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INTRODUCTION

The number of deliveries by Cesarean section has been
increasing steadily worldwide in recent decades. Although it is
often assumed that Cesarean section improves neonatal
outcomes, there is no hard scientific evidence to support this.
The safety of Cesarean section, however, has increased owing
to improvements in surgical and anesthetic techniques,
increased safety of blood transfusion and routine use of
antibiotics and thromboprophylaxis (Jolly et al., 1999).

Cesarean section is also associated with long-term risks
such as postoperative pelvic adhesions, uterine scar rupture, and
placental complications such as placenta previa and accreta
(Miller et al., 1997). The latter two complications are likely to
be associated with the poor uterine scar healing following

Cesarean section.

Uterine scar dehiscence may present as an acute event in
the antenatal or intrapartum period, leading to significant fetal
and maternal morbidity (Castenada et al., 2000).

Cesarean scar defects have long been recognized in
hysteroslapingograms as anterior out-pouchings (Thurmond,
1996). The increasing use of transvaginal ultrasound and
sonohysteography has allowed more frequent identification of
these defects.
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Cesarean sections are usually performed by incision of
the lower uterine segment. Songoraphic studies have revealed
various changes in the anterior uterine wall following the
operation (Michaels et al., 1998 and Jarvela et al., 2002). It
has been suggested that uterine rupture is more common in
cases with a songraphically thin uterine wall (Suzuki et al.,
2000).

Transvaginal ultrasound examination is a highly accurate
method for detecting Cesarean scar defects (Armstrong et al.,
2003), for example in association with abnormal bleeding
(Thurmond et al.,, 1999) or thinning of the residual
myometrium (Regnard et al., 2004), which may increase the

risk of uterine rupture.
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AIM OF THE WORK

This study aims to find whether the transvaginal
ultrasound is able to detect Cesarean section scars and their

defects in the non pregnant state.
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CESAREAN DELIVERY

Definition:

Cesarean delivery is defined as the birth of a fetus
through incisions in the abdominal wall (laparotomy) and the
uterine wall (hysterotomy). This definition does not include
removal of the fetus from the abdominal cavity in case of
rupture of the uterus or in case of an abdominal pregnancy
(Cunningham et al., 2007).
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HISTORY

The concept of delivery of a living child through an
abdominal incision has its origin in prehistoric times.
References to these miraculous births are found in the folklore
and mythology of both Eastern and Western cultures. Most of
the early accounts of this mode of childbirth involved the birth
of heroes or gods, demonstrating their superhuman qualities.

However, the mother was usually dying or dead at the time of
birth (Thompson, 1955).

Francis Russet introduced the concept of performing an
operation upon a living woman in the sixteenth century. He
suggested several obstetric complications that were more
horrific than the operation itself (Fasbender et al., 1906).

The fetus had escaped into the abdominal cavity during
labor and later caused an abdominal abscess that was
debilitating to the woman. Next, he sought to establish the
feasibility of the operation by giving an account of seven
females who survived. He reported that another successful

pregnancy may follow the operation (Young, 1944).

In the nineteenth century, introductions of diethyl ether
as an operative anesthetic by Morton and of carbolic acid anti-
sepsis by Lister made the possibility of an abdominal operation
as an option for childbirth more feasible (Troll et al., 1982).
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Early success in the surgery was compromised by the
widespread belief that once uterine muscle was incised it could
not be safely sutured, principally out of fear of infection.
Against this background, cesarean deliveries performed in Paris
between 1787 and 1876 demonstrated 100 percent maternal
mortality, mostly due to infection or hemorrhage (Sewell,
1993).

The first major surgical advance in the technique of

cesarean section was introduced by Porro in 1876 (Miller,
1992).

Influenced by the prevailing concept of not suturing the
uterine incisions, Porro introduced a technique in which the
uterine funds was amputated following the delivery of the fetus
and the cervical stump marsupialized to the anterior abdominal
wall. Although drastic by today's standards, the  Porro
technique resulted in a dramatic decline in maternal mortality
(Speert, 1958).

The era of the modern cesarean began in 1882, when
Max Saenger introduced the technique of suturing the uterus.
He advocated performing a vertical incision in the uterus that
avoided the lower uterine segment. After delivery of the infant
and manual extraction of the placenta, Saenger closed the uterus
with two layers. He recommended silver wire for the deep

suture and fine silk for the superficial serosa (Saenger, 1882).




