
TRIAL OF SCAR WITH INDUCTION/OXYTOCIN 

IN DELIVERY FOLLOWING PRIOR SECTION 

F.P. MEEHAN 
Clinical Research Unit Department of Obstetrics and Gynaecology 

University College Galway (Ireland) 

Summary: During the ten year study period, April 1972 to March 1982, there were 1,498 
patients, with one or more prior caesarean section delivered at the Regional Hospital, University 
College, Galway Trial of scar (TQS) was undertaken in 844 (56 34%） patlents and the remaming 
654 (43.66%) had a repeat elective caesarean section. There were 546 (64.69%) TOS patients 
who had some form of induction/augmentation and in 269 (49.26%） oxytocin was used, sipgu­
lady and in combination with other induction methods and successful vaginal delivery was attained 
in 222 (82.52%） patie卫ts.,The_r7 w_as no incr,ea�e� in_cid�nce of tr:ie rupture (?"R)_ or. ?lood�ess 
dehiscence (BD) associated with the use of induction/ augmentation or oxytocin in this Jeries. 
There was a 50% perinatal mortality associated with TR, but there was no maternal death in TOS 
patients, with or without a successful trial. An incidence of TR of 1 : 169 patients is no justifi­
cation for the "once a section, always a section" idiology, widely practiced in North America today. 

INTRODUCTION 

Accepting that current literature attests 
to the merits of a trial of scar (TOS), as 
against elective repeat section, in patients 
with a previous lower segment caesarea11 
section, several major clinical issues have 
not been adequately addressed, and con­
sequently remain unresolved (1). One such 
unanswered question is inductioa, with 
particular reference to the use of oxytocin. 
As uterine rupture is a major fear conse­
quent on allowing patients with a scarred 
uterus a trial of labour (2), the use of intra­
partum oxytocin could well be associated 
with an increased risk of uterine rupture 
with its attendant, maternal and fetal se­
quelae (3) and wide application of its use 
has not been observed (4). 

Since there are reservations regarding 
induction, by whatever method, it is not 
surprisiag to find obvious controversy 
regarding oxytocin infusion, in patients 
with a scarred uterus. As a guiding rule, 
the best way to ensure vaginal delivery is 
to await the spontaneous onset of labour 
(3), but either fetal or maternal interests 
may necessitate termination of pregnancy,
by induction or repeat section. 
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Graham (5) agreed in principle with 
this approach, but gave as his reason the 
significant benefit obtained in the assu­
ranee that the fetus had reached the 
maximum obtainable maturity. Morewood 
et al. (6) felt the argument of allowing a 
patient with a scarred uterus to await the 
spontaneous onset of labour to offset ia­
trogenic prematurity to be no longer valid. 
They believed that recent advances, i.e. 
amniotic fluid (lecithin/ sphingomyelin) 
studies, ultrasonic assessment of the fetus 
and x-ray maturity by epiphyseal presen­
ce, made it obsolete. We must bear in 
mind the hazard of elective delivery at 
term described by Maisels et al. (7), and 
the report by Meier and Porreca (

8
) on a 

similar topic, and insist that caution must 
rule in elective delivery by section, even 
of the term fetus. In contrast, Lavin et al. 
(1) laid emphasis on the early application 
of fetal scalp monitoring and internal to­
codynamic measurements, as an argument
in favour of surgical induction. 

PATIENTS AND METHODS 
A retrospective analysis of the case records 

of 1,498 patients with one or more previous 
caesarean sections (maximum number = ten) de-
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