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Case Series
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Abstract:

Background: Lower segment caesarean section (LSCS) is a commonly performed obstetric procedure;
however, rare postoperative complications such as uterine scar dehiscence with pyoperitoneum can result in
significant maternal morbidity. Due to its nonspecific clinical presentation, diagnosis is often delayed,
necessitating prompt recognition and timely surgical intervention.

Methods: This descriptive case series was conducted over an eleven-month period from 1 January 2025 to 31
November 2025. Six patients who developed uterine scar dehiscence complicated by pyoperitoneum following
LSCS were included. All patients were referred from Umaid Hospital and managed surgically at Mahatma
Gandhi Hospital, Jodhpur. Clinical presentation, laboratory findings, radiological evaluation, intraoperative
findings, surgical management, and postoperative outcomes were analyzed.

Results: The patients ranged in age from 22 to 34 years, with both primigravida and multigravida women
affected. The time of presentation varied from postoperative day 5 to day 20. Common presenting symptoms
included fever, abdominal pain, abdominal distension, and wound discharge. All patients had elevated leukocyte
counts. Contrast-enhanced computed tomography was diagnostic in most cases, revealing uterine scar
dehiscence with pelvic abscess or pyoperitoneum. All patients underwent emergency surgical exploration,
which revealed purulent intraperitoneal collections and dehisced uterine scars. Surgical management included
drainage of pus, peritoneal lavage, adhesiolysis when required, and primary repair of the uterine scar. The
postoperative course was uneventful in all patients, with no mortality and successful uterine preservation in all
cases.

Conclusion: Uterine scar dehiscence with pyoperitoneum following LSCS is a rare but serious complication.
High clinical suspicion, early radiological evaluation, and timely surgical intervention are essential for favorable

maternal outcomes and uterine preservation.

This is an Open Access article that uses a funding model which does not charge readers or their institutions for access and distributed under
the terms of the Creative Commons Attribution License (http:/creativecommons.org/licenses/by/4.0) and the Budapest Open Access
Initiative (http://www.budapestopenaccessinitiative.org/read), which permit unrestricted use, distribution, and reproduction in any medium,
provided original work is properly credited.

Introduction

Lower segment caesarean section (LSCS) is one of pregnancies [3]. However, postoperative uterine

the most frequently performed obstetric procedures
worldwide, with a steadily rising incidence due to
changing obstetric practices, improved surgical
safety, and increased maternal request [1].
Although LSCS is generally considered safe, it is
not devoid of complications. Early postoperative
complications include surgical site infection,
postpartum hemorrhage, endometritis, and urinary
tract injuries, whereas rare but serious
complications such as uterine scar dehiscence and
pyoperitoneum can lead to significant maternal
morbidity if not recognized promptly [2].

Uterine scar dehiscence refers to partial or
complete separation of a previous uterine incision
without extrusion of fetal parts and is typically
described in the context of labor or subsequent
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scar dehiscence following LSCS in the immediate
puerperium is an uncommon but potentially life-
threatening condition. When associated with
infection, it can progress to pelvic abscess
formation, pyoperitoneum, generalized peritonitis,
and bowel adhesions, necessitating urgent surgical
intervention [4,5].

Pyoperitoneum following LSCS is rare and usually
results from ascending infection, inadequate
closure of the uterine incision, hematoma infection,
or impaired wound healing due to anemia,
prolonged labor, repeated vaginal examinations, or
previous caesarean sections [6].  Clinical
presentation is often nonspecific, with symptoms
such as fever, abdominal pain, distension, ileus, or
wound discharge, which can delay diagnosis [7].
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Imaging modalities such as ultrasonography and
contrast-enhanced computed tomography (CECT)
play a crucial role in identifying uterine scar
dehiscence, pelvic collections, and associated intra-
abdominal complications [8].

Management of uterine scar  dehiscence
complicated by pyoperitoneum is not standardized
due to its rarity and depends on the patient’s
clinical status, extent of infection, and
intraoperative findings. Surgical options range from
drainage and repair of the uterine scar to
hysterectomy in severe or uncontrolled infection
[9]. Early diagnosis and timely surgical
intervention are essential to reduce maternal
morbidity and prevent life-threatening sequelae
[10].

In this case series, we describe six patients who
developed uterine scar dehiscence complicated by
pyoperitoneum following LSCS, all of whom were
referred from Umaid Hospital and managed
surgically at Mahatma Gandhi Hospital, Jodhpur,
over a one-year period. This series aims to
highlight the wvaried clinical presentations,
radiological findings, intraoperative features, and
surgical management strategies of this rare but
serious  postoperative  complication, thereby
emphasizing the importance of early recognition
and prompt intervention.

Materials and Methods

Study Design: This study is a descriptive case
series of patients diagnosed with uterine scar
dehiscence  complicated by  pyoperitoneum
following lower segment caesarean section (LSCS).

Study Duration: The study was conducted over a
period of eleven months, from 1 January 2025 to 31
November 2025.

Study Setting: All patients included in this case
series were initially managed at Umaid Hospital
and subsequently referred to the Department of
General Surgery at Mahatma Gandhi Hospital,
Jodhpur, where definitive surgical management
was carried out.

Study Population: A total of six patients who
developed uterine scar dehiscence with associated
pyoperitoneum following LSCS were included in
the study.

Inclusion Criteria

e Patients who underwent LSCS

e Postoperative diagnosis of uterine scar
dehiscence

e Presence of pyoperitoneum and/or pelvic
abscess

e  Patients requiring surgical intervention

Exclusion Criteria
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e  Uterine rupture occurring during labor

e Non-infective uterine scar complications

e Patients managed conservatively without
surgery

Data Collection: Clinical data were obtained from
patient medical records and operative notes.
Information collected included demographic
details, obstetric history, presenting symptoms,
laboratory investigations, radiological findings
(ultrasonography and/or contrast-enhanced
computed tomography), intraoperative findings,
surgical procedures performed, postoperative
course, and outcomes.

Diagnostic Evaluation: All patients underwent
routine  laboratory  investigations, including
complete blood counts. Radiological evaluation
with ultrasonography was performed initially,
followed by  contrast-enhanced  computed
tomography (CECT) of the abdomen and pelvis in
cases with persistent symptoms or inconclusive
ultrasound findings, to confirm uterine scar
dehiscence, intra-abdominal collections, and
pyoperitoneum.

Surgical Management: All patients underwent
emergency surgical exploration. Intraoperative
findings were documented in detail. Surgical
management included drainage of purulent
collections from the pelvis and peritoneal cavity,
peritoneal lavage with normal saline, adhesiolysis
when required, freshening of the uterine scar
margins, and repair of the uterine incision using
absorbable sutures. Pelvic or abdominal drains
were placed as indicated.

Postoperative Care and Follow-up:
Postoperatively, patients were managed with
intravenous antibiotics and supportive care. Drains
were removed based on clinical improvement and
drain output. Patients were monitored for
postoperative complications and discharged upon
clinical stabilization.

Ethical Considerations: Institutional ethical
committee approval was obtained for the study.
Written informed consent was obtained from all
patients prior to surgical intervention, and patient
confidentiality was maintained throughout the
study.

Results

During the study period, a total of six patients
diagnosed with uterine scar dehiscence complicated
by pyoperitoneum following lower segment
caesarean section (LSCS) were included in this
case series. All patients were referred from Umaid
Hospital and managed surgically at Mahatma
Gandhi Hospital, Jodhpur.

Patient Demographics and Obstetric Profile:
The age of patients ranged from 22 to 34 years,
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with a mean age of 27.7 years. Four patients were
multigravida (gravida 2 or more), while two
patients were primigravida. Five patients had a
history of at least one previous LSCS. The time

interval between LSCS and presentation ranged
from postoperative day (POD) 5 to POD 20, with
most patients presenting between POD 5 and POD
10.

Table 1: Demographic and Obstetric Characteristics

Case Age (years) Gravida Previous LSCS POD at Presentation
1 28 G3 Yes 5

2 34 G2 Yes 7

3 27 G2 Yes 10

4 22 Gl No 6

5 22 Gl No 20

6 33 G2 Yes 10

Clinical Presentation: Fever and abdominal pain
were the most common presenting symptoms,
observed in five patients. Abdominal distension
was present in four patients. One patient presented
late with pus discharge from the surgical site
associated with wound dehiscence. On physical

examination, abdominal tenderness and distension
were frequently noted. Laboratory investigations
revealed elevated total leukocyte counts in all
patients, ranging from 10,000 to 17,000 cells/mm?,
indicating an underlying infectious process.

Table 2: Clinical Presentation and Laboratory Findings

Case Presenting Symptoms Abdominal Distension TLC (/mm?)
1 Fever, pain, distension Yes 14,000
2 Fever, pain, distension Yes 16,300
3 Pain, constipation, distension Yes 17,000
4 Fever, pain Yes 13,500
5 Pus discharge, pain No 12,000
6 Fever, pain Yes 10,000

Radiological Findings: Ultrasonography was
performed as the initial imaging modality in all
patients and demonstrated free intraperitoneal fluid
or subcutaneous collection. Contrast-enhanced
computed tomography (CECT) was carried out in
five patients due to persistent symptoms or
suspicion of intra-abdominal pathology. CECT
confirmed uterine scar dehiscence in all five cases
and additionally revealed pelvic abscesses,
interbowel fluid collections, and involvement of
paracolic gutters. Imaging played a crucial role in
establishing the diagnosis and guiding surgical
intervention.

Intraoperative Findings: Emergency surgical
exploration was undertaken in all patients.
Intraoperative findings consistently demonstrated
purulent collections within the pelvic cavity and
peritoneal spaces. The volume of pus drained
ranged from 100 ml to 2 liters. Uterine scar
dehiscence with necrosis or gangrene was observed
in all cases. Dense interbowel adhesions and
inflammatory granulation tissue involving bowel
loops were noted in three patients. One patient had
dilated small bowel loops secondary to adhesions.
In one case, the subcutaneous collection was found
to be communicating directly with the uterine scar
dehiscence.

Table 3: Imaging and Intraoperative Findings

Case | Imaging Used | Key Imaging Findings Intraoperative Findings Pus Volume
1 USG + CECT | Pelvic & interbowel fluid Dense adhesions, gangrenous scar 2L

2 USG + CECT | Pelvic fluid, scar dehiscence Necrotic scar, adhesions 1.2L

3 CECT Free fluid, bowel involvement | Dilated bowel, adhesions 1.5L

4 CECT Pelvic abscess Gangrenous scar Moderate

5 USG Subcutaneous collection Scar communication 100 ml

6 CECT Pelvic abscess Loose sutures, open scar 500 ml

Surgical Management: All patients underwent
drainage of purulent collections followed by
peritoneal lavage with normal saline. Adhesiolysis
was performed in patients with dense interbowel
adhesions. The margins of the uterine scar were
freshened, and primary repair of the uterine

incision was performed using absorbable sutures in
all cases. Pelvic or abdominal drains were placed in
all patients.

Postoperative Course and Outcomes: The
postoperative period was uneventful in all patients.
Drains were removed between postoperative day 4
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and day 6 based on clinical improvement and drain
output. No patient required hysterectomy, re-
exploration, or intensive care admission. All
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patients recovered well and were discharged in
stable condition with  successful uterine
preservation. There was no mortality in the study.

Table 4: Postoperative Outcomes

Case Drain Removal (POD) Complications Final Outcome

1 5 None Discharged

2 4 None Discharged

3 6 None Discharged

4 4 None Discharged

5 6 None Discharged

6 5 None Discharged

Discussion Intraoperatively, all patients demonstrated purulent

Uterine  scar  dehiscence  complicated by
pyoperitoneum following lower segment caesarean
section (LSCS) is an uncommon but serious
postoperative complication. The rarity of this entity
and the nonspecific nature of its clinical
presentation often result in delayed diagnosis,
thereby increasing maternal morbidity [11]. In the
present case series, all six patients presented in the
early to late postoperative period with infective
symptoms, emphasizing the need for heightened
clinical suspicion in post-LSCS patients with
persistent abdominal complaints.

Infective uterine scar dehiscence is most commonly
associated with ascending infection, infected
hematoma, or impaired wound healing at the
uterine incision site [12]. Risk factors such as
previous LSCS, prolonged operative time, anemia,
and subclinical endometritis have been implicated
in the literature [13]. In our series, five patients had
a history of previous LSCS, suggesting that a
scarred uterus may predispose to poor healing and
subsequent dehiscence when compounded by
infection.

Clinical manifestations of post-cesarean uterine
dehiscence are often vague and include fever,
abdominal pain, distension, ileus, or wound
discharge [14]. Similar findings were observed in
our patients, with fever and abdominal pain being
the most frequent presenting complaints. One
patient presented late with wound discharge,
highlighting that uterine scar dehiscence may
occasionally communicate with the abdominal
wall, leading to atypical presentations.

Radiological evaluation plays a pivotal role in
diagnosis. Ultrasonography, though useful as an
initial modality, may be insufficient to delineate the
extent of intra-abdominal involvement [15].
Contrast-enhanced computed tomography (CECT)
has been shown to be superior in identifying uterine
scar defects, pelvic abscesses, interbowel
collections, and associated adhesions [16]. In our
series, CECT was diagnostic in the majority of
cases and guided timely surgical intervention.
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collections within the pelvis and peritoneal cavity,
with varying degrees of uterine scar necrosis and
dehiscence. Dense interbowel adhesions and
inflammatory granulation tissue involving bowel
loops were noted in several cases. Similar findings
have been reported in isolated case reports, where
prolonged intra-abdominal infection leads to
secondary bowel involvement and adhesions [17].
Early surgical exploration in such cases is crucial to
prevent bowel ischemia, perforation, and
generalized peritonitis.

There is no standardized management protocol for
uterine scar dehiscence with pyoperitoneum, and
treatment must be individualized based on
intraoperative findings and patient stability [18].
Options range from drainage and uterine repair to
hysterectomy in cases of uncontrolled infection or
extensive uterine necrosis [19]. In the present
series, uterine preservation was successfully
achieved in all patients through timely drainage,
peritoneal lavage, adhesiolysis, and primary repair
of the uterine scar. This supports existing evidence
that conservative uterine repair is feasible in
hemodynamically stable patients with localized
infection [20].

The postoperative outcomes in our series were
favorable, with no mortality or major
complications. Early diagnosis, aggressive surgical
management, and appropriate postoperative care
contributed to  successful recovery. This
underscores the importance of multidisciplinary
involvement, particularly coordination between
obstetricians, surgeons, and radiologists, in
managing such complex cases [21].

The limitations of this study include the small
sample size and its descriptive nature, which
preclude statistical analysis or risk factor
quantification. However, given the rarity of this
condition, this case series adds valuable clinical
insight into its presentation, diagnostic challenges,
and management strategies.

Conclusion
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Uterine  scar  dehiscence  complicated by
pyoperitoneum is an uncommon yet potentially
life-threatening postoperative complication
following lower segment caesarean section. The
clinical presentation is often subtle and nonspecific,
which can delay diagnosis and management. This
case series highlights that persistent fever,
abdominal pain, distension, or wound discharge in
the postoperative period should prompt thorough
evaluation, including advanced imaging. Early
surgical exploration with adequate drainage,
peritoneal lavage, and primary repair of the uterine
scar can result in excellent outcomes with
preservation of the uterus. Increased awareness of
this entity among obstetricians and surgeons is
crucial to reduce maternal morbidity and prevent
severe complications.
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