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INTRODUCTION 

Breech presentation refers to the position of the fetus in 

the uterus with the buttocks occupying the lower segment 

and the head in the fundus of the uterus. At term, the 

incidence of breech position is around 3%-4%, 7-16% at 

32 weeks and around 25 % at 28 weeks and lesser.1 At 

term the occurrence of breech can be due to chance but 

the most common cause for a breech presentation is 

prematurity and other causes are uterine anomalies, 

congenital fetal anomalies, fetal aneuploidies, tumours 

occupying lower segment of the uterus, placental 

abnormality like placenta praevia, multiple pregnancy, 

fetal neurological disorders, alteration in the liquor 

volume and multiparity. The frequency of breech is also 

higher if in prior pregnancies the presentation was breech 

and the risk increases to 9% with one and 25% with two 

previous breech respectively.2 

There are three main types of breech presentation: 

• Frank or extended breech-which is the most 

common, incidence being around 50-70% at term. In 

this type the legs are extended at the knees and 

flexed at the hip 

• Complete breech - in which the legs are flexed both at 

the hips and at the knees, is found in 5-10% at term 

• Incomplete breech - one or both hips are not flexed with 

the foot presenting, incidence around 10-30% at term.   

The current management in most centres for breech 

presentation at term is a planned caesarean section. Some 

offer an external cephalic version (ECV) and if it fails, 

proceed with an elective caesarean section. The practice 

of having a trial of a vaginal breech delivery has declined 

over the past few years. The reason for this is the 

increased perinatal, neonatal mortality and severe 
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neonatal morbidity associated with a vaginal breech 

delivery as reported in the Term Breech Trial.3 However, 

caesarean sections are not free of maternal morbidity and 

studies on long term complications are limited.4 Hence 

the option of an ECV should be offered to all patients 

with a breech presentation at term, if not contraindicated. 

This procedure involves lifting the buttocks of the fetus 

from the lower segment, flexing the head at the same 

time and rotating the fetus such that the head comes to 

occupy the lower segment. It is done in places where 

there are facilities for emergency caesarean section. The 

reported success of this procedure by several authors 

range from 30-50%.5,6 however there are studies that 

quote success rates as high as 60-70%.7   

In our institution, the practice is to provide all patients 

with breech presentation at term the choice of an ECV. 

The procedure is done under ultrasound guidance after 

the administration of a tocolytic (injection terbutaline). A 

second attempt of ECV is done, if the first trial fails, 

provided the patient is willing. The patient is posted for 

an elective caesarean section at 39 weeks of gestation if 

ECV fails in one or two attempts. The option of a trial of 

vaginal breech delivery is not given. Although ECV is 

being offered, the rates of success of the procedure, the 

numbers who declined from participation and rates of 

vaginal delivery following a successful ECV have not 

been evaluated.   

The objectives of this study were to analyse what 

percentage of breech pregnancies diagnosed at term were 

offered ECV and in what percentage the diagnosis of 

breech was missed. To evaluate what percentage of 

patients with successful ECV had vaginal delivery.  

METHODS 

The study was retrospective and conducted in a large 

tertiary care teaching hospital in South India which has 

around 13500 to 14500 deliveries in a year. The antenatal 

records of all the patients diagnosed with breech 

presentation at term from January 2016 to December 

2017 were retrieved. A total of 669 patients with breech 

presentation at term were identified from the electronic 

data base. Their antenatal charts were obtained and 

relevant information like age, BMI, obstetric score, 

gestational age at delivery and gestational age at ECV, 

type of breech, mode of delivery and scan findings noted 

down.  The numbers of patients who consented and 

refused the procedure, the numbers of successful ECV 

and vaginal delivery after successful ECV were noted and 

the results analysed using SPSS 21 version. 

RESULTS 

A total of 669 patients with breech presentation at term 

were identified in the time period specified and this 

corresponded to 2.7% of all deliveries.  Amongst these, 

ECV was done in 256, of which 91 were successful 

(35.5%). Success of the procedure was more in 

multigravidas (51.1%) as compared to nulliparas 

(26.8%). The reported success rates of ECV are varied 

ranging from 30-80% and our success rates confirms with 

global standards. 76.9% of those who had a successful 

ECV delivered normally and 23.1% had a caesarean 

section. There were no major adverse events recorded as 

a result of the procedure like non reassuring fetal distress 

mandating emergency caesarean, placental abruption, 

fetal death or uterine rupture.  

DISCUSSION 

In 413(61.7%) patients, ECV was not done as 79(11.8%) 

patients were not willing for the procedure, 130(19.4%) 

patients presented in labour or with premature rupture of 

membranes (PROM) and in 204(30.5%), it was 

contraindicated as there were associated obstetric risk factors 

like medical complications in pregnancy, Bad obstetric 

history, prolonged infertility, previous LSCS, uterine 

anomaly, non- reassuring stress test prior to the procedure. 

Of the 130 patients who presented in labour or with PROM, 

9 had consented to ECV but got admitted before the 

procedure. In the remaining 121(18.1%), the diagnosis of 

breech was missed and was picked up only intrapartum. Of 

these 21 had an assisted breech delivery and the rest opted 

for an emergency caesarean section.  The 21 patients who 

had an assisted breech delivery were admitted to the labour 

room either in advanced active stage or second stage. There 

was no serious neonatal morbidity noted among those who 

had an assisted breech delivery. 

Limitations of this study were being a retrospective 

study, details like liquor volume (AFI), type of breech, 

breech engaged or not, placental position were not 

documented in all the antenatal charts. Hence the reasons 

for failure of the procedure cannot be commented upon. 

Being a tertiary care referral centre, a large number of the 

patients referred had obstetric or medical complications 

in their antenatal period thereby ECV could not be 

offered to a vast majority. 

CONCLUSION 

ECV is a relatively safe procedure and should be offered to 

all patients diagnosed with a breech presentation at term 

provided there are no contraindications for the procedure. 
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