
Breech Presentation  

Breech presentation is defined as a fetus in a longitudinal lie with the 

buttocks or feet closest to the cervix  & occupies the lower uterine segment .  

This occurs in 3 – 4 % of all deliveries & its incidence decreases with 

advancing gestational age from 22 % of births prior to 28 wk. gestation to 7 % 

of births at 32 wk. gestation , to 1 – 3 % of births at term . 

Types of Breech  

1- Frank breech (50 – 70 

%) . Hips flexed , knees 

extended ( pike position)  

2- Complete breech (5 – 10 

%) .Hips flexed , knees 

flexed (cannon ball 

position card prolapse is 

commen) . 

3- Footling or incomplete 

(10 – 30 %) . one or both hips extended . Foot presentation. cord prolapse in 

10 % of births .  

Causes :. Breech presentation occurs due to in effective kicking movement .so it 

is in most cases had no underlying cause . The predisposing factors are :.  

1- Ovrdistention of uterus :. 

Polyhydramnios                    Multiple pregnancy  

Multiparity                           Lax abd.Wall . 

2- Uterine abnormalities such as :.  

placentaprevia 

Contracted pelvis  

Pelvic tumour or ovarian cyst . 

Oligohydramnios 

Ut. fibroid  

bicornoate uterus . 



3- Fetal head abnormality :. neck mass , Hydrocephalus , anencephaly . 

4- Previous history of breech birth ( recurrce rate is 10 %) . 

Perinatal mortality is increased 2- 4 folds with breech presentations 

regardless of the modeof  delivery . 

Diagnosis :- Diagnosis of breech presentation is by:- 

1- abdominal examination . 

2- pelvic examination . 

3- U / S or pelvic x- ray . 

Antenatal diagnosis :-  

The abdominal examination reveal hard spherical & easily mobile fetal head 

in fundal region . The fetal heart sounds are heard at or a higher level than 

cephalic (at level or slightly above umbilicus ) .  

Intrapartumdiagnosis :- 

After ARM ,per vaginal examination reveal foot or buttock . Buttock can be 

distinguished from head by presence of 2 ischial spines & anus at same level . 

Ultra sound is beneficial for diagnosis of breech & it's type . 

Types of delivery in breech  

1- Trial of vaginal delivery . 

2- C / S ( elective) . 

3- External cephalic version . 

Trial of vaginal breech delivery  

There are 3 types of vaginal breech delivery are described : 

1- Spontaneous breech delivery : No traction or manipulation of the infant is 

used . 

2- Assisted breech delivery : This is the most common type of breech vaginal 

delivery . The infant is allowed to spontaneously deliver up to the umbilicus 

& then maneuvers are initiated to assist in the delivery of the remainder of 

the body , arms & head .  

3- Total breech extraction : The fetal feet are grasped& the entire fetus is 

extracted . It should be used only for a non – cephalic second twin . 



Techniques for assisted vaginal breech delivery  

1- epiduralanaesthesia . 

2- left lateral position until the anterior buttock & fetal anus protrudes over 

perineum with no retraction between contractions . 

3- The fetal membranes should be left intact as long as possible to act as 

dilating wedge & to prevent cord prolapse . 

4- Episiotomy sometimes performed when the breech is imminent ,even in 

multiparous to prevent soft tissues dystocia . 

5- The fetal buttock emerges in sacrolateral position so patient asked to bear 

down with each contraction & it is un assisted until umbilicus is obvious. 

The pinard maneuver may be needed with frank breech to facilitate delivery 

of the legs but only after the fetal umbilicus has been reached. Pressure is 

exerted in the popliteal space of knee, flexion of knee follows & the lower leg is 

swept medially & out of the vagina.  

No traction should be exerted on the infant until the fetal umbilicus is 

obvious in the perineum after which maternal expulsive effects should be used 

along with gentle downward & outward traction of the infant until scapula & 

axilla are visible . Use dry towel to wrap around the hips to help with gentle 

traction of the infant . An assistant should exert trans - fundal pressure from 

above to keep the fetal head flexed . 

Once scapula is visible , rotate the infant 90

and gently sweep the anterior 

arm out of the vagina by pressing on the inner aspect of arm or elbow.Once both 

arms are delivered , rotate the infant back 90

 so that the back anterior . If fetal 

arms are extended , slight abduction & flexion of shoulder , with extention at 

elbow (Lovset's man.) . 

The fetal head should be maintained in a flexed position during delivery to 

allow passage of smallest diameter of head . The flexed head can be delivered 

by ( Mauriceausmellievietmanover) in which the operator index & middle 

fingers lift up on the fetal maxillary preominence , while the assistant applies 

suprapubic pressure . 



Alternatively , piper forceps can be used to maintain the head in a flexed 

position .     

Risk of breech vaginal delivery  

1- Low Apgar score & birth asphyxia specially if fetal head delivery is not 

completed in 2 – 5 min.  

2- Fetal head entrapment : if incompletely dilated cervix occur in 5% of Breech 

vaginal delivery . 

3- brachial plexus & cervical spines injury . 

4- card prolapse .  

5- still birth & neonatal death .  

6- intracranial& periventricular hemorrhage . 

7- perineal maternal tears or rupture uterus . 

Criteria of Breech vaginal delivery  

1- flexed or frank breech . 

2- B/W. 2.5 – 3.8 kg . 

3- flexed neck & deeply engaged breech . 

4- No placenta previaor placental separation . 

5- no fetal compromise  . 

6- No maternal medical disease . 

7- normal AFI . 

8- Multiparous . 

9- No previous uterine scar . 

10- No history of infertility . 

External cephalic version  

ECV is the trans – abdominal manual rotation of fetus into cephalic 

presentation . It should be the chance of spontaneous version in −  5%  

ofpregnancies . 

ECV should be done by senior obstetrician in labour ward with following 

preporations :- 

1- CTG for 20 – 30 min prior to ECV .& BPP( Biophysical profile ).  



2- patient fasting for 8 hr . prior to procedure . 

3- recent u/s for fatal position , growth , AFV . localization of placenta & 

breech abnormalities . 

4- Tocolytics to relax the uterus . 

5- Anti – D .for Rh – negative mother, unsensitized.  

Following ECV attempt , whether successful or not , repeat the NST &Bpp. 

prior to discharge . The success rate of ECV 70 % especially in multiparous . 

Risks of ECV :-  

1- cord accident . 

2- Prelabour premature R.M.  

3- fetomaternal transfusion  . 

4- fetal death or compromise . 

5- Abruptioplacenta . 

6- Rupture uterus  . 

The contraindications of ECV  

1- Multiple pregnancy  

2- ApH& placenta previa . 

3- IUGR . 

4- Fetal abnormalities or fetal death . 

5- Rupture membrane &chorioamniotis. 

6- oligo or polyhydramnios. 

7- ut.scar ( Myomectomy , C/S , ut. perforation, …. etc) . 

8- maternal dis. 

9- maternal obesity . 

10- Hx. of 1

 or 2


infertility . 

 

 

 

 

 



PCOS & APS in Recurrent pregnancy loss  

Recurrent pregnancy loss (RPL) can be defined as more than 2 to 3 

consecutive miscarriages before 24 wk. gestation . Which had a traumatic 

experience for the patient & is also one of the most difficult areas in 

reproductive medicine it's incidence is −  0.4 – 1 % , which is more higher in the 

early gestation . The majority occurring in the first trimester . 

Risk factors for RPL 

1- Genetic factors : - Embryonic chromosomal (structural & numerical)  

abnormalities may account for 30 – 57 % of miscarriage . 

2- Anatomical disorders :- such as  

 congenital uterine abn.  

 Leiomyoma. 

 Intrauterine adhesion. 

 cervical in competence . 

 Thrompophilicfactors . 

 Antiphospholipidsyndrome . 

 Immunological factors  

 Endocnic factors such as  

a. PCOS  

b. Diabetes mellitus . 

c. Thyroid Abs &disease . (Thyroid perioxidase)  

Both hypes & hypothyroidism can cause RPL.  

d. Luteal phase defect & progesterone deficiency . 

 Environmental factors . 

 Infection : untreated syphilis , genital T.B.  

However ,− 50% of the couples with RPL , the cause of it remains 

unexplained . 

Women with unexplained RPL still have an excellent prognosis for future 

pregnancy outcome with a live birth rate of over 50% . 

 



Antiphospholipid syndrome  

All women with RPL should be screened for APS before the next pregnancy 

, which include the testing for ACA IgG , IgM . 

Lupus Anticoagulant IgG ,IgM. 

It should be done twice 6 – 8 wk. apart to rule out false positive result . 

APS is most important treatable cause of EpL . It is the only autoimmune 

condition in which pregnancy loss is part of its diagnostic criteria . 

Its adverse pregnancy outcomeare :-  

1- three or more consecutive unexplained miscarriage before 10 wk. gestation.  

2- one or more deaths of morphologically normal fetuses after the 10
th

wk . 

gestation . 

3- oneore more preterm births before 34 wk . gestation due to serene 

preeclampsia , Eclampsia& placental insufficiency .  

Of patients with RpL , 5 – 15 % may have APS , & fetal loss rate in 

untreated pregnancies may be as high as 90 % . 

Thyroid disease &RpL 

The American thyroid association recommends measuring serum thyroid in the 

following cases :-  

1- symptomatic for thyroid disease . 

2- from an area known with iodine deficiency . 

3- family or personal Hx. of thyroid disease . 

4- thyroid perioxidase Abs. tre 

5- type I diabetes . 

6- history of preterm delivery or miscarriage . 

7- history of neck or head radiation .  

8- morbid obesity .  

9- Infertility . 

10- older than 30 years . 

 

 



Recurrent pregnancy loss & PCOS  

There is high correlation between thrombophilia &RpL in patient with 

polycystic ovarian syndrome . 

PWS is common endocrinopathy characterized by oligo , or anovulation , 

clinical or biochemical hyperandrogenemia , & polycystic ovaries on 

ultrasonography Roherdamcirtng 2003 , affect 5 – 10 % of women in 

reproductive age . This syndrome is described by stein – leventhal in 1935 . 

In some research , there is high correlation between RpL due to pws& elevated 

level of thromlophilia parameters & high testestaseronc level 

&dchydroepiondrosterane sulfate with fasting insulin level . 

Therefore , the ratio of RpL with PCOS is increased in patient with 

abnormal thrembophilic study , specially factors leiden mutation .  

Immune dysregulation in PWS – cause or effect ? 

The state of estrogen excess has been linked to different autoimmune disease 

. During normal ovulatory menstmal cycle in going , follicular phase is 

characterized by elevation of IL – 6 where as . its level is decreased in the luteal 

phase which is also characterized by negative correlation with progesterone . 

The stimulatory effect of Estrogen to immune system can be inhibited by 

progesterone . 

Patients with PCOS present with low level of progesterone due to 

oligolanovulation , therefore the immune system could be over , stimulated 

leading to production of auto – anti – bodies in these patients .  

 


