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ABSTRACT
Background: This study aimed to find out the frequency of singleton term breech presentation and to complete the
fetomaternal outcome between spontaneous vaginal and caesarean delivery. We conducted an observational
prospective study to describe neonatal outcome of vagina verses cesarean delivery for term breech presentation.
Methods: The study was conducted in department of Gynae and Obs. Unit-1, LUMHS, Jamshoro from 1st January
2011 to 31st December 2012. All those pregnant women who were admitted in the department with singleton of
breech for elective LSCS or those who were in establish labor were included after verbal informed consent.
Results: Out of 3090 Obstetrical admissions, 86 women were having breech presentation. Study divide into two
groups group A - Delivered vaginally and group B - Delivered by C-section. The frequency of term breech
presentation was 3% (86 out of 3090 obstetrical admissions).
Conclusions: Cesarean section, both, elective and emergency, LSCS is more safe for neonates. Maternal morbidity is
comparable in both groups.
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INTRODUCTION
Cardiac Breech presentation is defined as a fetus in a
longitudinal lie with the buttocks or feet closest to the
cervix. This occurs in 3-4% of all deliveries. The
percentage of breech deliveries decreases with advancing
gestational age from 22% of births prior to 28 weeks'
gestation to 7% of births at 32 weeks' gestation to 1-3%
of births at term.1,2 Predisposing factors for breech
presentation
include
prematurity,
uterine
malformations or
fibroids, polyhydramnios, placenta
previa, fetal abnormalities (e.g., CNS malformations,
neck masses, aneuploidy), and multiple gestations. Fetal
abnormalities are observed in 17% of preterm breech
deliveries and in 9% of term breech deliveries.
Perinatal mortality is increased 2- to 4presentation, regardless of the mode of
are most often associated with
prematurity, and intrauterine fetal

fold with breech
delivery. Deaths
malformations,
demise.3-5 The
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perinatal mortality in breech delivery is 4-10 time that of
vertex delivery.6 The perinatal mortality rate of breech
babies delivered vaginally is three times more frequent
than for babies in cephalic presentation, and is especially
more common in very low birth weight infants,4 not only
because of prematurity related complications. Aftercoming head entrapment in preterm babies is explained
by the fact that the pre-term baby, a fetal head is usually
considerably larger than the body, and the body is
delivered before the cervix is fully dilated.7 These risks
are especially high in footling breech presentation.8
Planned cesarean section, at least at term, reduces the risk
of perinatal/neonatal mortality or serious neonatal
morbidity by 67%, compared to planned vaginal birth.9
This study aims to plan to observe and compare
fetomaternal outcome in caesarean verses spontaneous
breach delivery.
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METHODS
The study was conducted in Department of
Gynecological & Obstetrics Unit-1 Liaquat University of
Medical & Health Sciences Jamshoro & Hyderabad from
1st January 2011 to 31st December 2012. 100 patients
were included in this study sampling technique used non
probability propulsive convenient type. All those
pregnant women who were admitted in the department
with singleton of breech for elective LSCS or those who
were in establish labor were included after verbal
informed consent.
Data was collected on a prepared proforma covering the
relevant information’s required for the study. It was pre
tested prior to the actual study period. A detailed
orientation of the study and enrollment system was given
to all concerned doctor colleagues and ward in-charge,
nursing staff.
All women with preterm gestation, multiple pregnancy
and previous LSCS were excluded from the study.
Required information was collected on predesigned
proforma including demographic, maternal and fetal
complications. Total number of obstetric admissions was
3090, women with breech presentation were 86 and
Incidence was 2.8%. A comparative study which was
divided into two groups, “A” - Delivered vaginally and
“B” - Delivered by C-section. Duration and progress of
labor were monitor in photograph fetal monitor by
intermittent (CTG) has been done.

Figure 1: Vaginal vs. cesarean breech delivery.

Figure 2: Age distribution in group “A” and group
“B” most patients with breech presentation were in
their twenties with the youngest being 17 years old
and the eldest more than 35 years old.

Apgar score of baby was noted, time of delivery (from
delivery of the body up to the delivery of head) was
noted, and also complications were noted during delivery
like birth aspaxia and birth trauma. Data was compiled on
a computer on a SPSS (Statistical Package for Social
Sciences) for Windows version 10.0 program and
analyzed.
RESULTS
Out of 3090 Obstetrical admissions, 86 women were
having breech presentation. The frequency of term breech
presentation was 3% (86 out of 3090 Obstetrical
admissions). About 75% of the women were young (2030years) in both groups. Primigravidas were more in
cesarean group, while multigravida predominates in
vaginal delivery group. The frequency of maternal
complications was insignificant except anemia which was
more in cesarean group. Prenatal mortality rate was
significantly high in vaginally delivered breech 22% as
compared to breech delivered by LSCS 5%.

Figure 3: Parity distribution in group “A” and group
“B” majority of the patients with breech presentation.

Table 1: Obstetrical admissions.
Total obstetric
admissions
3090

Women with breech
presentation
86

Incidence
2.8%

Figure 4: Maternal complications in group “A” and
group “B”.
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that the risk of perinatal or neonatal mortality or shortterm serious neonatal morbidity may be higher than if a
cesarean delivery is planned, and the patient's informed
consent should be documented.12

Figure 5: Duration of hospital stay in group “A” and
group “B”.

Figure 6: Fetal Outcome in group “A” and group “B”.
DISCUSSION
Vaginal breech birth can be associated with a higher risk
of perinatal mortality and short-term neonatal morbidity
than elective caesarean section and our study corresponds
with study by Hofmeyr M, Hannah M et al. (2003).10
However careful case selection and labour management
in a modern obstetrical setting may achieve a level of
safety similar to elective caesarean section. With careful
case selection and labour management, perinatal
mortality occurs in approximately 2 per 1000 births and
serious short-term neonatal morbidity in approximately
2% of breech infants.11 Many recent retrospective and
prospective reports of vaginal breech delivery that follow
specific protocols have noted excellent neonatal
outcomes.10 Our series had a neonatal mortality rate of
8.8% Long-term neurological infant outcomes do not
differ by planned mode of delivery even in the presence
of serious short-term neonatal morbidity. Planned vaginal
delivery of a term singleton breech fetus may be
reasonable under hospital-specific protocol guidelines for
both eligibility and labor management. Before a vaginal
breech delivery is planned, women should be informed

The incidence of breech presentation at term in this study
was 2.4%. This corroborates with the figures reported in
other studies.13,14 The management of breech presentation
at term has remained controversial and some authors
recommend a policy of elective cesarean section for all
term breech fetuses.15,16 This has led to an increased use
of cesarean section. Recently, a number of studies have
reported vaginal delivery of the term breech as an
acceptable obstetric choice in selected cases.17,18
Breech presentation creates a mechanical problem in the
delivery of fetus. This malpresentation is associated with
increased frequency of perinatal mortality and morbidity
due to prematurity, congenital anomalies and birth trauma
or asphyxia. Some clinicians have recommended a policy
of caesarean section for breech presentation at term based
on results of nonrandomized studies, anecdotal
experiences, and medico -legal concerns.19 Others, who
were experienced with vaginal breech delivery, have
continued to recommend planned vaginal birth for
selected cases, with the view that vaginal birth would be
associated with lower morbidity for the mother, require
fewer health-care resources, and would be less costly.20 It
was reported that after the results of the term breech trial
that there was an increase in elective caesarean section
from 25% in to 64%. However, this rise in caesarean
section also resulted in four maternal deaths that may
have been avoidable. Furthermore, in the future, nineteen
perinatal deaths as a result of the uterine scar and 140
women with potentially life threatening complications
from that uterine scar during their future pregnancies can
be expected. Information to the patient should take into
account not only the short-term benefits but also the
higher long-term risks. Vaginal delivery following strict
selection is now preferred.21 The incidence of breech
presentation was 3.6% in this study which is in
accordance with the reported data of 3 - 5.3% in local
literature.22-24 The frequency of breech presentation
increases with age and parity. The age range in which
multiparous women are concentrated in our community
could be attributed to early marriages and lack of family
planning. Various studies suggest that vaginal breech
delivery still remains a viable option in selected
patients.25,26 Selective vaginal breech deliveries may be
safely undertaken in units having a tradition of vaginal
breech deliveries. Maternal morbidity in breech vaginal
delivery is low and it is significantly higher in the
caesarean section.27,28
The result of this study seems to favor cesarean delivery
as a safer mode of delivery for term breech presentations
in comparison to vaginal deliveries, in terms of
immediate neonatal outcomes. This probably reflects
fetal hypoxia and acidemia occurring as a result of
prolonged umbilical cord compression during vaginal
delivery. The probability that vaginal breech birth can be
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associated with a higher risk of perinatal mortality and
short-term neonatal morbidity than elective caesarean
section should be kept in mind. However careful case
selection and labour management in a modern obstetrical
setting may achieve a level of safety similar to elective
caesarean section. However a larger scale study is
recommended to study long term neonatal and maternal
outcomes before advocating routine cesarean section in
all breech presentation.

8.

It was concluded that cesarean section, both, elective and
emergency, is found to be safer for neonates as compared
to vaginal delivery in case of term breech. However in
clinical experience many breaches have been delivered
vaginally without any adverse outcome.

11.

9.

10.

12.

Recommendations
Women should be informed of the benefits and risks,
both for the current and for future pregnancies, of
planned cesarean section versus planned vaginal delivery
for breech presentation. The planned cesarean section
carries a reduced perinatal mortality and early neonatal
morbidity for babies with a breech presentation at term
compared with planned vaginal birth. There is no
evidence that the long term health of babies with a breech
presentation at term is influenced by how the baby is
born.
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