136

Outcome data are presented in Table 2. Induction-abortion interval
( complete orincomplete ) wasdightly morein Gr A ( particularly in
those who never had a previous vagind delivery ) but this was not
gatisicaly sgnificant (15.4 hrsvs 14.6 hrsp=.08). Primigravidasin
Gr B dsotook alonger timeto abort. Thereweredsolittledifferences
in other outcome characterigtics (p= dways>.1) eg. patid failure,
incomplete process, blood loss, sepsis etc. Partid failure (21 in Gr
A ; 20in Gr B') of the standard regimen of misoprostal required
aurgica evacuation ( no mechanicd dilaion of cervix was required
) in15women in Gr A and 14 in Gr B who had gestetiond age up to
15weeks. Additional doses of misoprostol was administered in 6
womenin Gr A and 5womenin Gr B. Onewoman in Gr B received
supplementation with concentrated oxytocin. Two women in each
group underwent hysterotomy and dterilization ( tubectomy ) due
to poor response to misoprostol. Placentd retention and incomplete
abortion required surgicd intervention in 24 women in Gr A and 22
inGr B. Significant blood lossof >250ml occurredin 9women of Gr
A and 8 of Gr B requiring blood transfusion in 4 patients of each
group. Sepd's was uncommon, mild sepsisin 7 patients ( out of 160
total) could be easily controlled with antibiotics.

Table 2 : Outcome of misoprostol administration

Characteristics Group A ( prior €S )
n=80 n=80

Group B (no prior CS )

Induction-abortion interval  in hrs, 15.4(10-21) 14.6 (9.6-20)
{ median and range )
Partial failure requiring-
a)  surgical evacuation 15(18.75% ) 14(175%)
b)  additional doses of 6(7.5%) 5(6.25%)
misoprostol 0 1

) concentrated oxytocin

Failure leading o hysterotomy &

tubectomy 2(25%) 2(25%)
Incomplete abortion 24 (30% ) 22(27.%)
Blood loss > 250 ml 9(1125) 8(10%)
Therapeutic blood transfusion 4(5%) 4(5%)

Sepsis 3(3.75%) 4(5%)

DISCUSS ON

The need for pregnancy terminaion in women with previous CS is
not uncommon but information on efficacy and safety profile of
any termination technique is limited. The authors are using various
prostaglandin preparations for 1% and 2™ trimester termination of
pregnancy since long °. Misoprostol is increasingly gaining
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popularity in Indial®® replacing other techniques of pregnancy
termination. Mogt of the studies mentioned ether ord or vagind
route for misoprostol adminigration , it was only in 2001-02 that
sublingua use of misoprostol was reported 23 and the route was
found amog as effective as that of vagind adminigration , being
essy to use at the same time.

The incidence of scar rupture and mgjor hemorrhage following
induction of labor at term in post cesarean pregnancies using
prostaglandins ( including misoprostol ) have been reported to be
more particularly when intravenous oxytocin was used for
augmentation. From the available data it would appear safe to
avoid or minimize use of oxytocin in women with scarred uteri.
Most of the reports showed misoprogtol to be relatively safe for
use in women with prior cesarean sections %, Our study did not
find any increase in complications following vagind or sublingud
use of misoprostal in terminations of post CS pregnancies.

CONCLUSION

Presence of a scarred uterus is not a contraindication for the
judicious use of PGE, andogue, misoprogtal , in late-first and mid-
trimester pregnancy terminations.
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