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Abbreviations: ARVs, antiretrovirials; PPH, postpartum 
haemorrhage; HIV, human immunodeficiency virus; LSCS, lower 
segment caesarean section; SD, standard deviation

Background
Mpilo Central Hospital is located in Bulawayo and deliveries 9000 

deliveries per year. Bulawayo is the second largest city in Zimbabwe 
after the capital city Harare, with a population of 653, 337 as of the 
2012 census.1The unit receives referrals from urban and rural centres. 
It is located in Matabeleland, 439 km southwest of Harare, on the 
way to Victoria Falls. In low-resource settings, women with breech 
presentations have limited choices regarding elective caesarean 
delivery and vaginal breech delivery due to lack of resources. Some 
present unbooked and in advanced labour.

Vaginal breech deliveries are becoming less and less in our 
obstetric units since the publication of the Term Breech Trial in 2000.2 
This trial gave information that planned caesarean section is better 
than planned vaginal birth for the term fetus in breech presentation. 
Over the last years subsequent evidence has not shown conclusively 
that that caesarean birth is safer than vaginal birth for a fetus in a 
breech presentation when certain criteria are met.3 The best way to 
deliver a preterm breech still remains unresolved. There has been 

erosion of clinical skills and confidence.3,4 Simulation-based training 
could never be the substitute for the real clinical experience. Future 
clinicians would have less skill and confidence in dealing with vaginal 
breech deliveries.

In low-resource settings caesarean delivery is not a readily 
available option to all pregnant women. In two studies in Sub-Saharan 
countries, there was a strong association between vaginal breech 
delivery of singleton term pregnancies and maternofetal morbidity, 
with newborns more likely to suffer from birth asphyxia.5,6 In a Saudi 
Arabian study, there was higher neonatal mortality found in vaginal 
breech delivery for singleton preterm breech fetus.7 Vaginal breech 
delivery is still a safe option without compromising maternal and 
neonatal outcome if strict criteria are met before and during labour.8,9 
If there are other obstetric complications, elective caesarean delivery 
should be undertaken10 and here the perinatal outcome would be 
better.11

Methods
This was a retrospective descriptive study covering the period 

between 1 January 2017 and 31 December 2017 in a tertiary teaching 
hospital. A paper data collection sheet was used to collect the 
information. All singleton babies >24 weeks gestation born by vaginal 
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Abstract

Background: Vaginal breech deliveries are becoming less and less in obstetric units 
since the publication of the Term Breech Trial in 2000. There are less and less training 
opportunities for trainees in the specialty. Simulation training could never be as good as 
having real experience of vaginal breech deliveries. Consequently, many clinicians are now 
less confident in dealing with vaginal breech deliveries. The objective of this study was to 
document the incidence and perinatal outcomes of singleton vaginal breech deliveries in a 
low-resource setting.

Methods: This was a retrospective descriptive study covering the period between 1 January 
2017 and 31 December 2017 in a tertiary teaching hospital. A paper data collection sheet 
was used to collect the information. All singleton babies >24 weeks gestation born by 
vaginal breech delivery at the labour ward were included in the study. The data was then 
analysed. 

Results: The incidence of singleton vaginal breech deliveries 0.66%. Teenage mothers 
accounted for 10.7%. 21.4% of women were unbooked.

76.8% were live deliveries and 23.2% were stillborn, and there was a statistical difference 
between the two groups, P=0.05. Of the live births, 51.2% had 1 minute Apgar score of <7. 
By 5 minute 32.6% still had Apgars scores <7. 98.2% of mothers had no complications post 
delivery, with only 1 case of PPH, P=0.025.

Conclusions: The incidence of all singleton vaginal breech deliveries 0.66% and only 
0.05% for term breech. Of the live births, more than half had low 1 minute Apgar score of 
<7. The vast majority mothers had no complications post-delivery.

Keywords: singleton breech, vaginal breech, delivery, perinatal, outcomes, low-
resource, settings, central, hospital
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breech delivery at the labour ward were included in the study. The 
data was then analysed. The SPSS Version 21(IBM Corp., Armonk, 
NY, USA) statistical tool was used to calculate the mean and standard 
deviation (SD) figures. Descriptive statistics were used to examine 
patients’ characteristics and the outcomes. Chi-sqaure test was used 
to calculate P-values. A P-value of <0.05 was considered statistically 
significant.

Results
There were 8439 live births at the unit the period between 1 January 

2017 and 31 December 2017. The total number of singleton vaginal 
breech deliveries was 56, making the incidence of singleton vaginal 
breech deliveries 0.66%. The mean age was 30.1 years (SD±4.5). 
Tables 1-3 show the results. 21.4% had no known gestational age. 
41.1% of the patients were of term gestation. 37.5% were of preterm 
gestation. Teenage mothers accounted for 10.7%. 26.8% were aged 
26-30 years. Nulliparous women were 21.4%, with only 7.1% of these 
being term vaginal breech deliveries. The majority of women were 
second delivery at 28.6%. Booked and referred mothers constituted 
the majority at 50%. 21.4% of women were unbooked. The HIV 
seropositive rate was 26.8%, 50% being seronegative and 23.2% being 
of unknown status. 89.3% of patients had no antenatal complication 
and 10.7% had a complication. 76.8% were live births and 23.2% 
were stillbirths, and there was a statistical difference between the two 
groups, P=0.05. 55.3% of the babies weighed >2501g. Of the live 
births, 51.2% had 1 minute Apgar score of <7. By 5 minute 32.6% 
still had Apgars scores <7. 12 out of 56 patients were primiparous and 
only 4 were term vaginal breech deliveries for the entire year out of 
8439 live births. The incidence of term vaginal breech deliveries was 
therefore 0.05% at this unit. Two babies had 1 minute Apgar scores 
<7. 98.2% of mothers had no complications post delivery, with only 1 
case of PPH, P=0.025.

Table 1 Maternal demographic details of deliveries at Mpilo Central Hospital

Characteristic  N=56(%)  P value

Booking status   

Booked >4 ANC visits  16(28.6%)  

Booked(referral)  28(50.0%)  

Unbooked  12(21.4%) 0.1

Age(years)    

Dec-15  0(0%)  

16-19  6(10.7%)  

20-25  13(23.2%)  

26-30  15(26.8%)  

31-35  10(17.9%)  

36-40  11(19.6%)  

41-45  1(1.8%)  

>45  0(0%)  

Parity    

0  12(21.4%)  

1  15(26.8%)  

2  16(28.6%)  

3  9(16.0%)  

4  2(3.6%)  

5  2(3.6%)  

Characteristic  N=56(%)  P value

Gestational age(weeks)    

<28  4(7.1%)  

28+1-33+6  9(16.1%)  

34-36+6  8(14.3%)  

37-40  17(30.4%)  

>40  6(10.7%)  

Unknown  12(21.4%)  

Table 2 Maternal complications of deliveries at Mpilo central hospital

Variable  N=56(%)  P value

HIV status   

HIV positive  15(26.8%)  

HIV negative  28(50.0%)  

Unknown  13(23.2%)  

ARV’s  15  

Antenatal complications None    

Present  48(89.3%)  

   6(10.7%)  

Postnatal complications    

None    

Present  55(98.2%)  

   1(1.8%) 0.025

Table 3 Fetal characteristics of breech deliveries

Variable  N/(%)  P value

Fetal sex N=56   

Male  28(50.0%)  

Female  28(50.0%)  

Outcome N=56    

Live  43(76.8%) 0.05

Stillborn  13(23.2%)  

Apgar scores N=43    

1minute <7  22(51.2%)  

1 minute >7  21(48.8%)  

5 minute <7  14(32.6%)  

5 minute >7  29(67.4%)  

Birth weight N=56    

 500-1000g  7(12.5%)  

1001-1500g  8(14.3%)  

1501-2000g  4(7.2%)  

2001-2500g  6(10.7%)  

2501-3000g  12(21.4%)  

3001-3500g  11(19.6%)  

3501-4000g  6(10.7%)  

 >4000g  2(3.6%)  

Table Continued....
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Discussion
This study shows that the singleton vaginal breech deliveries are 

indeed becoming less. The incidence for this unit was 0.66% for both 
term and preterm deliveries. The term vaginal breech incidence was 
even lower at 0.05%. Of the nulliparous women, only 7.1% of them 
were term vaginal breech deliveries. There this unit still follows the 
Term Breech Trial for elective caesarean section for term breech 
presentation in primiparous women. This signifies low skills for the 
clinicians. As a teaching tertiary institution with student midwives, 
junior doctors and practising clinicians the numbers are clearly not 
enough to acquire or maintain clinical skills. 

Skills for vaginal breech deliveries would remain more and more 
in aircraft-type simulation drills. The incidence of 17.7% in one unit 
as of 200312 could be lower by now due to the Term Breech Trial 
effects. Breech presentations at term can be achieved in 85% of 
grandmultiparas.13 this group of patients would remain as a source of 
practical skills. More than a fifth of women were unbooked. This may 
cause problems in that the staff may be unprepared or those with the 
skills may not be duty leading to poor perinatal outcomes. The HIV 
seropositive rate was 26.8% and 23.2% being of unknown status. They 
could potentially result in babies being exposed to HIV infection. The 
prevalence of HIV infection amongst the obstetric patient in the unit 
is 16%, the national figure for Zimbabwe is 15% amongst adults 15 
years and above.14 the figure for HIV seropositive in vaginal breech 
deliveries was higher than the unit and national average. There were 
more live births (76.8%) than stillbirths(23.2%), and there was a 
statistical difference between the two groups, P=0.05. The babies 
were mostly of good weight >2501g. 51.2% had 1 minute Apgar 
score of <7, with 32.6% still <7 at 5 minutes. Therefore the immediate 
perinatal outcome was sub-optimal. This shows that vaginal breech 
deliveries are associated with adverse fetal outcomes.1,5,6 There were 
no major maternal complications.

Conclusion
The incidence of singleton vaginal breech deliveries was very low 

at 0.66%. The overall perinatal outcome was sub-optimal. There were 
no maternal complications during the study period.
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