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l Association d’usagers «Césarine», Paris, France
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A B S T R A C T

The primary cause of uterine scars is a previous cesarean. In women with a previous cesarean, the risks of

maternal complications are rare and similar after a trial of labor after cesarean (TOLAC) and after an

elective repeat cesarean delivery (ERCD), but the risk of uterine rupture is higher with TOLAC (level of

evidence [LE]2). Maternal morbidity in women with previous cesareans is higher when TOLAC fails than

when it leads to successful vaginal delivery (LE2). Although maternal morbidity increases progressively

with the number of ERCD, maternal morbidity of TOLAC decreases with the number of successful

previous TOLAC (LE2). The risk-benefit ratio considering the risks of short- and long-term maternal

complications is favorable to TOLAC in most cases (LE3).

Globally, neonatal complications are rare regardless of the mode of delivery for women with previous

cesareans. The risks of fetal, perinatal, and neonatal mortality during TOLAC are low. Nonetheless, these

risks are significantly higher than those associated with ERCD (LE2). The risks of mask ventilation,

intubation for meconium-stained amniotic fluid, and neonatal sepsis all increase in TOLAC (LE2). The risk

of transient respiratory distress increases in ERCD (LE2). To reduce this risk, and except in particular

situations, ERCD must not be performed before 39 weeks (grade B).

TOLAC is possible for women with a previous cesarean before 37 weeks, with 2 previous cesareans,

with a uterine malformation, a low vertical incision or an unknown incision, with a myomectomy,

postpartum fever, an interval of less than 6 months between the last cesarean delivery and the

Abbreviations: ERCD, elective repeat cesarean delivery; LE, level of evidence; TOLAC, trial of labor after cesarean; VBAC, vaginal birth after cesarean.
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1. Introduction and method [1–3]

The sponsor (the French College of Gynecologists and Obste-
tricians (CNGOF)) appointed a steering committee (Appendix A) to
define the exact questions to be put to the experts, to choose the
experts, follow their work and draft the synthesis of recommenda-
tions resulting from their work. The experts analyzed the scientific
literature on the subject to answer the questions raised. A
literature review identified the relevant articles through mid-
2012 by searching the MEDLINE database and the Cochrane
Library. The search was restricted to articles published in English

and French. Priority was given to articles reporting results of
original research, although review articles and commentaries were
also consulted. Guidelines published by organizations or institu-
tions such as the American College of Obstetricians and
Gynecologists (ACOG) [4], the Royal College of Obstetricians and
Gynaecologists (RCOG) [5], the Society of Obstetricians and
Gynaecologists of Canada (SOGC) [6], the National Institute for
Health and Clinical Excellence (NICE) [7], the Agency for
Healthcare Research and Quality (AHRQ) [8], and the Haute
Autorité de Santé (HAS) [9] as well as previous guidelines
published by the CNGOF [10] were reviewed, and additional

conception of the following pregnancy, if the obstetric conditions are favorable (professional consensus).

ERCD is recommended in women with a scar in the uterine body (grade B) and a history of 3 or more

cesareans (professional consensus). Ultrasound assessment of the risk of uterine rupture in women with

uterine scars has not been shown to have any clinical utility and is therefore not recommended during

pregnancy to help decide the mode of delivery (professional consensus). Use of X-ray pelvimetry to

decide about TOLAC is associated with an increase in the repeat cesarean rate without any reduction in

the rate of uterine rupture (LE2). It is unnecessary for deciding mode of delivery and for managing labor

during TOLAC (grade C).

TOLAC should be encouraged for women with a previous vaginal delivery either before or after the

cesarean, a favorable Bishop score or spontaneous labor, and for preterm births (grade C). For women

with a fetus with an estimated weight of more than 4500 g, especially in the absence of a previous

vaginal delivery and those with supermorbid obesity (BMI > 50), ERCD must be planned from the outset

(grade C). For all of the other clinical situations envisioned (maternal age > 35 years, diabetes, morbid

obesity, prolonged pregnancy, breech presentation and twin pregnancy), TOLAC is possible but the

available data do not allow specific guidelines about the choice of mode of delivery, in view of the low

levels of proof (grade C).

The decision about planned mode of delivery must be shared by the patient and her physician and

made by the 8th month, taking into account the individual risk factors for TOLAC failure and uterine

rupture (professional consensus). TOLAC is the preferred choice for women who do not have several risk

factors (professional consensus). The availability onsite of an obstetrician and anesthetist must be

pointed out to the patient. If the woman continues to prefer a repeat cesarean after adequate information

and time to think about it, her preference should be honored (professional consensus).

Labor should be induced in woman with a previous cesarean only for medical indications

(professional consensus). Induction of labor increases the risk of uterine rupture, which can be estimated

at 1% if oxytocin is used and 2% with vaginal prostaglandins (LE2). Mechanical methods of induction have

not been studied sufficiently. Misoprostol appears to increase the risk of uterine rupture strongly (LE4).

Based on the information now available, its use is not recommended (professional consensus). Routine

use of internal tocodynamometry does not prevent uterine rupture (professional consensus). The

increased risk of uterine rupture associated with oxytocin use is dose-dependent (LE3). In the active

phase, it is recommended that the total duration of failure to progress should not exceed 3 h; at that

point, a cesarean should be performed (professional consensus). Epidural analgesia must be encouraged.

The simple existence of a uterine scar is not an indication for a routine manual uterine examination after

VBAC (grade C).
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