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Cutaneous fistulae, involving blad­
der, ureter or bowel following com­
plicated gynaecological surgery, and 
menstrual fistulae following caesa­
rean section, have been reported in 
,literature- (Laffront A. and Ezes 
194 7, Case 1955, Falk 1956, Youssef 
1957, Kirkland 1959, Moir 1961, and 
Bhaskar Rao 1961). However, utero­
parietal or cutaneous fistula as a 
sequla of silent rupture of the classi­
cal scar is very rare. 

Case Report 
Mrs. P. I. P. No. 5592, aged twenty years, 

was admitted into Government Erskine 
Hospital, Madurai, on 23-5-65 for further 
treatment after an abnormal delivery. She 
was married three years ago and had no 
antenatal care whatsoever for her first preg­
nancy. At term, membranes ruptured pre­
maturely and she had a prolonged and de­
sultory labour. She was taken to a Govern­
ment Taluk Hospital five miles from her 
village. There she was delivered by a 
classical caesClrean section. The baby was 
still-born. The puerperium was complicat­
ed by fever and wound infection and she 
was discharged from the hospital a month 
later. It took nearly three months for her 
to recover fully. Menstruation started four 
months after the operative delivery and was 
normal. 

She conceived again after another four 
months. Except for mild morning sickness1 
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this second pregnancy continued unevent­
ful. She was seen in the neighbouring 
Government Hospital for a check up at t e 
fifth month and was told to report at the 
ninth month for admission. The patient did 
not experience any particular discomfort 
till the thirty-sixth week of pregnancy. She 
noticed a small bulge in the middle of the 
abdominal scar just ten days prior to her 
delivery. Labour pains commenced on 
22nd May 1965 and this was soon followed 
by discharge of blood and blood-stained 
fluid through the abdominal swelling and 
v<lgina. With the pains getting stronger she 
found to her great dismay the baby's head 
appearing through the abdominal wound. 
With a binder around her abdomen she was 
immediately transported to the Govern­
ment Hospital, where the doctor found a 
dead bClby half delivered through the ab-" 
domina! scar of the previous caesarean sec­
tion. He completed the delivery and re­
moved the placenta also through the same 
route. He observed that the uterus was 
completely adherent to the anterior abdo­
minal wall. The uterus was packed with 
gauze and she was sent to Erskine Hospital, 
Madurai, on the 23rd May 1965. 

On admission her general condition was 
good. Local examination revealed a right 
lower paramedian scar. An irregular cir­
cular opening was present an inch belo 
the umbilicus and this opening could admit ' 
a fist easily. The uterine fundus was two 
inches above the umbilicus. There was no 
abdominal distension and there was no 
bleeding from the wound. Induration and 
tenderness were present over the scar. She 
was given antibiotics on admission. The 
local infection cleared and the uterus in­
voluted normally, and tl;le opening in the 
abdominal scar gradually shrunk until it _.., 
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could admit only a probe. An incisional 
hernia was also present. A sinogram was 
done to demonstrate the uterocutaneous 
fistulous tract. A fine catheter was passed 
through the abdominal opening into the 
uterus and lipiodal was injected through it. 
The fistulous tract, uterus and upper vagina 
could be visualised (Figures 1 and 2) . 

It was decided to excise the fistulous 
tract. A month after her admission she 
was operated. An elliptical incision en­
closing the previous sc~r and fistula was 
made. The fistula from the skin was traced 
down to the anterior wall of the uterus. 
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herent to the anterior abdominal wall. 
There was clinical evidence of in­
cisional hernia also. The patient was 
feeling the foetal movements till she 
got into labour. The uterine contrac-• 
tions during labour must have given 
rise to rupture of the classical scar 
and pushed the baby into the inci­
sional hernial sac and finally through 
the thinned out abdominal scar. Only 
part of the baby was spontaneously 
born this way and the rest was helped The bladder was pulled up and was 

adherent to the lower uterine segment. No out by the doctor in the neighbouring 
unabsorb«ble suture material was found . hospital. The delay in the delivery 
The entire sinus tract along with the un- accounts for the foetal death. He had 
healthy edge of the classical caesarean scar also noted that the uterus was ad-
was excised. A two layer repair of the h t t th · f th · 
uterine wall was done. Since the risk of eren ° e margms 0 e opening 
scar rupture in a subsequent pregnancy was in the abdominal wall. Clinically, 
high in this patient tubal sterilisation was there was no history suggestive of 
also done. The abdominal wall was then scar endometriosis as the perietal 
repaired carefully. / peritoneum close to the uterine at-

A portion of the sinus tract near the tachment only showed endometrium 
anterior parietal peritoneum was sent for 
microscopic examination. The histopatho- histologically. This may be due to its 
logical report showed evidence of scar endo- extension from the opened endo­
metriosis - G 179/65 - Fibromuscular metria! cavity. 
tissue, infiltrated by dense sheets of inftam-

~ matory cells and endometrial glands with 
evidence of hyperplasia . 

She reported for a follow-up on 13th 
December 1965. The abdominal scar w as 
good. By then she had had three normal 
menstrual cycles, the flow being moderate 
lasting for three to four days and painless. 
Her last period was on 3rd December 1965 . 
Pelvic examination revealed nothing ab­
normal. 

Discussion 
Obstetric complications after caesa­

rean section, especially the classical 
type, are well known. This type of 
abnormal delivery through the ab­
dominal scar is extremely rare. 

It is likely that due to the wound 
infection following the classical caesa­
rean section, the uterus around the 

-site of the classical scar had got ad-
' 

Summary 
An unusual case of utero-cutaneous 

fistula following classical caesarean 
section, with the birth of the baby 
through the abdominal scar in a sub­
sequent pregnancy is reported. 
Simple excision of the fistula and re-

• pair of the uterine wall were carried 
out. 

Acknowledgement 
My sincere thanks are due to the 

Dean, Madurai Medical College for 
permitting me to publish this case re­
port and to Dr. K. Bhaskar Rao, M.D .. 
Professor of Obs}etrics and Gynaeco­
logy, Madurai Medical College, 
Madurai, for his valuable advice and 
guidance. 



354 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

References 
1. Bhaskar Rao, K.: J. Obst. & Gynec. 

India. 11: 456, 1961. 
2. Case, T. C.: Obst. & Gynec. 12: 233, 

1958. 
3. Falk, H. C. and Tancer, M. L.: Am. 

J. Obst. & Gynec. 71: 97, 1956. 
4. Kirgland, J. A.: Am. J. Obst. & 

Gynec. 78: 1292, -1959. 

5. Laffront, A. and Ezes, H.: Gynec. 
& Obst. 46: 248, 1947. 

6. Moir, J. C.: The Vesico-Vaginal 
Fistula, ed. I, London and Edin­
burgh, 1961, Morrison and Gibb 
Limited, p. 22. 

7. Youssef, A. F.: Am. J. Obst. & 
Gynec. 73: 759, 1957. 

· Figs. on Art Paper VI 


