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Abstract

Background: We are presenting a 27 years old female with her second pregnancy at 42 weeks of gestation who was admitted
because she was post date with one previous uterine scar and planned for emergency caesarean section due to aforementioned
reasons. She was prepared and sent to theatre where uterine scar dehiscence was found but she got a live fetus male baby weighed
3.2kg and scored 9 and 10 at 1%'and 5" minutes respectively. The patient received all necessary post operative cares, she progress
well while in the ward and was discharged in good health after 3 days and came again in the 7" day for suture remove and then
continued with post natal visits as per protocol until was discharged from the clinic. Conclusion: Uterine scar dehiscence without
notable complications to the mother and her fetus is rare condition which necessitates serious attention to most women with
previous caesarean delivery. In preconception period around 3 to 6 months post previous c/section, transvaginal ultrasound is
ideal to measure the lower uterine segment thickness and during pregnancy is better at 32 to 36 weeks using trans-abdominal
ultrasound. Whenever an ultrasound is not conclusive, MRI can be used. This case is presented to emphasize on importance of
scheduled caesarean section at 37 completed weeks.
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1. Introduction

Caesarean section is one of the most important mode of de-
livery when the need arise, as in most circumstances it is a life
saving procedures for the mother and wellbeing of the fetus
[1]. In recent years there is increase in the number of caesarean
sections worldwide and WHO reports increase between 10%
to 15% for these caesarean section delivery [2]. Increase in the
number of these procedures carries risks, including uterine
scar dehiscence. Factors associated with increase in uterine

scar dehiscence among women undergoing caesarean section
includes prior classical or low vertical cesarean incision, short
inter-pregnancy interval (<18 months), multiple prior cesar-
ean sections, technical suturing, suture material, emergency
situations and puerperal infections [3, 6, 7]. Uterine scar de-
hiscence is the incomplete separation of uterine wall froma previ-
ous caesarean delivery without rupture of fetal membranes and/or
uterine bleeding, in most cases is silent and often asymptomatic [4].
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Uterine scar dehiscence poses a challenge in the field of obstetrics
because it may lead to severe maternal morbidity and/or mortality
together with poor fetal outcomes [5]. Despite of being reported
with low incidence rates which ranges from 0.2% to 3.4%, it can
be catastrophic, so early detection and management is necessary
to prevent further complications [5]. Uterine scar dehiscence
can complicate to peritonitis, and its treatment varies depend-
ing on the severityof infection, and in some cases, uterine scar
dehiscence if not diagnosed and treated early may lead to per-
ipartum hysterectomy [2].

This is a case of incidental findings of uterine scar dehis-
cence found during caesarean section of a woman who pre-
sented to the facility at 42 weeks of gestational age not in la-
bourpain. This was considered late presentation for a woman
with previous caesarean scar. A case is presented to show how
delay to attend to the facility at recommended time of 37 com-
pleted weeks is very important because iflabor had started
could end up with ruptured uterus and other catastrophic
events.

2. Case Report

A 27 years old female G2P1L0 at 42weeks of gestational
age with one previous scar not in labour. She was assessed and
diagnosis of one previous scar with post term pregnancy was
made and decision of doing emergency caesarean section was
mandatory. Intraoperatively there was uterine scar dehiscence.
A live male baby of 3.2kg was extracted and uterus repaired
in double layers. On 3"day patient was discharged home in
good health wither baby. On 7" day sutures were removed and
no complication reported. A case is presented and discussed
on uterine scar dehiscence.

2.1. History of Presenting Illness

The patient was well with her pregnancy throughout ante-
natal period and reached her expected date of delivery with no
any symptoms of labour. At completed 42 weeks of gestation
she decided to seek a medical care at our centre. She had no
history of vaginal bleeding, vaginal discharge or vaginal leak-
age of fluid reported. There were nohistory of headache,
blurred vision, epigastric pain, dizziness or any lower limb
swelling. Fetal movements were perceived normally.

She booked antenatal clinic at 18 weeks of gestational age,
had 5 visits, fundal height was 18/40 corresponding to her ges-
tational age. She was tested for HIVand VDRL was negative.
She was given tetanus toxoid injection, hematenics, meben-
dazole and sulphadoxine-pyrimethamine for malaria. She was
not counselled on mode of delivery for the index pregnancy.

2.2. General and Systemic Examination

2.2.1. General Examination

She was fully conscious, oriented to people, place and time,
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not pale, not jaundiced, no lower limb oedema.

Vital signs: Temperature 36.6 Celsius, pulse rate 78 beats
per minute regular with normal volume, respiratory rate 18c
ycles per minute, Blood pressure 117/78mmHg, no lower limb
oedema.

2.2.2. Chest Examination

She had normal chest contours, moves with respiration, tra-
chea centrally located, and resonant percussion note.

Vesicular breathing sounds heard on both lungs. Normal
precordial activities, located in the 5" intercostals space along
mid-clavicular line. Normal heart sounds sound 1 and sound 2
heard with no murmurs.

2.2.3. Abdominal Examination

Distended abdomen, moves with respiration, pfannenstiel
scar seen, fundal height 36/40, longitudinal lie cephalic
presentation, engagement 4/5.

No tenderness, no contraction perceived on palpation, fetal
heart rate 138 beats per minute.

2.2.4. Pelvicexamination

Normal vulva and vagina on inspection, cervix was closed
and no blood in the gloved finger.

2.3. Provisional Diagnosis

1. Post term pregnancy
2. One previous caesarean delivery

2.4. Management Plan

2.4.1. Investigations Done

Her haemoglobin level was 10.6gm/dl
She was blood group O positive

2.4.2. Treatment

Patient was counselled about emergency caesarean delivery,
since she had previous caesarean delivery with postterm preg-
nancy, so induction of labour was not possible due to fear of
uterine rupture. Patient accepted the plan and was prepared for
the procedure. She was catheterized, intravenous antibiotics
were given, metronidazole 500mg intravenous, ceftriaxone 1
gram intravenous stat and ringer’s lactate one litre was given.
Patient was given informed consent and signed, then was
taken to theatre for emergency caesarean section.

(i). Operative Procedure

Under subarachnoid blockage she was kept on supine posi-
tion. Abdomen cleaned with spirit and povidone iodineand
vagina was cleansed with povidone. Abdomen was opened
through pfannenstiel incision; findings were adhesions of the
uterine fundus to anterior abdominal wall. There was complete
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separation of lower uterine segment with bulging of foetal
membranes as seen in the picture below.

Figure 1. Showing Uterine Scar Dehiscence with intact amniotic
membrane.

Just a blunt separation of amniotic membrane was done. A
male baby weighing 3.2kg with apgar score of 9 at first minute
and 10 at fifth minute was extracted. Placenta and membrane
were completely removed. Uterus was then repaired in double
layers using vicryl suture number two, peritoneal layer was
repaired followed by whole abdomen closed in layers using
vicryl suture number two and skin layer was closed with nylon
number two-zero. Haemostasis was achieved with estimated
blood loss of 400mls. Patient was kept on post-operative or-
ders and admitted to postnatal wards.

(ii). Progress in the Ward

She continued with intravenous fluids and analgesics. She
received pethidine 100mg intramuscular six hourly for 24
hours and then continued with diclofenac 50mg orally 8hourly
for 5 days. After 12 hours she started ambulation and oral sips.
Catheter was removed after 24 hours. She had stable vitals
sign. In the 3" day she was reviewed and she had good pro-
gress, no fever, headache, no wound discharge and no foul
smelling vaginal discharge. She was discharged home in good
health and in the 7% day she came back for suture removal.
She was given follow up to gynaecology clinic for 2 weeks.
She was reviewed later on 28™ day post caesarean section at
gynaecology clinic shehad no any complain, her haemoglobin
level was 11g/dl and was breast feedingher baby normally.
Plan was to continue with puerperal sessions as per protocol.

3. Discussion

Uterine scar dehiscence and ruptured uterus are serious
complications that has catastrophic outcomes to both mother
and fetus [8]. Uterine scar dehiscence is classically defined as
separation of the uterine musculature without extravasation of
intraamniotic contents and fetal parts into the peritoneal cavity
[9] or Uterine dehiscence refers to an incomplete uterine scar
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separation with intact serosa [10]. In our case there was uter-
ine separation except amniotic membrane only.

Uterine rupture or dehiscence occurs in approximately 0.3-
1.9% of cases of previous cesarean section [11]. A study done
at Bugando Medical Centre in 2019 showed that risk factors
associated with uterine rupture include prolonged obstructed
labor, previous caesarian delivery and augmentation of labor
with oxytocin in a multiparous women [12]. Our patient had
one previous caesarian delivery so she was at risk of uterine
scar dehiscence or uterine rupture although she was not yet
started labor pain. Studies has shown that caesarian delivery
is the most risk factor for uterine rupture or uterine scar dehis-
cence, hence, it is not surprising to witness a surge of both
conditions that paralleled the recent increase in cesarean sec-
tion rates. The incidence of cesarean section (C-sections) de-
liveries has steadily increased worldwide [13].

In different studies there is no difference seen in suturing
technique, where single layer versus double layer closure in
terms of infections and uterine scar dehiscence [14]. In our
case we don’t know the suture material or technique used in
previous caesarean delivery since it was not done in our set-
ting so no any documentation.

In one study concluded that patients with a history of CS
should under-go transvaginal sonographic of the scar region
in order to detect latent scar dehiscence in combination with
uterine wall thinning prior to planning furtherpregnancy. In
suspected cases, a combined laparoscopic—vaginal approach
can be employed to repair the defect [15]. Another study re-
vealed that sonographic appearance of uterine scar dehiscence
during pregnancy has been previously described as an ane-
choic space interrupting the myometrium of the lower uterine
segment, resulting in direct continuity of the endometrial cav-
ity with the outside of the uterus [16]. Several studies have
demonstrated that less than 50% of uterine scars dehiscence
are identified during pregnancy [16].

So it is possible to diagnose uterine scar dehiscence during
pregnancy or pre pregnancy state by using ultrasound and lap-
aroscopic procedure in non-pregnant women. In preconcep-
tion period around 3 to 6 months post previous c/section,
transvaginal ultrasound is ideal to measure the lower uterine
segment thickness and during pregnancy is better at 32 to 36
weeks using transabdominal ultrasound [17]. Whenever an ul-
trasound is not conclusive, MRI can be used. In this case pa-
tient had no any ultrasound prior conception or during preg-
nancy to predict the scar dehiscence. Screening women with
prior caesarian delivery during subsequent pregnancy or prior
conception can help to prevent complications related to uter-
ine scar dehiscence or uterine rupture. However screening by
ultrasound ormagnetic resonance imaging (MRI) can help to
determine mode of delivery in a woman with previous caesar-
ian delivery.

4. Conclusion

Uterine scar dehiscence without notable complications to
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the mother and her fetus israre condition which necessitate se-
rious attention in most women with previous caesarean deliv-
ery. This case is presented to emphasize on importance sched-
uled caesarean delivery at 37 completed weeks.
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