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Background  Ischemia complicates up to 42 percent of bowel perforations and increases the mortality in these
patients significantly. Bowel perforation is a very rare occurrence in any post-partum patient, but
it can be seen more commonly following a Caesarean section (C-section) than following a normal
vaginal delivery (NVD). It is more commonly described in postpartum patients who have a history of
chronic bowel diseases or prior abdominal surgery, but this is still a very rare phenomenon.

Summary  This case presents a previously healthy, 22-year-old female with no surgical history who developed
a perforation of the right mid-colon five days post-normal vaginal delivery (NVD). At this time,
she presented to the emergency department (ED) with severe, progressive abdominal pain, signs of
sepsis and multiple organ failure. Imaging revealed pneumoperitoneum. The working differential
included: Ogilvie syndrome, Clostridium difficile (C. diff) colitis, volvulus and a possible ischemic
event. She was taken emergently to the operating room for an exploratory laparotomy. Obstetrics
and gynecology (OBGYN) was present during this intervention and noted the uterus was normal
for postpartum day five, ruling out uterine cause of the pneumoperitoneum noted on imaging. A
right hemicolectomy with anastomosis and a diverting loop ileostomy was performed at this time.
Postoperatively, the patient recovered in the intensive care unit and one week later she had abdominal
fluid collections that could not be drained by interventional radiology and required an additional
exploratory laparotomy for adequate drainage. Ten days post-second laparotomy she was discharged
home. Her ileostomy was reversed two months after discharge without issue.

Conclusion A colonic perforation as the cause of our patient’s abdominal pain was very low on the differential
for this young, healthy woman with no past medical or surgical history, however we can see from
this case that it can happen. Therefore, abnormal abdominal distension and pain in the post-partum
period should at least warrant an abdominal X ray.
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Case Description

A previously healthy, 22-year-old African American
female, with no surgical history, G1P1001 had a normal
vaginal delivery (NVD) induced at 41 weeks. Her peripar-
tum period was complicated by preeclampsia with severe
features that required magnesium before delivery through
24 hours postpartum and a positive group B streptococcus
culture. Postpartum day one she complained of some con-
stipation and abdominal pain. There were no peritoneal
signs on physical exam. Abdominal X ray showed mild-
ly distended loops of small bowel with a normal amount
of fecal material in the right hemicolon. She was given
two enemas and had a bowel movement (BM) prior to
discharge. She and her infant were discharged three days
postpartum; of note in the discharge summary her abdo-
men was mildly distended and tender to palpation, with
no peritoneal signs, these findings were deemed normal
for the postpartum period. She was sent home with the
following bowel regimen: MiraLAX®, Phillips® Milk of
Magnesia as needed, and encouraged ambulation—also a
normal occurrence for postpartum patients.

On postpartum day five, the patient returned to the ED
with signs of sepsis and multiple organ failure. She was
complaining of severe abdominal pain that had been pro-
gressively worsening for five days, nausea and vomiting,
subjective fever, chills, sore throat, dyspnea, chest pain,
palpitations, weakness, diffuse muscle cramps and lower
leg edema. Her last BM was on the day of readmission, it
was liquid and unclear if it was bloody because of postpar-
tum vaginal bleeding. Her labs were unremarkable except
for a leukocytosis of nineteen and renal failure with a BUN
of 54 and creatinine of 2.7. On examination, the patient
appeared very fatigued and drowsy, tachycardia was not-
ed with a regular rhythm. The abdomen was grossly dis-
tended, diffusely tender with rebound and guarding. There
were hypoactive bowel sounds and tympany present. The
rest of the physical exam was unremarkable. Abdominal
CT scan showed pneumoperitoneum.
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Figure 1. CT scan of abdomen done in ED on admission.

VN

Figure 2. CT scan of abdomen done in ED on admission, lung window.
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The differential diagnoses included: Ogilvie syndrome,
volvulus, C. diff colitis or possibly a postpartum ischemic
event. Surgery consulted OBGYN due to the unusual pre-
sentation so close to the delivery and performed an emer-
gent exploratory laparotomy; the uterus was normal size
for postpartum day five ruling out a uterine cause, such as
infection, uterine perforation, etc. for the pneumoperito-
neum. Upon further exploration, a perforated right colon,
close to the hepatic flexure with fecal peritonitis was found.
Due to the significant inflammation and peritonitis present,
a clear etiology was not evident intra-operatively. Because
of the patient’s instability, a quick but thorough inspec-
tion and palpation of the distal colon was done. There was
no colonic redundancy to suggest volvulus. There were no
gross tumors, any inflammation, or distension to suggest
obstruction or infection. The rest of colon was seemingly
very normal. A right hemicolectomy with anastomosis and
diverting loop ileostomy was performed and two drains
were left. The pathology workup of the specimen showed
no abnormalities. One week post-operatively the patient
had some fluid collections that could not be drained by
interventional radiology and required an open washout
with multiple drains placed. She recovered well and was
subsequently discharged after ten days.

Her diverting loop ileostomy was reversed three months
after discharge. The reversal was performed after thorough
evaluation, including a barium enema and colonoscopy
without any abnormal findings.

Discussion

A literature review over a three month period using many
sources including but not limited to: DynaMed, New
England Journal of Medicine, UpToDate, PubMed and
Google scholar, revealed only three similar published cases
of post-NVD bowel perforation; the latest of which was
published in June 2014. All three aforementioned case
reports cite Ogilvie syndrome as the cause of bowel per-
foration post-NVD." >? Ogilvie syndrome is a functional
obstruction that can eventually progress to perforation,
this can rarely present after a surgical procedure, such as
a C-section. This presentation, though rare, is much more
common than post-NVD. One published article describes
post-NVD bowel perforation in a patient who had a signif-
icant history of symptomatic ulcerative colitis, including
a previous proctocolectomy and ileo-pouch-anal anasto-
mosis.* The second case described an older patient who
was having her second child via vaginal delivery.” The third
case is also an older woman post-NVD and her symptoms
presented immediately after delivery of the fetus®. Based
on the aforementioned research, this is the first case report

of its kind.
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Our differential diagnoses for this patient included, C.
diff colitis because of the antibiotic use before discharge
due to a suspected urinary tract infection. A fecal leuko-
cyte count was unremarkable, and stool C. Ziff PCR was
negative. Volvulus was deemed unlikely during the surgery
because the colon was not distended and no signs of vol-
vulus were noted intraoperatively. Because of these find-
ings, our working diagnosis was Ogilvie syndrome, pseudo
obstruction complicated by ischemia and finally leading
to right colon perforation. Ischemia complicates up to
forty-two percent of all bowel obstructions (including
patients not in the peripartum period) and significantly
increases mortality and morbidity.!

The postpartum period can rarely lead to colonic pseudo
obstruction of unclear etiology. This pseudo obstruction
can lead to colonic dilation, ischemia of the bowel wall and
eventually perforation. This disease process is very rarely
found post-NVD. The etiology of Ogilvie syndrome is still
unknown, but it has been known to occur with abdominal
trauma, sepsis and abdominal or pelvic surgery. Making
the diagnosis of Ogilvie syndrome is difficult because the
symptoms are very nonspecific. The most common symp-
tom noted in patients with Ogilvie syndrome is abdom-
inal distension.! One article reported that the association
between Ogilvie syndrome and vaginal delivery maybe due
to the declining serum estrogen levels in the postpartum
period.’

Ogilvie syndrome that leads to perforation usually involves
ischemia of the bowel wall. Other ischemia-related condi-
tions can occur in the peripartum period due to a state of
hypercoagulability during pregnancy. The most common
ischemic event during the peripartum period is venous
thromboembolism (VTE), this can occur anywhere, but
commonly in the mesenteric, splenic, portal, pelvic and
deep veins of the leg. Other postpartum ischemia-related
conditions are: Sheehan syndrome, hypovolemic acute
renal failure, ischemic heart disease and ischemic stroke.”
VTE in the postpartum period has a prevalence of 1 in
1600. Maternal deep vein thrombosis is more often associ-
ated with PE than as an isolated finding,® PE is the seventh
leading cause of maternal mortality (nine percent).’

The clinical signs of abdominal distension in the postpar-

tum period should warrant a high suspicion for further
evaluation despite these patients being generally healthy.
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Conclusion

Colonic perforation is extremely rare in postpartum
patients, but can happen, even in otherwise healthy wom-
en. The initial symptoms of abdominal distension and pain
are vague, and sometimes expected in this population, but
should raise consideration for further work-up or monitor-
ing as the results can be devastating.

Lessons Learned

Postpartum patients with any abnormal abdominal dis-
tension or tenderness should be given a thorough eval-
uation. At the very least, these patients should have an
abdominal x-ray performed and follow up if symptoms do
not resolve clinically. This early diagnostic consideration
will reduce morbidity and mortality for patients similar to
the one presented in this case.
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