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Intrapartum care for women with breech
presenting in labour — mode of birth

Review question

4
5

What is the optimal mode of birth (emergency caesarean section or continuation of labour)
for women with breech presenting in the first or second stage of labour?

Btroduction

7
8
9

10

11

12

13

14

15

16
17
18

The aim of this review is to determine the optimal mode of birth (emergency caesarean
section or continuation of labour) for women with breech presenting in the first or second
stage of labour. The NICE guideline on caesarean section (CG132) recommends that
women who have an uncomplicated singleton breech pregnancy at 36 weeks of gestation
should be offered external cephalic version, and that pregnant women with a singleton
breech presentation at term, for whom external cephalic version is contraindicated or has
been unsuccessful, should be offered a caesarean section. This review addresses mode of
birth for women with breech presentation in labour who have declined an offer of caesarean
section or in whom labour starts before a planned caesarean section is performed.

Preterm labour and birth are excluded from this review question because breech
presentation in preterm labour and birth is covered in the NICE guideline on preterm labour
and birth (NG25).

1Summary of the protocol

20
21

22

See Table 1 for a summary of the population, intervention, comparison and outcome (PICO)
characteristics of this review.

Table 1: Summary of the protocol (PICO table)

Women with breech at term presenting in the first or second stage
of labour.

Including:

e undiagnosed and diagnosed breech presentation
e planned vaginal breech birth

e planned breech caesarean section

Emergency caesarean section

Continuation of labour, including assisted birth and
instrumental birth

For the woman:

¢ major morbidities (pelvic floor injury, OASI, postpartum
haemorrhage, or sepsis)

e admission to HDU or ITU and duration of hospital stay

e woman'’s experience of labour and birth, including experience of
the birth companion, separation of the woman and baby and
breastfeeding initiation

Evidence review for breech presenting in labour
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For the baby:

e mortality

e major morbidities (hypoxic ischaemic encephalopathy,
respiratory complications, sepsis, or birth injury)

¢ admission to NICU and duration of hospital stay

HDU: high dependency unit; ITU: intensive therapy unit; NICU: neonatal intensive care unit; OASI: obstetric anal
sphincter injury (third- or fourth-degree perineal tear)

For further details see the full review protocol in Appendix A — Review protocol. The search
strategies are presented in Appendix B — Literature search strategies.

AW DN

€linical evidence

Bicluded studies

7 Seventeen publications reporting 15 prospective cohort studies were included in this review
8 (see ‘Summary of clinical studies included in the evidence review’).

9 Of these, 14 (Alshaheen 2010, Barlov 1986, Bird 1975, Capeless 1985, Collea 1980, De
10 Leeuw 2002, Gimovsky 1983, Jaffa 1981, Maier 2011, Molkenboer 2007, Sarno 1989, Singh
11 2012, van Loon 1997, Zatuchni 1967) compared emergency caesarean section in labour to
12 continuation of labour; the remainder (Su 2003, Su 2004, Su 2007; 3 publications that
13 reported different outcomes from the same study) compared emergency caesarean section
14 in early labour to continuation of labour, and emergency caesarean section in active labour to
15 continuation of labour.

16 Evidence from the studies included in the review is summarised below (see ‘Quality
17 assessment of clinical studies included in the evidence review’).

18 Data was reported on the critical outcomes, major maternal morbidities (obstetric anal

19 sphincter injury (OASI), postpartum haemorrhage and systemic infection), mortality and

20 major morbidities in the baby (hypoxic ischaemic encephalopathy (HIE), respiratory

21 complications, and birth injury), and on the important outcome, admission to the neonatal
22 intensive care unit (NICU). Data was also reported on 2 composite outcomes, maternal

23 morbidity and adverse perinatal outcome, which included some outcomes in the guideline
24 review protocol, but also outcomes that were not in the protocol. There was no evidence
25 identified for the following outcomes for the woman: pelvic floor injury (critical outcome),

26 admission to a high dependency unit (HDU) or the intensive therapy unit (ITU) and duration
27 of hospital stay (important outcomes). In relation to woman’s experience of labour and birth,
28 including experience of her birth companion(s), separation of the woman and the baby and
29 breastfeeding initiation (important outcomes), only evidence on breastfeeding initiation and
30 on a proxy (indirect) outcome (early postpartum depression) was identified. There was no
31 evidence identified for the following critical outcome for the baby: sepsis.

32 See also the study selection flow chart in Appendix C — Clinical evidence study selection.

3Bxcluded studies

34 Studies not included in this review with reasons for their exclusion are listed in Appendix D —
35 Excluded studies.

Evidence review for breech presenting in labour
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Summary of clinical studies included in the evidence review

2 Table 2 provides a brief summary of the included studies.

3 Table 2: Summary of included studies

Study
Alshaheen 2010

Prospective
cohort study

Iraq

Barlov 1986

Prospective
cohort study

Sweden

Population

N=210 women in
labour with
singleton term
breech
presentations
between 1
September 2005
and 31 August
2006.

Women with
obstetric
problems and
medical illnesses
were excluded
from the study.

The inclusion
criteria for a trial
of breech birth
were: a clinically
adequate pelvis,
a frank or
complete breech
with estimated
fetal weight < 4
kg with a flexed
head and the
informed consent
of the woman

N=125 women in
labour with
singleton breech
presentation from
January 1978 to
December 1982.
Mean (range)
gestational age in
both groups was
40 (37-44)
weeks.

Nulliparous:

e emergency CS:
16/23 (69.6%)

Intervention/Co
mparison

e Emergency
caesarean
sections in
labour (n=113)

¢ Vaginal births
(n=97)

e Emergency
caesarean
section in
labour (n=23)

e Vaginal birth
(n=102)

Outcomes

For the baby

o stillbirth

¢ early neonatal
mortality

e birth asphyxia

e brachial plexus
lesion

o fractured
clavicle

e NICU
admission

For the woman

e mean blood
loss at birth (ml)

For the baby

e neonatal
mortality

e neonatal
pulmonary
insufficiency
necessitating
C-PAP

¢ brachial palsy

e fractured
humerus

Comments

This article
provides data on
stillbirth and early
neonatal mortality
stratified by

parity.

Indications for
caesarean
section included:
lack of progress
in labour, fetal
distress, previous
difficult vaginal
birth,
macrosomia,
cephalopelvic
disproportion,
breech with
footling
presentation

Reasons for
performing
emergency CS
were: conversion
from other breech
presentations to
double footling
breech (n=8),
suspicion of
double footling
(n=4)!
hyperextension of
the fetal head
(n=3), inertia uteri
(n=5), and
suspicion of intra-
uterine asphyxia,

Evidence review for breech presenting in labour
DRAFT September 2018
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Study

Bird 1975

Prospective
cohort study

USA

Capeless 1985

Prospective
cohort study

USA

Population

¢ vaginal birth
(VB): 41/102
(40.1%)

Selection for
intended vaginal
birth was based
on a scoring
system that took
into account
pelvic
measurements,
estimated fetal
weight, type of
breech, soft birth
canal and
previous vaginal
births

N=290 women in
labour with
singleton term
breech
presentations
with fetal weight
greater than
2,500 g from 1
January 1968 to
1 January 1974.
Exclusion criteria
were elective
induction, vaginal
bleeding,
significant heart
rate
abnormalities,
monitored late
deceleration
patterns, or cord
prolapse

N=86 women in
labour with term
frank or complete
breech
presentations
between January
1979 and
December 1981
who were allowed
an adequate trial
of labour.
Baseline
characteristics
were not stratified

Intervention/Co
mparison

e Emergency CS
in labour (n=56)

¢ Vaginal birth
(n=234)

e Emergency
caesarean
section in
labour (n=35)

e Vaginal birth
(n=51, of which
assisted, n=31;
forceps to
aftercoming
head, n=20;
there were no
total breech
extractions)

Outcomes

o fractured
clavicle

For the baby

o stillbirth

e neonatal
mortality

e requiring
resuscitation

o cardiorespirator
y depression

e birth injury
(depressed
skull fracture or
unilateral
clavicular
fracture)

For the baby
o facial palsy

e admission to
NICU

Comments

which could not
be verified (n=3)

The primary
physician was
made aware of
the Zatuchni-
Andros
prognostic index
score early in
labour. This index
takes into
account parity,
gestational age,
estimated fetal
weight, previous
breech, dilatation,
and station

Indications for
emergency CS
were: arrest of
active phase
(n=27), arrest of
descent (n=7),
prolapsed cord
(n=1)

Evidence review for breech presenting in labour
DRAFT September 2018
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Intervention/Co

Study Population mparison Outcomes Comments
by relevant
intervention and
comparison
group
Collea 1980 N=66 women with e Emergency CS  For the baby CS in labour was
singleton term in labour (n=11) e perinatal death ~ Performed due to
Prospective frank breech e Vaginal birth « spontaneous difficulty in labour
cohort study presentations (n=55); partial - — or due to fetal
(secondary from July 1975 to breech pneumothorax distress
analysis of RCT ~ May 1979. extraction was | prachial plexus
data was Women with used for most niur b
undertaken by emergency CSin vaginal births; Jury
the NGA labour had been in some cases
technical team for ~allowed to have Piper forceps
the guideline labour in light of were applied for
review) adequate X-ray the aftercoming
pelvimetry; 49/55 head
USA women in the

De Leeuw 2002

vaginal birth
group also had
adequate X-ray
pelvimetry
results; 3/55 had
a vaginal birth
before X-ray
pelvimetry could
be performed;
3/55 were
scheduled for CS
due to
inadequate
pelvimetry but
had a vaginal
birth before CS
could be
performed.

No baseline
characteristics
were reported
stratified by the 2
relevant
subgroups.
Adverse
outcomes relating
to congenital
anomalies were
excluded

N=170 women in

e Emergency

For the baby

Indications for CS

labour with caesarean e intrapartum not reported
Prospective singleton _breech sections in fetal death separately for the
conort study :‘O reseJntatmns labour (n=38) » early neonatal embergency CS

rom January ¢ Vaginal births i subgroup

1984 to June g mortality

(n=132, of

Evidence review for breech presenting in labour
DRAFT September 2018
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Intervention/Co
Study Population mparison Outcomes Comments
Belgium and the 1986 with babies which e late neonatal
Netherlands weighing at least unassisted mortality
2500 g. Antenatal breech (Brach
fetal deaths and manoeuvre),
lethal n=77, assisted
malformations breech, n=52,
were excluded breech

Gimovsky 1983

Prospective
cohort study
(secondary
analysis of RCT
data was
conducted by the
NGA technical
team for the
guideline review)

United States

N=46 women in
labour with
singleton non-
frank breech
presentations
with gestational
age between 36
and 42 weeks
between April
1981 and May
1982. Breech
included
complete breech,
double footling,
single footling,
and incomplete.
Inclusion criteria
were an
estimated fetal
weight between 2
and 4 kg, cervix
less than 7 cm
dilated, a non-
extended normal-
appearing fetal
skull, and no
contraindication
to labour.
Selection criteria
for trial of labour
(TOL) included
adequate pelvic
dimensions on X-
ray pelvimetry.
Baseline
characteristics
were not stratified
by the 2 relevant
subgroups.
Adverse
outcomes in
babies with major
congenital
anomalies were
excluded

extraction, n=3)

e Intervention.
Emergency CS
in labour (n=11)

e Comparison.
Vaginal birth
(n=35). Vaginal
births were
assisted births
with elective
application of
Piper forceps

For the baby

¢ neonatal
mortality

¢ peripheral
nerve injury

Indications for CS
included latent
phase arrest with
oxytocin (n=2),
active phase
arrest with
oxytocin (n=2),
active phase
arrest without
oxytocin (n=1),
arrest of descent
(n=1), prolapse of
umbilical cord in
the first stage of
labour (n=3),
body prolapse in
the first stage of
labour (n=2)

Evidence review for breech presenting in labour
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Intervention/Co
Study Population mparison Outcomes Comments
Jaffa 1981 N=277 e Emergency For the baby Indications for
nulliparous caesarean e perinatal emergency CS in
Prospective women in labour sections in mortality labour were:
with term breech labour (n=17) dysfunctional

cohort study

Israel

Maier 2011

Prospective
cohort study

Austria

presentations
from 1972 to
1979.

Women whose
babies weighed
less than 2500 g
or had congenital
malformations
were excluded.
Exclusion criteria
for TOL were:
nulliparous over
35 years old,
pelvic
deformities,
inadequate
radiological
pelvimetry results

N=85 women in
labour with
singleton
complete or frank
breech
presentation
>=35 weeks of
gestation from 1
January 2002 to
30 April 2005

Nulliparous:

e emergency CS:
69.2%

e VB: 63.1%

Inclusion criteria
for intended
vaginal birth
were: adequate
abdominal and
pelvic
dimensions;
estimated fetal
weight between
2500 and 3500 g;
no deflexion of
the head; no
suspected fetal
anomalies; no
placenta praevia;
no funic

¢ Vaginal births
(n=260; the
Maurceau-
Smellie-Veit
technigue was
used routinely)

e Emergency
caesarean
section (n=39)

¢ Vaginal birth
(n=46)
(Spontaneous:
n=16; Bracht:
n=16; Arthur-
Mueller/ or Veit-
Smellie: n=28;
Loevset (nuchal
arms)
manoeuvres:
n=1)

For the baby

¢ genital
haematoma

e cephalic
haematoma

e transfer to
NICU

labour (n=10; for
1 of these women
large fetal size
was an additional
indication);
prolapse of
umbilical cord
(n=6); fetal
distress (n=1)

Indications for
emergency CS
not reported

Evidence review for breech presenting in labour
DRAFT September 2018
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Study

Molkenboer 2007

Prospective
cohort study

The Netherlands

Sarno 1989

Prospective
cohort study

USA

Singh 2012

Prospective
cohort study

India

Population
presentation;
normal flow in the
umbilical artery.
Exclusion criteria
were: pre-
eclampsia, small
for gestational
age, cephalo-
thoracic
asymmetry; any
maternal
morbidity leading
to CS for any
other reasons.

N=140 women in
labour with a term
breech
presentation from
20 July 1998 to
21 April 2000.

No data on
percentage
nulliparous per
relevant group

N=27 women with
a previous CS
and breech
presentation from
1 July 1982 to 30
June 1984

Women selected
for TOL excluded
those with a
classic uterine
incision. Both
frank and
nonfrank breech
were considered
for TOL.
Selection for TOL
was performed
based on a
protocol

N=154 women
with singleton
breech
presentations at
term from
January 2007 to
September 2009

Intervention/Co
mparison

e Emergency
caesarean
section in
labour (n=49)

¢ Vaginal birth
(n=91)

e Emergency CS
in labour (n=14)

¢ Vaginal birth
(n=13)

e Emergency
caesarean
section (n=94)

¢ Vaginal birth
(n=60)

Outcomes

For the woman

¢ did breastfeed
(for any
duration)

For the baby

e neonatal
mortality

e birth trauma
(Erb’s palsy or
trapped head)

For the baby

¢ perinatal
mortality

e fractured
clavicle

e fractured
humerus

e dislocation of
hip

Comments

Outcome
measured 2
years after birth
through self-
report

Indications for
repeat CS in the
TOL group were:
arrest of dilation
(n=10), fetal
distress (n=2),
other (n=2)

Indications for
emergency
caesarean
section: fetal
distress (n=18),
failure to
progress (n=11),
cord prolapse
(n=4), footling
presentation

Evidence review for breech presenting in labour
DRAFT September 2018
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Intervention/Co

Study Population mparison Outcomes Comments
e Erb’s palsy (n=25), placenta
e damage to soft previa (n=10),
tissue and E;(Z\gg?:an scar
laceration (n=30)
Su 2003, Su N=1,540 women Intervention For the woman Reasons for CS
2004 and Su in labour with a e Caesarean e postpartum in labour: some
2007 singleton term section during haemorrhage women were
fetus(defined as early labour >1500 mL randomised to
Secondary 237 weeks) in a (n=250) e maternal p!anned vaginal
analysis of data frank or complete | Caesarean systemic _blrth but had CS
collected during ~ Preech section during infection - in labour due to
Term Breech presentation at active labour Postpartum complications;
Trial = classified randomisation (n=599) fever >=3g.50C  Some women
as prospective (this IaFer becgme Comparison | were in labour at
cohort study cephalic, footling ~ =2Mparson e maternal the time of
breech or e Vaginal birth morbidity (se€  randomisation
_ oblique/transvers (n=691) evidence and CS was
121 centresin 26 ¢ presentation in statement for undertaken as
countries some women) Early labour definition) soon as possible.
between 9 defined as o early
January 1997 contractions less postpartum The article
and 21 Aprll 2000 frequenﬂy than depreSSIon I’epOI’tS that in 6
Nulliparous: every 5 minutes cases adverse
e CSduring early or if more For the baby outcomes were
labour: 53% frequently than o stillbirth unrelated to
5 i every 5 minutes, labour and birth
coound  cervixdilated<3  ° ”me;;;fg/' (vaginal births, 2
58% cm and effaced e stillbirths
o VB: 43% <80%. * ventilation probably before
$ o Active labour required enrolment; CS in
Frank breech: defined as e birth injury early labour, 1
e CSduring early contractions more  (basal skull anomaly
labour: 59% frequently than fracture, (ventricular septal

e CS during
active labour:

every 5 minutes
and cervix dilated

brachial plexus
injury, or spinal

defect and patent
ductus

60% >=3 cm or cord injury) arteriosus); CS in
e VB: 64% effaced >=80% e NICU active Iabour, 3
Complete breech: admission fanom_alnfs (1

labour: 36% perlnatal Down’s ’

: outcome (see

. CSldurmg ikl syndrome, 1

active labour: statement for ruptured _

35% definition) myelomeningocel
e VB: 33% e). These 6

adverse

Uncertain breech:
e CS during early
labour: 5.2%

e CS during
active labour:
4.8%

outcomes were
not extracted for
the guideline
review; only
outcomes
reported as being
related to labour

Evidence review for breech presenting in labour
DRAFT September 2018
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Intervention/Co
Study Population mparison Outcomes Comments
e VB: 3.5% or birth or
unexplained were
extracted
Van Loon 1997 N=189 women e Emergency CS  For the woman Emergency
with singleton (n=63) caesarean

Secondary
analysis of data
collected during
an RCT on
magnetic-
resonance
pelvimetry —
classified as
prospective
cohort study

The Netherlands

breech
presentations 237
weeks recruited
between January
1993 and April
1996.

Women had a
trial of labour
either based on
MR pelvimetry
results (study
group in the RCT)
or based on the
obstetrician's
judgement;
manual
pelvimetry was
permitted (control
group in the
RCT).

Exclusion criteria
were an
estimated fetal
weight greater
than 4000 g,
hyperextension of
the fetal head, a
known fetal
structural defect,
a known pelvic or
uterine
abnormality,
previous
fetopelvic
disproportion,
and planned
elective CS for
reasons other
than suspected
pelvic
contraction.
Multiparity was
an exclusion
criterion unless
the referring
obstetrician had
doubts about a
vaginal birth
because of

e Vaginal birth
(n=126)
(spontaneous:
n=80; assisted:
n=46)

e third-degree
perineal
laceration

¢ blood loss >
500 ml and
>1000 ml

For the baby

e lesion of the
brachial plexus

section after a
trial of labour was
performed
because of poor
progress in the
first or second
stage (n=41 and
22 respectively).
In 5 cases of
emergency CS
due to prolonged
first stage, fetal
distress was an
additional reason

Evidence review for breech presenting in labour
DRAFT September 2018
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Study

Zatuchni 1967

Prospective

Population
previous
pregnancy ending
in CS, a low-
birthweight baby,
or a difficult
labour

N=139 women in
labour with term
breech

Intervention/Co
mparison

e Emergency
caesarean
section in

Outcomes

For the baby
e mortality
¢ brachial palsy

Comments

On admission of
the woman to the
labour suite, staff

presentations. labour (n=24) ) were made aware
S Severe o Vaginal birth * a.r;(;ma/pneurr?o of factors
congenital (n=115) nia/pneumotnor  inyolved in the
USA anomalies, 22K Breech Index
prolapsed cord ¢ nerve palsy, (parity,
cases and apneic gestational age,
bleeding episodes or estimated fetal
placental convulsions weight, previous
problems were breech, dilatation,
excluded and station),

ab~rw NP

Forest plots).

however no direct
attempt was
made to influence
management of
labour for any
woman

CS: caesarean section; MR: magnetic resonance; NICU: neonatal intensive care unit; RCT: randomised
controlled trial; TOL: trial of labour; VB: vaginal birth

See also the study evidence tables in Appendix E — Clinical evidence tables. No meta-
analysis was undertaken for this review (and so there are no forest plots in Appendix F —

Quality assessment of clinical studies included in the evidence review

7 The clinical evidence profiles for this review question are presented in Appendix G — GRADE

8 tables.

Bconomic evidence

1mcluded studies
11 No economic evidence was identified for this review.

12 See the study selection flow chart in Supplement 2 (Health economics).

1Bxcluded studies

14 Studies not included in this review with reasons for their exclusion are listed in Supplement 2
15 (Health economics).
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$Summary of studies included in the economic evidence review

2
3

No economic evidence was identified for this review (and so there are no economic evidence
tables in Supplement 2 (Health economics)).

BEconomic model

5
6
7

No economic modelling was undertaken for this review because of the high risk of selection
bias in the studies included in the clinical evidence review (see Supplement 2 (Health
economics)).

Bvidence statements

Emergency caesarean section in labour versus continuation of labour

10
11

12
13
14
15

16

17
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19
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32

33
34
35
36
37

Qutcomes for the woman

Third-degree perineal laceration

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=189) found no clinically important difference in the incidence of
third-degree perineal laceration between women who had an emergency caesarean section
and those who had a vaginal birth.

Blood loss greater than 500 ml

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=189) found no clinically important difference in the incidence of
blood loss > 500 ml between women who had an emergency caesarean section and those
who had a vaginal birth.

Blood loss greater than 1000 ml

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=189) found no clinically important difference in the incidence of
blood loss > 1000 ml between the group of women who had an emergency caesarean
section and those who had a vaginal birth.

Mean blood loss

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=125) reported that mean blood loss at birth was 522.7 ml (range
100 to 1200 ml) in the group who had an emergency caesarean section in labour and 255.2
ml (range 50 to 775 ml) in the group who had a vaginal birth. Due to insufficient data no
confidence interval (Cl) for the difference between groups could be calculated.

Breastfeeding

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=140) found a clinically important higher incidence of women who
breastfed in the group who had an emergency caesarean section compared to the group
who had a vaginal birth.
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Outcomes for the baby

Perinatal mortality

Very low quality evidence from 2 prospective cohort studies in women with breech
presentation in labour (N=277 and N=66) reported no perinatal deaths in the group who had
an emergency caesarean section in labour or those who had a vaginal birth. Due to zero
events in both groups no risk estimate could be calculated. Very low quality evidence from 1
prospective cohort study in women with breech presentation in labour (N=154) found no
clinically important difference in the incidence of perinatal mortality between women who had
an emergency caesarean section and those who had a vaginal birth.

Stillbirth

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=210, including n=104 nulliparous and 106 multiparous) reported no
stillbirths in either nulliparous or multiparous women who had an emergency caesarean
section in labour or in either nulliparous or multiparous women who had a vaginal birth. Due
to zero events in both groups no risk estimate could be calculated. Very low quality evidence
from 1 prospective cohort study in women with breech presentation in labour (N=290)
reported no stillbirths in the group who had an emergency caesarean section in labour or
those who had a vaginal birth. Due to zero events in both groups no risk estimate could be
calculated. Very low quality evidence from 2 prospective cohort studies in women with
breech presentation in labour (N=170 and N=139) found no clinically important difference in
the incidence of stillbirth between the group who had an emergency caesarean section and
those who had a vaginal birth.

Early neonatal mortality

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=210, including n=104 nulliparous and 106 multiparous) reported a
clinically important lower incidence of early neonatal death in the group of nulliparous women
who had emergency CS in labour compared to nulliparous women who had a vaginal birth.
The same study found no clinically important difference in the incidence of early neonatal
death between multiparous women who had emergency caesarean section in labour and
multiparous women who had a vaginal birth. Very low quality evidence from 1 prospective
cohort study in women with breech presentation in labour (N=170) reported no early neonatal
deaths in the group who had an emergency caesarean section in labour or in those who had
a vaginal birth. Due to zero events in both groups no risk estimate could be calculated.

Neonatal mortality (not further specified as early or late)

Very low quality evidence from 2 prospective cohort studies in women in labour with
singleton breech presentation (N=290 and N=46) found no clinically important difference in
the incidence of neonatal deaths between the group who had an emergency caesarean
section and those who had a vaginal birth. Very low quality evidence from 2 prospective
cohort studies in women with breech presentation in labour (N=125 and N=27; in the second
study the 27 women also had a previous caesarean section) reported no neonatal deaths in
the group who had an emergency caesarean section in labour or in those who had a vaginal
birth. Due to zero events in both groups no risk estimate could be calculated.

Late neonatal mortality

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=170) reported no late neonatal deaths in the group who had an
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emergency caesarean section in labour or in those who had a vaginal birth. Due to zero
events in both groups no risk estimate could be calculated.

Birth asphyxia

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=210) found no clinically important difference in the incidence of
birth asphyxia between the group who had an emergency caesarean section and those who
had a vaginal birth.

Requirement for resuscitation

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=290) found a clinically important lower incidence of babies
requiring resuscitation in the group who had an emergency caesarean section compared to
those who had a vaginal birth.

Cardiorespiratory depression

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=290) found a possibly clinically important lower incidence of babies
with cardiorespiratory depression in the group who had an emergency caesarean section
compared to those who had a vaginal birth. (‘Possibly’ clinically important means that this
result was not statistically significant at the 95% confidence level, but it was statistically
significant at the 90% confidence level. Moreover the risk ratio was below 0.80, which is the
default minimally important difference.)

Neonatal pulmonary insufficiency necessitating C-PAP

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=125) found no clinically important difference in the incidence of
neonatal pulmonary insufficiency necessitating continuous positive airway pressure (C-PAP)
between the group who had an emergency caesarean section and those who had a vaginal
birth.

Spontaneous bilateral pneumothorax

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=66) found no clinically important difference in the incidence of
spontaneous bilateral pneumothorax between the group who had an emergency caesarean
section and those who had a vaginal birth.

Brachial palsy and brachial plexus lesion or injury

Very low quality evidence from 2 prospective cohort studies in women with breech
presentation in labour (N=125 and N=139) found no clinically important difference in the
incidence of brachial palsy between the group who had an emergency caesarean section
and those who had a vaginal birth. Very low quality evidence from 3 prospective cohort
studies in women in labour with singleton breech presentation (N=210, N=66, and N=189)
found no clinically important difference in the incidence of brachial plexus lesion or injury
between the group of women who had an emergency caesarean section and those who had
a vaginal birth.
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Fractured humerus

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=125) found no clinically important difference in the incidence of
fractured humerus in the baby between the group who had an emergency caesarean section
and those who had a vaginal birth. Very low quality evidence from 1 prospective cohort study
in women with breech presentation in labour (N=154) reported no events of fractured
humerus in the group who had an emergency caesarean section in labour and those who
had a vaginal birth. Due to zero events in both groups no risk estimate could be calculated.

Fractured clavicle

Very low quality evidence from 3 prospective cohort studies in women with breech
presentation in labour (N=210, N=125, and N=290) found no clinically important difference in
the incidence of fractured clavicle in the baby between the group who had an emergency
caesarean section and those who had a vaginal birth. Very low quality evidence from 1
prospective cohort study in women with breech presentation in labour (N=154) reported no
events of fractured clavicle in the group who had an emergency caesarean section in labour
and those who had a vaginal birth. Due to zero events in both groups no risk estimate could
be calculated.

Depressed skull fracture

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=290) found no clinically important difference in the incidence of
depressed skull fracture in the baby between the group who had an emergency caesarean
section and those who had a vaginal birth.

Facial palsy

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=86) found no clinically important difference in the incidence of facial
palsy between the group who had an emergency caesarean section and those who had a
vaginal birth.

Erb’s palsy

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour and previous caesarean section (N=27) found no clinically important
difference in the incidence of Erb’s palsy between the group who had an emergency
caesarean section and those who had a vaginal birth. Very low quality evidence from 1
prospective cohort study in women with breech presentation in labour (N=154) reported no
events of Erb’s palsy in the group who had an emergency caesarean section in labour and
those who had a vaginal birth. Due to zero events in both groups no risk estimate could be
calculated.

Birth trauma (due to a trapped head)

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour and previous caesarean section (N=27) found no clinically important
difference in the incidence of birth trauma due to a trapped head between the group who had
an emergency caesarean section and those who had a vaginal birth.
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Genital haematoma

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=85) found no clinically important difference in the incidence of
genital haematoma between the group who had an emergency caesarean section and those
who had a vaginal birth.

Cephalic haematoma

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=85) found no clinically important difference in the incidence of
cephalic haematoma between the group who had an emergency caesarean section and
those who had a vaginal birth.

Damage to soft tissue and laceration

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=154) found no clinically important difference in the incidence of
damage to the baby’s soft tissue and laceration between the group who had an emergency
caesarean section and those who had a vaginal birth.

Dislocation of the hip

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=154) reported no events of dislocation of the baby’s hip in the
group who had an emergency caesarean section in labour and those who had a vaginal
birth. Due to zero events in both groups no risk estimate could be calculated.

Peripheral nerve injury

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=46) reported no events of peripheral nerve injury for the group who
had an emergency caesarean section in labour and those who had a vaginal birth. Due to
zero events in both groups no risk estimate could be calculated.

Severe neonatal morbidity

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=139) found no clinically important difference in the incidence of
severe neonatal morbidity (including anoxia, pneumonia and pneumothorax) between the
group who had an emergency caesarean section and those who had a vaginal birth. The
same study found no clinically important difference in the incidence of severe neonatal
morbidity (including VIl nerve palsy, apneic episodes and convulsions) between the 2
groups.

Admission to neonatal intensive care unit

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=210) found a clinically important lower incidence of NICU
admissions in the group who had an emergency caesarean section compared to those who
had a vaginal birth. Very low quality evidence from 2 prospective cohort studies in women
with breech presentation in labour (N=86 and N=85) found no clinically important difference
in the incidence of NICU admissions between the group who had an emergency caesarean
section and those who had a vaginal birth.
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Emergency caesarean section in early labour versus continuation of labour
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Outcomes for the woman

Postpartum haemorrhage

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=937) found no clinically important difference in the incidence of
postpartum haemorrhage >1500 ml between the group who had an emergency caesarean
section in early labour and those who had a vaginal birth.

Maternal systemic infection, postpartum fever >= 38.5°C

This outcome was included in the review as a proxy for sepsis (which was an outcome
specified in the review protocol). Very low quality evidence from 1 prospective cohort study in
women with breech presentation in labour (N=937) found no clinically important difference in
the incidence of postpartum fever >= 38.5°C between the group who had an emergency
caesarean section in early labour and those who had a vaginal birth.

Maternal morbidity

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=937) found a clinically important higher odds of ‘maternal morbidity’
during the first 6 weeks postpartum in the group who had an emergency caesarean section
in early labour compared to those who had a vaginal birth. Maternal morbidity was defined as
any of the following: death; postpartum haemorrhage of more than 1500 ml or a need for
blood transfusion; dilatation and curettage for bleeding or retained placental tissue;
hysterectomy; cervical laceration involving the lower uterine segment (in the case of vaginal
birth); vertical uterine incision or serious extension to a transverse uterine incision (in the
case of caesarean section); vulvar or perineal haematoma requiring evacuation; deep vein
thrombophlebitis or pulmonary embolism requiring anticoagulant therapy; pneumonia; adult
respiratory distress syndrome; wound infection requiring prolonged hospital care as an
inpatient or outpatient or readmission to hospital; wound dehiscence or breakdown; maternal
fever of at least 38.5°C on 2 occasions at least 24 hours apart and not including the first 24
hours after the birth; bladder, ureteric, or bowel injury requiring repair; genital tract fistula;
bowel obstruction; or other serious maternal morbidity as judged by members of the steering
committee for the study (masked to allocation group and if possible to mode of birth).

Early postpartum depression.

This outcome was included in the review as a proxy for the woman’s experience (which was
an outcome specified in the review protocol). Very low quality evidence from 1 prospective
cohort study in women with breech presentation in labour (N=937) found no clinically
important difference in the incidence of early postpartum depression between the group who
had an emergency caesarean section in early labour and those who had a vaginal birth.

QOutcomes for the baby

Stillbirth

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=938) found no clinically important difference in the incidence of
stillbirth between the group who had an emergency caesarean section in early labour and
those who had a vaginal birth.
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Neonatal mortality

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=938) found no clinically important difference in the incidence of
neonatal mortality between the group who had an emergency caesarean section in early
labour and those who had a vaginal birth.

Ventilation required

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=938) found no clinically important difference in the incidence of
requirement for ventilation between the group who had an emergency caesarean section in
early labour and those who had a vaginal birth.

Birth injury

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=938) found no clinically important difference in the incidence of
birth injury between the group who had an emergency caesarean section in early labour and
those who had a vaginal birth.

Admission to neonatal intensive care unit

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=938) found no clinically important difference in the incidence of
admission to NICU between the group who had an emergency caesarean section in early
labour and those who had a vaginal birth.

Adverse perinatal outcome

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=856) found a clinically important lower odds of ‘adverse perinatal
outcome’ in the group who had an emergency caesarean section in early labour compared to
those who had a vaginal birth. Adverse perinatal outcome was defined as any of the
following: perinatal or neonatal mortality within 28 days of the birth (excluding lethal
congenital anomalies); birth trauma, including subdural haematoma, intracerebral or
intraventricular haemorrhage, spinal cord injury, basal skull fracture, peripheral nerve injury
present at discharge from hospital, or clinically important genital injury; seizures occurring
within 24 hours of the birth or requiring 2 or more drugs to control them; Apgar score of less
than 4 at 5 minutes; cord blood base deficit of at least 15; hypotonia for at least 2 hours;
stupor, decreased response to pain, or coma; intubation and ventilation for at least 24 hours;
tube feeding for 4 days or more; or admission to NICE for longer than 4 days.

3Emergency caesarean section in active labour versus continuation of labour
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QOutcomes for the woman

Postpartum haemorrhage

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1288) found no clinically important difference in the incidence of
postpartum haemorrhage >1500 ml between the group who had an emergency caesarean
section in active labour and those who had a vaginal birth.
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Maternal systemic infection, postpartum fever >= 38.5C

This outcome was included in the review as a proxy for sepsis (which was specified as an
outcome in the review protocol). Very low quality evidence from 1 prospective cohort study in
women with breech presentation in labour (N=1288) found a clinically important higher
incidence of postpartum fever >= 38.5°C in the group who had an emergency caesarean
section in active labour compared to those who had a vaginal birth.

Maternal morbidity

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1288) found a clinically important higher odds of ‘maternal
morbidity’ during the first 6 weeks postpartum in the group who had an emergency
caesarean section in active labour compared to those who had a vaginal birth. Maternal
morbidity was defined as any of the following: death; postpartum haemorrhage of more than
1500 ml or a need for blood transfusion; dilatation and curettage for bleeding or retained
placental tissue; hysterectomy; cervical laceration involving the lower uterine segment (in the
case of vaginal birth); vertical uterine incision or serious extension to a transverse uterine
incision (in the case of caesarean section); vulvar or perineal haematoma requiring
evacuation; deep vein thrombophlebitis or pulmonary embolism requiring anticoagulant
therapy; pneumonia; adult respiratory distress syndrome; wound infection requiring
prolonged hospital care as an inpatient or outpatient or readmission to hospital; wound
dehiscence or breakdown; maternal fever of at least 38.5°C on 2 occasions at least 24 hours
apart and not including the first 24 hours after the birth; bladder, ureteric, or bowel injury
requiring repair; genital tract fistula; bowel obstruction; or other serious maternal morbidity as
judged by members of the study’s steering committee (masked to allocation group and if
possible to mode of birth).

Early postpartum depression

This outcome was included in the review as a proxy for the woman’s experience (which was
specified as an outcome in the review protocol). Very low quality evidence from 1 prospective
cohort study in women with breech presentation in labour (N=1288) found no clinically
important difference in the incidence of early postpartum depression between the group who
had an emergency caesarean section in active labour and those who had a vaginal birth.

Outcomes for the baby

Stillbirth

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1285) found no clinically important difference in the incidence of
stillbirth between the group who had an emergency caesarean section in active labour and
those who had a vaginal birth.

Neonatal mortality

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1285) found no clinically important difference in the incidence of
neonatal mortality between the group who had an emergency caesarean section in active
labour and those who had a vaginal birth.
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Ventilation required

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1285) found no clinically important difference in the incidence of
requirement for ventilation between the group who had an emergency caesarean section in
active labour and those who had a vaginal birth.

Birth injury

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1285) found no clinically important difference in the incidence of
birth injury between the group who had an emergency caesarean section in active labour and
those who had a vaginal birth.

Admission to neonatal intensive care

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1285) found no clinically important difference in the incidence of
admission to NICU between the group who had an emergency caesarean section in active
labour and those who had a vaginal birth.

Adverse perinatal outcome

Very low quality evidence from 1 prospective cohort study in women with breech
presentation in labour (N=1158) found a possibly clinically important lower odds of ‘adverse
perinatal outcome’ in the group who had an emergency caesarean section in active labour
compared to those who had a vaginal birth. (‘Possibly’ clinically important means that this
result was not statistically significant at the 95% confidence level but it was statistically
significant at the 90% confidence level. Moreover the risk ratio was below 0.80, which is the
default minimally important difference.) Adverse perinatal outcome was defined as any of the
following: perinatal or neonatal mortality within 28 days of the birth (excluding lethal
congenital anomalies); birth trauma, including subdural haematoma, intracerebral or
intraventricular haemorrhage, spinal cord injury, basal skull fracture, peripheral nerve injury
present at discharge from hospital, or clinically important genital injury; seizures occurring
within 24 hours of the birth or requiring 2 or more drugs to control them; Apgar score of less
than 4 at 5 minutes; cord blood base deficit of at least 15; hypotonia for at least 2 hours;
stupor, decreased response to pain, or coma; intubation and ventilation for at least 24 hours;
tube feeding for 4 days or more; or admission to NICU for longer than 4 days.

3Recommendations
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O1. Discuss with women in labour with breech presentation the possible benefits and risks of
vaginal birth and caesarean section, including:

e an increase in the chance of serious medical problems for the woman with caesarean
section, and

e an increase in the chance of serious medical problems for the baby with vaginal birth
¢ what it might mean for them and the baby if such problems did occur.

02. Offer women in labour with breech presentation a choice between continuing labour and
caesarean section.

03. Advise women in labour with breech presentation that any benefit of caesarean section
in reducing the chance of complications for the baby may be greater in early labour.
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O4. Assess progress of labour in line with the NICE guideline on intrapartum care for healthy
women and babies.

Rationale and impact

Why the committee made the recommendations

O© o0 ~NOoO o
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Evidence showed an increase in maternal infection and other maternal complications during
the first 6 weeks after caesarean section in labour for breech presentation compared with
vaginal breech birth.

Evidence showed fewer adverse outcomes for the baby after caesarean section in early
labour for breech presentation compared with vaginal birth, but the benefit was less clear
when caesarean section was performed in the later stages of labour.

The committee acknowledged that offering a choice between continuing labour and
emergency caesarean section may differ from the advice that women with breech
presentation have received during pregnancy. This is because the balance of risks to the
woman and baby have changed, with different considerations coming into play when the
woman is in labour. For example, considerations will be different when breech presentation is
first identified in labour, or when labour is more advanced. The committee wished to ensure
that healthcare professionals give women the opportunity to make an informed choice about
mode of birth in this situation. They agreed not to recommend one mode of birth over
another, but that following discussion of the likely risks and benefits a woman should be able
to decide what is right for her.

Based on their knowledge and experience, the committee agreed that healthcare
professionals should follow recommendations in the NICE guideline on intrapartum care for
healthy women and babies to avoid unnecessary intervention when there is a delay in labour.

2¥npact of the recommendations on practice
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There is variation in practice regarding counselling in labour for women with breech
presentation, following publication of the Term Breech Trial in 2000, which concluded that
vaginal birth was associated with higher risks to the baby. The recommendation to offer
women in labour with breech presentation a choice between continuing labour and
emergency caesarean section will promote a more consistent approach and improved
experience for women and their birth companions.

The committee was aware that training may be needed to fully implement the
recommendations supporting vaginal breech birth.

3¥he committee’s discussion of the evidence

3hterpreting the evidence

3bhe outcomes that matter most

36
37
38
39

The committee prioritised major maternal morbidities (pelvic floor injury, obstetric anal
sphincter injury (OASI), postpartum haemorrhage, or sepsis) as critical outcomes because
these may occur with either caesarean section or vaginal birth. For the baby, the committee
prioritised mortality and major morbidities (hypoxic ischaemic encephalopathy, respiratory
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complications, sepsis, or birth injury) as critical outcomes because both mortality and
morbidity can be influenced by mode of birth.

Important outcomes were maternal admission to HDU or ITU and duration of hospital stay,
and the woman’s experience of labour and birth, including experience of her birth
companion(s), separation of the woman and the baby and breastfeeding initiation. The
committee considered admission to HDU or ITU and duration of hospital stay to be important
because if the intervention is surgery then admission is more likely. With regard to the
woman’s experience, the committee discussed that currently some women with breech
presenting in labour can feel that their choice is limited regarding mode of birth.

The committee considered admission to NICU and duration of hospital stay as important
outcomes because these are proxies for neonatal morbidity.

1Zhe quality of the evidence
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No studies were found that randomised women to caesarean section in labour or
continuation of labour. Secondary analyses of data from randomised controlled trials (RCTs)
that aimed to answer a different question from the guideline review were treated as
prospective cohort studies.

All studies included in this review had a high risk of selection bias because women in the
emergency caesarean section group had clinical indications for emergency caesarean
section. These indications might, in turn, be associated with adverse outcomes. Most of the
studies also had high risk of comparability bias because they did not adjust for any factor.
Only one study adjusted for confounders (in relation to the composite outcomes of maternal
morbidity and adverse perinatal outcome), however it was unclear what variables were
included in the final analysis.

Many outcomes were downgraded for imprecision, which is related to sample size. The
committee noted that the study with the biggest sample size was the secondary analysis of
the Term Breech Trial reported in 3 publications (Su 2003, Su 2004, Su 2007). Considering
that most of the outcomes in the review are rare events, it is possible that in many studies
the lack of clinical importance is due to small sample size. The committee noted that 1 study
found no clinically important difference in the incidence of third-degree perineal laceration
between the group of women who had an emergency caesarean section and those who had
a vaginal birth. The committee argued that this was contrary to their clinical experience which
suggested that third-degree perineal lacerations are generally due to a vaginal birth. They
noted that this result was likely to be due to the small numbers of women and events in the
study (Van Loon 1997; 0 events among 63 women who had an emergency caesarean
section in labour and 1 event in 126 women who had a vaginal birth).

The following outcomes were downgraded for indirectness: maternal morbidity and adverse
perinatal outcome, which were composite outcomes that included some outcomes in the
guideline review protocol but also outcomes that were not in the protocol; early postpartum
depression, which was included as a proxy for the woman’s experience of labour and birth.
The committee noted that postpartum depression had serious limitations as a proxy
outcome, as it could be due to reasons completely different from a poor experience of labour
and birth. Finally, neonatal morbidity, as a composite outcome including convulsions and
apneic episodes as well as VII nerve palsy, was downgraded for indirectness. While VII
nerve palsy can be considered as a birth injury, convulsions and apneic episodes were not
included in the protocol. The committee did not feel they could separate out the individual
outcomes incorporated in the composite outcomes for the woman and the baby when
drafting the recommendations.
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The committee noted that the Term Breech Trial was conducted in multiple countries, some
of which may have different clinical practice compared to the UK. Although there was a trial
protocol for the management of labour, differences in standard care of women and babies
across participating centres may have had an impact on outcomes. Moreover the study is
now relatively dated, therefore some treatments included may not be relevant to current
practice. However the committee agreed that women should be informed of the results.

The committee noted that a study from Iraq (Alshaheen 2010) showed a clinically important
lower incidence of NICU admission in the group who had an emergency caesarean section
compared to those who had a vaginal birth, and a clinically important reduction in incidence
of early neonatal death in the group of nulliparous women who had an emergency caesarean
section in labour compared to nulliparous women who had a vaginal birth. The committee
argued that a study from Iraq would not reflect clinical practice in the UK and decided to
disregard this study in formulating recommendations. Likewise, a study from 1975 (Bird
1975) showed a clinically important reduction in incidence of babies requiring resuscitation in
among women who had an emergency caesarean section compared to those who had a
vaginal birth. The committee argued that clinical practice in 1975 would not be representative
of current practice. For example, ventilation practices have changed; moreover, in the 1970s
early cord clamping was common practice and this may be associated with an additional
need for immediate resuscitation. Therefore, the committee decided not to base their
recommendations on this study.

2Benefits and harms
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The committee noted that the included study with the largest sample size, that is, the
secondary analysis of the Term Breech Trial, showed no clinically important difference in
maternal infection between caesarean section in early labour and vaginal birth, but a
clinically important increase in maternal infection with caesarean section in active labour
compared to vaginal birth. The same study showed a clinically important increase in maternal
morbidity (a composite outcome including multiple morbidities and complications) during the
first 6 weeks after caesarean section in either early or active labour compared with vaginal
birth. Therefore the committee wanted healthcare professionals to discuss with women
presenting with a breech position in labour that there is an increase in the chance of serious
medical problems for the woman with caesarean section.

The secondary analysis of the Term Breech Trial showed no increased mortality in the baby
or morbidity in either group based on each individual outcome included in the guideline
review protocol (stillbirth, neonatal mortality, ventilation required, birth injury and admission to
NICU). However this study showed a clinically important decrease in a composite adverse
perinatal outcome with emergency caesarean section in early labour compared to vaginal
birth. This adverse perinatal outcome included not only all the aforementioned outcomes in
the review protocol, but also additional outcomes outside of the protocol, therefore it was
downgraded for indirectness. However the committee noted that all the outcomes included in
the composite outcome were of interest overall. Moreover, the committee recognised that
some adverse outcomes could occur only with a vaginal birth for example, the baby’s head
getting stuck. Therefore, based on the results from the Term Breech Trial and the
committee’s clinical experience and expertise, they agreed that healthcare professionals
should discuss with women that there is an increased chance of serious medical problems
for the baby with vaginal birth. The committee noted that the absolute risk is low and it might
be helpful to mention this in such discussions.

Based on the composite adverse perinatal outcome, the Term Breech Trial showed clinically
important benefits for the baby from a caesarean section in early labour but only a possibility
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of clinically important benefits for the baby from a caesarean section in active labour. The
committee debated whether there should be 2 separate recommendations, one for labour
that is not yet established and one for established labour, but they noted that there is a
continuum of risk for the baby over time. They also noted that if the baby’s presentation were
quite low in more advanced labour then performing a caesarean section could be
problematic. Therefore the committee recommended advising women that any benefit of
emergency caesarean section in reducing the chance of complications for the baby may be
greater in early labour.

The committee acknowledged that offering a choice between continuing labour and
emergency caesarean section may differ from the advice that women with breech
presentation receive antenatally. This is because the balance of risks to the woman and baby
will have changed, with different considerations coming into play when the woman is in
labour. For example, considerations will be different when breech presentation is first
identified in labour, or when labour is more advanced. The committee wished to ensure that
healthcare professionals give women an opportunity to make an informed choice about mode
of birth in this situation. They agreed not to recommend one mode of birth over another, but
that following discussion of the likely risks and benefits a woman should choose what is right
for her based on her individual circumstances and preferences.

The committee noted that the importance of healthcare professionals feeling confident and
competent to support women in labour and giving birth vaginally with a baby in the breech
position. Ensuring that women who attempt a vaginal breech birth are adequately supported
to give birth safely and achieve a positive experience is also important. The committee noted
that most healthcare professionals currently practise very few vaginal breech births and it
might be helpful to take this into account when balancing risks. Adequate training would be
needed to ensure healthcare professionals have the skills to support breech birth.

The committee noted that 1 study found a clinically important increased incidence of
breastfeeding among women who had an emergency caesarean section compared to those
who had a vaginal birth. The committee agreed that a caesarean section is usually seen as a
barrier to breastfeeding initiation because of separation of the woman and the baby.
However, they argued that for this reason women might receive extra support for
breastfeeding after a caesarean section and speculated that this might be the reason for the
finding in the study.

Based on their knowledge and experience, the committee agreed that healthcare
professionals should follow recommendations in the NICE guideline on intrapartum care for
healthy women and babies (CG190) to avoid unnecessary intervention when there is a delay
in labour.

3Cost effectiveness and resource use
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The committee was aware that emergency caesarean section is more expensive than a
vaginal birth. However, a breech vaginal birth is more complicated than a cephalic vaginal
birth and, therefore, more resource intensive.

The included studies in the clinical evidence review had a high risk of bias and the committee
did not think that cost effectiveness could be readily assessed from differences in adverse
outcomes for the woman and the baby and, therefore, the committee agreed it was
reasonable to offer women a choice between continuation of labour and an emergency
caesarean section. It is estimated that approximately 3-5% of pregnancies are breech at term
(Hofmeyr 2015) although breech presenting in labour represents a relatively small subset of
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such pregnancies. The committee did not anticipate a significant resource impact given the
relatively small number of women affected and because the recommendations do not
represent a substantial change from current practice, which is varied.

However, the committee recognised that their recommendations might have training
implications in order to support more widespread vaginal breech birth.

Other factors the committee took into account
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The committee was aware of existing guidance on other aspects of intrapartum care for
women with breech presenting in labour (see the Royal College of Gynaecologists (RCOG)
management of breech presentation (Green-top Guideline No. 20b)) such as the woman'’s
position during labour and birth and use of epidural analgesia, and felt that the committee’s
recommendations would complement the existing guidance. The committee agreed that
appropriate support for breech birth includes practices that are likely to reduce unnecessary
interventions during labour and birth, such as encouraging women to be mobile and to adopt
positions they feel comfortable in (including upright positions), consistent with the NICE
guideline on intrapartum care for healthy women and babies (CG190).
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1 Appendices

Appendix A — Review protocol

Bhtrapartum care for women with breech presenting in labour — mode of birth

Item Details Working notes
Area in the Women at high risk of adverse outcomes for themselves
scope and/or their baby because of obstetric complications or
other reasons — intrapartum care for women with breech
presenting in labour — mode of birth
Review What is the optimal mode of birth (emergency caesarean
guestion in section or continuation of labour) for women with breech
the scope presenting in the first or second stage of labour?
Review What is the optimal mode of birth (emergency caesarean
question for section or continuation of labour) for women with breech
the guideline  presenting in the first or second stage of labour?
Objective The aim of this review is to determine the optimal mode of
birth (emergency caesarean section or continuation of
labour) for women with breech presenting in the first or
second stage of labour. The incidence of breech
presentation at term is 3-4%, and breech presentation is
associated with higher perinatal mortality and morbidity
(RCOG 2006)
Population Women with breech at term presenting in the first or
and second stage of labour.
directness
Including:
e undiagnosed and diagnosed breech presentation
e planned vaginal breech birth
¢ planned breech caesarean section.
Studies in which up to 34% of the women have multiple
pregnancy will be included. Evidence in which any of the
women have multiple pregnancy should be downgraded
for indirectness.
Intervention Emergency caesarean section
Comparison  Continuation of labour, including assisted birth and
instrumental birth
Outcomes Critical outcomes:

e for the woman:

o major morbidities (pelvic floor injury, obstetric anal
sphincter injury, postpartum haemorrhage, or sepsis)

o for the baby:
o mortality

o major morbidities (hypoxic ischaemic encephalopathy,
respiratory complications, sepsis, or birth injury)
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Item

Importance
of outcomes

Setting

Stratified,
subgroup
and adjusted
analyses

Language
Study design

Details

Important outcomes:
o for the woman:
o admission to HDU/ITU and duration of hospital stay

o woman’s experience of labour and birth, including
experience of the birth companion, separation of the
woman and baby and breastfeeding initiation

o for the baby:

o admission to NICU and duration of hospital stay
Preliminary classification of the outcomes for decision
making:

o critical (up to 3 outcomes)

e important but not critical (up to 3 outcomes)

¢ of limited importance (1 outcome)

All birth settings

Groups that will be reviewed and analysed separately:
o parity

In the presence of heterogeneity, the following subgroups

will be considered for sensitivity analysis:

e analgesia in labour (including mobilisation, birth pool,
birth position, epidural, and relaxation techniques)

o parity

o type of breech

e gestational age

¢ planned caesarean section

Potential confounders:

uterine anomalies

abnormal pelvic anatomy

maternal diabetes

fetal malformation

multiple pregnancy

¢ polyhydramnios or oligohydramnios
¢ low birthweight (intrauterine growth restriction)
e previous breech birth

e previous caesarean section

o parity

e body mass index

English

¢ Published full text papers only
e Systematic reviews

e RCTs
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Item Details Working notes
e Only if RCTs unavailable or there is limited data to studies would not be
inform decision making: considered
o prospective or retrospective comparative
observational studies (including cohort and case-
control studies)
e Prospective study designs will be prioritised over
retrospective study designs
¢ Conference abstracts will not be considered
Search Sources to be searched: Medline, Medline In-Process,
strategy CCTR, CDSR, DARE, HTA and Embase.
Limits (e.g. date, study design): All study designs. Apply
standard animal/non-English language filters. No date
limit.
Supplementary search techniques: No supplementary
search techniques were used.
See Appendix B — Literature search strategies for full
strategies
Review Appraisal of methodological quality: Review questions
strategy « the methodological quality of each study will be selected as high

assessed using checklists recommended in the NICE
guidelines manual 2014 (for example, AMSTAR or
ROBIS for systematic reviews, and Cochrane RoB tool
for RCTs) and the quality of the evidence for each
outcome (that is, across studies) will be assessed using
GRADE

o if studies report only p-values, this information will be
recorded in GRADE tables without an assessment of
imprecision

Synthesis of data:
e meta-analysis will be conducted where appropriate

o default MIDs will be used; 0.8 and 1.25 for dichotomous
outcomes; 0.5 times the SD of the measurement in the
control arm (or median score across control arms if
multiple studies are included) for continuous outcomes

o for continuous data, change scores will be used in
preference to final scores for data from non-RCT
studies; final and change scores will not be pooled,; if
any study reports both, the method used in the majority
of studies will be adopted
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priorities for health
economic analysis
(and those selected as
medium priorities and
where health economic
analysis could
influence
recommendations) will
be subject to dual
weeding and study
selection; any
discrepancies will be
resolved through
discussion between the
first and second
reviewers or by
reference to a third
person. This review
question was
prioritised for health
economic analysis and
so formal dual weeding
and study selection
(inclusion/exclusion)
will be undertaken.
Additionally, internal
(NGA) quality
assurance processes
will include
consideration of the
outcomes of weeding,
study selection and



DRAFT FOR CONSULTATION
Intrapartum care for women with existing medical conditions or obstetric complications and their

babies
Item Details Working notes
data extraction and the
committee will review
the results of study
selection and data
extraction
Equalities Equalities considerations will be considered systematically
in relation to the available evidence and draft
recommendations.
The guideline scope includes women with cognitive or
physical disability as populations for whom there may be
equalities issues.
Women who have received no antenatal care will be
considered as a subgroup for all systematic reviews
performed within the medical conditions work stream and
a specific question has been included in the obstetric
complications work stream for this population.
Notes/additio None
nal
information
Key papers e The management of breech presentation, RCOG,

Guideline No. 20b, 2017
(https://www.rcog.org.uk/en/guidelines-research-
services/guidelines/gtg20b/)

AMSTAR: Assessing the Methodological Quality of Systematic Reviews; CDSR: Cochrane Database of
Systematic Reviews; CENTRAL: Cochrane Central Register of Controlled Trials; DARE: Database of Abstracts of
Reviews of Effects; GRADE: Grading of Recommendations Assessment, Development and Evaluation; HDU:

important difference; NGA: National Guideline Alliance; NICE: National Institute for Health and Care Excellence;
NICU: neonatal intensive care unit; RCT: randomised controlled trial; RoB: risk of bias; SD: standard deviation;

1
2
3
4 high dependency unit; HTA: Health Technology Assessment; ITU: intensive therapy unit; MID: minimally
5
6
7

ROBIS: Risk of Bias in Systematic Reviews

Appendix B — Literature search strategies

Bhtrapartum care for women with breech presenting in labour — mode of birth

1Database: Medline; Medline EPub Ahead of Print; and Medline In-Process & Other Non-
11 Indexed Citations

# Searches

or/1-2

or/4-5

© 00 N O U A W N P

BREECH PRESENTATION/
(breech$ adj3 (present$ or complet$ or incomplet$ or frank$)).ab,ti.

exp CESAREAN SECTION/
(c?esar#an$ or c section$ or csection$ or (deliver$ adj3 abdom$)).ti,ab.

LABOR, OBSTETRIC/
((vagina$ or spontaneous$) adj1 (birth$ or born or deliver$)).ti,ab.
((expect$ or continu$) adj3 labo?r$).ti,ab.
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10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49

or/7-9

LABOR, INDUCED/

(induc$ adj3 (labo?r$ or birth$ or born or deliver$)).ti,ab.
or/11-12

exp EXTRACTION, OBSTETRICAL/

((extract$ or vacuum$) adj3 (birth$ or born or deliver$ or obstetric$)).ti,ab.
(vacuum$ adj3 extract$).ti,ab.

ventouse?.ti,ab.

OBSTETRICAL FORCEPS/

forcep?.ti,ab.

((assist$ or instrument$) adj3 (birth$ or born or deliver$)).ti,ab.
or/14-20

"TRIAL OF LABOR"/

(trial adj3 labo?r$).ti,ab.

or/22-23

*DELIVERY, OBSTETRIC/mt [Methods]

(mode? adj3 birth?).ti,ab.

((route? or mode?) adj3 deliver$).ti,ab.

or/25-27

3 and 6 and 10

3 and 6 and 13

3 and 6 and 21

3 and 24

3 and 28

or/29-33

limit 34 to english language

LETTER/

EDITORIAL/

NEWS/

exp HISTORICAL ARTICLE/

ANECDOTES AS TOPIC/

COMMENT/

CASE REPORT/

(letter or comment*).ti.

or/36-43

RANDOMIZED CONTROLLED TRIAL/ or random*.ti,ab.
44 not 45

ANIMALS/ not HUMANS/

exp ANIMALS, LABORATORY/

exp ANIMAL EXPERIMENTATION/
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50 exp MODELS, ANIMAL/

51 exp RODENTIA/

52 (rat or rats or mouse or mice).ti.
53 or/46-52

54 35 not 53

Database: Cochrane Central Register of Controlled Trials

1 BREECH PRESENTATION/

2 (breech$ adj3 (present$ or complet$ or incomplet$ or frank$)).ab,ti.
3 or/1-2

4 exp CESAREAN SECTION/

5 (c?esar#an$ or ¢ section$ or csection$ or (deliver$ adj3 abdom$)).ti,ab.
6 or/4-5

7 LABOR, OBSTETRIC/

8 ((vagina$ or spontaneous$) adj3 (birth$ or born or deliver$)).ti,ab.
9 ((expect$ or continu$) adj3 labo?r$).ti,ab.

10 or/7-9

11 LABOR, INDUCED/

12 (induc$ adj3 (labo?r$ or birth$ or born or deliver$)).ti,ab.

13 or/11-12

14 exp EXTRACTION, OBSTETRICAL/

15  ((extract$ or vacuum$) adj3 (birth$ or born or deliver$ or obstetric$)).ti,ab.
16 (vacuums$ adj3 extract$).ti,ab.

17 ventouse?.ti,ab,kw.

18 OBSTETRICAL FORCEPS/

19 forcep?.ti,ab,kw.

20 ((assist$ or instrument$) adj3 (birth$ or born or deliver$)).ti,ab.

21 or/14-20

22 "TRIAL OF LABOR"/

23 (trial adj3 labo?r$).ti,ab.

24 or/22-23

25 DELIVERY, OBSTETRIC/mt [Methods]

26 (mode? adj3 birth?).ti,ab.

27 ((route? or mode?) adj3 deliver$).ti,ab.

28 or/25-27

29 3 and 6 and 10

30 3 and 6 and 13

31 3 and 6 and 21

32 3 and 24
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33 3 and 28
34 or/29-33

Database: Cochrane Database of Systematic Reviews

1 BREECH PRESENTATION.kw.

2 (breech$ adj3 (present$ or complet$ or incomplet$ or frank$)).ab,ti.
3 or/1-2

4 CESAREAN SECTION.kw.

5 (c?esar#an$ or ¢ section$ or csection$ or (deliver$ adj3 abdom$)).ti,ab.
6 or/4-5

7 LABOR, OBSTETRIC.kw.

8 ((vagina$ or spontaneous$) adj3 (birth$ or born or deliver$)).ti,ab.
9 ((expect$ or continu$) adj3 labo?r$).ti,ab.

10 or/7-9

11 LABOR, INDUCED.kw.

12 (induc$ adj3 (labo?r$ or birth$ or born or deliver$)).ti,ab.

13 or/11-12

14 EXTRACTION, OBSTETRICAL.kw.

15 ((extract$ or vacuum$) adj3 (birth$ or born or deliver$ or obstetric$)).ti,ab.
16 (vacuum$ adj3 extract$).ti,ab.

17 ventouse?.ti,ab.

18 OBSTETRICAL FORCEPS.kw.

19 forcep?.ti,ab.

20  ((assist$ or instrument$) adj3 (birth$ or born or deliver$)).ti,ab.

21 or/14-20

22 "TRIAL OF LABOR".kw.

23 (trial adj3 labo?r$).ti,ab.

24 or/22-23

25 (mode? adj3 birth?).ti,ab.

26 ((route? or mode?) adj3 deliver$).ti,ab.

27 or/25-26

28 3 and 6 and 10

29 3 and 6 and 13

30 3 and 6 and 21

31 3 and 24

32 3 and 27

33 or/28-32

Evidence review for breech presenting in labour
DRAFT September 2018
40



DRAFT FOR CONSULTATION
Intrapartum care for women with existing medical conditions or obstetric complications and their

babies

Database: Database of Abstracts of Reviews of Effects
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BREECH PRESENTATION.kw.

(breech$ adj3 (present$ or complet$ or incomplet$ or frank$)).tw,tx.
or/1-2

CESAREAN SECTION.kw.

(c?esar#an$ or ¢ section$ or csection$ or (deliver$ adj3 abdom$)).tw,tx.
or/4-5

LABOR, OBSTETRIC.kw.

((vagina$ or spontaneous$) adj3 (birth$ or born or deliver$)).tw,tx.
((expect$ or continu$) adj3 labo?r$).tw,tx.

or/7-9

LABOR, INDUCED.kw.

(induc$ adj3 (labo?r$ or birth$ or born or deliver$)).tw,tx.

or/11-12

EXTRACTION, OBSTETRICAL.kw.

((extract$ or vacuum$) adj3 (birth$ or born or deliver$ or obstetric$)).tw,tx.
(vacuums$ adj3 extract$).tw,tx.

ventouse?.tw,tx.

OBSTETRICAL FORCEPS . .kw.

forcep?.tw,tx.

((assist$ or instrument$) adj3 (birth$ or born or deliver$)).tw,tx.
or/14-20

"TRIAL OF LABOR".kw.

(trial adj3 labo?r$).tw,tx.

or/22-23

(mode? adj3 birth?).tw,tx.

((route? or mode?) adj3 deliver$).tw,tx.

or/25-26

3 and 6 and 10

3 and 6 and 13

3 and 6 and 21

3 and 24

3 and 27

or/28-32

Ratabase: Health Technology Assessment

1
2
3

BREECH PRESENTATION/
(breech$ adj3 (present$ or complet$ or incomplet$ or frank$)).tw.
or/1-2
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exp CESAREAN SECTION/

(c?esar#an$ or c section$ or csection$ or (deliver$ adj3 abdom$)).tw.
or/4-5

LABOR, OBSTETRIC/

((vagina$ or spontaneous$) adj3 (birth$ or born or deliver$)).tw.
((expect$ or continu$) adj3 labo?r$).tw.

or/7-9

LABOR, INDUCED/

(induc$ adj3 (labo?r$ or birth$ or born or deliver$)).tw.
or/11-12

exp EXTRACTION, OBSTETRICAL/

((extract$ or vacuum$) adj3 (birth$ or born or deliver$ or obstetric$)).tw.
(vacuum$ adj3 extract$).tw.

ventouse?.tw.

OBSTETRICAL FORCEPS/

forcep?.tw.

((assist$ or instrument$) adj3 (birth$ or born or deliver$)).tw.
or/14-20

"TRIAL OF LABOR"/

(trial adj3 labo?r$).tw.

or/22-23

DELIVERY, OBSTETRIC/mt [Methods]

(mode? adj3 birth?).tw.

((route? or mode?) adj3 deliver$).tw.

or/25-27

3 and 6 and 10

3 and 6 and 13

3 and 6 and 21

3 and 24

3 and 28

or/29-33

Database: Embase

o 01 A W DN

*BREECH PRESENTATION/

(breech$ adj3 (present$ or complet$ or incomplet$ or frank$)).ab,ti.
or/1-2

exp *CESAREAN SECTION/

(c?esar#an$ or c section$ or csection$ or (deliver$ adj3 abdom$)).ti,ab.
or/4-5
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10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46

*LABOR/

*\VAGINAL DELIVERY/

((vagina$ or spontaneous$) adjl (birth$ or born or deliver$)).ti,ab.
((expect$ or continu$) adj3 labo?r$).ti,ab.

or/7-10

*LABOR INDUCTION/

(induc$ adj3 (labo?r$ or birth$ or born or deliver$)).ti,ab.
or/12-13

*VACUUM EXTRACTION/

((extract$ or vacuum$) adj3 (birth$ or born or deliver$ or obstetric$)).ti,ab.
(vacuum$ adj3 extract$).ti,ab.

ventouse?.ti,ab.

*FORCEPS DELIVERY/

*OBSTETRICAL FORCEPS/

forcep?.ti,ab.

((assist$ or instrument$) adj3 (birth$ or born or deliver$)).ti,ab.
or/15-22

"TRIAL OF LABOR"/

(trial adj3 labo?r$).ti,ab.

or/24-25

(mode? adj3 birth?).ti,ab.

((route? or mode?) adj3 deliver$).ti,ab.

or/27-28

3 and 6 and 11

3 and 6 and 14

3 and 6 and 23

3 and 26

3 and 29

or/30-34

limit 35 to english language

letter.pt. or LETTER/

note.pt.

editorial.pt.

CASE REPORT/ or CASE STUDY/

(letter or comment*).ti.

or/37-41

RANDOMIZED CONTROLLED TRIAL/ or random?*.ti,ab.
42 not 43

ANIMAL/ not HUMAN/

NONHUMAN/
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47 exp ANIMAL EXPERIMENT/
48 exp EXPERIMENTAL ANIMAL/
49 ANIMAL MODEL/

50 exp RODENT/

51 (rat or rats or mouse or mice).ti.
52 or/44-51

53 36 not 52

Appendix C - Clinical evidence study selection

Ihtrapartum care for women with breech presenting in labour — mode of birth

Figure 1: Flow diagram of clinical article selection for intrapartum care for women
with breech presenting in labour — mode of birth

Titles and abstracts
identified, N= 1385

X <

Full copies requested Excluded, N=1049
for assessment of (not relevant population,
eligibility, N=336 design, intervention,

comparison, outcomes)

Publications included Publications excluded
in review, N=17 from review, N=319
(refer to excluded
studies list)
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Appendix D — Excluded studies
Ihtrapartum care for women with breech presenting in labour — mode of birth

Glinical studies

Study

Abdul Hathi, M. B., Khan, F., Ghazal-Aswad, S.,
External cephalic version for breech
presentation at term: Tawam Hospital
experience, Emirates Medical Journal, 24, 205-
209, 2006

Abu-Heija, A. T., Ziadeh, S., Obeidat, A., Breech
delivery at term: Do the perinatal results justify a
trial of labour?, Journal of Obstetrics and
Gynaecology, 17, 258-260, 1997

Abu-Heija, A., Ali, A. M., Is breech presentation
in nulliparous women at term an absolute
indication for cesarean section?, Annals of
Saudi Medicine, 21, 190-2, 2001

Adegbola,O., Akindele,O0.M., Outcome of term
singleton breech deliveries at a University
Teaching Hospital in Lagos, Nigeria, Nigerian
Postgraduate Medical Journal, 16, 154-157,
2009

Adjaoud, S., Demailly, R., Michel-Semail, S.,
Rakza, T., Storme, L., Deruelle, P., Garabedian,
C., Subtil, D., Is trial of labor harmful in breech
delivery? A cohort comparison for breech and
vertex presentations, Journal of Gynecology
Obstetrics and Human Reproduction, 46, 445-
448, 2017

Akinola, S. E., Archibong, E. I., Bhawani, K. P.,
Sobande, A. A., Assisted breech delivery, is the
art fading?, Saudi Medical Journal, 23, 423-6,
2002

Al Sharhan, W., Cherian, A. R., Venkiteswaran,
G. D., Al Shafi, A., A five year study of the mode
of delivery and immediate outcome of term
singleton breech delivery, Kuwait Medical
Journal, 39, 335-339, 2007

Alarab,M., Regan,C., O'Connell,M.P.,
Keane,D.P., O'Herlihy,C., Foley,M.E., Singleton
vaginal breech delivery at term: still a safe
option, Obstetrics and Gynecology, 103, 407-
412, 2004

Albrechtsen, S., Rasmussen, S., Dalaker, K.,
Irgens, L. M., Perinatal mortality in breech

Reason for exclusion

No relevant comparison. Comparing births after
successful external cephalic version (ECV) to
births after failed or declined ECV

No separate outcome data relating to caesarean
sections performed after the onset of labour

Retrospective study. Prospective studies were
prioritised for this review

No relevant outcome data. The only outcome
that is presented separately for emergency
caesarean sections is the Apgar score, which is
not an outcomes included in the protocol. Other
relevant outcomes are reported but these are
not presented separately for emergency
caesarean sections

A full-text copy of the article could not be
obtained

No relevant comparison. Comparing caesarean
sections to vaginal births, but no distinction is
made between caesarean sections performed
before or after the onset of labour

Retrospective study. Prospective studies were
prioritised for this review

Retrospective study. Prospective studies were
prioritised for this review

Authors do not specify if caesarean sections
were performed before labour or in labour
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presentation sibships, Obstetrics and
Gynecology, 92, 775-780, 1998

Albrechtsen, S., Rasmussen, S., Reigstad, H.,
Markestad, T., Irgens, L. M., Dalaker, K.,
Evaluation of a protocol for selecting fetuses in
breech presentation for vaginal delivery or
cesarean section, American Journal of
Obstetrics & Gynecology, 177, 586-92, 1997

Alessandri, L. M., Stanley, F. J., Read, A. W., A
case-control study of intrapartum stillbirths,
British Journal of Obstetrics & Gynaecology, 99,
719-23, 1992

Al-Mulhim, A., Gasim, T. G., Breech delivery at
term: Do the perinatal results justify a trial of
labor?, Bahrain Medical Bulletin, 24, 23-27,
2002

Al-Najjar,F.S., Al-Shafiai,A.M., Safety of vaginal
breech delivery, Saudi Medical Journal, 25,
1517-1518, 2004

Alran, S., Sibony, O., Oury, J. F., Luton, D., Blot,
P., Differences in management and results in
term-delivery in nine European referral hospitals:
descriptive study, European Journal of
Obstetrics, Gynecology, & Reproductive Biology,
103, 4-13, 2002

Althaus, F., Cesarean section poses fewer risks
than vaginal delivery for term infants in breech
presentation, Family Planning Perspectives, 33,
92, 2001

Anderman,S., Ellenbogen,A.,
Jaschevatzky,O.E., Grunstein,S., Is term breech
presentation in primigravida an absolute
indication for cesarean section?, European
Journal of Obstetrics, Gynecology, and
Reproductive Biology, 18, 11-16, 1984

Andrews, Suzanne, Leeman, Lawrence, Yonke,
Nicole, Finding the breech: Influence of breech
presentation on mode of delivery based on
timing of diagnosis, attempt at external cephalic
version, and provider success with version, Birth
(Berkeley, Calif.), 44, 222-229, 2017

Anonymous,, Breech: vaginal delivery or
caesarean section?, British medical journal
(Clinical research ed.), 285, 1275-1276, 1982

Anonymous,, Management of breech delivery,
European Journal of Obstetrics, Gynecology, &
Reproductive Biology, 24, 93-103, 1987

Reason for exclusion

Retrospective study. Prospective studies were
prioritised for this review

Retrospective study. Prospective studies were
prioritised for this review

Retrospective study. Prospective studies were
prioritised for this review

Retrospective study. Prospective studies were
prioritised for this review

No relevant comparison. This is a descriptive
study on 9 tertiary referral hospitals. The study
outlines the different policies of these hospitals
in relation to breech; more specifically in relation
to elective caesarean section for primipara,
radiopelvimetry and manoeuvre used in vaginal
breech birth. Moreover, maternal and perinatal
outcomes are presented for each hospital

Summary of publication by Hannah 2000, which
has been assessed separately for inclusion in
this review

Retrospective study. Prospective studies were
prioritised for this review

Retrospective study. Prospective studies were
prioritised for this review

Three commentaries relating to breech

Meeting report
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Azizi,l., Azizi,Z., Czerwiec,A., Kaminski,K.,
Rechberger,T., Breech delivery and neonatal
morbidity rates in obstetrics-gynecology
University Hospital in Kosova, UNMIK, Polish
Journal of Gynaecological Investigations, 9, 14-
17, 2006

Azria, E., Le Meaux, J. P., Khoshnood, B.,
Alexander, S., Subtil, D., Goffinet, F., Factors
associated with adverse perinatal outcomes for
term breech fetuses with planned vaginal
delivery, American Journal of Obstetrics and
Gynecology, 207, 285, 2012

Babovic, I., Arandjelovic, M., Plesinac, S.,
Sparic, R., Vaginal delivery or cesarean section
at term breech delivery - Chance or risk?,
Journal of Maternal-Fetal and Neonatal
Medicine, 29, 1930-1934, 2016

Bako, A. U., Audu, L. I., Undiagnosed breech in
Zaria, Nigeria, Journal of Obstetrics and
Gynaecology, 20, 148-150, 2000

Balayla, J., Dahdouh, E. M., Villeneuve, S.,
Boucher, M., Gauthier, R. J., Audibert, F.,
Fuchs, F., Obstetrical and neonatal outcomes
following unsuccessful external cephalic version:
a stratified analysis amongst failures,
successes, and controls, Journal of Maternal-
Fetal & Neonatal Medicine, 28, 605-10, 2015

Bassaw,B., Rampersad,N., Roopnarinesingh,S.,
Sirjusingh,A., Correlation of fetal outcome with
mode of delivery for breech presentation,
Journal of Obstetrics and Gynaecology, 24, 254-
258, 2004

Belfrage, P., Gjessing, L., The term breech
presentation. A retrospective study with regard
to the planned mode of delivery, Acta Obstetricia
et Gynecologica Scandinavica, 81, 544-550,
2002

Berger,R., Bender,S., Sefkow,S., Klingmuller,V.,
Kunzel,W., Jensen,A., Peri/intraventricular
haemorrhage: a cranial ultrasound study on
5286 neonates, European Journal of Obstetrics,
Gynecology, and Reproductive Biology, 75, 191-
203, 1997

Bibi, N., Jabeen, N., Khatoon, S., Khalid, T.,
Comparison of fetal outcome in booked versus
non-booked patients in term singleton breech
presentation, Pakistan Journal of Medical and
Health Sciences, 10, 931-935, 2016

Reason for exclusion

A full-text copy of the article could not be
obtained

No relevant intervention. Emergency caesarean
section is not assessed as a potential risk factor

Retrospective study. Prospective studies were
prioritised for this review

No relevant comparison. Comparing breech
diagnosed before labour to breech diagnosed in
labour

No relevant comparison. Comparing successful
ECV to failed ECV, and elective caesarean
sections to trials of labour

Retrospective study. Prospective studies were
prioritised for this review

Retrospective study. Prospective studies were
prioritised for this review

No separate outcome data relating to caesarean
sections perfomed after the onset of labour

No relevant comparison. Comparing booked and
unbooked women, with mode of birth as an
outcome. Not comparing outcomes between
different modes of births
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Bilodeau, R., Marier, R., Breech presentation at
term, American Journal of Obstetrics and
Gynecology, 130, 555-557, 1978

Bin, Y. S., Roberts, C. L., Ford, J. B., Nicholl, M.
C., Outcomes of breech birth by mode of
delivery: A population linkage study, Australian
and New Zealand Journal of Obstetrics and
Gynaecology, 2016

Bingham, P., Hird, V., Lilford, R. J.,
Management of the mature selected breech
presentation: an analysis based on the intended
method of delivery, British Journal of Obstetrics
& Gynaecology, 94, 746-52, 1987

Bingham, P., Lilford, R. J., Management of the
selected term breech presentation: assessment
of the risks of selected vaginal delivery versus
cesarean section for all cases, Obstetrics &
Gynecology, 69, 965-78, 1987

Bistoletti,P., Nisell,H., Palme,C., Lagercrantz,H.,
Term breech delivery. Early and late
complications, Acta Obstetricia et Gynecologica
Scandinavica, 60, 165-171, 1981

Biswas, A., Johnstone, M. J., Term breech
delivery: Does x-ray pelvimetry help?, Australian
and New Zealand Journal of Obstetrics and
Gynaecology, 33, 150-153, 1993

Bjellmo, S., Vik, T., Andersen, G., Martinussen,
M., Romundstad, P., Hjelle, S., Mode of delivery
in breech presentation-a risk factor for cerebral
palsy?, Developmental Medicine and Child
Neurology, 58, 7-8, 2016

Borbolla Foster, A., Bagust, A., Bisits, A.,
Holland, M., Welsh, A., Lessons to be learnt in
managing the breech presentation at term: An
11-year single-centre retrospective study,
Australian and New Zealand Journal of
Obstetrics and Gynaecology, 54, 333-339, 2014

Bowen-Simpkins, P., Fergusson, I. L., Lumbar
epidural block and the breech presentation,
British Journal of Anaesthesia, 46, 420-4, 1974

Bowes, W. A., Jr., Taylor, E. S., O'Brien, M.,
Bowes, C., Breech delivery: evaluation of the
method of delivery on perinatal results and
maternal morbidity, American Journal of
Obstetrics & Gynecology, 135, 965-73, 1979

Brenner, W. E., Bruce, R. D., Hendricks, C. H.,
The characteristics and perils of breech

Reason for exclusion

Authors do not specify if caesarean sections
were performed before labour or in labour

No relevant comparison. Comparing planned
vaginal births (which include emergency
caesarean sections due to failure to progress or
fetal distress or for a failed trial of labour) to
planned caesarean sections and to "intention
uncertain" (emergency caesarean sections for
which the indication was non-specific)

Retrospective study. Prospective studies were
prioritised for this review

Non-systematic literature review and probability
model using data from the literature

No separate outcome data relating to caesarean
sections performed in labour

No relevant comparison. Comparing different
policies regarding X-ray pelvimetry

Conference abstract

No relevant comparison. Comparing planned
vaginal births to planned caesarean sections

Retrospective study. Prospective studies were
prioritised for this review

No relevant comparison. Comparing caesarean
sections to vaginal births however it is unclear if
caesarean sections were performed before or
after the onset of labour

Retrospective study. Prospective studies were
prioritised for this review
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presentation, American Journal of Obstetrics &
Gynecology, 118, 700-12, 1974

Brenner,W.E., Breech presentation, Clinical
Obstetrics and Gynecology, 21, 511-531, 1978

Breslin, E., Cochrane, V., Khare, M., Is there a
role for vaginal delivery in undiagnosed breech
presentations in labour? A systematic review
and meta-analysis, BJOG: An International
Journal of Obstetrics and Gynaecology, 123,
104, 2016

Brodrick, A., Breeching the comfort zone,
Practising Midwife, 17, 5, 2014

Brown,L., Karrison,T., Cibils,L.A., Mode of
delivery and perinatal results in breech
presentation, American Journal of Obstetrics
and Gynecology, 171, 28-34, 1994

Burgos, J., Rodriguez, L., Cobos, P., Osuna, C.,
Del Mar Centeno, M., Larrieta, R., Martinez-
Astorquiza, T., Fernandez-Llebrez, L.,
Management of breech presentation at term: A
retrospective cohort study of 10 years of
experience, Journal of Perinatology, 35, 803-
808, 2015

Cahill, D. J., Turner, M. J., Stronge, J. M.,
Breech presentation: Is a reduction in traumatic
intracranial haemorrhage feasible?, Journal of
Obstetrics and Gynaecology, 11, 417-419, 1991

Calvert, J., Clinical forum 9. Obstetrics II: breech
presentation, Nursing Mirror, 153, suppl v-ix,
1981

Chattopadhyay,S.K., Sengupta,B.S., Zaidi,M.H.,
Edrees,Y.B., Trend in breech delivery in Saudi
Arabia, Australian and New Zealand Journal of
Obstetrics and Gynaecology, 27, 111-114, 1987

Chevreau, J., Foulon, A., Abou Arab, O., Luisin,
M., Parent, C., Sergent, F., Gondry, J.,
Management of breech and twin labor during
registrarship: A two-year prospective,
observational study, Journal of Gynecology
Obstetrics and Human Reproduction, 2018

Christian,S.S., Brady,K., Read,J.A.,
Kopelman,J.N., Vaginal breech delivery: a five-
year prospective evaluation of a protocol using
computed tomographic pelvimetry, American
Journal of Obstetrics and Gynecology, 163, 848-
855, 1990

Cibils, L. A., Point/counterpoint: Il. Management
of a full-term fetus presenting by the breech,

Reason for exclusion

Non-systematic literature review

Conference abstract

A full-text copy of the article could not be
obtained

No separate outcome data relating to caesarean
sections performed after the onset of labour

Retrospective study. Prospective studies were
prioritised for this review

No outcome data relating to caesarean sections
in labour

Discussion paper

The authors do not specify if caesarean sections
were performed before or after the onset of
labour

No data comparing outcomes between
emergency caesarean section and vaginal birth
for women with breech presentation in labour

No relevant outcomes; poor reporting in relation
to neonatal duration of hospital stay

Opinion paper
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Obstetrical & Gynecological Survey, 50, 762,
1995

Cibils, L. A., Karrison, T., Brown, L., Factors
influencing neonatal outcomes in the very-low-
birth-weight fetus (<1500 grams) with a breech
presentation, American Journal of Obstetrics
and Gynecology, 171, 35-42, 1994

Cockburn, J., Foong, C., Cockburn, P.,
Undiagnosed breeches presenting in labour -
Should they be allowed a trial of labour?,
Journal of Obstetrics and Gynaecology, 14, 151-
156, 1994

Collea, J. V., The intrapartum management of
breech presentation, Clinics in Perinatology, 8,
173-81, 1981

Collea,J.V., Current management of breech
presentation, Clinical Obstetrics and
Gynecology, 23, 525-531, 1980

Confino, E., Ismajovich, B., Sherzer, A., Peyser,
R. M., David, M. P., Vaginal versus cesarean
section oriented approaches in the management
of breech delivery, International Journal of
Gynaecology & Obstetrics, 23, 1-6, 1985

Cook,H.A., Experience with external cephalic
version and selective vaginal breech delivery in
private practice, American Journal of Obstetrics
and Gynecology, 168, 1886-1889, 1993

Corchia, C., Paone, M. C., Mortality in the first
week of life and mode of delivery, Acta
Paediatrica Scandinavica, 74, 70-6, 1985

Correy, J. F., Perinatal mortality in vaginal
breech delivery in Tasmania, Australian and
New Zealand Journal of Obstetrics and
Gynaecology, 20, 106-108, 1980

Crawford,J.S., An appraisal of lumbar epidural
blockade in patients with a singleton fetus
presenting by the breech, Journal of Obstetrics
and Gynaecology of the British Commonwealth,
81, 867-872, 1974

Croughan-Minihane, M. S., Petitti, D. B., Gordis,
L., Goldich, I., Morbidity among breech infants
according to method of delivery, Obstetrics and
Gynecology, 75, 821-825, 1990

Cruikshank,D.P., Breech presentation, Clinical
Obstetrics and Gynecology, 29, 255-263, 1986
Cubert, R., Cheng, E. Y., Mack, S., Pepin, M.
G., Byers, P. H., Osteogenesis imperfecta:

Mode of delivery and neonatal outcome,
Obstetrics and Gynecology, 97, 66-69, 2001

Reason for exclusion

No relevant population. Authors do not specify if
births were preterm or term

Retrospective study. Prospective studies were
prioritised for this review

Non-systematic literature review

Non-systematic literature review

No separate outcome data relating to caesarean
sections performed after the onset of labour

No relevant comparison. Only 2 caesarean
sections were performed after a trial of labour
with breech presentation

No relevant comparison

No relevant comparison

Unclear if prospective or retrospective but
assumed to be a retrospective study based on
description reported. Prospective studies were
prioritised for this review

No separate outcome data relating to caesarean
sections in labour

Non-systematic Iterature review

No relevant population. Only 37% of term
presentations were breech. No separate
outcome data for breech presentations nor for
caesarean sections performed in labour

Evidence review for breech presenting in labour
DRAFT September 2018
50



DRAFT FOR CONSULTATION
Intrapartum care for women with existing medical conditions or obstetric complications and their
babies

Study

Dancy, R. B., The Breech Index Scoring
System, Midwifery Today with International
Midwife, 26-27, 2013

Daniel,Y., Fait,G., Lessing,J.B., Jaffa,A.,
David,M.P., Kupferminc,M.J., Outcome of 496
term singleton breech deliveries in a tertiary
center, American Journal of Perinatology, 15,
97-101, 1998

Darby, S., Thornton, C. A., Hunter, D. J.,
Extradural analgesia in labour when the breech
presents, BRIT.J.OBSTET.GYNAEC., 83, 35-38,
1976

Darmstadt,G.L., Yakoob,M.Y., Haws,R.A.,
Menezes,E.V., Soomro,T., Bhutta,Z.A.,
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Appendix E — Clinical evidence tables

Ihtrapartum care for women with breech presenting in labour — mode of birth

3
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Alshaheen, H., Abd Al-Karim, (5 caesarean emergency caesarean |study all women were Stillbirth: the Newcastle-Ottawa
A., Perinatal outcomes of section in labour  |section (CS) in labour |informed about the study caesarean section Quality Assessment Scale:
singleton term breech deliveries (N=97 had a Comparison: vaginal |before they gave consentto  |(n=113): 0 Selection: high risk of bias
in Basra, Eastern vaginal birth birth (assisted or participate. All women who vaginal birth (n=97): |(the non-exposed group was

drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
because only births
occurring during the
researchers' visits were
included in the study; the
outcomes of interest was not
present at the start of the
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

and to assess the correlation of

parity and birthweight with
perinatal mortality by mode of
birth

Study dates
From 1 September 2005 to 31
August 2006

Source of funding
Not reported

Indications for
caesarean section
included: lack of
progress of labour,
fetal distress,
previous difficult
vaginal birth,
macrosomia,
cephalopelvic
disproportion,
breech with
footling
presentation.

Age (% in the 31-
45 years group):
caesarean section:
34.5% versus
vaginal birth:
48.5%

Age (% in the 17-
30 years group):
caesarean section:
65.5 % versus
vaginal birth: 51.5
%

Nulliparous:
caesarean section:
73.5 % versus
vaginal birth: 21.6
%

multiple pregnancy and

to locate the placenta.
Abdominal X-ray was
performed only for women in
the early stages of labour
(n=156) to diagnose extended
head

birth asphyxia in both
vaginal births and
caesarean sections
Nullipara:
caesarean section
(n=83): 1

vaginal birth (n=21):
5

Multipara:
caesarean section
(n=30): 0

vaginal birth (n=76):
3

Birth asphyxia:
caesarean section
(n=113): 0

vaginal birth (n=97):
2

Brachial plexus
lesion:

caesarean section
(n=113): 0

vaginal birth (n=97):
3

Fractured clavicle:
caesarean section
(n=113): 0

vaginal birth (n=97):
1

NICU admission:

study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(assessment of outcome
was adequate as only births
occurring during the
researchers' visits were
included in the study and all
neonates were examined by
the paediatric resident
following birth; follow-up was
long enough for the
outcomes to occur; complete
follow-up)

Other information
None

Multiparous: caesarean section
caesarean (n=113): 2
section: 26.5 %
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

versus vaginal
birth: 78.4 %
Baby's birthweight
(% in the 2500-
3500 g group):
caesarean section:
72.6 % versus
vaginal birth: 83.5
%

Baby's birthweight
(% in the >3500-
4000 g group):
caesarean section:
27.4 % versus
vaginal birth: 16.5
%

Inclusion criteria
Criteria for
inclusion in the
study: women in
labour who
attended the birth
room in Basra
maternity and child
hospital with a live
singleton term
breech
presentation and
who gave birth
during the

vaginal birth (n=97):
8
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Ref Id
649781

Country/ies where the study
was carried out

Sweden

(CS) 25.7 years
(range 19-38
years)

Nullipara: vaginal
birth 41/102,
emergency CS
16/23

Previous
gynaecological

Forceps were not used unless
difficulties were encountered
in delivering the aftercoming
head. The perineum was
always incised

Neonatal mortality:
Vaginal birth 0/102
Emergency CS 0/23
Brachial palsy:
Vaginal birth: 1/102
Emergency CS: 0/23
Fractured humerus:
Vaginal birth: 1/102
Emergency CS: 0/23

Study details Participants Interventions Methods Outcomes and Comments
Results

researchers' visits

(3-4 times per

week)

Exclusion criteria

Women with

obstetric problems

and medical

illnesses
Full citation Sample size Interventions Details Results Limitations

N=226 Intervention. Continuous electronic fetal Maternal Limitations assessed with
Barlov, K., Larsson, G., Results Emergency CS in monitoring was used Mean blood loss at  |the Newcastle-Ottawa
of a five-year prospective study labour routinely during vaginal birth. | birth (range): Quality Assessment Scale:
using a feto-pelvic scoring . Comparator. Vaginal |Vaginal birth proceeded Vaginal birth: 255.2 | Selection: high risk of bias
system for term singleton Character.|st|c.s birth spontaneously to just past the [ml (50-775 ml) (the non-exposed group was
breech delivery after Mean age: vaginal umbilicus and in the absence |(n=102) drawn from a different
uncomphpated pregnancy, Acta |birth 27.2 years of nuchal arms was assisted |Emergency CS: population to the exposed
Obstetricia et Gynecologica (range 17-39 with an assistant 522.7 ml (100-1200 |group because the exposed
Scandinavica, 65, 315-319, years), emergency simultaneously performing ml) (n=23) group had clinical indications
1986 CIEERTIEET SEEon Kristeller's manoeuvre. Neonatal for an emergency CS. These

indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Study type
Prospective cohort

Aim of the study

To examine whether a feto-
pelvic scoring system could be
used to identify women with
breech presentation who could
give birth vaginally

Study dates
1978-1982

Source of funding
None reported

disease or
operation: vaginal
birth 17.6%,
emergency CS
8.7%

Mean birthweight:
vaginal birth 3266g
(range 1850-
45500),
emergency CS
33009 (range
2120-44209)
Mean gestational
age at birth in
weeks: vaginal
birth 40 (range 37-
44), emergency
CS: 40 (range 37-
44)

Apgar <7 at 1
minute: vaginal
birth 30/102,
emergency CS
4/23

Apgar <7 at 5
minute: vaginal
birth 1/102,
emergency CS
0/23

Inclusion criteria

Fractured clavicle:
Vaginal birth: 4/102
Emergency CS: 0/23
Neonatal pulmonary
insufficiency

necessitating
continuous positive

airway pressure (C-
PAP):

Vaginal birth: 0/102
Emergency CS: 1/23

outcomes of interest were
not present at the start of the
study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(assessment of outcomes
was through medical
records; follow-up was long
enough for the outcomes to
occur; complete follow-up)

Other information
None
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Study details Participants Interventions Methods Outcomes and Comments
Results
Singleton breech
presentation with
uncomplicated
pregnancy
Exclusion criteria
None reported
Full citation Sample size Interventions Details Results Limitations
; i ) N=290 Intervention: CS after |This study included Neonatal Limitations assessed with
Bird,C.C., McElin, T.W., A six- labour had already  |consecutive breech births. On |Stillbirth: the Newcastle-Ottawa

year prospective study of term
breech deliveries utilizing the
Zatuchni-Andros Prognostic
Scoring Index, American
Journal of Obstetrics and
Gynecology, 121, 551-558,
1975

Characteristics
Age range 17 to 44
years, mean age
26 years

Gravidity range 1
to 7, 172/290

started (n=56).
Comparator: vaginal
birth (n=234)

admission to the labour unit
the women were evaluated by
an attending physician and/or
resident and a breech score
was assigned. The

management of the labour and

birth then proceeded
according to the desires and

Vaginal birth 0/234
Emergency CS: 0/56
Neonatal death:
Vaginal birth 2/234
Emergency CS: 0/56
Requiring
resuscitation:
Vaginal birth 31/234

Quality Assessment Scale:
Selection: high risk of bias
(the non-exposed group was
drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS,

Ref Id (59".1%) id discretion of the primary Emergency CS 1/56 |although it is unclear to what
169093 E?rmlv%gwhtés physician bearing in mind the |Cardiorespiratory extent the indications were
2500_29%9 " bree_ch score assigned upon depressio_n: related to the breech score
Country/ies where the study vaginal birt% admission Vaginal birth 14% or t.o o'gher factors.. The
was carried out 10%/234 (33/234%) indications could, in turn, be
! . Emergency CS 4% |associated with adverse
USA caesarean section (2/56%) outcomes:
(CS) 5/56 ) *Calculated by the however, exposed and non
Study type 3000-3499g: NGA technical team |exposed groups were
Prospective cohort vaginal birth Birth injury both representative of the
74/234, CS 25/56 (depressed skull population of interest; the
fractures): exposure was ascertained
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Aim of the study

To report term breech births
occurring between 1

January 1968 and 1

January 1974 in the study
authors' institution based on the
Zatuchni-Andros Breech
Scoring Index

Study dates
1968-1974

Source of funding
None reported

3500-3999¢:
vaginal birth
47/234, CS 14/56
4000-4499g:
vaginal birth 8/234,
CS 8/56

4500+g: vaginal
birth 2/23, CS 4/56
Apgar score <=3 at
1 min: vaginal birth
46/234, CS 2/56
Apgar score >=4 at
1 min: vaginal birth
188/234, CS 54/56
Oxytocin given to
stimulate labour:
45/172
primigravidas
(26.2%), 50/118
multigravidas
(42.4%), overall
95/290 (32.7%) of
whom 7 went on to
have a CS
Zatuchni and
Andros breech
score <=3: vaginal
birth 35/234, CS
43/56

Zatuchni and
Andros breech
score >=4: vaginal

Vaginal birth 2/234
Emergency CS 0/56
Birth injury (unilateral

clavicular fractures):
Vaginal birth 4/234
Emergency CS 0/56

through medical records;
outcomes of interest were
not present at the start of the
study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(assessment of outcomes
was through medical
records; follow-up was long
enough for the outcomes to
occur; complete follow-up)

Other information
None
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

birth 212/234, CS
13/56

Inclusion criteria
Consecutive term
(fetal weight
>25009) breech
births

Exclusion criteria
Elective induction;
twin pregnancies;
women in whom
vaginal bleeding,
significant gross
heart rate
abnormalities,
monitored late
deceleration
patterns or cord
prolapse occurred

Full citation

Capeless,E.L., Mann,L.I., A
vaginal delivery protocol for the
term breech infant utilizing ball
pelvimetry, Journal of
Reproductive Medicine, 30,
545-548, 1985

Sample size
N=35 women
undergoing an
emergency
caesarean section
(CS) in labour

Interventions
Intervention.
Emergency
caesarean section in
labour

Comparator. Vaginal
birth (assisted or

Details

Radiological evaluation of the
maternal pelvis was obtained
with the Ball pelvimetry
technique. Infant follow-up
was limited to the initial
hospitalisation. The use of

Results

Neonatal

Facial palsy
Emergency
caesarean section in
labour (n=35): 1

Limitations

Limitations assessed with
the Newcastle-Ottawa
Quality Assessment Scale:
Selection: high risk of bias
(the non- exposed

group was drawn from a
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Country/ies where the study
was carried out

USA

Study type

Prospective cohort (assumed to
be prospective although this is
not clearly reported in the
article)

Aim of the study

To report on the study author's
hospital's experience with Ball
pelvimetry for evaluation of
fetopelvic volume relationships

Study dates
Women with breech

aftercoming head:
n=20)

Characteristics
All pregnancies
were at term.
Reasons for CS
after being allowed
an 'adequate' trial
of labour: arrest of
active phase:
n=27, arrest of
descent: n=7,
prolapsed cord:
n=1. The study
authors

reported that no
caesarean
sections were
performed for fetal

Emergency
caesarean section in
labour (n=35): 4
(reasons: meconium
aspiration (n=1),
transient respiratory
distress (n=1), pyloric
stenosis (n=1), not
reported (n=1))
Vaginal birth

(n=51): 4 (reasons:
triple nuchal cord -
acidosis (n=1),
transient respiratory
distress (n=1),
transient respiratory
distress - smallness
for gestational age
(n=1), premature -
smallness for
gestational age

Study details Participants Interventions Methods Outcomes and Comments
Results
N=51 women forceps to aftercoming|analgesia during labour was | Vaginal birth different population to the
Ref Id undergoing a head). There were no |minimal, with narcotic (n=51): 1 exposed group because the
193288 vaginal birth total breech analgesia given when Admission to the exposed group had
(assisted: n=31; extractions necessary. Only local neonatal intensive clinical indications for an
forceps to anaesthesia was used care unit (NICU) emergency CS. These

indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
outcomes of interest were
not present at the start of the
study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(outcomes were assessed
through medical records;
follow-up was long enough
for the outcomes to

presentations between January distress) (n=1)) occur; complete follow-up)
1979 and December 1981 :

The following

characteristics

were reported for Other information
Source of funding the overall group None
Not reported of 107 women
Evidence review for breech presenting in labour
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Study details Participants Interventions Methods Outcomes and Comments
Results

(separate
characteristics for
the 86 women
allowed an
‘adequate’ trial of
labour and
included in the
analysis were not
reported): mean
age: 25.6 years
(range 17-37);
gravidity: 1.9
(range 1-13);
nullipara: 53%;
multipara:

47%; frank breech:
n=103; complete
breech: n=4 mean
gestational age
(weeks): 39.8
(range 34-43);
mean infant
weight: 3,315 g
(range 1,960-
4,394);
characteristics not
stratified by
intervention or
comparator group

Inclusion criteria
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Study details Participants Interventions Methods Outcomes and Comments
Results

Women with
breech
presentations at
the Medical Center
Hospital of
Vermont, USA who
presented in
labour were
included in the
study. However,
only women

who were allowed
an 'adequate’ trial
of labour were
included in the
main analyses

Exclusion criteria
N=21 women were
included in the
study but excluded
from the main
analyses because
they were not
allowed an
adequate trial of
labour due to the
following
indications:
evidence of
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

disproportion or
deficit on
pelvimetry (n=15),
fetuses with a
hyperextended
head (n=2),
abnormal pelvic
architecture (n=4)

Full citation

Collea, J. V., Chein, C.,
Quilligan, E. J., The
randomized management of
term frank breech presentation:
A study of 208 cases, American
Journal of Obstetrics and
Gynecology, 137, 235-244,
1980

Ref Id
649870

Countryl/ies where the study
was carried out

USA

Study type

Prospective cohort (a
secondary analysis

was reported in the article using

Sample size
N=66

Characteristics
Women with
singleton term
frank breech
presentation. No
baseline
characteristics
were reported with
stratification by
relevant
subgroups.
Women with
emergency
caesarean section
(CS) in labour due
to difficulty in
labour or fetal
distress had been
allowed to have

Interventions
Interventiion.
Emergency CS in
labour (n=11)
Comparison. Vaginal
birth (n=55). Partial

breech extraction was

used for most vaginal
births. In some cases
Piper forceps were
applied for the
aftercoming head

Details

Women were randomised to
elective CS or a trial of labour
(TOL) group. However, some
women in the TOL group were
scheduled for CS due to
inadequate X-ray pelvimetry
measurements. For the
analysis in this article, data
were extracted for only 55
women who gave birth
vaginally, and 11 women who
required CS for difficulties
during labour. Pudendal block
anesthesia was used for most
vaginal breech births. A
combination of pudendal block
anaesthesia for delivery of the
fetal body and a general
anaesthetic technique for
delivery of the aftercoming
head was used in some births

Results
Neonatal
Perinatal death:
Emergency CS in
labour (n=11): 0

Vaginal birth (n=55):

0

Spontaneous
bilateral

pneumothorax:
Emergency CS in
labour (n=11): 0

Vaginal birth (n=55):

1
Brachial plexus
injury:

Emergency CS in
labour (n=11): 0

Vaginal birth (n=55):

2 (1 was mild)
Congenital
anomalies were
excluded from the

results

Limitations

Limitations assessed with
the Newcastle-Ottawa
Quality Assessment Scale:
Selection: high risk of bias
(the non-exposed group was
drawn from a different
population as compared to
the exposed group because
the exposed group had
clinical indications for an
emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
study authors did not report
how exposure was
ascertained but given the
study setting it is assumed
that medical records were

Evidence review for breech presenting in labour

DRAFT September 2018

88




DRAFT FOR CONSULTATION

Intrapartum care for women with existing medical conditions or obstetric complications and their

babies

Study details Participants Interventions Methods Outcomes and Comments
Results
data from a randomised labour in light of used; outcomes of interest
controlled trial (RCT)) adequate X-ray were not present at the start
pelvimetry; 49/55 of the study as they occurred
women in the during or after birth)
. vaginal birth group Comparability: high risk of
?grggtgﬁ&fnzt‘:ﬁgeﬁect . also had had bias (the study did not adjust
. adequate X-ray for any factor)
_mode of birth on maternal and pelvimetry results; Outcome: low risk of bias
infant outcomes 3/55 had a vaginal (the study authors did not
birth before X-ray report how outcomes were
pelvimetry could assessed but given the
Study dates be performed; 3/55 study setting it is assumed
July 1975 to May 1979 were scheduled for this was done with medical
CS due to records; follow-up was long
inadequate enough for the outcomes to
. pelvimetry but had occur; complete follow-up)
Source of funding a vaginal birth
Not reported before CS could
be performed Other information
None
Inclusion criteria
Women with
singleton term
frank breech
presentation
Exclusion criteria
Not reported
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vaginal and abdominal
deliveries in breech
presentation, Journal of
Obstetrics and Gynaecology,
22, 127-139, 2002

Ref Id
649896

Country/ies where the study
was carried out

Belgium and the Netherlands

Study type
Prospective cohort

Aim of the study

To investigate the management
of breech presentation in two
university hospitals

Study dates

Characteristics
Only data on births
with infant weight
of at least 2500 g
were extracted for
the guideline
review.
Indications for
emergency
caesarean section
(CS) were:

fetal (n=12),
dystocia (n=37),
placental (n=1),
maternal (n=7)
Selection criteria
for trial of labour
(TOL) were: no
placenta praevia,
no overt
contracted pelvis,
no hyperextension
of the fetal head,

(Brach manoeuvre):
n=77, assisted
breech: n=52, breech
extraction: n=3)

pelvimetry was performed
before labour. An experienced
obstetrician and a
neonatologist were always
present at the birth in both
hospitals

in labour (n=38): 0
Vaginal births
(n=132): 1 (Death
was "... caused by
puncturing a
prolapsed umbilical
cord by a fetal scalp
electrode. This fetal
error occurred during
the unjustified
replacement of an
electrode, which
became detached
just before the
diagnosis of cord
prolapse was made;
an exotic trauma,
which with
competent
management should
have been avoided".)

Early neonatal

mortality
Emergency

caesarean sections
in labour (n=38): 0

Study details Participants Interventions Methods Outcomes and Comments
Results

Full citation Sample size Interventions Details Results Limitations

N=38 emergency |Emergency No formal prognostic breech |Neonatal Limitations assessed with
De Leeuw, J. P., De Haan, J., |caesarean caesarean sections in |scoring indices were used. Intrapartum fetal the Newcastle-Ottawa
Derom, R., Thiery, M., Martens, |sections in labour |labour (n=38) Women had assessment of death Quality Assessment Scale:
G., Van Maele, G., Mortality  |N=132 vaginal Vaginal births (n=132) |the maternal pelvis by vaginal |Emergency Selection: high risk of bias
and early neonatal morbidity in | pjrths (unassisted breech examination. No routine X-ray |caesarean sections |(the non-exposed group was

drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
outcomes of interest were
not present at the start of the
study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(outcomes were assessed
through medical records;
follow-up was long enough
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Women with singleton breech
presentations from January
1984 to June 1986

Source of funding
Not reported

no specific cases
of uterine scar
Indications for CS
not reported
separately for
emergency CS
subgroup

Inclusion criteria
Women with
singleton breech
presentations in
two university
hospitals: the
Department of
Obstetrics and
Gynaecology at
the University of
Ghent (Belgium)
and the
Department of
Obstetrics and
Gynaecology at
the University of
Limburg,
Maastricht (the
Netherlands) from
January 1984 to
June 1986

Vaginal births
(n=132): 0

Late neonatal
mortality
Emergency
caesarean sections
in labour (n=38): 0
Vaginal births
(n=132): 0
Post-neonatal
mortality data were
reported provided in
the article but not
extracted for the
guideline review

for the outcomes to
occur; complete follow-up)

Other information
None
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Gimovsky, M. L., Wallace, R.
L., Schifrin, B. S., Paul, R. H.,
Randomized management of
the nonfrank breech
presentation at term: a
preliminary report, American
Journal of Obstetrics &
Gynecology, 146, 34-40, 1983

Ref Id
387182

Countryl/ies where the study
was carried out

USA

Study type

Prospective cohort (secondary
analysis of randomised
controlled trial (RCT) data was
performed for the guideline
review)

Characteristics
Baseline
characteristics
were not stratified
by the two relevant
subgroups. Breech
included complete
breech, double
footling, single
footling, and
incomplete.
Indications for
caesarean section
(CS) included
latent phase arrest
with oxytocin
(n=2), active
phase arrest with
oxytocin (n=2),
active phase arrest
without oxytocin
(n=1), arrest of

Emergency CS in
labour (n=11)
Comparison. Vaginal
birth (n=35)

elective caesarean section or
to trial of labour, but not all
women randomised to trial of
labour actually had a trial of
labour. For the guideline
review, data were extracted
only for women who had CS
for an indication clearly related
to labour. Vaginal births were
assisted birth with elective
application of Piper forceps. A
generous midline episiotomy
or episioproctotomy was
performed. Intravenous
analgesia was permitted in
labour as per normal routine.
Local and pudendal nerve
blocks were the main
anaesthetic techniques used,
with general anaesthesia
being on standby in case
needed

Neonatal deaths
Emergency CS in
labour (n=11): 0
Vaginal birth (n=35):
1. The baby was
apparently healthy
but died after vaginal
birth

These results
exclude babies with
major congenital
anomalies
Peripheral nerve
injury

Emergency CS in
labour (n=11): 0
Vaginal birth (n=35):
0

Study details Participants Interventions Methods Outcomes and Comments
Results
Exclusion criteria
Antenatal fetal
deaths and lethal
malformations
Full citation Sample size Interventions Details Results Limitations
N=46 Intervention. Women were randomised to  [Neonatal Limitations assessed with

the Newcastle-Ottawa
Quality Assessment Scale:
Selection: high risk of bias
(the non-exposed group was
drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
study authors did not

report how exposure was
ascertained but given the
study setting it is assumed
that medical records were
used; outcomes of interest
were not present at the start
of the study as they occurred
during or after birth)
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Study details Participants Interventions Methods Outcomes and Comments
Results
) descent (n=1), Comparability: high risk of

Aim of the study prolapse of bias (the study did not adjust
To compare elective CStoa  |ymbilical cord in for any factor)
selective management protocol |the first stage of Outcome: low risk of bias
for the nonfrank breech labour (n=3), body (the study authors did not
presentation prolapse in the first report how outcomes were

stage of labour assessed but given the

(n=2); 31/35 in the study setting it is assumed
Study dates vaginal birth group this was done with medical
Recruitment occurred between |nad been _ records; follow-up was long
April 1981 and May 1982 randomised to trial enough for the outcomes to

of labour, and 4/35 occur; complete follow-up)

had been

randomised to
ﬁg?:gso?fe?ndmg R Other information

None

Inclusion criteria

Women with

singleton nonfrank

breech

presentation with

gestational age

between 36 and 42

weeks, an

estimated fetal

weight between 2

and 4 kg, cervix

less than 7 cm

dilated, a non-

extended normal-

appearing fetal
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Study details Participants Interventions Methods Outcomes and Comments
Results

skull on

roentgenogram,

and no

contraindication to

labour

Exclusion criteria

Women were

excluded from a

trial of labour

(TOL) after

randomisation if if

they had

inadequate pelvic

dimensions on X-

ray pelvimetry
Full citation Sample size Interventions Details Results Limitations

N=170 Intervention. Radiological pelvimetry and Neonatal Limitations assessed with
Jaffa,A.J., Peyser,M.R., Emergency radiological assessment of Perinatal mortality ~ [the Newcastle-Ottawa
Ballas,S., Toaff,R., caesarean sections in |fetal attitude was performed |Emergency Quiality Assessment Scale:
Management of term breech . labour (n=17) before selection for vaginal caesarean sections |Selection: high risk of bias
presentation in primigravidae, ~[Characteristics Comparator. Vaginal |birth. Two obstetricians were |(n=17): 0 (the non-exposed group was
British Journal of Obstetrics Ermele births (n=260) (the involved in the selection for  |Vaginal births drawn from a different
and Gynaecology, 88, 721-724, |characteristics Maurceau-Smellie-  |vaginal birth. A single (n=260): 0 population to the exposed

1981
Ref Id
193318

were not reported
for the relevant
subgroups

Inclusion criteria

Veit technique was
used routinely)

intravenous injection of 75 mg
pethidine and 25 mg
promethazine was used for
analgesia. A paracervical
block was often established at
a cervical dilatation of 5-6 cm

The study authors
reported that no
significant perinatal
morbidity occurred,
however they did not
provide a definition of

group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Countryl/ies where the study
was carried out

Israel

Study type
Prospective cohort

Aim of the study

To demonstrate that carefully
selected attempts at vaginal
breech birth could result in a
relatively low emergency
caesarean section (CS) rate
with no perinatal mortality and
minimal neonatal morbidity

Study dates

Women with breech
presentations from 1972 to
1979

Source of funding
Not reported

Nulliparous women
with term breech
presentations who
gave birth during
the study period,
irrespective of
medical
complications such
as hypertensive
disorders or mild
class diabetes

Exclusion criteria

Women whose
babies weighed
less than 2500 g or
had congenital
malformations.

Exclusion criteria
for a trial of labour
(TOL) were:
nulliparous over 35
years old, pelvic
deformities,
inadequate
radiological
pelvimetry results

and pudendal block at full
dilatation. General
anaesthesia was given for two
women when cord prolapse
occurred at full dilatation and
birth was achieved

through breech extraction

significant perinatal
morbidity, therefore
this outcome was not
included in the
guideline review. The
study authors
reported that one
baby had Erb's palsy
and recovered

within 1 month, but
they did not report
the mode of birth for
this baby

exposed and non-exposed
groups were

both representative of the
population of interest; the
study authors did not specify
how exposure was
assessed, but given the
study setting it is assumed
this was through medical
records; outcomes of
interest were not present at
the start of the study as
outcomes occurred during or
after birth)

Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(the study authors did not
report how outcomes were
assessed, but given the
study setting it is assumed
this was through medical
records; follow-up was long
enough for the outcomes to
occur; complete follow-up)

Other information
None
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of delivery: Experiences with a
stand-by service system of
senior obstetricians and
women's choices of mode of
delivery, Journal of Perinatal
Medicine, 39, 385-390, 2011

Ref Id
171638

Country/ies where the study
was carried out

Austria

Study type
Prospective cohort

Aim of the study

Included investigating whether
emergency caesarean section
during labour of intended

Characteristics
Inclusion criteria
for intended
vaginal birth were:
adequate
abdominal and
pelvic dimensions;
estimated fetal
weight between
2500 and 3500 g;
no deflexion of the
head; no
suspected fetal
anomalies;
location of the
placenta - no
placenta praevia;
no funic
presentation;
normal flow in the
umbilical artery.

these women
intended to have a
vaginal birth but had a
secondary CS. For
the guideline review
this has been
interpreted as
emergency caesarean
section in labour)
Comparator. Vaginal
births (n=46)
(Spontaneous: n=16;
Bracht: n=16; Arthur-
Mueller/Veit-Smellie:
n=28; Loevset (nuchal
arms) manoeuvres:
n=1)

Vaginal births (n=46):
3

Cephalic heamatoma
Emergency
caesarean sections
(n=39): 0

Vaginal births (n=46):
1

Transfer to the
neonatal intensive
care unit (NICU)
Emergency
caesarean sections
(n=39): 5 (Reasons
(including multiple
reasons): adaptation
problems: n=5;
amnion infection
syndrome (AIS): n=1;
aspiration of
meconium: n=1.
Mean duration of
NICU care was 4.2

Study details Participants Interventions Methods Outcomes and Comments
Results

Full citation Sample size Interventions Details Results Limitations

) N=39 emergency |Intervention. An obstetrician experienced in |Neonatal Limitations assessed with
Maier,B., Georgoulopoulos,A., | caesarean Emergency breech presentation and a Genital haematoma [the Newcastle-Ottawa
Zajc,M., Jaeger,T., Zuchna,C., |sections caesarean section neonatologist were both Emergency Quality Assessment Scale:
Hasenoehrl,G., Fetal outcome |N=49 vaginal (n=39) (The study present at birth caesarean sections |Selection: high risk of bias
for infants in breech by method |pjrths authors reported that (n=39): 2 (the non-exposed group was

drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS
(indications were not
reported but it is assumed
that they were clinical). The
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
outcomes of interest were
not present at the start of the
study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust

i i o days). for any factor
\r':fl:ﬂa}lnbéﬁicmhaﬁgﬁﬂ;,ﬁ?lﬂgm mefteztTons ef Vaéir)lal births (n=46): Outco)r/ne: Iov3 risk of bias
adverse outcomes 2 (Reasons (outcomes were assessed
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Study dates

Women with breech
presentations between 1
January 2002 and 30 April
2005

Source of funding
Not reported

emergency CS
were not reported.
Maternal age
(median (range),
years): Emergency
CS: 29 (20-

37) versus vaginal
birth: 30 (18-38)
Gestational age
(median (range),
weeks):
Emergency CS: 39
(34.86-41.71)
versus vaginal
birth: 39.36 (35.57-
43.29)

Birthweight
(median (range),
g): Emergency CS:
3220 (2200-4500)
versus vaginal
birth: 3105 (2120-
4030)

Nulliparous:
Emergency CS:
69.2% vs vaginal
birth: 63.1%

Inclusion criteria

(including multiple
reasons): adaptation
problems: n=2; AIS:
n=1. Mean duration
of NICU care was 4.5
days).

All babies in both
groups left NICU in
good health, without
any neurological or
mechanical trauma

through medical records;
follow-up was long enough
for the outcomes to

occur; complete follow-up)

Other information

The study authors
acknowledged that the
sample was too small to
show a significant difference
with regard to rare fetal
outcomes

Evidence review for breech presenting in labour

DRAFT September 2018

97




DRAFT FOR CONSULTATION
Intrapartum care for women with existing medical conditions or obstetric complications and their

babies

Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Women with
singleton complete
or frank breech
presentation >=35
weeks of gestation
from 1 January
2002 to 30 April
2005

Exclusion criteria
Pre-eclampsia;
small for
gestational age, <
10th percentile;
cephalo-thoracic
asymmetry; large
baby (>3500 g);
maternal morbidity
leading to
caesarean section
for any other
reasons

Full citation

Molkenboer, J. F., Debie, S.,
Roumen, F. J., Smits, L. J.,
Nijhuis, J. G., Maternal health
outcomes two years after term
breech delivery, Journal of

Sample size
N=49 emergency
caesarean
sections

N=91 vaginal
births

Interventions
Intervention.
Emergency
caesarean section in
labour (n=49)
Comparator. Vaginal
birth (n=91)
(spontaneous birth:

Details

The study authors' department
participated in the Term
Breech Trial with 35
randomised women. During
the trial period non-
randomised term breech
presentations were also

Results

Maternal

Did breastfeed (for
any duration)
Emergency
caesarean section in
labour (n=49): 32

Limitations

Limitations assessed with
the Newcastle-Ottawa
Quality Assessment Scale:
Selection: high risk of bias
(the non-exposed group was
drawn from a different
population to the exposed
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Maternal-Fetal & Neonatal
Medicine, 20, 319-24, 2007

Ref Id
395980

Country/ies where the study
was carried out

The Netherlands

Study type
Prospective cohort

Aim of the study

To evaluate maternal health
outcomes 2years after term
breech birth

Study dates

Women with a breech
presentation from 20 July 1998
to 21 April 2000

Source of funding
Not reported

Characteristics
No data on % of
nulliparous women
in the relevant
groups

Inclusion criteria
Women with a
term breech
presentation from
20 July 1998 to 21
April 2000

Exclusion criteria
Women who
participated in the
Term Breech Trial
were excluded
from the study
reported in this
article; 2 births
were excluded due
to lethal congenital
anomalies

n=42; assisted birth:
n=47; forceps for
aftercoming head:
n=2)

carefully documented.
Planned vaginal births in these
women were managed
according to usual
departmental procedures,
which followed the guidelines
of the Term Breech Trial
protocol. These women were
sent the same questionnaire
as the randomised women in
the Term Breech Trial 2 years
after birth. In these
questionnaires the women
were asked to evaluate their
health and related topics from
the previous 3-6 months. Most
outcomes reported in the
article were not extracted for
the guideline review because
they were considered to be
too indirectly related to birth
based on the time that had
elapsed since birth. However,
the outcome "did breastfeed"
was extracted

Vaginal birth (n=91):
44

group because at least some
women in the exposed group
were likely to have had
clinical indications for an
emergency caesarean
section (CS), although the
indications were not
reported. These indications
could, in turn, be associated
with adverse outcomes;
however, the

exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
outcomes of interest were
not present at the start of the
study as outcomes occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(outcomes were assessed
through self report; self-
report on whether a woman
has breastfed or not is
assumed to be

reliable; follow-up was long
enough for the outcomes to
occur; women lost to follow-
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delivery. Trial of labor in women
with breech presentation,
Journal of Reproductive
Medicine, 34, 831-3, 1989

Ref Id
650323

Countryl/ies where the study
was carried out

USA

Study type

Prospective cohort (assumed to
be prospective although this is
not clearly reported in the
article)

Characteristics
Both frank and
nonfrank breech
were considered
for a trial of labour
(TOL). A
standardised
protocol was used
for TOL selection.
Indications for
repeat CS in the
TOL group were:
arrest of dilation
(n=10), fetal
distress (n=2),
other (n=2); 7/14

birth (n=13)

Vaginal birth (n=13):
0

Birth trauma (Erb's
palsy)

Emergency CS in
labour (n=14): 0
Vaginal birth (n=13):
1

Birth trauma (trapped

head)
Emergency CS in

labour (n=14): 0
Vaginal birth (n=13):
1

Study details Participants Interventions Methods Outcomes and Comments
Results
up were unlikely to introduce
a bias due to the small
number lost (18/203: 8.9%))
Other information
None
Full citation Sample size Interventions Details Results Limitations
N=14 emergency |[Intervention. No further details reported Neonatal Limitations assessed with
Sarno, A. P., Jr., Phelan, J. P., |cs in labour Emergency CS in Neonatal death the Newcastle-Ottawa
Ahn, M. O., Strong, T. H., Jr.,  [N=13 vaginal labour (n=14) Emergency CS in Quiality Assessment Scale:
Vaginal birth after cesarean births Comparator. Vaginal labour (n=14): 0 Selection: high risk of bias

(the non-exposed group was
drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
outcomes of interest were
not present at the start of the
study as outcomes occurred
during or after birth)
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Study details Participants Interventions Methods Outcomes and Comments
Results
) women who had Comparability: high risk of
Aim of the study ~ |an emergency bias (the study did not adjust
To provide detailed information |caesarean section for any factor)
on women who presented with |had had either Outcome: low risk of bias
a breech presentation and oxytocin (outcomes were assessed
requested a trial of labour after |augmentation or through medical records;
an previous caesarean birth induction. The follow-up was long enough
group that for the outcomes to
achieved vaginal occur; complete follow-up)
Study dates bll’thdld not .
Women with a previous require oxytocin.
caesarean section (CS) Baseline . Other information
and breech presentation from 1 |Characteristics Nare
July 1982 to 30 June 1984 were not reported
Source of funding Inclusion_criteria
Not reported Women with a
previous CS and
breech
presentation who
presented at the
Los Angeles
County / University
of Southern
California Medical
Center during the
study period
Exclusion criteria
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Obstetrics and Gynecology of
India, 62, 401-405, 2012

Ref Id
291618

Country/ies where the study
was carried out

India

Study type

Prospective cohort study
(assumed to be prospective
although this was not reported
clearly in the article)

Aim of the study

Characteristics
Indications for
emergency
caesarean section:
fetal distress
(n=18), failure to
progress (n=11),
cord prolapse
(n=4), footling
presentation
(n=25), placenta
praevia (n=10),
previous
caesarean scar
(n=30)

birth (n=60). Assisted
breech birth was the
method of choice,
following a principle of
non-intervention

until delivery of the
scapula. The delivery
of the extended arms
was achieved using
Lovset's method,
whereas the delivery
of the aftercoming
head was achieved
using the Burns
Marshall Method or
Mauriceau Smellie
Veit manoeuvre. After
birth, the baby was
attended by the
paediatrician

examination was carried out.
All women were subjected to
obstetric ultrasonography and
afterwards they were assigned
to either planned caesarean
section or to trial of vaginal
birth

Emergency

caesarean section in

labour (n=94): 7
(causes of death:

birth asphyxia: n=4;

septicaemia: n=1;
intraventricular

haemorrhage: n=0;
cord prolapse: n=2)
Vaginal birth (n=60):
5 (causes of death:
birth asphyxia: n=2;

septicaemia: n=1;
intraventricular

haemorrhage: n=1;
cord prolapse: n=1)

Fractured clavicle
Emergency

caesarean section in

labour (n=94): 0

Study details Participants Interventions Methods Outcomes and Comments
Results

Women selected

for TOL excluded

those with a

classic uterine

incision
Full citation Sample size Interventions Details Results Limitations

) ) N=94 emergency [Intervention. On admission, details on Neonatal Limitations assessed with

Singh,A., Mlshra,N., _ caesarean Emergency demographic profile, Perinatal mortality the Newcastle-Ottawa
Dewangan,R., Dgllvery n sections caesarean section in |menstrual and obstetric history | (excluding mortality |Quality Assessment Scale:
bfe‘?C_h presentation: The N=60 vaginal labour (n=94) were noted. A general, due to intrauterine Selection: high risk of bias
decision making, Journal of births Comparator. Vaginal |systemic and obstetric fetal death) (the non-exposed group was

drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency caesarean
section (CS). These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed
groups were

both representative of the
population of interest; the
exposure was ascertained
through medical records;
outcomes of interest were
not present at the start of the
study as outcomes occurred
during or after birth)
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

To optimise fetal and maternal
outcomes in breech
presentation using different
modes of birth

Study dates

Women with breech
presentations from January
2007 to September 2009

Source of funding
Not reported

Inclusion criteria
Women with
singleton breech
presentations
during the study
period. Only data
on women with
term presentations
were extracted for
the guideline
review. A trial of
labour (TOL) was
given to women
who consented to
it

Exclusion criteria
The following were
indications for
planned caesarean
section: fetopelvic
disproportion,
hyperextension of
the head, footling
presentation, and
other medical and
obstetric
complications that
were standard
indications for

Vaginal birth (n=60):
0

Fractured humerus
Emergency
caesarean section in
labour (n=94): 0
Vaginal birth (n=60):
0

Dislocation of hip
Emergency
caesarean section in
labour (n=94): 0
Vaginal birth (n=60):
0

Erb's palsy
Emergency
caesarean section in
labour (n=94): 0
Vaginal birth (n=60):
0

Damage to soft
tissue and laceration

Emergency
caesarean section in
labour (n=94): 0
Vaginal birth (n=60):
1

Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(the study authors did not
report how outcomes were
assessed but given the
medical setting it is assumed
that outcomes were
assessed through medical
records; follow-up was long
enough for the outcomes to
occur; complete follow-up)

Other information

The majority of women were
admitted in labour because
the study was carried out in
the largest teaching hospital
in the state, meaning

that there was a high
number of referrals to the
hospital
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Study details Participants Interventions Methods Outcomes and Comments
Results
planned caesarean
section
Full citation Sample size Interventions Details Results Limitations
) n=2088 originally [The RCT originally Women entering the trial were [Neonatal Limitations assessed with
Su, M., Hannah, W. J., Willan,  |randomised randomised women to |randomly allocated to Stillbirth: the Newcastle-Ottawa

A., Ross, S., Hannah, M. E.,
Planned caesarean section
decreases the risk of adverse
perinatal outcome due to both
labour and delivery
complications in the Term
Breech Trial, BJOG: An
International Journal of
Obstetrics and Gynaecology,
111, 1065-1074, 2004

Ref Id
650363

Countryl/ies where the study
was carried out

Canada/multiple countries (the
trial was carried out in 26
countries)

Study type

Secondary analysis of
randomised controlled trial
(RCT) data (Term Breech Trial)

n=2083 with entry
and outcome data
n=1540 with
outcome data
excluding
prelabour CS

Characteristics
See Su 2003 (also
included in the
guideline review)

Inclusion criteria
Singleton fetus in a
frank or complete
breech
presentation at
term (>=37 weeks)
and who were
without
contraindication to
labour or vaginal
birth

have a planned CS or

planned vaginal birth.
Interventions relevant
to this review: CS
during early labour,
CS during active
labour, vaginal birth

planned CS or planned
vaginal birth. If randomised to
the planned CS group, the CS
was scheduled for >=38
weeks of gestation. If the
woman was in labour at the
time of randomisation, the CS
was undertaken as soon as
possible. If the woman was
randomised to the planned
vaginal birth group,
management was expectant
until spontaneous labour
began, unless there was an
indication to induce labour or
perform a CS. Babies in
breech presentation who were
born vaginally were attended
by a clinician experienced in
vaginal breech birth.

A companion article

(Hannah 2002)

reported labour complications
that led to CS in the group
randomised to planned vaginal
birth, such as failure to
progress in labour

Vaginal birth: 6/689*
CS during early
labour: 0/249**

CS during active
labour: 0/596***
Neonatal death:
Vaginal birth: 5/689*
CS during early
labour: 0/249**

CS during active
labour: 1/596***
Ventilation required:
Vaginal birth: 9/689*
CS during early
labour: 0/249**

CS during active
labour: 3/596***
Birth injury (basal
skull fracture,
brachial plexus
injury, spinal cord
injury or significant
Vaginal birth: 7/689*
CS during early
labour: 0/249**

Quality Assessment Scale:
Selection: high risk of bias
(some of the participants

in the non-exposed group
were drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; the exposure was
ascertained by a secure
record; outcomes of interest
were not present at the start
of the study as they occurred
during or after birth)
Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias
(assessment of outcome
was through medical
records; follow-up was long
enough for the outcomes to
occur; women lost to follow-
up unlikely to introduce bias
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Aim of the study

To determine whether a
decreased risk of adverse
perinatal outcome with a policy
of planned caesarean section
(CS), compared with a policy of
planned vaginal birth, reported
in the Term Breech Trial was
due to a decrease in risk of
adverse outcomes

during labour or during birth

Study dates
Not reported

Source of funding

The Canadian Institutes of
Health Research (CIHR),
Centre for Research in
Women's Health, Sunnybrook
and Women's College Health
Sciences Centre, and the
Department of Obstetrics and
Gynecology at the University of
Toronto

Exclusion criteria
For the analysis for
the guideline
review, prelabour
CS was excluded

Early labour defined as
contractions less frequent than
every 5 min or if more frequent
than every 5 min, cervix
dilated <3 cm and effaced
<80%; active labour defined
as contractions more frequent
than every 5 min and cervic
dilated >=3 cm or effaced
>=80%.

CS during active
labour: 4/596***
NICU admission:
Vaginal birth:
13/689*

CS during early
labour: 2/249**

CS during active
labour: 6/596***

*2 cases of adverse
perinatal outcome in
the vaginal birth
group (2 stillbirths
probably before
enrolment) not
included and also
subtracted from the
denominator
because the cause
was judged to be
unrelated to labour or
birth

** ] case of adverse
perinatal outcome in
the CS during early
labour group (1
anomaly, ventricular
septal defect and
patent ductus
arteriosus) not
included and also
subtracted from the
denominator

(very small number of
women without relevant
data))

Other information

In some cases,
randomisation to "planned
CS" happened when labour
had already started.
Therefore, CS during early
labour or CS during active
labour might still have been
considered "planned CS" in
the trial
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

because the cause
was judged to be
unrelated to labour or
birth

***3 cases

of adverse perinatal
outcome in the CS
during active labour
group (3 anomalies:
1 intestinal
obstruction, 1
Down’s syndrome,
and 1 ruptured
myelomeningocele)
not included and also
subtracted from the
denominator
because the cause
was judged to be
unrelated to labour or
birth

Full citation

Su, M., McLeod, L., Ross, S.,
Willan, A., Hannah, W. J.,
Hutton, E., Hewson, S.,
Hannah, M. E., Term Breech
Trial Collaborative, Group,
Factors associated with
adverse perinatal outcome in
the Term Breech Trial,
American Journal of Obstetrics

Sample size
n=2088 originally
randomised
n=1887 with data
on adverse
perinatal outcome
n=1384 with data
on adverse
perinatal outcome
excluding
prelabour

Interventions

The RCT originally
randomised women to
have a planned
caesarean section or
planned vaginal birth.
Interventions relevant
to the guideline
review: caesarean
section during early
labour, caesarean

Details

Women entering the trial were
randomly allocated to

planned CS or planned
vaginal birth. If randomised to
the planned CS group, the CS
was scheduled for >=38
weeks of gestation. If the
woman was in labour at the
time of randomisation, the CS
was performed as soon as

Results

Neonatal

Adverse perinatal
outcome:

Vaginal birth: 38/630
(6.0%), adjusted
odds ratio (aOR)*:
reference

CS during early
labour: 3/226 (1.3%),

Limitations

Limitations assessed with
the Newcastle-Ottawa
Quality Assessment Scale:
Selection: low risk of bias
(the exposed group is
representative of the
population of interest; the
non-exposed group was
drawn from the same
population as the exposed
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Study details Participants Interventions Methods Outcomes and Comments
Results
& Gynecology, 189, 740-5, caesarean section during active |possible. If the woman was aOR*: 0.21 95% CI |group; the exposure was
2003 sections labour, vaginal birth  |randomised to the planned 0.06 to 0.69, p=0.01 |ascertained by a secure
vaginal birth group, CS during active record; outcomes of interest
Ref Id management was expectant |(labour: 18/528 were not present at the start
.. until spontaneous labour (3.4%), aOR*: 0.57 |of the study as they occurred
SRURE I\C/Ig?éﬁlcatle:;é'gs_’?’o began, unless there was an 95% CI 0.32 to 1.02, |after birth)
Countryfies where the study years: 595/1887 indication to mducg Iat_)our or |p=0.06 C_omparabnny: low risk of
ied ' perform a CS. Babies in *Not clearly reported |bias (the study calculated
was carried out Maternal age <30 K . . . .
- 1292/1887 breech presentation who were |in the article but adjusted odds ratios by
Canada/multiple countries (the éi?irts' > born vaginally were attended |assumed that the building a multiple
trial was carried out in 26 109/%1887. by a clinician experienced in  |final analysis regression model, adding or
countries) Parity 1-4- vaginal breech birth. adjusted for removing variables using a
7?;/{88_7. A companion article birthweight step-wise approach)
Study type Parity O: (Hannah 2002) reports some Outcome: low risk of bias
Secondary analysis of 1(6)1(r)|7)//18.87 labour complications that led (assessment of outcome
randomised controlled trial Gestational to CS in the group randomised was through medical
(RCT) data (Term Breech Trial) >_e§1a 'Oni z.ige to planned vaginal birth, such records; follow-up was long
153/12'8(97(9 S: as failure to progress in labour enough for the outcomes to
Maternal diabetes: occur; women lost to follow-
Aim of the study 30/1887 Early Iapour defined as up were unlikely to introduce
Toi : . . ) contractions less frequent than bias (very small number of

o identify factors associated [Uterine anomaly: . . ;

. . every 5 min or if more frequent women did not have data on
with adverse perinatal 15/1887 h . : ¢
outcomes e than every 5 min, cervix outcomes (5 out of 2088)

96/1887 : dilated <3 cm and effaced and around 10% (around

Previ <80%; active labour defined 200 out of remaining 2083)

revious tion: as contractions more frequent of the women were excluded
Study dates gfi/elsggan section: than every 5 min and cervic from outcome analysis
Not reported Epidural analgesia: dilated >=3 cm or effaced because of non-breech
: >=80%. :
522/1887 80% presentation)
Frank breech: ;
. "Adverse perinatal outcome"
Source of funding Lo defined as one or more of the . .
following: perinatal or neonatal QL0 I D
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Study details Participants Interventions Methods Outcomes and Comments
Results
The Canadian Institutes of Complete breech: mortality at less than 28 days In some cases,
Health Research (CIHR), 647/1887 of age (excluding lethal randomisation to "planned
Centre for Research in Birthweight congenital anomalies); birth CS" happened when labour
Women's Health, Sunnybrook |>3500g: 460/1887 trauma including subdural had already started.
and Women's College Health  |Birthweight 2800- haematoma, spinal cord injury, Therefore, CS during early
Sciences Centre, and the 35009: 1060/1887 basal skull fracture, peripheral labour or CS during active
Department of Obstetrics and | Birthweight nerve injury present at labour might still have been
Gynecology at the University of [<2800g: 367/1887 discharge from hospital, or considered "planned CS" in
Toronto clinically significant genital the trial
injury; seizures occurring at
inclusion criteria less 'than 24 hours of age or
. ) requiring 2 or more drugs to
fSlngkIeton fetuls ina control them; Apgar score of
bran o1 EEmpEE less than 4 at 5 minutes; cord
el : blood base deficit of at least
presentimon 2l 15; hypotonia for at least 2
LT (>_37 weeks hours; stupor, decreased
i gestanon)_ el response to pain or coma;
S were W't.hOUt intubation and ventilation for at
g)bngﬁ'gf'\f:gﬁ] r;lto least 24 hours; tube feeding
birth for 4_dqys or more; or
admission to the neonatal
intensive care unit for longer
than 4 days.
Exclusion criteria
Lethal congenital Multiple logistic regression
anomalies, analysis was done to
perinatal deaths determine the adjusted odds
that occurred ratio of adverse perinatal
before outcome between modes of
randomisation, birth. A step-wise approach
babies with was used to build to multiple
missing labour and regression model, level to
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Country/ies where the study
was carried out

Characteristics

management was expectant
until spontaneous labour
began, unless there was an
indication to induce labour or

>=38.5C:
Vaginal birth: 1/689
(0.1%)

Study details Participants Interventions Methods Outcomes and Comments
Results
birth data because enter the model was set a
they were born in a p<0.05 and the level to
non-participating remove from the model was
hospital. For the set at p>0.2. The variables
analysis for the included maternal age, parity,
guideline review, gestational age, maternal
prelabour diabetes, uterine abnormality,
caesarean section hypertension, previous
(CS) was excluded Caesarean section, national
perinatal mortality rate of the
country, mode of delivery,
epidural analgesia, type of
breech at delivery, birth
weight.
Full citation Sample size Interventions Details Results Limitations
n=2088 originally [The RCT originally Women entering the trial were [Maternal Limitations assessed with
Su, M., McLeod, L., Ross, S.,  |randomised randomised women to [randomly allocated to Postpartum the Newcastle-Ottawa
Willan, A., Hannah, W. J., n=2078 with data |have a planned planned CS or planned haemorrhage >1500 |Quality Assessment Scale:
Hutton, E. K., Hewson, S. A.,  |on maternal caesarean section or |vaginal birth. If randomised to |ml: Selection: high risk of bias
McKay, D., Hannah, M. E., morbidity planned vaginal birth. |the planned CS group, the CS |Vaginal birth: 1/689 |(some of the women in the
Factors Associated with n=1536 with data |Interventions relevant |was scheduled for >=38 (0.1%) non-exposed group
Maternal Morb|d|ty inthe Term |on maternal to the guideline weeks of gestation. If the CS during early were drawn from a different
Breech Trial, Journal of morbidity review: caesarean  |woman was in labour at the  |labour: 1/248 (0.4%) |population to the exposed
Obstetrics and Gynaecology excluding section during early  |time of randomisation, the CS |CS during active group because the exposed
Canada, 29, 324-330, 2007 prelabour labour, caesarean was performed as soon as labour: 3/599 (0.5%) |group had clinical indications
Ref Id caesarean section during active |possible. If the woman was Maternal systemic for an emergency CS. These
sections labour, vaginal birth  |randomised to the planned infection indications could, in turn, be
650365 vaginal birth group, Postpartum fever associated with adverse

outcomes; the exposure was
ascertained by a secure

record; outcomes of interest
were not present at the start
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

Canada/multiple countries (the
trial was carried out in 26
countries)

Study type

Secondary analysis of
randomised controlled trail
(RCT) data (Term Breech Trial)

Aim of the study

To identify factors associated
with maternal morbidity among
2078 women

Study dates
Not reported

Source of funding

The Canadian Institutes of
Health Research (CIHR),
Centre for Research in
Women's Health, Sunnybrook
and Women's College Health
Sciences Centre, and the
Department of Obstetrics and
Gynecology at the University of
Toronto

See Su 2003 (also
included in the
guideline review)

Inclusion criteria
Singleton fetus in a
frank or complete
breech
presentation at
term (>=37 weeks
of gestation) and
who were without
contraindication to
labour or vaginal
birth

Exclusion criteria
Women with
missing data
related to duration
of labour. For the
analysis for the
guideline review,
prelabour
caesarean section
(CS) was excluded

perform a CS. Babies in
breech presentation who were
born vaginally were attended
by a clinician experienced in
vaginal breech birth.

A companion article

(Hannah 2002) reported some
labour complications that led
to CS in the group randomised
to planned vaginal birth, such
as failure to progress in labour
Active labour was defined as
the presence of contractions
<= 5 minutes apart with the
cervix dilated to 3 cm or more
or 80% effaced. Early labour
was defined as any labour that
did not meet the definition of
active labour

Maternal morbidity during the
first 6 weeks postpartum was
defined as at least 1 of the
following: death; postpartum
haemorrhage of more than
1500 ml or a need for blood
transfusion; dilatation and
curettage for bleeding or
retained placental tissue;
hysterectomy; cervical
laceration involving the lower
uterine segment (in the case
of vaginal birth); vertical
uterine incision or serious

CS during early
labour: 2/248 (0.8%)
CS during active
labour: 16/599
(2.7%)

Maternal morbidity:
Vaginal birth: 13/689
(1.9%), adjusted
odds ratio (aOR)*:
Reference

CS during early
labour: 11/248
(4.4%), aOR* 2.41
95% CI 1.07 to 5.46,
p=0.03

CS during active
labour: 36/599
(6.0%), aOR* 3.33
95% CI 1.75 to 6.33,
p<0.001

*Not clear from the
article which
variables were
included in the final
analysis

Early postpartum
depression:

Vaginal birth: 0/689
(0%)

CS during early
labour: 1/248 (0.4%)
CS during active
labour: 1/599 (0.2%)

of the study as they occurred
during or after birth)
Comparability: high/low risk
of bias (the study did not
adjust for any factor for
certain outcomes and
therefore there is a high risk
of bias whereas for other
outcomes the study
calculated adjusted odds
ratios by building a multiple
regression model , adding or
removing variables using a
step-wise approach, thus
reducing the risk of bias)
Outcome: low risk of bias
(assessment of outcome
was through medical
records; follow-up was long
enough for the outcomes to
occur; women lost to follow-
up were unlikely to introduce
bias (a very small number of
women did not have relevant
data (10 out of 2088)

Other information

In some cases,
randomisation to "planned
CS" happened when labour
had already started.
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

extension to a transverse
uterine incision (in the case of
CS); vulvar or perineal
haematoma requiring
evacuation; deep vein
thrombophlebitis or pulmonary
embolism requiring
anticoagulant therapy;
pneumonia; adult respiratory
distress syndrome; wound
infection requiring prolonged
hospital care as an inpatient or
outpatient or readmission to
hospital; wound dehiscence or
breakdown; maternal fever of
at least 38.5C on 2
occasionas at least 24 hours
apart not including the first 24
hours; bladder, ureteric, or
bowel injury requiring repair;
genital tract fistula; bowel
obstruction; or other serious
maternal morbidity as judged
by members of the steering
committee (masked to
allocation group and if
possible to mode of birth)

Multiple logistic regression
analysis was done to
determine the adjusted odds
ratio of maternal morbidity
between modes of birth. A

Therefore, CS during early
labour or CS during active
labour might still have been
considered "planned CS" in
the trial
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

step-wise approach was used
to build to multiple regression
model, level to enter the
model was set a p<0.05 and
the level to remove from the
model was set at p>0.2. The
variables included maternal
age, parity, gestational age at
randomisation, maternal
diabetes, uterine anomaly,
hypertension, previous CS,
maternal infection, national
perinatal mortality rate of
country, duration of membrane
rupture, continuous electronic
fetal heart rate monitoring,
labour induction with oxytocin
and/or prostaglandins, labour
augmentation with oxytocin
and/or prostaglandins, general
anaesthesia, epidural
analgesia, duration of first
stage of labour (defines as the
time between onset of active
labour and full cervical
dilatation), duration of passive
phase of second stage of
labour (defined as the time
between full cervical dilatation
and beginning to push),
duration of active phase of
second stage of labour
(defined as time between
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Study details

Participants

Interventions

Methods

Outcomes and
Results

Comments

beginning to push and birth),
birth weight, fetal presentation
at birth, episiotomy, perineal
laceration, administration of
antibiotics before or during
birth, abruptio placenta, cord
prolapse, clinical
chorioamnionitis, uterine
rupture, and experience of the
clinician at birth

Full citation

van Loon, A. J., Mantingh, A.,
Serlier, E. K., Kroon, G.,
Mooyaart, E. L., Huisjes, H. J.,
Randomised controlled trial of
magnetic-resonance pelvimetry
in breech presentation at term,
Lancet, 350, 1799-804, 1997

Ref Id
396746

Countryl/ies where the study
was carried out

Sample size
N=189

Characteristics
Women had a trial
of labour based
either on
pelvimetry results
(study group in the
RCT) or based on
the obstetrician's
judgement; manual
pelvimetry was
permitted (control

Interventions

Emergency CS after a

trial of labour (n=63*)

Vaginal birth (n=126*)

(spontaneous: n=80%;
assisted: n=46*)

* Numbers calculated
by the NGA technical
team by adding
numbers in the study
and control groups of
the RCT

Details

Women were recruited from 7
antenatal centres in the 3
northern provinces of the
Netherlands. Progress in
labour was assessed with a
partograph. Criteria for fetal
distress were the occurrence
of late fetal-heart-rate
decelerations with a diminised
baseline variability, persistent
fetal bradycardia, and poor
blood-gas analysis from a
buttock sample. Maternal
complications were diagnosed

Results

Maternal
Third-degree
perineal laceration:
Emergency CS
(n=63*): 0*
Vaginal birth
(n=126): 1*

Blood loss > 500 ml:

Emergency CS
(n=63*): 4*
Vaginal birth
(n=126): 14*
Blood loss > 1000
ml:

Limitations

Limitations assessed with
the Newcastle-Ottawa
Quality Assessment Scale:
Selection: high risk of bias
(the non-exposed group was
drawn from a different
population to the exposed
group because the exposed
group had clinical indications
for an emergency CS. These
indications could, in turn, be
associated with adverse
outcomes; however, the
exposed and non-exposed

X by the referring obstetricians Energency CS groups were

The Netherlands grr?]“? mnthe RCT). (n=63%): 1* both representative of the
S caeza?rza(r:]ysection Vaginal birth population of interest; the

udy type i =126): 7* tained
Prospective cohort (secondary |after a trial of (" ) s e

Neonatal through medical records;

analysis from a randomised labour was A L
controlled trial (RCT)) el not present at the start of the
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Study dates

Women with breech
presentations were recruited
between January 1993 and
April 1996

Source of funding

The study was supported by a
grant from the Ziekenfondsraad
(0G92/006)

due to prolonged
first stage, fetal
distress was an
additional reason.
Spontaneous
onset of labour:
emergency CS
(n=63*): 44*
versus vaginal
birth (n=126*): 83*
Augmented onset
of labour:
emergency CS
(n=63%): 11*
versus vaginal
birth (n=126%): 23*
Induced onset of
labour: emergency
CS (n=63*): 8*
versus vaginal
birth (n=126): 20*
Opioids in labour:
emergency CS
(n=63*):
12*(opioids in the
first stage of

* Numbers calculated
by the NGA technical
team by adding
numbers in the study
and control groups of
the RCT

Study details Participants Interventions Methods Outcomes and Comments
Results
because of poor Temporary traumatic |study as they occurred
progress in the first lesion of the brachial |during or after birth)

. or second stage plexus: Comparability: high risk of
?'m Oflthf stuldy v i (n=41 and 22 Emergency CS bias (the study did not adjust
R%‘?Va uate pelvimetry in an respectively*). In 5 (n=63*): 0* for any factor in relation to

cases of Vaginal birth the comparison of interest)
emergency CS (n=126): 1* Outcome: low risk of bias

(outcomes were assessed
by the referring
obstetricians, not blinded to
interventions; follow-up was
long enough for the
outcomes to occur; complete
follow-up)

Other information
None
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Study details Participants Interventions Methods Outcomes and Comments
Results
labour) versus
vaginal birth
(n=126): 19*

Regional analgesia
(spinal/epidural):
emergency CS
(n=63*): 33*
versus vaginal
birth (n=126): 1*
General analgesia:
emergency CS
(n=63*): 30*
versus vaginal
birth (n=126): 0*

* Calculated by the
NGA technical
team by adding
numbers in the
study and in the
control group of
the RCT

Inclusion criteria
Women with
singleton breech
presentations 237
weeks of gestation

Exclusion criteria
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Study details Participants Interventions Methods Outcomes and Comments
Results

Exclusion criteria
were an estimated
fetal weight greater
than 4000g,
hyperextension of
the fetal head, a
known fetal
structural defect, a
known pelvic or
uterine
abnormality,
previous fetopelvic
disproportion, and
planned elective
CS for reasons
other than
suspected pelvic
contraction.
Multiparity was an
exclusion criterion
unless the
referring
obstetrician had
doubts about a
vaginal birth
because of
previous
pregnancy ending
in CS, a low-
birthweight infant,
or a difficult labour

Full citation Sample size Interventions Details Results Limitations
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at term. Prospective study,
American Journal of Obstetrics
& Gynecology, 98, 854-7, 1967

Ref Id
650450

Country/ies where the study
was carried out

USA

Study type
Prospective cohort

Aim of the study

To evaluate a breech index to
select women whose labour
should be terminated by
caesarean section

Characteristics
The study authors
did not report that
women were in
labour. However, it
is assumed that
women were in
labour because the
study authors
report in the
abstract of the
article that they
focus on the
usefulness of the
index in selecting
those women
whose labour
should be
terminated by

in labour but it is
assumed so based on
the index and

its stated purpose):
n=24

Comparator. Vaginal
breech birth: n=115
(spontaneous: n=7;
partial extraction:
n=76; complete
extraction: n=32)

indicated on work sheets
provided to staff upon
admission of the woman to the
labour suite. Criteria for
scoring corresponded to the
following schema. Parity:
primigravida (score 0) versus
multipara (score 1).
Gestational age: 39 weeks or
more (score 0) versus 38
weeks: (score 1) versus 37
weeks or less (score 2).
Estimated fetal weight: over
3,630 g (score 0) versus
3,629-3,176 g (score 1) versus
<3,175 g (score 2). Previous
breech: none (score 0) versus
1 (score 1) versus 2 or more
(score 2). Dilatation: 2 cm
(score 0) versus 3 cm (score
1) versus 4 cm or more (score

Vaginal births
(n=115): 1 (this baby
had anoxia,
convulsions and
intracerebral
haemorrhage)
Brachial palsy:
Caesarean sections
(n=24): 0

Vaginal births
(n=115): 1

Severe neonatal
morbidity (anoxia,

pneumonia,
neumothorax):

Caesarean sections
(n=24): 0

Vaginal births
(n=115): 2

Severe neonatal
morbidity (VII nerve

Study details Participants Interventions Methods Outcomes and Comments
Results
N= 24 caesarean |Intervention. No direct attempt was made to |Neonatal Limitations assessed with
Zatuchni, G. I, Andros, G. J.,  |sections Caesarean sections |influence management for any |Fetal death: the Newcastle-Ottawa
Prognostic index for vagmal' N=115 vaginal (the article does not [woman. Factors involved in Caesarean sections |Quality Assessment Scale:
delivery in breech presentation |pjrths report that these were |the scoring system were (n=24): 0 Selection: low risk of bias

(the non-exposed group was
drawn from the same
population as the exposed
group because a low or high
score was not necessarily
associated with adverse
outcomes; the study authors
did not report how they
assessed exposure but
given the study setting it is
assumed that this was
ascertained through medical
records; outcomes of
interest were not present at
the start of the study as they
occurred during or after
birth)

Comparability: high risk of
bias (the study did not adjust
for any factor)

Outcome: low risk of bias

: 2). Station: -3 or higher (score |palsy, apneic (the study authors did not

ISR SEENOT, 0) versus -2 (score 1) versus - |episodes, mention how they assessed

Mo_reover, th_e arly 1 or lower (score 2). The study |convulsions): outcomes but given the
Study dates CRICES prowded authors suggested that all Caesarean sections [study setting it is assumed
Women with breech by the index in. women with a total score of 3 |(n=24): 0 this was through medical
presentations from 1 terms of dilatation or lower should have a Vaginal births records; follow-up was long
September 1963 to 30 April are either 2 ¢m, 3 caesarean section. With a (n=115): 2 enough for the outcomes to
1966 score of 4, careful re- occur; complete follow-up)
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Study details Participants Interventions Methods Outcomes and Comments
Results

cm or at least 4 evaluation of the woman was |Neonatal mortality
cm. recommended and the size of |and morbidity

Source of funding Baseline the fetus should be _ occurred only in Other information
characteristics ascertained. If the evaluation |[babies with a low X

Not reported were as follows. was unchanged after score who were born & T in the Iow—sc_ore
Nulliparous: 51 this, vaginal birth should be  |vaginally group received oxytocin and
(37%). The study safe. If the score were 5 or had a vaginal birth. In all
authors higher, there should be no cases there was severe
reported that difficulty with vaginal birth morbidity.
women in the 13 women in the Iow—s_core
study were group received oxytocin and
admitted to the had a caesarean section.
labour suite. There was no fetall morbidity.
Maternal age 11 women in the h|gh—_score
range: 14 to 43 group received oxytocin for
years. Women abn_ormal_ Iabogr. All had a
over 35 years: vagln_al_ birth with no
n=16. No baseline morbidity
characteristics
stratified by
intervention
subgroup
Inclusion criteria
Women with
breech
presentations at
term attending the
Temple University
Health Sciences
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Study details Participants Interventions Methods Outcomes and Comments
Results

Center during the
study period

Exclusion criteria
Preterm births,
cases of severe
congenital
anomalies,
prolapsed cord
cases and
bleeding placental
problems.

Also, the scoring
system could not
be applied to
women scheduled
for elective
induction
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Appendix F — Forest plots

Ihtrapartum care for women with breech presenting in labour — mode of birth

3 No meta-analysis was undertaken for this review and so there are no forest plots.
4
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Appendix G — GRADE tables

Ihtrapartum care for women with breech presenting in labour — mode of birth

3 Table 3: Clinical evidence profile for emergency caesarean section versus continuation of labour for women with breech presenting in
4 labour, outcomes for the woman

1 Observati  Very No No serious Very None 0/63 1/126 RR 0.66 3 fewer OO CRITICAL
(Van onal serious? serious indirectnes  serious? (0%) (0.79%) (0.03 to per 1000 ©
Loon studies inconsiste s 16.01) (from 8 VERY
1997) ncy fewerto LOW
119
more)
1 Observati  Very No No serious Very None 4/63 14/126 RR 0.57 48 fewer @OO CRITICAL
(Van onal serious?! serious indirectnes  serious? (6.3%) (11.1%) (0.2to per 1000 ©
Loon studies inconsiste s 1.66) (from 89 VERY
1997) ncy fewerto LOW
73 more)
1 Observati  Very No No serious Very None 1/63 71126 RR 0 56 fewer @GOG CRITICAL
(Van onal serious? serious indirectnes  serious? (1.6%) (5.6%) (0.04 to per 1000 ©
Loon studies inconsiste s 2.27) (from 53 VERY
1997) ncy LOW
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fewer to
71 more)
1 Observati  Very No No serious Not None 23 102 Mean blood loss was @OO CRITICAL
(Barlov  onal serious?! serious indirectnes  estimable 522.7 (range 100 to @)
1986) studies inconsiste s because 1200) ml in the VERY
ncy SD is not emergency CS LOW
reported group, 255.2 (range
in the 50 to 775) ml in the
article vaginal birth group.

Mean difference:
267.5. However 95%
Cl is not calculable

1 Observati  Very No No serious  Serious® None 32/49 44/91 RR 1.35 169 GOe6 IMPORTA
(Molke  onal serious? serious indirectnes (65.3%) (48.4%) (1.01 to more per © NT
nboer studies inconsiste s 1.81) 1000 VERY
2007) ncy (from 5 LOW
more to
392
more)

1 cCI: confidence interval; CS: caesarean section; MID: minimally important difference; RR: risk ratio; SD: standard deviation

2 1 High risk of selection bias because the exposed cohort had clinical indications for an emergency CS. These indications could in turn, be associated with adverse outcomes. High
3 risk of comparability bias because the study did not adjust for any factor

4 2 The quality of the evidence was downgraded by 2 levels because the 95% CI crosses both default MID thresholds

5 3 The quality of the evidence was downgraded by 1 level because the 95% ClI crosses 1 default MID threshold
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1 Table 4: Clinical evidence profile for emergency caesarean section versus continuation of labour for women with breech presenting in
2 labour, outcomes for the baby

1 Observati  Very No No serious Not None 0/11 0/55 - - BOOO CRITICA
(Collea onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
1980) studies inconsiste s due to O LOW

ncy events
1 Observati  Very No No serious Not None 0/17 0/260 - - POOOE CRITICA
(Jaffa onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
1981) studies inconsiste s dueto 0 LOW

ncy events
1 Observati  Very No No serious Very None 7/94 5/60 RR 0.89 9 fewer POOO CRITICA
(Singh  onal serious? serious indirectnes  serious? (7.4%) (8.3%) (0.3t0 per 1000 VERY L
2012) studies inconsiste s 2.69) (from 58 LOW

ncy fewer to

141 more)

1 Observati  Very No No serious Not None 0/83 0/21 - - POO6 CRITICA
(Alsha  onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
heen studies inconsiste s dueto O LOW
2010) ncy events
1 Observati  Very No No serious Not None 0/30 0/76 - - ®eB6O6  CRITICA
(Alsha  onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
heen studies inconsiste s dueto O LOW
2010) ncy events
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1 Observati  Very No No serious Not None 0/56 0/234 - - POeOO CRITICA
(Bird onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
1975) studies inconsiste s dueto 0 LOW
ncy events
1 Observati  Very No No serious Very None 0/38 1/132 RR 1.14 1 more BOOOB CRITICA
(De onal serious?! serious indirectnes  serious? (0%) (0.76%) (0.05to per 1000 VERY L
Leeuw  studies inconsiste s 27.35) (from 7 LOW
2002) ncy fewer to
200 more)
1 Observati  Serious®  No No serious Very None 0/24 1/115 RR 1.55 5 more b6 CRITICA
(Zatuc  onal serious indirectnes  serious? (0%) (0.87%) (0.06 to per 1000 VERY L
hni studies inconsiste s 36.87) (from 8 LOW
1967) ncy fewer to
312 more)
1 Observati  Very No No serious No None  1/83 5/21 RR 0.05 226 fewer GOOGOG  CRITICA
(Alsha  onal serious? serious indirectnes  serious (0%) (0%) (0.01 to per 1000 VERY L
heen studies inconsiste s imprecisio 0.41) (from 140 LOW
2010) ncy n fewer to
236
fewer)

(Earlyneonatal mortality - multipara
1 Observati  Very No No serious Very None 0/30 3/76 RR 0.35 26 fewer POOO CRITICA
(Alsha  onal serious?! serious indirectnes  serious? (0%) (0%) (0.02 to per 1000 VERY L

studies s 6.67) (from 39 LOW
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heen inconsiste fewer to
2010) ncy 224 more)
1 Observati  Very No No serious  Not None 0/38 0/132 - - PO  CRITICA
(De onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
Leeuw  studies inconsiste s dueto O LOW
2002) ncy events
1 Observati  Very No No serious Very None 0/56 2/234 RR 0.82 2 fewer PO  CRITICA
(Bird onal serious?! serious indirectnes  serious? (0%) (0.85%) (0.04 to per 1000 VERY L
1975) studies inconsiste s 16.94) (from 8 LOW

ncy fewer to

136 more)

1 Observati  Very No No serious Not None 0/23 0/102 - - POOO CRITICA
(Barlov onal serious? serious indirectnes  estimable (0%) (0%) VERY L
1986) studies inconsiste s due to O LOW

ncy events
1 Observati  Very No No serious Very None 0/11 1/35 RR 1.00 0 fewer b6 CRITICA
(Gimov  onal serious? serious indirectnes  serious? (0%) (2.9%) (0.04 to per 1000 VERY L
sky studies inconsiste s 22.95) (from 27 LOW
1983) ncy fewer to

627 more)

1 Observati  Very No No serious Not None 0/14 0/13 - - b6 CRITICA
(Sarno  onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
1989) studies inconsiste s dueto O LOW

ncy events
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1 Observati  Very No No serious Not None 0/38 0/132 - - POeOO CRITICA
(De onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
Leeuw  studies inconsiste s dueto 0 LOW
2002) ncy events
1 Observati  Very No No serious Very None 0/113 2/97 RR 0.17 17 fewer POeOO CRITICA
(Alsha  onal serious?! serious indirectnes  serious? (0%) (2.1%) (0.01to per 1000 VERY L
heen studies inconsiste s 3.54) (from 20 LOW
2010) ncy fewer to
52 more)
1 Observati  Very No No serious Serious* None 1/56 31/234 RR 0.13 115 fewer HOOO  CRITICA
(Bird onal serious?! serious indirectnes (1.8%) (13.2%) (0.02 to per 1000 VERY L
1975) studies inconsiste s 0.97) (from 4 LOW
ncy fewer to
130
fewer)
1 Observati  Very No No serious Serious* None 2/56 33/234 RR 0.25 106 fewer @GOOO CRITICA
(Bird onal serious? serious indirectnes (3.6%) (14.1%) (0.06 to per 1000 VERY L
1975) studies inconsiste s 1.02) (from 133 LOW
ncy fewer to 3
more)
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Observati  Very No serious Very None 1/23 0/102 RR 12.88 - BOOO CRITICA
(Barlov onal serious?! serious indirectnes  serious? (4.3%) (0%) (0.54 to VERY L
1986) studies inconsiste s 306.41) LOwW
ncy
1 Observati  Very No No serious Very None 0/11 1/55 RR 1.56 10 more BOOOB CRITICA
(Collea onal serious?! serious indirectnes  serious? (0%) (1.8%) (0.07- per 1000 VERY L
1980) studies inconsiste s 35.91) (from 17 LOW
ncy fewer to
635 more)
1 Observati  Very No No serious Very None 0/23 1/102 RR 1.43 4 more POOO CRITICA
(Barlov onal serious? serious indirectnes  serious? (0%) (0.98%) (0.06 to per 1000 VERY L
1986) studies inconsiste s 34.05) (from 9 LOW
ncy fewer to
324 more)
1 Observati  Serious®  No No serious Very None 0/24 1/115 RR 1.55 5 more bOeBe6 CRITICA
(Zatuc  onal serious indirectnes  serious? (0%) (0.87%) (0.06 to per 1000 VERY L
hni studies inconsiste s 36.87) (from 8 LOW
1967) ncy fewer to
312 more)

‘Brachial plexus lesionorinjury
1 Observati  Very No No serious Very None 0/113 3/97 RR 0.12 27 fewer POOO CRITICA
(Alsha  onal serious?! serious indirectnes  serious? (0%) (3.1%) (0.01to per 1000 VERY L
heen studies inconsiste s 2.35) (from 31 LOW
2010) ncy
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fewer to
42 more)
1 Observati  Very No No serious Very None 0/11 2/55 RR 0.93 3 fewer BOOO CRITICA
(Collea onal serious?! serious indirectnes  serious? (0%) (3.6%) (0.05- per 1000 VERY L
1980)  studies inconsiste s 18.22) (from 35 LOW
ncy fewer to
626 more)
1 Observati  Very No No serious Very None 0/63 1/126 RR 0.66 3 fewer POOO CRITICA
(Van onal serious?! serious indirectnes  serious? (0%) (0.79%) (0.03 to per 1000 VERY L
Loon studies inconsiste s 16.01) (from 8 LOW
1997) ncy fewer to
119 more)
1 Observati  Very No No serious Very None 0/23 1/102 RR 1.43 4 more b6 CRITICA
(Barlov onal serious?! serious indirectnes  serious? (0%) (0.98%) (0.06 to per 1000 VERY L
1986) studies inconsiste s 34.05) (from 9 LOW
ncy fewer to
324 more)
1 Observati  Very No No serious Not None 0/94 0/60 - - OO CRITICA
(Singh  onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
2012) studies inconsiste s dueto O LOW
ncy events
CFractured clavicle
1 Observati  Very No No serious Very None 0/113 1/97 RR 0.29 7 fewer b6 CRITICA
(Alsha  onal serious?! serious indirectnes  serious? (0%) (1%) (0.01to per 1000 VERY L
heen studies inconsiste s 6.95) (from 10 LOW
2010) ncy
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fewer to
61 more)
1 Observati  Very No No serious Very None 0/23 4/102 RR 0.48 20 fewer BOOO CRITICA
(Barlov onal serious?! serious indirectnes  serious? (0%) (3.9%) (0.03 to per 1000 VERY L
1986) studies inconsiste s 8.56) (from 38 LOW
ncy fewer to
296 more)
1 Observati  Very No No serious Very None 0/56 4/234 RR 0.46 9 fewer POOO CRITICA
(Bird onal serious?! serious indirectnes  serious? (0%) (1.7%) (0.03 to per 1000 VERY L
1975) studies inconsiste s 8.39) (from 17 LOW
ncy fewer to
126 more)
1 Observati  Very No No serious Not None 0/94 0/60 - - POOO CRITICA
(Singh  onal serious? serious indirectnes  estimable (0%) (0%) VERY L
2012) studies inconsiste s dueto 0 LOW
ncy events
1 Observati  Very No No serious Very None 0/56 2/234 RR 0.82 2 fewer POOO CRITICA
(Bird onal serious?! serious indirectnes  serious? (0%) (0.85%) (0.04 to per 1000 VERY L
1975) studies inconsiste s 16.94) (from 8 LOW
ncy fewer to
136 more)

Racialpalsy
1 Observati  Very No No serious Very None 1/35 1/51 RR 1.46 9 more b6 CRITICA
(Capel onal serious?! serious indirectnes  serious? (2.9%) (2%) (0.09 to per 1000 VERY L
ess studies inconsiste s 22.53) (from 18 LOW
1985) ncy

Evidence review for breech presenting in labour
DRAFT September 2018

129



DRAFT FOR CONSULTATION
Intrapartum care for women with existing medical conditions or obstetric complications and their
babies

fewer to
422 more)

1 Observati  Very No No serious Very None 0/14 1/13 53 fewer POeOO CRITICA
(Sarno  onal serious?! serious indirectnes  serious? (0%) (7.7%) per 1000 VERY L
1989) studies inconsiste s (from 76 LOW
ncy fewer to
463 more)
1 Observati  Very No No serious Not None 0/94 0/60 - POOO CRITICA
(Singh  onal serious? serious indirectnes  estimable (0%) (0%) VERY L
2012) studies inconsiste s due to O LOW
ncy events
1 Observati  Very No No serious Very None 0/14 1/13 53 fewer POOO CRITICA
(Sarno  onal serious? serious indirectnes  serious? (0%) (7.7%) per 1000 VERY L
1989) studies inconsiste s (from 76 LOW
ncy fewer to
463 more)
1 Observati  Very No No serious Very None 2/39 3/46 14 fewer POOO CRITICA
(Maier  onal serious?! serious indirectnes  serious? (5.1%) (6.5%) per 1000 VERY L
2011) studies inconsiste s (from 56 LOW
ncy fewer to
226 more)
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Observati  Very No serious Very None 0/39 1/46 RR 0.39 13 fewer BOOO CRITICA

(Maler onal serious?! serious indirectnes  serious? (0%) (2.2%) (0.02 to per 1000  VERY L
2011) studies inconsiste s 9.35) (from 21 LOwW

ncy fewer to

182 more)

1 Observati  Very No No serious Very None 0/94 1/60 RR 0.21 13 fewer BOOO CRITICA
(Singh  onal serious? serious indirectnes  serious? (0%) (1.7%) (0.01 to per 1000 VERY L
2012) studies inconsiste s 5.17) (from 17 LOW

ncy fewer to

70 more)

1 Observati  Very No No serious Not None 0/94 0/60 - - POOO CRITICA
(Singh  onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
2012) studies inconsiste s dueto O LOW

ncy events
1 Observati  Very No No serious Not None 0/11 0/35 - - POOO CRITICA
(Gimov onal serious?! serious indirectnes  estimable (0%) (0%) VERY L
sky studies inconsiste s dueto O LOW
1983) ncy events

Severe neonatal morbidity (anoxia, pneumonia or pneumothorax)

1 Observati  serious?® No No serious Very None 0/24 2/115 RR 0.93 1 fewer b6 CRITICA
(Zzatuc  onal serious indirectnes  serious? (0%) (1.7%) (0.05 to per 1000  VERY L
hni studies inconsiste s 18.74) (from 17 LOW
1967) ncy
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fewer to
309 more)

1 Observati  Serious? No Serious® Very None 0/24 2/115 RR 0.93 1 fewer POeOO CRITICA
(zatuc  onal serious serious? (0%) (1.7%) (0.05to per 1000 VERY L
hni studies inconsiste 18.74) (from 17 LOW
1967) ncy fewer to

309 more)
1 Observati  Very No No serious  serious* None 2/113 8/97 RR 0.21 65 fewer POOO IMPORT
(Alsha  onal serious?! serious indirectnes (1.8%) (8.2%) (0.05 to per 1000 VERY ANT
heen studies inconsiste s 0.99) (from 1 LOW
2010) ncy fewer to

78 fewer)
1 Observati  Very No No serious Very None 4/35 4/51 RR 1.46 36 more POOO IMPORT
(Capel onal serious? serious indirectnes  serious? (11.4%) (7.8%) (0.39 to per 1000 VERY ANT
ess studies inconsiste s 5.44) (from 48 LOW
1985) ncy fewer to

348 more)
1 Observati  Very No No serious Very None 5/39 2/46 RR 2.95 85 more SISISIS) IMPORT
(Maier  onal serious? serious indirectnes  serious? (12.8%) (4.3%) (0.61 to per 1000 VERY ANT
2011) studies inconsiste s 14.36) (from 17 LOW

ncy fewer to
581 more)

1 CI: confidence interval; CS: caesarean section; MID: minimally important difference; NICU: neonatal intensive care unit; RR: risk ratio
2 1 High risk of selection bias because the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse outcomes. High
3 risk of comparability bias because the study did not adjust for any factor
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2 The quality of the evidence was downgraded by 2 levels because the 95% CI crosses both default MID thresholds

3 High risk of comparability bias because the study did not adjust for any factor

4 The quality of the evidence was downgraded by 1 level because the 95% CI crosses 1 default MID threshold

5 The quality of the evidence was downgraded by 1 level due to an indirect outcome. Apneic episodes and convulsions were not included in the guideline review protocol

Table 5: Clinical evidence profile for emergency caesarean section in early labour versus vaginal birth for women with breech
presenting in labour, outcomes for the woman

1 Observatio  Very No serious No serious Very None 1/248 1/689 RR 2.78 3 more e CRITIC
(Su nal studies serious® inconsisten indirectnes  serious? (0.4%) (0.15%) (0.17 to per VERY AL
2007) cy s 44.25) 1000 LOW

(from 1

fewer to

63

more)
1 Observatio  Very No serious  No serious  Very None 2/248 1/689 RR 5.56 7 more POOO CRITIC
(Su nal studies serious® inconsisten indirectnes serious? (0.81%) (0.15%) (0.51to per VERY AL
2007) cy s 61.01) 1000 LOW

(from 1

fewer to

87

more)
1 Observatio  Serious® No serious Serious* Serious® None 11/248 13/689 ORP 241 - POOO6 CRITIC
(Su nal studies inconsisten (4.4%) (1.9%) (2.07 to VERY AL
2007) cy 5.46) LOW
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1 Observatio  Very No serious  Serious® Very None 1/248 0/689 RR 8.31 - POOO IMPOR
(Su nal studies serious®’ inconsisten serious? (0.4%) (0%) (0.34 to VERY TANT
2007) cy 203.4) LOW

ClI: confidence interval; CS: caesarean section; MID: minimally important difference; OR: odds ratio; RR: risk ratio

1 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
outcomes. High risk of comparability bias because the study did not adjust for any factor

2 The quality of the evidence was downgraded by 2 levels because the 95% CI crosses both default MID thresholds

3 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
outcomes

4 The quality of the evidence was downgraded by 1 level because of an indirect outcome. Maternal morbidity in the study is a composite outcome that includes some outcomes in
the guideline review protocol but also some other outcomes

5 The quality of the evidence was downgraded by 1 level because the 95% CI crosses 1 default MID threshold

6 The quality of the evidence was downgraded by 1 level because of an indirect outcome. Early postpartum depression was considered a proxy for women’s experiences of labour
and birth

a Maternal morbidity defined as 1 or more of the following during the first 6 weeks postpartum: death; postpartum haemorrhage of more than 1500 ml or a need for blood
transfusion; dilatation and curettage for bleeding or retained placental tissue; hysterectomy; cervical laceration involving the lower uterine segment (in the case of vaginal birth);
vertical uterine incision or serious extension to a transverse uterine incision (in the case of CS); vulvar or perineal haematoma requiring evacuation; deep vein thrombophlebitis or
pulmonary embolism requiring anticoagulant therapy; pneumonia; adult respiratory distress syndrome; wound infection requiring prolonged hospital care as an inpatient or
outpatient or readmission to hospital; wound dehiscence or breakdown; maternal fever of at least 38.5°C on 2 occasions at least 24 hours apart not including the first 24 hours;
bladder, ureteric, or bowel injury requiring repair; genital tract fistula; bowel obstruction; or other serious maternal morbidity as judged by members of the steering committee.

b Adjusted OR was calculated and reported in the article. It is not clear from the article which variables were included in the final analysis, however, the study considered the
following variables in the stepwise multiple logistic regression analysis: maternal age, parity, gestational age at randomisation, maternal diabetes, uterine anomaly, hypertension,
previous CS, maternal infection, national perinatal mortality rate of country, duration of membrane rupture, continuous electronic fetal heart rate monitoring, labour induction with
oxytocin or prostaglandins, labour augmentation with oxytocin or prostaglandins, general anaesthesia, epidural analgesia, duration of first stage of labour (defined as the time
between onset of active labour and full cervical dilatation), duration of passive phase of second stage of labour (defined as the time between full cervical dilatation and beginning to
push), duration of active phase of second stage of labour (defined as time between beginning to push and birth), birthweight, fetal presentation at birth, episiotomy, perineal
laceration, administration of antibiotics before or during birth, abruptio placenta, cord prolapse, clinical chorioamnionitis, uterine rupture, and experience of the clinician at the birth
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Table 6: Clinical evidence profile for emergency caesarean section in early labour versus vaginal birth for women with breech
presenting in labour, outcomes for the baby

1 Observati  Very
(Su onal serious?
2004) studies

inconsisten

6/689
(0.87%)

7 fewer @GOOGO CRITIC
per VERY AL
1000 LOW

(from 9

fewer to

24

more)

1 Observati  Very
(Su onal serious?
2004) studies

inconsisten

5/689
(0.73%)

5fewer @OOO CRITIC
per VERY AL
1000 LOW

(from 7

fewer to

26

more)

1 Observati  Very
(Su onal serious?!
2004) studies

inconsisten

9/689
(1.3%)

11 fewer @OOO  CRITIC
per VERY AL
1000 LOW

(from 13

fewer to

19

more)
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Observati  Very No serious No serious Very None 0/249 7/689 RR0.18 8fewer @OOOG CRITIC
(Su onal serious!  inconsisten indirectnes  serious? (0%) (1%) (0.01to  per VERY AL
2004) studies cy S 3.21) 1000 LOW
(from 10
fewer to
22
more)
1 Observati  Very No serious  No serious  Very None 2/249 13/689 RR 0.43 11fewer OGO IMPOR
(Su onal serious!  inconsisten indirectnes  serious? (0.8%) (1.9%) (0.10to  per VERY TANT
2004) studies cy s 1.87) 1000 LOW
(from 17
fewer to
16
more)
1 Observati  Serious® No serious Serious?* No None 3/226 38/630 ORP 47 fewer GOOO  CRITIC
(Su onal inconsisten serious (1.3%) (6%) 0.21 per VERY AL
2003) studies cy imprecisio (0.06to 1000 LOW
n 0.69) (from 18
fewer to
56
fewer)

1 CI: confidence interval; CS: caesarean section; MID: minimally important difference; NICU: neonatal intensive care unit; OR: odds ratio; RR: risk ratio

2 1 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
3 outcomes. High risk of comparability bias because the study did not adjust for any factor

4 2 The quality of the evidence was downgraded by 2 levels because the 95% CI crosses both default MID thresholds
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3 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
outcomes

4 The quality of the evidence was downgraded by 1 level because of an indirect outcome. Adverse perinatal outcome is a composite outcome that includes some outcomes in the
guideline review protocol but also some other outcomes

a Adverse perinatal outcome was defined as 1 or more of the following: perinatal or neonatal mortality at less than 28 days of age (excluding lethal congenital anomalies); birth
trauma, including subdural haematoma, intracerebral or intraventricular haemorrhage, spinal cord injury, basal skull fracture, peripheral nerve injury present at discharge from
hospital, or clinically significant genital injury; seizures occurring at less than 24 hours of age or requiring 2 or more drugs for control; Apgar score of less than 4 at 5 minutes; cord
blood base deficit of at least 15; hypotonia for a least 2 hours; stupor, decreased response to pain or coma,; intubation and ventilation for at least 24 hours; tube feeding for at least
4 days; or admission to NICU for longer than 4 days

b Adjusted OR was calculated and reported in the article. It is not clear from the article which variables were included in the final analysis, however, the study considered the
following variables in the stepwise multiple logistic regression analysis: continuous electronic fetal heart rate monitoring, labour induction with oxytocin or prostaglandins, labour
12 augmentation with oxytocin or prostaglandins, epidural analgesia, duration of membrane rupture, duration of first stage of labour (defined as the time between onset of active

13 labour and full dilatation), duration of passive phase of second stage of labour (defined as the time between full dilatation and start of pushing), duration of active phase of second
14 stage of labour (defined as the time between start of pushing and birth), birthweight, type of breech presentation at birth, maternal age, parity, gestational age at randomisation,
15 maternal diabetes, uterine anomaly, hypertension, previous caesarean section, national perinatal mortality rate of country, and experience of the clinician at the birth

B
RPOOONOUTAWNER

16 Table 7: Clinical evidence profile for emergency caesarean section in active labour versus vaginal birth for women with breech
17 presenting in labour, outcomes for the woman

1 Observatio  Very No serious No serious Very None 3/599 1/689 RR 3.45 4 more POOOG CRITICAL
(Su nal studies serious! inconsisten indirectnes  serious? (0.5%) (0.15%) (0.36to per 1000 VERY
2007) cy S 33.09) (from 1 LOW

fewer to

47 more)
1 Observatio  Very No serious No serious No serious None 16/599 1/689 RR 25 more bOeO66 CRITICAL
(Su nal studies serious® inconsisten indirectnes imprecisio (2.7%) (0.15%) 18.40 per 1000  VERY
2007) cy S n (245t0  (from 2 LOW

138.36)
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more to

199 more)
1 Observatio Serious® No serious Serious* No serious None 36/599 13/689 OR2 - POOO6 CRITICAL
(Su nal studies inconsisten imprecisio (6%) (1.9%) 3.33 VERY
2007) cy n (1.75to LOW

6.33)

1 Observatio  Very No serious  Serious® Very None 1/599 0/689 RR 3.45 - OO IMPORTAN
(Su nal studies  serious!  inconsisten serious? (0.17%) (0%) (014 to VERY T
2007) cy 84.53) LOW

ClI: confidence interval; CS: caesarean section; MID: minimally important difference; OR: odds ratio; RR: risk ratio

1 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
outcomes. High risk of comparability bias because the study did not adjust for any factor

2 The quality of the evidence was downgraded by 2 levels because the 95% CI crosses both default MID thresholds

3 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
outcomes

4 The quality of the evidence was downgraded by 1 level because of an indirect outcome. Maternal morbidity in the study is a composite outcome that includes some outcomes in
the guideline review protocol but also some other outcomes

5 The quality of the evidence was downgraded by 1 level because of an indirect outcome. Early postpartum depression was considered a proxy for women’s experiences of labour
and birth

a Adjusted OR was calculated and reported in the article. It is not clear from the article which variables were included in the final analysis, however, the study considered the
following variables in the stepwise multiple logistic regression analysis: maternal age, parity, gestational age at randomisation, maternal diabetes, uterine anomaly, hypertension,
previous CS, maternal infection, national perinatal mortality rate of country, duration of membrane rupture, continuous electronic fetal heart rate monitoring, labour induction with
oxytocin or prostaglandins, labour augmentation with oxytocin or prostaglandins, general anaesthesia, epidural analgesia, duration of first stage of labour (defined as the time
between onset of active labour and full cervical dilatation), duration of passive phase of second stage of labour (defined as the time between full cervical dilatation and beginning to
push), duration of active phase of second stage of labour (defined as time between beginning to push and birth), birthweight, fetal presentation at birth, episiotomy, perineal
laceration, administration of antibiotics before or during birth, abruptio placenta, cord prolapse, clinical chorioamnionitis, uterine rupture, and experience of the clinician at the birth
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Table 8: Clinical evidence profile for emergency caesarean section in active labour versus vaginal birth for women with breech

presenting in labour, outcomes for the baby

inconsisten

6/689
(0.87%)

8 fewer @GOOGO CRITIC

per VERY AL
1000 LOW

(from 9

fewer to

5 more)

inconsisten

5/689
(0.73%)

6 fewer @OOO CRITIC

per VERY AL
1000 LOW

(from 7

fewer to

7 more)

1 Observatio  Very
(Su nal studies  serious?
2004)

1 Observatio  Very
(Su nal studies  serious?
2004)

1 Observatio  Very
(Su nal studies  serious?
2004)

inconsisten

/689
(1.3%)

8fewer @GOOGOG CRITIC

per VERY AL
1000 LOW

(from 12

fewer 50

5 more)
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Observatio  Very No serious No serious Very None 4/596 7/689 RR 0.66 3fewer @HOOO CRITIC

(Su nal studies serious® inconsisten indirectnes serious? (0.67%) (1%) (0.19to per VERY AL
2004) cy s 2.25) 1000 LOW

(from 8

fewer to

13

more)
1 Observatio  Very No serious No serious  Serious? None 6/596 13/689 RR 0.53 9fewer @POOO IMPOR
(Su nal studies serious® inconsisten indirectnes (1%) (1.9%) (0.20 to per VERY TANT
2004) cy s 1.40) 1000 LOW

(from 15

fewer

to8

more)
Adverse perinatal outcome?
1 Observatio  Serious* No serious Serious® Serious?® None 18/528 38/630 ORP 0.57 25fewer GOOEOG CRITIC
(Su nal studies inconsisten (3.4%) (6%) (0.32 to per VERY AL
2003) cy 1.02) 1000 LOW

(from 40

fewer to

1 more)

1 CI: confidence interval; CS: caesarean section; MID: minimally important difference; NICU: neonatal intensive care unit; OR: odds ratio; RR: risk ratio
2 1 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
3 outcomes. High risk of comparability bias because the study did not adjust for any factor

4 2 The quality of the evidence was downgraded by 2 levels because the 95% CI crosses both default MID thresholds
5 3 The quality of the evidence was downgraded by 1 level because the 95% ClI crosses 1 default MID threshold
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4 High risk of selection bias because some of the exposed cohort had clinical indications for an emergency CS. These indications could in turn be associated with adverse
outcomes

5 The quality of the evidence was downgraded by 1 level because of an indirect outcome. Adverse perinatal outcome is a composite outcome that includes some outcomes in the
guideline review protocol but also some other outcomes

a Adverse perinatal outcome was defined as 1 or more of the following: perinatal or neonatal mortality at less than 28 days of age (excluding lethal congenital anomalies); birth
trauma, including subdural haematoma, intracerebral or intraventricular haemorrhage, spinal cord injury, basal skull fracture, peripheral nerve injury present at discharge from
hospital, or clinically significant genital injury; seizures occurring at less than 24 hours of age or requiring 2 or more drugs for control; Apgar score of less than 4 at 5 minutes; cord
blood base deficit of at least 15; hypotonia for a least 2 hours; stupor, decreased response to pain or coma,; intubation and ventilation for at least 24 hours; tube feeding for at least
4 days; or admission to NICU for longer than 4 days

b Adjusted OR was calculated and reported in the article. It is not clear from the article which variables were included in the final analysis, however, the study considered the
following variables in the stepwise multiple logistic regression analysis: continuous electronic fetal heart rate monitoring, labour induction with oxytocin or prostaglandins, labour
augmentation with oxytocin or prostaglandins, epidural analgesia, duration of membrane rupture, duration of first stage of labour (defined as the time between onset of active
labour and full dilatation), duration of passive phase of second stage of labour (defined as the time between full dilatation and start of pushing), duration of active phase of second
stage of labour (defined as the time between start of pushing and birth), birthweight, type of breech presentation at birth, maternal age, parity, gestational age at randomisation,
maternal diabetes, uterine anomaly, hypertension, previous caesarean section, national perinatal mortality rate of country, and experience of the clinician at the birth
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Appendix H—- Economic evidence study selection

Ihtrapartum care for women with breech presenting in labour — mode of birth

3 See Supplement 2 (Health economics) for details of economic evidence reviews and health
4 economic modelling.

Appendix | — Economic evidence tables

Btrapartum care for women with breech presenting in labour — mode of birth

7 See Supplement 2 (Health economics) for details of economic evidence reviews and health
8 economic modelling.

Appendix J — Health economic evidence profiles

lntrapartum care for women with breech presenting in labour — mode of birth

11 See Supplement 2 (Health economics) for details of economic evidence reviews and health
12 economic modelling.
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Appendix K — Health economic analysis

Ihtrapartum care for women with breech presenting in labour — mode of birth
3 See Supplement 2 (Health economics) for details of economic evidence reviews and health
4 economic modelling.

Appendix L — Research recommendations

Btrapartum care for women with breech presenting in labour — mode of birth
7 No research recommendations were made for this review.
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