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INTRODUCTION
The breech presentation occurs when fetal buttocks or 

1lower extremities present into maternal pelvis . Infants 
born after breech presentation have increased 
perinatal mor tality and high risk of neonatal 

2
complications . The management of breech 
presentation in term pregnancy is highly controversial. 
It varies among different institutions or even clinicians 

3
in same institution . Prematurity is the commonest 
cause of breech presentation, The incidence of breech 
is 6% at term. Breech presentation is associated with 
high incidence of operative delivery, either due to the 
cause which leads to the breech presentation, fetal 

4
distress or fear of stucking the aftercoming head . 
Perinatal mortality and morbidity depends upon the 
mode of delivery. There is an in ongoing controversy 
while making the decision about their mode of delivery, 
either to go for trial of labour or plan elective cesarean 
section. Keeping the objective of better fetal outcome 
under consideration, this study has been conducted so 
as to make better choice.

METHODOLOGY
A Quasi experimental study was conducted at 

obstetrics and Gynecology Department at Bahawal 
Victoria Hospital from July 2010. A total of 120 
patients were selected. Women were having ages 
between 17 and 35 years and singleton pregnancies 
with breech presentation. Patients with twin 
pregnancies, footling breech and having fetuses with 
congenital anomalies were excluded. Two groups were 
made, Group-A and Group-B, each comprising 60 
patients. Group-A included the patients delivered by 
cesarean section and Group-B patients delivered 
vaginally. The patients reporting to Gynae Unit-l with 
breech presentation were selected for the study after 
explaining to them the purpose of the inquiry along 
with merits and demerits of the planned cesarean 
versus planned vaginal birth and after taking their 
written consent. The primary outcome was 
determined in terms of APGAR score, Respiratory 
distress syndrome, Admission in Neonatology Unit 
and early Neonatal death.

Data Analysis
Data was analyzed by using SPSS version 10. 
Frequencies for Respiratory Distress Syndrome, 
Neonatal mortality and admission in Neonatology Unit 
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were calculated while mean and standard deviation 
was determined for APGAR score in both the groups. 
All these figures were presented in tabulated form. 
Difference observed among different variables in both 
the groups was subjected to test of significance. For 
APGAR score being quantitative variable, test of 
significance used was t-test. There were three 
qualitative variables. i.e Respiratory Distress 
Syndrome, Neonatal mor tality and Neonatal 
admission in Neonatal Unit. Chi-square and Yat's 
correction were applied as test of significance. P-
value< 0.05 was taken as significant.

RESULTS
Total 120 patients, divided into two groups "A" and "B", 
each having 60 patients. Group-A had those cases 
who delivered by planned cesarean section and 
Group-B comprised those who delivered by planned 
vaginal birth. Early neonatal outcome with reference to 
study variables in both the groups were noted and 
compared.

The results of my study showed high mortality in 
vaginal group while no mortality observed in the group 
delivered by cesarean section. However the results 
were not statistically significant as P-value i.e. 0.154 is 
> 0.05.

Regarding respiratory syndrome, it was more in the 
neonates who delivered by cesarean section and less 
in vaginally delivered neonates. But results were not 
statistically significant as P-value is 0.309 which is > 
0.05.

There was a very small difference in mean APGAR 
score noted at 1 and 5 min in both the groups. Actual 
difference of two means was not more than calculated 
standard error difference between two means both at 1 
and 5 min, so results were not statistically significant.

Admission in Neonatology Unit was more in the group 
delivered vaginally, however the difference in both the 
groups was not marked. The P-value is 0.464 which 
is> 0.05 and is not significant.
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Group-A Group-B

Yes Yes NoNo

Neonatal
Mortality 0 % 60 (100%) 2 (3.33%) 58 (96.6%)

59 (98.3%)

55 (91.6%)

1 (1.66%)

5 (8.3%)

57 (95%)

57 (95%)

3 (5%)

3 (5%)

Respiratony
Distress

Syndrome

Admission in
Neonatology

Unit

Table-I.
Yat’s Correction= 0.258        Chisquare value= 0.536
P-value              = 0.3.9        P-value               = 0.46

Group-A Group-B Actual
difference
b/w tow
MeansMean MeanStandard Deviation Standard Deviation

Standard error
difference b/w

two means

APGAR
score at 1

min

APGAR
score at 5

min

8.58

9.62

1.59

1.26

8.47

9.53

2.02

1.59

0.11

0.09

1.55

1.74

Table-II.

DISCUSSION
It is evident that statistical data of my study are in 
general agreement with those reported from other 
recent large studies of breech presentation but most of 
it is not statistically significant. This is probably 

because of small sample size, as randomized trials 
have very large study population. So, absolute 
comparison is difficult as number of patients, pre-
delivery variables, obstetric care providers, technical 
sophistication, method of study and projection of 
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problem, differ in different studies, series or countries. 
Vaginal deliveries for breech presentation have long 

1 0been a topic of  debate .  Some cl in ic ians 
recommended a policy of cesarean section for breech 
presentation at term based on results of non-
randomized studies, anecdotal experiences and 

6,7,8medico-legal concern .

Other clinicians who are experienced with vaginal 
breech delivery, have continued to recommend 
planned vaginal birth for selected women with a view 
that if it is associated with lower morbidity for mother, 

9,10
required fewer health services and less costly .

Neonatal mortality observed in my study in vaginally 
delivered group (2 out of 6) is high as compared to the 
cases delivered by planned cesarean section (0 out of 
60). It is comparable with the study of Abu-Heiga et al 
who described two fold increased risk of neonatal 
mortality in vaginally delivered group as compared to 

11
cesarean section (3.5 in vaginal) .

In the study conducted by Hannah et al, the risk of 
combined outcome of perinatal mortality, neonatal 
mortality or serious neonatal morbidity with planned 
cesarean section compared with planned vaginal birth 

15is 1.6% versus 5.0%  that is close to my results where 
I observed 3.33% neonatal mortality in vaginal breech 
delivery. The study by Asma Gul, conducted at Lahore 
General Hospital has 0% neonatal mortality in the 

12
cesarean group  that exactly correlates to my study, 
where no mortality was observed in this group. 
Regarding respiratory distress syndrome, although 
results of my study are not statistically significant but 
comparable to some large studies. Alarab M et al in his 
study observed 5 fold increase in respiratory distress 
syndrome following elective cesarean delivery. 2 
Similar results are found in my study where 5 fold 
increase in neonatal respiratory morbidity is observed 
in cesarean section group. The study conducted by 
Kolas T et al resulted in 2 fold higher risk for pulmonary
disorders for the neonates delivered by cesarean 

13
section ,  i.e a small difference as compared to my 
study. The neonatal respiratory problems are more 
common when the cesarean delivery is performed 

14,15before the onset of spontaneous labour .

Herbst et al describes APGAR seore >7 at 5 min in 
3.5% neonates in vaginal breech while 0% in cesarean 
section. While neonatal admission is 8.9% in vaginal 
and 4.0% in cesarean section. In my study, mean 
APGAR score in both the group is not very much 
different and admission in Neonatal Intensive Care Unit 
has almost the similar results i.e. 8.33% neonatal 
admission in vaginally delivered group while 5% in 
cesarean section group. In the study of Abu-Heija as 
well as in my study, similar APGAR score observed in 
both groups. The objective of my study was to 
compare the fetal outcome regarding mode of delivery 
in breech presentation at term. Planned cesarean 
section is better than planned vaginal birth for the term 
fetus in the breech presentation serious maternal 
complications are similar between the groups.
Copyright© 18 Apr, 2013.
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Obstacles are those frightful things you see 

when you take your eyes off your goal.

Henry Ford (1863-1947)
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