Uterine Dehiscence Presenting
as Postpartum Puerperal Sepsis
Mimicking Albdominal Tuberculosis
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ABSTRACT

Uterine dehiscence, characterised by the partial or complete separation of a previous uterine scar, is a rare but potentially life-
threatening complication following Caesarean Section (CS). This condition often presents with non-specific symptoms and may
mimic other diseases, delaying diagnosis and increasing morbidity. A 24-year-old postpartum female presented with abdominal
distension, fever, vomiting, and purulent discharge from the surgical site. The initial diagnosis of abdominal tuberculosis was based
on ascitic fluid analysis and elevated Adenosine Deaminase (ADA) levels. Imaging and further evaluations confirmed uterine scar
dehiscence. Management included relaparotomy, debridement, and resuturing of the uterine scar, followed by antibiotic therapy.
The patient improved significantly postoperatively, with resolution of symptoms and normalisation of laboratory parameters. She
was discharged in stable condition 14 days after surgery. This case underscores the importance of considering uterine dehiscence
in postpartum patients with sepsis and abdominal distension. Early diagnosis through imaging and timely surgical intervention is
critical in improving outcomes and preventing long-term complications.
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CASE REPORT

A 24-year-old female, para one, resident of Maharashtra, presented
to the emergency department 24 days post-emergency Lower
Segment Caesarean Section (LSCS) with complaints of abdominal
distension, fever, vomiting, generalised weakness, and purulent
discharge from the surgical site.

Her antenatal history was uneventful. There were no known
comorbidities in her past medical history. She had undergone an
emergency CS in a private hospital at 38 weeks and four days of
pregnancy due to non-progression of labour with foetal distress. A
lower uterine segment incision was closed in a single layer using 1-0
Vicryl sutures. The patient developed fever from day 4 post-LSCS,
followed by abdominal pain, vomiting, generalised weakness, and
abdominal distension from day 7, along with wound discharge from -

day 9 post-LSCS. [Table/Fig-1]: Computed Tomography (CT) imaging of uterine scar dehiscence with

She initially sought treatment at the private hospital, where ascitic acjacent fluid collection.
fluid analysis showed elevated ADA levels, leading to a misdiagnosis
of abdominal tuberculosis. She was started on Anti-Tubercular
Therapy (ATT) from day 10 to day 14 post-LSCS. However, the
treatment was discontinued on day 14 after the CBNAAT of ascitic
fluid tested negative for tuberculosis, yet her symptoms persisted,
leading to her referral to a tertiary care center.

Upon admission, the patient was febrile (101°F), hypotensive (100/60
mmHg), and tachycardic (110 bpm). Abdominal examination revealed
generalised tenderness, gross distension, and purulent discharge from
the surgical wound. Laboratory findings showed leukocytosis {Total
Leukocyte Count (TLC): 22,100/mmg}, hypoalbuminaemia (2.9 g/dL),
and elevated C-Reactive Protein (CRP: 92.61 mg/L). Imaging revealed
gross ascites, fat stranding in the anterior myometrium, and a
peripherally enhancing mixed-density collection along the lower uterine
segment (5.8x3.2x2.3 cm) [Table/Fig-1,2].

Given the clinical picture of sepsis with suspected uterine dehiscence,
the patient was scheduled for relaparotomy, where uterine scar
dehiscence with an infected collection was confirmed [Table/
Fig-3]. Pus culture showed ceftriaxone-sensitive Staphylococcus
aureus grown from wound swabs. Intraoperative findings included [Table/Fig-2]: CT imaging highlighting uterine scar dehiscence with associated
approximately 1.5 liters of yellowish ascitic fluid, pus strands in  EACMIESIAEICIES
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[Table/Fig-3]: Uterine scar dehiscence revealed during relaparotomy.

the pouch of Douglas, and complete uterine scar dehiscence with
necrotic edges [Table/Fig-4]. A 1-0 Vicryl suture was used to resuture
the uterine edges after the wound was debrided. Peritoneal lavage
was performed, and drains were placed.

Postoperatively, the patient was managed with broad-spectrum
antibiotics (linezolid and meropenem) and nutritional support
to correct hypoalbuminaemia. The patient showed significant
improvement postoperatively, with the resolution of fever and
abdominal symptoms. Laboratory parameters normalised over the
next two weeks. She was discharged in stable condition.

[Table/Fig-4]: Excised pus strands from uterus, pouch-of-douglas, and bowel.

DISCUSSION

Uterine dehiscence is a rare but potentially life-threatening postpartum
complication involving the partial or complete separation of a
previous uterine scar, often associated with CS [1]. CS, performed
in approximately 21.1% of deliveries worldwide and 21.5% in
India, has significantly reduced maternal and foetal mortality, but it
increases the risk of complications such as uterine scar dehiscence
[2,3]. The incidence of uterine scar dehiscence is approximately
0.6%, typically presenting with non-specific symptoms such as
postpartum haemorrhage, peritonitis, and sepsis [4,5]. Infections
remain a major contributor to surgical site complications, occurring
in 1-2% of cases, with Staphylococcus aureus being the most
frequently implicated pathogen [6]. A summary of a few cases is
presented in [Table/Fig-5] [7-11]. Delayed diagnosis, as seen in this
case, can lead to significant maternal morbidity or mortality [12].
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[Table/Fig-5]: Review of studies on puerperal sepsis: determinants and outcomes

[7-11].

However, the misdiagnosis of abdominal tuberculosis in postpartum
sepsis cases is not uncommon, particularly in regions with moderate
tuberculosis prevalence, such as Maharashtra. Imaging modalities
such as ultrasound and Computed Tomography (CT) are essential
for detecting uterine dehiscence, especially in cases with atypical
presentations mimicking other intra-abdominal infections [11].
This case highlights an unusual presentation where uterine scar
dehiscence manifested as puerperal sepsis, initially misdiagnosed
as abdominal tuberculosis due to elevated ADA levels in ascitic
fluid. Given the high prevalence of tuberculosis in certain regions,
misdiagnosis remains a clinical challenge.

A review of past studies suggests that risk factors for uterine
dehiscence include improper suture techniques, infection, and
prolonged labour [13-15]. The World Health Organisation (WHO)
defines puerperal sepsis as an infection of the genital tract occurring
between the rupture of membranes and 42 days postpartum,
with  common bacterial pathogens including *Escherichia coli,
**Klebsiella, and Staphylococcus aureus [16,17]. These infections
can spread to adjacent organs, leading to complications such as
salpingitis, peritonitis, or septicaemia. Early surgical intervention,
including debridement and resuturing, is crucial in preventing
further complications and improving maternal outcomes [18,19].
This case underscores the importance of maintaining a high index
of suspicion for uterine complications in postpartum women with
sepsis, especially in high-risk populations.

CONCLUSION(S)

Uterine scar dehiscence is a rare but serious postpartum
complication. Patients with sepsis and abdominal symptoms
after giving birth should be treated with caution, particularly in
tuberculosis-endemic regions. Timely diagnosis and intervention
are essential to prevent severe morbidity and mortality.
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