
services. Chlamydia screening will be introduced for tar-
geted risk groups in 2002, facilitated by use of molecular
diagnostic tests that provide reliable results on
non-invasive samples such as urine.

HIV testing will be promoted, especially in
pregnant women and attenders at genitourinary medi-
cine clinics. Challenging targets have been set to
reduce the incidence of new transmissions of
gonorrhoea and HIV by 2007. While prevention
efforts will be principally targeted at those living with
HIV and groups at high risk, there will also be new
general information campaigns from 2002.

The strategy also proposes that specialist services
for genitourinary medicine, contraception, and sexual
health promotion should be commissioned together,
while HIV services will be part of regional specialised
commissioning. Improving access to care will depend
on ensuring that all providers work to national
standards within local networks with clear referral
pathways. Local multiagency steering groups will be
established to inform, implement, and monitor sexual
health. The increasingly complex medical manage-
ment of HIV will necessitate the development of man-
aged clinical service networks in which there are
partnerships between different groups of providers,
the voluntary sector, and user groups.

Specialist providers will generally welcome the
additional impetus that this ambitious strategy gives to
sexual health, despite some concerns over commis-
sioning. Nevertheless, increasing awareness and wider
screening will detect more infections, which will inevi-
tably exacerbate pressures on genitourinary medicine
services; these will also need resources to support the
education and research effort. Primary care already
feels overburdened and may be less enthusiastic.

This strategy—which is out for consultation until
December—deserves support from both healthcare
providers and the government. The initial £47.5m

investment for 2002-4 is manifestly insufficient.
Successful implementation will require substantial
investment for both infrastructure and staff.
Nevertheless, these additional costs will be far smaller
than those of managing the complications of sexually
transmitted infections (including HIV) associated with
deteriorating sexual health in England. Meeting the
25% target reduction in the incidence of HIV is poten-
tially worth £450m in savings alone, and an investment
of this size will be required to ensure that the other
laudable strategy aims are also achieved.

George Kinghorn consultant physician in genitourinary
medicine
Royal Hallamshire Hospital, Sheffield S10 2JF

GK is the current president of the MSSVD, the UK specialist
society for genitourinary medicine and was a member of the
strategy steering committee.
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How to manage term breech deliveries
Avoid vaginal breech deliveries but offer external cephalic version

At term 3-4% of all babies will present by the
breech. The Term Breech Trial has recently
clarified whether a vaginal breech delivery at

term should be avoided.1 Until now this argument has
been muddied by the emotive debate about natural
versus caesarean delivery, against a background of
poor evidence to support or refute the safety of breech
delivery for mother or baby.

The Term Breech Trial showed a significant
increase in perinatal mortality and morbidity (3.4%)
with planned vaginal delivery. As breech presentation
is itself significantly associated with poor perinatal out-
come, previous observational studies have been too
seriously confounded to be able to inform clinical
decisions. Until this trial there had been only two ran-
domised controlled trials comparing planned caesar-
ean section and vaginal breech delivery at term.2 3

These studies were small (only 313 women) but
suggested a worse outcome for the mother and a better
outcome for the baby if caesarean section was planned.

Some obstetricians routinely performed caesarean
sections for breech at term, while others selected
appropriate term breech babies for vaginal delivery.

The term breech trial provides unequivocal
evidence that women with a breech presentation at
term who plan a caesarean section will have a baby less
likely to die or have a serious outcome (in the neonatal
period) than those who plan a vaginal delivery (relative
risk 0.33, 95% confidence interval 0.19 to 0.56). The
results showed a 1% increased risk of perinatal death
and a 2.4% increased risk of serious neonatal morbid-
ity when a vaginal birth was planned.

This randomised controlled trial was carried out in
121 centres in 26 countries and involved 2088 women
with a non-footling singleton breech presentation.
Selection of cases was on the basis of size ( < 4000 g),
no obvious contraindication to vaginal delivery (such
as placenta praevia), and no identified anomaly in the
fetus. An experienced obstetrician was available for
delivery in each centre. Predefined labour manage-
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ment allowed induction and the use of syntocinon for
normal obstetric indications; acceptable progress was
up to 18 hours for the first stage, 2 hours before push-
ing, and 1.5 hours of pushing in the second stage. The
results were similar whether labour was induced,
augmented, or prolonged, and in women with different
levels of attendants’ experience.

A meta-analysis that has pooled these results with
those from the two other randomised controlled trials
shows that the benefit to the baby is similar (relative
risk of death or morbidity 0.31, 0.19 to 0.52)4 because
the estimates of effect are compatible in all three trials.
In the term breech trial study serious morbidity (or
death) in the mother was not increased significantly
(relative risk 1.24, 0.79 to 1.95). However, the risk to the
mother becomes significant in this meta-analysis: rela-
tive risk of maternal morbidity 1.29, 1.03 to 1.61.

There is therefore a definite cost in immediate
maternal morbidity with planned caesarean section. No
study has considered longer term outcome. Future mor-
bidity has not been assessed beyond the index
pregnancy and is particularly a concern in pregnancies
with a scarred uterus. Longer term effects on the babies
are also unknown, but this analysis is planned. In some
settings the risk of caesarean section may still outweigh
the risk of vaginal birth, and almost 97% of babies will
not be seriously compromised as a result of planning a
vaginal breech. The resource implications of performing
more caesarean sections in some societies may also be
significant and prohibitive. Also, the number needed to
treat to show benefit is higher where perinatal mortality
is high.1

As caesarean sections are recognised to have an
increased mortality and morbidity compared with
vaginal delivery,5 clinicians must not be tempted to
extrapolate these findings about term breech deliveries
to other breech deliveries, such as twin pregnancies
and premature deliveries (the commonest cause of
breech presentation). The need to provide expertise in
breech delivery will not disappear: the term breech
trial showed that nearly 6% of women with breech
presentation still have a vaginal breech delivery
because they present too late, even with a policy of

planned caesarean section. Moreover, some women
will still choose a vaginal breech delivery even when
evidence of harm is conclusive. Indeed, some women
with HIV and even with fetal distress, where the
benefits are even greater, refuse caesarean section.
Reassuringly the level of experience in the obstetrician
does not seem to be a factor in determining outcome,
and this should not be used as an excuse to perform
caesarean sections for other indications.

There is good evidence that external cephalic
version for breech at term will reduce non-cephalic
births by nearly 60%.6 However this technique is far
from universally offered. Even in the term breech
study, with enthusiastic participating units, nearly 80%
of participants had not had an attempt at external
cephalic version. There is now a pressing justification
for implementing this simple, apparently safe alterna-
tive to planned caesarean section in all obstetric units
and to offer it universally while continuing assessment
of its safety and use, including in labour. A planned
caesarean, though beneficial to the term breech fetus,
increases maternal morbidity and should not be the
first or only obstetric intervention.

Andrew Shennan senior lecturer, maternal and fetal
research unit
Susan Bewley clinical director, women’s health directorate
St Thomas’s Hospital, London SE1 7EH
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Trial paper.1
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How best to organise acute hospital services?
Think completely differently

The Royal College of Physicians and the NHS
Confederation have announced a working
group to rethink the delivery of acute

emergency services in hospitals. It is, says their press
release, “one of the biggest problems faced by the
NHS.” And, says George Alberti, college president: “We
need completely new thinking to solve the problem—
not just refinements of the present system.”

The current arrangement of acute hospital services
in Britain becomes ever less efficient and more danger-
ous. Yet the political cost of reorganisation is rising. The
government lost a safe parliamentary seat in Wyre For-
est because of its plans to close Kidderminster
Hospital.1 A current minister, Yvette Cooper, faces
potentially the same problem in her constituency. So

the time has clearly come to think differently, and a
recent meeting in Cambridge of the Eastern Region of
the NHS on acute services heard a radical proposal to
reverse current thinking. Instead of the current fashion
for ever larger acute hospitals with local hospitals taking
patients discharged from the large hospital, patients
with emergencies might go first to the local hospital—
but to one very different from now. With these propos-
als Kidderminster Hospital might have stayed open.

Many forces are driving change.2 The medical estab-
lishment has until now thought that hospitals serving
populations of 500 000 are necessary to ensure high
quality care.3 The evidence for this belief is moderate for
some surgical services but unclear for medical services.4 5

Smaller hospitals find it increasingly hard to provide 24

Editorials

BMJ 2001;323:245–6

245BMJ VOLUME 323 4 AUGUST 2001 bmj.com


