
Case Report J Med Cases. 2014;5(4):204-207

PressElmer 

Articles © The authors   |   Journal compilation © J Med Cases and Elmer Press Inc™   |   www.journalmc.org
This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted use, distribution, and reproduction 

in any medium, provided the original work is properly cited

Incarcerated Omentum With Tamponade Effect in the 
Uterine Perforation Scar After Dilation and 

Curettage: A Case Report
Myounghwan Kima, b

Abstract

Perforation of the uterus is the most common immediate complica-
tion at the time of dilatation and curettage (D&C). We experienced 
the case of a patient with intra-abdominal extrusion of fetal part 
and incarcerated omentum in the perforation site of uterine fundus 
after D&C. It resulted in massive bleeding after the reduction of the 
incarcerated omentum which had a tamponade effect. A 26-year-
old gravida 2, para 1 woman was referred to our hospital because 
of uterine perforation during D&C. A laparoscopic exploration was 
performed. Bleeding started massively at the perforation scar after 
reduction of the incarcerated omentum which had a tamponade ef-
fect. Though bleeding from perforation site stopped after laparo-
scopic myometrial repair, vaginal bleeding persisted further. The 
placing of an intrauterine balloon tamponade stopped the vaginal 
bleeding. The patient recovered successfully and was discharged on 
the fifth postoperative day.
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Introduction

Perforation of the uterus at the time of dilatation and curet-
tage (D&C) is the most common immediate complication. 
The risk of perforation is increased by factors that make ac-
cess to the endometrial cavity difficult (for example, cervi-
cal stenosis) or alter the strength of the myometrial wall (for 
example, pregnancy, menopause). Most uterine perforations 
escape medical detection without hemorrhage or visceral in-

jury [1]. Perforation at the fundus is most common and typi-
cally leads to minimal bleeding, though it occurs, whereas a 
lateral uterine perforation may lacerate uterine blood vessels, 
thus resulting in immediate and profuse hemorrhage and, 
possibly, a broad ligament hematoma. We experienced the 
case of a patient with incarcerated omentum in the perfora-
tion site of uterine fundus after D&C, resulting in massive 
bleeding after the reduction of the incarcerated omentum 
which had a tamponade effect. It was treated with laparo-
scopic suture and intrauterine balloon tamponade.

 
Case Report

A 26-year-old gravida 2, para 1 woman was referred to our 
hospital because of uterine perforation during D&C. The pa-
tient underwent a D&C for elective termination of pregnancy 
at week 11. The patient complained of lower abdominal pain 
and the physical examination revealed diffuse abdominal 
tenderness and rebound tenderness. Vital signs were mea-
sured with blood pressure 117/59 mmHg, pulse rate 73 beats 
per minute and body temperature 36.5 °C. The serum hemo-
globin was 13.0 g/dL, hematocrit was 37% and the leukocyte 
level was 8,900/μL. The transvaginal ultrasound scan dem-
onstrated a thickened endometrium (16 mm). Both ovaries 
were normal; however, the pouch of Douglas was filled with 
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Figure 1. Ultrasound scan shows 1.9 cm of fluid collection in 
the pouch of Douglas.
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free fluid (1.9 cm) (Fig. 1). The abdomino-pelvic computed 
tomography (CT) showed no evidence of bowel injury ex-
cept hematoma around perforation scar (Fig. 2). The vital 
signs remained stable during monitoring. The hemoglobin 
was 12.3 g/dL and the fluid collection in the pouch of Doug-
las was 2.1 cm on ultrasound scan after 4 h. After a sono-
guided curettage of the remained conceptus in the uterine 
cavity, we decided to closely observe the patient. During the 
night, the body temperature was elevated and sustained be-

tween 38.0 and 38.5 °C. On the following day, a laparoscopic 
exploration was performed. Upon entering the pelvic cavity, 
about 100 cc of blood was noted in the pouch of Douglas. 
The omentum was incarcerated with a hematoma in the per-
foration scar of the uterine fundus, but a bowel injury was 
not found (Fig. 3A). To reduce the incarcerated omentum, 
it was pulled with a traumatic forcep. Bleeding started mas-
sively at the perforation scar after reduction of incarcerated 
omentum (Fig. 3B). A figure-of-eight suture at the perfora-
tion site stopped the bleeding. Fetal part was expelled into 
abdominal cavity (Fig. 3C) and a blood clot was evacuated 
with suction and forcep. Just as soon as we removed uterine 
manipulator, torrential vaginal bleeding commenced. Vagi-
nal bleeding was stopped after one more deep figure-of-eight 
suture into the myometrium just at right side of previous 
stitch and placing an intrauterine balloon tamponade (Fig. 
3D). The estimated amount of vaginal bleeding was about 
800 cc. During the operation, four units of packed red blood 
cells were transfused. The patient recovered successfully and 
was discharged on the fifth postoperative day.

Discussion
  
D&C is a diagnostic and therapeutic surgical procedure used 
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Figure 2. Abdomino-pelvic computed tomography shows he-
matoma around the perforation scar.

Figure 3. Laparoscopic view: about 100 cc of blood in the pouch of Douglas and incarcerated omentum in the perforation scar of 
uterine fundus with hematoma (A), bleeding from perforation scar after removing incarcerated omentum (B), abdominal extrusion 
of fetal part (C) and after suturing the perforated scar (D).
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frequently throughout the world and is considered to be rela-
tively safe with a low overall complication rate of 0.7% [2].

The rate of perforation varies with the indication for 
the procedure. Perforation is most common when attempt-
ing control of postpartum hemorrhage (5.1%) and is less 
frequent during diagnostic curettage (0.3% in the premeno-
pausal patient and 2.6% in the postmenopausal patient) [3, 
4]. Factors that make access to the endometrial cavity diffi-
cult or alter the strength of the myometrial wall predispose to 
uterine perforation, including [3] cervical stenosis; distortion 
or scarring of the endocervical canal (for example, due to 
cone biopsy); uterine malposition (for example, extreme ret-
roversion or retroflexion); distortion of uterine anatomy (for 
example, due to fibroids, intrauterine adhesions); pregnancy; 
menopausal endometrial atrophy and myometrial thinning; 
menopausal vaginal atrophy and stenosis. In addition, a lack 
of surgical experience, extensive operative procedures (for 
example, resection of fibroids or intrauterine adhesions) and, 
for pregnancy-related procedures, underestimation of gesta-
tional age, have been associated with a higher risk of uterine 
perforation [1, 4, 5].

A perforation should be suspected when a uterine sound, 
dilator or an operating instrument passes beyond the ex-
pected length of the uterus [6]. Ultrasound is often the ini-
tial diagnostic modality to be used for evaluation of uterine 
perforation. On sonography, the perforation may be implied 
by presence of indirect findings like visualization of bowel 
loops in myometrial or endometrial cavity or demonstration 
of extrauterine fetal parts in a pregnant female who has un-
dergone a surgical abortion procedure recently. Sonography 
may sometimes be able to demonstrate the site of uterine 
rupture as a hypoechoic or anechoic transmural defect in 
myometrium extending to endometrium with presence of 
extrauterine fluid [2]. Usage of high resolution transvaginal 
probes can enhance the detection of perforation defects and 
mural hematomas [7]. CT has also been used for diagnostic 
evaluations of uterine perforations in few instances [8]. The 
site of perforation is seen as a hypoattenuating defect with 
disruption of myometrial continuity on the CT.

Relative avascular anterior or posterior midline sur-
faces are the most common sites of myometrial perforations 
in uterine surgeries [8]. Most uterine perforations escape a 
medical detection without hemorrhage or visceral injury [1]. 
Perforations are more likely to be troublesome if the perfora-
tion is laterally located, the defect is more than 1.2 cm, they 
occur after first trimester, or they are associated with a bowel 
injury. In most of cases related with abortion, the perforation 
is recognized by the operator during the procedure. How-
ever, in many cases, perforations may remain clinically un-
diagnosed and the patients were discharged. Some of these 
patients present subsequently with serious complications [9].

A uterine perforation that is not complicated by bleed-
ing or injury to surrounding structures may require obser-
vation only, while a more involved perforation is a surgical 

emergency. Abdominal exploration should be immediately 
performed if there are signs of severe uterine bleeding or a 
vascular or visceral injury is suspected.

Among patients who require abdominal exploration, 
laparoscopy is preferred if the patient is stable since the risks 
of perioperative morbidity are lower. However, it is difficult 
to evaluate the entire bowel at laparoscopy and an experi-
enced operative laparoscopist is needed to accomplish both 
evaluation and repair using laparoscopic instruments.

In our present case, bleeding and imaging studies were 
not serious, but persistent fever, abdominal tenderness and 
rebound tenderness led us to perform a laparoscopic explo-
ration. Uterine perforation was complicated with omental 
incarceration and intra-abdominal extrusion of the fetal part. 
Bleeding started massively at the perforation scar after re-
duction of incarcerated omentum, which had a tamponade 
effect. Though bleeding from perforation site stopped after 
laparoscopic myometrial repair, vaginal bleeding persisted. 
The placement of an intrauterine balloon tamponade stopped 
the vaginal bleeding. It seems that vaginal bleeding was 
due to vessel injury in endometrial cavity as well as due to 
bleeding in the perforation scar. In this situation, placing in-
trauterine balloon tamponade as well as figure-of-eight su-
turing deeply into myometrium is helpful to stop bleeding. 
An abdominal exploration is mandatory if an incarcerated 
omentum is suspected. However, Ozaki et al reported an as-
ymptomatic incarcerated omentum caused by an evacuation-
related uterine perforation that was diagnosed 2 years after 
D&C by accident during cesarean section [10]. The authors 
believe that similar cases of asymptomatic uterine perfora-
tion due to D&C may exist without definitive diagnosis.

In conclusion, laparoscopic exploration is the preferred 
method in the management of a patient with uterine perfo-
ration after D&C. Suture of perforated scar should be per-
formed deeply into the myometrium to stop the bleeding and 
also an intrauterine balloon tamponade is helpful.
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