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Letter to Editor

Introduction

There has been an increase in the rate of cesarean section 
performed worldwide recently with an increase in complications. 
These complications include infection and dehiscence, 
hemorrhage, and hysterectomy in the short term, as well as 
long‑term problems such as uterine scar dehiscence, placental 
adhesion anomalies, chronic pelvic pain, pelvic adhesion, and 
menstrual disorders.[1‑3] Uterine dehiscence is rare. Its frequency 
is between 0.06% and 3.8%.[4] If uterine dehiscence leads to 
severe infection, laparotomy should be performed.[5] During 
laparotomy, incision line resuturing may be attempted.[6] In 
the presence of endomyometritis and abscess, hysterectomy 
is recommended.[7] This paper examines the treatment of three 
patients diagnosed with uterine dehiscence in the purperium after 
cesarean section. They were treated with a conservative approach.

Case Reports

Case 1
A 20‑year‑old G1P1 woman who underwent a cesarean 
section about 3 weeks before admission. She was admitted 
complaining of abdominal pain and purulent vaginal 
discharge skin. The patient’s general condition was good. 
There was a clean incision line. The uterine involution was 

normal. Ultrasonography showed a dehiscence in lower 
uterine segment at the site of the uterine scar with fluid inside 
and hematoma surrounding posterior surface of the uterus 
extending to the fundus about 7  cm in dimensions. Both 
ovaries looked normal. There was no free fluid in the pouch of 
Douglas. Parietal wall collection was about 10 cm [Figure 1]. 
Laboratory results were normal. The patient was diagnosed 
with postpartum septic uterine dehiscence. She received two 
types of antibiotics intravenously for 72 h parenterally then 
oral treatment for 2 weeks (cephalosporins and metronidazole) 
with follow up weekly by clinical parameters and ultrasound. 
Parietal wall collection (liquefied infected hematoma with 
dark non clotted altered blood) was persistent over 1 week so 
was drained by incision. On ultrasonographic monitoring of 
the patient, the hematoma liquefied and decreased in size and 
the dehiscence obliterated. She was discharged after 1 month. 
The patient was monitored for 6 months and had no problems.

Case 2
A 25‑year‑old G1P1 woman who had a cesarean section 
14  days before at a private clinic was complaining of 
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abdominal pain and abnormal vaginal discharge. Ultrasound 
showed a uterine dehiscence in lower uterine segment at 
the site of cesarean section with hematoma in uterovesical 
pouch about 5 cm communicating with fluid in the uterus 
through dehiscence [Figure 2]. The patient had no fever. She 
was in a generally stable condition. The patient received 
antibiotics therapy and was under observation. The patient 
was monitored for infection markers (C‑reactive protein and 
leukocyte count) and underwent abdominal ultrasonography 
weekly. Over 3 weeks, the collection resolved with fibrosis 

of the dehiscence and the patient was discharged. The patient 
was monitored for 6 months with no sequels.

Case 3
A 25‑year‑old G1P1 who had a cesarean section 14 days before 
outside our hospital was complaining of abdominal pain and 
abnormal vaginal discharge. Ultrasonography showed fluid 
collection in the uterus with dehiscent uterine scar [Figure 3]. 
The patient was diagnosed with infected uterine dehiscence. She 
received antibiotics and followed conservatively. The patient was 
monitored as above. After 2 weeks, the patient was discharged.

Discussion

Postpartum uterine dehiscence is the opening of the incision 
line after cesarean section. It is a rare clinical condition. 
Risk factors include diabetes, emergency surgery, infection, 
suture technique, hematoma on the uterine incision line, and 
retrovesical hematoma.[7] In the early postpartum period, 
opening of the uterine incision line leaves uterine veins open and 
erosion may be related to heavy postpartum bleeding.[5] Of the 3 
patients in our study, none showed any signs of heavy bleeding 
due to uterine dehiscence was seen in the late postpartum period, 
where hemostasis and uterine involution may have prevented 
heavy bleeding. All the studied patients did not have any 
associated medical disease as DM. All of them may be related 
to other symptoms that suggest uterine dehiscence include 
pelvic pain and suprapubic sensitivity due to endomyometritis.[5] 
Complaints of pelvic pain after cesarean were reported from the 
three patients. In uterine dehiscence with fulminating infection, 

Figure 1: Ultrasound showing dehiscent scar (circle) with hematoma (arrow) and parietal wall collection (square). Follow‑up of the liquefied hematoma 
with healed dehiscence over 3 week

Figure  2: Dehiscent scar  (first arrow) with uterovesical collection 
(second arrow) with no free fluid collection
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direct laparotomy is recommended.[5] Uterine dehiscence causes 
a link to form uterine cavity and the abdominal cavity. Due to 
this opening, any infection may spread to the abdominal cavity. 
For this reason, patients undergoing conservative treatment 
should start a broad‑spectrum antibiotics therapy. To diagnose 
uterine dehiscence, imaging techniques such as ultrasonography, 
magnetic resonance imaging, and computed tomography may 
be used. On ultrasonography, the uterine incision site will show 
full‑thickness hypoechoic area with fluid in the uterine incision 
line. This is typical of uterine dehiscence. In addition, hematoma 
and arteriovenous malformations on the uterine incision line 
should be considered. Doppler ultrasonography with no flow 
may exclude arteriovenous malformations.[5] These patients are 
recommended for cesarean section in the next pregnancy due 
to poor scar healing with high incidence of rupture.

Conclusion

Treatment of uterine dehiscence after cesarean section with no 
active hemorrhage, generally stable condition and no evidence 
of severe infection, conservative treatment accompanied by 
broad‑spectrum antibiotic therapy can be appropriate treatment.
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Figure 3: Poor healing of cesarean scar (first arrow) with fluid collection in the uterus (second arrow) and no fluid collection intra‑abdominally


