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Background
Caesarean section has increased dramatically all over the world 
over the last few decades. It is expected that more complications 
will be encountered as the Caesarean section rate increases. 
Infection is becoming one of the leading causes of maternal 
morbidity and mortality [1]. In the last confidential inquiry in 
maternal death, maternal sepsis was among the causes of maternal 
mortality [2]. In developing countries, infection and sepsis plays 
even larger role in maternal mortality and morbidity.

Case Presentations 
A 27-year-old primigravid lady, with twin pregnancy, was admitted 
at 36 weeks of gestation. She had emergency Cesarean section due 
to fetal distress at 2cm cervical dilatation with intact membrane. 
It was done smoothly with no intraoperative complications; the 
estimated blood loss was 800 ml. Ampicillin, 2 grams IV, was 
given after clamping the cord of the second baby. She did not have 
any medical or surgical problems and her BMI was 23kg/m2.
She started to feel unwell after 24 hours post-delivery. She 

was afebrile and appeared clinically well despite having slight 
tachycardia and a blood pressure at the lower normal limits. Two 
days later, she developed a persistent high grade fever. She had no 
respiratory or urinary signs or symptoms of infection, her uterus 
was non-tender, involuted, with normal lochia. The abdomen 
was soft, lax and distended with no tenderness. The wound was 
well healed with no evidence of infection. Septic workup was 
done. Blood cultures were positive for E. coli as well as the 
high vaginal swab. In addition, her platelet count was markedly 
elevated reaching 900x103. CRP as well as ESR were markedly 
elevated. Lactic acid and renal function were normal. At that time, 
a provisional diagnosis of endo-myometritis was made and the 
patient was started on Meropenem. Therapeutic dose of enoxaparin 
was given because of the marked thrombocytosis as well as the 
relative immobility. A team of obstetrician, intensivist, general 
surgeon, hematologist, nurses and infectious disease clinician 
were involved in the care of this patient under the obstetrician’s 
leadership.
The patient condition started to deteriorate with a clinical picture 
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of peritonitis. CT scan of the abdomen and pelvis showed 
peritonitis, with no sizable collection. Air seen within the 
Caesarean scar at lower uterine segment, indicated a possibility of 
a small wound dehiscence. There was no collection in front of the 
uterus neither retained products of conception inside the uterine 
cavity. Meropenem was replaced by Tazocin and Metronidazole. 
At that time, the patient was counselled regarding the need for 
surgery if there is bowel perforation. A water-soluble radiologic 
contrast media was given orally and there was no evidence of 
intraperitoneal leak. Once bowel perforation was ruled out, the 
patient was reluctant to have surgery in fear of hysterectomy.
Repeated CT scan three days later showed evidence of generalized 
peritonitis, a large loculated collection was seen anterior to the 
uterus, extending up towards the sub hepatic region, measuring 

laparotomy was done. The abdominal wall was intact including the 
rectus sheath. Intra operatively, a yellowish necrotic material was 
found covering the surface of the uterus with a little serous clear 

Figure 1: Longitudinal view showing the fluid collection in front 
of the uterus and the dehiscence of the Caesarean scar with gas 
bubbles.

16.5 by 7.5 cm with ascites, bilateral pleural effusion, and 
hepatosplenomegaly. (Figure 1) Uterine scar dehiscence was 
clearly seen. No pneumoperitoneum or significantly enlarged 
lymph nodes. There was no evidence of thrombophlebitis. CT scan 
guided aspiration was done, with the insertion of two drains, right 
sub hepatic and right iliac fossa tubes. Culture of the aspirated fluid 
revealed three types of gram-negative organisms: E coli, klebsiella 
pneumoniae, and proteus mirabilis. Meropenem was re-started 
again replacing Tazocin. Laparotomy was discussed to control 
the source of infection and perform hysterectomy if needed, but 
the patient was not in favour of surgical intervention. There was 
also concern regarding the general anaesthesia in the presence 
of the bilateral pleural effusion and the marked thrombocytosis. 
Throughout this period there was no evidence of end-organ failure.
After completing a total of 15 days of antibiotics, the patient 
clinically improved. Despite the occasional low grade fever. The 
white blood cells and Platelets counts returned to normal, repeated 
blood cultures were negative for bacteraemia. Plural effusion and 
hepatosplenomegaly resolved. Throughout this period, she was 
managed in the obstetric ward.
On day 19 post Caesarean section, the temperature spiked again and 

Figure 2: Intra-Operative view showing the dehiscence of the 
scar and the necrotic tissue

fluid. Small uterine wound dehiscence was found, with a whitish 
necrotic material protruding through it. (Figure 2) The anterior 
uterine wall was adherent to the rectus sheath. The necrotic tissue 
was removed by forceps followed by gentle curettage of the uterine 
cavity. About half centimetre margin from the wound edges were 
excised by tissue scissor. Healthy bleeding margins were obtained.  
Copious irrigation was done and the uterine wound was re-sutured. 
A drain was inserted in the peritoneal cavity. Culture of the necrotic 
tissues showed pseudomonas infection. Histopathology showed 
necrotic endometrium with fibrino-purulent exudate.
The immediate post-operative course was complicated by 
atelectasis. She was admitted to the surgical IUC for two 
days. Supportive treatment was instituted in addition to chest 
physiotherapy. She continued to receive Meropenem and 
metronidazole. The fever improved gradually, she became afebrile 
two days later. The drain was draining minimal amount of serous 
fluid and was removed on the third day. She was discharged on 
the 8th day post laparotomy with her baby boy and girl in good 
condition. She already had three normal menstrual cycles at the 
time of writing. She was counselled regarding contraception and 
elected to use injectable progesterone.

Discussion
Peritonitis is defined as infection of the peritoneal layer covering 
the abdominal organs. It can be localized or generalized. The 
diagnosis of peritonitis is usually a clinical diagnosis but other 
investigations may help in confirming the diagnosis. Ultrasound 
is a simple method that may help in the diagnosis of peritonitis 
and it is available in many low resource settings [3].  The presence 
of fluid collection in a postoperative patient with pain and fever is 
highly suggestive of peritonitis. Other investigations include CT 
scan and abdominal x-ray. Because peritonitis is a real medical 
emergency, usually empirical antibiotic treatment is started even 
before confirming the diagnosis. In addition to the antibiotics, on 
many occasions, laparotomy is performed to control the source 
of infection if there is suspicion of bowel injury or other organs. 
Hysterectomy is likely to be performed to control the source of 
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infection if the uterus is the source of infection.
If peritonitis is not treated timely and effectively it can lead to 
bacteraemia and septic shock. Unfortunately, the mortality is high 
even when treatment is initiated on time. Post Caesarean section 
peritonitis carries a high risk of mortality and morbidity. The 
reported mortality is 20-30%.  Caesarean section rate is increasing 
in almost all countries. The rate of infection with caesarean 
section is 5-20 folds higher than normal vaginal delivery. Sepsis is 
becoming an important causa of maternal morbidity and mortality.
The women, reported in this article, was not at high risk of developing 
endometritis or peritonitis. She did not have long labour, induction 
of labour, difficult Caesarean section, injury to bladder or bowel 
and she was healthy before the surgery. This woman developed 
the severe infection despite receiving prophylactic antibiotic and 
being at low risk of having endometritis. This is not surprising as it 
is reported that postpartum endometritis after Caesarean section is 
common (10%) even with antibiotic prophylaxis. Any break in the 
antiseptic measures can be the culprit in this sad chain of events. It 
can also be a result of contamination from the patient’s skin or any 
of the involved health workers. It seems unlikely cause of infection 
in this case as the wound itself and the subcutaneous tissue are 
intact and healthy. Another possibility is ascending infection 
from the vagina. In many patients, the vagina is cleaned after the 
Caesarean section with swab to remove any blood clots. Rigorous 
cleaning may introduce the vaginal bacteria into the endometrial 
cavity. She also had vaginal cleaning before the Caesarean section 
as well as insertion of a urinary catheter. It has been shown that 
preoperative vaginal preparation with povidone-iodine decrease 
the risk of developing endometritis but has no effect on wound 
infection rate [4].
Post-operative uterine wall dehiscence is reported to be around 
0.6%. This dehiscence could lead to localized or generalized 
peritonitis. The usual scenario is first there is severe infection in 
the endometrial and myometrial layer of the uterus. The pus either 
drains through the cervix or rarely the infection leads to necrosis of 
the weakest part of the uterine wall which is usually the Caesarean 
incision. Once there is dehiscence of the uterine wall, the infection 
will spread to the peritoneal cavity. Although the recommended 
treatment in such cases is to perform laparotomy and remove the 
infected uterus (hysterectomy), there have been few reported cases 
of conservative management after debridement of the necrotic 
tissue [5-9]. In our case, the patient refused to have hysterectomy 
despite our trials to convince her that this is a risky choice.  
It is prudent to evaluate each case rigorously and base the decision 
accordingly. It is recommended that the least physiologic insult 
should be chosen when deciding to control the source of infection 
[10]. In this case, CT scan guided aspiration of the loculated fluid 
was done. We are not sure whether the delay in performing 
laparotomy played a role in saving the uterus. At the time of 
acute infection, tissues are usually hyperaemic, infected and 
friable. Manipulation of such tissues usually leads to bleeding and 
ultimately hysterectomy. In this case, tissues of the uterus where 
not friable which could be a result of the delayed intervention. 

Further reports are needed to confirm this observation.
Learning points
1 Antibiotics and control of the source of infection are the mainstay 
treatment for peritonitis.
2 CT scan guided drainage of the fluid could be an option in 
draining fluid in peritonitis.
3 High index of suspicion should be maintained even in low risk 
women undergoing Caesarean section.
4 Timing (early vs. late) and method of drainage (laparotomy vs. 
CT guided drainage) should be individualized.
5 Infection control team should be involved in the management of 
severe post-operative infections for both treatment options and to 
try and find the source of the infection.
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