optimal study or for a weak clinician to be able to
support shoddy patient care methods with a casually
arranged string of anecdotes. However, neither of these
extremes should be regarded as the optimal method for
training students and residents.

Thomas E. Elkins, MD

Harvey A. Gabert, MD

Patricia S. Braly, MD

Douglas Brown, PhD

David R. Powers, MD ;
Department of Obstetrics and Gynecology
Louisiana State University School of Medicine
New Orleans, LA 70112

In reply:

Elkins and his colleagues apparently misunderstood
both my essay and the thrust of evidence-based medi-
cine. Evidence-based medicine does not ignore every-
thing but RCTs. Instead, it provides a framework for
evaluating and incorporating evidence into practice.
Nowhere did I state or even suggest that “evidence” is
limited to results of RCTs, nor did I indicate that other
types of studies (eg, class II and III evidence) are
without merit. In Table 1, I displayed the U.S. Preven-
tive Services Task Force rating system for evaluating
evidence, including case reports, consensus confer-
ences, and analytic studies.

The old, autocratic paradigm has outlived its useful-
ness." The “system” referred to by Elkins and col-
leagues has a spotty record: “Our graduates come away
possessed of a curious paradox: they are heavy with
data and formulations that are the outputs of scientific
effort but are themselves inadequately scientific in the
rigorousness of their thinking, in the degree to which
they have internalized the scientific method as a way of
looking at things.”> Moreover, they are unable to eval-
uate new technologies and procedures as they evolve.**

The “system” taught us to use total colectomy to treat
epilepsy, renal capsule stripping to treat acute tubular
necrosis, gastric freezing for ulcers, severe weight re-
striction to prevent preeclampsia, bloodletting to treat
eclampsia, and measurement of urinary estriol excre-
tion to monitor fetal well-being. All these technologies
overgrazed on the “medical commons” too long be-
cause we physicians based our practice on recommen-
dations of authorities rather than on scientific evi-
dence.**

Evidence-based medicine is revolutionizing practice
around the world. In North America, evidence-based
guidelines from the Canadian Task Force on the Peri-
odic Health Examination, the U.S. Preventive Services
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Task Force, and the American College of Physicians
have had a profound impact. Indeed, ACOG is now
using the U.S. Preventive Services Task Force method tg
develop evidence-based practice guidelines (ACOG
Practice Patterns. Vaginal Birth After Previous Cesarean
Birth, no. 1, August 1995).

To suggest that more experienced clinicians are in-
herently better able to understand science strikes me as
elitist. As I noted in my essay, science abhors authori-
tarianism (and has little use for age discrimination),
With increased age, we tend to expect increased wis-
dom; sometimes, however, the years bring only a nar-
rowing of the vision and a hardening of the arteries.

Perhaps most puzzling is the suggestion of Elkins
and colleagues that I attempted to define “compassion”
in the final paragraph of my essay. I did not. On the
other hand, I did use the term several times to empha-
size its importance. The notion that medical practice
should be both scientific and compassionate can be
unsettling to some; it is, however, a worthy goal.

David A. Grimes, MD

Department of Obstetrics, Gynecology, and Reproductive
Sciences

Ward 6D14

San Francisco General Hospital

San Francisco, CA 94110
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VESICOUTERINE FISTULA: A RARE
COMPLICATION OF VAGINAL BIRTH
AFTER CESAREAN

To the Editor:

Miklos et al' recently described the occurrence of a
vesicovaginal fistula during a trial of labor after cesar-
ean. We believe that this complication could have been
avoided altogether by the timely performance of a
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repeat cesarean. It is disturbing to find that the only
conclusions the authors have drawn from this case
report are that “vesicouterine fistula can occur as a
complication of vaginal delivery in patients with a
history of cesarean delivery,” this is only the second
reported case of such a finding, and its cause ‘‘remains
a matter of speculation.”’

An elective labor induction was initiated despite an
unfavorable cervix, a uterine scar, a 4600-g 41-week
fetus, and a history of previous dysfunctional labor
with a 3600-g infant. Then, thick meconium at early
amniotomy was temporized by amnioinfusion, despite
the additional pressure it might have imposed upon a
uterus already stressed by scarring, macrosomia, and
oxytocin. Cesarean delivery at this juncture probably
would have been the wisest course. However, the
authors dismissed ominous signals of uterine rupture
(acute fetal bradycardia and massive hematuria®) and
chose forceps over immediate laparotomy, risking
shoulder dystocia, further maternal genitourinary
trauma, and hemorrhage. Also, the source of massive
hematuria in the presence of a “3-cm anterior lower
uterine wall defect’’ was not investigated for 9 days.
An immediate postpartum assessment of lower urinary
tract status initiated by intravesical methylene blue
would have detected a posterior cystotomy.? Finally, a
4 X 2-cm traumatic bladder wall defect in direct prox-
imity to the bacteria-rich meconium and lochia-filled
postpartum uterine defect was managed initially by
simple drainage in the hope of spontaneous closure.
Although smaller, cleaner surgical cystotomies may
close spontaneously, the nature of this specific injury
dictates a prompt surgical repair precisely to decrease
the possibility of vesicouterine fistula formation.>*

A critical review of this case suggests that improper
patient selection and stubborn commitment to vaginal
delivery after previous cesarean are as likely to generate
“rare complications” in developed countries as in de-
veloping ones.

Marco A. Pelosi III, MD

Marco A. Pelosi, MD, FACS, FICS
Pelosi Women's Medical Center
Bayonne, NJ 07002
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In reply:

As mentioned in the manuscript, we did not partici-
pate in this patient’s obstetric care. We accepted her as
a referral approximately 14 days after delivery.

Drs. Pelosi are critical of the management of this
patient as well as the conclusions drawn. However,
none of the mentioned conditions (unfavorable cervix,
uterine scar, 4600-g infant, 41-week fetus, or history of
previous dysfunctional labor) are contradictions to an
elective labor induction after a previous cesarean. Ac-
cording to the most recent ACOG guidelines,’ there are
insufficient data evaluating the safety of a trial of labor
for women with an infant greater than 4000 g and a
previous cesarean. Nguyen et al” reported similar vag-
inal delivery rates in women who delivered infants
with birth weights greater than 4000 g (73%) and less
than 4000 g (76%). There was also no significant differ-
ence in the morbidity between the two groups. With the
exception of mild variable decelerations that subsided
with an amnioinfusion and an episode of bradycardia
that prompted forceps delivery, this patient’s labor was
uneventful. A review of her labor record revealed
complete cervical dilation 6 hours after entering active
labor. Polyhydramnios, fetal macrosomia, and twin
gestation are three conditions in which the uterus is
distended to a greater degree than it is in an uncompli-
cated singleton gestation. In these situations, trial labor
has not shown an increase in the risk of uterine scar
rupture. Therefore, the relatively small volumes of fluid
used during most amnioinfusion should not compro-
mise low segment, transverse uterine scars.” We agree
that ominous signals of uterine rupture or dehiscence
were present; however, the obstetrician chose to facili-
tate delivery with forceps, which resulted in a healthy,
viable fetus. With an intact bladder and uterus, tran-
sient hematuria during labor and delivery is not un-
common. The patient subsequently contacted her obste-
trician on her ninth postpartum day complaining of
urinary incontinence.

Regarding management of the fistula, there have
been documented cases of spontaneous closure of vesi-
couterine fistula and the literature® discourages early
surgical intervention. Given the patient’s postpartum
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state, tissue vascularity, inflammation and necrosis, and
the low morbidity associated with an indwelling Foley
catheter, we chose continuous bladder drainage as our
initial form of therapy.

John R. Miklos, MD

Mickey M. Karram, MD

Seton Center for Advanced Obstetrics and Gynecology
Good Samaritan Hospital

375 Dixmyth Avenue

Cincinnati, OH 45220-2489
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