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The rise in Caesarean Section (CS) rate has led to increased & - i 95 _ . | i CSN is becoming increasingly common due to the rise in the rate of
incidence in complications, including caesarean scar niche (CSN), an ' N oSy, caesarean section. It is important to counsel women about this
indentation of the scar due to tethering of the endometrium. CSN is | . o= | N potential long-term consequence of CS and consider its diagnosis in
detected on ultrasound and increases the risk of abnormal C ANREY TR o’ &R e women presenting with symptoms and history of previous
placentation and uterine rupture.’ 2 Thus patients need to be \ Buo-TE S caesarean section. Thorough investigation with imaging and pre-

appropriately counselled and the timing of delivery discussed to | L ‘ & =~ conceptual management should be discussed with the patient
avoid adverse events. . 8 . W == - S should they want expand their family.
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contractions and associated scar pain, which settled between
contractions. She had no per vaginal bleeding or rupture of

membranes, and reported good foetal movements. On speculum CONTACT INFORMATION
examination she had a multiparous os. On vaginal examination she Ultrasound images at 28 weeks gestation displaying the Caesarean Scar Niche defect in the myometrium (m). The bladder (b) can O C O O

was 2cm dilated, the presenting part was at -2 station, the be seen next to the defect. Image D shows the 10.3mm x 5.2mm niche (n). Dr Joanne Bamgboye

membranes were intact, and the cervix was soft. There were no
concerns regarding her Cardiotocograph. DISCUSSION Joanne.Bamgboye@nhs.net

The patient initially declined emergency CS overnight. She was re- The cause of CSN is unknown but is likely to be multifactorial. The incidence of CSN following one Caesarean
examined 8 hours later (due to worsening of contractions), was 8cm section is 62%. Lower scars of close proximity to the cervix increase the risk of CSN due to accumulation of mucus
dilated, and she agreed for the CS due to the risk of rupture. Intra- at the communicating spaces resulting in impaired wound healing. Women symptomatic of CSN present with
operatively, a 3-4cm defect was noted at the previous CS scar with a abnormal bleeding and pain, and complications include low implantation and uterine rupture. Gold standard for
clot covering the area. Removal of the clot revealed scar diagnosis involves ultrasound and MRI, and management may include laparoscopic or hysteroscopic repair, or

dehiscence. The baby was born in good condition and cried at birth. hysterectomy.




