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external cephalic version:
a role for anaesthesia?
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What is external cephalic version (ECV)?




Breech is now a major cause of CS

m L abour arrest
| abour arrest m Macrosomia

_ 34% = Malpresentation
Non-ressuring CTG = Maternal-fetal
23% m Maternal request
= Multiple gestation
®m Non-ressuring CTG
m Other obstetric indications
Pre-eclampsia

Malpresentation
17%

Lundsberg 2011. Obstet Gynecol;, 118: 29-38



Risk of severe neonatal harm/death (%)
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Articles

ARTICLES

Planned caesarean section versus planned vaginal birth for
breech presentation at term: a randomised multicentre trial

Mary E Hannah, Walter J Hannah, Sheila A Hewson, Ellen D Hodnett, Saroj Saigal, Andrew R Willan, for the Term Breech

Trial Collaborative Group*

n=2,083

Vaginal breech birth

RR =0.33

Caesarean birt

N

Hannah

2000. Lancet; 356: 137583



Changes in CS frequency since Term Breech Study
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Martin 2013. Natl Vital Stat Rep; 62: 1-90



Which Countries Conduct The Most Caesarean Sections?
Caesarean rate per 100 live births in selected OECD countries”

Turkey KSH | 50.4
Mexico - I 45.2

United States 55 GG 3.5
Australia i I 32.1
Germany R . 0.9

Ireland | § I 25 .5
Canada I+1 NG 263
Spain = NG 2.2
United Kingdom Zic NG 0.0
France [ I I 00.8
Sweden pum NG 6.4
Netherlands mee TN 15.6

* 2013

@ @ @ Source: OECD
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Risk of complications (e.g. CS, praevia, accreta)

vaginal delivery
preferred

©

vaginal delivery
preferred

©

vaginal delivery
preferred
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vaginal delivery
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number of vaginal births
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© turn a breech ©

Look for details on using these methods from a professional or a reputable source. These are options i
besides an external cephalic version which is also safe and effective.

° ® * ° i ; > -I’u*ﬁu
inversions moXxibustion S .
Spending time with your Moxibustion is the practice ‘::_.,:J : =
bum above your head helps of burning little black pellets ;-.r"‘-%:}_h _'-;:.,;' —
release twists in your of dried herb (mugwort) on 2 Esr*-”i £ "' /,.,--: Z
uterus, encourages your acupuncture points on your a2 8 =
baby to tuck her chin and be body. It is painless, weird, el s =
free to turn head down. If and proven to work. S
you try one thing, it should - ... |
be these. 3
= TURNING BREECH BABY
*~ - PART-1
chiropractic hypnotherapy

The Webster Technique is a
treatment that helps your
pelvic and uterine tissues
release and align, allowing
baby to turn. Painless, fast
and you can have it done
multiple times. Some report
high success rates with it.

relaxation

It is well documented that
anxious or fearful women
have a higher incidence of
breech babies. Your
emotional tension creates
bodily tension which can
affect baby's position.

You can purchase a self-
hypnosis mp3 to help baby
turn, or get private therapy
with a professional.
Professionals report up to an
81% success rate with helping
women and babies release
after a few sessions.

acupuncture

Acupuncture tries to correct
the flow of energy in your
body to normalize processes,
including the position of your
unborn baby. If you can't get
professional help, you can try
acupressure at home.




The Evidence on: Breech Version

Originally published on October 2, 2012 and updated on February 2, 2018 , All Rights
Reserved. Please read our Disclaimer and Terms of Use. For a printer-friendly PDF,

1| Member to access our complete library.

PhD, RN, APRN

MatildaTheCat Mon 01-Aug-16 13:18:00 Add message | Report

If you have been through the correct procedures ie scan for growth and liquor volume and
position of your baby and the ECV is being planned on delivery suite at 37 weeks then offering
ECV is recommended by NICE. | believe the success rate is approximately 50% ( probably
depends on the experience of the doctor so do request the most experienced person available).
This means that you are significantly reducing the risk of CS.

By increasing your chance of a vaginal delivery you are increasing your chance of normal,
straightforward deliveries for future births. If you opt for an EL CS this time you are more likely to
have CS in the future with potentially more risks and longer recovery times.

| would recommend having a look at the NICE guidelines around this and if you meet the criteria
| would go for it. You can ask them to stop if it is painful ( mostly it's uncomfortable). However
YANBU to feel a little anxious.

Good luck.



Royal College of
Obstetricians &
Gynaecologists

ECV success rates

External Cephalic Version and Reducing

the Incidence of Term Breech Presentation

Green-top Guideline No. 20a
March 2017

Executive summary of recommendations

External cephalic version (ECV)

How effective is ECV in preventing noncephalic birth?

Women should be informed that the success rate of ECV is approximately 50%. A

RCOG 2017. BJOG: Int J Obstet Gy, 124: e178-92.



ECV success rates

ECYV predictive index
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Burgos 2012. Aust N Z J Obstet Gynaecol; 52: 59-61.



Do eligible women have ECV?

Bin et al. BMC Pregnancy and Childbirth (2017) 17:244

DOI 10.1186/512884-017-1430-5 BMC Pregnancy and Childbirth

Uptake of external cephalic version for e 0
term breech presentation: an Australian 67 A)
population study, 2002-2012

Yu Sun Bin"?'@®, Christine L. Roberts'?, Michael C. Nicholl® and Jane B. Ford'*

n> 32,000

of eligible women
did not have ECV

Bin 2017. BMC Preg Childbirth; 17: 244—81



Why don't women have ECV?

Contraindications

Lack of training

Tendency to perform caesareans
Lack of awareness/service/resourc
Breech not diagnosed




Why don't women have ECV?

Are people aware of the dangers of ECV? (92 posts)
himynameisfred Fri 17-Aug-12 15:54:21 Add message | Report

| want to warn people that it's not safe and could result in death and not worth the risk x

Margerykemp Fri 17-Aug-12 16:30:16 Add message | Report

| have always known that ecv was dangerous, but probably only because | did a lot of extra
research during PG (pregnant).




Why don't women have ECV?

Transient CTG abnormalities 5.7% (5
Vaginal bleeding 0.5% 3
Emergency caesarean 0.4% |

Abruption 0.1%
Perinatal mortality 0.2%

!

Collaris 2004. Acta Obstet Gynec SezlgloBsERESNNESS



Why don't women have ECV?

% of women

m Aware of ECV
m Willing to have ECV

1995

% of women

2001 ' *

Yogev 2002. Int J Gynaeco VNI RVYAETS




Why don't women have ECV?

COSMOS Fri 17-Aug-12 16:22:46 Add message | Report

| live overseas, it's not allowed here, I'm always shocked when | read about people having this
done, it sounds barbaric, my baby was breech and c section was the only option offered to me,

quite rightly IMO (in my opinion)




Why don't women have ECV?




Why don't women have ECV?

Number of cases
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Analgesia for ECV

Cluver 2015. Cochrane Database Syst Rev. CD000184.



Regional analgesia for ECV

TABLE 1
Characteristics of the included trials

Schorr et al, Dugoff et al, Mancuso et al, Hollard et al, Delisle et al, Weiniger et al, Sullivan et al, Weiniger etal, Khaw et al,
Characteristics 1997’ 1999° 2000 2003"° 2003"" 2007'* 2009'° 2010"" 2015'°
Study location Mississippi Colorado Hawaii California British Columbia Israel lllinois Israel China
Sample size 69 (35/34) 102 (50/52) 108 (54/54) 36 (17/19) 201 (99/102) 70 (36/34) 95 (48/47) 64 (31/33) 189 (63/63/63)"
Type of Breech 31/35 Breech Breech 50/54 Breech Nonvertex Breech Breech Breech Breech
malpresentation  (88.6%) vs 29/34 (92.6%) vs

(85.3%) transverse 49/54 (90.7%)

4/35 (11.4%) vs transverse 4/54

5/34 (14.7%) (7.4%) vs 5/54

(9.3%)

GA at ECV, wks  >37 >36 >37 >36 >36 37—40 >36 37—40 At term
Regional analgesia Epidural, 2%, Spinal, 10 ug  Epidural, 2% Spinal, 6 mg of Spinal, 2.5 mg  Spinal, 7.5 mg Spinal: 2.5 mg Spinal: 7.5 mg Spinal: 9 mg
(epidural and/or  lidocaine sufentanil and  lidocaine with 2% lidocaine  bupivacaine and bupivacaine bupivacaine and  bupivacaine bupivacaine
spinal) with 1:200,000 1 mLof0.25% 1:200,000 and 15 ug 20 ug fentanyl 15 ug fentanyl and 15 ug

epinephrine bupivacaine epinephrine and  fentanyl Epidural: 45 mg remifentanil

100 ug of fentanyl lidocaine and (group 1)
15 ug epinephrine

Control group No anesthetic No anesthetic  No anesthetic No anesthetic No anesthetic No anesthetic IVA No anesthetic IVA (group 2)

intervention intervention intervention intervention intervention intervention intervention No anesthetic

intervention
(group 3)

Magro-Malosso 2016. Am J Obstet Gynecol;, 215:. 276—86.



Epidural, 2%,
lidocaine
with 1:200,000

epinephrine

Spinal, 10 ug
sufentanil and
1 mL of 0.25%
bupivacaine

Epidural, 2% Spinal, 6 mg of Spinal, 25 mg  Spinal, 7.5 mg Spinal: 2.5 mg Spinal: 7.5 mg
lidocaine with 2% lidocaine  bupivacaine and bupivacaine bupivacaine and  bupivacaine
1:200,000 and 15 ug 20 ug fentanyl 15 ug fentanyl
epinephrine and  fentanyl Epidural: 45 mg
100 wg of fentanyl lidocaine and

15 ug epinephrine

Spinal: 9 mg
bupivacaine
and 15 ug

remifentanil

(group 1)




Regional analgesia for ECV

Study Treatment Control Weight
identification RR (95% ClI) (events) (events) (%)
Weiniger (2010) —4:-— 1.51 (1.10, 2.09) 27/31 19/33 28.27
Sullivan (2009) -—o— 1.50 (0.89, 2.52) 22/47 15/48 12.98
Weiniger (2007) —:—0— 2.06 (1.20, 3.53) 24/36 11/34 12.16
Mancuso (2000) . ——-o-—— 1.78 (1.15, 2.75) 32/54 18/54 17.43
Dugoff (1999) —o—. 1.04 (0.67, 1.62) 22/50 22/52 16.88
Schorr (1997) < 212 (1.24, 3.62) 24/35 11/34 12.27
Overall (l-squared=14.9%, P=.318) Q 1.58 (1.29,1.93) 151/253  96/255 100.00
Weights are from random effects analysis '

[
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Goetzinger 2011. Obstet Gynecol; 118: 1137-44.



Regional analgesia for ECV

‘The chance of a successful ECV was almost

2-fold higher with epidural anesthesia compared to
1.5-fold higher with spinal anesthesia.

Goetzinger 2011. Obstet Gynecol; 118: 1137-44.



Regional analgesia for ECV

ENEIERE Spinal bupivacaine 2.5 mg
epidural lidocaine 45 mg

Can J Anesth/J Can Anesth (2010) 57:408-414
DOI 10.1007/s12630-010-9278-4

REPORTS OF ORIGINAL INVESTIGATIONS

Anesthetic dose neuraxial blockade increases the success rate
of external fetal version: a meta-analysis

A dose anesthésique, les blocs périmédullaires accroissent le taux
de succes des versions feetales: une meéta-analyse

motor block

NEEROEIR Spinal bupivacaine 7.5 mg
epidural lidocaine 2%/240 1
block to T6

Anne Lavoie, MD - Joanne Guay, MD

Lavoie 2010. Can J Anesth: 57: 408-14.



Regional analgesia for ECV

Effects of central neuraxial blocks on the success rate of fetal versions

Group by

Study name

Dose

‘analgesic
dose’

anaesthetid

Delisle
Dugoft
Hollard
Sullivan
Subtotal
Mancuso
Schorr
Weiniger
Subtotal

Statistics for each study

Risk Lower

ratio

1.363
1.040
1.006
1.197
1.182
1.778
2.119
2.061
1.950
1.436

limit

0.936
0.666
0.542
0.744
0.940
1.148
1.241
1.203

1.464
1.201

Upper
limit
1.984
1.624
1.867
1.926
1.485
2.753
3.620
3.529

2.597
1.716

p-Value

0.106
0.863
0.985
0.459
0.152
0.010
0.006
0.008
0.000
0.000

Success / Total

CNB Control
31/102

41 /99
22 /350
9/17

22 /48

32/ 54
24 / 35

24 | 36

Lavoie 2010. Can J Anesth: 57: 408-14.

22 /32
10/19

18147

18 /54
11/ 34

11734

Risk ratio and 95% CI

ik

0.1 0.2 0.5
Favours control Favours CNB

0



Systematic Reviews ajog.org

Neuraxial analgesia to increase the success rate of () cosves
external cephalic version: a systematic review and
meta-analysis of randomized controlled trials

Elena Rita Magro-Malosso, MDj; Gabriele Saccone, MD; Mariarosaria Di Tommaso, MD;
Michele Mele, MD; Vincenzo Berghella, MD

Regional analgesia Control Risk Ratio Risk Ratio

Study or Subgroup Events Total Bvents Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI

Khaw 2015 52 52 80 126 28.4%  1.30[1.09, 1.55]
Mancuso 2000 32 54 18 54 0B%  1.78[1.15, 2.75] .
Schorr 1997 24 35 11 34  59%  212[1.24 362

Weiniger 2007 24 36 11 34 6.0%  2.06([1.20, 3.53]

Weiniger 2010 27 31 19 33 98%  1.51[1.10, 2.09] ——
Total (95% Cl) 433 501 100.0%  1.44[1.27, 1.64] <@
Total events 253 216

Heterogeneity: Chi*=9.54, df=8 (P=0.30), F=16%

Testfor overall effect: £=5.66 (P < 0.00001) s 0.7 1 15 2

Favors control Favors analgesia

Magro-Malosso 2016. Am J Obstet Gynecol;, 215: 276—86.



Systematic Reviews

ajog.org

Neuraxial analgesia to increase the success rate of () cosves
external cephalic version: a systematic review and
meta-analysis of randomized controlled trials

Elena Rita Magro-Malosso, MD; Gabriele Saccone, MD; Mariarosaria Di Tommaso, MD;

Michele Mele, MD; Vincenzo Berghella, MD

73

W S o)
o ) -

ECV success rate (%)

—
@)

ECV success rate

Without CNB

ECV success rate
R=1.44 (1.27-1.64)

NNT =6.5

With CNB

Jro-Malosso 2016. Am J Obstet Gynecol;, 215: 276-80.



Systematic Reviews ajog.org

Neuraxial analgesia to increase the success rate of () cosves
external cephalic version: a systematic review and
meta-analysis of randomized controlled trials

Elena Rita Magro-Malosso, MD; Gabriele Saccone, MD; Mariarosaria Di Tommaso, MD;
Michele Mele, MD; Vincenzo Berghella, MD

67.5 NVD rate
~ 54
Vaginal birth rate :g40.5
RR=1.21(1.04-1.41) 5 .
NNT =11 g
13.5
0

Without CNB With CNB

Magro-Malosso 2016. Am J Obstet Gynecol;, 215: 276—86.






Regional analgesia for ECV

‘analgesic ‘anaesthetic
dose’ doses’
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All blocks > T6
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Rate of successful ECV (%)
N
-

L
-

e 5.0 7.5 10.0
Intrathecal bupivacaine (mg)
Chalifoux 2017. Anesthesiol; 127: 625-32.



What about the downsides?



Society for Obstetric Anesthesia and Perinatology

Section Editor: Cynthia A. Wong
22 BRIEF REPORT

A Cost Analysis of Neuraxial Anesthesia to

Facilitate External Cephalic Version for Breech
Fetal Presentation

Brendan Carvalho, MBBCh, FRCA,* Jonathan M. Tan, MD, MPH, T Alex Macario, MD, MBA, *
Yasser Y. EI-Sayed, MD, * and Pervez Sultan, MBChB, FRCA¥

USA figures

Regional anaesthesia cost-effective if ECV success improves 11%
44 %/, higher success rate with regional anaesthesia

Carvalho 2013. Anesth Analg; 117. 155-9.



The Journal of Maternal-Fetal and Neonatal Medicine, 2012; 25(6): 719-722
© 2012 Informa UK, Ltd.

ISSN 1476-7058 print/ISSN 1476-4954 online

DOI: 10.3109/14767058.2011.589931

informa

healthcare

The force applied to successfully turn a foetus during reattempts
of external cephalic version is substantially reduced when performed

under spinal analgesia

Stephen Sik Hung Suen', Kim S. Khaw?, Lai Wa Law', Daljit Singh Sahota', Shara Wee Yee Lee??, Tze Kin Lau' &
Tak Yeung Leung'
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Suen 2012. J Mat Fet Neo Med:; 25: 719-22 .



How common is ECV under regional anaesthesia”

96%
of UK units

don’t offer

anaesthesia
or ECV

Lack of awareness of evidence

Lack of resources

Cost effectiveness in local context
Resistance to change in complex syste

Parry 2012. Int J Obstet Anaesth; 21: S46.
George & Yentis. 2014. Int J Ostet Anaesth; 23, 4—7 .



Logistics

e !

where”? what i
dose? timing which
women?




Potential choices:

1. Do all ECVs under regional anaesthesia?




Potential choices:

QOQTH
[\ L

2. Use regional anaesthesia in failed ECV?




OBSTETRICS

Randomized trial of anaesthetic interventions in
external cephalic version for breech presentation

K.S.Khaw'* S. W.Y. Leel:3, W. D. Ngan Keel, L. W. Law?, T. K. Lau?, F. F. Ng!
and T. Y. Leung?

@vs@vs@ “lnsuccessiu? TR

Khaw 2015. Br J Anaesth; 114: 944-50.

VJ
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OBSTETRICS

Randomized trial of anaesthetic interventions in
external cephalic version for breech presentation
K.S.Khaw'* S. W.Y. Leel:3, W. D. Ngan Keel, L. W. Law?, T. K. Lau?, F. F. Ng!

and T. Y. Leung?

Spinal

Remi

Control

Khaw 2015. Br J Anaesth; 114: 944-50.



OBSTETRICS

Randomized trial of anaesthetic interventions in
external cephalic version for breech presentation

K. S. Khaw'* S. W. Y. Lee!3, W. D. Ngan Keel, L. W. Law?, T. K. Lau?, F. F. Ng!
and T. Y. Leung?

/8% agreed to participate

Khaw 2015. Br J Anaesth; 114: 944-50.



OBSTETRICS

Randomized trial of anaesthetic interventions in
external cephalic version for breech presentation

K.S.Khaw'* S. W. Y. Lee!?, W. D. Ngan Kee!, L. W. Law?, T. K. Lau?, F. F. Ng!
and T. Y. Leung?

/8%
successful
ECV

0%
successful
ECV

Spinal Remi

Khaw 2015. Br J Anaesth; 114: 944-50.



Royal College of
Obstetricians &
Gynaecoloqgists

External Cephalic Version and Reducing

the Incidence of Term Breech Presentation

Green-top Guideline No. 20a
March 2017

Routine use of regional analgesia or neuraxial blockade is not recommended, but may be B

considered for a repeat attempt or for women unable to tolerate ECV without analgesia.
[New 2017]

RCOG 2017. BJOG: Int J Obstet Gy, 124: e178-92.



Potential choices:

i 5 _‘,‘ :l ..-J \ y ‘ ™ IJ I [
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3. Use regional in selected cases (e.g. more tricky,

wanting large family)?




Potential choices:

4. Do ECV under regional before caesarean?
(could include failed ECVs)

= — - i e [




(AMNECOLOGY
CLINICAL ARTICLE WILEY ReISHNE
Obstetrics

Clinical outcomes after external cephalic version with spinal
anesthesia after failure of a first attempt without anesthesia™

Manal Massalha® | Gali Garmi? | Noah Zafran'? | Julia Carmeli® |
Genady Gimburg® | Raed Salim'%*

retrospective study
n=213

VAN nsuccessiul? g
- 2/3 consented

37-38 weeks > 38 weeks

Massalha 2017. Int J Gynecol Obstet; 139: 324-8.



GYNECOLOGY
CLINICAL ARTICLE WILEY ROESHe
Obstetrics

Clinical outcomes after external cephalic version with spinal
anesthesia after failure of a first attempt without anesthesia™

Manal Massalha® | Gali Garmi? | Noah Zafran'? | Julia Carmeli® |
Genady Gimburg® | Raed Salim'%*

3%
successful
ECV

68%
successful
ECV

39%
successful
ECV

Massalha 2017. Int J Gynecol Obstet; 139: 324-8.



39%
successful
FCV




@ CrossMark

Factors influencing decision-making for
caesarean section in Sweden - a qualitative

study

Sunita Panda' ®, Deirdre Daly?, Cecily Begley®*, Annika Karlstrom®*, Birgitta Larsson?, Lena Back®
and Ingegerd Hildingsson®”

women’'s

belief In team-based Involvement

approach IN decision-
making

normal birth

Panda 2018. BMC Preg Childbirth;18: 377.



Summary

ECV success rates

Executive summary of recommendations
External cephalic version (ECV)

How effective is ECV in preventing noncephalic birth?

Women should be informed that the success rate of ECV is approximately 50%.

67 %

of eligible
women did not
have ECV

i

54

N
o
(@)}

Vaginal birth rate
NNT =11

Vaginal birth rate (%)
(A
~

—
Lo
o))

Without CNB With CNB

where! c\j/\ézaeg timing which

women?!



Thank you

neil.muchatuta@uhbristol.nhs.uk
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