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Background
Breech presentation occurs in approximately 3–4% of 
term pregnancies (1), and there is a high cesarean deliv-
ery rate for breech presentation (2). External cephalic 
version provides a means of reducing cesarean deliveries, 
but implementation of ECV varies, with an estimated 
20–30% of eligible women not being offered ECV (3, 4). 
External cephalic version involves applying pressure 
to a woman’s abdomen to turn the fetus in either a for-
ward or backward roll to achieve a vertex presentation. 
The goal of ECV is to increase the proportion of vertex 
presentations among fetuses that were formerly in the 
breech position near term. Once a vertex presentation 
is achieved, the chances for a vaginal delivery increase.

If an ECV attempt is not successful and breech 
presentation persists, the decision regarding mode of 
delivery should depend on the expertise of the health care 
provider.  Thus, a planned term singleton breech vagi-
nal delivery may be reasonable in some cases with full 
patient counseling and consent, and following specific 
management protocols (5).   

Clinical Considerations 
and Recommendations

 Which patients are candidates for external 
cephalic version?

Fetal presentation should be assessed and documented 
beginning at 36 0/7 weeks of gestation to allow for  
ECV (6). Thereafter, patients who have reached at least 
37 0/7 weeks of gestation are preferred candidates for 
ECV for several reasons. First, if spontaneous version 
is going to occur, it is likely to have taken place by  
37 0/7 weeks of gestation (7, 8). Second, risk of a 
spontaneous reversion after ECV is decreased after  
37 0/7 weeks compared with ECV earlier in gestation. 
Preterm ECV attempts may be associated with high 
initial success rates but also with higher reversion rates, 
necessitating additional procedures (9). In an unblinded 
multicenter randomized controlled trial, a small but 
significant difference in noncephalic presentation at 
birth was noted for early ECV (34 0/7–35 6/7 weeks of 
gestation) compared with ECV at or after 37 0/7 weeks 
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of gestation (41.1% versus 49.1%) (relative risk [RR], 
0.84; 95% confidence interval [CI], 0.75–0.94; P=.002), 
with no differences in rate of cesarean delivery or pre-
term birth (10). A more recent review of pooled data 
from three studies that included 1,906 participants 
suggested that earlier ECV (at 34–35 weeks of gesta-
tion) compared with ECV at early term (37–38 weeks 
of gestation) reduced noncephalic presentation at birth 
(RR, 0.81; 95% CI, 0.74–0.90) (11). Further analysis 
of 1,888 of the participants also noted reduced failure 
to achieve a cephalic vaginal birth (RR, 0.90; 95% CI, 
0.83–0.97) but an increased risk of preterm labor (RR, 
1.51; 95% CI, 1.03–2.21) (11). The possible risk of pre-
term birth needs to be weighed against any benefits of 
ECV. Third, if complications arise during an attempted 
ECV, emergency cesarean delivery of a term infant can 
be accomplished (12).

There is scant information concerning ECV attempts 
among women who have a preexisting uterine scar or 
who undergo the procedure during the early stages of 
labor. Results from one small randomized controlled trial 
indicate that women with a previous cesarean delivery had 
ECV success rates comparable with those who had not 
had a cesarean delivery (13). Although no serious adverse 
events occurred in a small series (14), larger studies would 
be needed to establish the risk of uterine rupture. Previous 
cesarean delivery is not associated with a lower rate of 
success; however, the magnitude of the risk of uterine 
rupture is not known. There are scattered reports of suc-
cessful ECV performed during early labor (9, 15); to date, 
however, no large study has been published. 

External cephalic version is considered to be contra-
indicated if vaginal delivery is not clinically appropriate 
(16). The data are not adequate to clearly establish abso-
lute or relative contraindications to ECV, and in many 
cases they may need to be individualized.

 What are the benefits and risks of external 
cephalic version?

The immediate benefit of successful ECV is an increased 
probability that the fetus will be in a vertex presentation 
for delivery. The ultimate goal is an uncomplicated vagi-
nal delivery. Reports from published studies indicate that 
there are fewer cesarean deliveries among women who 
have undergone successful ECV compared with women 
who have not attempted ECV (12, 17). A recent review 
assessing the effects of ECV on breech presentation at 
or near term compared with no attempted ECV pooled 
data from eight studies involving 1,308 participants. 
This review noted a significant reduction in noncephalic 
presentation at birth (RR, 0.42; 95% CI, 0.29–0.61), 
a reduction in failure to achieve cephalic vaginal birth 
(RR, 0.46; 95% CI, 0.33–0.62), and a reduction in cesar-

ean deliveries (RR, 0.57; 95% CI, 0.40–0.82) (1). No 
differences were noted for low Apgar score, low umbili-
cal vein pH, or neonatal death (1).

Adverse events after ECV have been reported and 
include abruptio placentae, umbilical cord prolapse, 
rupture of membranes, stillbirth, and fetomaternal hem-
orrhage; all occurred at rates of less than 1% (18, 19). 
Fetal heart rate changes during attempted ECVs are not 
uncommon, but the heart rate usually stabilizes when 
the procedure is discontinued (20–23). A report from 
Copenhagen described two cases of intrauterine death  
2 weeks and 5 weeks after ECV among 316 women 
and one instance of premature partial separation of the 
placenta 2 days after an unsuccessful ECV attempt (24). 
The two deaths could not be causally linked to ECV. 
In a study including pregnant women at 36 weeks of 
gestation or earlier, two cases of abruptio placentae and 
one case of premature labor occurred shortly after ECV, 
resulting in one neonatal and two fetal deaths (25). A 
follow-up study was conducted at the same institution, 
but changes in management practices and selection cri-
teria were made that caused the outcomes to be difficult 
to compare (17). Only term gestations were selected, 
and tocolytic agents as well as fetal monitoring were 
used during ECV attempts. No fetal deaths were causally 
linked to ECV. The authors concluded that ECV can sub-
stantially decrease breech presentations and the cesarean 
delivery rate among these patients (17). 

One study reported a case of abruptio placentae dur-
ing an ECV attempt that required emergency cesarean 
delivery (26). It was the only major complication attrib-
uted to ECV among 113 women. Although the incidence 
of complications associated with ECV is low, the poten-
tial is present and, thus, ECV should be performed where 
prompt evaluation and, if necessary, cesarean delivery 
are readily available.

 What are the success rates for external 
cephalic version, and what factors are  
predictive of success or failure?

A meta-analysis of ECV-related risks concluded that the 
success rate for ECV ranged from 16% to 100%, with 
a pooled success rate of 58% and pooled complication 
rate of 6.1% (19). Some reports indicate a positive asso-
ciation between parity and successful version (12, 20, 
21, 25, 27–31). A transverse or oblique presentation is 
associated with higher immediate success rates (27, 28, 
32). Although scoring systems have been developed to 
predict which patients are more likely to have a success-
ful ECV attempt, opinion is divided about the usefulness 
of other factors in predicting successful ECV, including 
amniotic fluid volume, location of the placenta, and 
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ean delivery rates among patients assigned to ECV com-
pared with those not assigned to ECV (17, 21). Only one 
study has suggested that women who have had successful 
ECV have higher cesarean delivery rates because of fetal 
distress and dystocia compared with matched controls 
without ECV (27). Recent reviews provide supportive 
evidence that ECV is associated with a reduction in cesar-
ean deliveries (1, 46). Factors that tend to lessen over- 
all differences between ECV and non-ECV groups 
include spontaneous conversion of presentation from 
breech to vertex or vice versa and the willingness of  
obstetrician–gynecologists and other obstetric care pro-
viders to perform vaginal breech deliveries. The need 
to perform a cesarean delivery for other indications in 
women who have had a successful ECV also may lessen 
the overall effect of ECV on the cesarean delivery rate. 

External cephalic version is a valuable management 
technique and, in a properly selected population, poses 
little risk to either the woman or the fetus. If successful, 
ECV provides a clear benefit to the woman by allowing 
her an opportunity for a successful vertex vaginal deliv-
ery. Because the risk of an adverse event occurring as a 
result of ECV is small and the cesarean delivery rate is 
significantly lower among women who have undergone 
successful ECV, all women who are near term with 
breech presentations should be offered an ECV attempt 
if there are no contraindications. 

 How does the use of anesthesia affect the 
success rate of external cephalic version?

Individual studies have found a significantly greater 
success rate for ECV associated with the use of epi-
dural anesthesia; however, these studies may have been 
biased by low overall ECV success rates or physician 
preferences (15, 41, 48). It also has been suggested that 
epidural anesthesia be considered for women with a 
previous failed ECV attempt (49). One randomized trial 
addressed the use of spinal anesthesia before the ECV 
attempt and found no significant difference in ECV 
success between the group with spinal analgesia and 
the group with no spinal analgesia (44% versus 42%, 
respectively; P=.863) (50). Another randomized trial 
noted a significant difference in ECV success between 
spinal analgesia plus tocolysis versus tocolysis alone 
(87.1% versus 57.5%, respectively; P=.009; 95% CI, 
0.075–0.48) (51). 

A recent review of interventions for ECV also 
investigated the use of regional anesthesia for ECV (46). 
Six studies, including 409 participants, were available 
for analysis and identified that regional anesthesia in 
combination with tocolytics had a lower failure rate  
than tocolytics alone (RR, 0.61; 95% CI, 0.43–0.86).  

maternal weight. Moreover, these scoring systems have 
not been validated. Some reports indicate an association 
between normal or increased amounts of amniotic fluid 
and successful ECV (28, 30, 33, 34), whereas other 
reports do not (35). Two authors reported an association 
between successful ECV and placenta location (30, 35), 
but others failed to find an association (28, 32, 34). Two 
authors found that obesity was associated with a higher 
failure rate (21, 31), although others found that maternal 
weight was not a significant predictor of success (28, 
34–36). Finally, nulliparity, advanced dilatation, fetal 
weight of less than 2,500 g, anterior placenta, and low sta-
tion were more often associated with failure (35, 37, 38). 

 How does the use of tocolysis affect the  
success rate of external cephalic version?

A randomized study of terbutaline found the success 
rate of ECV associated with use of this tocolytic to be 
almost double the rate without its use (39). In the vast 
majority of published studies, a tocolytic agent had been 
used routinely (12, 17, 20, 21, 23, 24, 26, 28, 29, 32, 34, 
35, 40–44) or selectively (9, 13, 45), but only in rare 
cases were no tocolytic agents used (25). An extensive 
review that evaluated interventions for ECV included  
28 studies, providing data from 2,706 participants. A 
subset of five studies with 459 participants revealed 
parenteral beta stimulant tocolysis was more effective 
in attaining cephalic presentation in labor (RR, 1.68; 
95% CI, 1.14–2.48). A subset of six studies with 742 
participants showed a reduction in cesarean deliveries 
(RR, 0.77; 95% CI, 0.67–0.88), whereas a subset of four 
studies with 399 participants showed a lower rate of 
failure to achieve a cephalic vaginal delivery (RR, 0.75; 
95% CI, 0.60–0.92) (46). Evidence supports the use of 
parenteral tocolysis to improve the success of ECV. 

Data were insufficient to analyze adverse effects 
of beta stimulant tocolysis. However, even the small 
amount of data available for the use of nitric oxide 
donors for ECV were sufficient to discourage its use 
(46). Data for the use of calcium channel blockers for 
ECV also were insufficient (46).

 Does successful external cephalic version 
translate into lower cesarean delivery rates?

Whether ECV results in a lower cesarean delivery rate 
for women with breech presentation who elect this 
procedure compared with those women who do not 
depends on several factors. The first factor is whether 
the ECV is successful; women who have successful 
ECV have lower cesarean delivery rates than those who 
do not (12, 20–22, 28–32, 34, 40, 47). Two randomized 
studies also have shown a significant decrease in cesar-
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 What is an example of a standard protocol 
for performing an external cephalic version?

Before attempting ECV, an ultrasound examination is 
necessary to confirm the malpresentation of the fetus and 
rule out the presence of any anomalies that would com-
plicate a vaginal delivery. Informed consent is needed 
and may include risks and benefits of the procedure as 
well as use of tocolysis and regional anesthesia if they 
are to be used for an ECV. Fetal well-being and contrac-
tion pattern should be assessed by a nonstress test or 
biophysical profile before and after the procedure (see 
Fig. 1). External cephalic version should be attempted 
only in settings in which cesarean delivery services are 
readily available. 

No significant difference was noted in cephalic presenta-
tion in labor, cesarean delivery, or fetal bradycardia (46). 
A meta-analysis evaluating the success of regional anes-
thesia similarly noted increased success for ECV with 
regional (spinal or epidural) anesthesia compared with 
ECV without regional anesthesia (59.7% versus 37.6%, 
respectively; pooled RR, 1.58; 95% CI, 1.29–1.93) and 
did not identify a difference in cesarean delivery rates 
(48.4% versus 59.3%, respectively; pooled RR, 0.80; 
95% CI, 0.55–1.17). Stratifying between epidural and 
spinal methods did not identify any difference in suc-
cess of ECV (52). Data are insufficient to conclusively 
evaluate regional anesthesia without tocolysis or to make 
a recommendation favoring spinal or epidural anesthesia 
during ECV attempts. 

Assess presentation at ≥ 36 0/7 weeks of gestation.
If malpresentation, counsel and, if patient agrees,  

schedule ECV for ≥ 37 0/7 weeks of gestation.

At ≥ 37 0/7 weeks of gestation, confirm malpresentation 
by ultrasonography at the time of the planned ECV.

Fetal well-being and contraction pattern should be 
assessed by NST or BPP.

Review contraindications.
Obtain informed consent.

Administer parenteral beta-agonist tocolysis unless  
contraindicated.

Attempt ECV.
Consider intermittent ultrasonography during the  

procedure for FHR and position.
Monitor FHR and contractions upon completion

of the attempt.

ECV successful

Reverts to breech.

Consider retrial of ECV.

Fig. 1. An algorithm for patient management for external cephalic version. Note: All Rh-negative women who undergo an ECV 
attempt, whether successful or not, should receive Rh immune globulin unless they are known to have an Rh-negative fetus, are already 
sensitized, or will give birth in less than 72 hours and can have an assessment for risk of sensitization. Abbreviations: BPP, biophysical 
profile; ECV, external cephalic version; FHR, fetal heart rate; NST, nonstress test. ^

ECV unsuccessful

Spontaneously  
converts to vertex.

Consider retrial 
of ECV.

Remains breech.
Declines retrial of ECV.
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undergone successful ECV, all women who are near 
term with breech presentations should be offered an 
ECV attempt if there are no contraindications. 

The following recommendation and conclusions 
are based on limited or inconsistent scientific evi-
dence (Level B):

 Fetal presentation should be assessed and docu-
mented beginning at 36 0/7 weeks of gestation to 
allow for ECV. 

 Previous cesarean delivery is not associated with a 
lower rate of success; however, the magnitude of the 
risk of uterine rupture is not known. 

 Evidence supports the use of parenteral tocolysis to 
improve the success of ECV. 

The following recommendations are based pri-
marily on consensus and expert opinion (Level C):

 Fetal well-being and contraction pattern should be 
assessed by a nonstress test or biophysical profile 
before and after the procedure. 

 External cephalic version should be attempted only 
in settings in which cesarean delivery services are 
readily available. 

Performance Measure
The percentage of women who are identified with a 
fetal malpresentation at 36 0/7 weeks of gestation or 
later (without contraindication to a vaginal delivery) and 
counseled about the option of ECV 

References
 1. Hofmeyr GJ, Kulier R, West HM. External cephalic 

version for breech presentation at term. Cochrane Data-
base of Systematic Reviews 2015, Issue 4. Art. No.: 
CD000083. DOI: 10.1002/14651858.CD000083.pub3. 
(Meta-analysis) [PubMed] [Full Text] ^

 2. Hartnack Tharin JE, Rasmussen S, Krebs L. Consequences 
of the Term Breech Trial in Denmark. Acta Obstet 
Gynecol Scand 2011;90:767–71. (Level II-2) [PubMed] 
[Full Text] ^

 3. Vlemmix F, Rosman AN, te Hoven S, van de Berg S, 
Fleuren MA, Rijnders ME, et al. Implementation of 
external cephalic version in the Netherlands: a retrospec-
tive cohort study. Birth 2014;41:323–9. (Level II-2) 
[PubMed] [Full Text] ^

 4. Caukwell S, Joels LA, Kyle PM, Mills MS. Women’s atti-
tudes towards management of breech presentation at term. 
J Obstet Gynaecol 2002;22:486–8. (Level II-2) [PubMed] 
[Full Text] ^

One ECV technique involves lifting the breech 
upward from the pelvis with one hand and providing 
pressure on the head with the other hand to produce a 
forward roll. If the forward roll fails, a backward roll 
somersault may be attempted. External cephalic version 
may be performed by one or two people. During the ECV 
procedure, intermittent use of ultrasonography allows for 
evaluation of the fetal heart rate as well as the position of 
the fetus. An ECV attempt should be abandoned if there 
is significant fetal bradycardia, discomfort to the patient, 
or if the procedure cannot be completed easily with the 
aforementioned maneuvers. After the ECV attempt, fetal 
evaluation is repeated, and the patient is monitored for 
30 minutes (or longer, if clinically indicated). Anti-D 
immune globulin is administered to Rh-negative patients 
if delivery is not anticipated in the next 72 hours. There is 
no evidence to support the routine practice of immediate 
induction of labor in order to minimize reversion.

 What are the cost implications of external 
cephalic version?

A decision analysis measuring various cost implications 
calculated that the use of ECV would result in fewer 
cesarean deliveries and lower costs than either sched-
uled cesarean delivery or trial of labor without an ECV 
attempt (53). Even if failed ECV attempts were followed 
by routine cesarean delivery, the overall cesarean deliv-
ery rate would be lower than that of a trial of labor with-
out an ECV attempt. Sensitivity analysis revealed that 
as long as less than 52% of all breech presentations are 
eligible for a trial of labor, a policy of attempting ECV 
followed by either a trial of labor or routine cesarean 
delivery (for failed attempts) would be less expensive 
than a policy of routine cesarean delivery or trial of labor 
without ECV (53). Another computer-based decision 
model used hospital costs and quality-adjusted life years 
gained to determine the cost effectiveness in dollars 
of ECV (54). External cephalic version appeared to be 
cost-effective as long as the probability of success was 
greater than 32% (54).

Summary of 
Recommendations and 
Conclusions
The following recommendation is based on good 
and consistent scientific evidence (Level A):

 Because the risk of an adverse event occurring as  
a result of ECV is small and the cesarean delivery  
rate is significantly lower among women who have 

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.
guide.medlive.cn

http://www.ncbi.nlm.nih.gov/pubmed/25828903
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000083.pub3/epdf/standard
http://www.ncbi.nlm.nih.gov/pubmed/21476999
http://onlinelibrary.wiley.com/doi/10.1111/j.1600-0412.2011.01143.x/epdf
http://www.ncbi.nlm.nih.gov/pubmed/25288341
http://onlinelibrary.wiley.com/doi/10.1111/birt.12133/epdf
http://www.ncbi.nlm.nih.gov/pubmed/12521413
http://www.tandfonline.com/doi/pdf/10.1080/0144361021000003591
http://guide.medlive.cn/
http://guide.medlive.cn/


VOL. 127, NO. 2, FEBRUARY 2016 Practice Bulletin  External Cephalic Version   e59

19.  Grootscholten K, Kok M, Oei SG, Mol BW, van der Post 
JA. External cephalic version-related risks: a meta-analy-
sis. Obstet Gynecol 2008;112:1143–51. (Meta-analysis) 
[PubMed] [Obstetrics & Gynecology] ^

20. Dyson DC, Ferguson JE 2nd, Hensleigh P. Antepartum 
external cephalic version under tocolysis. Obstet Gynecol 
1986;67:63–8. (Level II-2) [PubMed] [Obstetrics & 
Gynecology] ^

21. Brocks V, Philipsen T, Secher NJ. A randomized trial 
of external cephalic version with tocolysis in late preg-
nancy. Br J Obstet Gynaecol 1984;91:653–6. (Level II-1) 
[PubMed] ^

22.  Stine LE, Phelan JP, Wallace R, Eglinton GS, van 
Dorsten JP, Schifrin BS. Update on external cephalic ver-
sion performed at term. Obstet Gynecol 1985;65:642–6. 
(Level II-3) [PubMed] [Obstetrics & Gynecology] ^

23.  Robertson AW, Kopelman JN, Read JA, Duff P, Magelssen 
DJ, Dashow EE. External cephalic version at term: is 
a tocolytic necessary? Obstet Gynecol 1987;70:896–9. 
(Level I) [PubMed] [Obstetrics & Gynecology] ^

24.  Thunedborg P, Fischer-Rasmussen W, Tollund L. The 
benefit of external cephalic version with tocolysis as a 
routine procedure in late pregnancy. Eur J Obstet Gynecol 
Reprod Biol 1991;42:23–7. (Level II-3) [PubMed] ^

25. Kasule J, Chimbira TH, Brown IM. Controlled trial 
of external cephalic version. Br J Obstet Gynaecol 
1985;92:14–8. (Level I) [PubMed] ^

26.  Calhoun BC, Edgeworth D, Brehm W. External cephalic 
version at a military teaching hospital: predictors of 
success. Aust N Z J Obstet Gynaecol 1995;35:277–9.  
(Level II-3) [PubMed] ^

27.  Lau TK, Lo KW, Wan D, Rogers MS. Predictors of 
successful external cephalic version at term: a prospec-
tive study. Br J Obstet Gynaecol 1997;104:798–802.  
(Level II-3) [PubMed] ^

28.  Hellstrom AC, Nilsson B, Stange L, Nylund L. When does 
external cephalic version succeed? Acta Obstet Gynecol 
Scand 1990;69:281–5. (Level II-3) [PubMed] ^

29. Marchick R. Antepartum external cephalic version with 
tocolysis: a study of term singleton breech presentations. 
Am J Obstet Gynecol 1988;158:1339–46. (Level II-2) 
[PubMed] ^

30.  Hofmeyr GJ, Sadan O, Myer IG, Galal KC, Simko G. 
External cephalic version and spontaneous version rates: 
ethnic and other determinants. Br J Obstet Gynaecol 
1986;93:13–6. (Level II-2) [PubMed] ^

31.  Mauldin JG, Mauldin PD, Feng TI, Adams EK, Durkalski 
VL. Determining the clinical efficacy and cost savings 
of successful external cephalic version. Am J Obstet 
Gynecol 1996;175:1639–44. (Level II-3) [PubMed] [Full 
Text] ^

32. Donald WL, Barton JJ. Ultrasonography and external 
cephalic version at term. Am J Obstet Gynecol 1990;162: 
1542–5; discussion 1545–7. (Level II-3) [PubMed] ^

33.  Healey M, Porter R, Galimberti A. Introducing external 
cephalic version at 36 weeks or more in a district general 
hospital: a review and an audit. Br J Obstet Gynaecol 
1997;104:1073–9. (Level II-3) [PubMed] ^

 5.  Mode of term singleton breech delivery. ACOG Committee 
Opinion No. 340. American College of Obstetricians  
and Gynecologists. Obstet Gynecol 2006; 108: 235–7.  
(Level III) [PubMed] [Obstetrics & Gynecology] ^

 6.  Safe prevention of the primary cesarean delivery. Obstetric 
Care Consensus No. 1. American College of Obstetricians 
and Gynecologists. Obstet Gynecol 2014;123:693–711. 
(Level III) [PubMed] [Obstetrics & Gynecology] ^

 7.  Hickok DE, Gordon DC, Milberg JA, Williams MA, 
Daling JR. The frequency of breech presentation by ges-
tational age at birth: a large population-based study. Am 
J Obstet Gynecol 1992;166:851–2. (Level II-2) [PubMed] 
^

 8. Westgren M, Edvall H, Nordstrom L, Svalenius E, 
Ranstam J. Spontaneous cephalic version of breech 
presentation in the last trimester. Br J Obstet Gynaecol 
1985;92:19–22. (Level II-3) [PubMed] ^

 9. Kornman MT, Kimball KT, Reeves KO. Preterm exter-
nal cephalic version in an outpatient environment. Am J 
Obstet Gynecol 1995;172:1734–8; discussion 1738–41. 
(Level II-2) [PubMed] [Full Text] ^

 10.  Hutton EK, Hannah ME, Ross SJ, Delisle MF, Carson 
GD, Windrim R, et al. The Early External Cephalic 
Version (ECV) 2 Trial: an international multicentre 
randomised controlled trial of timing of ECV for breech 
pregnancies. Early ECV2 Trial Collaborative Group. 
BJOG 2011;118:564–77. (Level I) [PubMed] [Full Text] 
^

 11.  Hutton EK, Hofmeyr GJ, Dowswell T. External cephalic 
version for breech presentation before term. Cochrane 
Database of Systematic Reviews 2015, Issue 7. Art. No.: 
CD000084. DOI: 10.1002/14651858.CD000084.pub3. 
(Meta-analysis) [PubMed] [Full Text] ^

 12.  Goh JT, Johnson CM, Gregora MG. External cephalic ver-
sion at term. Aust N Z J Obstet Gynaecol 1993;33:364–6. 
(Level II-2) [PubMed] ^

 13.  Flamm BL, Fried MW, Lonky NM, Giles WS. External 
cephalic version after previous cesarean section. Am J 
Obstet Gynecol 1991;165:370–2. (Level I) [PubMed] ^

14.  de Meeus JB, Ellia F, Magnin G. External cephalic version 
after previous cesarean section: a series of 38 cases. Eur 
J Obstet Gynecol Reprod Biol 1998;81:65–8. (Level III) 
[PubMed] [Full Text] ^

15.  Ferguson JE 2nd, Dyson DC. Intrapartum external cephalic 
version. Am J Obstet Gynecol 1985;152:297–8. (Level II-3) 
[PubMed] ^

16.  Cunningham FG, Leveno KJ, Bloom SL, Spong CY, 
Dashe JS, Hoffman BL, et al. Breech delivery. In: 
Williams obstetrics. 24th ed. New York (NY): McGraw-
Hill Education; 2014. p. 558–73. (Level III) ^

17.  Mahomed K, Seeras R, Coulson R. External cephalic 
version at term. A randomized controlled trial using 
tocolysis. Br J Obstet Gynaecol 1991;98:8–13. (Level I) 
[PubMed] ^

18.  Collins S, Ellaway P, Harrington D, Pandit M, Impey LW. 
The complications of external cephalic version: results 
from 805 consecutive attempts. BJOG 2007;114:636–8. 
(Level II-3) [PubMed] [Full Text] ^

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.
guide.medlive.cn

http://www.ncbi.nlm.nih.gov/pubmed/18978117
http://journals.lww.com/greenjournal/Fulltext/2008/11000/External_Cephalic_Version_Related_Risks__A.25.aspx
http://www.ncbi.nlm.nih.gov/pubmed/3940340
http://journals.lww.com/greenjournal/Abstract/1986/01000/Antepartum_External_Cephalic_Version_Under.12.aspx
http://journals.lww.com/greenjournal/Abstract/1986/01000/Antepartum_External_Cephalic_Version_Under.12.aspx
http://www.ncbi.nlm.nih.gov/pubmed/6743606
http://www.ncbi.nlm.nih.gov/pubmed/3982742
http://journals.lww.com/greenjournal/Abstract/1985/05000/Update_on_External_Cephalic_Version_Performed_at.7.aspx
http://www.ncbi.nlm.nih.gov/pubmed/3684126
http://journals.lww.com/greenjournal/Abstract/1987/12000/External_Cephalic_Version_at_Term__Is_a_Tocolytic.19.aspx
http://www.ncbi.nlm.nih.gov/pubmed/1778287
http://www.ncbi.nlm.nih.gov/pubmed/3881122
http://www.ncbi.nlm.nih.gov/pubmed/8546642
http://www.ncbi.nlm.nih.gov/pubmed/9236644
http://www.ncbi.nlm.nih.gov/pubmed/2244457
http://www.ncbi.nlm.nih.gov/pubmed/3289394
http://www.ncbi.nlm.nih.gov/pubmed/3942700
http://www.ncbi.nlm.nih.gov/pubmed/8987953
http://ac.els-cdn.com/S0002937896701187/1-s2.0-S0002937896701187-main.pdf?_tid=2a4d2852-b4bd-11e5-b3c0-00000aacb35e&acdnat=1452116205_90c1809736dd5bf090a863e66f2aff1a
http://ac.els-cdn.com/S0002937896701187/1-s2.0-S0002937896701187-main.pdf?_tid=2a4d2852-b4bd-11e5-b3c0-00000aacb35e&acdnat=1452116205_90c1809736dd5bf090a863e66f2aff1a
http://www.ncbi.nlm.nih.gov/pubmed/2193517
http://www.ncbi.nlm.nih.gov/pubmed/9307538
http://www.ncbi.nlm.nih.gov/pubmed/16816088
http://journals.lww.com/greenjournal/Citation/2006/07000/ACOG_Committee_Opinion_No__340__Mode_of_Term.58.aspx
http://www.ncbi.nlm.nih.gov/pubmed/24553167
http://journals.lww.com/greenjournal/Fulltext/2014/03000/Obstetric_Care_Consensus_No__1___Safe_Prevention.41.aspx
http://www.ncbi.nlm.nih.gov/pubmed/1550152
http://www.ncbi.nlm.nih.gov/pubmed/3881123
http://www.ncbi.nlm.nih.gov/pubmed/7778626
http://ac.els-cdn.com/0002937895914056/1-s2.0-0002937895914056-main.pdf?_tid=14de36fe-b4b9-11e5-8e48-00000aab0f6b&acdnat=1452114452_e323457cc8a2d0dddcc11c6be438c2b8
http://www.ncbi.nlm.nih.gov/pubmed/21291506
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3085121/pdf/bjo0118-0564.pdf
http://www.ncbi.nlm.nih.gov/pubmed/26222245
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000084.pub3/epdf/standard
http://www.ncbi.nlm.nih.gov/pubmed/8179542
http://www.ncbi.nlm.nih.gov/pubmed/1872341
http://www.ncbi.nlm.nih.gov/pubmed/9846717
http://ac.els-cdn.com/S0301211598001493/1-s2.0-S0301211598001493-main.pdf?_tid=bec598ce-b4b9-11e5-8840-00000aab0f6c&acdnat=1452114736_d34f09fd3ccca03cfebcefd449df74c4
http://www.ncbi.nlm.nih.gov/pubmed/4003475
http://www.ncbi.nlm.nih.gov/pubmed/1998637
http://www.ncbi.nlm.nih.gov/pubmed/17355270
http://onlinelibrary.wiley.com/doi/10.1111/j.1471-0528.2007.01271.x/epdf
http://guide.medlive.cn/
http://guide.medlive.cn/


e60   Practice Bulletin   External Cephalic Version OBSTETRICS & GYNECOLOGY

cephalic version in late pregnancy. Acta Obstet Gynecol 
Scand 1996;75:720–4. (Level I) [PubMed] ^

46.  Cluver C, Gyte GM, Sinclair M, Dowswell T, Hofmeyr 
GJ. Interventions for helping to turn term breech babies 
to head first presentation when using external cephalic 
version. Cochrane Database of Systematic Reviews 2015, 
Issue 2. Art. No.: CD000184. DOI: 10.1002/14651858.
CD000184.pub4. (Meta-analysis) [PubMed] [Full Text] 
^

47.  Cook HA. Experience with external cephalic version and 
selective vaginal breech delivery in private practice. Am 
J Obstet Gynecol 1993;168:1886–9; discussion 1889–90. 
(Level II-3) [PubMed] ^

48.  Schorr SJ, Speights SE, Ross EL, Bofill JA, Rust OA, 
Norman PF, et al. A randomized trial of epidural anes-
thesia to improve external cephalic version success. Am 
J Obstet Gynecol 1997;177:1133–7. (Level I) [PubMed] 
[Full Text] ^

49.  Neiger R, Hennessy MD, Patel M. Reattempting failed 
external cephalic version under epidural anesthesia. Am J 
Obstet Gynecol 1998;179:1136–9. (Level III) [PubMed] 
^

50.  Dugoff L, Stamm CA, Jones OW 3rd, Mohling SI, 
Hawkins JL. The effect of spinal anesthesia on the suc-
cess rate of external cephalic version: a randomized trial. 
Obstet Gynecol 1999;93:345–9. (Level I) [PubMed] 
[Obstetrics & Gynecology] ^

51.  Weiniger CF, Ginosar Y, Elchalal U, Sela HY, Weissman 
C, Ezra Y. Randomized controlled trial of external 
cephalic version in term multiparae with or without spi-
nal analgesia. Br J Anaesth 2010;104:613–8. (Level I) 
[PubMed] [Full Text] ^

52.  Goetzinger KR, Harper LM, Tuuli MG, Macones GA, 
Colditz GA. Effect of regional anesthesia on the success 
rate of external cephalic version: a systematic review 
and meta-analysis. Obstet Gynecol 2011;118:1137–44. 
(Meta-analysis) [PubMed] [Obstetrics & Gynecology] ^

53.  Gifford DS, Keeler E, Kahn KL. Reductions in cost and 
cesarean rate by routine use of external cephalic version:  
a decision analysis. Obstet Gynecol 1995;85:930–6.  
(Level III) [PubMed] [Obstetrics & Gynecology] ^

54.  Tan JM, Macario A, Carvalho B, Druzin ML, El-Sayed 
YY. Cost-effectiveness of external cephalic version for 
term breech presentation. BMC Pregnancy Childbirth 
2010;10:3. (Cost-effectiveness analysis) [PubMed] [Full 
Text] ^

34.  Shalev E, Battino S, Giladi Y, Edelstein S. External 
cephalic version at term--using tocolysis. Acta Obstet 
Gynecol Scand 1993;72:455–7. (Level II-3) [PubMed] ^

35. Newman RB, Peacock BS, VanDorsten JP, Hunt HH. 
Predicting success of external cephalic version. Am J 
Obstet Gynecol 1993;169:245–9; discussion 249–50. 
(Level II-3) [PubMed] ^

36.  Tan GW, Jen SW, Tan SL, Salmon YM. A prospective 
randomised controlled trial of external cephalic version 
comparing two methods of uterine tocolysis with a non-
tocolysis group. Singapore Med J 1989;30:155–8. (Level I) 
[PubMed] ^

37.  Wong WM, Lao TT, Liu KL. Predicting the success of 
external cephalic version with a scoring system. A pro-
spective, two-phase study. J Reprod Med 2000;45:201–6. 
(Level II-3) [PubMed] ^

38.  Chan LY, Leung TY, Fok WY, Chan LW, Lau TK. 
High incidence of obstetric interventions after success-
ful external cephalic version. BJOG 2002;109:627–31.  
(Level II-3) [PubMed] [Full Text] ^

39.  Fernandez CO, Bloom SL, Smulian JC, Ananth CV, 
Wendel GD Jr. A randomized placebo-controlled evalu-
ation of terbutaline for external cephalic version. Obstet 
Gynecol 1997;90:775–9. (Level I) [PubMed] [Obstetrics 
& Gynecology] ^

 40.  Morrison JC, Myatt RE, Martin JN Jr, Meeks GR, Martin 
RW, Bucovaz ET, et al. External cephalic version of the 
breech presentation under tocolysis. Am J Obstet Gynecol 
1986;154:900–3. (Level II-3) [PubMed] ^

41.  Carlan SJ, Dent JM, Huckaby T, Whittington EC, Shaefer 
D. The effect of epidural anesthesia on safety and suc-
cess of external cephalic version at term. Anesth Analg 
1994;79:525–8. (Level II-3) [PubMed] ^

42.  Bewley S, Robson SC, Smith M, Glover A, Spencer JA. 
The introduction of external cephalic version at term into 
routine clinical practice. Eur J Obstet Gynecol Reprod 
Biol 1993;52:89–93. (Level II-3) [PubMed] ^

43.  Lau TK, Stock A, Rogers M. Fetomaternal haemorrhage 
after external cephalic version at term. Aust N Z J Obstet 
Gynaecol 1995;35:173–4. (Level III) [PubMed] ^

44.  Hanss JW Jr. The efficacy of external cephalic version and 
its impact on the breech experience. Am J Obstet Gyne- 
col 1990;162:1459,63; discussion 1463–4. (Level II-3) 
[PubMed] ^

45.  Chung T, Neale E, Lau TK, Rogers M. A randomized, 
double blind, controlled trial of tocolysis to assist external 

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.
guide.medlive.cn

http://www.ncbi.nlm.nih.gov/pubmed/8906005
http://www.ncbi.nlm.nih.gov/pubmed/25674710
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000184.pub4/epdf/standard
http://www.ncbi.nlm.nih.gov/pubmed/8317537
http://www.ncbi.nlm.nih.gov/pubmed/9396908
http://ac.els-cdn.com/S0002937897700292/1-s2.0-S0002937897700292-main.pdf?_tid=85a3f58c-b4c2-11e5-b8d6-00000aab0f27&acdnat=1452118506_207d44fae163c1fceabd524a94c08eef
http://www.ncbi.nlm.nih.gov/pubmed/9822489
http://www.ncbi.nlm.nih.gov/pubmed/10074976
http://journals.lww.com/greenjournal/Fulltext/1999/03000/The_Effect_of_Spinal_Anesthesia_on_the_Success.6.aspx
http://www.ncbi.nlm.nih.gov/pubmed/20338954
http://bja.oxfordjournals.org/content/104/5/613.full.pdf+html
http://www.ncbi.nlm.nih.gov/pubmed/22015882
http://journals.lww.com/greenjournal/Fulltext/2011/11000/Effect_of_Regional_Anesthesia_on_the_Success_Rate.23.aspx
http://www.ncbi.nlm.nih.gov/pubmed/7770262
http://journals.lww.com/greenjournal/Abstract/1995/06000/Reductions_in_Cost_and_Cesarean_Rate_by_Routine.5.aspx
http://www.ncbi.nlm.nih.gov/pubmed/20092630
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2826287/pdf/1471-2393-10-3.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2826287/pdf/1471-2393-10-3.pdf
http://www.ncbi.nlm.nih.gov/pubmed/8394624
http://www.ncbi.nlm.nih.gov/pubmed/8362933
http://www.ncbi.nlm.nih.gov/pubmed/2692178
http://www.ncbi.nlm.nih.gov/pubmed/10756497
http://www.ncbi.nlm.nih.gov/pubmed/12118639
http://onlinelibrary.wiley.com/doi/10.1111/j.1471-0528.2002.01514.x/epdf
http://www.ncbi.nlm.nih.gov/pubmed/9351763
http://journals.lww.com/greenjournal/Abstract/1997/11000/A_Randomized_Placebo_Controlled_Evaluation_of.15.aspx
http://journals.lww.com/greenjournal/Abstract/1997/11000/A_Randomized_Placebo_Controlled_Evaluation_of.15.aspx
http://www.ncbi.nlm.nih.gov/pubmed/3963079
http://www.ncbi.nlm.nih.gov/pubmed/8067558
http://www.ncbi.nlm.nih.gov/pubmed/8157147
http://www.ncbi.nlm.nih.gov/pubmed/7677681
http://www.ncbi.nlm.nih.gov/pubmed/2360578
http://guide.medlive.cn/
http://guide.medlive.cn/


VOL. 127, NO. 2, FEBRUARY 2016 Practice Bulletin  External Cephalic Version   e61

The MEDLINE database, the Cochrane Library, and the 
American College of Obstetricians and Gynecologists’ 
own internal resources and documents were used to con-
duct a lit er a ture search to lo cate rel e vant ar ti cles pub lished 
be tween January 1981–October 2014. The search was 
re strict ed to ar ti cles pub lished in the English lan guage. 
Pri or i ty was given to articles re port ing results of orig i nal 
re search, although re view ar ti cles and com men tar ies also 
were consulted. Ab stracts of re search pre sent ed at sym po-
sia and sci en tif ic con fer enc es were not con sid ered adequate 
for in clu sion in this doc u ment. Guide lines pub lished by 
or ga ni za tions or in sti tu tions such as the Na tion al In sti tutes 
of Health and the Amer i can Col lege of Ob ste tri cians and 
Gy ne col o gists were re viewed, and ad di tion al studies were 
located by re view ing bib liographies of identified articles. 
When re li able research was not available, expert opinions 
from ob ste tri cian–gynecologists were used.

Studies were reviewed and evaluated for qual i ty ac cord ing 
to the method outlined by the U.S. Pre ven tive Services 
Task Force:

I Evidence obtained from at least one prop er ly 
de signed randomized controlled trial.

II-1 Evidence obtained from well-designed con trolled 
tri als without randomization.

II-2 Evidence obtained from well-designed co hort or 
case–control analytic studies, pref er a bly from more 
than one center or research group.

II-3 Evidence obtained from multiple time series with or 
with out the intervention. Dra mat ic re sults in un con-
trolled ex per i ments also could be regarded as this 
type of ev i dence.

III Opinions of respected authorities, based on clin i cal 
ex pe ri ence, descriptive stud ies, or re ports of ex pert 
committees.

Based on the highest level of evidence found in the data, 
recommendations are provided and grad ed ac cord ing to the 
following categories:

Level A—Recommendations are based on good and con-
sis tent sci en tif ic evidence.

Level B—Recommendations are based on limited or in con-
sis tent scientific evidence.

Level C—Recommendations are based primarily on con-
sen sus and expert opinion.
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