Louise Ghesquière 
  
Julie Demetz 
  
Philippe Dufour 
  
Sandrine Depret 
  
Charles Garabedian 
  
Damien Subtil 
  
Louise Ghesquiere 
email: louise.ghesquiere@chru-lille.fr
  
  
  
Type of breech presentation and prognosis for delivery
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Background: Although its role in the prognosis for delivery remains controversial, the type of breech is sometimes taken into account in the decision about mode of delivery. Objective of our study was to compare maternal and neonatal morbidity for trial of vaginal delivery according to the type of breech (complete or frank).

Material and method:

Single-center retrospective study of women with trials of vaginal delivery of a singleton fetus in breech presentation at of after 37 weeks of gestation. Neonatal status was assessed by the composite variable of the Term Breech Trial, first considered alone, and then with the addition of a 5-min Apgar score < 7 or a neonatal arterial pH < 7.0.

Results: Of the 495 trials of vaginal delivery during the study period, approximately one third of them were complete breech (35.8%) and two thirds frank (64.2%). The frequency of cesareans during labor was similar regardless of the type of breech (16.4 for complete vs 12.6% for frank, p=0.24), nor did neonatal morbidity differ (1.7 for complete vs 4.1% for frank, p=0.15). On the other hand, cord prolapse occurred almost exclusively in complete breech presentations (4.5 vs 0.3%, p<0.01), and prognosis was good in all cases. Complete breech presentations were also associated with more frequent use of forceps to the after-coming head (16.2 vs 9.7%, p<0.05). Finally, there were non significant difference between the two types of breech concerning severe acidosis but it seemed to have it more in frank breech (2.3 vs 1.2%, p=0.34).

Conclusion:

Among women eligible for vaginal delivery, the type of breech presentation (complete or frank) has little influence on delivery maternal and neonatal morbidity. The type of breech need not be taken into account in deciding the route of delivery.

Introduction

Although the Term Breech Trial published in 2000 [START_REF] Hannah | Planned caesarean section versus planned vaginal birth for breech presentation at term: a randomised multicentre trial. Term Breech Trial Collaborative Group[END_REF] deeply affected obstetricians' practices in delivering fetuses in breech presentation, countries with low perinatal risk levels generally agree that vaginal delivery is feasible when the appropriate safety conditions are met [START_REF]ACOG Committee Opinion No. 340. Mode of term singleton breech delivery[END_REF][START_REF]Management (Green-top 20b[END_REF][START_REF] Taylor | Is cesarean section indicated for breach presentation?[END_REF][START_REF]Management of Breech Presentation at Term australian guidelines -Ask.com Search[END_REF][START_REF] Kotaska | Vaginal delivery of breech presentation[END_REF]. Some guidelines include the type of breech presentation among these conditions (4,7), while others do not [START_REF]ACOG Committee Opinion No. 340. Mode of term singleton breech delivery[END_REF][START_REF]Management (Green-top 20b[END_REF][START_REF]Management of Breech Presentation at Term australian guidelines -Ask.com Search[END_REF][START_REF] Kotaska | Vaginal delivery of breech presentation[END_REF]. Different types of breech are described: frank breech and incomplete or complete breech. In a frank breech, the fetus has flexion of both hips, and the legs are straight with the feet near the fetal face. The complete breech has the fetus sitting with flexion of both hips and both legs in a tuck position. Finally, the incomplete breech can have any combination of one or both hips extended.

Studies on association of adverse perinatal and maternal morbidity and the posture of the fetal legs in vaginal breech births are scarce and fairly of methodologically inadequate [START_REF] Sentilhes | Breech presentation: Clinical practice guidelines from the French College of Gynaecologists and Obstetricians (CNGOF)[END_REF][START_REF] Collea | The randomized management of term frank breech presentation: a study of 208 cases[END_REF][START_REF] Gimovsky | Randomized management of the nonfrank breech presentation at term: a preliminary report[END_REF][START_REF] Christian | Vaginal breech delivery: a fiveyear prospective evaluation of a protocol using computed tomographic pelvimetry[END_REF][START_REF] Descargues | Influence of the type of breech presentation on delivery in selected primiparous women at term[END_REF]. These do not agree on maternal and neonatal morbidity according to the type of breech. Krause et al. reported a higher rate of short term neonatal morbidity in deliveries out of incomplete and complete breech presentation in a small cohort of 266 patients [START_REF] Krause | What effect does leg position in breech presentation have on mode of delivery and early neonatal morbidity?[END_REF]. The more recent studies are more reassuring [START_REF] De Leeuw | Indications for caesarean section in breech presentation[END_REF][START_REF] Golfier | Planned vaginal delivery versus elective caesarean section in singleton term breech presentation: a study of 1116 cases[END_REF][START_REF] Azria | Factors associated with adverse perinatal outcomes for term breech fetuses with planned vaginal delivery[END_REF][START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. These demonstrated no significant feature predictive of obstetrical and neonatal prognosis irrespective of the type of breech. A recent study provided evidence, that perinatal morbidity is not associated with the fetal leg posture in vaginally intended breech deliveries [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. These studies accorded to say that cord prolaps were significantly more often in deliveries with babies in complete breech.

Additional studies are needed to promote safe vaginal delivery of the breech.

Consistent evidence is needed on the role of the fetal leg posture in vaginally intended breech deliveries at term. Because our maternity ward has fairly extensive experience with vaginal deliveries of breech presentations [START_REF] Michel | Evaluation of a decision protocol for type of delivery of infants in breech presentation at term[END_REF], we conducted a study intended to compare delivery maternal morbidity and neonatal morbidity according to the type of breech presentation.

Material and methods

This retrospective study in a level 3 university hospital examined the outcome of trials of vaginal delivery of singleton fetuses in breech presentation at or after 37 weeks of gestation. Women were included in the study if they underwent a trial of vaginal delivery for a fetus in breech presentation between 1 January 2008 and 31 December 2017. The study excluded women with a termination of pregnancy, multiple pregnancy, delivery before 37 weeks of gestation, or in utero fetal death, as well as those with a cesarean before labor, severe prenatal malformation, or unknown type of breech presentation.

Principal objective was to compare delivery maternal morbidity and neonatal morbidity for trial vaginal delivery according to the type of breech presentation: frank or complete. During the study period, we developed and then systematically applied a protocol to select among the women with fetuses in breech presentation those eligible for trial of vaginal delivery, that is, those for whom vaginal delivery appeared safe [START_REF] Michel | Evaluation of a decision protocol for type of delivery of infants in breech presentation at term[END_REF]. Briefly, external cephalic version was offered between 36 +0 and 37 weeks +3days to women with such fetuses. If version failed, pelvimetric measurements by computed tomography and fetal ultrasound were performed to check for primary hyperextension of the fetal head and to compare maternal pelvic measurements with the fetal biparietal diameter and estimated fetal weight.

Women were eligible for trial of vaginal delivery if three conditions were met: i. median conjugate minus biparietal diameter ≥ 15 mm, ii. median transverse diameter minus biparietal diameter ≥ 25 mm, iii. Interspinous diameter minus biparietal diameter ≥ 0 mm. An other condition to accept vaginal delivery was the estimated fetal weight had to be less than 3800g for primiparas women. There was no limit of fetal weight for multiparas women. This decision did not take into consideration the type of breech, previous cesarean, or uterine malformation. Women considered eligible were informed about the conditions of vaginal breech delivery (presence of obstetrical, pediatric, and anesthesiology teams in the delivery room) and of the advantages and risks of both planned vaginal and cesarean deliveries in this situation. When the measurements were unfavorable or the woman refused a trial of vaginal delivery, a cesarean was planned at around 39 weeks. If the biparietal diameter measurements were more than 7 days old at the onset of labor, a new ultrasound measurement was taken to verify the criteria described above. Excepting these differences, the management of labor was identical to this of cephalic fetuses.

Induction and labor management for breech presentation was the same that cephalic presentation. All inductions were possible: balloon, prostaglandine, oxytocine. During labor, oxytocin protocol was the same as cephalic presentation and followed guidelines [START_REF] Dupont | Oxytocin administration during spontaneous labour: Guidelines for clinical practice. Guidelines short text[END_REF]. In case of two vaginal touch same, oxytocine could be used and artificial rupture could be realized. Artificial rupture in complete breech was to medical appreciated. Cervical dystocia was defined by three hours of same vaginal touch despite regular contractions and artificial rupture. In complete dilatation, two hours were possible before begin expulsive efforts. This retrospective study is based on the medical files of parturients and newborns in our hospital. It was approved by the ethics committee for gynecology and obstetrics (CEROG). The assessment of obstetric morbidity considered the following variables: cervical dystocia, defined by three essentially unchanged cervical dilatation measurements, each an hour apart, cord prolapse, cesarean delivery during labor, forceps to the after-coming head, obstetrical anal sphincter injuries (OASIS) (≥ 3rd degree), post-partum hemorrhage ≥ 500 ml and ≥ 1000 ml. To assess neonatal morbidity, we studied birth weight, biparietal diameter, and umbilical artery pH measured at birth, as well as the newborn's condition, transfer to intensive care, and mortality. Neonatal acidosis was considered severe when the pH ≤ 7.0, and moderate at ≤ 7.15. A composite variable matching that used in the Term Breech Trial (and named the TBT variable here) and then in subsequent publications included the following criteria: 5-minute Apgar score < 4, basal skull fracture, intracerebral or subdural hematoma, intraventricular hemorrhage, lesions of the spine marrow or brachial plexus or a peripheral nerve, length of NICU hospitalization > 4 days, intubation > 24 h, parenteral or gastric feeding > 4 days, convulsions persisting > 24 h, death during labor, or neonatal death [START_REF] Hannah | Planned caesarean section versus planned vaginal birth for breech presentation at term: a randomised multicentre trial. Term Breech Trial Collaborative Group[END_REF][START_REF] Michel | Evaluation of a decision protocol for type of delivery of infants in breech presentation at term[END_REF][START_REF] Roman | Planned vaginal delivery of fetuses in breech presentation at term: prenatal determinants predictive of elevated risk of cesarean delivery during labor[END_REF]. A second and broader composite variable specific to our study (labelled neonatal composite endpoint) was also created by adding to the TBT criteria above a 5-min Apgar score < 7 or severe neonatal acidosis (pH<7.0). Finally, neonatal mortality was defined as death during the first 28 days of life.

The data were recorded and analyzed with Epi Info software (Version 3.1, Epidata Association, Denmark). Comparisons between qualitative data used the Chi-2 test or Fisher's exact test, when the number of individuals was low. The Kruskal-Wallis nonparametric test was used to compare means. Percentages are reported in parentheses, and means are reported with the standard deviation of the distribution.

Differences were considered significant if p < 0.05. When a significant difference was found for any criterion, a subgroup analysis by parity was conducted to determine if parity (nulliparous/multiparous) affected the criterion. Last, odds ratio (OR) and 95% confidence interval were calculated for the risk of cesarean delivery during labor according to type of breech.

Results

The study period saw a total of 45 669 deliveries in our maternity ward (Figure 1). In all, 1319 (3.4%) women had singleton pregnancies in breech presentation at or after 37 weeks of gestation. We excluded 28 cases (2.1%) in which severe prenatal malformations might have influenced the prognosis or neonatal management (heart defects: n=7, uropathies: n=5, gastrointestinal abnormalities: n=5, nervous system abnormalities: n=4, other n=7). Our study therefore concerned 1276 women. Of the 511 women eligible to planned vaginal delivery (40.0%), 16 were secondarily excluded: the type of breech was footling or kneeling in 3 cases (0.6%) and unspecified in 13 (2.5%).

Of the 495 women in the study, the presentation was complete breech for approximately one third (n=177, 35.8%) and frank for two thirds (n=318, 64.2%).

Table 1 reports the variations in the frequency of complete breech presentations according to the patients' characteristics. This frequency was not associated with maternal age. On the other hand, complete breech presentations were more frequent in multiparous than nulliparous women, as well as in those with a body mass index (BMI) of 25 or higher. The frequency of complete breech presentations was not associated with known uterine malformations, uterine scars, or the results of the assessment described above comparing fetal and pelvic measurements. Gestational age at delivery was around 39 weeks for all women (Table 2). The frequency of cervical dystocia was similar for both principal types of breech presentation, as was the rate of cesareans during labor (16.4 for complete vs 12.6% for frank, OR=1.4 [0.8-2.4]). Inversely, cord prolapse occurred almost exclusively in complete breech cases, and the difference was highly significant (4.5 for complete vs 0.3% for frank, p=0.002). In case of cord prolapse, all neonatal outcomes were good with Apgar score=10 at 5 minutes, no severe acidosis and no transfers in NICU. All patients had cesarean section. Use of forceps for the after-coming head was significantly more frequent in the complete breech presentations (16.2% for complete vs 9.7% for frank p=0.049). OASIS were almost exclusively observed in complete breech births in nulliparas and were significantly associated with them (4.1% for complete vs 0.4% for frank, p=0.008).

Table 3 summarizes the data for neonatal outcome according to type of breech. The groups did not differ for neonatal measurements. Concerning umbilical artery pH, in frank breech newborns of nulliparous women had more often pH in moderate acidosis (< 7.15) with 32.2% for frank and 15.1% for complete, p=0.006. There were no significant difference between the two types of breech concerning severe acidosis but it seemed to have it more in frank breech (2.3% vs 1.2%, p=0.34). The frequency of severe neonatal acidosis (pH < 7.0), neonatal transfer, and the composite variables we studied -TBT and neonatal composite variables -did not differ by type of breech. About 1.7% (3/177) of the newborns in complete breech presentations met at least one criterion for the neonatal composite endpoint, and 4.1% of those in frank breech presentation (13/318) (p=0.15). About different variables of TBT and neonatal composite endpoint, in complete breech, two newborns had Apgar score<7 and 2 had severe acidosis. In frank breech, 5 had Apgar score<7, 7 had severe acidosis, 2 had brachial plexus and one was transferred to NICU more 4 days with an intubation more 24 hours. Six infants were transferred to our neonatal intensive care unit; all from the frank breech group (0.0 vs 1.9%, p=0.07). The reasons for neonatals transfers were: two severe acidosis in fetal growth restriction contexts, two fetal growth restrictions with postnatal hypoglycaemia and respiratory distress, one foeto-maternal alloimmunization and one fetal pneumothorax. Finally, no baby died.

Discussion

The latest French recommendations are reassuring regarding intented vaginal breech deliveries. They did not find an increase in neonatal morbidity whatever the type of breech but the rate of cesarean section would be increased in complete breech, with a low level of evidence. The choice of delivery route must be shared by the patient and the obstetricians. A good knowledge of maternal and neonatal morbidity according the type of breech seem essential to properly guide patients in their choice.

Few studies in the literature have compared maternal and neonatal morbidity in vaginal delivery according to the type of breech [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. Our study shown that these differ little according to complete or frank breech presentation. The rate of cesareans during labor was similar according to type of breech. There were nonetheless several differences that may further our knowledge of these deliveries. Cord prolapse, forceps, and OASIS are more frequent in complete breech presentations. About neonatal morbidity, there were no difference concerning severe acidosis, TBT composite variable and neonatal composite variable. There were more transfers in NICU and more moderate acidosis in frank breech.

Our study found approximately two thirds (64.2 %) of planned vaginal deliveries were frank breech, consistent with the proportion found by most authors who have studied it [START_REF] Hannah | Planned caesarean section versus planned vaginal birth for breech presentation at term: a randomised multicentre trial. Term Breech Trial Collaborative Group[END_REF][START_REF] Gimovsky | Randomized management of the nonfrank breech presentation at term: a preliminary report[END_REF][START_REF] Descargues | Influence of the type of breech presentation on delivery in selected primiparous women at term[END_REF][START_REF] Broche | Obstetric and perinatal outcomes of a disreputable presentation: the nonfrank breech[END_REF][START_REF] Krause | What effect does leg position in breech presentation have on mode of delivery and early neonatal morbidity?[END_REF][START_REF] De Leeuw | Indications for caesarean section in breech presentation[END_REF][START_REF] Golfier | Planned vaginal delivery versus elective caesarean section in singleton term breech presentation: a study of 1116 cases[END_REF][START_REF] Azria | Factors associated with adverse perinatal outcomes for term breech fetuses with planned vaginal delivery[END_REF][START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF][START_REF] Michel | Evaluation of a decision protocol for type of delivery of infants in breech presentation at term[END_REF][START_REF] Roman | Planned vaginal delivery of fetuses in breech presentation at term: prenatal determinants predictive of elevated risk of cesarean delivery during labor[END_REF][START_REF] Goffinet | Is planned vaginal delivery for breech presentation at term still an option? Results of an observational prospective survey in France and Belgium[END_REF]. We observed frank breech presentations significantly more frequently in nulliparous patients. Although the uterus of these patients is often thought to be cylindrical and tonic. Inversely, the uterus of multiparas is thought to be larger and less tonic and thus to promote, to a slight extent, complete breech presentations. Broche DE et al. in 2005 published a serie of 198 complete breech in which nulliparas are less than 25%. So, non frank breech are far more frequent in multiparas [START_REF] Broche | Obstetric and perinatal outcomes of a disreputable presentation: the nonfrank breech[END_REF].

Our study indicated that the frequency of cesarean deliveries during labor is not influenced by whether the breech is complete or frank. The literature on this topic is discordant. Several authors reported that a complete breech presentation is significantly associated with an increased risk of cesarean delivery during labor [START_REF] Krause | What effect does leg position in breech presentation have on mode of delivery and early neonatal morbidity?[END_REF][START_REF] Golfier | Planned vaginal delivery versus elective caesarean section in singleton term breech presentation: a study of 1116 cases[END_REF]. Inversely and like us, de Leeuw et al found no significant increase in the risk of cesarean delivery during labor in complete breech presentations [START_REF] De Leeuw | Indications for caesarean section in breech presentation[END_REF]. In contrast, Jennewein et al found no significant decrease in the risk of cesarean delivery during labor in complete breech presentations [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. Our rate of cesarean was low in contrast to literature (Table 4), probably because in our center all obstetricians are trained to practice vaginal delivery in case of breech presentation. The non-significant increase in the risk of cesareans during labor for complete breech presentations was almost totally due to the cases of cord prolapse, all of which led to cesareans. That was, this increase for the complete breech cases in our study was approximately 4% (16.4 vs 12.6%), which almost exactly matches the percentage of cord prolapse observed in that type of presentation (4.5%). Among these studies, Jennewein and us are the only studies whose main objective was to compare maternal and neonatal morbidity according to the type of seat. Even if a lack of power is possible in our study, it does not seem, in regards to these two studies, have significant difference concerning the rate of cesarean section according to the type of seat. Also, our study showed a significant increase in the risk of cord prolapse in complete breech presentations. Breech presentation is reported to be a risk factor for cord prolapses [START_REF] Gimovsky | Randomized management of the nonfrank breech presentation at term: a preliminary report[END_REF][START_REF] De Leeuw | Indications for caesarean section in breech presentation[END_REF][START_REF] Golfier | Planned vaginal delivery versus elective caesarean section in singleton term breech presentation: a study of 1116 cases[END_REF][START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF][START_REF] Cheng | Breech delivery at term: a critical review of the literature[END_REF]. In a meta-analysis of 24 publications bringing together more than 7800 women with trials of vaginal delivery for breech presentation, Cheng et al found an overall rate of cord prolapse of 7.4% in breech presentations, with a frequency very clearly higher for complete (5-10%) compared with frank (0-2%) breech presentations [START_REF] Cheng | Breech delivery at term: a critical review of the literature[END_REF]. This difference in risk may well be related to the crosslegged position of the fetus in this type of presentation, for a loop might passe between or around the fetus's legs. In our study, all incidents of cord prolapse were followed by cesarean deliveries, and neonatal status was excellent in all cases. Even if it was not our practice, vaginal delivery is possible in cord prolapse. Gannard-Pechin et al. published a serie of cord prolapse and they concluded that cord prolapse in breech delivery could be safer and quicker managed vaginally (23).

Forceps were applied to the after-coming head significantly more frequently in fetuses in complete breech presentations (16.2%). We have not found this result elsewhere in the literature. Jennewein et al in their study found an elevated rate for assistance head delivery and more in complete breech (45.7 for complete vs 35.5% for frank, p=0.001) but they not detailed rate of forceps [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. Descargues et al found that Mauriceau's maneuver was performed more often for complete breech infants [START_REF] Descargues | Influence of the type of breech presentation on delivery in selected primiparous women at term[END_REF]. This result is similar to us because in our center we don't do Mauriceau's maneuver but forceps. This finding points suggests that delivering the head may be more difficult in these cases. Jennewein et al had hypothesis that these might be explained by a shorter second stage of labor in complete breech cases caused by early manipulation. So baby not having enough time to rotate adequately in the pelvis leading to more obstetrical interventions and ultimately to assisted arm and head delivery [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. Our higher forceps rate could explain why our OASIS rate was also higher in contrast to the literature [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF].

Type of breech was not associated with the risk of severe neonatal morbidity, regardless of the composite variable we used to define it (TBT composite variable, Apgar score < 7 and severe acidosis). No neonatal death was observed. This result is similar to earlier published data. First, De Leuw et al studied neonatal morbidity and mortality according to type of breech in women eligible for a trial of vaginal delivery [START_REF] De Leeuw | Indications for caesarean section in breech presentation[END_REF]. Three groups were defined according to birth weight (500-1499 g; 1500-2499 g, and ≥ 2500 g). No statistically significant difference was found for the neonatal outcome according to type of breech or mode of delivery in any of the three weight categories [START_REF] Broche | Obstetric and perinatal outcomes of a disreputable presentation: the nonfrank breech[END_REF]. Golfier et al defined neonatal distress at 5 minutes of life by a 5-min Apgar score < 7 or the need for resuscitation in the delivery room and found no significant difference according to type of breech for neonatal distress at 5 minutes [START_REF] Golfier | Planned vaginal delivery versus elective caesarean section in singleton term breech presentation: a study of 1116 cases[END_REF]. Jennewein et al found no difference in the neonatal morbidity rates between frank and complete breech in intented vaginal deliveries [START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF]. Finally, Azria et al, studying neonatal prognosis in 2502 trials of vaginal delivery after 37 weeks, found four factors associated with death or poor neonatal condition: gestational age ≤ 38 weeks, birth weight < 10 th percentile, mother's geographic origin, and size (small) of the maternity ward [START_REF] Azria | Factors associated with adverse perinatal outcomes for term breech fetuses with planned vaginal delivery[END_REF]. In this large-scale study, the type of breech was not associated with the risk of poor neonatal condition.

It seemed to have more transfers in NICU in frank breech (1.9 for frank vs 0% for complete, p=0.07). Likewise, the risk of severe acidosis (pH<7.0) was similar regardless of the type of breech but it seemed to have it more in frank breech (2.3 in frank vs 1.2% in complete, p=0.34). We found more pH<7.15 in frank breech. Descargues et al observed the same trend among 146 nulliparous women with trials of vaginal delivery: they found frank breech presentation to be associated with a slight excess rate (on the borderline of statistical significance) of cases with pH < 7.20, but no excess of infants in poor neonatal condition [START_REF] Descargues | Influence of the type of breech presentation on delivery in selected primiparous women at term[END_REF]. We therefore hypothesize that the frank breech presentation may be accompanied -in nulliparous women -by a risk of moderate acidosis and transfer in NICU but without more severe inconsequential.

Finally, our study, based on a large series in a center with obstetricians trained in vaginal breech delivery, confirmed that maternal and neonatal prognosis in cases of trial of vaginal delivery do not differ much according to the type of breech. This finding is consistent with those of older less supported studies [START_REF] Collea | The randomized management of term frank breech presentation: a study of 208 cases[END_REF][START_REF] Gimovsky | Randomized management of the nonfrank breech presentation at term: a preliminary report[END_REF][START_REF] Christian | Vaginal breech delivery: a fiveyear prospective evaluation of a protocol using computed tomographic pelvimetry[END_REF] as well as newer studies that are consistent with one another [START_REF] Broche | Obstetric and perinatal outcomes of a disreputable presentation: the nonfrank breech[END_REF][START_REF] De Leeuw | Indications for caesarean section in breech presentation[END_REF][START_REF] Golfier | Planned vaginal delivery versus elective caesarean section in singleton term breech presentation: a study of 1116 cases[END_REF][START_REF] Azria | Factors associated with adverse perinatal outcomes for term breech fetuses with planned vaginal delivery[END_REF][START_REF] Jennewein | The influence of the fetal leg position on the outcome in vaginally intended deliveries out of breech presentation at term -A FRABAT prospective cohort study[END_REF][START_REF] Michel | Evaluation of a decision protocol for type of delivery of infants in breech presentation at term[END_REF]. Even if it is a large database, some results may be no significant due to a lack of power. This is more of a retrospective study. To date, no prospective study has specifically compared breech delivery according to the type of breech.

Conclusion:

Like the 2020 French guidelines [START_REF] Sentilhes | Breech presentation: Clinical practice guidelines from the French College of Gynaecologists and Obstetricians (CNGOF)[END_REF], our study indicated that the type of breech didn't appear to be a particularly relevant criterion for determining mode of delivery of a fetus in breech presentation. We conclude that the type of breech should not be used as a criterion for determining eligibility for trial of vaginal delivery in cases of breech presentation at term. 
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 1 Figure 1. Flow Chart

Table 1 . Frequency of complete breech according to pregnancy characteristics

 1 BMI, body mass index. **see Material and Methods. °For one patient we didn't have age and for 4 patients we didn't have pelvic cephalic comparaison. The table is read line by line. Results are in n/N (%) (complete breech / all breech). p is significant if <0.05

	Frequency of Complete	p
	breech / All Breech	
	n/N (%)	

*

Table 2 . Maternal outcome according to type of breech

 2 PROM = premature rupture of the membranes. **These items are just for vaginal delivery. °Obstetrical anal sphincter injuries. The table is read line by line. Results are in mean +/-standard deviation or in n (%). p is significant if <0.05

	Complete N=177	Frank N=318	p
	n (%)	n (%)	

*

Table 3 . Neonatal outcome according to type of breech

 3 * NICU = neonatal intensive care unit. *** Neonatal composite variable = TBT composite variable or pH<7 or 5-min Apgar score < 7. (1): see Material and methods. The table is read line by line. Results are in n (%) or in mean +/-standard deviation. p is significant if <0.05

	Complete N=177	Frank N=318	p
	n (%)	n (%)	

* BPD = Biparietal diameter. *

Table 4 . Risk of cesarean delivery during labor according to type of breech. Analysis of the literature.

 4 ° Reference. * OR significant. Results are in n/N (%)

	Publications	Complete	Frank	Odds Ratio
		n/N (%)	n/N (%)