
Breech presentation 

� Presented by Dr. Alia Kareem



definition

 when the  fetal  buttocks, foot or feet are 
occuping the lower uterine segment  instead of 

fetal head.



classifications
�  Frank breech where the hips are flexed and legs extended(most common)

�  Complete breech where the hips and knees are flexed and the feet are not below 

the level of the fetal buttocks(less common)

�  Footling breech where one or both feet are presenting as the lowest part of the 

fetus(least common). Cord prolapse is risk in this situation.





incidence

� The incidence of breech presentation decreases from about 20% at 

28 weeks of gestation to 3–4% at term, as most babies turn 

spontaneously to the cephalic presentation



Predisposing factors for breech 
presentation

� Maternal 
� Fetal and placental 



Maternal factors

� Uterine anomalies (bicornuate, septate)

�Space occupying lesions (e.g fibroids)

�Multiparity (in particular grand multips)



Fetal/placental factors

� Multiple pregnancy

� Prematurity.

� Placenta praevia.

� Abnormality (e.g. anencephaly or hydrocephalus).

� Fetal neuromuscular condition.

� Oligohydramnios.

� Polyhydramnios.



Mangement of breech at 36 week 
or more
�  The scan should confirmed diagnosis and  document fetal 

biometry, amniotic fluid volume, the placental site and the 
position of the fetal legs. The scan should also look for any 
anomalies previously undetected.

� The three management options available at this point should be 
discussed with the woman which are:

1-C/S

2-ECV

3-VAGINAL DELIVERY



�    A previous large multicentre randomizedcontrolled trial suggested that planned 

vaginal delivery of a breech presentation isassociated with a 3% increased risk of death 

or serious morbidity to the baby.

� Although this trial did not evaluate long-term outcomes for child or mother.

�  it has led to the recommendation that the best method of delivering a term breech 

singleton is by planned caesarean section.

Ceaserean section:((the best method of delivering 

a term breech singleton is by planned caesarean 

section.)



ECV

� External cephalic version (ECV) is the transabdominal manual 
rotation of the fetus into a cephalic presentation.

� It  relatively straightforward and safe technique

�  it has been shown to reduce the number of caesarean sections due to 
breech presentations 

�  Success rates vary according to the experience of the operator but in 
most units are around 50% (and are higher in multiparous women 
who tend to have lax abdominal musculature).

                                                                                                    

� The procedure is performed at or after 37 completed weeks’ gestatio



contraindication to ECV
�  preterm

� Fetal abnormality (e.g. hydrocephalus

�  nonreassuring foetal monitoring patterns 

� Placenta praevia.

� Oligohydramnios or polyhydramnios.

� History of antepartum haemorrhage.

� Previous caesarean or myomectomy scar on the uterus.

� Multiple gestation.

� Pre-eclampsia or hypertension.

� Plan to deliver by caesarean section anyway.



Techniques of ECV

�  ECV should be performed at center with facilities for C/S

� with a tocolytic (e.g. nifedipine) as this has been shown to improve the success 
rate. 

� The woman is laid flat with a left lateral tilt 

�  ensured that she has emptied her bladder and is comfortable.

�  With ultrasound guidances

�  should last no more than 10 minutes.

�  If the procedure fails, or becomes difficult, it is abandoned.

� A fetal heart rate trace must be performed before and after the procedure .

�  it is important to administer anti-D if the woman is rhesus negative.



Techniques of ECV(US guide

 (A) The breech is disengaged 
from thepelvic inlet;
 (B) version is usually 
performed in the direction that 
increases flexion of the fetus 
and makes it do a forward 
somersault;
 (C) on completion of version, 
the head is often not engaged 
for a time;
 (D) the fetal heart rate should 
be checked after the external 
version has been completed.



Risk of ECV

�  Placental abruption.

� Premature rupture of the membranes.

� Cord accident.

� Transplacental haemorrhage (remember anti-D administration to 
rhesus-negative women).

� Fetal bradycardia.



Vaginal breech delivery

�  either by choice or as a result of precipitous labour, a small 

proportion of women with breech presentations will deliver 

vaginally.

�  It therefore remains important that clinicians and hospitals are 

prepared for vaginal breech delivery.



Pre-requisites for vaginal breech 
delivery

� What factors affect the safety of vaginal breech delivery



Feto-maternal

�The type of breech  should be either extended (hips flexed, knees 
extended) or flexed (hips flexed, knees flexed but feet not below the fetal 
buttocks).
�There should be no evidence of feto-pelvic disproportion with a pelvis 

clinically thought to be adequate 
�an estimated fetal weight of 0<3,500 g (ultrasound or clinical 

measurement).
�There should be no evidence of hyperextension of the fetal head, 
� fetal abnormalities that would preclude safe vaginal delivery (e.g. 

severe hydrocephalus) should be excluded.



unfavourable for vaginal breech 
birth
� ● other contraindications to vaginal birth (e.g. placenta 

praevia, compromised fetal condition)
� ● clinically inadequate pelvis
� ● footling or kneeling breech presentation
� ● large baby (usually defined as larger than 3800 g)
� ● Hyperextended fetal neck in labour (diagnosed with 

ultrasound or X-ray where ultrasound is not available)
� ● lack of presence of a clinician trained in vaginal breech 

delivery
� ● previous caesarean section.



Management of labour

� Fetal wellbeing and progress of labour should be carefully 
monitored.

� An epidural analgesia is not essential but may be advantageous; it 
can prevent pushing before full dilatation.

� Fetal blood sampling from the buttocks provides an accurate 
assessment of the acid–base status (when the fetal heart rate trace is 
suspect).

� There should be an operator experienced in delivering breech babies 
available in the hospital.



Techniques of labour

� Three types of vaginal breech deliveries: 

� Spontaneous breech delivery

� Assisted breech delivery

� Total breech extraction



Technigues of Total breech 
extraction
�  only with 2nd non vextex 

twin delivery

� procedure in which the 
infant's feet are grasped by 
the operator and the fetus is 
extracted from the uterine 
cavity through the vagina.



Techniques of Assisted breech 
delivery
 
delivery of the buttocks

�In most circumstances, full dilatation and descent of the breech will have 
occurred

�naturally. When the buttocks become visible and begin to distend the 
perineum,

�preparations for the delivery are made. 

�The buttocks will lie in the anterior–posterior diameter.

� Once the anterior buttock is delivered and the anus is seen over the 
fourchette (and no sooner than this), an episiotomy can be cut.



Delivery of the legs and lower body

�If the legs are flexed, they will deliver spontaneously.

� If extended, they may need to be delivered using Pinard’s manoeuvre. 

�This entails using a finger to flex the leg at the knee and then extend at the 
hip, first anteriorly then posteriorly. 

�Withcontractions and maternal effort, the lower body will be delivered.

� Usually a loop of cord is drawn down to ensure that it is not too short.



Delivery of the shoulders
�The baby will be lying with the shoulders in the transverse diameter of 

the pelvic midcavity. 
�As the anterior shoulder rotates into the anterior–posterior diameter, the 

spine or the scapula will become visible.
� At this point, a finger gently placed above the shoulder will help to 

deliver the arm. 
�As the posterior arm/shoulder reaches the pelvic floor, it too will rotate 

anteriorly (in the opposite direction).
�Once the spine becomes visible, delivery of the second arm will follow.
� This can be imagined as a ‘rocking boat’ with one side moving 

upwards and then the other.
�Loveset’s manoeuvre essentially copies these natural movements .

.



Lovest`s manauever



Delivery of the head

�The head is delivered using the Mauriceau–Smellie–Veit 
manoeuvre: 

�the baby lies on the obstetrician’s arm with downward traction being 
levelled on the head via a finger in the mouth and one on each 
maxilla . 

�Delivery occurs with first downward and then upward movement (as 
with instrumental deliveries).

� Ifthis manoeuvre proves difficult, forceps need to be applied. 

�An assistant holds thebaby’s body upwards while the forceps are 
applied in the usual manner



the Mauriceau–Smellie–Veit 
manoeuvre



 Delivery of the aftercoming head 
with forcep(pipers forceps)



Burns marshall method



Complications of breech 
presentations

Fetal

�Entrapment of after coming head
�Birth asphyxia

�Birth trauma 

�Fetal death

�Cord prolapse

Maternal

�Perneal injury

�Increase  CIS delivery 



 Discuss briefly the management of entrapment 

of aftercoming head in breech.



THAnK YOU


