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Brow prescntation is all uncolnlllon cor-rrpli-

cation of laboirr and is thc nrost trnf*voutablc ,rf all

cranial prcscntations. Sevcral factors havc bcctr

irnplicatcd in its causation but in the niajority of

cascs. thc causc is uttknown' I n its rrrarragcll)cttt,

the trend has shiftcd fronr a ntorc conservative

attitgde to a more liberal use of caesa.ea.t section.

This papcr presents our expcricnce with six

cascs of brow prcsetttation in labour sccn at thc

Univcrsity Hospital, Kuala Lumpur. Thc csscntial

clinical fcaturcs and vicwt olt tttlltagcrllertt of this

cornplicatir-rn arc discusscd'
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I ncidcnce

llctwcen 1 968 to July, 1974, si.r cascs of

brow prcscntation irr labor-rr werc sccn out

o[ a total ol 1 5,990 hospitirl dclivcrics. thc

incidcnce thcrcforc bcing i : 2665 dclivcrics'

Two paticnts wcrc Chincsc. two wcrc Oratrg

Aslis, onc was llrtlian attd onc was Malay.

l{cported incidcnccs vary fronr 1: 514 to 1

3000 dclivcrics (1, 2, 3, 4, 5' 8). l)onald

(.2) \1972) corrtntcntcd that thc cornplication

is rarc and irrciclcncc's vary widcly'

figtrrcs of 52.4'/oan<l 47.6ok rcspcctivcly (4). Parity

is thcrcforc unlikcly to be a factor.

(ii) Ccphalo - Pclvic I)isproportion

ln 4 paticnts, thc tnatcrnai pclvis was avcragc

gynaccoid t"rcd o,, both clinical arrd radiological

isr"rrur",,t. Thcrc was racliological cvidcnce of

pclvic contracturc rcsttltirtg in ccphalo'pclvic disprt-'

po.tion it-t ottc paticnt (16.67t1). Thc I.natcrtral

pcl't is wrs bordcrlinc b,v radiological asscsstlrcnt itr

ihc othcr paticrrt. F'octo pclvic disproportion has

b"cn r,.,gg"stccl to bc an ittrportant f:rctor in thc

causation of brow Prcsclrtation, the irlcidcrrcc varf ing

f ront 7 .7"/o to 53.8')L ( 3. 4, 5;.

iiii) l)rcrrrattrrity,rnd Big l):ibics

!n two patie nts (j3.33%), thc babl's birth-

weigiri was lcsi than 2500 g. Onc of thcsc Paticrrts

had, in addition. thc factor of pclvic contracttrrc'

Prcnurtttrity hrs bccn strggcstcd t,r b" tlrc

othcr irnportrtnt factor in the cattsatiotr of brow

prcscrrtaticrn, bcing prcscn t in 5.tl"l, to 64'Ooh o{

cascs 13,7).

Not orrly is a stttallcr baby pri:,rrc to brow

prcsctrtatiott. btr t a largc baby of ovcr 8 pt'rttrtls

is sirnilarll,irronc (4). 'lhis factor is not prcsctrt

in our paticnts: thc birth-wcights of thc rctnainins

babics rangcd frorn 31 60g tt> 34809.

(iv) Fc,ctal Abnorrrrality

()nc paticttt dclivcrcd atl atlcnccphalic focttls

of (r potrntis I 3 ottnccs (16.67o1t). Ancncephaly

cot,lcl p.cscnt as a brow, thtltrgh it ttlorc cotrtttlorrly

prcscnts es a facc (6. 7)'2. l'redispositrg Factr>rs

(i) Parity

'Ihrec paticnts wcrc prinrigravitlas and 3 wcrc

rrrultigravidas: thc pattcrrr cotnparablc to rcportcd
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(v) Nuchal Cord

This was prescnt in one patient (16.67%)

where the diagnosis of brow Presentation was made

during prcgnancy and Caesarcan section was donc
for persistent brow in labour. There was no evidence

of nuchal cord in the other 5 patients' Kovacs

(4) (1970) notcd this factor in \4.3% of cases.

Other factors that have bcen associated with brow
prcsentation include uterine abnormality, uteriue
myolna, placcnta pracvia and Prcmature rupture of
membranes (4). These were not prcsent in any of
our Paticnts.

3. Timc of Diagnosis

Thc diagnosis of brow was madc during the
fLst stage of labour in 3 patients (50.0%): two in
carly first stage and orre in late first stage. lt was
apparent only in the second stage in 2 patients
(33.33ok) and only in one patient was the diagnosis
madc during prcgnancy (16.6770).

This pattcrn is conrparable to reported figures
of 9.5% <rf diagnosis made during prcgnancy, 52.47o
in thc first stagc and 38.7% in the sccond stage
or at delivery (1, 3).

4. Position of the foctal hcad bcforc diagnosis

In 5 patients (83.33%), the hcad was not
engagcd during labour. ln onc patiort, thc hcad
was cngaged in thc occiput-postcrior position with
dcflcxion; thc subscqucr-rt brow prcsentation pro-
bably sccondary to incrcasing deflc-xion.

Thc brow was antcrior in 2 paticnts 13fi3a/r),
posterior in one patient \16.67%) and transvcrse in
3 patients (50.0"t) compared to rcportcd figurcs
of 51.V1l 21 .07o and 28.07o respectivcly (t).

5. Othcr complications of labour

Dysfunctional labour was prcscnt in onc pa-
rient (16.670/o), in whom cacsarearl scction was done
after 21 hours in labour. Thcrc were signs of
obstmctcd labour at opcration.

Mcltzcr ct al (5) (1968) rcported t 30.5%
incidcncc of dysfunctional labour in association
with brow prcsent:rtiorr.

6. Modc of Delivcry

In 5 patients (83.33%) thc modc of delivcry
was caesarean section. In onc paticnt with thc
arrcncephalic foctus, lnid-cavity forceps was applicd
following manual conversion to facc prcsentation
(nrcnto-antcrior) ;.clcidotonry lvas donc for shouldcr-

dystocia and a fresh - stillbirth .vas delivercd.

In thc litcrature (1, 3, 4, 5, 15, 8), spontancous
brow dclivcry is said to occur in 7.0%t to 45.Wo of
patients and forceps dclivery follcwing spontaneous
or manual cotrvcrsion in 2O,V/o to 6O,V/o of patients.
Tlre caesarcan section rate varicr; ftom 20,Wo to
70.0%.

Thc majority opinion favour:; casearean section
for brow presentatiorr in labour (2, 3, 4,6, 7). Thc
few who advocatc a mial of brorv (1, 5, 8) never-
theless suggcst caesarcan scction if thcre is contractcd
pclvis; a tcrrr baby with averagc sizc; brow postcrior
or if the foetal station is high; and caesarcan section
in labour if thcrc is no progress or if labour is

arrested at the phase of active acccleration or pro-
longcd at thc dccclcration plra:;e or durirrg thc
sccond stagc.

A full trial is allowcd if th<: brow is cngagcd
and labour progrcsses well to rFull dilatation, at
which either onc allows a spontanoolrs brow delivcry
or forceps dclivcry followirrg c cnvcrsion. Still,
caesarean scction will bc performr:d f:r failed con-
vcrsion or failcd forccps.

7. Viability of foetus

All 5 babies delivcred by rlaesarean Scction
wcre livc-births and were well 6 w<,eks after dclivery.
Thc.only foetal death was relatcd to anenccphjy
which is not compatible with continued existcnce
of the foetus and thereforc probably not related
to the brow prescntation,

Thc general opinion is that; foetal morbidity
is increased following spontaneous or manua-l con-
version and cspecially following inrernal podalic
version and breech extraction (.1), thc iniidcnce
being 50.0% to IOO.O% while it is about 20.OTo
following caesarean scction.

Similarly, foeral mortality is high following
manual conversion and failed fc,.cep. (16.0% to
60.070) and following internal podalic version and
breech extraction (1O0.Wo) (3, 4). The perinatal
loss.is 12.87o following spontaneous brow iclivcry.
With-primary caesarean scction for l:row presentation
in labour, there should be no foetal lois (3, 4, 8).

The morale is that the b<:st foetal results
are associated with the least amount of intcr-
ference vaginally.

.COMMENT
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Several relcvant facts about brow prcsentation



in labour should be kePt in mind, viz:

a) In the majority of cases lover 75'0/o)' the

cause is unknown. Prematurity and foeto-

pelvic disproportion are probably important
iactors irr iti causation. The influence of

foetal abnormality and nuchal cord compli-
cations may be significant.

b) In a brow, the largest dtameter of the head
'presents, that is, the mento-vertical diametcr
of 13.5 cm. Engagement is possible omly
if the baby is very small or if thc maternal
pelvis is more than normal size (2, 6, 7);

c) Opportunities for the relative safe delivery
of thesc patients other than by caesarean

section are rare because the doctor has seldom
much personal cxperience with these conver-
sion procedut.t *hi.h are not simplc;

d) Thcre is no placc for internal podalic version
and breech extraction in a brow presentation
in laboun

c) Foetal prognosis is improved by less intcr-
ference vaginally and by the more frequent
usc of caesarean section as the mode of
delivery;

f) The more liberal use of caesarean section
in this complication is recommended as this
scems the only sensiblc and obvious treatment.
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