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Among the causes of small bowel obstruction, the incarceration of a bowel loop through uterine per-
foration is extremely rare. The purpose of our report is to illustrate the contribution of sonography
in diagnosing this unusual surgical emergency through the case of a 28-year-old patient who was

referred to our department a month after dilation and curettage for small bowel obstruction.
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3. Introduction

Small bowel obstruction is a significant surgical problem that rep-
resents 20% of surgical admissions for acute abdominal pain. It’s
caused by postoperative adhesions in 70% of all cases [1]. Other
causes include hernias, neoplasms, and inflammatory bowel dis-
ease. Obstruction due to small bowel incarceration through uter-
ine perforation is exceptional and has been described as a compli-
cation of dilation and curettage notably for postpartum placenta
retention. It is surgical emergency and the delay in diagnosis and
treatment has deleterious consequences for the mother. Ultra-
sound is often the initial diagnostic modality to be used for evalu-
ation of uterine perforation as it is a simple and low-cost technique
that can be performed on an emergency basis. It may demonstrate
indirect findings like visualization of bowel loops in myometrial or
endometrial cavity or even demonstrate the site of uterine rupture.

4. Case Presentation

A 28-year-old woman, gravida 2, para 2, was referred to the emer-
gency department for intermittent abdominal pain, inability to
have a bowel movement or pass gas and swelling of the abdomen.
She had an obstetric history of two vaginal births. She had un-
dergone dilation and curettage for post-partum retained placenta
a month before the present examination. On initial physical ex-
amination, she was afebrile with normal vital signs. The abdomen
was soft, mildly distended, with active bowel sounds, and was dif-
fusely tender to palpation without guarding or rebound tender-
ness. Blood examination did not show any abnormality. Initially,
a transabdominal ultrasound of the pelvis was performed and a
tubular-shaped irregular echogenic tissue was seen within the en-
dometrial cavity. For further evaluation, transvaginal ultrasound of
the pelvis was then performed showing fluid-filled tubular struc-
ture within the uterine cavity with serpiginous structure reminis-
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cent of connivent valves (Figure 1,3). It also showed a distended
small-bowel loop containing echogenic material beside the uterus
(Figure 1) and the pouch of Douglas was filled with fluid (Figure
2). The patient was taken to the operative suite due to the possi-
bility of uterine perforation. Laparotomy demonstrated a defect
in the uterus containing an incarcerated loop of small bowel and
mesenteric fat. The involved entrapped bowel was debrided and the
uterine incision was sutured with uneventful postoperativecourse.

' UTERUS

Figure 1: Longitudinal endouterine ultrasound scan showing serpiginous
structure within the uterine cavity related to connivent valves (—) and dis-
tended small-bowel loop containing echogenic material beside the uterus
(=)

* UTERUS

Figure 2: Endouterine ultrasound scan showing small intestine loop within the
uterine cavity (—) and free fluid within the pouch of Douglas ( <= ).
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Figure 3: Longitudinal ultrasound scan showing tubular fluid-filled structure with-
in the uterus (—).

5. Discussion

Small bowel obstruction is a frequently encountered problem in
general surgery. The most common cause of small bowel obstruc-
tion is post-operative adhesion formation. It has been estimated
that up to 70% of cases of small bowel obstruction are due to adhe-
sions [1] followed by obstruction as malignancy. Other less com-
mon causes are obstruction due to inflammation, bezoars, intus-
susceptions, congenital bands and volvulus[2].

Small bowel obstruction caused by uterine perforation due to dila-
tion and curettage (D&C) is extremely rare. D&C is relatively safe
with a low overall complication rate of 0.7% [3]. The rate of per-
foration varies with the indication for the procedure. Perforation
is most common when attempting control of postpartum hemor-
rhage (5.1%) and is less frequent during diagnostic curettage (0.3%
in the premenopausal patient and 2.6% in the postmenopausal pa-
tient).

Several risk factors for uterine perforation have been identified [4]:
advanced maternal age, greater parity, history of prior abortion or
cesarean section, retroverted uterus, history of previous cone biop-
sy, failure to use ultrasound, and underestimation of the duration
of pregnancy. In our present case, none of these factors has been
identified. The perforation might be due to lack of surgery experi-
ence which has been recognized as the strongest statistically signif-
icant risk factor for perforation.

In most cases, the perforation is diagnosed during the curettage
or a few days after the procedure. It appears, however, that a fair
number of uterine perforations

pass by undetected.

Delayed presentation of uterine perforation after dilation and cu-
rettage is extremely rare. In our case, uterine perforation with bow-
el incarceration was diagnosed and treated a month after dilation
and curettage. The perforation site might have been covered with
the omentum, leading to delayed presentation of obstruction.

In the emergently presenting patient, ultrasound is the preferred
diagnostic modality.

In our case, transvaginal sonography has been more specific than
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transabdominal pelvic ultrasound for diagnosis. It showed serpig-
inous, fluid-filled tubular structures within the uterus correspond-
ing to the incarcerated small bowel loop. In some cases, it may
show small echoic focus suggesting the presence of air, adjacent
material of increased echogenicity suggesting mesenteric fat or
even the uterine defect [5].

In our present case, ultrasound also objected a tubular structure
beside the uterus containing echogenic material. In our review of
the literature, there was no description of this sign. We can suppose
that it’s the sonographic equivalent of the “feces sign” described in
CT.
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