MEDICAL EDUCATION

ABSTRACT

Objective: To review the concepts underlying
breech presentation delivery as well as the semiol-
ogy and the obstetric maneuvers contributing to
successful perinatal and maternal outcomes.
Materials and methods: Based on a hypothetical
scenario to set the stage for a practical approach to
the topic, an explanatory paper built on a narrative
review is created in order to examine the prin-
ciples related to diagnosis, mechanism of delivery
and maternal care, emphasizing maneuvers to ease
fetal extraction.

Results: Breech presentation delivery must be
managed through the vaginal canal when already
in the expulsion phase with fetal engagement. For

diagnosis and care, it is essential to know the unique
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semiology and physiology of this condition as well
as the obstetric maneuvers to facilitate an uncom-
plicated delivery.

Conclusions: The mechanism of childbirth in
breech presentation is complex and requires knowl-
edge of its physiology and multiple obstetric ma-
neuvers by the obstetrician as well as the general
practitioner, in order to ensure adequate care when
there is no other option.

Key words: Breech presentation; obstetric compli-
cations of childbirth; continuing medical education;

dystocia.

RESUMEN

Objetivo: revisar los conceptos que subyacen al tra-
bajo de parto con feto en presentacién pelviana, su
semiologia y las maniobras obstétricas que facilitan
un resultado materno perinatal exitoso.

Materiales y métodos: a partir de un caso hipo-
tético que ambienta de manera prictica el tema, se
crea un documento explicativo construido a partir
de una revisién narrativa, en donde se examinan
los preceptos relacionados con el diagnéstico, el
mecanismo del parto en presentacién pelviana y el

manejo intraparto de la gestante, con énfasis en la
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adecuada ejecucién de las maniobras que facilitan
la extraccién fetal.

Resultados: el parto en presentacion pelviana debe
ser atendido por via vaginal cuando se encuentra
en periodo expulsivo con encajamiento cumplido.
Para su diagnéstico y atencién es esencial hacer
una adecuada identificacién de la presentacion, asi
como conocer su fisiologfa, la indicacién y adecuada
ejecucién de las maniobras obstétricas que facilitan
un parto sin Cornplicaciones.

Conclusiones: el mecanismo del parto en pre-
sentacién pelviana es complejo y requiere, cuando
no hay otra alternativa para la atencién, que tanto
el obstetra como el médico general conozcan su
fisiologia y las multiples maniobras obstétricas que
facilitan obtener buen resultado materno perinatal.
Palabras clave: presentacion pelviana; compli-
caciones obstétricas del parto; educacién médica

continuada; distocia.

INTRODUCTION

Breech presentation occurs when the pelvic or cau-
dal end of the fetus is in direct relationship to the
upper strait of the maternal pelvis, filling it com-
pletely, and follows a known childbirth mechanism
(1). Three modalities of breech presentation are
considered: complete, frank and incomplete (2).
Complete breech occurs when the fetal thighs are
in flexion over the abdomen and the legs are on
top of the thighs. In this modality, the flexed fetal
position is maintained in all the poles of the fetus
(3). Frank breech (simple breech) occurs when the
fetal thighs are in flexion over the abdomen but the
legs are straight; it is the most frequent of the three
modalities, occurring in 64% of cases (4). Finally,
incomplete breech (partial presentation) occurs when
one or both feet are closest to the birth canal (1);
the fetus is literally standing in the birth canal in
a true feet-first presentation. The Spanish school
does not accept this modality, considering it just a
transient phase as the fetus moves into one of the

two positions described above (3). This modality is

considered the worst in terms of prognosis for the
spontaneous course of childbirth, given that it is
frequently associated with arm deflexion at the fetal
shoulders (nuchal arm extension) and deflexion of
the cephalic pole (3).

According to the literature, it is estimated that
20% of fetuses less than 28 weeks of gestational age
are in breech presentation (5) and, of these, 4% will
remain in that position beyond week 36 (6); con-
sequently, this presentation can only be considered
abnormal at term (1). As the pregnancy advances,
the fetus must accomplish “fetal version” as a result
of an active phenomenon in which the healthy fetus
adopts the “best fit” position, following the classi-
cal principles of Pajot’s laws (5). Therefore, breech
presentation at the end of gestation is a finding
that prompts the search for a triggering factor (5,
7), which may arise from the presence of maternal
(1, 2) or fetal pathologic conditions, mainly fetal
anomalies or aneuploidy, altered amniotic fluid
dynamics, disruptions of the birth canal, abnormal
placentation (8) or fetal demise (1, 2, 5). It is impor-
tant to highlight that the frequency of major fetal
anomalies is 17% in premature breech deliveries,
9% in term breech deliveries, and 50% in neonates
born in that presentation who then die (9).

Breech presentation fetuses have higher morbid-
ity and mortality when compared to those born
in cephalic presentation, even if they are born by
cesarean section (5). Multiple studies have found
an association between breech presentation and an
increased risk of neonatal death (relative risk [RR]
= 2.3; 95% confidence interval [CI]: 2.1- 2.6) (10)
or fetal demise (RR = 12.52; 95% CI: 7.86-9.95)
(11), prolonged labor (RR = 8.05; 95% CI: 3.00-
11.47), asphyxia (RR = 10.24; 95% CI: 4.92-21.31)
(12), trauma (RR = 9.9; 95% CI: 1.8-55.6) (13) or
low APGAR score (RR=2.4; 95% CI: 1.1-4.6) (14).
These results confirm that this presentation is in
itself a marker of poor prognosis (7, 15).

The scenario in clinical practice is not very en-

couraging either. A recent study shows that not even
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15% of obstetricians feel confident when it comes
to vaginal delivery of a fetus in breech presentation,
and only 32% are trained to solve this clinical con-
dition (16, 17). In view of this scenario, with a low
level of confidence, the anxiety that surrounds this
process, the fear of malpractice lawsuits, and the
challenges imposed by this situation, many people
resort to universal cesarean section (18, 19).
There are occasional instances in clinical prac-
tice in which patients arrive when the fetus has
descended into the birth canal and is engaged in the
pelvis. Therefore, the objective of this document is
to review the concepts underlying labor with a fetus
in breech presentation, as well as the semiology and
obstetric maneuvers that contribute to successful

maternal and perinatal outcomes.

MATERIALS AND METHODS

Explanatory document created using a hypotheti-
cal case in order to offer a narrative review of the
concepts related to diagnosis, the mechanism of
childbirth and care of the pregnant woman, finish-
ing with the maneuvers that help with the process

of fetal extraction.

CLINICAL SCENARIO

A 39-year-old woman with no relevant medical his-
tory, in the 37th week of the third gestation, who
attends the local referral hospital complaining of
regular painful uterine contractions and the urge to
push. She had not attended prenatal visits. She re-
ports spontaneous rupture of membranes one hour
before. The physical examination by the physician
on duty shows evidence of expulsive stage of labor,
100% effacement, 10 cm dilation, fetus in complete
breech presentation, with grade I meconium expul-
sion and 42 station. Orders are given to transfer the
patient to the operating room for emergent cesarean
section and obstetric assessment. However, a couple
of minutes after the assessment, the urge to push
increases and fetal parts are seen at the introitus:

Vaginai delivery is impending.

REVIEW OF THE LITERATURE

Elements of obstetric semiology

in brech presentation

Labor with the fetus in breech presentation is di-
agnosed by means of maternal abdominal palpa-
tion (Leopold maneuvers) in order to determine
fetal presentation, position and attitude, and try to
ascertain the presence of cephalic extension which
could create the risk of retained after-coming head
(6, 20, 21). The clinician must not forget that aus-
cultation of the fetal heart at the upper part of the
maternal abdomen must lead to suspicion of this
presentation (1, 2).

In the context of established labor, the prac-
titioner must perform a vaginal exam in order to
identify the presentation landmarks (6, 20-22). If
the cervix is sufficiently dilated, palpation reveals
an irregular, soft surface, with bumps and dips; a
mass divided into two because of the presence of a
rather pronounced sulcus (intergluteal cleft), with
a small pit in the middle corresponding to the anus
(22, 23).

In one of the ends of the cleft it is possible to
identify a small, slightly flexible bony triangular
ridge, which corresponds to the coccyx and, above
it, three or four bony protuberances that correspond
to the sacral crest, landmark of this presentation.
The sacrococcygeal prominence is essential for the
diagnosis of the presentation and it is almost always
easy to recognize (22, 23).

To make the distinction between a foot and a
hand during the exam, the practitioner needs to
bear in mind that the foot is recognized because
of the three bony protuberances (malleoli and heel,
the angle at the level of the calcaneous and disposi-
tion of the toes: short, lying along the same line,
with no opposing thumb). Finally, it is essential to
remember that, from the point of view of position
variation, the intergluteal cleft plays the same role
as the sagittal suture for vertex presentation (23),
palpation of some degree of gluteal “asynclitism”

being frequent.
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Mechanisms of labor in breech
presentation

There are three consecutive steps to breech presen-
tation: a) pelvic delivery, b) shoulder delivery and, )
head delivery. Each of these segments are increas-
ingly difficult delivery because of their increasing
diameter: the bitrochanteric diameter being smaller
than the biacromial, which in turn is smaller than
the occiptofrontal diameter (23, 24). Leén, in a
classical obstetrics text, described the mechanism
of breech delivery in ten cardinal movements (23),
as listed below together with the recommendations

of professor Peralta Cay6n (24).

— Stage one: Seating of the buttocks in the upper
strait (23) as a result of the shrinking diameters
due to compression and the fetus forming a
ball. This shrinking occurs simultaneously with
orientation towards an oblique bitrochanteric
diameter of a relatively fixed length of 9.5 cen-
timeters, which will preside delivery (24).

— Stage two: Pelvic pole engagement and descent.
This happens as a result of simple advancement
in an oblique direction, with slight posterior
asynclitisim identified by the posterior buttock
descending lower than the anterior buttock, and
the intergluteal cleft being closer to the pubis
than to the sacrum. Engagement is completed
when the lower strait is reached. This stage is
arduos in complete breech and versatile in in-
complete breech (24).

— Stage three: Seating of the fetal pelvic pole in
the lower strait of the maternal pelvis. Presenta-
tion engagement usually occurs in some form of
oblique position, including four possibilities: left
sacrum anterior, right sacrum anterior (LSA and
RSA, respectively), and left sacrum posterior,
right sacrum posterior (LSP and RSP, respec-
tively). A 45-degree internal rotation occurs
once the fetal pelvic pole is in contact with the
lower strait. In the anterior varieties, there is a

1/8 of a circle backward rotation, whereas in

the posterior varieties an equal forward rotation
occurs. This is the first of the classical rotations
in breech delivery. Internal rotations refer to
mechanisms occurring in the birth canal while
external rotations refer to fetal parts mechanisms
outside the birth canal (23).

— Stage four: It marks the release of the pelvic
pole (Figure 1). The pelvic pole will detach in
transverse sacrum, the bitrochanteric diameter
matching the anteroposterior diameter of the
lower strait (subpubic-sacrum), thus achieving
a transverse orientation of the intergluteal cleft.
The anterior buttock, landing under the pubic
bone, half-opens the vulvar orifice, while the
posterior buttock pushes the coccyx backwards,
causes the perineum to bulge and becomes exte-
riorized; it is only then that the anterior buttock
is fully released. At this point of the expulsive
phase, the fetal body is presenting a lateral in-
tlection, describing a curve with the concavity
pointing towards the pubic bone. Usually, in
cases of complete breech presentation, the lower
limbs are expelled at the same time as the but-
tocks (23).

— Stage five: Seating of the shoulders on the upper
strait. The upper limbs are in forced flexion,
shortening the biacromial diameter before ad-
justing to the oblique diameter through which
the bitrochanteric diameter passes in the case of
the anterior variety. For posterior varieties, the
bitrochanteric diameter matches the opposite
oblique diameter. The oblique orientation of the
shoulders explains why the fetal trunk goes into
external rotation (restitution) from an oblique
orientation forward. The fetal dorsum becomes
subpubic. The second 90-degree rotation takes
places during this stage and it is designed to
place the fetus with the spine in anterior position
underneath the symphysis pubis (23).

— Stage six: Shoulder engagement and descent. By
this time, the abdomen and the most inferior
portion of the fetal chest have been delivered (23).
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Variety of STI position

Figure 1. Detachment of the fetal pelvic pole. Left sacrum transverse position variety; the intergluteal cleft is transversely

oriented (arrow)

— Stage seven: It marks seating of the shoulders a lateral inflexion movement in antero-superior

in the lower strait as a result of 45 degrees of
internal rotation, in such a way that the biacro-
mial diameter matches the subsacral subpubic
diameter. This is the third rotation in which the
biacromial diameter becomes anteroposterior at
the level of the lower strait and the fetal dorsum
points to the right or to the left side of the mother
(4). During this time, the head is seated in the
upper strait by means of flexion, with its greater
diameter pointing to the oblique diameter op-
posite to that used by the biacromial diameter.
However, it is not forced flexion and, therefore,
the occipito-mental diameter is replaced with
the suboccipito-frontal one (23).

— Stage eight: It marks shoulder release. The an-
terior shoulder is wedged under the symphysis
pubis at the level of the acromion, while the pos-
terior pushes the coccyx backwards. In this way,

the posterior shoulder is released as a result of

sense, similar to the movement that led to pelvic
release. The anterior shoulder follows shortly
afterward with a lateral inflection movement,
but this time in an antero-inferior direction. At
this point, the head has descended through the
oblique diameter, traversing the different straits
until it reaches the lower one (23).

Stage nine: It refers to the seating of the head
in the lower strait. Totally flexed, the head goes
through an internal rotation motion so that
the suboccipito-frontal diameter is placed in
relation to the subsacral subpubic diameter. It
is the fourth rotation, designed to place the oc-
ciput under the symphysis. However, if the chin
becomes anterior, rotational dystocia will ensue,
creating a difficult situation to solve (3). This set
of movements is seen from the outside as external
rotation of the shoulder, with the fetal dorsum

looking upwards (23).
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— Stage ten: Finally, the head is delivered. Local-
ized in the retropubic space, the occiput acts as
a fixed point around which the head makes a
flexion and progression movement. The chin,
the mouth, the nose and the forehead emerge
slowly through the notch, until finally the occiput
emerges under the symphysis pubis (23).

In work carried out in 1940, professor Peralta
Cay6n reported that spontaneous expulsion of the
fetus is the rule in 69% of cases (24). Therefore, four
significant differences between breech and cephalic
vertex delivery need to be highlighted: engagement
occurs in the lower and not the middle strait; there
are ten stages instead of the six in vertex delivery,

and the spontaneous course is less frequent than in
vertex delivery (97%) (2, 24).

Intrapartum management of the mother
with a breech presenting fetus

Breech delivery must be approached through the
vaginal route when in the expulsive stage of labor
with the fetal sacrum already beyond the lower
pelvic strait, given that the risks of cesarean sec-
tion are greater than its benefits at that point (5,
18). The need for a care team has been described
when it comes to breech delivery. The team must
include a practitioner in charge of attending to the
delivery, one practitioner in charge of the neonate,
one person to help with maneuvers and, finally,
someone in charge of providing supplies (3, 25).
The pregnant woman must have a patent venous
access and blood type testing is needed given the
risk of postpartum bleeding (21, 22).

In view of the lack of conclusive studies, the
mother may be positioned either vertically or in
lithotomy position (5, 6, 26) and, given the ab-
sence of sufficient evidence, assisting labor with
oxytocin may be an option when uterine dynamics
are not appropriate (1, 5, 18, 25). The Maternal
Fetal Medicine Committee (MFMC) recommends

avoiding amniorrhexis, offering pain management,

monitoring fetal wellbeing (25), as well as monitor-
ing adequate childbirth progression (5, 24).

On the other hand, descriptions point to the
fact that episiotomy must be restrictive (1, 5) and
that, if the cord is tightly streched, it is advisable to
make a loop with it (15). The MFMC recommenda-
tions include abstaining from extracting or pulling
the fetal body (5, 25) (Figure 2) because pulling
on the lower limbs or the trunk disrupts the fetal
cylinder and may cause head deflection or nuchal
arm extension. It also recommends having warm
sponges available in order to wrap the lower limbs
of the fetus (25); likewise, staying calm and waiting
wisely, reserving maneuvers for use only if needed
(5). Finally, delayed clamping of the cord in breech

presentation is recommended (27, 28).

Applicable obstetric maneuvers

in breech delivery

Natural delivery forces are allowed to act freely
until the lower angle of the fetal scapula comes
into view. At that point, the head enters the lesser
pelvis and impinges on the umbilical cord, com-
promising oxygenation, therefore creating the risk
of asphyxia; however, the obstetrician has four
minutes to complete fetal delivery (29-31). De-
spite this apparent urgency, the obstetrician must
remember the predicament highlighted by Stockel,
as cited by Schwarcz: “In breech presentation, fetal
emergence had to be slow until the scapular angle
came into view and then proceed rapidly until the
mouth crossed the vulva, and then slow again until
the head was out completely” (32). This last slow-
ing down of the process is designed to avoid fetal
injuries and tears in the birth canal (32).

The various maneuvers are classified as follows:
those that help with the delivery of the arms and
the head (i.e., Bracht’s maneuver), the shoulders
(i.e., Pajot, Rojas-Lowset), and the after-coming
head (i.e., Mauriceau, Prague) (19, 29, 31).

Bracht’s maneuver: Described in 1935 by Erich

Bracht, a German obstetrician, this maneuver is the
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only one designed to help with the simultaneous
delivery of the shoulders and the head (30, 33). It is
initiated when the lower angle of the fetal scapulae
come into view in the vulva, after the second rota-
tion and when the fetal dorsum is facing forward.
At that point, the fetal thighs and trunk are clasped
with both hands (the thumbs pressing the flexed
thighs onto the abdomen and the remaining four
fingers of each hand placed on the lumbosacral
area) and they are lifted gently without pulling,
thus delivering the arms (30, 33, 34). Then, the
obstetrician brings the fetal buttocks and dorsum
close to the maternal hypogastrium, thus achieving
fetal delivery (30, 33).

For the Uruguayan school, this is a first-line ma-
neuver because it slows the delivery process when the
scapular girdle arrives at the vulvar plane. This consid-
eration is probably based on the fact that it solves 60%
of all vaginal deliveries with breech presentation (32).
Bracht stated: “The art of waiting is a difficult one

and not many obstetricians have the courage or

patience to stand by doing nothing while breech
deliveries occur spontaneously. This becomes even
more difficult if the impatient obstetrician comes
from a century of tradition and the teachings and
writings of contemporary scholars” (35). Juan Leé6n,
the celebrated professor of obstetrics, called Bracht
the “champion of waiting” who established the basic
principle for the care of this type of delivery (23).
Rojas maneuver: Described by Argentine professor
Daniel Alberto Rojas in 1930 (29), it consists of tak-
ing the fetus by the thighs with the thumbs pressing
on the sacrum, forcing it to rotate on its ventral
plane so that the previously posterior shoulder will
become anterior (Figure 3) while the corresponding
arm moves just as revealed by the inferior angle of
the scapula which comes into view under the pubic
bone. With that, the obstetrician may finally grab
the elbow and release the arm. Then comes a “re-
tracing of steps”; the fetal sacrum is grabbed again
bringing the now posterior shoulder back to the

anterior position in a counter-rotation movement

Figure 2. Pulling and extracting the fetal body during labor must be avoided
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of the fetus around its axis, delivering the second
shoulder (29). This maneuver is also known in the
Scandinavian school as Lovset’s maneuver, from a
publication dating back to 1937 (36).

Pajot’s maneuver: It was described by Charles Pajot,
professor of obstetrics at Paris University (9). The
fetal body is lifted in order to pass the hand between
the birth canal and the posterior shoulder, reaching
the elbow so as to extract the upper limb by means
of a motion in which the arm moves over the face
(Figure 4). Then, the anterior arm is extracted using
a similar procedure (9).

Prague maneuver: It was described by Prezos in
1573, but introduced into practice in
1846 by Kiwisch (29). It is performed
after delivering the shoulders, when
the fetal head is engaged (30). With
the right hand, the obstetrician takes
the baby’s lower limbs, using the left
hand to place the index and middle
fingers like a fork on the neck (Fig-
ure 5) (31, 36). With both hands, the
obstetrician pulls down to guide the
occiput towards the symphysis (31)
and then lifts the fetal body placing its
back on the mother’s belly. In order to
ensure success with this maneuver, the
downward traction must be stopped
as soon as the occiput is placed under
the symphysis pubis. It is useful to get
the assistant to exercise pressure on
the fetal head from the abdomen. The
maneuver can also be performed with
the fetal head in occipitosacral position,
following a similar technique known as
the inverted Prague maneuver (31, 36).

Mauriceau-Smellie-Veit maneuver: The
purpose of this maneuver first de-
scribed by Mauriceau in 1668, redis-
covered by Smellie and incorporated
definitively by Veit in 1863 in the Viena
school, is to flex the fetal head to fit

the lower strait in order to help with

its delivery. It is performed when the head is
already engaged in the anterior oblique or trans-
vers occipitopubic position (30). The fetal body
is saddled on the forearm corresponding to the
hand that is introduced through the vagina; at the
same time, the index and middle fingers of this
same hand, with a volar orientation, slide along
the fetal ventral plane towards the fetal mouth
(Figure 6) to find support on the tongue base, try-
ing not to engage the mandible or the floor of the
mouth in order to avoid fetal accidents (30, 31, 33).

It is because of these potential accidents that some

Figure 3. Rojas maneuver

Figure 4. Pajot’s maneuver
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authors prefer to apply pressure on the fetal face
outside the mouth at the level of the malar emi-
nences or the maxilla (37).

On the other hand, the index and middle fingers
of the other hand, with the palm guided along the
dorsal plane of the fetus, are positioned fork-like
around the neck. The fingertips must rest on the
sternum and not on the lateral aspect of the neck,
avoiding as much as possible to use the fingers as
hooks in order not to injure the supraclavicular
neurovascular bundle (30, 31). Next, the two hands
work simultaneously but playing different roles to
maximize fetal head flexion with the help of the
fingers that are already placed inside mouth (chin in
contact with the sternum); the fetal head is rotated
until the occiput is localized to the posterior aspect
of the pubic bone, bringing the fetal head to the
sacral concavity; (30, 31) the fetal head is delivered
while keeping it well flexed and oriented along the
anteroposterior diameter of the lower strait, ap-
plying slight traction downwards until the occiput
comes into view under the symphysis pubis (30, 31).
This traction is applied using the hand that is placed
on the shoulders and not the one
that is inside the fetal mouth (31).
Finally, and only when the occiput is
in view, the fetal body is lifted with
the forearm supporting it pointing
toward the maternal abdomen, and
keeping the head in flexion (30, 31).

Some variations of this key clas-
sical maneuver have been described:
the Arnot maneuver (used preferen-
tially by one of the authors), in which
the head flexion is achieved by plac-
ing the fingers on the maxilla on both
sides of the nose, avoiding the outlet
of the infraorbital nerves, and the
Munoz-Arbat maneuver in which the middle finger
of the hand supported on the fetal neck exercises
pressure on the occiput, flexing the head (37).

Finally, the clinician needs to know and master

the management options to approach the delivery

Figure 5. Prague maneuver

Figure 6. Mauriceau-Smellie-Veit maneuver

obstructed by after-coming head entrapment. In
this regard, release using especially designed forceps
(Piper, 1929), symphysiotomy, emergency cesarean
section with fetal restitution into the uterine cav-

ity (Zavanelly maneuver) and Diihrssen incisions
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(performed at 2, 6 and 10 o’clock, drawing a clas-
sical “Y” at the cervical level) when the obstruction
corresponds to an edematous and rigid cervix,
represent the final options for the management
of this condition (1, 5, 19). If the shoulders have
already been released spontaneously or by means
of obstetric maneuvers such as the Rojas maneuver,
then the maneuver to resort to is Mauriceau’s; if the
latter fails, Piper forceps should be used promptly
(32). Resorting to force when applying the Mauri-
ceau maneuver could be deleterious for the fetus.
Let us remember Doderlein’s postulate, as quoted
by Schwarcz: “Application of the forceps to the
after-coming head helped preserve more babies

alive than the maneuvers themselves” (32).

CONCLUSIONS

The mechanism of childbirth in breech presentation
is complex and requires knowledge of its physiology
and multiple obstetric maneuvers that help ensure
good maternal and perinatal outcomes, when there

is no other care option.

ACKNOWLEDGEMENTS

We are grateful to doctor Hernando Gaitdn-Duarte
for providing the authors with access to classics of

obstetrics literature.

REFERENCES

1. The Royal Women"s Hospital, Victoria Australia.
Management of breech presentation, Clinical Guide-
line. 2012. Available in: https://www.thewomens.org.
au/health-professionals/clinical-resources/clinical-
guidelines—gps/

2. Nafiez H, Ruiz A, Angel E, Bautista A, Sabogal J.
Distocias. En: Nafiez H, Ruiz A (eds.). Texto de obst-
etricia y perinatologfa. Bogota: Lito Camargo; 1999.
p. 105-121.

3. Botella-Llusia ], Clavero-Nunez J. Distocias de los ele-
mentos del parto. Presentacién podalica. Clasificacién
y nomenclatura. En: Tratado de ginecologia, Tomo
I1, Patologia obstétrica. 12 ed. Barcelona, Editorial
Cientifica Médica; 1981. p. 575-599.

4. Arias F, editor. Abnormal Labor and delivery. En:
Practical Guide to High-risk Pregnancy. 2 ed. Mosby
Year Book; 1993. p. 402.

5. Royal College of Obstetricians & Gynaecologists. Man-
agement of Breech Presentation, Clinical Guideline.
UK 2017. Available in: https://www.rcog. org.uk/en/
guide]ines—research—serVices/guide]ines/gthOb/

6. The Royal Australian and New Zealand College of Ob-
stetricians and Gynecologists. Management of Breech
Presentation at Term, Clinical Guideline. 2016. Avail-
able in: https://www.ranzcog.edu.au/RANZCOG_
SITE/media/RANZCOG-MEDIA/Women%275%20
Health/Statement%20and%?20guidelines/Clinical-
Obstetrics/Management-of—breech—presentation—at—
term-(C-Obs-11)-Review-July-2016.pdf?ext=.pdf

7. Royal Cornwall Hospital. Clinical Guideline for the
Management of a Breech Presentation in the Ante
Natal Period, External Cephalic Version (ECV)
and Breech Presentation in Labour, UK 20212.
Available in: http://www.rcht.nhs.uk/Documents
Library/RoyalCornwallHospitalsTrust/Clinical/
MidwiferyAndObstetricsBreechPresentationInThe-
AntenatalPeriodAndBreechDeliveryClinical-Guide-
linesForTheManagementOf.pdf

8. Fianu S, Vaclavinkova V. The site of placental attach-
ment as a factor in the aetiology of breech presenta-
tion. Acta Obstet Gynecol Scand. 1978;57(4):371-2.
https://doi.org/10.3109/00016347809154033

9. Cabero-Roura L. Patologia del parto (III): Presen-
taciones anormales. El parto de nalgas. Conducta
obstétrica. En: Cabero-Roura L, Saldivar-Rodriguez
D, Cabrill-Rodriguez E. Obstetricia y medicina Ma-
terno- fetal. Madrid: Editorial Médica Panamericana;
2007. p. 994.

10. Duffy CR, Moore JL, Saleem S, Tshefu A, Bose CL,
Chomba E, et al. Malpresentation in low- and middle-
income countries: Associations with perinatal and
maternal outcomes in the Global Network. Acta
Obstet Gynecol Scand. 2019; 98(3):300-8. https:/
doi.org/lO. 1111/a0gs.13502.

11. Kozuki N, Katz ], Khatry SK, Tielsch JM, LeClerq SC,
Mullany LC. Risk and burden of adverse intrapartum-

related outcomes associated with non-cephalic and



12.

13.

14.

15.

16.

17.

18.

19.

20.

BREECH PRESENTATION DELIVERY CARE: A REVIEW OF CHILDBIRTH SEMIOLOGY, MECHANISM AND CARI

multiple birth in rural Nepal: A prospective cohort
study. BM] Open. 2017;7(4):e013099. http://dx.doi.
org/lO. 11 36/bmjopen—20 16-013099

Dohbit JS, Foumane P, Tochie JN, Mamoudou
F, Temgoua MN, Tankeu R, et al. Maternal and
neonatal outcomes of vaginal breech delivery for
singleton term pregnancies in a carefully selected
Cameroonian population: A cohort study. BMJ Open.
2017;7(11):e017198. https://doi.org/10.1136/bmjo-
pen-2017-017198

Fonseca A, Silva R, Rato I, Neves AR, Peixoto C,
Ferraz Z, et al. Breech presentation: Vaginal versus
cesarean delivery, which intervention leads to the
best outcomes? Acta Med Port. 2017;30(6):479-84.
https://doi.org/lO.20344/amp.7920

Lai S, Flatley C, Kumar S. Perinatal risk factors for
low and moderate Five-minute Apgar scores at term.
Eur J Obstet Gynecol Reprod Biol. 2017;210:251-6.
https://doi.org/lo. 1016/j.ej0grb.2017.01.008

Mid Essex Hospital Services. Management of breech
birth 4.0. UK 2014. Available in: http://www.meht.
nhs.uk/search/ ?q=breech

Yeoh SGJ, Rolnik DL, Regan JA, Lee PYA. Experience
and confidence in Vaginal breech and twin deliver-
ies among obstetric trainees and new specialists in
Australia and New Zealand. Aust N Z J Obstet Gyn-
aecol. 2019;59(4):545-9. https://doi.org/lO. 1111/
ajo.12931

Petrovska K, Sheehan A, Homer CSE. The fact and
the fiction: A prospective study of internet forum
discussions on vaginal breech birth. Women Birth.
2017;30(2):€96-¢102. https://doi.org/lo. 1016/j.
wombi.2016.09.012

ACOG Committee Opinion No. 745. Mode of term sin-
gleton breech delivery. Obstet Gynecol. 2018;e60-E63.
https://doi.org/10.1097/A0G.0000000000002755
Hofmeyr GJ, Kulier R. External cephalic ver-
sion for breech presentation at term. Cochrane
Database Syst Rev. 2012;10:CD000083. https://doi.
org/10.1002/14651 858.CD000083.pub2

Auckland District Health Board, National Women’s
Hospital, Auckland New Zealand. Breech birth.
Clinical Guideline. 2012. Available in: http://nation-

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

alwomenshealth.adhb.govt.nz/healthprofessionals/
policies-and-guidelines

Nottingham University Hospital. Guideline for the
management of singleton breech presentation in preg-
nancy and labour. UK 2012. Available in: https://vxww.
nuh.nhs.uk/download.cfm?doc=docm93jijm4n1050.
pdf&ver=11159

East Cheshire Hospital. Breech presentation. Clini-
cal Guideline. UK 2013. Available in: http://www.
eastcheshire.nhs.uk/About—TheTrust/policies/M/
Maternity%20Breech%?20Presentation%201907.pdf
Le6n J. El parto en presentacién pelviana. En: Tratado
de Obstetricia. Tomo 1. Buenos Aires: Editorial Cien-
tifica Argentina; 1956. p. 1066-1115.

Peralta Cay6n R. Presentacién de pelvis y de hombros.
En: Obstetricia y Clinica Obstétrica. Bogota: Imprenta
Antares; 1956. P 697-753.

Kotaska A, Menticoglou S, Gagnon R. Maternal Fetal
Medicine Committee. Vaginal delivery of breech pre-
sentation. ] Obstet Gynaecol Can. 2009;31(6):557-66.
https://doi.org/10.1016/51701-2163(16)34221-9
Louwen F, Daviss BA, Johnson KC, Reitter A. Does
breech delivery in an upright position instead of on
the back improve outcomes and avoid cesareans? Int
J Gynaecol Obstet. 2017;136(2):151-61. https://doi.
org/10.1002/ijgo.12033

Rabe H, Diaz-Rossello JL, Duley L, Dowswell T. Effect
of timing of umbilical cord clamping and other strate-
gies to influence placental transfusion at preterm birth
on maternal and infant outcomes. Cochrane Database
of Systematic Reviews. 2012;Issue 8. Art. CD0032438.
https://doi.org/10.1002/14651858.CD003248.pub3
Currea-Guerrero S. La adaptacién neonatal inmediata:
la reanimacién neonatal. Bogota: Universidad Nacio-
nal de Colombia; 2004.

Muiioz-Arbat J. Extraccién manual del feto y versién.
En: Nubiola B, Zirate E, editores. Tratado de Obste-
tricia. Barcelona: Editorial Labor; 1951. p. 963-1020.
Lee ], Greenhill JB, Carrera O, Peralta A, Carrasco
R. Anormalidades por parte del feto presentacién de
nalgas. En: Principios y prictica de obstetricia. Tomo
II. México: Unién Tipogrifica - Editorial Hispano
Americana; 1947. p. 790-830.



Revista Colombiana de Obstetricia y Ginecologia Vol. 70 No. 4 ® 2019

31. Dexus Trias de Bes S, Carrera Macia JM. Parto poda-
lico operatorio. En: Tratado de Obstetricia Dexeus.
Volumen III: Tratado y atlas de Operatoria Obstétrica.
2 ed. Barcelona: Salvat Editores; 1988.

32. Schwarcz RL, Duverges CA, Diaz G, Fescina RH.
Obstetricia. El parto en las distintas presentaciones.
5 ed. Buenos Aires: El Ateneo; 1997. p. 450.

33. UMVF — Université Médicale Virtuelle Francophone.
Manceuvres obstétricales. Comité éditorial de "UV-
MaF 2013-2014. p. 4-29.

34. Feliz Bdez CA. Presentacion pélvica. Manual de ma-
niobras y procedimientos en Obstetricia. Bogota:
McGraw-Hill; 2005. p. 235-245.

35. Dunn PM. Erich Bracht (1882-1969) of Berlin and
his “breech” manoeuvre. Arch Dis Child Fetal Neo-
natal Ed. 2003;88(1):F76-7. https://doi.org/10.1136/
tn.88.1.f76

36. Lovset J. Shoulder delivery by breech presentation.
] Obstete Gynaecol. 1973;44:696-704. https://doi.
org/10.1111/j. 1471-0528.1937.tb14687 x

37. Pschyrembel W Presentaciéndelaextremidadpélvica.
En: Obstetricia practica. 3 ed. Buenos Aires: Editorial
Labor; 1978. p. 135-164.

CONTRIBUTIONS OF THE
AUTHORS

Carlos Fernando Grillo-Ardila: Preparation of the docu-
ment from conception and design through to data col-
lection, review of the intellectual content and approval of
the version sent to the editorial process, preparation of
photographs and participation in graphic design.
Alejandro Antonio Bautista-Charry: Preparation of the
document from conception and design through to data
collection, review of the intellectual content and approval
of the version sent to the editorial process.

Mariana Diosa-Restrepo: Preparation of the document
from conception and design through to data collection,
review of the intellectual content and approval of the ver-

sion sent to the editorial process.

Conflict of interest: none declared.



