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Abstract:

Background: Breech presentation is referred to the fetus in the longitudinal lie with the buttocks or lower extremity
when initially enters the pelvis. Breech presentation is about 3%— 4% of every single fetal presentation at term. A
higher  percentage of breech presentations happens with less advanced gestational age.
Methodology: We conducted this review using a comprehensive search of MEDLINE, PubMed, and EMBASE,
January 1985, through February 2017. The following search terms were used: breech, prevalence of breech
pregnancy, classification  of  breech, management of breech, external cephalic version
Aim: In this review, we aim to study the prevalence and types of breech, and the best way to manage it.
Conclusion: The most secure mode of delivery in case of breech presentation has for quite some time been a debate
in obstetrics. It is advised to carry out elective cesarean section as opposed to vaginal delivery for singleton term
breech pregnancies when there is fetal trouble, macrosomia, footling breech presentation, clinically insufficient
maternal pelvis, growth-restricted child, placenta previa or fetal anomaly incompatible with vaginal delivery, or if
an expert clinician is absent or the physician lacks sufficient expertise for VBD.
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INTRODUCTION:

Breech presentation is referred to the fetus in the
longitudinal lie with the buttocks or lower extremity
when initially enters the pelvis. The categories of
breech presentation are three and they include frank
breech, complete breech, and incomplete breech. In a
frank breech, the infant has flexion of the two hips,
and the legs are straight with the feet close to the fetal
face in a position that represent a pike. The complete
breech type has the fetus sitting with flexion of the
two hips and the two legs in a tuck position. At last,
the incomplete breech can have any positions
combined with the two hips extended, also called
footling (one leg extended) breech, or double footling
breech (the two legs extended). Breech presentation
is about 3%— 4% of every single fetal presentation at
term. A higher percentage of breech presentations
happens with less advanced gestational age. At 32
weeks, 7% of unborn infants are breech, and 28
weeks or less, 25% are breech. The management of
term breech is exceptionally controversial and varies
between various institutions and even among various
clinicians in a similar institution [1].

Vaginal breech deliveries (VBDs) are related with a
10-fold increase in perinatal mortality when
compared to vaginal cephalic deliveries (VCDs). The
most secure mode of delivery in case of breech
presentation has for quite some time been a debate in
obstetrics. It is advised to carry out elective cesarean
section as opposed to vaginal delivery for singleton
term breech pregnancies when there is fetal trouble,
macrosomia, footling breech presentation, clinically
insufficient maternal pelvis, growth-restricted child,
placenta previa or fetal anomaly incompatible with
vaginal delivery, or if an expert clinician is absent or
the physician lacks sufficient expertise for VBD.
Evidence abounds that unlike VBD for singleton term
pregnancies, elective cesarean section diminishes
perinatal mortality and morbidity, and maternal
morbidity (urinary incontinence and postpartum
perineal pains) in developed countries [2].

METHODOLOGY:

. Data Sources and Search terms

We conducted this review using a comprehensive
search of MEDLINE, PubMed, and EMBASE,
January 1985, through February 2017. The following
search terms were used: breech, prevalence of breech
pregnancy, classification of breech, management of
breech, external cephalic version

. Data Extraction

Two reviewers have independently reviewed the
studies, abstracted data, and disagreements were
resolved by consensus. Studies were evaluated for
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quality and a review protocol was followed
throughout.

The study was approved by the ethical board of King
Abdulaziz University Hospital

Epidemiology

3% to 4% of all term pregnancies present as breech.
The incidence of breech is higher is less advanced
gestational age. This is evident since at 32 weeks
gestational age, 7% of fetuses are breech, while at 28
weeks or less, 25% can present as breech[1].
Particularly, with history of one breech delivery, the
recurrence rate for subsequent pregnancy for breech
was nearly 10%, and for a following third pregnancy,
it approached 27%. Previous cesarean delivery has
also been described as a risk factor to increase the
incidence of breech presentation by two times[1].

Causes and associated conditions

Clinical conditions that are associated with breech
presentation comprise those that affect the vertical
polarity of the uterine cavity or may modify fetal
motility. Such conditions include prematurity,
congenital anomalies, multiple gestations,
aneuploidies,  uterine  leiomyoma,  Mullerian
anomalies, and placental polarity such as in placenta
previa are the most common factors leading to breech
presentation. Additionally, a prior history of breech
presentation at term leads to a higher risk of recurrent
breech presentation at term in the following
pregnancies [3].

Conditions that modify vertical polarity or the uterine
cavity, or hinder the ability of the fetus to turn to the
vertex presentation in the third trimester are listed as
[4-6]:

e  Mullerian anomalies, including Septate
uterus, bicornuate uterus, and didelphys
uterus

e Placenta conditions such as placenta previa
as the placenta is occupying the inferior
portion of the uterine cavity, obstructing the
presenting part from engaging

e Large uterine myomas located in the lower
uterine segment, mostly those which are
intramural or submucosal because they
prevent engagement of the presenting part.

e  Prematurity is a major risk factor

e Aneuploidies and fetal neuromuscular
disorders often lead to hypotonia of the
fetus, leading to ineffective movement

e Congenital anomalies, for example, fetal
sacrococcygeal teratoma, fetal thyroid goiter

e Polyhydramnios makes the fetal lie unstable,
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thus unable to engage
e Oligohydramnios prevents the fetus from
turning to vertex due to less fluid
e Laxity of the maternal abdominal wall:
Uterus falls forward, the fetus is unable to
engage in the pelvis.
The risk of cord prolapse differs based on the type of
breech. The highest risk of prolapse occur with
incomplete or footling breech 15% to 18%
respectively, whereas complete breech carries a lower
4% to 6% risk. Frank breech is uncommon to cause
prolapse [7].

Classification of Breech
Types of breech rely upon how the infant's legs are
lying. They are classified as [8]:

*A frank breech (also called an extended breech) is
when the child's legs are up next its abdomen, with its
knees straight and its feet beside its ears. This is the
most widely recognized type of breech.

*A complete breech (flexed breech) is the point at
which the infant appears as if it is sitting crossed-
legged with its legs bent at the hips and knees.

*A footling breech is the point at which either of the
child's feet are delivered first rather than the pelvis.
This is more typical in infants conceived prematurely
or before their due date.

Additionally, to the above-mentioned, breech births
in which the sacrum is the fetal denominator can be
categorized by the position of a fetus. Therefore,
sacro-anterior, sacro-transverse and sacro-posterior
positions all exist, however, left sacro-anterior is the
most presentation. Sacro-anterior results in an easier
delivery when compared to other forms [8].

Complications of breech

Taken from a study which was done in Scotland on
breech deliveries, there were likely around 11 (28.0
per 10,000 births) delivery related perinatal and
neonatal deaths in women who had a vaginal breech
delivery. The risk of death (24.3 per 10,000 births)
was the same between women having a prelabor
cesarean delivery, yet only roughly 50% of these
losses were because of asphyxia. There were four
(8.1 per 10,000 births) perinatal and neonatal deaths
in the individuals who had an after-labor emergency
cesarean delivery and two of these were because of
asphyxia. There were seven (3.5 per 10,000 births)
perinatal and neonatal deaths in females who had an
arranged cesarean delivery. The total risk of asphyxia
perinatal death was 25.5 per 10,000 deliveries for
women who had a vaginal breech delivery, 12.2 per
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10,000 deliveries for women who had an after-labor
emergency cesarean delivery, and 4.1 per 10,000
deliveries for females who had an after-labor
emergency cesarean delivery [9].

A study in Jima Hospital demonstrates that the total
perinatal mortality (intrapartum and early neonatal
deaths) in the arranged vaginal delivery in term
singleton breech was as high as 253 (0.3%).
therefore, the risk of perinatal mortality was
extensive in arranged vaginal deliveries, 1 of every
300 deliveries. The total rates of birth injury in the
arranged vaginal deliveries was as high as 1 out of
150 (0.7%); the absolute risk of APGAR score <7
was extensive in the arranged vaginal deliveries
groups (2.4%). The absolute risk of neonatal
asphyxia in the arranged vaginal deliveries was as
high as 3.3% [10; 11].

Evaluation of breech

Diagnosis of a breech presentation is made through
an abdominal exam using the Leopold maneuvers in
combination with the cervical exam, while ultrasound
is the confirmatory test.

The Leopold maneuver is used during physical exam
in order to palpate hard, round, mobile structure
located at the fundus, indicating the head. The
inability to palpate a presenting part in the lower
abdomen above the pubic bone raise suspicion of a
breech presentation of the fetus [12].

Upon cervical examination, findings indicating
breech includes the lack of a palpable presenting part,
and sometimes a lower extremity may be palpated,
usually a foot. In case of the engaged breech, fetal
buttocks may be felt as the soft tissue. If the patient is
in labor, care must be taken as sometimes the soft
tissue of the fetal buttocks may be mistaken as caput
of the fetal vertex. | any signs raises a concern, and
ultrasound must be performed [12].

The fetal presenting part and lie should be visualized
and documented upon performing ultrasound. After
diagnosis is confirmed, precise details about the
specific type of breech, estimated fetal weight,
placental location, the degree of flexion of the fetal
head, amniotic fluid volume, and fetal anatomy
review should be documented [13].

Management

At the point when an infant is born with bottom first
there is more risk that the birth won't be straight
forward and that the child can be harmed. For
instance, when the infant's head goes through the
mother's pelvis the umbilical cord can be compressed
which prevents delivery of oxygenated blood to the
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infant. Because of this and other risks, babies in
breech position are generally delivered by a planned
cesarean section in developed countries [14].

Cesarean section lessens the risk of damage or death
for the child yet increases danger of harm to the
mother compared to vaginal delivery. It is ideal if the
infant is in a head down position, so they can be
delivered vaginally with lesser risk of harm to both
mother and infant. The following section is taking a
tool at external cephalic version or ECV which is a
technique that can enable the infant to turn from a
breech position to a head down position.

Vaginal birth of a breech child has its dangers
however cesarean sections are not constantly
accessible or possible, a mother may arrive in
hospital at a late stage of her labor or may decide not
to have a cesarean segment. In these cases, it is
imperative that the clinical aptitudes expected to
convey breech babies are not lost so moms and
children are as protected as possible. Compared with
created nations, arranged cesarean areas have not
delivered as great outcomes in creating nations - it is
proposed this is because of more breech vaginal
conveyances being performed by experienced,
talented specialists in these settings [15].

Vaginal birth of a breech infant has its dangers yet
cesarean sections are not constantly accessible or
conceivable, a mother may arrive in hospital at a late
stage of her labor or may decide not to have a
cesarean section. In these cases, it is critical that the
clinical skills needed to deliver breech babies are not
lost so that mothers and infants are as safe as can be.
Compared with developed nations, arranged cesarean
sections have not created as great outcomes as
developing nations - it is proposed that this is because
of more breech vaginal deliveries being performed by
experienced, skilled professionals in these settings
[15].

External Cephalic Version

Turning the infant, actually known as external
cephalic version (ECV), is when the infant is turned
delicately by squeezing the mother's abdomen to push
the infant from a bottom first position, to a head first
position. ECV does not always work, but rather it
improves the mother's odds of giving birth of her
infant vaginally and keeping away cesarean section.
The World Health Organization advises that women
ought to have an arranged cesarean section only if an
ECV has been attempted and did not work [14].

women who have an ECV when they are 36— 40
weeks pregnant commonly have vaginal delivery and
less inclined to have a cesarean area than the
individuals who don't have an ECV. Turning the
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infant before this time makes a head first birth almost
certain however, ECV before the due date can elevate
the danger of early or premature birth which can
create issues the baby [14].

There are therapies that can be used which may
influence the accomplishment of an ECV.
Medications called beta-stimulant tocolytics assist the
woman’s muscles to relax so the pressure amid the
ECV does not need to be extensive. Giving the
woman these medications before the ECV enhances
the odds of her having a vaginal delivery due to the
infant is more likely to turn and keep head down.
Other therapies, for example, using sound, pain relief
medications such as epidural, increasing the fluid
around the infant and elevating the quantity of fluids
to the woman before the ECV could all effect its
success yet there is not sufficient research to make
this clear [16].

Turning techniques mother may be able to practice at
home are referred to Spontaneous Cephalic Version
(SCV), this is when the baby can turn with no
medical help. Some of these methods include; a knee
to chest position, the breech tilt and moxibustion,
these can be done after the mother is 34 weeks
through pregnancy. Despite the fact that there is not
much proof to help how well these methods function,
it has worked for some mothers [14].

Procedure of ECV
Tocolysis to facilitate ECW at term

1. Beta stimulants, including salbutamol,
ritodrine, hexoprenaline or terbutaline are
commonly used tocolytics. These are
normally taken intravenously. possible
complications on the mother and infant
include tachycardia (increase in heart rate)
[14].

2. Calcium channel blockers, such as
nifedipine, can be given orally. These
medications can be accompanied with
hypotension (fall in blood pressure) [14].

3. Nitric oxide donors, for instance intravenous
nitroglycerine  or  sublingual  glyceryl
trinitrate/nitroglycerine spray have been
documented as alternative tocolytics [17].

Vibroacoustic stimulation to facilitate ECV at term

This method is where the fetus is stimulated by usage
of sound applied to the mother’s abdominal area to
provoke the fetus to move out of the midline position.
It has been demonstrated in one small trial, which can
be found in this review [18].

Regional analgesia to facilitate ECV at term
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Regional analgesia involves spinal and epidural
anesthesia. Epidural analgesia is a medication that is
mixed into the epidural space. Spinal analgesia is
when a medication is infused into the cerebro-spinal
fluid. In a retrospective cohort study, ECV at term
was effective in 59% of 32 women with epidural
analgesia, and 24% of 37 women without. In an
uncontrolled trial, ECV under epidural analgesia was
fortunate in nine (56%) of 16 women in whom
beginning endeavors had failed. The frequent adverse
effects of these analgesics include hypotension and
headaches [19].

Amnioinfusion to facilitate ECV at term
An amnioinfusion is when saline is infused into the
amniotic sac to expand the volume of fluid to enable
the baby to turn easily. Amnioinfusions should be
possible transabdominally or transvaginally. In an
uncontrolled trial, six women with failed ECV had a
successful recurrent attempt following
transabdominal amnioinfusion with 700 ml to 900 ml
warmed saline. According to research, no
randomized trials to decide the viability of this
intervention have been reported [20].

Systemic opioids to facilitate ECV at term

Systemic opioids may assist ECV by relaxing the
mother and decreasing her sense of discomfort amid
procedure [20].

Twin breech

In twin pregnancies, it is very usual for one or the
two fetuses to be in the breech position. Regularly
twin fetuses do not get the opportunity to turn around
due to being born prematurely. If the two babies are
in the breech position and the mother has started
labor birth early, a cesarean section might be the best
alternative. Around 30-40% of twin pregnancies
result in just a single infant being in the breech
position. If so, the infants can be born vaginally.
After the first infant who is not in the breech position
is delivered, the baby who is presented in the breech
position may turn itself around, if this does not occur
another method may perform called the breech
extraction. The breech extraction is the method that
includes the obstetrician getting the second twin's feet
and pulling him/her into the birth canal. This will
help the delivery of second twin vaginally. However,
in the event that the second twin is larger than the
first, complications with delivering the second twin
vaginally may emerge and a cesarean section ought
to be performed. At times, the first twin (the twin
nearest to the birth canal) can be in the breech
position with the second twin being in the cephalic
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position (vertical). At the point when this happens,
dangers of entanglements are higher than normal.
Specifically, a drastic complication known as locked
twins. This is when the two infants interlock their
chins amid labor. At the point when this happens a
cesarean section ought to be performed instantly [21].

CONCLUSION:

The most secure mode of delivery in case of breech
presentation has for quite some time been a debate in
obstetrics. It is advised to carry out elective cesarean
section as opposed to vaginal delivery for singleton
term breech pregnancies when there is fetal trouble,
macrosomia, footling breech presentation, clinically
insufficient maternal pelvis, growth-restricted child,
placenta previa or fetal anomaly incompatible with
vaginal delivery, or if an expert clinician is absent or
the physician lacks sufficient expertise for VBD.
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