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Introduction 

There is a good amount of contradiction 
amongst different authors as to whether 
the face and brow presentations are �e�s�s�e�n�~� 

Hally primary or secondary to deflexed 
cephalic presentations of the foetus 
(White, 1954; Eastman and Hellman, 
1966). The answer is difficult to obtain 
from the study of the cases presenting as 
face or brow because most of the cases 
are admitted after the onset of labour. So 
an attempt was made to study the �d�e�f�l�e�x�~� 

ed cephalic presentations detected clinical­
ly at term by roentgenography and they 
were followed upto their labour and de­
li very to see their degree .of deflexion, 
clinical behaviour during labour and 
whether any or some of them were con­
verted into face or brow. 

This was thought necessary because 
only by this study one can say whether 
deflexed condition of the foetal head real­
ly undergoes a spontaneous conversion to 
face or brow presentation. 

Mate.rials ancl Methods of Study 

Material: One hundred forty-nine con­
secutive cases of clinically defiexed head 
at term were selected from Chittaranjan 
Seva Sadan from January, 1976 to 
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November, 1977, irrespective of age and 
parity. These were investigated roent­
genographically and constituted the mate­
rial of study. 

Methods of Study: The patients were 
examined thoroughly clinically. Their 
age, gravidity, religion and socio-econo­
mic status, were analysed along with the 
history of previous pregnancies in cases 
of multigravidae. The patients under­
went a through obstetric examination giv­
ing special emphasis on pelvic assessment. 
An attempt was made to find out and cor­
relate the factors leading to either its cor­
rection as flexed cephalic presentation or 
deflexed semi-extended and extended 
cephalic presentation. All these patients 
were subjected to roentgenographic in­
vestigations to correlate the clinical find­
ings and radiological observation. All 
these patients were followed upto their 
delivery and correlation was attempted as 
to how many cases developed into brow 
or face from these deflexed cephalic pre­
sentations. 

Criteria of assessing deflexion were as 
followed 

1. Clinical 

(a) Head must be floating at or near 
term or at the onset of labour. 

(b) On first pelvic grip the occiput and 
sinciput are at the same level or the sinci­
put is at a lower level than the occiput. 
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(c) The narrow sinciput is only felt 
above the symphysis pubis and the occiput 
is not properly felt. 

(d) The anterior shoulder is palpated 
near the flank and the fetal heart sound 
is at the flank. 

(e) On vaginal examination, the 
posterior fontanelle should not be easily 
palpable and anterior fontanelle, too, 
palpated with difficulty. 

The diagnosis of deflexed head was 
mainly based on the above noted clinical 
points-(a), (b) and (c), (d) and (e) 
are only supportive evidence. 

2. Radiological Evidence 

In diagnosing deflexed head, radiologi­
cal evidence is most authentic. Palpation 
of the foetal head in dorsal decubitus is 
prone to be misleading. The clinically 
diagnosed deflexed heads were examined 
radiologically to assess the correct attitude 
of the cephalic presentation. The usual 
radiological criteria of deflexion is to find 
out the relation between the foetal axis 
and antero-posterior diameter joining the 
sinciput and occiput. The angle towards 
the sinciput should be less than goo, if the 
head is flexed. It is considered to be de­
flexed if this angle is 90° or more. The 
flexed or deflexed attitude of the foetal 
head is again reflected in the curvature of 
foetal spine. If it is well curved it ap­
pears like a 'C' the head is said to be flex­
ed. While analysing the radiographs it 
was noted that these criteria of deflexion 
did not have good correlation with the 
clinical findings. Then it was decided to 
have a new criteria of deflexion. Relation 
between the antero-posterior diameter i.e. 
the line joining the sinciput and occiput 
of the foetus and the vertical axis of the 
meternal pelvis was taken into considera­
tion. If the line joining the occiput and 
the sinciput of the foetus make an angle 

less than 90° with the vertical axis of 
pelvis towards sinciput, the head is taken 
to be flexed. If it is goo or more, the head 
is considered deflexed. 

Complete/incomplete extension is de­
cided by the sigmoid curvature of spine 
but the curvature of spine was found to 
be of little significance in cases of de­
flexion. It was noted that in case of 
Median vertex both these criteria con­
curred. The importance of this new 
criteria was further corroborated by the 
final outcome of the labour. Greater 
number of brow and face greater number 
of occipito posterior and occipito trans-­
verse position of the head were encounter­
ed during delivery either dur.ing the time 
of caesarean section, and vaginal delivery 
whether normal or by manoeuvers like 
forceps delivery, manual rotation and 
forceps application or delivery by Vent­
ouse. 

Table I shows the analysis of 149 pati­
ents with clinically deflexed heads in rela­
tion to their gravidity and roentgeno­
graphic �d�i�a�g�~�o�s�i�s� of deflexion. It shows 
that although clinically the head seemed 
deflexed, in these 14g cases, 35.5% of them 
were seen to be flexed, when skiagram 
was taken. Out of the remaining cases, 
only 26.8% was grossly de:fiexed. One 
turned out to be a completely extended 
face and 4 were brow presentations. 
These grossly deflexed heads have been 
designated as median vertex by many 
authors. In 26.1% cases the deflexion was 
moderate and in 11.4% cases it was mild. 
It is interesting to note that gross and 
moderate deflexion was more marked in 
the multiparae patients than in primi­
gravidae, although clinically deflexion 
was detected more in the primigravidae 
(72 out of 14g cases). Parity and previ­
ous obstetric behaviour of these cases 
were analysed and presented in Table II. 
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TABLE I 
Analysis of 149 Cases of Deflexed Heads in Relation to their Gravidity and 

Roentgenographic Deflexion 

Total Deflexion Deflexion Deflexion 
Gravidity No. of +++ ++ + Flexion .. , ' cases 

Primi 72 to• 21 10 31 
(48.32%) (13.88%) (29.16%) (13.88%) (43.0So/ 

2nd 31 10 to- 1 10 
(20.8%) (32.25%) (32.25%) (3.22%) (32.25%) 

3rd 15 10 1 1 3 
(10.06%) (66.66%) (6.66%) (6.66%) (20.0%) 

4th 10 4 2 4 
(6. 7%) (40.0%) (20.0%) (40.0%) 

5th 21 6 5 5 5 
(14.09%) (28.57%) (23.8%) (23.8%) (23.8%) 

Total 149 40 39 17 53 
(100%) (26.89%) (26.17o/o) (11.4%) (35.57%) 

* One case was diagnosed as primary face. . 
TABLE II 

Analysis of 77 Multiparae Patients in Relation to their Previous Obstetrical 
History and Gravity 

Total No. of 
Gravidity cases Good 

2nd 31 16 
(40.25%) (51.61%) 

3rd 15 10 
(19.48%) (66.66%) 

4th 10 5 
(12.98%) (50.0%) 

5th 21 10 
(27.27%) (47.61%) 

Total 77 41 
(100%) (53.24%) 

Table II shows an analysis of these 149 
patients in relation to their previous ob­
stetrical history and gravidity. The pre­
vious obstetrical history was good in 
53.24% of cases. Stillbirth occurred in 
23.37% of cases and perinatal mortality in 
the previous pregnancies was found in 16 
out of 77 cases (20. 77%) , other than still­
births. This led the investigators to 

Previous Previous Previous 
Abortions still-births neonatal 

deaths 

10 5 
(32.25%) (16.12%) 

3 2 
(20.0%) ( 6.66%) 

2 3 
(20.0%) (30.0%) 

2 9 
( 9.52%) (42.85%) 

2 18 16 
(2.59%) (23.37%) (20. 77%) 

analyse the pelvis of the patients to find 
out if any defect in the pelvic architecture 
was responsible for these foetal losses. 
Analysis of the pelvis of the patients 
having deflexed head at term is presented 
in Table III. 

Table III is an analysis of these patients 
in relation to their types to pelvis and 
parity. The pelvis was found to be ad-



TABLE Ill 
""' AnaLysis of 149 Patients of Deflexed Heads in Relation to their Type of PeLvis and Pal"ity 00 

"" 
Total Pelvis Anc:lroid Anthropoid Flat Small 

Gravidity No. of Gynaecoid Type Type Type Gynaecoid 
Cases (adequate) 

- . 
Primi 72 40 5 15 7 5 

(48.32%) (55.55%) ( 6 .94%) (20.83%) ( 9. 72%) ( 6.94%) 
2nd 31 15 5 1 5 5 

(20.8 %) (48.38%) (16.12%) ( 3.22%) (16.12%) (16.12%) 
3rd 15 10 5 

(10.06%) (66.66%) (33 .. 33%) 
4th 10 10 

( 6.7 %) (100.0%) '-< 
5Lh 21 15 - 1 3 2 0 c:: (14.09%) (71.42%) ( 4. 76%) (14.28%)) ( 9.52%) �~� -·- z 

Total 149 90 15 17 15 12 :;t. 
t"' 

(100%) (60.40%) (10.06%) I (11.4 %) (10.06%) ( 8.05%) 0 
'"XJ 

TABLE IV 
0 
tJj 

Analysis of 149 Patients of DefLexed Head in Relation to their Parity, Positi01b and. Presentation During Labour Ul 
,_;:; 
1?=:1 

Deflexed Extended >-3 
�~� 

Parity 
Total No. of Occipita- R 

Cases anterior Occipito- Occipito- (Partial) (Complete) Ul 

posterior transverse Brow Face > ···- -·-- z 
Primi 72 29 26 6 4 7 0 

(48.32%) (40.27%) (36.1 %) ( 8.33%) ( 5.55%) ( 9. 72%) 0 

2nd 31 19 4 5 1 2 �~� 
(20. 8%) (61.29%) (12.9 %) (16.12%) ( 3.22%) ( 6.45%) > 

t:z:J 
3rd 15 7 5 1 1 1 (i 

0 (10.06%) (46.66%) (33.33%) ( 6.66%) ( 6.66%) ( 6.66%) t"' 
4th 10 4 1 3 1 1 0 

( 6. 7 %) (40.0 '%) (10.0 %) (30.0 %) (10.0 %) (10.0 %) �~� 
5th 21 8 7 1 3 2 �~� (14.09%) (38.09%) (33.33%) ( 4.76%) (14.28%) ( 9.52%) ..... z 

Total 149 67 43 16 10 13 tJ 
(100%) (44.96%) (28.85%) (10.73%) ( 6.71%) ( 8.72%) > 

1- •,\- " �-�~� t "" · ,.., .., 1"1' �~�.� 

1t 
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equate in 60.4% of cases, it has some 
android element in 10.06% of cases, it 
was of anthropoid type in 11.4% of cases 
and flat and small gynaecoid type was 
found in 10.06% and 8.05% of ca·ses re. 
spectively. It is also interesting to note 
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specific influence on the sequence of 
events. 

The mode of delivery in these cases 
with deflexed heads was analysed and the 
results are shown in Table V. 

In Table V it was found that 76.7'1% of 

TABLE V 
Analysis of 149 Patients of Deflexed Heads in Relatio-n tc their Mod.e of DeLivery and Pa:rity 

Gravidity Total No. Normal Caesarean Forceps 
of cases Delivery Section 

Primi 72 51 15 6 
(48.32%) (70.83%) (20.83%) ( 8.33%) 

2nd 31 22 9 
(20.8 %) (70.96%) (29.03%) 

3rd 15 10 5 
(10.06%) (66.66%) (33.33o/o) 

4th 10 7 
( 6.71%) (70.0 % ) 

3 
(30.0 'o/o) 

1 5th 21 15 5 
(14.09%) (71.42%) (33.33%) ( 4. 76o/o) 

Total 149 105 34 10 
(100%) (70.46% ) (22.81%) ( 6.71%) 

that the defect in the pelvic architecture 
was more in the multiparae than in the 
primigravidae patients. 

The behaviour of these cases during 
labour and delivery either via nat:tiralis 
or . by caesarian section were studied 
which is placed in Table IV. 

In Table IV 149 cases of clinically diag­
nosed deflexed heads at term were fol­
lowed during their labour and their pre­
sentations and positions of the denomina­
tor was clinically assessed and analysed 
which shows that all these cephalic pre­
sentations except 23 , (15.4%) _ cases de­
li vered as vertex. Out of these 149 cases, 
67 cases ( 44.96%) presented as occipita­
anterior, 43 (28.85%) as occipito-posterior 
and 16 (10.73%) as occipito-transverse; 
as their labour progressed, 10 cases 
( 6. 71%) turned out to be brow and 13 
cases (8.72%) became completely extend­
ed and delivered as face. The analysis in 
relation to the parity did not show any 

5 

cases were delivered via naturalis, out of 
which 70.46% had a spontaneous normal 
delivery. Institution of caesarean section 
in these cases was more frequent than 
normal cephalic presentation, or in cases 
of face presentation but lesser than that of 
brow presentation. Incidence of caesarean 
section in this group was 22.8%. This 
was more frequently done in multiparae 
than in primigravidae, whereas forceps 
delivery was done in 10 cases (3.4%) of 
which 6 were primi, 3 in 4th gravidae and 
1 in 5th gravidae. 

Comments 

The analysis of the results obtained by 
investigating 149 cases of deflexed head in 
relation to their gravidity, past obstetric 
history, types of pelvis, position of head 
during labour and the mode of delivery 
has pointed out certain interesting obser­
vations. 

The study of deflexed heads was under­
taken with a view to investigate the con-
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troversial origin and type of the two ab­
normal presentation i.e. face and brow; to 
prove or disprove occiputo.-posterior as an 
aetiological factor, and to establish the 
type of presentation, primary or second­
ary. All these deflexed head were clini­
cally diagnosed at term by abdominal pal­
pation and confirmation was sought by 
X-ray. The head was found to be flexed 
in 53 (35.57%) cases during radiography. 
Deflexion was mild in 17 (11.4%), mode­
rate in 39 (26.17%) and gross in 40 
(26.84%) cases. 

The analysis of past obstetric history in 
77 multiparae patients revealed no abnor­
mality in 41 (53.24%) cases. History of 
previous stillbirths and neonatal deaths 
were found in 18 and 16 cases respec­
tively. 

The types of pelvis. in these cases were 
analysed which showed adequate pelvis 
in 90 (60.4%) cases. In the remaining 59 
cases, android type of pelvis was noted in 
15 (10.06%), anthropoid in another 17 
(11 .. 4%) cases, flat type of pelvis in 15 
(10.06%) small gynaecoid in the remain­
ing 12 cases (8.05%) . The incidence of 
flat pelvis is significantly high usual in­
cidence is about 4%. 

Out of these 149 cases, occipita-posterior 
position was diagnosed in 43 (28.8%), 
occipito-transverse in 16 (10. 7%) and 
occipita-anterior was noted in 67 ( 44.9·%) 
cases and 10 cases were finally delivered 

' as brow and 13 cases as face. 
These cases were followed upto de­

livery. Normal delivery occurred in 
70.5% of cases. Caesarean section had to 
be performed in 22.8% of cases and 
forceps delivery in only 6.7% of cases. 

The analysis of these results confirms 
that brow and -face presentation does 
develop from such deflexed cephalic pre­
sentation; as such many of them are 
secondary although occurrence of pri.­
mary face is also a reality. 

Mostar et al (1966) studied deflexion 
attitude of the foetus with cephalic pre­
sentation. They also diagnosed this de­
flexion attitude clinically. Most of their 
diagnosis was done during 1st and 2nd 
stages of labour, although in 33.8% of 
cases the diagnosis could be made only at 
delivery which reflects the difficulty in 
diagnosis. In their series, caesarean �s�e�~� 

tion was performed in 34.5% of median 
vertex, 95% of brow and 20.6% cases of 
face presentation. 

The incidence of spontaneous delivery 
was more in face presentation (77.9%), 
least in brow (5%) and in 70.4% cases of 
median vertex. 

The results point out that deflexed at­
titude will be the causative factor at least 
in some cases of face and brow presenta­
tion. This is influenced by many factors 
like uterine axis, uterine contraction and 
pelvic architecture specially flat pelvis 
during the course of labour. 

Summary and Conclusion 
Analysis of 149 clinically diagnosed 

deflexed head reveals that after radio­
graphy only 64.5'% of these cases can be 
docketed as deflexed. Criteria of deflexion 
should better be accepted from the rela­
tion of occipito-sinciputal line in r elation 
to the vertical axis of maternal spine and 
pelvis than to that with the foetal spine. 

From these deflexed cephalic position 
23 (15.4%) cases were delivered as face 
and brow proving that these presentations 
are secondary in nature in most of the 
cases. 
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