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I 

T IS commonly thought that breech presentation, while having little effect 
upon maternal mortality, and small effect upon maternal morbidity, definitely 

increases the danger to the fetus, and that this added risk over vertex presenta- 
tion is due largely to asphyxia and birth injury. The fact that the birth of the 
child must occur within a few minutes after expulsion to the level of the um- 
bilicus, or compression of the cord may occur, also often results in birth injury 
from efforts on the part of the obstetrician to overcome dangerous delay in 
delivery. 

There are also other hazards to the fetus, information about which has not 
been so widely disseminated. In order to gather more data as a background for 
better management, we have reviewed the recent literature and studied a moder- 
ately large group of breech cases occurring in 25,532 deliveries, during two five- 
year periods, 1933 to 1937, and 1942 to 1946. 

The commonly reported incidence of breech presentation is from 2.1 per 
cent? to 6.32 per cent.36 In our group of 25,532 deliveries, breech presentations 
occurred in 1240, or 4.8 per cent. At variance with the usual statements relative 
to etiological factors, pelvic contraction, as an obstacle to engagement of the 
vertex, seemingly has little or no effect in the production of breech presentation. 
Pelvic contraction occurred in only 2.7 per cent, actually a rather low incidence. 
In our experience, other commonly st’ated causes, such as placenta previa and 
the toxemias, are important only as a cause of premature labor. We were able 
to find no statistically discernible cause for breech presentation other than pre- 
maturity and twin pregnancy. 

VartaP asserts that the reason why breeches persist until term is not to be 
sought in factors which prevent the head from engaging but are those which 
prevent spontaneous version from taking place and believes that extension of 
the legs is a prime factor, by giving the fetus an extended attitude. 

Fetal Mortality 

It is generally conceded that breech presentation entails more danger to 
the fetus than does vertex, but there has been consider&ble disagreement as to 
the exact degree of this added risk. There is also some debate as to the parts 
played in this increased mortality by the presentation itself and by other fac- 
tors which might be the cause of the presentation. In an attempt to arrive 
at an answer to the question, different calculations have beeu used which 
make comparisons difficult and have led, at times, we believe, to doubtful con- 
clusions. A common error has been the acceptance of the gross or total fetal 
mortality as representing the percent,age risk for all groups of breech presen- 
tations. 

*Read, by invitation, at the seventy-flrst annual meeting of the American Gynecological 
Society, Williamsburg, Virginia. May 24 to 26, 1948. 
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Gross Fetal MortaZity.-In consulting the literature, six authors gave as 
gross fetal mortality all stillbirths and neonatal deaths occurring from the 
t,wenty-eighth week of pregnancy to term. These mortalities varied from 11.5 
per cent1 to 35.3 per cent.2g 

In our cases for the five-year period 1933-1937, among 773 breech deliveries. 
there were 244 stillbirths and neonatal deaths, 31.6 per cent. The vast majori 
occurred among very immature babies. although a considerable number were 
dead on admission or had malformations incompatible with life. For the five- 
year period 1942 to 1946. there were 51 deaths among 467 deliveries of breech 
cases, 17.4 per cent. 

Corrected Petat Mortality.-Since it is obvious that a considerable number 
of deaths occurring in the gross rate cannot be attributed to the presentation. 
deductions have been made in -order to determine the fetal mortality due to the 
presentation itself. It! therefore, seems reasonable to deduct (1) nonviable prc- 
matures (less than 1,500 Gm., 3 pounds, 5 ounces), (2) babies with fatal mnl- 
formations, and (3) those who were already dead on admission. Correction b?- 
deduction for deaths due to prolapsed cord and to maternal complicalions, lrow- 
ever, seems indefensible. Whether or not twin pregnancy, with one or both 
fetuses presenting by breech. should he deducted or included has been debated 
in the literature. Actually, this is of little importance since t.he small number 
of multiple pregnancies would have little statistical effect. We have included 
only cases in which the first, twin present,ed by breech and considered it as OII(* 
case. 

With the above corrections, eight reports reviewed showed mortality rat.es 
of 5.38 per cenP to 22.7 per cent.’ Our mortality for the 1933 to 1937 period 
showed 53 deaths in 538 cases, or 9.9 per cent, and for the 1942 to 1946 period 
was 30 deaths among 446, or 6.7 per cent. 

Corrected Premature Mortcrlity.-It is a fairly common belief t,hat breech 
presentation is especially dangerous for the premature child, This danger has 
been ascribed to the chance of delay in delivery of a relatively large hoad 
through a birth canal inadequately prepared by the small body and shoulders. 
This has probably been too much emphasized by the inclusion ‘in many reports 
of very immature fetuses who would have little chance to survive with any 
presentation. If we arbitrarily assume, as is customary, that birth weights hc- 
tween 1,500 Gm. (3 pounds, 5 ounces) and 2,500 Gm. (5 pounds, 8 ounces), for 

babies alive on admission and having no gross developmental defects, represent:; 
viable prematurity, we were able to find in the literature mort.ality ra.tcs varying 
from 14.3 per cent to 48.6 per cent.32l 33, 36 Morton32 also states that the general 
mortality for all premature babies in his hospital was 36.8 per cent. In our 
group of such babies there were 145 with 37 deaths, 24.1 per cent. Forty-five 
weighed less than 4 pounds, with 42.6 per cent mortality; 58 weighed between 
4 and 5 pounds, of whqm 19.3 per cent died, and 42 weighed over 5 pounds but 
less than 5 pounds, 8 ounces, with 10 per cent deaths. If it is remembered that 
our figures include bot,h stillbirths and neonatal deat,hs, t,here is apparently no 
indication of a definitely increased risk for viable prematures presenting by 
Ijreech. In this connection, with very premature babies (3 pounds, 5 ounces, to 
4 pounds) it is interesting to note that the mortality rate for the first five-yea] 
period (1933 to 1937) was 55 per cent and for the last five-year period (1.942 to 
1946) was 37.5 per cent, due, we believe, t.o better premature care in t,he later 
group. 

Corrected Term Mortality.-Variations of opinion as to what constitutes a 
full-term fetus have given rise to considerable confusion in the literature as to 
the interpretation of results, and, at times, to false conclusions. Some authors 
apparently relied on the questionable estimate of maturity from the reported 
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last menstrual period. Others made no mention of, or were too indefinite con- 
cerning, size and maturity. The majority of authors, however, agreed that a 
fetus weighing 2,500 Gm. (5 pounds, 8 ounces) or over is mature insofar as its 
ability to survive is concerned. We have reviewed ten reports in which the 
results for term babies were,computed by this criterion (with deduction for gross 
malformations and fetuses dead on entrance). There was considerable variation 
in results, especially where small numbers of cases were concerned. Mortality 
rates for 200 cases or more varied from 8.5 per cent4 to 12.5 per cent.17 Our 
stillbirth and neonatal mortality in both groups of cases (1933 to 1937, I942 to 
1946) was 42 deaths in 800 deliveries, or 5.2 per cent. 

TABLE I. COMPARATIVE FETAL MORTALITY (FOR VIABLE TERM BABIES) 
- 

-- 

1933 to 1937 
1942 to 1946 
Both periods 

GENERALFETALMORTALITY 
(PERCENT) 

1.8 
1.1 

BREECHMORTALITY 
(PERCENT) 

E 
5:2 

Special Factors in Breech Mortality 
Prolapse of the Umbilical Cord.-Authors reporting the incidence of pro- 

lapsed cord vary in percentages from 0.942 and 11.9.35 Among a total of 5822 
cases of breech in the literature reviewed, this complication occurred in 2.9 per 
cent. Among our 984 cases with viable babies, the cord prolapsed 31 times, or 
in 3.2 per cent. Caldwell and Studdiford3 gave an incidence of 0.5 per cent in 
6947 cases for all positions, and this is close to the accepted average. It is ap- 
parent, therefore, that prolapsed cord in breeches is about six times that for all 
presentations. 

The importance of prolapsed cord in relation to fetal death in breech presen- 
tations, then, is evident. In 159 cases reported by seven authors, there were 68 
fetal deaths, about 43 per cent. So definite is the fetal danger that Studdiford3v 
and Sherman38 strongly advise routine vaginal examination on rupture of the 
membranes in order to be immediately aware of the complication. In our 31 
cases there were 10 deaths, or 12 per cent. In other words, approximately 3 per 
cent of the cases with prolapsed cord are responsible for 12 per cent of the total 
mortality. 

Contracted Pelvis.-The danger to the fetus, with contracted pelvis, is 
recognized throughout the literature. Particularly dangerous are the mild con- 
tractions which are frequently-overlooked, with disastrous results. As yet, there 
seems t,o be no adequate method which provides a comparison of the size of the 
fetal head in the fundus with that of the pelvis. The existence of cephalopelvic 
disproportion, then, is often not discovered until late in the second stage of labor. 
when the child is seriously endangered from asphyxia or from urgent.ly indicated 
attempts at delivery. The seriousness of the complication as a factor in breech 
presentation is evident from various reports.3’ 5, I29 I’ As an example, Gordon, 
Garlick, and Oginz17 found a 31.7 per cent fetal death rate in primiparas a.nd 
32.6 in multiparas. In the material here reported, we found 22 contracted pelves 
(2.7 per cent of term cases), of which 70 per cent were delivered by cesarean 
section. There were no fetal or maternal deaths. 

Birth Weight.-The weight of breech babies we believe to be an important 
factor in mortality rates. Most writers are in agreement that large babies pre- 
senting by breech have a high death rate. Mohler2v* 3o reports that 50 per cent 
of primiparous breech babies weighing 8 pounds or over, died. Experience of 
others also shows that there is a higher-than-average death rate from small, but 
viable babies. The best results are obtained with babies of medium weight.‘* 16* 52 
Our result in the first group of cases would tend to confirm this : 
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TABLE II. MORTALITY RATES AND BIRTH WEIGHTS 
-- .zzL 

;5LBS.8OZ. 6 LB% 7 I,B,S. 8 LBS. 9 LBS. 
TO TO TO 12 ) AND 

5 LESS. 15 OZ. 6 LBS. Jj; OZ. 7 LBS, 15 OZ. 8 LBS. 1.5 OZ. OVER 
PER CEP;T PER CENT PFR (‘EKT 1 PER CEST PER WN’I‘ 

DIED DIED DIEn nIED mm -__-- 
Primiparas 14.8 7 1.4 16.7 50" 
Multiparas 6.1 1.4 3.4 7.9 17.9 
All cases 10.0 4.4 2 . c5 11.3 20.0 ---.- 

*Only 2 cases. 

Prank Breech.-In previous studies, Siddall and 15”3 63 drew attention to the 
fact that several authors have expressed the belief t,hat there is a higher fetal 
mortality associated with frank breech deliveries. In our first group of cases, 
1933 to 1937, we were unable to confirm this and even stated that, in our experi- 
ence, after grouping as to parity and further subdivision as to premature and 
term babies, there was without exception a lower mortality for frank breech. 

In our 1942 to 1946 cases with viable babies, I am unable to confirm a lowel 
death rate for frank breech except for premature primiparas and term multip- 
aras. For premature primiparas. the fetal death rate was 12.5 per cent for 
frank breech and for other breech presentations, 14.2 per cent. For term mult,ip- 
aras, the percent,age was 0.0 for frank breech and for other breech presentations, 
3.5 per cent. It would seem, therefore: that frank breech is associated with litt,le 
if any added risk to the fetus. 

Parity.-Statements in the litera.ture vary considerably in regard t’o parity 
as a factor in fetal mortality, although it might naturally be expected that they 
would ascribe a higher rat,c for primiparas. And this seems to be borne out by 
the available data. Nevertheless, King and Gladdenz2 report mortality rates of 
7.7 per cent for primiparas and 12.5 per cent for multiparas, for babies weighing 
over 5 pounds. They offer in explanation t.he fact that dead babies in this group 
averaged 1 pound, 4 ounces heavier when born of multiparas. 

Our experience is shown in Table III. 

TABLE III. STILLBIRTH AND NEOKATAL MORTALITY RATES FOR VIABLE BABIES OF PRIMIPARAS 
AND MULTIPARAS, 1933 TO 1937 AND 1942 TO 1946 

TOTALMORTALITY PREMATURE MORTALITY TERMMORTALITY 
PRIMIPARAS MULTIPARAS PRIMIPARAS MULTIPARAS PRIMIPARAS MULTIPARAS 
(PERCENT) (PERCENT) (PERCENT) (PERCENT) (PERCENT) (PERCENT) 

5.7 7.8 13.8 31.9 4.7 3.4 
194.3 to 1946 

3.1 5.0 13.3 31.0 1.5 1.4 

An interesting and surprising finding is the high mortality of premature 
babies of multiparas. This has been noted elsewhere in the 1iterature.l It seems 
obvious that this is responsible for a reversal of the relative results for the com- 
bined and for full-term deaths. A partial explanation can be found in the 
greater proportion of large prematures (5 pounds to 5 pounds, ‘7 ounces) deliv- 
ered by primiparas, 40 per cent as compared to 23 per cent by multiparas. It 
is also possible., as term babies are larger in multiparas, that premature babies 
of the same weight might actually be less mature and therefore more likely to die. 

Length of Labor.-There is little evidence in the recent literature’, I*, w  2i, :ii 
to support the belief that breech labor is likely to be prolonged with adverse 
effect upon the fetus. In oqr groups, the average length of labor for women 
whose babies weighed 5 pounds, 8 ounces and over and died, was 20 hours, 15 
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minutes. There were two cases of much-prolonged labor due, apparently, to pri- 
mary inertia that contributed to this average. Without these two cases, the 
average length of labor was 12 hours, 20 minutes. From the data available, it is 
questionable that breech presentation, in itself, is associated with sufficient pro- 
longation of labor to be a factor in fetal mortality. 

Age of Primiparas.-We have always felt apologetic when using the term 
‘ ’ elderly primipara, ’ ’ especially when applied to women in their thirties, as an 
indication for various obstetrical procedures. Nevertheless, the literature’! ‘, “, 42 
and our own experience show an increasing death rate for breech babies of 
these women; and this is especially true if the babies are large. From 1933 to 
1937, for term babies of primiparas over 30 years, the mortality was 13.3 per 
cent compared to 6.8 per cent for the younger group. In our 1942 to 1946 group, 
the deat,h rate was 10.5 per cent for primiparas of 35 years or more, as com- 
pared to 5.8 per cent for those under 30. 

Early Rupture of the Membranes.-We have been unable in the material 
at hand to show any increased fetal risk for dry labors with breech presentation. 
There seemed to be the same accelerating effect on labor, insofar as we could 
judge, due to early rupture of the membranes, that has so frequently been ob- 
served for vertex presentations. In our opinion, the increased risk is due to the 
danger of prolapse of tb cord with early rupture of the amniotic sac, rather 
than to any effect upon labor. 

Skill of Attendant.-It has been said that there is “no substitute for ex- 
perience ’ ’ and this dictum holds true, we believe, in the management of breech 
cases. In previously quoted figures in this report, we have shown increasingly 
better net fetal death rates in later years. In the first series, 1933 to 1937, ap- 
proximately two-thirds were delivered by internes and residents in training, 
with the usual supervision. In the 1942 to 1946 group, at least 95 per cent were 
delivered as private patients by a staff composed largely of diplomates of the 
American Board of Obstetrics and Gynecology. 

Other factors affecting the net mortality rate were the same for both groups. 
Pertinent to this is Dieckmann’s statement6” that his corrected mortality rate for 
term babies is 4.2 per cent and Tomkins’ report5” of 2.7 per cent net mortality 
in a group of patients, all of whom were delivered by Board members. The fact 
remains, however, that breech delivery, in any hands, is associated with a higher- 
than-average fetal mortality. 

Treatment 

It is not necessary, we believe, in a study of this kind to give detailed 
management of breech presentation during labor and delivery. While we do 

not intend to ignore the value of proper management, this can be found in all 
textbooks and in numerous papers. There are, at times, interesting new ap- 
proaches being advocated and several of the older procedures might well be 
re-examined. Among these are : 

Prophylactic External Version.-As we have shown that breech presenta- 
tion, even with expert management, is associated with an inevitably increased 
fetal risk, it becomes obligatory at least to consider prophylactic external version 
for conversion to a more favorable position. This procedure has been objected 
to on grounds of the risk involved, which might arise from separation of the 
placenta and from entanglement of the umbilical cord ; and on the grounds that 
there is a certain percentage of failure or reconversion back to the original 
breech presentation. The degree of risk involved, of course, far outrveighs all 
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other objections. This apparently is slight, when done gently and without anes- 
thesia, as shown by preponderance of evidence in the literature, seventeen out of 
twenty-one authors recommending it. 

External version, however, is not universally successful, especially if done 
early. ’ Vartanso states that breech presentation is common until the 34th week, 
so common that it must be regarded as a normal occurrence at certain stages of 
pregnancy, and found 680 spontaneous conversions to vertex among 1000 cases 
after the thirtieth week. The majority of these had occurred by the thirty- 
fourth week, although 28 were spontaneously converted to vertex in the thirty- 
fifth and thirty-sixth weeks. Spontaneous version is rarely followed by recon- 
version to the original breech (only 5 per cent) while RyderJ5 finds that recon- 
version occurs in 33 per cent of external versions. There is a tendency for a 
higher percentage to reconvert if they are done early, while, after the thirty-first 
to thirty-second week, this tendency diminishes. External version then, while 
technically easy, is not universally successful, but we believe deserves an ade- 
quate trial in an effort to lower fetal mortalit,y from breech presenta.tions. 

Cesarean #e&ion.-It is well to recognize at the beginning of any discussion 
of cesarean section for breech cases, that it has, with few exceptions, a fetal indi- 
cation only. We have stated before, and are borne out by the literature, tha,t 
there is very little, if any, added maternal risk from breech delivery. There is, 
however, a definite added risk to the mother from cesarean of from three to t,en 
times that of vaginal delivery. It also carries with it possibilities of trouble in 
future pregnancies. The subject then resolves itself around the question as to 
what degree of fetal danger permits an added maternal risk, by abdominal 
section, for its relief. We have shown, I think, that, in at least three groups of 
cases, there is so great fetal loss that cesarean should be considered if prophg- 
lactic version fails. 

Contracted pelvis, even in the very mild degrees, is especially dangerous to 
the child presenting by breech. As mentioned before, we have found no reliable 
method of estimating disproportion with the head in the fundus. Therefore, we 
think that delivery by cesarean section is indicated from the fetal standpoint 
whenever any degree of disproportion seems probable. In our twenty-two full- 
term cases, section was done in fifteen and no babies or mothers died. We realize 
that it is impossible to draw conclusions from so small a group of cases, but our 
results are apparently different t,han those found in reports where a high per- 
centage of sections was not done. 

As noted before, fetal mortality is high in primiparas over 30 years of age, 
and particularly so after 35 years. In the primiparas over 35, there is fre- 
quently such a great desire for a living child as at least to merit consideration of 
delivery by section. We believe that the prospective parents, after explanation 
of the relative fetal risks, should have a voice in the choice of procedure. 

From data previously presented, birth weight appears to be an important 
and frequently overlooked factor in fetal mortality. Babies of medium weight 
show only a moderately increased mortality, but for larger babies (8 pounds and 
more) the rate becomes excessive, particularly for primiparas. We realize that 
there is no accurate method of estimating the size of the unborn child, but we 
can usually classify the fetus as large, medium, or small. Should the size be 
large, in the interest of the child and from all evidence collected, we believe thal, 
careful consideration should be given to delivery by cesarean section, particu- 
larly if the patient is a primipara. 

It is evident that combinations of two or more of these factors make section 
more likely to be the procedure of choice. 

Early Breech Extraction.-As early as 1926, Irving and Goethals”l reported 
a reduction of fetal mortality in breech presentation by the use of routine breech 
extraction as soon as the cervix was completely dilated and GoethalP, 16, 45, M, d8 
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has continued the discussion in subsequent publications. He states that extrac- 
tion is undertaken after, but not necessarily immediately after, attainment of 

full dilatation with respect, to the breech, and indicates that stillbirths and neo- 
natal deaths have been reduced 50 per cent by this policy, his personal rate being 
2.3 per cent. Potter, Erving, and Brown 60 believe that no patient with breech 
presentation, after complete dilatation of the external OS, should be allowed to 
proceed into the second stiige of labor. On the other hand, Caldwell and St,uddi- 
ford,3 after a trial, opposed routine extra&on. 

We have been reluctant to adopt the routine procedure and have resorted 
to breech extra&ion only when indicated. However. indications have been 
broadened considerably and, at different periods covered by this report, from 35 
per cent to 65 per cent of cases have been delivered by breech extraction. WC 
believe t,hat further trial by experienced obst,etricians is Indicated. 

Episiotonlly.-In our experience, maternal morbidity in breech presentations 
can be expressed largely in terms of severe perineal damage and we believe 
almost routine episiotomp is indicated, not only for the benefit of t,he mother, 
hut also for the protection of the fetal head and brachial plexus. 

CM-P of P~enlatlLr~s.-I!nt,il more is known in regard to the preuention of 
prematurity, more attention to the care of the premature infant, in special 
nurseries, by trained personnel, will help to lower mortality in this large group 
of cases. 

Summary 

The fetal risk in breech presentations is more than with vertex, even in 
expert hands. 

The maternal risk is not increased, and mortality can be explained by as- 
sociated conditions not concerned with the position of the fetus. Slight increase 
in maternal morbidity is largely the result of a higher incidence of severe 
perineal injuries which can usually be prevented by episiotomy. 

The very high gross fetal death rate is to a great extent due to the inclusion 
of very premature infants who would have little chance of survival with any 
position, of those having severe malformations, and of those who are already 
dead on admission. 

We are unable t,o find an increased risk for viable prematures when present- 
ing by breech. 

StiIlbirth and neonatal mortality for term babies is for 1933 to 1937 6.5 per 
cent, for 1942 to 1946, 3.5 per cent. 

There is a definitely added risk to breech babies from prolapsed cord which 
occurs ahout six t,imes as frequently as in vertex positions. 

Birth weight is an important factor in fetal death for breech babies. Babies 
of medium size have the best, chance of survival when delivered vaginally. 

Although it is thought by some authors to be associated with a definitely 
higher death rate, we were able to show very little, if any, higher mortality for 
frank breech. 

Tncreased length of labor is not, a factor of importance in a higher death 
rate. 

Babies of elderly primiparas with breech presentat,ion have a high mortalit) 
rate if delivered vaginally. 
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Prophylactic version as a method of reducing breech mortality, we believe, 
deserves more universal consideration. 

Elderly primiparas, cases with pelvic contraction, even though of mild 
degree, primiparas with large babies, and cases with various combinations of 
these conditions deserve careful eonsideration of delivery by cesarean section. 

Bett,er care of prematures should help reduce mortality among those de- 
veloped sufficient,ly to survive extrauterine life. 

Acknowledgment is made to Dr. Robert Crissey, Associate Resident in Obstetrics and 
Gynecology, Harper Hospital, for his valuable aid in the collection of dat.a for the preparation 
of this manuscript. 
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Discussion 

DR. M. PIERCE RUCKER, Richmond, Virginia.-In the middle trimester of pregnancy, 

the fetus commonly presents by the breech; consequently, if the patient goes into labor pre- 

maturely, breech presentation is frequent. At term, the majority have rotated to a cephalic 

presentation, unless there is something that prevents spontaneous version. Hydrocephalus and 

major deformities of the fetus and various degrees of double uterus are common causes of 

breech presentations. Way, of Newcastle-on-Tyne, is of the opinion that the miillerian ducts 

fail to fuse completely into a normal single uterus in over 1 per cent of patients and that 

this is a common cause of malposition. One can see then that breech delivery must carry a 

high gross fetal mortality, since many fetuses are premature, many have deformities that. 

are incompatible with continued life, and many are born by imperfect uteri. What is the 

actual hazard of breech delivery, is an important question which Dr. Seeley has undertaken 

to answer from his experience at the Harper and the Herman Kiefer Hospitals and from a 

review of the recent literature on the subject. After the prematures, the babies with de- 

formities incompatible with life, and those who were dead before labor began were eliminated, 

there was a mortality of 3.5 per cent in his five-year group, 1942 to 1947. He is to be con- 

gratulated on this low figure, but low as it is, it is 2.4 per cent higher than his general fetal 

mortality for the same period. In analyzing the causes for this difference, he found that 

prolapsed cord accounted for 12 per cent of the total mortality. This accident occurred 

31 times in 984 cases with viable babies, or 3.2 per cent. When I first read this, I thought 

that the frequency of prolapsed cords was unusually high. I find, however, that in the past 

five years I have had eight prolapsed cords in breech cases, which is slightly less than 4 

per cent. It just goes to show that impressions are often wrong. In only two instances did 

the accident have any influence on the fetal outcome. I was surprised to learn that a viable 

premature had as good a chance of survival in a breech delivery as in a cephalic. My impres- 

sion was to the contrary, but then again my impression might be wrong. I did not have time 

to check this one. 

The hazard of a breech birth through a contracted pelvis is a well-recognized one. 

However, it plays no part in Dr. Seeley’s series, as there were only 22 patients with contracted 

pelves and he delivered 70 per cent of them by cesarean section. He had no deaths in this 

group. 

I was quite interested in his table showing the mortality rates in relation to birth 

weights. Of the babies who weighed between 51/ and 6 pounds, 10 per cent were lost. Of 

the B-pound babies, 4.4 per cent were lost, as contrasted with 2.5 per cent of the 7 pounders. 

When, however, the baby weighed 8 pounds, 11.3 per cent were lost and, of the 9 pounders, 

20 per cent were lost. My experience is in accord with this finding. 

At the first American Congress of Obstetrics and Gynecology, the subject of breech 

deliveries was assigned to me. At that time I charted the babies by total length. The fetal 

loss fell as the total length approached 50 cm., only to rise sharply in the small group of 

postmatures. Dr. Seeley ‘s experience confirms the general belief that the elderly primipara 

Association ATIDE 
Centre de Documentation ARIANE



122 SEELEY 

is a. poor subject ,for a breech delivery. His fetal death rate in this group was twice that of 

f he young primipara. His figures also show that results are better when the breecxh delivery 

is conducted by experienced operators. Nowhere in obstetrics do skill and judgment show 1 o 

better advantage than in the management of‘ breech presentations. 

In the practical management of breech delivery, I am glad that Dr. Seeley emphasizrtl 

episiotomy. Too much emphasis cannot 1~ put upon this. Tt should be done in every WPV. 
The incision should be wider than you think is necessary and even then jt will frequently 1~ 

too small. This is especially likely to be so if you follow the plan of delivering the baby 

soon after the cervix is fully dilated. If the birth canal has been properly prepared, the bab? 

should roll out with the gentlest of guidam-r. SomeCrnes the cervix u?lI close down on the 
aftercoming head. When that happens, it is easier to push the cervix up over the heat1 with 
your fingers than it is to push or pull the head through the ~rvix. I have never seen this 

maneuver described, but it has served me well for years. 

As to prophylactic version. mu(-Ii tan be s:ti,l on either rillr. Kellogg lists external 
version among the c:iuses of premat cr(’ :eparatiou of the plarruta and Gibber11 in a recent 

article says that there is no correlation between the forl*e usel? and the aniouiit of hemorrhage, 

nor between the amount of hemorrhage and the prognosis for the fetus. 

I have studied recently the rleliveries for the past four years in the Johnston-1Villis 

Hospital (Richmond, Va. 1, ant1 the ones that. I and my associates had conducted in the same 

period elsewhere. There were -1,848 deliveries with 223 breech presentations or 4.6 per cent. 

The gross fetal mortality was 16 per cent. Thirty breech presentations were in t,win preg- 
nancies. There were 193 breech presentations in single pregnancies, and of these 31 babies 

were lost. Twenty fetuses measured less than 40 cm. In other words, PO mothers did not 

reach the stage in whicah external version is even considered. Eleven were possible candidates 

for external version. Of these candidates, four had babies measuring 41, 42, 42, and 46 cm. 

total length, and weighing less than 1,500 Gm. Had external version been attempted on 
these mothers, the question would naturally have arisen, did the manipulation cause the 

premature labor9 Two mothers were toxic and had stillborn infants, and it was thought that 
the result would have heen the same regardless of the method of delivery. There were two 

Cases of hydrocephalus and one of’ these in addition had a spina bifida. Tn one cast there uxs 
a prolapsed, pulseless c*.ord when the patient lvas first seen, and the baby was macerated. 

In the two remaining fetal deaths hemorrhages into the suprarenal capsule occurred. Yinre 

this lesion is twenty-two times more frequent in breech deliveries than in cephalic presenta- 

tions, it is fair to say that it would have been better had these babies been turned prophy- 
lactically. On the other hand, among the 4,848 cases, there mere eight external versions. One 

of these babies had convulsions hut apparently recovered rompletely. One baby was lost. 

The mother had a bicornate uterus. Rxternal version was performed twice. Two days aftrr 

t,he second version the mother hall a hemorrhage. Shortly afterwards she went int,o la.hor 

and had a stillborn infant measuring 48 nn. There was :I low-lying placenta. Whether 

the manipulation caused the bleeding or not, I cannot say. Ha11 I been wise enough t,o have 

done an external version on the two c+asrs that hac7 hemorrhagez into tlic suprarenal gland 

and to have refrained from doing it on the patient who proved to have a hicornatr uterus, 1 

might have saved three hahies. 

I believe that. external version is especially indicated when there is any question 01’ 

disproportion. If the head can be gotten into or above t.he superior strait, you can better 
judge the relative size of the fetal head and the maternal pelvis. Roentgen-ray mensuration 
of the fetal head when it is under the mother’s ribs is apt to be very misleading. Someone 

has suggested that the mother be x-rayed in the prone position so as to bring the head as close 

to the film as possihle. I have had no experience wit,h such a posture, but. T tlo know that a 
picture with the mother in the supine position is WOI’RC than useless. 

In conclusion, I would like to ask Dr. Seeley why there were so many more hreecah ?ases 
in his first series than in his second? In 19X$ to 391y7 there bvere 773 bree(-h deliveries an(l 

in 1942 to 1946 there were only 467. Has he found a may of decreasing the number of 

premature deliveries? If he has, that, would be. to my minll, the most vnlua.ble part of t.he 

discussion. 
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DR. PAUL TITUS, Pittsburgh, Pa.-Dr. Seeley’s splendid summation of the subject 
of breech presentation is di6cult to discuss adequately because it touches on so many 

different points of importance. Fetal mortality is the criterion which he has used in judging 

what is safe and what is dangerous in this complication. 

His paper clarifies many points, and leaves others still somewhat unsettled, probably 
purposely so. For example, he establishes, contrary to a common impression, that pelvic 

contraction is not a probable etiological factor in breech presentations; that the etiology of 

this condition is more likely to be fetal than maternal, and that prematurity is one of the 
chief fetal factors. 

He finds from his extensive analysis that frank breech does not increase fetal risk, nor 

does early rupture of the membranes, except for prolapsed cord. He finds no added risk in 
attempts at external version if properly done, but in all that has to do with breech presenta- 

tion he emphasizes, quite properly, that the skill of the attendant is of the greatest importance 
in accomplishing a minimal death rate. All of this is helpful to an important degree. 

Nevertheless, he leaves us undecided on the still debated question of whether extraction 

should or should not be done promptly after the patient enters second stage. I should like to 
add only three points to Seeley’s comprehensive study and analysis of this subject. 

The first of these is approval of extraction of breech presentations promptly after they 

have entered the second stage of labor. The second is that forceps be used on the after- 

coming head except in those, such as prematures, that can be delivered almost spontaneously. 
The third is that especial gentleness in resuscitation be observed. Sudden compression of the 

aftercoming head to pass the pelvis brim is probably much more traumatizing and shocking 

than the gradual moulding of a vertex presentation, so that resuscitation methods must not 

add to this. 

DR. G. D. ROYSTON, St. Louis, Mo.-Dr. Seeley is to be congratulated on his low 
fetal mortality in breech delivery. There are a few points in this connection that I want to 

emphasize. 
The arcuate uterus may be considered as one of the possible etiological factors and 

especially so where recurrences are common after external version. Three Kotex pads 

snugly strapped with adhesive to each side of the abdomen, to narrow the transverse uterine 
diameter until moderate engagement occurs, usually within one to two weeks, or labor begins, 

will usually prevent recurrence of breech presentation after external version. 

Dr. Seeley’s excellent results were obtained by these deliveries being conducted by 

highly trained experts. The majority of such cases are now, and for an indefinite future will 

be, delivered by those of less obstetric training, skill, and judgment. Some three years after 

completing my residency, I delivered three breech presentations in one month, with an infant 
mortality of 100 per cent. Since that time, I have had a very wholesome fear of this 

condition. For the past 34 years I have followed the method of Bumm, which is as 

follows : 

a. Do nothing until the posterior buttock is visible at the vulva. At this point the 

breech and usually one or both thighs alongside have passed through the cervix; 

b. Place the patient’s hips well over the edge of the delivery table; 

c. Give 1 C.C. of pituitary extract intramuscularly; 

d. Under light obstetric anesthesia, make a mediolateral episoitomy incision. The 

great majority of infants will then be quickly and spontaneously born. A small number re- 

quiring assistance in delivering the aftercoming head can be easily delivered with the Piper 
forceps. 

Bumm emphasized that all expulsive force should come from above, which uniformly 
maintains flexion of the head and lessens the frequency of extension of the arms. These 

latter points greatly determine fetal dangers during delivery, according to Potter. 

DR. LOUIS E. PHANEUF, Boston, Mass.-Because of my interest in the subject 
presented by Dr. Seeley, I had the breech deliveries at the Carney Hospital reviewed for a 
period of ten years, from July, 1937, to July, 1947. The Service is a combined one, having 

62 beds, 33 gynecologic and 29 obstetric. There were 7,200 deliveries with 240 breech extrac- 
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tions, 230 extractions for breech presentations and 20 extr&ions following internal podalic 
version, 3.3 per cent. These were all single brrecahrs, the brcorl~ extractions in t-\vin preg- 
nancies being eliminated, 

In this series, the shortest primiparous labor was trvo hours, the longest thirty hours, 

and the average thirteen hours and 39 minut.es. A primipara, 43 years of age, was delivered 
of a 6 pound, 12 ounce infant, presenting by the breech, after a six-hour labor. 

The method of delivery is of great, import,ance in minimizing fetal mortality. We be- 

lieve that deep surgical a,nesthesia, a deep episiotomy, a scrubbed assistant, a vaginal speculum 

t,o create an airway to the baby’s mouth, and the Piper aftercoming head forceps, all play 

a prominent role in the management of these cases. At the Carney Hospital, we leave our 

cases to their natural course us long as progress is being made and interfere only wher, t,hra 
opposite obtains. In the 220 cases of breech presentation under &udy, (luring a ten-year 
period, cesarean section n’as pf~rformed 13 times, or in 5.9 per c’lmt.. 

This group of cases, consisting of single breeches in infants of 26 weeks or over, 

shows that fetal mortality was represented largely by stillborns, prematurity, and non- 

preventable causes. The highest mortality oeeurred among prcrttature infants, intracranial 
hemorrhage being the major cause of (leath in this series. 

There were 27 fetal deaths in the 240 breech extractions, 11.2 per cent,. If we eliminate 

from these _ O’i deaths, 3 stillbnrns, 3 monrtrrs, 2 macerated fetuses and 3 fetuses with con- 
genital defects, a total of 11, there remain lti fetal deaths, or a corrected fetal mortality 

of 6.6 per cent. 

DR. JOSEPH L. BAER, Chicago, Ill.-It takes courage and skill to undertake the 

transmutation of statistics into an interesting presentation. Dr. Seeley has accomplished 

this well. I desire to present some statistics from the Michael Reese Hospital. 
Covering a period of fifteen years, we had a total of almost 28,000 deliveries, with an 

inoidencr of breech, including all types of jnfauts, of 3.4 per cent. Eliminatnrg all infants 

under 2,500 Gm., twins, monstrosities, etc., we have a percentage of 2.4. 

In the primigravida group, the first stage of labor was under twelve hours in 58.5 per 

cent and the second stage averaged an hour and twenty minutes. In the multiparous group, 

the first stage was less than tn-elve hours in 82 per cent. The second stage averaged only 

twenty-seven minutes. 
The incidence of 2.4 per cent represents 592 breech presentations. Of these, 443 

(75 per cent) were frank breech presentations. This is a much higher incidence of frank 

breech than I had realized. 
Analysis of the type of delivery is as follows: in the primigravida group, 185 were 

spontaneous, with manual aid, 160 were by extraction, and 5X were delivered by cesarean 

section. In the muItiparas, 151 were spontaneous with manual aid, 96 were by extraction, 

and 16 were delivered by cesarean s&ion. Of the total of 74 cesarean sections, 39 were done 

because of the breech and 35 were done for other indications. There was no maternal mortal- 

ity in the entire series. 
The over-all fetal mortality in the series of 592 breech presentations was 4 per cent. 

No fetal deaths occurred in the eesarean section group. Fetal death rate in spontaneous 

breech delivery mas 2.7 per cent in the primigravidas and 2.6 per cent in the multiparas. The 

death rate in the extraction series was 5 per cent in the primigravidas and 7.3 per cent in 

the multiparas. 
This markedly increased fetal death rate in the group delivered by extraction (double 

among the primigravidas and triple among the multiparas) is a potent argument against 

routine breech extraction. If a well-trained and experienced group of specialists cannot avoid 
such. a marked increase in fetal death rate accompanying breech extraction, how can we 

justify a recommendation for routine breech extraction? 

DR. SEELEY (Closing).-Dr. Rucker asked why me had eo many more breech cases in 

the first group. The reason is that they represented deliveries from two hospitals and in the 
last group most of the cases were taken from the hospital in which we do our private work 

and the skill of the attendants was greater. That is why the discrepancy shows up in the 

way it does. 
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