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The guiding principles of management of breech presentation now in practice 
at Sloane Hospital are those of conservative, expectant, noninterfering obstet
rics mixed with a liberal attitude in the use of the cesarean section. The author 
is insistent in the belief that, with an adequate pelvis, practically all breech 
deliveries can be managed without difficulty if the labor is allowed to continue 
until there is spontaneous birth of the umbilicus. With this general statement 
of basic policy, he considers some of the details of management. 

The practice of external version is not enforced as being desirable; neither is 
there any serious objection to performing it, especially if done gently. The 
author has not recorded any bad effects from the procedure, perhaps because 
his attempts are half-hearted and he persists only in those that turn easily. 

Unless the pelvis is adequate from documented historical data of past obstet
rical performance, pelvimetry and studies of pelvic morphology are done routinely. 

Induction of labor, except for significant medical complications, is not con
sidered acceptable. 

The first stage of labor is managed with a minimum of analgesic drugs. The 
amniotic sac is preserved for as long as possible until the cervix is completely 
dilated. This is most important in the premature breech which not infrequently 
becomes extruded through a partially dilated cervix that does not impede the 
birth of the small body but poses an almost insurmountable hazard to the safe 
delivery of the larger head. Dilute Pitocin infusion for uterine inertia is not 
contraindicated. 

The second stage may be slow and prolonged by comparison with standards for 
vertex presentations. Such long second stages in the breech are not believed to 
be as significant nor as harmful to the child as they are when the vertex presents, 
especially if the delay takes place below the level of the spines. Often, much time 
is required for the completion of the mechanism of lateral flexion which corre
sponds to extension in the vertex. This is especially true in the frank breech due 
to the splinting effect of the legs. For this reason there may appear to be an 
arrest of descent at this juncture and since the breech is practically on the pelvic 
floor, there is the temptation to interfere. This is one of the critical points in the 
delivery when efficient expulsive efforts are necessary to drive the breech to the 
outlet and over the perineum. In order to achieve this one requires (1) a coopera
tive patient who has been properly briefed, preferably during the last weeks of 
pregnancy; (2) a minimum of the drugs that may cause confusion and ineffective 
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use of the contractions; (3) intermittent administration of some general anes
thetic with pains rather than nerve blocking conduction anesthesia that removes 
the in vol un tary expulsi ve efforts; ( 4) adequate con tractions, made so wi th pitocin 
when necessary. 

Breech extraction is perf ormoo only when there is an obvious threat to the 
baby with evidence of fetal anoxia. An episiotomy is considered mandatory, 
irrespective of the size of the baby. This should be done as soon as the breech 
is on the perineum and the first evidence of perineal distention is apparent with 
contractions. In order to avoid the inhibition of uterine action that may result 
from general anesthesia required for the episiotomy, it is best to perform the 
latter under pudendal block or local perineal infiltration. 

The breech is allowed to deliver spontaneously without traction until the 
umbilicus appears. Only gentle support of the buttocks and guidance of the legs 
are necessary. When the umbilical area appears, a loop of cord is pulled down 
to provide slack and avoid traction at the umbilicus. 

Delivery of the arms is generally best managed by bringing each down from 
under the symphysis. The delivery of the head must be eff ected either by fundal 
pressure from above or with forceps traction from below. When fundal pressure 
is used, the operator simply guides the body and maintains flexion of the head 
by exerting finger pressure against the maxilla. It is emphasized that he does 
not exert traction as he holds the child in the axis of the pelvis in the charac
teristic Mauriceau manner. Only after the child's mouth cornes into view on 
the perineum does the operator make any attempt to actively participate in the 
delivery. At this time the head is delivered by elevating the head and body as 
a unit in an arc around the symphysis as a center. Perhaps the greater safety 
of using forceps lies in that it avoids the hazard of body traction. However, the 
space requirements of the forceps detract from this method of delivery, espe
cially if the pelvis is not overly large. 

(This is an exemplary statement of the essential points in the management of breech 
presentations by an obstetrician of great experience and a sound clinical sense. Were I 
writing it I would not change a word.-Ed. 
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