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Abstract

We present an overview of the case of a patient with early hysterorrhaphy dehiscence
(uteroperitoneal fistula) with endomyometritis and post-cesarean section peritonitis and
puerperal acute abdomen in a 35-year-old puerpera. A exploratory relaparotomy, necrectomy,
and resuture of the dehiscent part of the hysterotomy were performed with placement of

hemostatic sponges on the same portion of the uterus with good recovery.



1. Introduction

We are witnessing an increasing trend of cesarean sections worldwide, resulting in a
consequent increase in postoperative complications. Frequent early postoperative
complications include infections, dehiscences, hemorrhages, and hysterectomies, and late
complications such as uterine scar dehiscence, malplacentation, endometritis, chronic pelvic
pain, pelvic adhesions, and menstrual disorders [1-3]. Early puerperal dehiscence of the uterine
scar after cesarean section is very rare, with a frequency between 0.06-3.8 % [4]. We present
an overview of the case of a patient with early hysterorrhaphy dehiscence with endomyometritis
and post-cesarean section peritonitis. The initial presentation of puerperal acute abdomen made

this case clinically striking.



2. Case Report

A 35-year-old patient (G2 P2), who had undergone a cesarean section 4 days before, was
examined in an emergency gynecological ambulance for subfebrility and poor general condition
with exacerbated pain in the pelvis and bladder. The elective iterative cesarean section was done
with the Misgav-Ladach technique because of the macrosomic infant and previous cesarean
section. Continuous locked hysterorrhaphy stood out from the operative course that was
uncomplicated. The early postoperative period was duly completed with discharge on the 3rd
day. Her previous delivery was completed by cesarean section 2 years before because of
cephalopelvic disproportion and a macrosomic infant. On examination in the emergency room,
patient was normotensive with tachycardia (110-120/min) and febrile (38.5-39 °C). A local
finding was the primary healing of a postoperative incision skin wound, and breast with
sustained lactation and without signs of inflammation. Under vaginal specula the findings were:
lochia appropriate for puerperal day, subinvolution of uterus, extremely painful to palpation,
signs of hypogastric peritonism, with softer painful resistance up to 8 cm in the area of
hysterorrhaphy. On ultrasonography of the lower anterior part of the uterus, a subvesical,
sharply restricted inhomogeneous formation with a diameter of 6 cm communication and
isoechogenicity with the contents of the uterus without Doppler sign was suspected, which
raised a suspicion of partial dehiscence of the uterine scar with secondary effusion of the
contents into the subvesical space (Fig. 1). The other finding of the ultrasound was normal.
Laboratory tests were marked by elevated CRP (109) and anemia (Hgb 105), with other
inflammatory parameters being normal. Antibiotics were prescribed (clindamycin 3 x 900 mg,
metronidazole 3 x 500 mg). Given the suspected persistent uterine bleeding by uterine scar
dehiscence with signs of peritonitis and acute abdomen, exploratory laparotomy was indicated.

A Pfannenstiel relaparotomy was performed (at the site of previous cesarean sections) and an



8-cm hematoma was found below the vesicouterine pouch. The covered hematoma extended
from the bottom of the anterior of the excavation being evacuated. Further inspection presented
dehiscence and necrosis of the medial part of the hysterotomy with minor venous active
bleeding (Fig. 2). Other sutures were tightened with visible avascularization of the margins of
the locking parts of the sutures and initial signs of marginal necrosis. A necrectomy was
performed, and the dehiscent part of the hysterotomy was resutured with placement of
hemostatic sponges on the same portion of the uterus. Lavage was done with saline and a Redon
drain was placed. In the postoperative course with antibiotic therapy and thromboprophylaxis,
a reactive increase in inflammatory parameters was present on the 2nd day (CRP 208) with
subsequent and prolonged regression weeks after the surgery. The patient's general condition
was good with normal vital parameters and local findings, and she was discharged home after

9 days.



3. Discussion

Early postpartum uterine dehiscence is the opening of hysterorrhaphy after a cesarean
section and is a very rare condition. In the early postpartum period, opening of the uterine
incision leaves the arcuate uterine veins open with active bleeding and subsequent postpartum
hemorrhage [5]. There are numerous risk factors that can cause this condition: diabetes,
emergency surgery, infection, suture technique, uterine incision hematoma, and retrovesical
hematoma [6]. Cases of successful conservative treatment with broad-spectrum antibiotics in
patients of good general condition without signs of severe hemorrhage and infection have been
described, as well as cases of hysterectomy in severe cases of infection and the presence of
abscesses [6, 7]. In the event that dehiscence leads to severe local and/or systemic infection, a
laparotomy should be performed and the hysterotomy resutured with revision [5]. In the
presence of endomyometritis and abscesses, hysterectomy is recommended [6]. In our case, we
assume that active hemorrhage from a single arcuate vein and tightened locked uterine sutures
were responsible for the cascade of polypathogenesis that occurred in the patient’s early
postpartum period. Active postpartum hemorrhage from the described vein caused dehiscence
of the medial part of the hysterorrhaphy and consequently the formation of a retrovesical
hematoma and secondary anemia. The tightened, locked-suture uterotomy caused ischemia and
then necrosis of the focal part of the myometrium with the appearance of initially localized
inflammation — myometritis — and was then aided by secondary anemia and propagation of
uterine puerperal contents into localized peritonitis [8-10]. Laboratory tests were dominated by
the already high CRP values, which are explained by the ‘contribution’ from the recent cesarean
section but also to a larger extent by the development of a secondary inflammatory condition.
In light of the worsening of the general and clinical condition during observation, conservative

antibiotic treatment was not possible, and exploratory laparotomy and revision were indicated.



Preservation of the uterus was decided by resolving the causes that led to the consequent
condition (evacuation of the hematoma, necrectomy, re-hysterorrhaphy). In the postoperative
period, there was a significant improvement in the general and clinical status. Despite adequate
antibiotic therapy, a slower decline in CRP was observed over a month, which is explained by
the slow resorption of local inflammatory mediators (localized necrosis and inflammation) [11].
Ultrasound evaluation plays an important role in the diagnosis of uterotomy dehiscence and
postpartum hemorrhage, whereas treatment depends primarily on the general/clinical status of
the puerpera. The locking hysterorrhaphy technique can be risky for ischemic scarring and
possible necrosis with dehiscence, so it should be avoided. One-way, nonlocking sutures should
be used. In our case, because of the localization of the inflammatory state without the presence
of abscesses on explorative laparotomy, the uterus was successfully preserved along with the

patient’s future reproductive capacity.
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Fig. 1 Ultrasound pictures of hysterorrhaphy dehiscence.
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Fig. 2 Intraoperative findings of the hematoma and hysterorrhaphy dehiscence.
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ABSTRACT

We present an overview of the case of a patient with early hys-
terorrhaphy dehiscence (uteroperitoneal fistula) with endomy-
ometritis and post-cesarean section peritonitis and puerperal
acute abdomen in a 35-year-old puerpera. A exploratory rela-
parotomy, necrectomy, and resuture of the dehiscent part of the
hysterotomy were performed with placement of hemostatic
sponges on the same portion of the uterus with good recovery.

Introduction

We are witnessing an increasing trend of cesarean sections world-
wide, resulting in a consequent increase in postoperative complica-
tions. Frequent early postoperative complications include infections,
dehiscences, hemorrhages, and hysterectomies, and late complica-
tions such as uterine scar dehiscence, malplacentation, endometri-
tis, chronic pelvic pain, pelvic adhesions, and menstrual disorders
[1-3]. Early puerperal dehiscence of the uterine scar after cesarean
section is very rare, with a frequency between 0.06-3.8% [4].

We present an overview of the case of a patient with early hys-
terorrhaphy dehiscence with endomyometritis and post-cesarean
section peritonitis. The initial presentation of puerperal acute ab-
domen made this case clinically striking.

Case Report

A 35-year-old patient (G2 P2), who had undergone a cesarean sec-
tion 4 days before, was examined in an emergency gynecological

Pavokovié D et al. Post-Cesarean Peritonitis Caused by ... Z Geburtsh Neonatol

ambulance for subfebrility and poor general condition with exac-
erbated pain in the pelvis and bladder. The elective iterative cesare-
an section was done with the Misgav-Ladach technique because of
the macrosomic infant and previous cesarean section. Continuous
locked hysterorrhaphy stood out from the operative course that
was uncomplicated. The early postoperative period was duly com-
pleted with discharge on the 3™ day. Her previous delivery was
completed by cesarean section 2 years before because of cephalo-
pelvic disproportion and a macrosomic infant. On examination in
the emergency room, patient was normotensive with tachycardia
(110-120/min) and febrile (38.5-39 °C). A local finding was the pri-
mary healing of a postoperative incision skin wound, and breast
with sustained lactation and without signs of inflammation. Under
vaginal specula the findings were: lochia appropriate for puerperal
day, subinvolution of uterus, extremely painful to palpation, signs
of hypogastric peritonism, with softer painful resistance up to 8 cm
in the area of hysterorrhaphy. On ultrasonography of the lower an-
terior part of the uterus, a subvesical, sharply restricted inhomo-
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geneous formation with a diameter of 6 cm communication and
isoechogenicity with the contents of the uterus without Doppler
sign was suspected, which raised a suspicion of partial dehiscence
of the uterine scar with secondary effusion of the contents into the
subvesical space (> Fig. 1). The other finding of the ultrasound was
normal. Laboratory tests were marked by elevated CRP (109) and
anemia (Hgb 105), with other inflammatory parameters being nor-
mal. Antibiotics were prescribed (clindamycin 3 x 900 mg, metro-
nidazole 3 x 500 mq). Given the suspected persistent uterine bleed-
ing by uterine scar dehiscence with signs of peritonitis and acute
abdomen, exploratory laparotomy was indicated. A Pfannenstiel
relaparotomy was performed (at the site of previous cesarean sec-
tions) and an 8-cm hematoma was found below the vesicouterine
pouch. The covered hematoma extended from the bottom of the
anterior of the excavation being evacuated. Further inspection pre-
sented dehiscence and necrosis of the medial part of the hysterot-
omy with minor venous active bleeding (> Fig. 2). Other sutures
were tightened with visible avascularization of the margins of the
locking parts of the sutures and initial signs of marginal necrosis.
A necrectomy was performed, and the dehiscent part of the hys-
terotomy was resutured with placement of hemostatic sponges on
the same portion of the uterus. Lavage was done with saline and a
Redon drain was placed. In the postoperative course with antibiot-
ic therapy and thromboprophylaxis, a reactive increase in inflam-
matory parameters was present on the 2" day (CRP 208) with sub-
sequent and prolonged regression weeks after the surgery. The pa-
tient's general condition was good with normal vital parameters
and local findings, and she was discharged home after 9 days.

Discussion

Early postpartum uterine dehiscence is the opening of hysterorrha-
phy after a cesarean section and is a very rare condition. In the early
postpartum period, opening of the uterine incision leaves the

» Fig. 1 Ultrasound pictures of hysterorrhaphy dehiscence.

arcuate uterine veins open with active bleeding and subsequent
postpartum hemorrhage [5]. There are numerous risk factors that
can cause this condition: diabetes, emergency surgery, infection,
suture technique, uterine incision hematoma, and retrovesical
hematoma [6].

Cases of successful conservative treatment with broad-spec-
trum antibiotics in patients of good general condition without signs
of severe hemorrhage and infection have been described, as well
as cases of hysterectomy in severe cases of infection and the pres-
ence of abscesses [6,7]. In the event that dehiscence leads to se-
vere local and/or systemic infection, a laparotomy should be per-
formed and the hysterotomy resutured with revision [5]. In the
presence of endomyometritis and abscesses, hysterectomy is rec-
ommended [6].

In our case, we assume that active hemorrhage from asingle ar-
cuate vein and tightened locked uterine sutures were responsible
for the cascade of polypathogenesis that occurred in the patient’s
early postpartum period. Active postpartum hemorrhage from the
described vein caused dehiscence of the medial part of the hyster-
orrhaphy and consequently the formation of a retrovesical hema-
toma and secondary anemia. The tightened, locked-suture utero-
tomy caused ischemia and then necrosis of the focal part of the
myometrium with the appearance of initially localized inflamma-
tion — myometritis — and was then aided by secondary anemia and
propagation of uterine puerperal contents into localized peritoni-
tis [8-10]. Laboratory tests were dominated by the already high
CRP values, which are explained by the ‘contribution’ from the re-
cent cesarean section but also to a larger extent by the develop-
ment of a secondary inflammatory condition.

In light of the worsening of the general and clinical condition
during observation, conservative antibiotic treatment was not pos-
sible, and exploratory laparotomy and revision were indicated.
Preservation of the uterus was decided by resolving the causes that
led to the consequent condition (evacuation of the hematoma,

» Fig. 2 Intraoperative findings of the hematoma and hysterorrha-
phy dehiscence.
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necrectomy, re-hysterorrhaphy). In the postoperative period, there
was a significant improvement in the general and clinical status.
Despite adequate antibiotic therapy, a slower decline in CRP was
observed over a month, which is explained by the slow resorption
of local inflammatory mediators (localized necrosis and inflamma-
tion) [11].

Ultrasound evaluation plays an important role in the diagnosis
of uterotomy dehiscence and postpartum hemorrhage, whereas
treatment depends primarily on the general/clinical status of the
puerpera. The locking hysterorrhaphy technique can be risky for
ischemic scarring and possible necrosis with dehiscence, so it
should be avoided. One-way, nonlocking sutures should be used.

In our case, because of the localization of the inflammatory state
without the presence of abscesses on explorative laparotomy, the
uterus was successfully preserved along with the patient’s future
reproductive capacity.
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