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Breech Presentation - Summary Clinical Guideline 
 

Reference no.: IP/01:17/B6-2  
 

Mode of delivery and breech presentation at term 

 Women with complicated pregnancies (e.g. IUGR, PET, oligohydramnios) will usually 
benefit from planned LSCS. 

 Women with clear contraindication to planned vaginal breech should be offered a 
planned LSCS 

 Women with uncomplicated pregnancies who declined ECV or ECV was 
unsuccessful and considered suitable for VBB should be informed of the maternal 
and perinatal risks and benefits, both for current and future pregnancies of planned 
versus planned vaginal breech birth. See risks and benefits to be discussed in full 
guideline 

 
Factors Considered Unsuitable for Vaginal Breech Birth at Term 

 Other contraindications to vaginal birth e.g. placenta praevia 

 Footling or kneeling breech presentation 

 Clinically small pelvis (there is no evidence of benefit from radiological pelvimetry) 

 Significant IUGR (less than 2000g) 

 Large baby (EFW > 3800g) 

 Hyperextended fetal neck in labour 

 Previous CS (relative CI- see below) 

 Absence of clinician trained and ideally skilled in vaginal breech delivery 
 
Intrapartum Management of Planned Vaginal Breech Birth 
The decision to proceed with vaginal breech birth should be made by a Consultant 

Obstetrician. Vaginal breech birth should take place in a hospital setting with immediate 

access to facilities for emergency CS and neonatal resuscitation and availability of personnel 

trained in breech vaginal birth. Induction of labour can be considered by Consultant only in 

individual circumstances if favourable.  

On presentation in labour: 

 Assessment by the obstetric registrar or Consultant to make sure there is no 
contraindication to continuing with the plan for VBB.  

 Inform the senior clinical midwife in charge, Duty Consultant Obstetrician and 
Anaesthetic registrar.  

 Obtain IV access, FBC, G&S 

 Administer Ranitidine  

 Abnormal progress should be actioned promptly and escalated to a senior member of 
midwifery & obstetric staff.  

 Augmentation of established labour is not  generally recommended although it may 
be considered in a primp where there is clear evidence of inadequate uterine activity. 
Decisions about the use of syntocinon should only be made at Consultant level.  

 Whilst most obstetricians would recommend epidural analgesia there is no clear 
evidence that its use improves outcome so women should be given a choice and 
decisions about epidural analgesia individualised. It may be useful to ensure 
adequate analgesia for maternal co-operation at delivery. It is particularly useful for 
the preterm breech to reduce the risk of pushing the breech through an incompletely 
dilated cervix 
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 Continuous electronic fetal monitoring is recommended. This can be either by 
external transducer or by internal electrode applied to the fetal buttock.  

 The adjunct of FBS from the fetal buttocks is generally not advised although there 
has been one small study which suggests that acid-base values from the buttocks 
are accurate. 

 VE should be done to exclude cord prolapse following SROM.  

 ARM only indicated either to accelerate labour, check colour/amount liquor (to 
identify signs of fetal distress) or to apply electrode to fetal buttock. 

 Delayed descent of the breech in the second stage of labour should be considered a 
sign of relative fetopelvic disproportion. Delivery by CS should be considered by the 
registrar or consultant. 

 
Vaginal Breech Delivery 
Delivery should be undertaken by a suitably trained practitioner. Full dilatation should be 
confirmed by the obstetric registrar or Consultant prior to commencement of active second 
stage and active pushing avoided, if possible, until the breech is on the pelvic floor. 
Adequate analgesia should be encouraged to optimise maternal co-operation. The 
anaesthetist and Paediatrician should be available for delivery. Equipment for assisted 
delivery of the after coming head and neonatal resuscitation should be available in the 
delivery room. 

 Recommended posture at delivery: dorsal position or in lithotomy  
 Episiotomy for the same indications as cephalic presentation.  

 Spontaneous delivery of the buttocks and limbs is recommended. If rotation of the 
sacrum as the shoulders enter the pelvic inlet does not occur: to have hands poised 
ready to facilitate rotation 

 If the legs do not deliver spontaneously: facilitate by pressure on the medial aspect of 
the femur to achieve flexion of the knee joints (Pinards manoeuvre).  

 With the next contraction and maternal effort the fetal trunk should deliver and the 
anterior tip of the scapulae becomes visible, reflecting the descent of the shoulders 
through the mid-pelvis. Descent of the shoulders is generally in the oblique diameter 
rotating on reaching the pelvic floor so that the bisacromial diameter is AP and 
externally the sacrum is transverse. If this anticipated descent does not occur it may 
be necessary to apply some gentle downward traction, during a contraction with 
maternal effort, by placing hands as described above. 

 The arms will often deliver spontaneously at this point, with the posterior shoulder 
and arm delivering first, followed by the anterior shoulder and arm. Alternatively they 
can be gently ‘hooked down’ by running a finger over the shoulder and down to the 
elbow. 

Delayed delivery of the arms can be managed by one of the manoeuvres suitable as per 
training. There is no evidence to suggest one method is better than the other.  
 

The fetal head engages in the oblique or transverse diameter of the pelvic inlet, usually with 
the occiput anterior or transverse. The weight of the baby assists further descent through the 
midpelvis and the flexed head, face and forehead fill the sacral curve as rotation occurs to 
the anterior position. The baby should be supported as the fetal head flexes and engages in 
the pelvis. Engagement of the head is normally recognised by visualisation of the nape of 
the fetal neck under the symphysis pubis.  
 
Delayed engagement of the fetal head can be managed by appropriately trained methods. 
There is no evidence to suggest one is preferable to the other.   
 

 
Administration of oxytocic for the 3rd stage should only occur after delivery of the fetal head 
 
 


