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Introduction 

Many obstetricians in this country are still not in 
favour of external cephalic version (ECy). This is 
despite the various studies in recent years that have 
shown its effectiveness in reducing the incidence of 
vaginal breech delivery and Caesarean section for 
breech presentation1,2,3,4,5. This study is a prospective 
observational study on the outcome of 80 cases of 
external cephalic version at term using terbutaline 
infusion at University Hospital, Kuala Lumpur between 
April 1994 and June 1996. This a final update of our 
study of which the outcome of the first 42 cases were 
reported earlier6. 

Method 

All the patients were recruited from the University 
Hospital, Kuala Lumpur after 37 weeks of gestation. 
The contraindications for ECV in our study is as 
shown in Table I. 

All patients with no contraindication and agreeable for 
ECV are admitted to the labour ward for the 
procedure. An ultrasound examination prior to the 
procedure is mandatory to exclude some of the 
contraindications and to confirm the type of breech. 
The patient is advised not to tal<:e any food on the 
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morning of the procedure. Blood is also taken for full 
blood count, group and cross-matched. 
Cardiotocography is also done and a reactive trace is 
a prerequisite. All the external cephalic versions were 

Table i 
Contra indications to IECV in this study 

I. When vaginal delivery is contraindicated e,g. 
,1, Uterine scar integrity suspected -2 previous LSCS, 

Classical Caesarean section. 
2, Placenta praevia, 
3, Contracted pelvis, 

11. When the risk of ECV is increased e.g, 
1. Severe pre-eclampsia. 
2. IUGR, 
3. Antepartum haemorrhage other than local causes, 

Ill. When ECV is unlikely to succeed e,g. 
1. Oligohydramnios, 
2, Uterine abnormality. 
3, Twins, 

ECV: external cephalic version 
LSCS: lower segment Caesarean section 
IUGR: intrauterine growth retardation 
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carried out by the author personally. A reactive post­
ECV cardiotocograph is recorded prior to discharge 
from the labour ward and the patient is also given a 
foetal kick chart. Patients with failed external cephalic 
version are assessed for vaginal breech delivery and 
managed accordingly. 

Technique of ECV 

The patient is started on terbutaline infusion (7.5 ugl 
min) for 30 minutes in the labour ward. The bed is 
tilted 200 in the head down position to encourage 
disengagement of the breech. 

The foetus is turned in the direction of forward roll 
whenever po~sible. The backward roll is attempted only 
if the forward roll is unsuccessful. Each attempt is not 
allowed to last more than 5 minutes. A maximum of 
3 attempts is allowed with 10 minutes break in­
between. 

The foetal heart is auscultated every 2 minutes during 
the procedure. Disengagement of the breech is first 
carried out. The operator stands on the side of the 

patient in the direction of version of the foetal head. 
The poles are grasped with the fingers and turned 
gently with finger movements. Short pause during each 
attempt is useful for auscultation and for the foetus 
to adjust its posture which will facilitate version. 

Successful version is confirmed with an ultrasound 
examination. The terbutaline infusion is stopped 
immediately and patient sits up. A post-ECV 
cardiotocograph recording is started immediately. 

Results 

A total of 80 cases of ECV were recruited into the 
study between April 1994 and June 1996. The outcome 
of the study is as shown in Table H. The overall success 
rate was 56% (45 patients). Of this group of 45 
patients, 37 (82%) of them delivered vaginally. 8 
patients had emergency Caesarean section for various 
indications. A large number of patients (71%) in the 
failed external cephalic version group opted for elective 
Caesarean section. Only 10 patients were agreeable for 
trial of breech of which 7 delivered vaginally. 

Table 11 

Successful ECV 

Failed ECV 

Total 

Primipara 

Multipara 

Outcome of Ex~ernOlI Ceph((;llic Version (ECV) 

45 (56%) Vaginal delivery 
Emergency LSCS 

35 (44%) Elective LSCS 
Trial of breech 
a) Vaginal delivery 
b) Emergency LSCS 

80 (100%) 

Table III 
Outcome of ECV in rei((;lticl1 to parity 

55 (69%) 

25 (31%) 

Successful ECV 
Failed ECV 

Successful ECV 
Failed ECV 

Chi-square test: p<O. 001 (Outcome of ECV against parity) 

37 (82%) 
8 (18%) 

25 (71%) 
10 (29%) 
7 
3 

24 (44%) 
31 (56%) 

21 (84%) 
4 (16%) 
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Table IV 
QYicome of External Cephalic Version with type of breech 

Extended breech 37 (46%) Successful ECV 15 (40%) 
Failed ECV 22 (60%) 

Flexed breech 40 (50%) Successful ECV 29 (73%) 
Failed ECV 11 (27%) 

Footling breech 3 (4%) Successful ECV 1 (33%) 
Failed ECV 2 (67%) 

Chi-square test: p=O.O 13 (Non-flexed breech vs flexed breech) 

Parity is a very strong factor on the outcome of ECV 
The success rate of ECV for primipara is 44% 
compared to 84% for multipara_ This is statistically 
significant as shown in Table Ill. 

deliveryl,13. The true situation however is more 
complicated. The exclusion criteria themselves are not 
all universally accepted. A large group of patients 
would be excluded and advised for elective Caesarean 
section. Even in patients with acceptable features, the 

Flexed breeches had a significantly better success rate 
when compared to extended and footling breeches. The 
success rate was 73% for flexed breeches versus 40% 

. for extended breeches as shown in Table IV 

The placental sites of the study group is as shown in 
Table V This did not have a statistically significant 
effect on the outcome of ECV 

The birth weights of the newborn was also not 
statistically different between the successful ECV group 
and failed ECV group. The mean birth weights were 
3169g and 2964g respectively. The heaviest newborn 
weighing 4200g was in the successful ECV group. The 
number of foetuses weighing less than 3000g was also 
not significantly different between the two groups 
(Table VI). 

Discussion 

The management of breech presentation has always 
been relatively controversiaF. Vaginal breech delivery 
is associated with increased foetal morbidity and 
mortalio/,9,IO,1l,12. However, in a carefully selected group 

of patients, vaginal breech delivery is an acceptable 
mode of management? The outcome of these patients 
can be almost as good as foetuses in cephalic 
presentation. Different sets of strict criteria have been 
proposed as prerequisites for trial of vaginal breech 
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Table V 
Outcome of external cephalic version II'i 

relation to placental site 

Successfui failure 

lateral site 11 10 
Posterior site 6 9 

Fundal site 18 7 

Total 45 35 

Chi-square test: p=O.252 
(Outcome of ECV against placental site) 

Table VI 
Effect of birth weight <: 30009 

@rI outcome of ECV 

<: 3,0009 

Successful 
Failed 

Total 

Chi·square test: p=O.673 

21 
18 

39 

24 

17 

41 

Total 

21 
15 
25 

80 
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generally quoted vaginal delivery rate for patients 
undergoing a trial of vaginal breech delivery is only 
60%. The Caesarean section rate for breech term 
presentation has been quoted to range from as low as 
33% to a high of 95%2.14,15. As a result of fear of 

vaginal breech delivery and the problem of high 
Caesarean section for breech presentation, external 
cephalic version at term using tocolytics has been 
advocated as an important solution to this problem, 

External cephalic version has been shown to be 
effective in reducing the incidence of breech 
presentation in labour. It has been estimated that for 
every 100 ECV attempts there will be a reduction of 
34 cases of vaginal breech delivery and 16 cases of 
Caesarean section for breech5. The success rate is 
generally quoted as 50%, However, this figure does 
vary depending on patient selection. 

This is the first large scale local study on the outcome 
of external cephalic version at term using tocolytics. 
This is the recommended present mode of external 
cephalic version7. External cephalic version before 37 
weeks as practiced in the 1970's is not recommended 
anymore as it has been shown not to be effective in 
reducing the incidence of breech presentation at term. 
This local study may be useful as a guide in the 
introduction of ECV in the management of breech 
presentation in the local setting. 

The overall success rate is 55% which is similar to 
the general quoted rateI4,16,17.18. This study group has 

a high proportion of primipara (59%) compared to 
other studies. This is because University Hospital uses 
primipara as a pre-selected criteria for acceptance into 
its booking antenatal clinic. The success rate will 
definitely be better with a more normal booking 
system which has a lower proportion of primipara. 

Patients with successful ECV had a Caesarean section 
rate of 18%, This is comparable to the background 
Caesarean section rate of 20% in the University 
Hospital, Kuala Lumpur. The Caesarean section rate 
in the University Hospital is high as it is a tertiary 
referral centre with a large number of complicated 
cases. A more appropriate comparison will be with the 
background Caesarean section rate of patients with 
breech presentation. The Caesarean section rate in the 
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group with failed ECV is high with 71 % opting for 
elective Caesarean section. The reason for this high 
incidence of elective Caesarean section is unknown but 
the postulated reasons are as shown in Table VII. As 
a result of this, the overall Caesarean section rate for 
the ECV study group is 45% which is still much lower 
than the Caesarean section rate for patients with breech 
presentation in the University Hospital (65%). 

Table Vii 
Possible reasons for high rote of elective 

Caesarean section after Foiled 
extema~ cephalic version (ECV) 

1. Patient self-selection - already bias against vaginal 
delivery. 

2. Bias selection of patient by doctors to the ECV study. 

3. Psychological effect of failed ECV on patient. 
4. Psychological effect of failed ECV on obstetrician, 

Some obstetricians may argue that ECV is not 
necessary in obstetric units where the Caesarean section 
rate for breech presentation is low. It has however been 
shown that introduction of an extensive ECV 
programme will lower the Caesarean section rate for 
breech even in units where the Caesarean section rate 
is low. ECV is a safe procedure with an estimated risk 
of less than ION. ECV is definitely safer than vaginal 
breech delivery. As such if ECV can reduce the 
incidence of vaginal breech delivery even without 
reducing the Caesarean section rate, ECV has a definite 
role in such obstetric units. 

Parity has a very strong influence on the success of 
ECV The success rate for primipara is 56% compared 
to 84% for multipara. In view of the significant 
difference in success rate, the effect of parity should 
be reported as the overall success rate will depend on 
the proportion of primipara in the study group. ECV 
is however definitely worthwhile in the multipara 
groupI9,20. 

In this study, flexed breeches had a significantly better 
outcome compared to extended and footling breeches 
which is also similar to other studies. This is because 
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flexed breech is usually not deeply engaged and IS 

easier to turn. 

We did not find any effect of the birth weights on 
the outcome of ECY This is similar to most of the 
other studies19 . We decided to use birth weights instead 
of estimated foetal weight in view of the inaccuracy 
of the estimate. All the patients delivered within 2 
weeks of the ECV procedure. 

The placental site was also not found to have a 
significant effect on the outcome of ECY This is in 
contrast to the analysis of the first 42 cases of ECV 
in the study where fundal placental site had a 
significantly better successful ECV rate when compared 
to non-fundal placentas6. 

There was no emergency Caesarean section for foetal 
distress during the ECV procedures for the 80 cases. 
There were 4 cases of transient bradycardia which did 
not need any intervention. There was only one case 
of spontaneous reversion after a successful ECY This 
patient was a multipara with a lax uterus. She was 
readmitted for a repeat ECV as recommended by some 
authors21. However, when she was readmitted, the 
foetus had reverted spontaneously to cephalic 
presentation. 
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Previous Caesarean section is not considered a 
contraindication for ECV by many authors22. However, 
as this was the first time ECV at term using tocolytics 
was introduced on a large scale basis locally, we 
decided to be extra cautious and use it as an exclusion 
criteria. 

The use of tocolytics is generally recommended so as 
to facilitate the procedure2,3,15. It is true that a few 
studies have shown that it may not be needed23.24, 

however most of the recent studies have shown it to 
be usefuF5. The dosage used in this study is a 
modification of our tocolytic regime for premature 
labour. An intravenous dose of 100 ug or subcutaneous 
dose of 250 ug may be used instead. 

External cephalic version at term with tocolytics is not 
used routinely in the management of breech 
presentation in Malaysia. It has been shown to be safe 
and effective. It is time that we start to reintroduce 
its use more widely and acquire the simple skill that 
is needed. 

ACK!1l0wiedgemeni 

I would like to thank Prof. S. Raman for reading 
through the article and the advice given to me. 

5. Hofmeyer GJ: External cephalic version at term: How high 
are the stakes? Br J Obstet Gynaecol 1991;98 : 1-3. 

6. Terence Teoh. Outcome of External Cephalic Version: Our 
Experience. J Obstet Gynaecol Res 1996;22(4) : 389-94. 

7. Daniel PE, Van Dorsten JP. Breech presentation. Curre 
Opinion in Obstet Gynecol 1993;5 : 664-8. 

8. Confino E, Gleicher N, Elrad H, Ismajovich B, David MP. 
The breech dilemma: a review. Obstet Gynecol Surv 1985; 
40 : 330-7. 

9. Fischer RW, Trolle D. Abdominal versus vaginal delivery in breech 
presentation. Acta Gynecol Obstet Scand 1967;46 : 69-76. 

10. Thorpe-Beeston J G, Banfield PJ, Saunders NJ. Outcome of 
Breech Delivery at Term. BMJ 1992;3057 : 746-7. 

473 



ORIGINAL ARTICLE 

11. Seeds;w, Cefalo RC. Malpresentations. Clin Obstet Gynecol 
1982;25 : 145. 

12. Nem-Yun B, Munn-Sann L. Factors Associated with Clinically 
Significant Perinatal Asphyxia in the Malaysian Neonates: a 
Case-control Study. J of Trop Paediatrics 1992;38 : 284-9. 

13. Gimovsky ML, Schifrin BS. Breech Management. J Perinatol 
1992;12 : 143-51. 

14. Marchich R. Antepartum external cephalic version with 
tocolysis: A study of term singleton breech presentations. Am 
J Obstet Gynecol 1988;158 : 1339-46. 

15. Thunedborg P, Fischer-Rassmussen W, Tollund L. The benefit 
of external cephalic version with tocolysis as a routine 
procedure in late pregnancy. Eur J Obstet Gynecol Reprod BioI 
1991;42 : 23-7. 

16. Donald WL, Barton JJ. Ultrasonography and external cephalic 
version at term. Am J Obstet Gynecol 1990;162 : 1542-7. 

17. Saling E, Muller-Holve W External cephalic version under 
tocolysis. J Perinat Med 1975;3 : 115-22. 

18. Hanss JW The efficacy of external cephalic version and its 
impact on the breech experience. Am J Obstet Gynecol 1990; 
162 : 1459-64. 

474 

19. Roger BN, Brenda SP, VanDorsten JP, Hunt HH. Predicting 
success of external cephalic version. Am J Obstet Gynecol 1993 
Aug;169 : 245-9. 

20. Ferguson JE, Armstrong MA, Dyson DC. Maternal and fetal 
factors affecting success of antepartum external cephalic version. 
Obstet Gynecol 1987;70 : 722-5. 

21. Rosen DJD, IIIeck JS, Greenspoon JS. Repeated cephalic 
version at term. Am J Obstet Gynecol 1992;167 : 508-9. 

22. F1amm BL, Fried MW, Giles WS. External cephalic version 
after previous Caesarean section. Am J Obstet Gynecol 1984; 
148 : 909-14. 

23. Robertson AW, Kopelman IN, Read JA, Duff P, Magelssen 
DJ, Dashow EE. External cephalic version at term: IS a 
tocolytic necessary? Obstet Gynecol 1987;70 : 896-9. 

24. Tan GW, Jen SW, Tan SL, Salmon YM. A prospective 
randomized controlled trial of external cephalic version 
comparing two methods of uterine tocolysis with a non 
tocolysis group. Singapore Med J 1989;30 : 155-8. 

25. Stock A, Chung T, Rogers M, Wong WM. Randomized, 
Double Blind, Placebo Controlled Comparison of Ritodrine 
and Hexoprenaline for Tocolysis Prior to External Cephalic 
Version at Term. Aust NZ J Obstet Gynaecol 1993;33(3) : 
265-8. 

Med J Malaysia Vol 51 No 4 Dec 1 996 


