








Discussion

Our study conlirms the improvement in neonatal ontcome
folowing Caesarcan section in low birth weight babies,
delivered m a tertiary care centre, with good Neonatal
Intensive Care Facilities. In our study, the neonatal sur-
vival in babies with a birth weight 750 gms. to 1000 gms.
was mproved following a caesarean section (though this
was not satistically significant). In the weight group 1000
gms 1o 1300 gms. there was a marginal improvement in
neonatal survival following an abdominal delivery, but there
was a stgnificant decline in neonatal morbidity following
an abdominal delivery as compared to a vaginat delivery.
The improvement in neonatal morbidity was seen in ba-
bies who were pretenn as well as those were growth
retarded.

Fairw cather et al (1983) of the  niversity College Hos-
pital of London were the strongest advocates of Caesar-
can section for very low birth weight babies. According
to them the mortality rate was halved at each weight
eroup (less than 1500 gms). if the neonate was delivered
by Caesarcan section. Stewart et al (1977) showed that
when delivery of a VLBW infant is inevitable, the prog-
nosts for survival is improved by a Caesarean section.
Bo  ctal (1979) have proposed that a Caesarean sec-
tion wath careful attention to technique, can be an appro-
priate mode of delivery, for VLBW mfants. Worthington
et al (1983) showed that the survival was stasticaly sig-
nificant following a Cacsarcan section only in 500-750
ams weight group. The current study showed that in the
eroup 1000 - 1500 gms, survival was better following a
vaginal delivery. On the other hand, studies by Olshan et
al (1989) showed that Caesarean section produced no

major decrease in neontal mortality in VLBW infants.

[n the current study, in babies with birth weight 1500 gms,
to 2000 gms. there was a marginal decline in neonatal
morbidity and mortality following Caesarean section. But
in this group the outcome of babies with a breech presen-
tation delivered abdominally was significantly better than

those delivered vaginally.

In the study conducted by Main ct al (198%), on the low
birth weight hreech babies, the mortality rate in those
delivered by a Caesercan section was 29% which wis
significantly lower than the 58% mortality scen in those
babies that were born vaginally. According 1o Duenholter
etal (1979) vaginal delivery was more hazardous for LBW
breech foetus than an abdominal delivery. Lysons et al
(1978) observed that birth asphyxia. birth trauma and in-
tracranial haemoarrhage, was more common n LBW
infants with a breech prescentation born vaginally. than
those delivered by a Caesarean. A study by Effer et al
(1983) on the mode of delivery in VLLBW breech babies,
showed a non-significant improvement following Cacsar

ean section. Lysons et al (1978) recommened Cuaesar

ean section for LBW foctus presenting as footling breech.
But for complete & frank breech, they reserved Caesar

ean section for associated indications such as an abnor

mal pelvis, failure to progress and hyperestension of the
toetal head. Kauppila et al (1981) showed that a Cae

sarean section did not improve prognosis of breech weigh

ing above 1500 gms. But in breech babies with weight
less than 1500 gms., incidence of intracranial hacmorrhage

was more following a vaginal delivery.

As regards neonatal morbidity. the current study shows
that in vertex as well as non-vertex babics, the incidence
of itracranial haemorrhage was more following a vagi

nal delivery. in very low birth weight nconates. Kosmetatos
et al (1980) suggested that Caesarcan delivered very low
birth weight infant have a significantly reduced mcidence

of mtracranial haemorrhage.

This was immediately followed by two studies by Dykes
(1982), (Atlanta), and Levene et al (1982) (London).
These studies found no such difference. Bejarctal (1981
using cranical ultrasound in the first 24 hours of life,
concluded that it was not the route of delivery. but the
presence of labour that was critical in development of
intracranial haemorrhage. Tejani et al (1984) proved that
if preterm delivery was indicated before labour is started
(e.g. for maternal indications). neonatal outcome is betier

following a Caesarean section.
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Conclusions

Thus from our study, we can conclude that, when deliv-

ery of a LBW infant is inevitable. a Caesarcan section -

[ Doesnot signiticantly increases nconatal survival in
birth weight less than 1500 gms.

2. Significantly decreases neonatal morbidity in birth
weight 1000 - 1500 gms.

3. Significantly decreases neonatal morbidity in breech
presentation with birth weight 1500 - 2000 gms.,
though it has no effect on the survival.

4. Significantly decreases incidence of intracranial
hacmaorrohuge in birth weight less than 1500 gms. in

vertex as well as breech babies.

In the current study, the Caesarcan section in the VLBW
aroup were done primarily for maternal indications and
thus strictly speaking, the two groups of «.....es were not
matched. The babies who were delivered by a Caesar-
can section were at a higl  risk for morbidity and mor-
taliy as compared o those babies delivered vaginally.
Inspite of this, the neonatal morbidity was significantly
lower in babies delivered by a Cacsarcan section (in birth

weight 1000 to 1500 grams.)

Whereas LBW non-vertex infants do better after a Cae-
sarcan birth, whether a Cacsarcan section should be rou-
nnehy pertormed for all LBW vertex ifants. definitety
deserves further evaluation.

On the other hand., certain - nical conditions such as

maternal medical indications or premature rupture of

membranes, requirmyg delivery in the face of along closed
cerving should all the management away froma long and
potentially morbid induction of labour, towards an elec-
tve Caesarean birth. However, the decision of the route
of delivery in LBW nconates would also depend upon the
level of Neonatal Intensive Care available at a given centre.
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