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Abstract
Introduction: Compared with a fetus with cephalic presentation, a breech fetus faces increased risk during labour and
delivery of asphyxia from cord compression and of traumatic injury during delivery of the shoulders and head. Caesarean section avoids most of this risk. The purpose of this study was to evaluate the feasibility of vaginal delivery of uncomplicated singleton breech presentation by evaluating early neonatal morbidity and mortality as well as maternal
morbidity following vaginal and caesarean delivery for breech presentation. Materials and Methods: This is a cross
sectional comparative study.104 women with singleton breech presentation at term in labour were included consequetively in labour ward of Institute of Child and Mother Health (ICMH). Informed consent was taken from them. Neonatal
and maternal outcome were recorded and statistical analysis was done using SPSS version 22. Results: APGAR at 5 min
and Neonatal Intensive Care Unite (NICU) admission were not aﬀected by mode of delivery. Long term neonatal
outcome is similar in either mode of delivery. Maternal morbidity and duration of hospital stay is increased in caesarean births. Conclusion: Neonatal outcome did not depend on mode of delivery though maternal morbidity and cost of
care is increased following Caesarean Section. Proper selection of cases and by improving skill & conﬁdence in new
generation obstetrician, vaginal delivery of singleton fetuses in breech presentation at term remains a safe option that
can be oﬀered to a woman in a tertiary care centre.
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Introduction
Incidence of breech presentation is 3% to 4% in singleton
pregnancies at term. Mode of delivery in breech presentation
has long been a topic of debate. Many studies including the
Term Breech Trial (TBT)1 have concluded that vaginal breech
delivery at term is associated with increased perinatal
morbidity and mortality1-3. Vaginal breech delivery has also
been reported with an increased risk of fetal trauma1-3. The
TBT by Hannah et al.1 published in 2000, made many
obstetricians believe that neonatal risks associated with term
breech births are much higher among planned vaginal
deliveries and implied that Caesarean Section (CS) should be
systematically planned for all such women. These
consequently led American College of Obstetricians &
Gynaecologists (ACOG) to oﬃcially recommend in 2001 that
CS should be performed in the case of a singleton breech at
term. This recommendation led to a radical change in practice,
with a CS rate as high as 86.9% in the United States in 2002
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for breech presentations at term4. On the other hand, CS
has risks; it is associated with more signiﬁcant short- and
long-term maternal morbidity, as well as a higher rate of
complications during subsequent pregnancies than vaginal
Contrary to prevailing practice French
delivery2.
obstetricians continued to perform vaginal breech
deliveries at term, with reassuring results. Various
retrospective observational studies done in Europe and
published in the last decade show planned vaginal delivery
rates for term breech presentations to be as high as 54%5-9.
It was concluded in 2000 that “there is insuﬃcient current
evidence to allow the systematic performance of a CS in
the case of a breech presentation”10. Various studies made
ACOG to modify the previous recommendations in July
2006 declaring that vaginal delivery of a breech
presentation may be acceptable under speciﬁc
circumstances11. The 2006 Royal College of Obstetricians
& Gynecologists (RCOG) Green Top Guidelines on
breech birth outlines the obstetrical community’s
responsibility to the individual parturient: “If a unit is
unable to oﬀer the choice of a planned vaginal breech
birth, women who wish to choose this option should be
referred to a unit where this option is available”12. Keeping
the abo ve background in mind we conducted an
observational prospective study without modifying
obstetric practices to evaluate neonatal and
maternaloutcome following both mode of delivery for
breech presentation at term.
Materials and Methods
This cross sectional comparative study conducted over a
period of six months at The Department of Obstetrics and
Gynaecology of ICMH from January to June 2016.
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104 women who presented to emergency during this period
with singleton live fetus in breech presentation and more
than 34 weeks of gestation in labour were enrolled in the
study. 104 women of singleton breech presentation in term
pregnancy were done elective c/s were included as a
comparative group.
A thorough feto-maternal assessment including fetal wt.
estimation, pelvic assessment and fetal heart rate was done.
Women with associated absolute and relative obstetrical
indication like contracted pelvis, placenta previa, IUGR,
previous caesarean, fetal macrosomia, severe oligohydroamnios were prepared for caesarean while rest of the
women, found to be ﬁt for vaginal delivery, were counseled
about the risks and beneﬁts of vaginal and caesarean
delivery and were planned accordingly after informed
consent. Women willing for vaginal delivery were shifted
to labor room and admission CTG was done to assess fetal
well-being. Women for vaginal births were vigilantly monitored in labor room, partograph was maintained and at any
time during labor if there is development of any indication
for urgent delivery like cord prolapse, fetal distress,
non-progress of labor CS was done after informed consent.
Vaginal delivery was conducted by senior resident or
senior post graduate in presence of pediatrician. Maternal
and neonatal outcome in either mode of delivery was
recorded. The variables in neonatal outcome included birth
weight, APGAR score at 5 min, admission and duration of
stay in neonatal intensive care unit. Maternal outcome was
studied in terms of postnatal complications like pain,
Post-Partum Haemorrhage (PPH) & duration of hospital
stay. Statistical analysis of data was performedusing SPSS
version 22.
Results
Total 208 women were enrolled in the study. Out of these
208 women, 30 came in advanced labor and delivered
immediately and 53 were prepared for caesarean for associated obstetrical complications. Rest 207 (71.3%) women
who were in early labor were carefully assessed and
explained about the risks and beneﬁts of either mode of
delivery and were planned according to the patient’s
choice. 170 (82%) out of 207 gave consent for caesarean
and only 37 women (18 %) were wiling for vaginal
delivery. Hospital being a busy tertiary referral hospital,
amidst heavy work load, at times due to unavailability of
operation theatre, a large number of females consenting for
caesarean delivered vaginally. Total 158 (54.5 %) delivered
vaginally and 132 (45.5%) had caesarean section. The
demographic characteristics (Table I) of the women in both
groups were comparable.
Table-I:Parity distribution.
Parity

Nullipara

Vaginal delivery

Caesarean section

36 (22.78%)

82 (62.12%)

1

28 (17.72%)

29 (21.97%)

2

58 (36.71%)

21 (15.91%)

3

25 (15.82%)

0 (0.0%)

>4

611 (6.96%)

0 (0.0%)
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On analyzing it is observed that variables like extension of
operative wound, postpartum haemorrhage were comparable in both vaginal and caesarean delivery groups but
postpartum pain and average hospital stay was less following vaginal delivery than CS (4.3 days in caesarean and 2.2
days in vaginal births). The average birth weight in either
group was comparable (Caesarean 2.65 kg and vaginal 2.58
kg). There was no intranatal death. There was one early
neonatal death in vaginal delivery group and it was due to
severe IUGR. Neonatal outcome following either mode of
delivery was comparable (P = 0.545).
As shown in Table II, APGAR score at 5 min was similar
in both the groups which implies that mode of delivery (P =
0.492) does not inﬂuence neonatal outcome. Neonatal
nursery (NICU) admission was 19% in vaginal group
compared to 17.4% in caesarean group (P = 0.426). Mean
duration of NICU admission is 0.73 days in vaginal birth
group and 1.02 days in caesarean delivery group (P=
0.359). Thus, NICU admission and stay was not related to
mode of delivery but depends on overall status of mother
and fetus.
Table-II:Neonatal outcome in the two groups.
Outcome
variable

APGAR score
At min >7
NICU

admission
NICU stay

Vaginal delivery

Caesarean

P

(n=104 )

deliver (n=104)

value

18(11.4%)

14(10.6%)

0.492

30(19.0%)

23(17.4%)

0.426

0.73 days

1.02 days

0.359

Table-III: Comparison of neonatal outcome with other
similar studies.
Criteria

Mode of
delivery

Han et al.14
(n=159)

Birth weight (kg)

Vaginal
Caesarean

NICU admission

Vaginal
Caesarean
Vaginal
Caesarean
Vaginal
Caesarean
Vaginal
Caesarean

NICU stay (in days)
APGAR at 5 min <7
Neonatal Death

Diro et
al.15

3.03
3.1

PREMODA
study6
(n=8075)
3-3.5
3-3.5

2 (3.9%)
5 (4.6%)
2.5
3.5-4.1
1 (1.96%)
1 (0.95%)
0
0

140 (5.6%)
280 (5.04%)
>4 days 0.92%
>4 days 0.95%
37 (1.48%)
26(0.46%)
0
1(0.02%)

10.8%
17.4%

Our study
(n=290)
2.58
2.65
19%
17.4%
0.73
1.02
18 (11.4%)
14 (10.6%)
1
0

Discussion
Though recent guidelines11-13 and few studies6,7,14,15 advocates
vaginal breech delivery in many of the speciﬁc
circumstances but modern obstetricians are skeptical about
vaginal delivery in breech presentation. While comparing
our results with similar recent studies (Table III) we found
that both perinatal and maternal outcome was similar in both
arms of the study. Average birth weight and APGAR at 5
min were similar in both the groups. In our study NICU
admissions were higher in both arms of our study but NICU
stay was comparatively lower. Higher NICU admissions
might be explained by the fact that many of our patients had
not received any antenatal supervision or have been referred
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from othercentre in labor. In our study maternal outcome
was comparable in both the arms but postpartum pain and
average hospital stay was more in caesarean delivered
women.
The data reﬂected in our study have shown that with
careful selection of patients, incidence of caesarean section
can be reduced in breech presentation without increasing
perinatal morbidity and mortality. In 2006, the RCOG and
ACOG replaced their restrictive 2001 breech guidelines
with new versions supportive of selected vaginal breech
birth11,12.
Outcome of our study well supports the Society of Obstetricians and Gynecologists of Canada (SOGC) revised
recommendations 2009 13 which stated “Planned vaginal
delivery is reasonable in selected women with a term
singleton breech fetus and careful case selection and labor
management in a modern obstetrical setting may achieve a
level of safety similar to elective Caesarean section”.
This prospective study shows that neonatal outcome is
good in caesarean delivery, while vaginal birth is an equally safe option for neonates with decreased maternal
morbidity. Events in labor and fetal outcome suggest that
vaginal delivery of a breech infant, after careful fetomaternal assessment, monitoring of fetal well-being and
adequate progress of labor and delivery by an experienced
obstetrician, provides comparable fetal outcome by
elective caesarean section.
Conclusion
We conclude that in properly selected and managed cases
the risk to the fetus is minimal following vaginal delivery,
so it deserves consideration. Selection of appropriate
candidates requires establishment of and adherence to
strict guidelines and good clinical judgment. Caesarean
delivery of all nullipara with breech presentations may not
eliminate some of the inherent problems in breech per se,
such as hip dislocations and depression. It is well established fact that caesarean section is associated with short
and long term maternal morbidity as well as higher rate of
complications during subsequent pregnancies than vaginal
delivery. Thus, vaginal delivery should be attempted in
well-selected cases in both nullipara and multipara in
tertiary centre. Many newly qualiﬁed obstetrician-gynecologists do not have the experience necessary to conduct
a breech Trial of Labor, and mentoring by more senior
colleagues will be necessary if they are to attain these
skills. As precipitous breech births will occur in all
settings, theoretical and hands-on breech birth training
using models should be part of basic obstetrical and
midwifery training. Thus larger prospective studies are
required with higher rate of antenatal care and breech
diagnosed before onset of labor so that elective management could be planned and then compared so that we can
more conﬁdently oﬀer women a choice of vaginal breech
delivery.
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