech births will continue to take place, which
means attention is still warranted to skills and techniques
that may improve outcomes for the baby. It is therefore
necessary that women with breech should receive
adequate antenatal care and proper assessment by
experienced obstetricians in order to decide the mode of
delivery. Regular teaching using video clips & practising
with mannequins will be necessary to preserve the skills
of vaginal breech delivery.
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