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Introduction 

Breech presentation is associated with poorer perinatal morbidity and mortality than 

a cephalic birth (Increase in mortality of 1:1000 births). The incidence of breech 

decreases as gestation increase, with about 20% of foetuses in breech presentation 

at 28 weeks falling to 3-4% at 37 weeks. A breech presentation is more likely where 

there are uterine anomalies e.g. bicornuate uterus, nulliparous women, previous 

breech birth, and prematurity. This guideline is to guide management of a breech 

presentation detected antenatally at term, and intrapartum. This guideline is not 

intended to be used for women who are planning a caesarean birth irrespective of 

fetal presentation, e.g. placenta praevia. 

 

Breech Presentation at 36 weeks gestation 

Women suspected of having a breech presentation at 36 weeks should be referred 

for a presentation scan. This can be done through the midwife sonography service at 

Singleton Hospital (see SOP Midwifery scanning). Where breech presentation is 

confirmed women should be referred to the antenatal day assessment unit for review 

by the obstetric team for counselling. 

First line recommendation is for external cephalic version (ECV) for women with no 

contraindications. (See External Cephalic Version Guideline on Wisdom). The 

process should be explained and supported by written information (Breech baby at 

the end of pregnancy patient information leaflet | RCOG). If successful women can 

then continue with their routine care. If unsuccessful on the first attempt then a 

second attempt may be offered. 

Options for birth should also be discussed with the women regardless of whether she 

agrees to ECV or not. Again supporting written information should be provided 

(Breech baby at the end of pregnancy patient information leaflet | RCOG). 

Discussions are birth options should take into account maternal and fetal risk factors 

such as BMI, parity and previous birth outcomes. Discussion should include: 

1) Planned Caesarean Section. Operative risks and impact on future 

pregnancies should be discussed, alongside the small reduction in perinatal 

short term morbidity and mortality compared to vaginal breech birth (mortality 

of 0.5:1000 with Caesarean section versus 2:1000 with vaginal birth). 

Caesarean birth should be planned from 39 weeks, and a scan should be 

performed immediately before to confirm breech presentation persists. 

Women should be told that if the baby has turned to cephalic presentation the 

caesarean section is no longer indicated and women should be supported to 

plan a vaginal birth. 

2) Vaginal breech birth. Where there are skilled birth attendants the perinatal 

mortality is approximately 2:1000 births (compared to 0.5:1000 caesarean 

breech births). Short term morbidity and low Apgar scores are more likely with 

a vaginal birth but long term morbidity is not increased compared to 

caesarean birth. Women planning a vaginal breech birth should labour 

spontaneously and be advised to birth on an obstetric unit with obstetric and 

https://www.rcog.org.uk/for-the-public/browse-all-patient-information-leaflets/breech-baby-at-the-end-of-pregnancy-patient-information-leaflet/
https://www.rcog.org.uk/for-the-public/browse-all-patient-information-leaflets/breech-baby-at-the-end-of-pregnancy-patient-information-leaflet/
https://www.rcog.org.uk/for-the-public/browse-all-patient-information-leaflets/breech-baby-at-the-end-of-pregnancy-patient-information-leaflet/


neonatal attendance. Vaginal breech birth is not advised for EFW over the 

97th centile or under the 3rd centile, or with a footling breech presentation. 

 

Intrapartum Breech presentation 

All staff should receive training on vaginal breech births through annual attendance 

on PROMPT.  This currently teaches birth in the semi recumbent position. However, 

where staff are comfortable in supporting physiological breech birth in all fours then 

this is an acceptable alternative. Manoeuvres in all fours position should only be 

used by those who have received specific training.  

Where breech is diagnosed for the first time during the intrapartum period there 

should be a discussion regarding the pros and cons of a vaginal birth compared to 

caesarean section birth as that expected antenatally, and the lack of evidence to 

support a clear recommendation for route of birth. This discussion should also take 

into account the any additional complexity, parity, stage of labour and rate of 

progress when counselling, especially in advanced labour where operative risks are 

higher. Women near or in active second stage of labour should be informed of the 

increased risk with caesarean section in advanced labour, both for baby (difficult 

birth) and for mother (trauma and haemorrhage). 

Any woman diagnosed with malpresentation in labour, including breech, should be 

recommended to birth on the obstetric unit, with midwifery, obstetric and neonatal 

staff in attendance for birth. Where breech presentation is suspected in a midwifery 

led setting then the labour ward co-ordinator should be informed, and a decision 

made regarding safe transfer to the obstetric unit. The on-call Obstetric Consultant 

should be informed of any woman in labour with a confirmed breech presentation at 

the earliest opportunity. 

During labour continuous electronic fetal heart monitoring is advised, because of the 

higher rates of intrapartum events like cord prolapse, as well as the higher morbidity 

rate. The birthing pool on labour ward can be recommended for the 1st stage of 

labour, with telemetry, where there are no other contraindications to water 

immersion. Women should be advised to leave the pool for the 2nd stage of labour. 

Where concerns around fetal wellbeing arise fetal blood sampling is NOT advised, 

birth by caesarean section is recommended. 

Progress in labour should be in line with national recommendations. Oxytocin should 

only be used where contraction frequency is low following insertion of an epidural. 

Oxytocin is not recommended to be used for labour dystocia. 

The impact of epidural on the achievement of vaginal birth is unclear. It may be of 

benefit in providing good analgesia, especially if additional manoeuvres are required 

in second stage, but will limit mobility and movement that can support a physiological 

birth, as well as increasing the chance of labour dystocia. In preterm births there may 

be more benefit to women having an epidural, as it can reduce the urge to push 

through an incompletely dilated cervix (and thus reduce the potential risk of head 

entrapment). 



Membranes should be left intact as long as possible. Following spontaneous rupture 

of membranes it is advisable to check for cord prolapse which is higher in 

malpresentation. 

Women should be advised that there is a growing body of evidence to support 

vaginal breech birth in an all fours position as a first line management however semi-

recumbent is also acceptable. The experience of the birth attendant is important and 

if manoeuvres are required the woman should be supported to adopt the position 

recommended by the birth attendant. This information should be discussed as soon 

as possible in labour. In either semi-recumbent and all-fours position only one back 

should be seen at any time (i.e. the fetal back in the semi-recumbent position, and 

the maternal back in the all-fours position). 

When the buttocks are visible and distending the perineum, an evaluation for the 

need of an episiotomy should be made. Episiotomy is advised if there are concerns 

with the CTG just prior to birth to expedite birth, or if there is delay in progression at 

this stage. 

Whilst spontaneous progress is being made then “hands off” can be maintained.  

Where a delay in progress is identified once the breech starts to descend or where a 

sarcoposterior position is identified this is where additional manoeuvres are 

indicated. It is therefore important that a scribe is present to call out timings to avoid 

loss of situational awareness. Key points of progress are 

- Once both buttocks are visible on the perineum between contractions. At this 

stage cord compression is more likely and monitoring of the fetal heart is 

more difficult as the chest enters the maternal pelvis and vagina. From this 

point birth should be achieved within 7 minutes. Delay on the perineum should 

be managed by episiotomy and perineal sweeping. 

 

- Birth has occurred up to the line of the Pelvis: From this point birth should be 

achieved within 5 minutes. Women should be encouraged to push as the 

uterus is almost empty and so there is little to benefit from waiting for a 

contraction. Often the pelvis will deliver in the sacro-transverse position. 

Intervention is not required as long as rotation to sacro-anterior occurs with 

pushing by the nipple line. Should this not occur then a nuchal arm is likely, 

and controlled rotational manoeuvres (Lovesetts) should be used. Handling of 

the baby should occur over the bony prominences of the pelvis. 

-  Birth  of the head: Once the body has delivered, the head sits in the vagina 

and the uterus initiates third stage. Birth of the head can be aided by MSV 



(Mauriceau-Smellie-Veit) manoeuvres. Further delay can be managed with 

suprapubic pressure, or the birth aided by using Keillands forceps. 

Mauriceau-Smellie-Veit manoeuvre 

 

Following birth delayed cord clamping is advised. It is recommended that the 

neonatal team should be on labour ward for the birth due to a higher instance of; low 

apgar and the need for initial neonatal resuscitation in breech birth. 

 

Preterm birth 

Women in preterm labour are more likely to have a breech presentation, and a 

presentation scan should be undertaken when women present in preterm labour 

under 34 weeks gestation. There is no clear evidence of the best route of birth for 

preterm breech presentation, and the route of birth should be evaluated on an 

individual basis. In preterm labour cervical entrapment is more likely, due to the 

ability for the trunk to pass through an incompletely dilated cervix, and the relative 

size between head and trunk. 

Cervical entrapment 

Where cervical entrapment occurs incisions should be made to the cervix at the 2, 6 

and 10 o’clock positions. 

Documentation and care after birth 

Documentation during a vaginal birth is important, and should include the timings of 

each key point of progress and any manoeuvres or actions taken using PROMPT 

CYMRU proforma. A Datix should be completed for each vaginal breech birth to 

allow monitoring of birth rates, complications and training needs.  

Women should be offered a chance to discuss their birth postnatally. 
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