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Abstract

Objectives: There is much debate about the best mode of
delivery for the macrosomic fetus. This study compares
maternal and neonatal outcomes of macrosomic in prelabor
cesareans (PLC) vs. in trials of labor (TOL).
Methods: Retrospective cohort including neonates with
birthweight of 4,000 g or more delivered in a public teaching
hospital between October 2019 and December 2024. Exclusions:
preterm, non cephalic, multiples, fetal death and malformed.
Created three composite outcomes: “any serious adverse
neonatal outcome”, “anyadversematernal outcome”, “neonatal
respiratorymorbidity”. Considered significant a valueof p<0.05.
Results: Included 611 births. There was no maternal death
and, in the group of TOL, one neonatal death; 37.7 % had
vaginal births and 62.3 % had cesareans.Were conducted 341
(56 %) TOL’s; from these, 32.8 % failed. Among 231 vaginal
births, we had 61 (26.4 %) cases of shoulder dystocia, among
which 9 neonates were discharged with brachial plexus
injury (3.9 % of vaginal births; 1/25). We found a greater
frequency of “any neonatal adverse outcome” in TOL,
adjusted Odss Ratio (aOR) 6.68; p=0.037. No significant dif-
ference in “respiratory morbidity”. In TOL, the frequency of
“any maternal adverse outcome” was higher: aOR 3.53;
p=0.009. A sensivity analysis excluding birthweights of
4,500 g or more had basically the same results.

Conclusions: Wehad ahigh frequency of infants discharged
with brachial plexus injury. Higher maternal morbidity in
TOL could be because of the high rate of failed TOL. Not
accessed in this work, there is still some difficulty in
correctly identifiying the macrosomic antenatally.

Keywords: macrosomic fetus; prelabor cesareans; trials of
labor; mode of delivery; shoulder dystocia

Introduction

There is a special concern about neonatal and maternal
adverse outcomes associated with the birth of neonates with
4,000 g or more [1–3]. Are reported a higher frequency of
cesarean sections, operative vaginal deliveries, shoulder
dystocia, low Apgar scores, metabolic abnormalities like hy-
poglycemia, neonatal death, and other [1, 3]. These neonates
are named macrosomic [2], although some authors reserve
this expression to neonates weighing 4,500 g or more [4, 5].

There is some debate about the best route of delivery for
these neonates, as cesarean sections for pregnant women
with an estimated fetal weight higher than 4,000 or 4,500 g
could prevent some of the complications listed above. In the
other hand, cesareans increase the risk of maternal
morbidity [6, 7] and mortality [8–10], and respiratory
morbidity of the neonate [11, 12]. Besides that, the antenatal
detection of macrosomia still poses some difficulties, with
non-negligible numbers of false positives and negatives [13].

Even with all these doubts, despite many research
report the maternal and neonatal outcomes of the births of
macrosomic fetuses, including the cesarean section rates,
few studies compared these outcomes related to mode of
delivery in an adequate manner [14, 15]. The objective of the
present study is to compare the maternal and neonatal
outcomes between prelabor cesareans (PLC) and trials of
labor (TOL) in a cohort of births of macrosomic neonates.

Subjects and methods

Itwas conducted a retrospective cohort studywith the births of
macrosomic neonates who were assisted in Women’s Hospital
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of SãoBernardodoCampo, a public teachinghospital located in
the metropolitan area of São Paulo, Brazil. We considered
macrosomic the neonates weighing 4,000 g or more. The in-
dependent variable was mode of delivery, and the dependent
variables were maternal and neonatal adverse outcomes.

However, onwhat regards tomodeof delivery, the simple
comparison between vaginal and cesarean delivery is not
correct. This is because many times, cesarean section is the
solution for the problems that arise during a trial of vaginal
birth, like concern about fetal well being during labor,
dystocia, and others. This means that many cases of cesarean
sections performed in labor carries the risks of the procedure
itself, together with the risks of failed trials of labor. Indeed,
the highest frequencies of maternal and neonatal adverse
outcomes are observed in intralabor cesareans [16, 17]. Be-
sides this, in daily practice, one cannot offer the woman a
vaginal delivery, but rather, a trial of labor/vaginal delivery,
which sometimes finishes in a cesarean delivery. In 2006, the
National Institutes of Health of the United States, in a con-
ference Statement about cesarean section on maternal
request, utilized this mode of comparison [18].

The macrosomic neonates were identified through the
list of births, a list filled by the nurses in the labor ward with
information about birthweight, besides other data. We then
acessed the medical records of the identified neonates to
collect more detailed clinical data through a pre specified
chart. Data was collected by the authors, without the utili-
zation of hired people. The maternal adverse outcomes
were: blood transfusion, hysterectomy, puerperal infection,
third or fourth perineal tears, dehiscence or hematomas in
the surgical site, or death; the neonatal adverse outcomes
were: Apgar score less than seven in the fifth minute,
meconium aspiration syndrome, shoulder dystocia, brachial
plexus injury, cefalohematoma, clavicle fracture and other
trauma, oxygen administration (excluding administration in
the labor room), assisted ventilation, admission to neonatal
intensive care unit (NICU), and hypoglycemia. We also
accessed neonatal and maternal lenght of stay, from birth to
discharge. As we anticipated a small frequency of adverse
outcomes, we proposed some composite maternal and
neonatal adverse outcomes. We definedmaternal composite
outcome (“any maternal adverse outcome”) as any of the
outcomes decribed above. We proposed two neonatal com-
posite outcomes: a) “any serious neonatal adverse outcome”,
including neonatal death, 5 min Apgar score less than seven,
meconium aspiration syndrome, brachial plexus injury,
cefalohematoma, and b) “neonatal respiratory morbidity”,
including mechanical ventilation and/or receiving oxygen.
We agree that mechanical ventilation and/or admission to
neonatal intensive care unit can be considered adverse
neonatal outcomes. However, it is expected that assisted

ventilation and oxygen administration be more frequent in
PLC (“respiratory morbidity”) [11, 12], while the outcomes of
“any serious neonatal adverse outcome” are expected to be
more frequent in TOL. Grouping them all togeteher would
lead to the false conclusion that there are no differences
between the two groups. The same holds for NICU or inter-
mediate care unit admission. As there are many reasons for
these admissions, the inclusion of this outcome in a com-
posite outcome would tend to the null hypothesis.

We also accessed maternal and fetal/neonatal de-
mographic and clinical data to utilize as control variables: a)
maternal: age, parity, number of previous cesareans, gesta-
tional age, number of prenatal visits, induced or spontaneous
labor, fundalheight,maternal diseases: hypertension (chronic,
gestational or preeclampsia), diabetes (overt or gestational)
and “other diseases”; and b) neonatal: birthweight and sex.

We also looked for maternal/labor/fetal variables avail-
able before birth which could be predictors of shoulder
dystocia in the group of vaginal birth, and still, variables
which could bepredictors of vaginal birth in the group of TOL.

Finally, considering the two distinct definitions of
macrosomia mentioned above, we repeated the more
important analyses, namely, association of mode of delivery
with the composite outcomes “serious adverse neonatal
outcomes” and “any maternal adverse outcome”, excluding
from the sample the neonates with birthweight less than
4,500 g, as a sensivity analysis.

For dichotomic variables, it was utilized the chi square
test or Fischer’s test. For the continuous variables, as data
were not normally distributed, it was utilized Mann-
Whitney and Kruskal-Wallis tests. It was conducted multi-
variable analyses. Considering the low frequency of out-
comes, it was utilized the regression models of Poisson and
of Firch. It was utilized the Odss Ratio (OR) as a measure of
effect. The value of p<0.05 was set as significant. Data was
inserted in an Excell table, and later transported to statistical
programs SPSS 20.0 and STATA 18.

The studywas approvedby the Ethics Committe of Faculty
of Medicine of ABC, number 5.944.335, date March 15th, 2023.

Results

In the period of the study, we had 611 births included. There
was no maternal death, no maternal near miss, and there
was one neonatal death in the group of TOL. Table 1 shows
the demographic and clinical profile of the two groups: TOL
and PLC. The group of TOL had a significant higher fre-
quency of one previous cesarean, gestational age above
40 weeks, and a significant lower frequency of hypertension
and diabetes.
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Only 19.3 %of thewomenhad a diagnosis of diabetes, and
39 (6.4%) of the neonates weighed 4,500 g or more. There
were 231 vaginal births (37.7 %), from which 6 were forceps
deliveries (0.98 % of all births). There were 381 cesareans
(62.3 %). As comparison, during the period of the study, the
average rate of cesarean in the whole population of biths was
of about 36%.Were performed 269 (44 %) prelabor cesareans,
from which 123 (45.7 %) were for suspected macrossomia (all
by ultrasound weigh estimation). Were conducted 341 (56%)
TOL’s; from these, 112 (32.8 %) finished in cesarean sections.
From the group of 341 TOL’s, if we exclude the six cesarean
sections which were indicated for maternal request during
labor, the proportion falls to 31.6 %. The indications for ce-
sarean section were: suspected fetal distress, 38.4 % (of 112);
arrest of dilatation: 25.9 %; cephalopelvic disproportion:
20.5 %; thick meconium in early labor: 9.8 %; maternal
request during labor: 5.4 %. Macrosomiawas suspected in 152
women, 24.9 % of thewhole sample (all by ultrasound; in 29 of
these cases with suspiction, there were other indications for
cesarean section). In only six women with suspected macro-
ssomia, TOL was conducted, and four achieved vaginal birth.
Were submitted to labor induction 183 women (29.9 %). The
rate of success (vaginal birth) was of 53 %.

Among 231 vaginal births, we had 61 (26.4 %) cases of
shoulder dystocia, amongwhich 9 neonateswere discharged
with brachial plexus injury (3.9 % of vaginal births; one out
of 25; 14.8 % of all shoulder dystocia). There were 13 clavicle
fractures, 2.1 % of all births, all in vaginal deliveries (one out
of 47 vaginal births).

We found a greater frequency of “any serious neonatal
adverse outcome” in the group of TOL (Table 2), adjusted OR
6.68, p=0.037; power of 79.4 %. A surprising finding was that
in the group of TOL, the frequency of “any maternal adverse
outcome” was significantly higher than in the group of PLC
(Table 3), adjusted OR 3.31, p=0.017; power of 79.4 %.

Despite a lower frequency of “respiratory morbidity” in
TOL, the difference was not significant. However, pri-
miparity remained significantly associated with this
outcome in the multivariable analysis (Table 4). In the same
line, the lower frequency of admission to NICU in TOL did
not reach significance (Table 5).

There was no significant association between TOL and
hypoglycemia, adjusted OR 0.73; p=0.350. In the same line, it
was not found significant associations between the variables
tested (maternal age, primiparity, five or more births, more
than 40weeks gestation, one previous cesarean, fetal sex, less
than six prenatal visits, maternal diabetes, maternal hyper-
tension, “other diseases”, and fundal height) with shoulder
dystocia in the population of vaginal births. In the other hand,
within the population of TOL, when tested for the same var-
iables as for shoulder dystocia, one previous cesarean and

Table : Maternal demographic and clinical variables of  births of
macrosomic neonates related to trial of labor or not.

Trial of labor Total p-Value

Yes No

Maternal variables
Age .a

From  to  years / (.) / (.) /
(.)

From  to  years /
(.)

/
(.)

/
(.)

 years or more /
(.)

/
(.)

/
(.)

Primipara, n, % .a

Yes /
(.)

/
(.)

/
(.)

No /
(.)

/
(.)

/
(.)

 previous cesarean, n, % <.a

Yes /
(.)

/
(.)

/
(.)

No /
(.)

/
(.)

/
(.)

Parity≥, n, % .a

Yes /
(.)

/
(.)

/
(.)

No / (.) /
(.)

/
(.)

IG≥+, n, % .a

No /
(.)

/
(.)

/
(.)

Yes /
(.)

/
(.)

/
(.)

Númber of prenatal
visits n, %

.a

 or more visits /
(.)

/
(.)

/
(.)

 to  visits /
(.)

/
(.)

/
(.)

Labor induction <.a

No /
(.)

/
(.)

/
(.)

Yes /
(.)

/
(.)

/
(.)

Maternal diabetes n, % <.a

No /
(.)

/
(.)

/
(.)

Yes /
(.)

/
(.)

/
(.)

Maternal hypertension
n, %

.a

No /
(.)

/
(.)

/
(.)

Yes /
(.)

/
(.)

/
(.)

Other maternal diseases
n, %

.a

No /
(.)

/
(.)

/
(.)
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primiparity were risk factors for failed TOL; for one previous
cesarean: 47.5 vs. 29.2, p=0.006, and for primipara: 43.3 vs.
27.8 %, p=0.005. We also found a significant longer hospital
stay for the neonates in the group of prelabor cesareans, 3.9
vs. 3.0 days, p=0.007. Therewas no significant difference in the
hospital stay for the mothers. The results mentioned in this
paragraph were not shown in tables.

The analyses excluding birthweights of 4,500 g or more
had basically the same results as those with the whole pop-
ulation (Tables 6 and 7).

Discussion

It is not easy to give a simple recommendation about the best
mode of delivery for pregnancies with suspected macro-
somia. We found higher frequency of a composite neonatal
as well as composite maternal adverse outcome in TOL
compared with PLC. However, the absolute frequency of
adverse outcomes was low in mothers (4.6 %) as well as the
frequency of serious adverse outcomes (2.2 %) in the neo-
nates. As mentioned in Results, we had only one neonatal
death secondary to severe hypoxia after shoulder dystocia,
in the group of TOL; we had no maternal death and no
maternal near miss. Perhaps more relevant than the

Table : (continued)

Trial of labor Total p-Value

Yes No

Yes /
(.)

/
(.)

/
(.)

Bold numbers mean significant results. aIt was utilized the chi square
test.

Table : Multivariable analyses (a) for the association of trial of labor with
the composite outcome “any maternal adverse outcome”.

Univariable
analyses

Multivariable analysis

Crude OR
(%CI)

p-Value Adjusted OR
(%CI)

p-Value

Trial of labor, yes . (.
a .)

. . (. a
.)

.

Maternal age (from  to
 years: Reference)

. .

From  to  years . (.
a .)

. . (. a
.)

.

 years or more . (.
a .)

. . (. a
.)

.

Primipara . (.
a .)

. . (. a
.)

.

One previous cesarean . (.
a .)

. . (. a
.)

.

Parity≥ . (.
a .)

. . (. a
.)

.

Male sex . (.
a .)

. . (. a
.)

.

Gestational age≥+ . (.
a .)

. . (. a
.)

.

 to  prenatal visits
(reference:  or more
visits)

. (.
a .)

. . (. a
.)

.

Maternal diabetes . (.
a .)

. . (. a
.)

.

Maternal hypertension . (.
a .)

. . (. a
.)

.

Other maternal diseases . (.
a .)

. . (. a
.)

.

Bold numbers mean significant results.

Table : Multivariable analyses (a) for the association of trial of labor with
the composite outcome “any serious neonatal adverse outcome”.

Univariable
analyses

Multivariable analysis

Crude OR
(%CI)

p-Value Adjusted OR
(%CI)

p-Value

Trial of labor, yes . (.
a .)

. . (. a
.)

.

Maternal age (from  to
 years: Reference)

. .

From  to  years . (.
a .)

. . (. a
.)

.

 years or more . (.
a .)

. . (. a
.)

.

Primipara . (.
a .)

. . (. a
.)

.

One previuos cesarean . (.
a .)

. . (. a
.)

.

Parity≥ . (.
a .)

. . (. a
.)

.

Male sex . (.
a .)

. . (. a
.)

.

Gestational age≥+ . (.
a .)

. . (. a
.)

.

 to  prenatal visits
(reference:  or more
visits)

. (.
a .)

. . (. a
.)

.

Maternal diabetes . (.
a .)

. . (. a
.)

.

Maternal hypertension . (.
a .)

. . (. a
.)

.

Other maternal diseases . (.
a .)

. . (. a
.)

.

OR, odds ratios. aUtilized logistic regression with Firthmodel. Bold numbers
means significant results.
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associations mentioned above was the high frequency of
shoulder dystocia. It was 26.5 % of all vaginal births. It is
more than the frequency reported by Lim et al., who had a
frequency of 4.9 % of all vaginal births [21], and also more
than Raio et al., with 13.1 % of all vaginal births [22]. These
differences could be due to distinct definitions among the
institutions. Butmore important than this is the frequency of
brachial plexus injuries. As mentioned in Results, nine ne-
onates (3.9 % of vaginal births; 14.8 % of all shoulder
dystocia) were discharged with brachial plexus injury. Data
are scarce in the literature to make comparisons. Elmas
et al., in a sample of 560 cases of shoulder dystocia, had 15.7 %
of transient and 2.1 % of permanent injuries [23]. Unfortu-
nately, we were not able to follow up these infants to access
their long term outcomes.

The frequency of failed TOL was 32.8 and 31.6 % if we
exclude cesareans for maternal request during labor. As
comparison, the frequency of failed TOL in multipara at

term with singleton fetus in cephalic presentation in
spontaneous labor is about 5 % in our institution. Consid-
ering recent studies, Stimjanin et al. had 23 % [19]; Siggel-
kow had 27.4 % [20]. Levin et al. had 36 % in neonates with
4,500 g or more [15]. Lim et al. had, in 2002, a frequency of
31 % [21]. The rate of vaginal births in induced labors was
53 %. Of note, in our institution, it is not usual to indicate
labor induction because of suspected macrosomy. Conse-
quently, most of these inductions, if not all, are for other
indications. As comparison, in the institution, the average
rate of vaginal birth after labor induction in the whole
population is around 75 %.

There was a significant higher frequency of neonatal
adverse outcomes in the group of TOL. It is not a surprising
finding, as this has already been reported when the com-
parison is between TOL vs. PLC, which is the adequate
comparison (see Methods) [16, 17, 24]. Surprisingly, even
recent studies simply compared cesarean vs. vaginal

Table : Multivariable analyses (a) for the association of trial of labor with
the composite outcome “respiratory morbidity”.

Univariable
analyses

Multivariable analysis

Crude OR
(%CI)

p-Value Adjusted OR
(%CI)

p-Value

Trial of labor, yes . (.
a .)

. . (. a
.)

.

Maternal age (from  to
 years: Reference)

. .

From  to  years . (.
a .)

. . (. a
.)

.

 years or more . (.
a .)

. . (. a
.)

.

Primipara . (.
a .)

. . (. a
.)

.

One previous cesarean . (.
a .)

. . (. a
.)

.

Parity≥ . (−) . . (−) .
Male sex . (.

a .)
. . (. a

.)
.

Igestational age≥+ . (.
a .)

. . (. a
.)

.

 to  prenatal visits
(reference:  or more
visits)

. (.
a .)

. . (. a
.)

.

Maternal diabetes . (.
a .)

. . (. a
.)

.

Maternal hypertension . (.
a .)

. . (. a
.)

.

Other maternal diseases . (.
a .)

. . (. a
.)

.

OR, odds ratios. aUtilized the Poisson regression model. Bold numbers
means significant results.

Table : Multivariable analyses (a) for the association of trial of labor with
admissional to neonatal intensive care unit.

Univariable
analyses

Multivariable
analyses

Crude OR
(%CI)

p-Value Adusted OR
(%CI)

p-Value

Trial of labor, yes . (. a
.)

. . (. a
.)

.

Maternal age (from  to
 years: Reference)

. .

From  to  years . (. a
.)

. . (. a
.)

.

 years or more . (. a
.)

. . (. a
.)

.

Primipara . (. a
.)

. . (. a
.)

.

One previous cesarean . (. a
.)

. . (. a
.)

.

Parity≥ . (−) . . (−) .
Male sex . (. a

.)
. . (. a

.)
.

Gestational age≥+ . (. a
.)

. . (. a
.)

.

 to  prenatal visits
(reference:  or more
visits)

. (. a
.)

. . (. a
.)

.

Maternal diabetes . (. a
.)

. . (. a
.)

.

Maternal hypertension . (. a
.)

. . (. a
.)

.

Other maternal diseases . (. a
.)

. . (. a
.)

.

OR, odds ratios. aUtilized logistic regression. Bold numbers means
sognificant results.
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delivery (see Methods) [4, 14, 25] and concluded for equal or
higher frequency of neonatal adverse outcomes in cesar-
eans vs. vaginal birth. As mentioned in Introduction, few
studies about macrosomia compared maternal and
neonatal adverse outcomes in the manner we consider
adequate. Indeed, a review published by Boulet et al. did
not find, in our opinion, studies which adequately adressed
the issue of mode of birth in the macrosomic [14]. Levin
et al., comparing TOLwith PLC, found a higher frequency of
meconium aspiration syndrome in TOL as the only signif-
icant result [15]. They did not find differences in maternal
outcomes. However, they studied a smaller sample of 121
births, and did not propose composite outcomes.

A not expected finding was the higher significant fre-
quency of the composite outcome “any maternal adverse
outcome” in the group of TOL. One of the main arguments to

propose a trial of labor in this population is to avoid a ce-
sarean section and, as result, lowering the risks of maternal
morbidity. Consequently, this finding is an argument against
TOL in the population of macrosomic. One possible explana-
tion for this higher frequency in cases of TOL is the high
frequency of failed tol (cesareans in labor), of 32.6 % in this
group. The higher maternal risk of cesareans in labor,
compared to prelabor cesareans, is well known in the litera-
ture. We can suppose that if the frequency of failed TOL is
above a certain level in a specific population, trial of labor
could increase the risks. This issue has been studied by
Grobman et al. in a large sample of TOL after one previous
cesarean. It is our opinion that this aspect in the care of birth
is not given the deserved attention in the obstetrical com-
munity, as well in the literature. However, there are some
reports about this issue [26]. In the other hand, the higher

Table : Multivariable analyses (a) for the association of trial of labor with
the composite outcome “any serious neonatal adverse outcome” after
excluding from the sample neonates with birthweigth of , g or more.

Univariable
analyses

Multivariable analysis

Crude OR
(%IC)

p-Value Adjusted OR
(%CI)

p-Value

Trial of labor, yes . (.
a .)

. . (. a
.)

.

Maternal age (from  to
 years: Reference)

. .

From  to  years . (.
a .)

. . (. a
.)

.

 years or more . (.
a .)

. . (. a
.)

.

Primipara . (.
a .)

. . (. a
.)

.

One previous cesarean . (.
a .)

. . (. a
.)

.

Parity≥ . (.
a .)

. . (. a
.)

.

Male sex . (.
a .)

. . (. a
.)

.

Gestational age≥+ . (.
a .)

. . (. a
.)

.

 to  prenatal visits
(reference:  or more
visits)

. (.
a .)

. . (. a
.)

.

Maternal diabetes . (.
a .)

. . (. a
.)

.

Maternal hypertension . (.
a .)

. . (. a
.)

.

Other maternal diseases . (.
a .)

. . (. a
.)

.

OR, odds ratios. aUtilized logistic regression with Firthmodel. Bold numbers
means significant results.

Table : Multivarible analyses (a) for the association of trial of labor with
the composite outcome “anymaternal adverse outcome”, after excluding
from the sample neonates with birthweigt of , g or more.

Univariable
analyses

Multivariable analysis

Crude OR
(%CI)

p-Value Adjusted OR
(%CI)

p-Value

Trial of labor, yes . (.
a .)

. . (. a
.)

.

Maternal age (from  to
 years: Reference)

. .

From  to  years . (.
a .)

. . (. a
.)

.

 years or more . (.
a .)

. . (. a
.)

.

Primipara . (.
a .)

. . (. a
.)

.

One previous cesarean . (.
a .)

. . (. a
.)

.

Parity≥ . (.
a .)

. . (. a
.)

.

Male sex . (.
a .)

. . (. a
.)

.

Gestational age≥+ . (.
a .)

. . (. a
.)

.

 to  prenatal visits
(reference:  or more
visits)

. (.
a .)

. . (. a
.)

.

Maternal diabetes . (.
a .)

. . (. a
.)

.

Maternal hypertension . (.
a .)

. . (. a
.)

.

Other maternal diseases . (.
a .)

. . (. a
.)

.

OR, odds ratios. aUtilized logistic regression with Firthmodel. Bold numbers
means significant results.
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short term frequency of adverse maternal outcomes must be
viwed in light of thewell documentedhigher risk ofmorbidity
in future pregnancies, like placenta previa, abruptio and
abnormally adherent placenta [27, 28]. But unfortunately, the
design of our study does not allow us to acess this last issue.

We were able to repeat the more important analyses
after the exclusion of neonateswith birthweghts of 4,500 g or
more. This has some importance, considering that some
authors [5] consider this birthweight as the cut off point for
defining macrossomia. Interestingly, we had basically the
same results, with the exception that in the multivariate
analysis the composite outcome “any neonatal serious
adverse outcome” was marginally significant. But we can
reasonably suppose that it would become significant with a
larger sample.

In our sample, only 118 women (19.3 %) had the diag-
nosis of diabetes. Although there may have been some un-
derdiagnosis, it shows that most of the mothers of
macrosomic infants do not have diabetes. It is in linewith the
report of Jolly et al., who reported a frequency of 39.4 % of
diabetic mothers, and showed that obesity can be a risk
factor even more important than diabetes [29].

Another important aspect about the conduct in mac-
rosomia is the accuracy of antenatal detection of this
condition. Melamed et al. report 18.8 % of false positive
and 30.1 % of false negative results [13]. Some authors
believe that there is ground for improvement, through
utilization of other tools like magnetic ressonance [30],
four dimensional ultrasound [31], other ultrasound pa-
rameters [32, 33], adding clinical and demographic pa-
rameters to ultrasound [34], among others. At least two
studies [35, 36] showed higher accuracy when the interval
between the ultrasound exam and the birth is of seven
days or less. Another aspect is the low rate of detection of
macrosomia and/or large for gestational age fetuses in the
general population. Birene et al. reported a sensivity of
37 % with third trimester ultrasound [37]. As an example,
in only 24.9 % of our sample of 611 births there was sus-
piction of macrosomia. But it is better than the rate re-
ported by Heywood et al. [38]; they studied a sample
similar to the one of our study, a cohort of macrosomic
neonates in a teaching hospital, with most of the mothers
without ultrasound exams, and had an antenatal suspic-
tion rate of 11 %.

Theweak aspects of this study are, first, its retrospective
character, which can introduce classification bias. Second,
we utilized birthweight, an information which is acquired
after birth, and did not study the question about how to
correctly identify antenatally the macrosomic fetuses.
However, we do believe that the antepartum detection of
macrosomia has a tendency to improve in the long run.

The strong aspects of the study are, first, the size of the
sample, which allowed us to conduct multivariable analyses
for most of the outcomes. Second, the collection of data from
medical records, which enabled us to access detailed clinical
data. Third, the correct comparison of mode of delivery, that
is TOL vs. PLC. Fourth, we conducted a sensivity analysis
excluding neonates with 4,500 g or more, and the results
were consistent with the findings in the whole sample.
Despite the results for the outcome “any serious neonatal
outcome” was marginally significant (p=0.074), the high ef-
fect size (OR 4.99) is suggestive of a true association, and, as
commented above, we can suppose that a larger sample
would give a p value less than 0.05.

As conclusion, more than simply trying to answer the
question of the title, that is, if we should or not conduct a trial
of labor in the suspiction of macrosomia, this study aims to
highlight to patients and professionals the risks and benefits
associated with each of these two choices.
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