
Editorial

The practice of obstetrics took a radical 
turn during the 20th century as a result 
of two circumstances: undeniable safety 

of cesarean section due to the dizzying speed 
of operating theater advances, and the arrival 
of ultrasound as a diagnostic modality which 
diminished the role of chance in a practice 
heretofore filled with unexpected surprises (1). 
Therefore, for the 21st century, the hope is that 
conditions which were determining factors for 
maternal and perinatal mortality in the past will 
disappear (2): giant moles, post-mature neonate, 
fetal demise and retention-related coagulopathy, 
high forceps, neglected transverse position, 
ruptured ectopic pregnancy, and the tempestuous 
eclampsia. 

But the 21st century did not only bring with it 
the boom of technological development (3). The 
publication of the “Term Breech Trial” (TBT) came 
with the dawn of the millennium (4), bringing the 
proposal of a change in the art of waiting in breech 
delivery care, as suggested by Erick Bratch since the 
first half of the past century (5). The TBT study 
compared the safety and effectiveness of elective 
cesarean section versus elective vaginal delivery 
in patients with term gestation and live singleton 
breech fetus. The surgical intervention was carried 
out at 38 weeks or before in case of labor, while 
patients assigned to vaginal delivery waited until 
the spontaneous initiation of uterine activity or 
the presence of any indication for induction (i.e., 
post-term fetus). The delivery protocol included 
the use of oxytocin, prostaglandins or amniotomy; 
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intermittent fetal auscultation or continuous fetal 
monitoring; analgesia or anesthesia; control of rate 
of dilation and descent; and emergent cesarean 
section in the event of any other indication. As 
an overarching conclusion, this trial documented 
a lower frequency of serious neonatal mortality 
and morbidity (relative risk [RR] = 0.23; 95% 
CI 0.07-0.81 and RR = 0.36; 95% CI 0.19-0.65, 
respectively) in neonates assigned to cesarean sec-
tion, with no apparent differences in the frequency 
of death or neurodevelopmental delay after two 
years of follow-up (RR = 1.09; 95% CI: 0.52-2.30). 
These conclusions resulted in a dramatic drop in 
the frequency of vaginal delivery in cases of breech 
presentation (6). 

But the controversy did not come to an end, and 
study flaws (7, 8) such as non-adherence to inclu-
sion and exclusion criteria; failures in the delivery 
care protocol; participation of lay professionals; 
incomplete data biases and early termination of the 
study due to apparent benefit, kindled the discus-
sion regarding the validity of the findings and their 
impact on obstetric practice (8). This gave rise to 
the initiative of developing a prospective cohort 
study to address those flaws.

Thus, the Premoda study (Presentation and 
Mode of Delivery) was designed to compare the 
safety of vaginal delivery versus cesarean section in 
pregnant women with single term singleton breech 
fetuses (alive or not), abiding by the precepts of 
the French school (adequate pelvic measurement; 
no fetal head extension; estimated fetal weight be-
tween 2500 and 3800 g; overt breech presentation 

DOI: https://doi.org/10.18597/rcog.3483

https://doi.org/10.18597/rcog.3483


Revista Colombiana de Obstetricia y Ginecología Vol. 70 No. 4 • 2019216

and continuous fetal monitoring) (9). This study, 
which included 2502 pregnant women in the vaginal 
delivery cohort and 5573 in the cesarean section 
cohort, did not report apparent differences between 
the groups in terms of fetal or neonatal death (odds 
ratio [OR] = 0.64; 95% CI: 0.13-3.06) or for the 
composite endpoint of fetal or neonatal morbidity 
and mortality (OR = 1.10; 95% CI: 0.75-1.61). 
True to its objective, it addressed some of the flaws 
of the TBT (4, 9), given that 92% of the deliveries 
were attended to by an expert obstetrician; fetal 
wellbeing was monitored and pelvic measurement 
was more the norm than the exception, rescuing 
breech delivery from the operating room back to 
the delivery suite and highlighting the pressing 
need for teaching this classical obstetric practice 
(8) and applying it in adequately selected patients 
(9). But not all that glitters is gold and not all good 
intentions materialize into good results. On account 
of the selected design (10), the groups exhibited 
substantial differences in terms of prognostic vari-
ables and they were also prone to performance bias 
due to deviation of the assigned intervention (10). 
These flaws are poignant reminders of the bitter 
experience within the TBT. Thus, the knowledge 
gap persisted and, again, clinicians were left wait-
ing for the strong evidence on which to base their 
decision-making. 

Two decades after the publication of both stud-
ies, breech deliveries continue and will continue to 
occur as a result of the ignored or even abandoned 
external cephalic version (11); failed timely iden-
tification of presentation (lack of knowledge of 
obstetric semiology) (8); arrival in advanced labor in 
cases of breech presentation (8) (forcing the obste-
tricians to know the mechanism and management 
of the pregnant woman); and, to a lesser degree, 
the choice of a few women who refuse to undergo 
a surgical procedure (12). 

Consequently, it is easy to understand why the 
American College of Obstetricians and Gynecolo-
gists believe that “current evidence shows short-

term benefits in neonatal and maternal mortality 
for cesarean delivery”, but “long-term benefits for 
neonates and mothers are less clear” and, there-
fore, planned vaginal delivery of a term singleton 
breech fetus could be reasonable, following specific 
guidelines […] The decision regarding the mode 
of delivery should consider patient wishes and the 
experience of the health care provider.” (13) These 
series of recommendations are in agreement with 
the tenets of Robson’s classification system (14), in 
which breech presentation is divided into group 6 
for nulliparous women and group 7 for multiparous 
women (8), pointing to a differential approach based 
on a prognostic factor. Therefore, breech presenta-
tion could be considered as an absolute indication 
for cesarean section under certain circumstances, 
but vaginal delivery could have a clear place in other 
appropriately selected patients (15). 

Consequently, the best settings for the practice 
and learning of the good art of obstetrics need to be 
found. This issue of the Colombian Journal of Obstetrics 
and Gynecology is a recap of a clinical practice of the 
past - germane to a speciality rich in semiological 
details as is obstetrics - ruled by clinical principles 
and governed by the legacy of giants who exercised 
their skill around their spatial orientation, their 
ability to hone on the details by means of palpation 
and digital sensitivity and their accurate knowledge 
of delivery mechanisms.

Obstetric semiology is inherent to the delivery 
room, an integral part of prenatal care, and sheds 
light on a practice that is sensitive to general consid-
erations but rich in measurements, parameters and 
perceptions. The relevance of an education article 
on breech delivery care is that it allows to recap and 
rescue forgotten semiological details: breech presen-
tation landmarks, modes of presentation, position 
variations, intertrochanteric diameter, intergluteal 
cleft, in utero fetal cephalic deflection, nuchal arm 
extension, lower scapular angle, and other details 
mentioned in the article. As educators, we have the 
duty to return to the classical objective knowledge 
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which characterizes the experts: the semiological 
wealth of sacral variations, labor mechanisms in 
breech presentation, and the main obstetric maneu-
vers at the time of delivery, in the real and practical 
setting of this dystocic presentation. 

It may be that a new generation of obstetricians 
with little skills for breech deliveries are coming 
on stage, creating a higher risk for these fetuses 
(8). To avoid this situation, it behooves educators 
to ensure that all obstetricians in training develop 
the ability to manage breech deliveries (16). Op-
portunities to attend to the cases under supervision 
are the only way in which residents can become 
comfortable with the management of these cases. 
Our profession as instructors and specialists in the 
art of obstetrics is a very demanding one; we are 
called upon to protect the future of our country by 
making sure that the coming generations are born 
under optimal oxygenation conditions. We build 
the future of nations in the delivery room.

Safe care in breech vaginal delivery is a prevailing 
issue which fell into oblivion because of the current 
practice of cesarean sections which has numbed the 
creativity and clinical judgement of modern obste-
tricians. Perhaps the time is ripe for the rebirth of 
a lost knowledge needed in a world rendered simple 
by the easy way out. Let us reflect about our daily 
lives and not forget the past, a heritage of mankind. 
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