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ABSTRACT 

BACKGROUND 

By definition breech presentation means foetal buttocks or the podalic pole of foetus is the presenting part, with sacrum being 

the denominator. Most newborns are born with cephalic presentation, but at the end of pregnancy around 2.5%-3% are found 

to be breech Before the end of pregnancy, the breech presentation is much more common about 20% of babies at 28 weeks 

are breech and 15% at 32 weeks. Caesarean section for breech presentation has been suggested as a way of reducing the 

associated perinatal problems in many institutions. 

 

MATERIALS AND METHODS 

This cross-sectional study was conducted in department of obstetrics and gynaecology of UMAID Hospital, Dr. S. N. Medical 

College Jodhpur, Rajasthan during a period of three month From July 01, 2017 to September 30, 2017. Studying breech 

presentation from the aspect of incidence, aaetiology, type along with maternal & perinatal outcome. 

 

RESULTS 

During given period there were 6153 deliveries. The study consisted of 172 cases of breech delivery out of them there were 

106 term and preterm constituted 66 cases. Most women belonged to 21-25 years of age group. Prevalence of breech delivery 

in this study was 2.79% Breech presentation was more common in multipara having an incidence of 56.4%, while 43.6% were 

primiparas. Vaginal delivery occurred in 52.90% cases while caesarean section was done in 47.09% cases.  

 

CONCLUSION 

The present study confirms the higher association of breech presentation with multiparity. Various aetiological factors observed 

for breech presentation are – prematurity, oligohydramnios, polyhydramnios, placenta previa and foetopelvic disproportion. 

Perinatal morbidity and mortality was increased. Vaginal breech delivery is associated with increased perinatal morbidity and 

mortality than abdominal delivery. So, when the stakes are this much high one has to choose between the maternal risk of 

caesarean section and foetal risk of vaginal delivery to arrive at final decision.  
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BACKGROUND 

Breech Presentation 

By definition it means foetal buttocks or the podalic pole of 

foetus is the presenting part, with sacrum being the 

denominator. 

Most newborn are born with cephalic presentation, but 

at the end of pregnancy, around 3-4% are found to be 

breech. Before the end of pregnancy, the breech 

presentation is much more common- about 20% of babies 

at 28 weeks are breech and 15% at 32 weeks. 

The incidence of breech presentation decreases from 

about 20% at 28 weeks of gestation to 3-4% at term, as 

most babies turn spontaneously to the cephalic 

presentation. This appears to be an active process whereby 

a normally formed and active baby adopts the position of 

‘best fit’ in a normal intrauterine space. Persistent breech 

presentation may be associated with abnormalities of the 

baby, the amniotic fluid volume, the placental localization or 

the uterus. It may be due to an otherwise insignificant factor 

such as cornual placental position or it may apparently be 

due to chance. There is higher perinatal mortality and 

morbidity with breech than cephalic presentation, due 
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principally to prematurity, congenital malformations and 

birth asphyxia or trauma.1,2
 
Caesarean section for breech 

presentation has been suggested as a way of reducing the 

associated perinatal problems and in many countries in 

Northern Europe and North America caesarean section has 

become the normal mode of breech delivery.2,3
 
It has long 

been thought that vaginal delivery of breech infants is 

associated with increased neonatal morbidity and mortality 

compared with elective caesarean delivery.4 This 

observation has been a topic of considerable debate over the 

past few years, and retrospective studies of the subject have 

considerable debate over the past few years, and 

retrospective studies of the subject have yielded conflicting 

data.5-9 

 

MATERIALS AND METHODS 

The present clinical study group consists of 172 cases of 

breech presentation. This cross-sectional study was 

conducted in department of Obstetrics and Gynaecology. 

Umaid hospital Dr S. N. Medical College Jodhpur (Rajasthan) 

from July 01, 2017 to September 30, 2017. The term babies 

in this series has been defined as completed 37 weeks of 

gestational age or babies weighing 2.5 kg or more in cases 

when menstrual history is not available. Breech presentation 

was studied from the aspect of incidence, aetiology, types 

along with assessment of various factors acting on maternal 

and perinatal outcome and mode of delivery. After history 

taking in details and clinical (General and systemic) 

examination in each patient, assessment of size of foetus as 

well as pelvis were done clinically. Decision about mode of 

delivery was taken considering various factors like size of the 

baby, pelvic assessment, previous obstetric history of the 

patient, associated obstetrical risk factors, condition of the 

foetus and experience of the obstetrician. Primigravidae and 

multigravida with high risk factors were delivered by 

caesarean section at term. Multigravida without risk factors 

and also primigravidae with average size baby and adequate 

pelvis without any associated adverse factors were allowed 

vaginal delivery with close monitoring. In cases of caesarean 

deliveries location of placenta and uterine malformations 

were searched for as a routine procedure. Evaluation of 

babies at birth was done for gestational age, Apgar score at 

1-minute and 5-minute, congenital malformations and birth 

injuries. Maternal outcome was evaluated by the presence 

of postpartum haemorrhage (Atonic or traumatic), cervical 

and vaginal tear, any febrile morbidity, septicaemia, calf 

muscle pain and need for blood transfusion. Mother and 

babies were followed till discharge from hospital and 

neonatal mortality and morbidity as well as maternal 

morbidity was noted. Maternal outcome was accessed and 

cause for perinatal death was noted. 

 

RESULTS 

The study was conducted in the Department of Obstetrics 

and Gynaecology, Ummed Hospital Dr. S. N. Medical College 

Jodhpur, Rajasthan during the period of July 2017 to 

September 2017. 

During given period there were 6153 deliveries. The 

study consisted of 172 cases of breech delivery out of them 

term deliveries were 106 and preterm constituted 66 cases. 

Most of the patients belong to 21-25 years of age group. 

Prevalence of breech delivery in this study was 2.79% 

Breech presentation was more common in multipara having 

an incidence of 56.4%, while primiparas found in 43.6%. 

Vaginal delivery occurred in 52.90% cases while caesarean 

section was done in 47.09% cases. Increase in maternal 

morbidity of breech presentation was due to increased 

operative interference. Cervical tear was the most common 

cause of maternal morbidity in vaginal route while wound 

infection and RTI in form of cervicitis, urethritis, vaginitis 

etc., seen only in cases of abdominal route. Incidence of 

perinatal mortality was found higher among those delivered 

by vaginal route than those by abdominal route. 

 

DISCUSSION 

After analysing the data following observations were made. 

 

Sl. 
No. 

No. of Breech 
Delivery 

Total no. of 
Deliveries 

Percentage 

1. 
Total no. of 

Breech (n-172) 
6153 2.79 

2. 
Term breech  

(n-106) 
 1.72 

3. 
Preterm Breech  

(n- 66) 
 1.07 

Table 1. Incidence of Breech Delivery 

 

Total number of deliveries conducted during study 

period were 6153. Out of which 2.79 % of breech delivery 

occurred. Incidence of term breech was 1.72% and that of 

preterm breech was 1.07% 

 

Sl. No. Parity No. of Cases Percentage 

1. Primigravidae 75 43.6% 

2. Multigravidae 97 56.4% 

Total 172 100% 

Table 2. Incidence of Breech Presentation  

in Relation to Parity 

 

Above table shows that breech presentation was more 

common in multipara 56.4% and in primipara 43.6%. 

 

Type 
Booked Cases 

No. Percentage 

Unbooked Cases 

No. Percentage 

Primigravidae 38 22.09 48 27.90 

Multigravidae 26 15.11 60 34.88 

Total 64 37.20 108 62.78 

Table 3. Distribution of Breech Cases 

 According to Booked and Non-Booked 

 

In this series of 172 breech cases majority of cases were 

non-booked (62.78) and multigravida were (34.88). 
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Area No. of Cases Percentage 

Rural 110 63.95 

Urban 62 36.04 

 172 100% 

Table 4. Distribution of Breech 

According to the Area 

 

In this series of cases majority of cases were from rural 

area 63.95. 

 

Sl. 

No. 

Age group 

(in yrs.) 

No. of 

Cases 
Percentage 

1. 16-20 46 26.74 % 

2. 21-25 77 44.76 % 

3. 26-30 35 20.34 % 

4. 31-35 08 4.65 % 

5. >35 06 3.4 % 

 Total 172 100% 

Table 5. Analysis of Breech  

Presentation in Relation to Age 

 

Above table shows that breech presentation is most 

common in 21-25 years age group that is 44.76% followed 

by 16-20 years age group 26.74%. 

 

Sl. 

No. 

Weight of Baby 

(gm) 

No. of 

 Cases 
Percentage 

1. < 1000 08 4.65% 

2. 1000-1499 23 13.37% 

3. 1500-1999 14 8.13% 

4. 2000-2499 28 16.27% 

5. 2500-2999 43 25% 

6. 3000-3499 42 24.45% 

7. >3500 14 8.13% 

Total 172 100% 

Table 6. Analysis of Breech Presentation  

in Relation to Baby Weight 

 

Above table shows that breech presentation most 

common in weight group of 2500-2999 gm is 25.5% 

followed by 3000-3400 gm which is 24.41%. 

 

 

 

 

 

 

Sl.  

No. 

Type of  

Breech 

Parity 

Primigravidae  % Multigravidae  % 

1. Extended 37  49.33% 38  39.17% 

2. Complete 30  40% 48  49.48% 

3. Footling 07  9.33% 09  9.27% 

4. Compound 01  1.33% 01  1.03% 

Total 75 97 

Table 7. Type Breech and Parity 

 

Above table is showing extended breech was common 

in primipara and complete breech was common in 

multiparas. 

 

Sl. No. Factor Associated No. of Cases Percentage 

1. Prematurity 49 28.48% 

2. Extended legs 68 39.53% 

3. Oligohydramnios 06 3.48% 

4. Polyhydramnios 12 6.97% 

5. Placenta Previa 06 3.48% 

6. 
Foetopelvic 

 Disproportion 
01 0.58% 

7. No evident cause 30 17.44% 

 Total 172 100% 

Table 8. Aaetiology of Breech Presentation 

 

The commonest causes of breech presentation was 

prematurity 28.48% and extended legs 39.53%. 

 

Sl. 

No. 

Antenatal 

Complication 

No. of 

Cases 
Percentage 

1. 
Pregnancy Induced 

hypertension 
14 8.1% 

2. Post C. S. Pregnancy 13 7.5% 

3. Bad Obstetric History 14 8.1% 

4. Abruptio Placentae 01 0.58% 

5. Anaemia 04 5.5% 

6. Polyhydramnios 16 9.3% 

7. Oligohydramnios 04 2.3% 

8. Placenta Previa 09 5.2% 

Table 9. Antenatal Complication 

of Breech Presentation 

 

Above table shows that most commonly encountered 

antenatal complications with breech presentation were 

pregnancy induced hypertension and bad obstetrics history 

constituting for 8.1% and 8.1% respectively each followed 

by post C. S. Pregnancy. 

 

Sl. No. Complication 
Term (n-106) Pre-Term (n-66) Total (n-172) 

No. % No. % No. % 

1. PROM 12 11.32% - - 12 6.97% 

2. Cord Prolapse 04 3.77% 02 4.5% 06 3.48% 

3. After coming Head arrest 03 2.83% 02 4.5% 05 2.90% 

 Total 19  04  23  

Table 10. Primary Complications of Breech Presentation during Labour 
 

Incidence of PROM was higher in term breech. Arrest of after head occurred in 3 cases. 
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Sl. 

No. 

Route of 

Delivery 

No. of 

Cases 
Percentage 

1. Vaginal 91 52.90% 

2. Abdominal 81 47.09% 

 Total 172 100% 

Table 11. Distribution of Breech 

According to Route of Delivery 

 

Above table shows that vaginal delivery took place in 

52.90% of cases while abdominal route was used in 47.09% 

cases. 

 

Sl.  

No. 
Indication 

No. of 

Cases 
Percentage 

1. Primi with Breech 44 54.32% 

2. 
Post caesarean section 

breech 
12 14.81% 

3. Bad obstetric history 08 9.8% 

4. 
Foetopelvic 

disproportion 
01 1.2% 

5. Foetal distress 06 7.4% 

6. PIH 04 4.93% 

7. Placenta previa 06 7.4% 

Table 12. Indication of Caesarean  

Section in Breech Presentation 

 

Above table shows that primi breech is the commonest 

indication for caesarean section (54.32%) followed by post 

caesarean section breech (14.81%) and bad obstetric 

history (9.8%). 

 

Sl. 

No. 
Indication Elective Emergency 

1. Bad obstetric history 03 05 

2. 
Post caesarean  

section breech 
04 08 

3. 
Foetopelvic 

disproportion 
01 - 

4. Primi with breech 28 16 

5. P I H 03 01 

6. Placenta previa - 06 

7. Foetal distress - 06 

Table 13. Indication in Relation to  

Elective and Emergency Caesarean Section 

 

Elective caesarean section was most commonly done for 

primi gravida with breech followed by Post caesarean section 

breech and pregnancy induced hypertension and Bad 

obstetric history. 

 

Sl. No. Parity Twins Percentage 

1. Primipara 03 04% 

2. Multipara 02 2.06% 

 Total 05 2.90% 

Table 14. Incidence of Twins in Breech Presentation 

 

 

According to above table incidence of twins is higher in 

primipara which is 04% then multipara which is 2.06%. 

overall incidence of twins is 2.90%. 

 

Sl. No. Parity IUD Percentage 

1. Primipara 4 5.33% 

2. Multipara 6 6.18% 

  10 5.81% 

Table 15. Incidence of IUD in Breech Presentation 

 

According to above table incidence of IUD is higher in 

multipara (6.18%) then primipara (5.33%). 

 

Sl.  

No. 
Parity 

Total No. of 

Cases 

Gross Perinatal 

Morbidity 

No Percentage 

1. Primipara 75 18 24% 

2. Multipara 97 14 13.85 

  172 32 18.60 

Table 16. Incidence of Perinatal  

Morbidity According to Parity 

 

High incidence of gross perinatal morbidity in 

primigravida as compare to multigravida noted in this series 

of 172 cases as 24% and 13.85%. 

 

Sl. 

No. 

Type of  

Breech 

Total No. 

 of Cases 

Total No. Perinatal 

Morbidity 

No. Percentage 

1. Complete 78 14 17.94% 

2. Extended 76 13 17.10% 

3. Footling 16 03 18.75% 

4. Compound 02 02 100% 

  172 32 18.60% 

Table 17. Incidence Perinatal Morbidity  

According to Type of Breech Presentation 

 

Maximum incidence of perinatal morbidity was recorded 

in this series of cases the compound type of breech (100%) 

while minimum in the extended breech (17.10%). 

 

Sl. 

No. 

Type of  

Morbidity 

No. of  

Cases 
Percentage 

Term 

1. 

APGAR < 7  

at 5 min 
6 5.6% 

2. 
Meconium 

Aspiration 
5 4.7% 

3. Neonatal sepsis 4 3.7% 

Preterm 

1. 

APGAR < 7  

at 5 min 
14 21.1% 

2. 
Meconium 

Aspiration 
01 1.5% 

3. Neonatal sepsis 02 3.03% 

Table 18. Type of Neonatal 

Morbidity in Breech Delivery 
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Above table shows that neonatal morbidity more 

commonly encountered in poor Apgar Score that too in more 

common among preterm babies. During this period there 

were 6153 deliveries. The study consisted of 172 cases of 

breech delivery out of them term deliveries were 106 and 

preterm constituted 66 cases. Most of the patients belong to 

21-25 years of age group. Prevalence of breech delivery in 

this study was 2.79% that split as incidence of term breech 

was 1.72% and preterm breech was 01.07% the findings 

being in line with the WHO technical findings.10
 
Breech 

presentation was more common in multipara having an 

incidence of 56.4%, while primiparas found in 43.6% cases. 

These findings were similar to Anderson, et al.11 

Out of 172 breech cases majority of cases are unbooked 

62.78% and out of them multigravida is more common 

34.88% and Booked cases are 37.20%. 

Majority of breech presentation cases participating 

study are of rural background 63.90 belong to rural area and 

that of 36.04 from urban area. 

Prevalence of associated antenatal complication was 

43.60% highest being pregnancy induced hypertension 

(9.30%) followed by polyhydramnios (8.13%). These figures 

are similar to the ones found by Khawaja, et. al12 Primary 

complications of breech during labour occurred in 13.37% 

cases of which PROM=6.97%, cord prolapse =3.48% and 

after coming head arrest in 2.90 % cases were seen.12,13,14,15
 

Extended legs were the commonest type and aetiological 

factor in breech presentation 39.53% to be followed by 

prematurity in 28.48 % cases. Other aetiological factors 

were oligohydramnios 3.48% polyhydramnios 6.97%, 

placenta previa 3.48%, foetopelvic disproportion 0.58% and 

no evident cause in 17.44%. Extended breech was the 

commonest in term breech while complete breech was 

common in preterm breech cases. Extended breech was 

common in primiparas while in multipara complete breech 

was more commonly encountered. Similar findings were 

found by Harper et al in his study.13
 
Cord prolapse was most 

commonly associated with footling presentation 17.3% 

followed by 2.1% in complete breech cases. This has been 

observed prominently in many previous studies.14,15 

Vaginal delivery occurred in 52.90% cases while 

caesarean section was done in 47.09% cases. The rate of 

caesarean section delivery in this study id slight high. 

Caesarean section was done in 45.07% of term cases and 

15.05% of preterm breech cases. Similarly term vaginal 

delivery constituted 61.4% of all cases and preterm vaginal 

breech delivery seen in 38.5% cases. Vaginal delivery was 

more common among multipara (58.2%) while abdominal 

route of delivery was commonly adopted in primipara 

(43.6%). Term vaginal deliveries were more common in 

multipara. Common indication for caesarean section prims 

with breech 54.32%, post caesarean section is 14.81%, bad 

obstetrics history 9.8%, FPD 1.2%, foetal distress 7.4%, PIH 

4.93% and placenta previa 7.4%. These figures are 

reflected in many previous studies.16
 
Elective caesarean 

section was done in 13.69% cases and rest was emergency 

sections. No maternal death occurred in this series. Neonatal 

morbidity seen in preterm breech delivery was 29.3% 

considerably higher than term breech where 10.5% neonatal 

morbidity seen. Neonatal morbidity commonly encountered 

was poor Apgar score (11.62%) that too more common 

among preterm babies followed by meconium aspiration 

3.48% and neonatal sepsis 3.48%. The neonatal morbidity 

was found higher 18.8% in vaginal route as compared to 

10.9% in abdominal route. Incidence of perinatal mortality 

was found higher among those delivered by vaginal route 

than those by abdominal route. Incidence of perinatal 

mortality was higher among preterm babies. PNM rate in 

breech presentation was 130/1000. 

 

CONCLUSION 

The present study confirms association of breech 

presentation with multiparity. Various aetiological factors 

observed for breech presentation are– prematurity, 

oligohydramnios, polyhydramnios, placenta previa and 

foetopelvic disproportion. Various antenatal complications 

encountered with breech presentation were PIH, BOH, Post 

caesarean section pregnancy, placenta previa and abruptio 

placenta. The present study confirms the increased 

incidence of primary complications in breech presentation 

during labour namely- PROM, cord prolapse and after 

coming head arrest. The study confirms the increased 

perinatal mortality and morbidity of breech presentation. 

Perinatal morbidity and mortality was increased because of 

prolonged labour associated infections and other 

complications like prematurity. Vaginal breech delivery is 

associated with increased perinatal morbidity and mortality 

than abdominal delivery. To improve perinatal outcome 

caesarean section has been practise is increased number. 

However maternal morbidity is higher in caesarean section 

than vaginal delivery. Maternal morbidity was increased due 

to prolonged labour and increased operative interference. 

Breech vaginal deliveries though a forgotten art is still a 

routine procedure in our institution with almost everyone 

being well versed with the procedure. This is an art if 

practiced meticulously inappropriately selected patients can 

help in reducing the primary caesarean section rates. Thus, 

to conclude one has to weigh between the maternal risk of 

caesarean section and foetal risk of vaginal delivery to arrive 

at final decision. 
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