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Term breech trial

Sir—The report by Mary Hannah and
colleagues (Qct 21, p 1375)" will go
down as a landmark paper in obstetrics.
At least in more-developed countries,
it will change obstemic practice
permanently and push assisted vaginal
delivery of singleton term breech fetuses
into the history books. Before universal
acceptance, however, some queries need
clarification.

OFf the 1042 women assigned planned
vaginal delivery, any form of objective
assessment of pelvic adequacy
(radiography, ‘magnetic = resonance
imaging, or compurted tomography
pelvimetry} was done in only 102 (9-8%)
women. 226 women in the group had
emergency caesarean sections because of
suspected fetopelvic disproportion or
non-progress of labour. Whether some
of the caesarean secrons were decided
after clinicians knew the results of
radiographic pelvimetry is unclear. The
safety of vaginal breech birth depends on
the stringency of case selection, which
includes pelvic adequacy. There is no
goad evidence to support the view that
pelvic size affects perinatal mortality or
the rate of successful vaginal breech
delivery,? but use of radiographic
pelvimerry has not been assessed by
randornised trial. In 1997, van Loon and
colleagues® reported the effects on
clinical outcome of magnetc resonance
pelvimenry. The availability of the
pelvimery findings led 1 increased
vaginal breech birth rate, despite more
elective caesarean sections in the study
group, with no significant difference in
perinatal outcome berween the groups.

Hannah and colleagues’ trial would have

been mote robust if objectve pelvic
adequacy was confirmed by radiographic
peivimetry before inclusion.

Arijit Biswas

Department of Obstetrtes and Gynaecology,

Mational University Hospitat, Singapore 119074,
Singapore
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Sir—Mary Hannah and colleagues’
show that planned caesarean section is of
clear benefit over planned vaginal breech
for perinatal mortality, neonatal
mortakity, or serious neonatal morbidity.
Serious maternal complications are
similar berween the two groups. Lhey
clarify that caesarean section is best for
breech babies at term, and that a policy
of planned vaginal birth should not be
encouraged for singleton fetuses.

We wonder whether the same
principle applies to the entire breech
population at term. 20-30% of such
presentations remain undiagnosed until
after the onser of labour* We did
a smdy on undiagnosed breech
presentations.* Undiagnosed breech
presentations are more likely to deliver
vaginally with no excess of neaonatal
morbidity than those diagnosed in the
antenatal clinic. We suggest that the
progress of labour, measured by cervical
dilatation and descent of the breech into
the pelvis, is a more efficient predicror of
a successful vaginal delivery than
selection of women antenatally. In
Hannah and colleagues” wial, 59 women
delivered vapinally in the planned
caesarean-secHon group since cagsarean
was not possible because of imminent
vaginal delivery. We think that this
subgroup might be analogous to
undiagnosed breeches because the
progress of labour has convinced the
obstetrician of the method of delivery,
and would like to know the outcome
analysis of this subgroup.
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Sir—Mary Hannzh and colieagues’
rightly say that their finding that
caesarean section is bemer than
planned vaginal delivery for breech
presentation might disappoint many
obstetricians. However, we have some
concerns about their methods and
interpretation of the results.
Presumably growth-retarded feruses
were randomised or fetal-growth
retardation was not recognised during
pregnancy, Randomisadon of such
fetuses pives rise (o SOme ethical
concerns, especially planned vaginal
deliveries, since pregnancy can be
prolonged when delivery would have
been necessary. Inclusion of presumably
growth-retarded feruses could explain
some of the perinatal and neonatal
deaths; seven fetuses that weighed
1150-2550 g who died were probably
growth retarded. In five other deaths,
birthweight of 2700-3050 g with
difficult vaginal delivery, gestational age
of 41 weeks or more, and sudden
disappearance of fetal heart tones during
labour suggest fetuses appropriate for
gestational age could be growth
retarded. In terrm breech fetuses,
perinatal mortality because of hypoxia

is  highest in those weighing
2500-3000 g :
Intermittent fetal heart-rate

monitoring could explain the three fetal
deaths that had sudden heart-tone
disappearance  in  Heannah and
colleagues’ srudy. Continuous wacing
should show suspicious if mnot
pathological signs. Vaginal delivery ina
breech fetus with heart-rate
abnormalities can be fatal.* In two cases
in the planned caesarean section group,
spinal-cord injury and basal skull facture
occurred. If planned caesarean-section is
1o be protective for breech fetuses, such
injuries should not happen.

We did a multivarate logistic
regression analysis of risk factors for
5 min Apgar score of 6 or less in 2952
singleton term  breech  neonates,
excluding those with fatal malformations
and prelabour deaths. Independent risk
factors were male sex, birthweight lower
than 2500 g, single mother, proteinuria
in pregnancy, non-frank breech
presentation in elective caesarean
section, and frank breech presentation in
urgent caesarean sectdon. Vaginal
delivery was not a sk factor, despite
higher perinatal and neonatal mortakity
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in that group. Caesarean section rate
was 30'4%. Overall perinatal mortality
(>500 g) was less than ten.

We have noted that breech feruses
appropmate for gestatdonal age had
significantly lower pH, a higher parvial
pressure of carbon dioxide, and greater
base defict in mixed capillary blood
than vertex feruses at the end of the first
stage of labour. Despite some differences
in acid-base and gas values in the
umbilical artery and vein between the
breech and vertex neonates, after
delivery the frequency of birth hypoxia
did not differ.

Despite the size of Hannah and
colleagues’ smudy and efforts to aveid
biases, their conclusions are disputable
and not generalisable to all term breech
feruses, They do show that vaginal
delivery is not approprate for
compromised feruses without proper
monitoring, that pregnancy should not
be prolonged without proper fetal
surveillance and care, and that
monitoring of heart rate during labour is
essential, Even a caesarean section did
not protect a breech fetus against serious
fetal trauma.’®

Tanfa Premru-Sren

University Medical Center, Department of
Obstetrics and Gynaecology, 1000 Liubljana,
Sioventa

{e-mail: tanja.premru@guest.ames,si)
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Sir—There are three issues in Mary
Hannazh and colleagues’ report’ on
term breech delivery that should be
addressed. :

The first is the accuracy of the
diagnosis of fetopelvic disproportion.
Hannah and colleapues state that
women were excluded if there was
evidence of fetopelvic disproportion.
However six of the 16 deaths were
assoctated with difficult vaginal delivery
due to clinical fetopelvic dispropertion,
and these fetuses should have been
excluded before randomisation as cases
of existing fetopelvic disproportion.

Second, we are unsure abour the
method of estimating fetal body weight.
The investigators state that fetuses
judged to be clinically large or to have an
estimated fetal weight of 4000 g or more
were excluded before enrolment. Yet, 32
(3-1%) of the neonates in the pianned
caesarean section group and 59 (5:8%)
in the planned vaginal birth group
weighed more than 4000 g. This high
number of fetuses weighing more than
400 g could have affected the poor
outcorne in the planned vaginal delivery
group.

Third, the condition of the umbilical
cord was not assessed. Many workers
have noted that umbilical-cord disorders
can cause serjous complicatdons; tight
nuchal cord and shoulder dystocia are a
potentially catastrophic combinaton,™

and symptornatic nuchal cords that are-

identified before labour as being
exmemely tght or having multiple
loops, might be associated with a
subclinical deficit in neurodevelop-
mental performance.* Therefore,
careful assessment of the cord by
colour doppler ulrrasonography® would
lower the incidence of cord disorders
such as cord prolapse, and feral heart-
rate abnormalities in planned vaginal
births.

The risk in planned vaginal birth
might decline in the future when
obstetriclans can appropriately assess
fetopelvic disproportion and umbilical-
cord disorders for breech presentation at
term.

*Kiyoshi Uchide, Koichi Murakami
Department of Obstetrics and Gynaecology,
Schoot of Medicine, Kanazawa University,
Kanazawa 9208641, japan
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Sir—The report by Mary Hannah and
colleagues' will hopefully give some
peace of mind tw many young
obstetricians. The increase of caesarean-
section rates in many more-developed
counwies has ‘been artibuted 1o the

improved safery of surgery and to the
fear of medicolegal actons, but also to
young obstetricians’ lack of experience
in operative vaginal deliveries, Yet, they
cannot be  blamed, since ‘the
performance of these procedures is
declining sharply, and it may well be that
during his or her training the specialist of
tomorrow will see no forceps extraction
or breech delivery.

Many obstewicians are reluctant to
plan caesarean sections even in the
presence of fetal or maternal risk
because they see the surgical opton as 4
sort of extrerna ratio. This approach is in
contrast to the resulrs of several studies
that clearly show that planned caesearan
section is bewer than the same surgery
done during labour. Since operative
vaginal deliveries are probably not
associated with unfavourable obstetric
outcomes, whose rates are similar for
caesarean sections during labour, the key
issue is to prevent a difficult labeur
from occumring. Indeed, rmates of
intracranial injury® and encephalopathy
of neonates,’ as well as major maternal
comnplications,” are all significandy
reduced by a thoughtful adoption of
planned caesarean sections.

Inquides led by politicians, health
economists, and consumers against the
alieged abuse of caesarean sectons by
incompetent or dishonest doctors are
increasing. We hope that good data,
such as those reported by Hannah and
colleagues will help to clarify a subject
thar is still matter of debate in the wards
as well as in the courts.

Qur society is ready tw pay for
thousands of occcult blood or
mammographic screening tests per
decade to prevent one colorectal and one
breast cancer death respectively;’ we
believe that few will pretend that the
avoidance of the death or serious
morbidity of a baby for every additonal
14 planned caesarean sectons done is
not worthwhile,

Ritcarde Ponzone, *Piero Sismondi
Academic Division of Gynaecological Oncology,
University of Turin Mauriziano Umberto I
Hospitat, 10128 Turin, italy

{e-mail: sismondi@mauriziano.it)
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Sir—Mary Hannah and colleagues’
report’ conclude that planned caesarean
secion is better than planned vaginal
birth for term breech fetuses. After a
cridcal review, however, we think that
they should explore some poines before
we can support their conclusion.

121 centres in 26 different countries
were - included. The heterogeneous
group of investigaters might have
affected the results. In addition, Hannah
and colleagues should discuss in more
detail the ethical issues of randomising
488 patents after the second interim
analysis, which showed an important
difference for treatment results between
groups.

Assessment of adequacy of pelvis was
clinical in only 90% of women, which
could have led to the higher incidence of

fetopeivic disproportion or failure in |

labour (50-1%). Use of a more adequate
method of pelvic assessment could have
lowered the inclusion rate of fetusés with
fetopelvic dispropordon and modified
the findings.

Some of the 16 stllbirths and
neonatal deaths can be excluded as not
associated with the delivery method
(Hannah and colleagues” rtable 4):
cases number 2 and 15 died before
enrolment, number six died durng
sleep, number 7 had a congenital
anomaly, number 9 died after
developing severe vomidng and
diarrhoea, and number 16 had a
ruptured myelomeningocele. Recalcu-
faton of the perinatal and neonatal
mortality is two (0-20%) of 1038 for
caesarean section and eight {0-77%) of
1034 for vaginal delivery (p=0-12).

More discussion is needed about the
differences between the groups for
birthweight more than 4000 g, which
might affect results. Moreover, Hannah
and colleagues do not make it clear
whether their conclusion is generalisable
to countries with high perinaral mortality
rates and whether they compared the
body-mass index, and obstettic
disorders (diabetes, hypertension, &c}
between the groups.

* jodo Sabino Cunha-Filho,
Fduardo Pandofff Passas

Servigo de Ginecalogia e Obstetricia, Hospital de
Clinicas de Porto Alegre, Universidade Federai do
Rio Grande do Sul, Ramiro Barcelos 2350 Sala
1125, 90035003 Porto Alegre, Brazil

(e-mail; sabino@viars.net}
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Authors’ reply

Sir—In the wial, there were no
interactions between treatment group
and any of the baseline variables recorded
at the tme of randomisation, except for
country, as defined by the national
perinatal morbidity rate (<20 s >20 of
1000). The reduction in rsk of the
primaty outcome with planned caesarean
compared with that for planned vaginal
birth was similar irespective of subgroup.
Specifically, the reduction in risk of the
primary outcome with planned caesarean
was similar if parity was none, cne o
four, or more than four, was similar if the
woman was in or not in labour at the dme

.of randomisadon, or if the fetus was

judged to be small or of average size, or if
ultrasonography was used to judge the
size of the fetus compared with clinical
assessment, or if the pelvis was assessed
clinically or radiologically, and so on.
The protocol did not require
radiographic pelvic assessment since we
were unaware of any evidence thar this
technology would reduce adverse
perinatal outcomes and it was not the
standard of care among most of the
pamqpaung centres.

* We do not believe that the beneﬁts
from planned caesarean were
concentrated among a subgroup of large
babies. More fetuses weighed more than
4000 g at delivery in the planned vaginal
birth group than in the caesarean group
because delivery was later in that group
and the fetuses had more tme to grow.
Most of the Jarge babies in that group (47
[(79-7%] of 59) were delivered by
caesarean. Nor do we believe that the
benefits from planned caesarean were
concentrated among a subgroup of
growth-restricted fetuses, Women were
not eligible to participate in the study if we
thought the ferus could not tolerate labour
or if a mechanical difficulty at delivery was
anticipted  (eg, asymmettic growth
restriction), We assessed around 60% of
women with ultrasonography before entry,
and planmed caesarean was similarly
beneficial if ultrasound or clinical
assessment was used, The baby weighing
1150 g was a rnacerated stllbirth of a set
of preterm twins that presented in labour,
withour previous ulrasonography; the
ather ferus was born alive, weighing 2300
g. The pregnancy was thought to have
been at term with a singleton kive ferus.
Only a few women had obsteric
difficulries in the study {29 had gestational
diaberes, nine had non-gestational
diabetes, 101 had hypertension, 54 had a
previous caesarean}, and these were
similar between groups.

Among more-developed countries, 3]
babies had a primary outcome; 28 had
gerious morbidity and three died. Given
the low mortality rate, we believe thar it
would be more heipful to review rates of
serious neonatal morbidity than
mortality to assess the appiicability of the
study findings to other setrings in more-
developed nations. We agree that
cliniciens need to continue to be
educated as to how to undertake safely a
vaginal breech delivery, since such
detivery will continue to occur despite a
widespread policy of planned caesarean.
However, earfier diagnosis of the breech
and better training in external cephalic
version would also be helpful.

We did not request that all women
undergoing labour with a breech have
contnuous electronic fetal heart-rate
monitoring since we were unaware of
evidence to support this. Among the
1538 women who went into labour
during the twial, 523 (34-0%) had
continuous monitoring. In response to
Tanja Premru-Srien, we reanalysed the
data after exciuding the vaginal breech
deliveries in  which  continuous
monitoring was not the principal
method of monitoring. The results did
not change. The twwo inrapartum
sdlibirths not associated with difficult
delivery had wundergone intermittent
monitoring. Whether  continuous
monitoring would have prevented these
two deaths is a matter of speculation.

We did not find planned caesarean to
be less effective if the diagnosis of breech
presentation was made in labour. In
response 1o Wong Cheong Leung and
Ting Chung Pun, we repeated the test
for interaction after subdividing labour
by whether it was early or active at the
tme of randomisation, and the results
did not change. Two babies had an
adverse outcome among the 59 women
in the planned caesarean group who
delivered vaginally because a caesarean
could not be organised. Although our
protocol did not require a check for cord
complications before randomisation,
none of the 14 babies with cord profapse
had an adverse outcome.

We can reassure Jodc Cunha-Filho

_ and Eduardo Passos abour the ethical

conduct of the Term Breech Trial, We
took several months to obrain complete
data for the first 1600 women enrolled
(je, those assessed for the second interm
analysis), check for inconsistencies, and
verify concerns with the centres, During
this tme, 488 additional women were
recruited, The results of the second
interm analysis were reviewed by the
dara monitoring committee on April 20,
2000; their recommendaton Was
presented to the steering comumittee by
teleconference on Aprl 21, 2000;
randomisation was stopped that day.
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We did not exclude deaths thought to
be due to other factors than the delivery
method, since  exclusions  after
randomisation may lead to bias. Also,
the additional benefits of a policy of
planned caesarean at term might be
beczuse labour and  prolonged
pregnancy are avoided, not just because
diffcult delivery is reduced.

*Mary E Hannah, Walter J Hannah,
Andrew Willan

Department of Obstetrics and Gynaecology,
Sunnybrook and Women's College Health
Sciences Centre, University of Toronto, Ontaric,
M5G LNB, Canada

(e-rmail: Mary.Hannah@swchse,on.ca)

Sir—As a doctor in a2 less-developed-
county clinic that has no surgical
facilities, I found the conciusion of Mary
Hannah and colleagues’ report' very
worrying. They imply that planned
caesarean section should be the
worldwide standard method for delivery
of singleton breech fetuses.

In the many less~wealthy countries in
which most of the world’s populaton
live and give birth, the availability of
caesarean section is limited. Women
may have to take long joumeys on
difficult roads, if and when transport is
available, There can also be high
financial cost, Surgery is not free to poor
people, only to the well-off or well
insured. Faciliies and expertse for
caesarean sections on exhausted patdents
might not vield the optimistically low
mortafity and morbidity suggested by
Hannah and colleagues.

I suspect that may of the caesareans in
less-developed countxies are not done by
specialist-rained obstemicians, but by
medical generalists. 39 caesareans (one
or more of whom may die from the
delayed surgery or sepsis) to improve
one feral outcome sounds like a very
shocking price to pay for those of us who
see women every day who expect 15-20%
of their children to die in infancy despite
our best efforts to support them.

The survivors of surgery have to deal
with the prospect of the next five to ten
pregnancies in their normal environment,
harnpered by the worry that their scar is
going to rupture and require further, even
more urgent, surgical Intervention or lead
to death. Some women who have had
three or four children delivered, some of
whom have died because of the high
infant mortality in their counties, find
that after the second or third caesarean,
surgeons decided they must quiedy te
the fallopian tubes to avoid furure surpery
made difficult through previous assorted
gcars. In The Gambia, the average
womasn is expected to have six or seven
babies. To have fewer is commonly a
source of serious  anxiety or
embarrassment, both to her and to her

famnily. Loss of a child is 2 source of grief
not of shame, Loss of fertlity is another
matter.

Very few of the tral’s collaborative
group come from the resource-poor
areas of the world, where safe surgery is
so hard to find.

Before the stougpling nations of the
world are shamed (unnecessarily) into
inflicdng a breech-caesarean policy on
their women, I suggest a major rejoinder
to the article be published. Skills for
vaginat delivering of breech babies must
not be lost, and doctors the world over
must continue to disagree with a policy
of inflicting caesarean scars because it
suits the practice of the richer nations.

James Erskine
PO Box 86 Banjul, The Gambia
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Sir—The report by Mary Hannah
and colleagues' gives no information
about the number of women eligible
to be recruited. In some centres, fewer
than 1% of eligible women were recruited.

Randomised trials are penerally
judged as the gold standard for
providing information on clinical issues,
but fow recruitment rates can lead to

substantial bias, For example, an.

obstertician might recruit 2 woman to
the mial only if he or she was uncertain
about the optimum method of delivery.
Uncertainty might lead to an adverse
outcomne for the child.

In Sweden, a register-based
nationwide survey® has shown a non-
significant assocfation between term
breech presentation and very low
intrapartum and early neonatal mortality
rates (0-9 per 1000 livebirths for vaginal
delivery, 0-5 per 1000 livebirths for
caesearan secton, relative risk 1-81}.
The Swedish numbers were not
analysed by intention to trear, but the
intrapartum and eariy neonatal mortality
rates for vaginal births were much lower
than those for countries in the low
fiadonal perinatal mortality rate group of
Hannsah and colleagues.

if Hannah and colleagues’ results did
not adse through recruitment bias, and
counties such as the UK cannot match
the Swedish numbers, the causes of
adverse perinatai outcome with breech
presentation must be investigated,
especially failure to recognise and teat
inraparmum hypoxia.?
lap P Stuart
Department of Obstetrics and Gynaecoiogy,

Diana, Princess of Wales Hospital,
Grimsby DN32 2BA, UK
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Syndrome X in testicular-
cancer survivors

Sir—In their report, Mervi Taskinen
and colleagues (Sept 16, p 993)}
describe impaired glucose tolerance
and dyslipidaemia as late effects after
bone-marrow  transplantetion  in
chiidhood.

Close monitoring of long-term
survivors of bone-marrow trans-
plantations showed insulin resistance
and prompted the study. Taskinen
and colleagues describe a high
frequency of the core signs of
syndrome X? in long-term survivors of
bone-marrow transplantadon. The
importance of the findings, as noted in
the accompanying Commentary by
Gérard Socié,’ is thar this syndrome
might, in these survivors, increase the
risk for cardiovascular disease and
affect their quality of life and uitimate
outlook. Moreover, several risk factors
of this syndrome can be treamted if
recognised. The frequency of the core
signs of syndrome X in the bone-
marrow-transplanted survivors was
higher than in a small group of
leukaemia survivers meated with only
chemotherapy. However, the
leukaemia group was investigated only
3 years after treatmnent, whereas the
median follow-up of the transplanted
patients was 10'8 years. ‘This
difference in follow-up duration could
have altered the outcome of the
comparison. Taskinen and colleagues
also note that hypogonadism was an
jmportant factor associated with
insulin resistance. This long-term
side-effect related t¢ chemotherapy
and radiotherapy might be important
in the pathogenesis of syndrome X.
However, they do not address the
possible effect of different schedules
and doses of the administered
cytotoxic therapy on the frequency of
the syndrome.

In long-term  survivers  of
disseminated testicular cancer, we saw
that many developed a cardiovascular
risk-factor profile simitar to that of
syndrome X after non-ablative
chemotherapy.’ Five patents were
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