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Cesarean section incision along the posterior
uterine wall — an obstetric and surgical
complication of an obstructed pelvis due to
previous endometriosis

Cisarsky ez podél zadni stény délohy — porodnicka a chirurgicka
komplikace nepriichodné panve v dusledku predchozi endometridzy
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Summary: Pelvic endometriosis is a well-known clinical risk factor for pelvic inflammation and adhesions. We present a complex case of a woman

undergoing a cesarean section where the traditional incision on the anterior lower uterine segment was not possible due to a congested pelvis.

The newborn was delivered using a posterior uterine wall incision with rotation of the round ligament.
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Souhrn: Panevni endometriéza je dobre zndmym klinickym rizikovym faktorem panevniho zanétu a srlistd. Prezentujeme zde komplikovany

ptipad zeny po cisaiském fezu, kdy tradi¢ni fez na prednim dolnim déloznim segmentu nebyl mozny z dlivodu méstnavé panve. Novorozenec
byl porozen pomoci fezu zadni stény délohy s rotaci okrouhlého vazu.
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Introduction

Deep endometriosis is present in 1% of
women of reproductive age and gen-
erally causes very intense pain due to
the rich innervation of the structures in-
volved (sensitive A-delta, C, cholinergic,
and adrenergic fibers) [1]. The lesions in-
filtrate the smooth muscle layers of the
intestines, bladder, and vagina, giving
rise to a desmoplastic reaction. The le-
sions appear nodular or plaque-like [2].

The symptoms of deep endometrio-
sis (dysmenorrhea, dyspareunia, chronic
pelvic pain, rectal bleeding) are often
disabling to the intestinal and urinary
tracts, significantly compromising the
patient’s quality of life. The diagnosis
can be confirmed by diagnostic inves-
tigations such as ultrasound and mag-
netic resonance imaging (MRI). Trans-
vaginal ultrasound can be performed
to verify suspicion of endometriosis

when abdominal and pelvic physical ex-
aminations are negative, and it is use-
ful in identifying endometriomas and
deep endometriosis. Pelvic MRI should
not be suggested as a first-level inves-
tigation for the diagnosis of endome-
triosis in women with typical signs and
symptoms; rather, it should be used to
evaluate the extent of deep endome-
triosis of the intestines, bladder, and ure-
ters [3,4]. The absolute indications for
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surgery are failure of medical therapy,
intestinal obstruction, and hydroureter-
onephrosis. Surgical techniques for the
treatment of intestinal endometriosis in-
clude excision of the endometriotic nod-
ule and its removal together with the

surrounding rectal wall (discoid resec-
tion) or intestinal resection [5-71.

In the following case, the absence of
symptoms seemed quite surprising con-
sidering the significant adhesions with
an obstructed pelvis, although stage IV

Fig. 1. Sagittal T2-weighted MRI with contrast medium showing hypointense
tissue protruding into the lumen as per endometriotic localization at the level
of the bladder dome (red arrows) (A). Sagittal T2-weighted MRI with contrast
medium. Note the deep pelvic endometriosis (stage IV, AFS and ASRM classifi-
cation) involving the round ligament, the ovaries and the sigma (B).

Obr. 1. Sagitalni T2-vazena MR s kontrastni latkou ukazujici hypointenzivni

tkan vy¢nivajici do lumen podle endometriotické lokalizace na urovni klenby
mocového méchyre (Cervené Sipky) (A). Sagitélni T2-véZzenad MR s kontrastni lat-
kou. VSimnéte si hluboké panevni endometridzy (stadium IV, klasifikace AFS

a ASRM) zahrnujici okrouhlé vazivo, vajecniky a sigma (B).

Fig. 2. Sagittal T2-weighted MRI demonstrating a spiculated, needle-like locali-
zation of endometriosis on the uterosacral ligament and on the peritoneal

reflection plane (A) (red arrow). Axial T2-weighted MRI detecting a localization
of deep pelvic endometriosis infiltrating the full thickness of the distal sigmoid

loops (blue line and blue contour) (B).

Obr. 2. Sagitalni T2-vazena MR prokazujicispikularni, jehlovitou lokalizaci endo-
metridzy na uterosakralnim vazu a na peritonedlni reflexni roviné (A) (Cervena
Sipka). Axialni T2-vazena MR detekujici lokalizaci hluboké panevni endometriézy in-
filtrujici celou tloustku distalnich sigmoidnich klicek (modra ¢ara a modry obrys) (B).

endometriosis did not compromise the
function of the organs, including the re-
productive organs.

Case report

A 35-year-old woman who presented
with pelvic pain, dysmenorrhea, and
rectal bleeding underwent diagnostic
checks and was subsequently oper-
ated on for deep endometriosis. A pelvic
T2-weighted MRI with contrast me-
dium performed prior to surgery doc-
umented the following: endometriotic
localization at the level of the blad-
der dome, deep pelvic endometriosis
(stage IV, AFS, and ASRM) involving the
round ligament, ovaries and sigma, and
deep pelvic endometriosis infiltrating
the full thickness of the distal sigmoid
loops [6,7] (Fig. 1-3).

Surgical intervention consisted of the
removal of endometriosis with excision
of the endometriotic nodules of the par-
aovarian dimples, uterosacral endome-
triosis, and endometriosis of the blad-

Fig. 3. Axial T2-weighted MRI de-
tecting a left ovarian endometrioma
with shading effect on the left (hypo-
intense level descending from hemo-
globin degradation products) and pa-
raovarian endometriosis infiltrating
the sigmoid colon (blue arrows).

Obr. 3. Axidlni T2-vdzena MR deteku-
jici endometriom levého vaje¢niku se
stinicim efektem vlevo (hypointen-

zni stupen tvorfeny produkty rozpadu
hemoglobinu) a paraovarialni en-
dometridzu infiltrujici sigmoideum
(modré Sipky).
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Fig. 4. Transvaginal ultrasound per-
formed at 38.5 weeks’ gestation
detecting a placenta previa, partial
type. Cx - cervix, FH - fetal head,

Pl - placenta.

Obr. 4. Transvaginalni ultrazvuk pro-
vedeny ve 38,5 tydnu gestace de-
tekujici placentu previa, parcialni typ.
Cx — délozni ¢ipek, FH - hlava plodu,
Pl - placenta.

der. A sigmoid rectum resection was
also necessary due to the presence of
multiple endometriotic localizations at
the level of the sigmoid rectum with in-
volvement of the submucosal layer. At
the end of the operation, salpingochro-
moscopy was performed with methyl-
ene blue, demonstrating bilateral tubal
patency. The post-operative period was
uneventful, and in the following years,
the patient had no problems.

Seven years later, the patient became
pregnant with an uneventful course
and fetal growth within the normal
range. Ultrasound evaluation using the
transvaginal approach detected a pla-
centa previa, major type (placenta en-
tirely covering the internal cervical os);
therefore, a planned cesarean section
with the fetus in cephalic presenta-
tion was scheduled to be performed at
38.5 weeks of gestation (Fig. 4).

In the operating room, the anatomical
situation was considered complex due
to the presence of extensive abdom-
ino-pelvic adhesions leading to an ob-
structed pelvis. The opening of the ab-
dominal wall was very difficult due to
numerous tenacious omental-intestinal-
parietal adhesions that completely oc-
cluded the pelvis and parieto-colic flex-

Fig. 5. The lower uterine segment was incised along the posterior wall. Conti-
nuous entangled suturing of the posterior uterine wall, with left round liga-
ment rotated anteriorly to the right (A). Further lysis of adhesions between
bladder and lower uterine segment to allow correct rotation of the uterus.
Note that the bladder is rotated posteriorly with respect to the anterior uterine
wall (B). The uterus in physiological positioning following repositioning. Note
the absence of the anterior uterine closure of the lower uterine segment (C).
Obr. 5. Dolni délozni segment byl nafiznut podél zadni stény. Kontinualni zapletené
Siti zadni stény délohy, s levym okrouhlym vazem rotovanym zeptedu doprava (A).
Dalsi lyza adhezi mezi mo¢ovym méchyfem a dolnim déloznim segmentem pro
umoznéni spravné rotace délohy. V§imnéte si, Ze mocovy méchyr je rotovan do-
zadu vzhledem k predni sténé délohy (B). Déloha ve fyziologické poloze po repoz-
ici. VSimnéte si absence predniho uzavéru dolniho délozniho segmentu (C).

ures. Therefore, the obstructed pelvis
prevented the visualization of the preg-
nant uterus. The adhesions were care-
fully lysed. Numerous varicose veins
were found, and the adhesions were iso-
lated between the uterine body, blad-
der, and left round ligament, which ap-
peared in a right antero-medial position
due to uterine rotation. Further careful
lysis of adhesions was carried out until
the uterine portion of the abdominal or-
gans was freed. A modified cesarean sec-
tion was then performed by a uterine in-
cision made on the posterior wall of the
uterus, which was fixed in a 180° rotation
(from left to right) in a posterior-anterior
direction. The uterus was repositioned
into its physiological position (Fig. 5).
Histological examination of the pla-
centa demonstrated hypercapillariza-
tion of the terminal villi and presence of
immature intermediate villi (Fig. 6).

Discussion

The reported case is abnormal both clin-
ically and symptomatically. Major sur-
gery for endometriosis was reported
without clinical sequela. The patient was

centa demonstrated chorionic villi mor-
phologically of the third trimester, hy-
percapillarization of the terminal villi,
and presence of immature interme-
diate villi. Nodes and syncytial bud for-
mation, as per hypoxic suffering. A sin-
gle focus of villus intervillositis was
highlighted (VUE ungradable - possi-
ble low-grade). Three-vessel umbilical
cord with focal Wharton's jelly edema.
Obr. 6. Histologicky fez placentou
prokézal choriové klky morfologicky
tretiho trimestru, hyperkapilarizaci ter-
minalnich klk{ a pfitomnost nezralych
intermedialnich klk{. Uzliny a tvorba
syncytialnich pupent podle stupné
hypoxie. Bylo zvyraznéno jediné ohni-
sko intervilositidy klkd (VUE negrado-
vatelné - mozny nizky stupen). Pupecni
$nudra se tfemi cévami s fokdlnim Whar-
tonovym rosolovym edémem.
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asymptomatic in the following years
and took hormone therapy until she
decided to become pregnant. No an-
atomical abnormalities were found at
all follow-up ultrasound examinations.
In fact, such a described postoperative
anatomical abnormality is very difficult
to diagnose, and since the patient was
asymptomatic, no further diagnostic in-
vestigations were performed other than
ultrasound examination at the sched-
uled annual check-up.

The pregnancy had a physiologic
course and ultrasound diagnosis of
a highly vascularized placenta previa,
which raised the question of placenta
accreta spectrum (PAS). The presence of
placenta previa, a previous cesarean sec-
tion, and maternal age are the main risk
factors for the occurrence of PAS [8,9].
In particular, scientific literature shows
a direct correlation between previous
uterine surgery and abnormal placen-
tal adhesion [10,11]. In the present
case, two of the three major risk factors
for the diagnosis of PAS were present:
the patient underwent a cesarean sec-
tion at 42 years of age with a diagnosis
of highly vascularized placenta previa.
However, the patient was a nullipara, i.e.
a woman who had never been pregnant
and therefore had no cesarean section,
which also excludes another risk fac-
tor such as multiplicity. The patient had
not undergone previous uterine surgery
such as myomectomy; in fact, the endo-
metriosis surgery the patient had under-
gone did not anatomically involve the
uterus. The risk of PAS increases expo-
nentially as the number of cesarean sec-
tions increases.

Transvaginal ultrasound is the "gold
standard" for the diagnosis of PAS. If the
diagnosis of PAS is suspected on transab-
dominal ultrasound at 20-22 weeks, it
should be confirmed by transvaginal ul-
trasound. The ultrasound diagnosis of
low insertional placenta was made at
the beginning of the second trimester
and the patient was followed over time
to assess the process called "placental

migration." Several studies have shown
the likelihood of PAS persistence at de-
livery based on how many millimeters
the placental flap covers the internal cer-
vical os. If the placenta covers the inter-
nal cervical os > 25mm at transvaginal
ultrasound between 18 and 23 weeks,
most likely the placenta remains as pre-
via to term. Additional transabdominal
and transvaginal ultrasound are per-
formed at 32 weeks of gestation to con-
firm the diagnosis and provide appro-
priate counseling.

The diagnosis of placenta previa with
rich vasculature but without signs of PAS
was supported by the absence of ultra-
sound features in 2D ultrasound of the
gray scale: loss or irregularity of the hy-
poechogenic retroplacental zone (clear
space), presence of focal exophytic
masses invading the bladder, and ab-
normal vascular lacunae. Even color
Doppler evaluation did not clearly show
the diagnostic criteria, such as turbulent
flow in the lacunae, hypervascularity of
the uterine-serosal vascular interface,
and vasodilatation of the peripheral
subplacental zone [12]. The patient had
a normal physiologic course, no contrac-
tions or blood loss, and therefore no fur-
ther investigations were performed; in
fact, the surgery for endometriosis had
not involved the uterus, so there was no
indication for further investigation. MRI
probably could have helped in the dia-
gnosis in this case.

The role of MRI is controversial [13],
because it is a more expensive method
than ultrasound and requires more ex-
perience than sectoral expertise in the
evaluation of abnormal placental inva-
sion [8]; moreover, the sensitivity and
specificity obtained by MRI are compa-
rable to those of ultrasound [14]. In this
case, MRl was not performed because
the suspicion of abnormal placental in-
sertion, the absence of symptoms, and
the absence of previous surgery not re-
lated to the uterine body were not found.

Delivery planning followed the indica-
tions suggested in the literature for pla-

centa previa surgery, although many pa-
tients with placenta previa may present
for emergency preterm cesarean sec-
tion due to sudden onset of bleeding.
A multidisciplinary team was involved,
including an experienced gynecologic
surgeon, an alerted transfusion center,
a urologist, and a facility with an inter-
ventional radiologist [15]. The team of
experienced surgeons was also planned
because of previous endometriosis sur-
gery in which numerous adhesions
of the abdomino-pelvic organs were
expected.

Conclusion

The pregnancy had a physiologic course
and ultrasound diagnosis suspected
of highly vascularized placenta previa
without obvious signs of PAS. The role
of MRI in pregnancy for the diagnosis
of placental anomalies is controversial.
In the case presented, it was not consid-
ered because of the absence of risk fac-
tors; there were also no conditions to be-
lieve such large adhesions involved the
uterus. MRI probably would have helped
in the diagnosis of abnormal uterine
position.
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