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ABSTRACT

Scar dehiscence is disruption of myometrium at the scar site. Its occurrence in the postpartum period following cesarean section is rare. Diagnosis
of post-partum scar dehiscence can be made only by a high index of suspicion. MRI is the gold standard for confirmation of diagnosis. This case is

unique as we could not find any case of post operative uterine dehiscence

associated with tuberculosis and presenting as sub acute intestinal

obstruction in the literature reviewed. Treatment was conservative with a plan for surgical repair later.
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INTRODUCTION:

Scar dehiscence is disruption of myometrium at the scar site. Its
occurrence in the postpartum period following cesarean section is rare.
Though it may remain asymptomatic, it can also present as secondary
PPH, pelvic abscess, wound dehiscence, chronic pelvic pain,
menstrual disturbances, dysmenorrhoea, and secondary infertility. Its
presentation as subacute intestinal obstruction and association with
tuberculosis abdomen has not been found by us in literature.

CASE:

We report a case of a 30 year old G2 A1 lady who was referred to us on
day 4 of LSCS done at a secondary care hospital with complaints of
intermittent fever with chills {spikes of 101°F}, vomiting, abdominal
distension for 1 day and breathlessness. She was passing flatus but had
not passed stools after surgery. LSCS was done at 36 weeks pregnancy
for breech presentation with fetal distress. A fresh stillborn male baby
of 2.2 kg was delivered. There were no antenatal, intrapartum and
immediate postpartum complications as per the referral note.

On examination, the patient was pale, febrile (101°F) and dyspnoeic
(RR 30/min). She had tachycardia (P 116bpm) and BP was 100/60 mm
of Hg.Breath sounds were diminished on both sides. The
cardiovascular system was normal. Abdomen was distended but there
was no rigidity/ guarding or rebound tenderness. Bowel sounds were
sluggish. The wound was dry. There was no hepatosplenomegaly but
fluid thrill was present. Uterus was 18 weeks size. Bimanual
examination revealed no adenexal mass or tenderness. Lochia was
healthy.

The patient was investigated and had a Hb of 7.1 g/dL, TLC 9100/cu
mm, DLC- N70 L20 M8 E2, Platelet count 1.93/mcL. Her KFT, LFT,
S.electrolytes, S.amylase and S.lipase and ECG were normal. Chest X
Ray & CECT Thorax showed a bilateral pleural effusion with basal
atelectasis with lymph nodes in right para tracheal and pretracheal
region. Abdominal X Ray, Ultrasound and CECT Abdomen suggested
intestinal obstruction and free fluid in abdomen. An abdominal fluid
tap was done and found to be positive for ADA (46.6 TU/L). Cytology
of ascitic fluid revealed L91 N2. All these findings were suggestive of
abdominal tuberculosis. MRI abdomen revealed a full thickness
communication between the endometrial cavity and the peritoneal
cavity near the junction of lower uterine body with cervix s/o complete
uterine incision dehiscence. Collection was also seen within the

(Fig.1)-MRIAbdomen
In view of sub acute intestinal obstruction likely to be tubercular,

patient was managed conservatively. She was kept nil per orally, on IV
fluids, IV antibiotics and continuous Ryle's tube aspiration. One unit of
packed cells was transfused. In view of positive ADA, B/L pulmonary
effusion and free fluid in abdomen, ATT was started. The patient
responded to conservative treatment — became afebrile, had no
vomiting, tenderness/ guarding or rigidity. She was discharged 21days
after admission. The patient is in our follow up and doing well. Repair
of'scar dehiscence is planned at a later stage.

DISCUSSION:

The incidence of scar dehiscence in the post partum period has not
been specifically found in the reviewed literature. According to a meta
analysis by Tahara et al[ 14], incidence of CSD irrespective of cause -
1.9%  Other studies Blanco et al[3] and Bromley et al [4] put the
incidence between 0.6% and 3.8%.Dehiscence may be complete
when full thickness of the myometrium is disrupted or it may be
incomplete with varying degrees of involvement of uterine
myometrium but an intact serosa.

Women with postpartum uterine scar dehiscence may present with
menstrual disturbance -intermenstural/postmenstrual spotting (64%),
dysmenorrhoea (53%), chronic pelvic pain (40%) dyspareunia (18%)
or Secondary infertility [13,15]. They may also present with secondary
PPH, pelvic abscess, localised abscess, abdominal wound sepsis,
endomyometritis. The known risk factors for dehiscence include
diabetes, previous uterine trauma, uterine congenital anomaly,
previous cesarean section, abnormal placenta implantation,
emergency surgery, incision placed too low in the uterine segment,
PPH, infection, suture technique & reaction to suture material and
hematoma on the uterine incision line or retrovesical hematoma..

The diagnosis is possible by a high index of suspicion and imaging
techniques — USG, CT scan & MRI. MRI is the gold standard for
diagnosing uterine scar dehiscence and the patient may then be
followed up by USG.

The management of such patients varies from case to case and there is
no standard protocol. A surgical approach is usually required in most
cases. Conservative surgery with removal of fibrous tissue at the site of
the scar and repair [8,16] may be done. Laparoscopic and vaginal
repair of symptomatic scar dehiscence has been done many years after
caesarean section .Hysterectomy may be required in some cases
especially if child bearing is not an issue. Recently, microsurgical and
robotic surgical repair / uterus reconstruction has also been reported.

[5].

If the patient is stable and does not want surgery and future child
bearing, she may be managed conservatively. Such patients can use
low dose contraceptive pills for contraception. In conservatively
managed patients, scar usually heals spontaneously by secondary
intention but has poor strength. Therefore,the future pregnancies in
such patients herald risk of scar rupture again and need a high index of
suspicionand prior assessment of the scar.[ 10, 11]
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Literature Survey:
A summary of cases reported in the literature with varying
presentations and managements by different authors is given below:

Table-1
IAUTHORS SYMPTOMS [PEROP/INVES. [MANAGEMEN
FINDINGS T
Mahapatra |Pelvic Abscess [-2L pyogenic fluid |Laparotomy &
K.C. etal |[fever, urinary - Dense bowel Subtotal
2017[9] retention] ladhesions IHysterectomy
-Uterine wound
dehiscence with
necrotic margins
Hamadeh [Fever, Dysuria,|Subserosal uterine [[V antibiotics &
Sameer et al[Purulent abscess IUSG guided
2016 [7] Vaginal drainage of pus
Discharge
IBharatam |Abdominal IlUSG- a collection  [Exploratory
Kaundinya |Wound Sepsis [with stranding in the[laparotomy--
Kiran et al IPouch of Douglas. [(drainage of pus
,2015[2] IPer op: and repair of
-50 ml thick pus in [dehiscence.
pelvic cavity and
drained.
-uterine scar
dehiscence with
sloughed out
margins
- localized abscess
&- endomyometritis
IDwivedi JS [Endomyometriti-Rent in the anterior [Conservative (IV
et al 2015 |is - Fever, uterine wall at the  |[Antbiotics).
[6] subinvoluted [LSCS incision site [Pt discharged on
luterus, foul -Anterior wall day 45.
smelling lochia [collection of 4cm
Xx2.5cm x2.5cm size.
Sengupta  |Secondary |An active arterial ~ [Laparotomy for
IRinku et al, [PPH after 8 bleed at the left uncontrolled
2011 [12]  [weeks of LSCSfangle of the bleeding &
incision, necrosed |hypotension.
incision margins and[Total Abdominal
hemoperitoneum  [Hysterctomy
done.

A review of three cases managed conservatively has been done by
Adnan Incebiyik et al [1].In all the three cases, the uterine scar healed
and the patient were discharged within 19 to 25 days.

Table-1I
PRESENTINGMONITOR [CLOSURE OFDIS
SYMPTOM [ING IDEHISCENCE|CHARGE
ICASE I |Abdominal pain|[TLC,ESR, [Spontaneous  [Day 25
[Postop D8] CRP, USG |Day 23
CASE II'|Abdominal pain[TLC,ESR, [Spontaneous  [Day 22
[Postop D7] CRP, USG |Day 20
ICASE  |Pain,redness  [TLC,ESR, [Spontaneous IDay 19
LT and discharge |[CRP, USG |Day 17
from wound
site[Post LSCS
day 10]

Our patient presented a challenge as she presented with signs and
symptoms suggestive of subacute intestinal obstruction and no
symptoms suggesting involvement of the uterus.On reviewing the
literature , we could not find a reported case of post operative uterine
dehiscence associated with Tuberculosis and Presenting as sub acute
intestinal obstruction.
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