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This document provides details on clinical management of women with a singleton breech presentation during late pregnancy including intrapartum. 

[bookmark: _Toc497308653]Definitions 
The definition of breech presentation is when the buttocks, foot or feet are presenting instead of the head. There are 3 classifications of breech: 
· Frank breech where the hips are flexed, and legs extended
· Complete breech where the hips and knees are flexed, and the feet are not below the level of the fetal buttocks 
· Footling breech where one or both feet are the presenting part.

Background
The purpose of this document is to provide clear guidance to practitioners caring for women with breech presentation after 35 weeks. It will assist in decision making, and information sharing to formulate individualised women centred plans for implementation of optimal care.

[bookmark: _Toc497308654]Key Objectives
This guideline outlines the decision and management process required for: 
· External Cephalic Version (ECV) 
· Elective lower uterine segment caesarean section (ELUSCS) for a singleton breech 
· Preterm singleton breech birth 
· Vaginal breech birth planning (singleton)
· Vaginal breech birth management (singleton).
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This guideline applies to women with a singleton breech presentation at the following CHS Network Hospitals:
· Canberra Hospital
· Centenary Hospital Women and Children (CHWC)
· North Canberra Hospital (NCH).

This document applies to the following staff working within their scope of practice:
· Medical Officers
· Midwives 
· Midwifery/Medical students working under direct supervision.
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Breech presentation occurs in 3 - 4% of term births and is more common in preterm births. As breech presentation is a normal finding in preterm pregnancies it should not be considered abnormal until late pregnancy.

Persistent breech presentation may be associated with anatomical abnormalities of the fetus or uterus, abnormal placentation, abnormal amniotic fluid volume or simply due to chance. Twenty-five percent of breech presentations will undergo spontaneous cephalic version after 35 weeks gestation. Spontaneous version occurs with decreasing frequency as gestational age advances. Between three and four percent of singleton fetuses will present by breech beyond 37 weeks gestation, most of these presentations will be detected prior to labour. 

The randomised multicentre Term Breech Trial (TBT) showed that a planned ELUSCS reduced the risk for adverse perinatal outcomes or serious maternal morbidity when compared to a planned vaginal breech birth in the short term. Long term follow up (at 2 years) has not found neonatal neurological outcomes or maternal outcomes differing between women who had an ELUSCS compared to vaginal breech birth. ELUSCS was not associated with substantially better or worse outcomes for women 2 years after birth when compared to planned vaginal singleton breech birth at term.

[bookmark: _Toc497308657]Pre-disposing factors and causes of breech presentation

	Maternal factors 
	Fetal factors 

	· Polyhydramnios 
· Uterine anomalies (bicornuate, septate) 
· Space occupying lesions (e.g., fibroids) 
· Placental abnormalities (praevia)  
· Multiparity (especially grand multiparas) 
	· Prematurity 
· Fetal anomalies (e.g., neurological hydrocephalus, anencephaly) 
· Multiple pregnancy 
· Fetal death 
· Short umbilical cord 



[bookmark: _Toc497308658]Antenatal Management
Management options (for late pregnancy) include: 
· ECV 
· Elective LUSCS 
· Planned vaginal breech birth.

Any woman with a breech presentation at 35-36 weeks gestation is to be referred for obstetric specialist review and counselling prior to 37 weeks gestation. Prior to obstetric specialist review an ultrasound should be performed to determine uterine anomalies, placental location, determine liquor volume, estimate fetal weight, and diagnose adverse fetal findings such as hyperextension of the fetal neck or cord or footling presentation.

Key points 
1. All women with a singleton breech presentation with no contra-indications to the procedure should be offered an ECV. Success rates for ECV are approximately 40% in nulliparous women and 60% in multipara women.
2. A woman found to have a breech presentation at 35-36 weeks gestation should be referred for obstetric medical review prior to 37 weeks gestation.
3. Breech diagnosis should be confirmed by ultrasound to assess for fetal or maternal causes of the malpresentation, and fetal growth / wellbeing.
4. Planned vaginal singleton breech birth is an option for women who have no maternal or fetal contra-indications to this mode of birth. Careful case selection and labour management in appropriate obstetric setting can achieve a level of safety like Elective LUSCS.
5. The Senior Obstetric Registrar/ Consultant must have an informed discussion with the woman (and her support person if available) including options, recommendations, and the possible outcomes.
6. This discussion and the final decision should be clearly documented in the notes by the medical officer with the appropriate level of seniority undertaking the counselling.
7. The mode of birth for preterm (between 35 and 37 weeks gestation) breech presentation is made based according to individual clinical situation, the decision should be made in consultation with senior obstetric medical staff in partnership with the woman.

Note: North Canberra Hospital (NCH) does not facilitate planned breech vaginal births.
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All women with a singleton breech presentation with no contra-indications (see below) to the procedure should be offered an ECV from 36 weeks gestation. Success rates for ECV are approximately 40% in nulliparous women and 60% in multiparous women. Successful ECV has a less than 5% risk for reversion to the breech presentations. An emergency LUSCS from ECV complications will be required in 0.35%-0.5% of women. 

External cephalic version (ECV) from 36 weeks has been shown to decrease the incidence of breech presentation at term and consequently reduce the elective LUSCS rate. It is seen as a relatively safe procedure provided it is performed in a setting where LUSCS can occur if necessary. This procedure if successful provides the 3-4% of women who present with a baby in the breech position at term, the option of safe alternative to LUSCS or planned vaginal breech.

Key Points
· ECV should be offered from 36 weeks gestation
· Tocolysis can be used to relax uterine muscles and may increase the success rate of an ECV
· Women who are Rhesus negative should be offered anti-D administration after ECV whether successful/unsuccessful as per National Blood Authority recommendations 2021.  

Note: Approximately 3 per cent of babies revert to breech after a successful ECV. Although a successful ECV reduces the chance of LUSCS, labour after ECV is associated with a slightly increased rate of LUSCS and instrumental birth when compared with spontaneous cephalic presentation RANZCOG 2021.

[bookmark: _Toc497308660]Contraindications for ECV
[bookmark: _Toc476044305][bookmark: _Toc497308661]Absolute
These situations or conditions are associated with increased mortality and morbidity:
· maternal refusal
· severe Intra-uterine growth restriction (IUGR)
· significant hypertension or preeclampsia
· where caesarean delivery is required e.g., Placenta Praevia, previous classical incision
· Antepartum haemorrhage (APH) within the last week
· rhesus isoimmunisation
· abnormal cardiotocograph (CTG)
· ruptured Membranes
· multiple pregnancy (except birth of second twin).

[bookmark: _Toc476044306][bookmark: _Toc497308662]Relative 
· uterine anomaly (ECV is less likely to be successful) 
· small for gestational age fetus with abnormal doppler parameters
· major fetal anomalies
· oligohydramnios 
· multiple loops of cord around fetal neck on ultrasound
· previous LUSCS.
[bookmark: _Toc497308663]
Management of ECV 
On diagnosis of breech presentation
· RM/MO discuss risks and benefits of ECV with the woman. Document the discussion in clinical record
· Provide the woman with RANZCOG written information Breech Presentation at the End of your Pregnancy https://ranzcog.edu.au/wp-content/uploads/2022/06/Breech-presentation-at-the-end-of-your-pregnancy.pdf 
· organise an ultrasound to: 
· confirm breech presentation 
· determine that there are no contra-indications to performing an ECV 
· Book ECV appointment on Centenary Hospital for Women and Children (CHWC)/North Canberra Hospital (NCH) Birth Suite Induction snap board in EPIC.
[bookmark: _Toc476044308][bookmark: _Toc497308664]Procedure
1. On admission to birthing suite, prior to procedure, confirm informed consent and document same in the woman’s clinical record. 
2. Perform full midwifery admission including abdominal palpation and maternal observations.
3. Monitor FHR by CTG. Trace must be normal before procedure commences.
4. Obstetric practitioner to confirm presentation using bedside ultrasound before administration of tocolysis. 
5. Follow Obstetric medication order regarding tocolysis. Uterine relaxant should be administered 15-30 minutes prior to procedure.
6. Ensure maternal positioning avoids aortocaval compression (ensure a left tilt).

ALERT: No more than four attempts at ECV are advised, for a maximum of 10 minutes overall (RANZCOG,2021)

Post procedure 
Regardless of whether the ECV is successful or not: 
1. Monitor the FHR by CTG for 40 minutes (normal CTG must be achieved prior to discharge) 
2. Monitor and record the maternal pulse, BP, and vaginal loss 15 minutely for 30 minutes
3. If the woman’s blood group is negative, recommend Anti D administration prior to discharge 
4. Women may be discharged home after 1 hour provided:
· The maternal observations are normal
· The CTG is normal
· The obstetric team is satisfied with the fetal and maternal condition.
Note: The need for emergency caesarean birth following ECV is less than for women in normal labour. Hence, fasting, administration of anaesthetic premedication or insertion of intravenous access (unless for tocolysis) are not recommended as routine care (RANZCOG, 2021)

If the ECV has been unsuccessful the practitioner will
· consider offering repeat ECV in one week
· discuss options for a plan for vaginal birth or LUSCS. 
· Planned LUSCS is associated with lower risks of neonatal morbidity in the short term than vaginal birth in women classified as eligible for vaginal breech birth. 
· If a woman is intending to have an elective/planned LUSCS then this should be booked for after 39 weeks gestation.
· vaginal breech birth may be offered at CHWC provided the woman is appropriately counselled and skilled clinicians are available for the birth.
· document the plan of care in the clinical record and antenatal record (physical record held by the woman).
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Although most breech births are by LUSCS, with careful case selection and appropriate intrapartum management, in an institution with adequate experience and infrastructure, it is safe to plan for attempted vaginal birth in some cases (RANZCOG, 2021. Green Top Guideline, 20b).

Alert: NCH does not facilitate planned breech vaginal birth.
If a woman is booked to deliver at NCH and would like to discuss the option of a planned breech vaginal birth, please refer to CHWC for consultation

[bookmark: _Toc497308667]Criteria recommended for a planned vaginal, singleton breech term birth
· The woman has been counselled regarding risks and outcomes of a breech birth compared to an Elective LUSCS.
· Availability of an experienced obstetrician trained in vaginal breech birth for the labour process.
· [bookmark: _Hlk116663311]Presentation is frank or complete breech.
· Neck is not hyperextended (as seen on ultrasound).
· Estimated fetal weight is between 2500g and 3800g.
· Theatre facilities should be available for immediate LUSCS if required.
· No history of previous LUSCS.
· No contraindication to vaginal birth.  Diagnosis of breech during labour is not a contraindication for vaginal breech birth

[bookmark: _Toc497308668]Intrapartum management
Undiagnosed breech presenting in labour 
The decision regarding mode of birth will depend on various factors including gestation, stage and progress of labour, maternal and fetal risks, and maternal wishes after consultation with the obstetric team. An intrapartum ultrasound should be performed if possible.

If the woman elects to proceed with a vaginal breech birth, continuous CTG monitoring is recommended. 

Diagnosed breech booked for Elective LUSCS presenting in labour 
The management plan may be adjusted depending on the gestation, clinical situation and consultation with the woman and her obstetric team. If breech presentation is verified and the woman confirms her request for this mode of birth then it is usual to proceed to a LUSCS, however circumstances may be that a vaginal birth occurs.

[bookmark: _Toc497308669]Preparation and consent 
· The woman should be informed of the benefits and risks for both current and future pregnancies, of planned caesarean birth versus planned vaginal breech birth at term. 
· The woman should be given sufficient information on the risks and benefits to make an informed decision. Planned caesarean has a reduced risk of perinatal mortality and early morbidity compared with vaginal birth. 

[bookmark: _Toc497308670]Considerations 
· Augmentation of labour – opinion varies. Augmentation of labour should proceed with caution and only after assessment and guidance of a specialist Obstetrician.
· Epidural analgesia is not routinely recommended; however, women have the same choice of analgesia as those attempting a cephalic birth. 
· Continuous CTG monitoring is recommended. A fetal scalp electrode can be applied to the breech presentation being cautious to avoid placing on fetal genitalia. 
· Fetal blood sampling (FBS) is not recommended due to risk of injury and possibly differing values in lactate values from the buttocks and from the scalp. If indication to perform FBS, this should only occur after discussion with the specialist Obstetrician. 
· LUSCS should be considered if there is delay in descent in second stage.
· Episiotomy may be considered to facilitate birth when indicated. There is no clear evidence that selective episiotomy should differ from cephalic birth.
· Breech extraction manoeuvres should not be routinely used. 

[bookmark: _Toc497308671]First Stage 
All maternal and fetal observations, including diagnosis of labour and proactive planning apply as guided by the CHS Labour and Birth: Care during First, Second, Third and Fourth Stage.

[bookmark: _Toc497308672]Second Stage 
A passive second stage to allow descent of the breech to the perineum is recommended prior to active pushing. If the breech is not visible within 2 hours of the passive second stage, caesarean section should be recommended (RANZCOG 2021).

· Confirm full dilatation and position of breech.
· Up to 2 hours of passive second stage is appropriate providing there are no concerns for fetal wellbeing (CTG is normal).
· If no descent or descent is poor, then caesarean section is indicated.
· Active pushing should not be encouraged until the breech is visible.
· Active second stage (spontaneous urge to push/directed pushing) Birth should occur within ½ hour for multigravida and 1 hour for primipara.
· Spontaneous birth of the trunk and limbs by maternal effort should be awaited as breech extraction can cause extension of the arms and head.
· Traction should be avoided, appropriate and timely intervention is required if progress is not made once the umbilicus has delivered or if the arms are extended.




Alert:
· Intervention to expedite breech birth is required if there is evidence of poor fetal condition (lack of fetal tone) or if there is a delay of more than 5 minutes from delivery of the buttocks to the head, or of more than 3 minutes from the umbilicus to the head.
· Recommended length of active second stage is 30 minutes for multigravida and 1 hour for primipara
· Consultant Obstetrician should be present for the birth
· Neonatologist should be present at the birth
· Anaesthetic cover should be available for the birth

[bookmark: _Toc497308673]Forceps to aftercoming head
· If forceps are required, an assistant will usually be asked to slightly elevate the body of the baby to allow sufficient space below the baby to apply the forceps, this is usually achieved by placing a cloth beneath the baby’s body to act as a sling.
· An episiotomy may be performed.
· The head is delivered with traction.

[bookmark: _Toc497308674]Entrapment of the Head
This is an extreme emergency which may occur where there is poor selection of cases for vaginal breech birth or where a woman presents with a partially born baby. A vaginal examination should be undertaken by the obstetric registrar to determine if a rim of cervix is still present which may prevent the head from descent or birth. 
· If cervix is not fully dilated (especially if preterm) Duhrssen incision at 2, 10 and 6 o’clock may be indicated. Consider using tocolytic.
· If unsuccessful, symphisiotomy may be performed by an experienced clinician.
· A caesarean section may be performed in operating theatre if the baby is alive. 
[bookmark: _Toc497308675]
Postpartum care
Maternal observations and care as per CHS Labour and Birth: Care during First, Second, Third and Fourth Stage.

Postpartum management of neonate
· Umbilical cord lactates are to be taken for all babies born by vaginal breech.
· Routine post-birth neonatal observations. 
· Consider hypoglycaemia risk if perinatal stress identified.
· Examination of the baby’s hips is to occur prior to discharge, if abnormal, review from neonatal registrar is to occur prior to discharge.
· Make an appointment through paediatric outpatient clinic prior to discharge for the 6 week ultrasound of the infants’ hips. 
· Parents should be informed appointment confirmation will occur through outpatient services and given contact information for outpatient clinics prior to discharge.
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Outcome
· Positive labour and birth outcomes for the mother when care is managed as per this guideline.
· Reduction in maternal and neonatal morbidities when care is managed as per this guideline.

Measures
· Adverse maternal outcomes associated with breech birth will be identified through risk management systems and reviewed at weekly maternity mortality and morbidity review committee.
· Adverse neonatal outcomes associated with breech birth will be identified through risk management systems and reviewed by the neonatal and the maternal mortality and morbidity review committees.
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· Duhrssen incision: three surgical incisions of an incompletely dilated cervix, corresponding roughly to 2-, 6-, and 10-o'clock, used as a means of effecting immediate birth of the fetus when there is an entrapped head during a breech birth.
· Grand multipara: a woman who has given birth to ≥5 live births and stillbirths ≥20 weeks of gestation.
· Placenta praevia: an obstetric complication in which the placenta is embedded partially or wholly in the lower uterine segment, partially or wholly covering the cervix). 
· Polyhydramnios: the presence of excess amniotic fluid in the uterus. Polyhydramnios is diagnosed if the deepest vertical pool is more than 8 cm or amniotic fluid index (AFI) is more than 95th percentile for the corresponding gestational age. 
· Symphysiotomy: a surgical procedure in which the cartilage of the pubic symphysis is divided to widen the pelvis allowing childbirth when there is a mechanical problem.
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Breech, Breech birth, Breech extraction, Footling, Complete breech, Frank breech, ECV, External cephalic version, LUSCS, vaginal birth, antenatal, antepartum.
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Policies
· Nursing and Midwifery Board of Australia Requirements for Practice
· Informed Consent - Clinical

Procedures
· Infection Prevention and Control 
· Patient Identification and Procedure Matching 
· Labour and Birth: Care during First, Second, Third and Fourth Stage
· Vital Signs and Early Warning Scores – Canberra Hospital
· Vital Signs and Early Warning Scores – North Canberra Hospital
· Clinical Handover
· Non-Elective Caesarean Section (including classification of urgency)

Guidelines 
· Fasting Guidelines for Patients Requiring Sedation or Anaesthesia 

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Carers Recognition Act 2021

Other
•      Australian Charter of Healthcare Rights
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