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Introduction

Weak uterine contractions during cesarean section are the
most common cause of Postpartum Hemorrhage (PPH) [1], ac-
counting for 70-80% of cases, with a progressive increase [2-4],
For weak uterine contractions in addition to the first use of uterine
contraction agents, when they are ineffective, surgical treatment
needs to be used as early as possible [5,6]. The B-Lynch method
of uterine loop suturing and intrauterine balloons Intrauterine
Balloons (IUB) are relatively easy and commonly used methods
to stop bleeding, but in recent years complications associated
with uterine loop suturing have been reported, such as myome-
trial damage necrosis, catastrophic uterine rupture in mid to late
pregnancy, uterine adhesions, secondary infertility, etc., causing
pelvic and abdominal adhesions and bringing about a significantly
higher incidence of complications [7-12]. Recently, in our hospital,
due to intraoperative uterine contraction weakness after using
circumferential suturing caused partial ischemic necrosis of the
uterus and secondary infection, the patient was treated conser-
vatively for up to 6 months and eventually the ischemic necrotic
tissue of the uterus gradually returned to normal and the infec-
tion was controlled, the clinical data of this patient combined with
literature review is reported below.

Case information

Female, 26 years old, primigravida. The pregnancy was termi-
nated by cesarean section due to social factors, intraoperatively
the uterus was weakly contracted after placental spontaneous
abruption, and she was given 20 U of contractin, 2 ml of mothe-
rwort uterine body injection, 0. 2 mg of ergometrine maleate
injection drip, 2 layers of myometrium were continuously sutu-
red with barbed sutures, and 1 layer of plasma myometrium was
continuously sutured with barbed sutures, the uterus was still
weakly contracted like a sack, continuous massage of the uterus
was ineffective, she was given 0. 9% NS+ The uterus contraction
was still not improved, the uterus was quickly delivered outside
the abdominal cavity, and the uterus was circumferentially su-
tured and tied with 1-0 absorbable thread in the non-vascular
area of the broad ligament of the parametrium for 3 times with
an interval distance of about 5.0 cm, the uterus was observed to
be circumferential in shape, the uterus was normal in color, and
no blood was oozing from the suture eyes, and the uterus was
placed into the The pelvic cavity was explored and the abdomen
was closed after the uterine incision suture was free of blood and
the bilateral adnexa were free of abnormalities. On postopera-
tive day 4, he developed fever and was treated with ceftazidime
+ ornidazole. On postoperative day 11, he was still febrile, and
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the culture result of vaginal secretion suggested Escherichia coli
(+). Moxifloxacin + Ornidazole triple anti-infection. On the 13th
postoperative day, fever was still present, and in order to be alert
to potential fungal infection, the medication was adjusted to the
combination of meropenem + voriconazole anti-infective treat-
ment. No fever was observed after the 15th postoperative day.
Relevant postoperative ancillary tests are shown in Figures 1, 2
and 3 below.

Figure 1: Postoperative review MRI images.
(A): postoperative day 11; (B): postoperative day 15; (C): postopera-
tive day 25; (D): postoperative day 59; (E): postoperative day 188.
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Figure 2: Pathological pictures: HE staining, immunohistochemistry
x20. (1). more necrotic smooth muscle with acute septicinflammatory
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CTabIe 1: Postoperative antibiotic use in this case. )
Time (post-operative) Fever Antibiotics
the same day not Cefuroxime sodium

4d have | Ceftazidime + Ornidazole
11d have | Ceftazidime + Ornidazole + Levofloxacin ::;g)lzd:::z):;OPpO::;)t?\/eth;\;EBf;V;;\;: sz:ff:;i;;\l/tera;;; Zg;i::a)‘:gzzstopera-
12d have | Meropenem + Moxifloxacin + Ornidazole tive day 67; (D): postoperative day 125; (E): postoperative day 188.
13d have | Meropenem + voriconazole \\ J
15d not Meropenem + voriconazole

CTabIe 2: Post-operative review of the mother in this case.

)

Time ) Time
) Magnetic resonance results 3 Color ultrasound results
(post-operative) (post-operative)
The uterus is enlarged and the wall thickened, with The uterine body measures approximately 98 x 89 x 59 mm, and
11d fascicular changes seen in the fundic-body junction area, 34d an inhomogeneous echogenic mass measuring approximately 65
which is poorly defined. X 66 x 45 mm is seen in the uterine cavity.
The uterus was enlarged, wall thickened, and fasciculated . . . .
. . R . The uterine body is approximately 78 x 89 x 55 mm in size, and
changes were seen in the fundic-body junction area, R . L
15d ) ] . 48d an inhomogeneous hyperechoic mass of 55 x 77 x 50 mm in size
which was reduced from the previous subserosal cystic X . . .
) e is seen in the uterine cavity.
lesion within the uterus.
The uterus was enlarged and wall thickened, with . .
. . K . The size of the uterine body was about 67 x 61 x 37 mm and the
fascicular changes seen in the fundus-body junction area, X . . .
25d o . X 67d size of the inhomogeneous hyperechoic mass was seen in the
64 mm in diameter; the cystic lesion was reduced from . R
. uterine cavity about 51 x 47 x 29 mm.
the previous fundus and body of the uterus.
The uterus is slightly enlarged and a round-like cystic lon
. € _y g . ¥ & The size of the uterine body is about 31 x 39 x 35 m, and a mixed
T2 signal of approximately 44X39X6 2mm is seen at the . . . .
59d o . 125d echogenic area with a range of about 28 x 13 m is seen in the
base of the uterus, which is reduced from the previous . . X
. X middle and lower part of the uterine cavity.
cystic lesion at the base of the uterus.
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The uterus was not abnormal in size or morphology,
and the bottom wall was seen to be 12m m in diameter

The size of the uterine body was about 34 x 37 x 27 mm, and an

188 d . i o . 188 d area of 11 x 6 mm inhomogeneous echogenicity was seen within
isosignal; it was significantly smaller than the previous . i o
fundal uterine lesion. the myometrium at the lower anterior wall incision.
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