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ABSTRACT

Background: If laparotomy done within 60 days of primary surgery for the original disease it is called re-laparotomy.
Aim of this study was to determine the risk factors causing re-laparotomy, the indications, management and outcomes
of re-laparotomy.

Methods: The study was conducted in the department of Obstetrics and Gynaecology, Vijayanagar Institute of
Medical Sciences Hospital, Bellary, Karnataka. It is a 2 year prospective observational study of all the patients with
re-laparotomy following operation done for obstetric or gynaecological indications.

Results: Total 4105 patients underwent major surgery in two years between October 2013 to September 2015. Re-
laparotomy was done in 10 cases. The incidence of re-laparotomy was 0.25% which is mainly for subacute intestinal
obstruction, intraperitoneal haemorrhage, burst abdomen, PPH, rectus sheath hematoma.

Conclusions: Hemorrhage, burst abdomen, infections are the main reasons for re-laparotomy after obstetric and
gynaecological surgeries. Though the incidence of re-laparotomy is low and the outcome is favourable, several
measures must be undertaken to prevent re-laparotomy such as careful surgical technique, meticulous hemostasis and
strict asepsis should be maintained.
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the complications leading to re-laparotomy.! Caesarean
section (C/S) is the most common obstetric operation
carried out in daily obstetric practice and the incidence
has shown a dramatic increase over the last years. With
the improvement of operative technologies, anesthesia

INTRODUCTION

Re-laparotomy is original Greek word with three
components re-repeated, Laparo-stomach and tomie-cut.
If laparotomy done within 60 days of primary surgery for

the original disease it is called re-laparotomy. Early re-
laparotomy is one that is done, within 21 days of the
primary surgery. If the laparotomy is done which is
planable, repeated and multiphasic to complete the
primary surgery is not considered as re-laparotomy. It is a
difficult decision requiring good clinical judgement. Even
some times inappropriate decision may be deleterious to
the patient leading to increased morbidity and mortality.
Increasing trends in caesarean sections performing
surgeries at the peripheral centres where non availability
blood bank facilities, intensive care units still increases

coverage, blood transfusion facilities and safety of
Caesarean section have increased considerably. Still it is
a major operation and is associated with certain risk and
complication.?

Now a day's with the rising trend of caesarean section in
peripheral hospitals in our country the postoperative
complications are also gradually increasing.®

Complications following caesarean section are higher
than that of vaginal delivery. This depends on the surgical
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technique, institutional facilities and also the indication of
surgery. Re-laparotomy following caesarean section is
considered in the event of a near miss maternal
mortality.* The decision to operate and the surgery itself
must be performed by senior and experienced surgeons.
The selection of the patients to undergo this re-
laparotomy must be properly chosen so that they benefit
from the surgery. If not then the situation may be
deleterious as there is a high risk of mortality in such
cases. An early identification of the complication of the
previous surgery can lead to an early diagnosis and
treatment so that the morbidity and mortality is reduced.®

The objective of this study is to know the indications, risk
factors, procedure undertaken during re-laparotomy and
its outcome and how to prevent need of re-laparotomy.

METHODS

This is a prospective study conducted at dept. of OBG
VIMS Ballari, Karnataka. All the patients who were
operated at our hospital for any obstetric or
gynaecological cause or operated outside and referred to
our hospital thereafter are included in this study for two
years between October 2013 to September 2015. These
patients were observed for the development of wound
complications during their stay in the hospital. Those
patients who developed wound complications that
required re-laparotomy were included in the study.

Inclusion criteria

e Patients who underwent primary surgery within the
hospital or outside and referred thereafter.

e Patients following any gynecological/obstetrical
surgery which gave rise to complication.

e Time interval between the occurrence of
complication between 0-60 days from the date of
primary surgery.

Exclusion criteria

e Time interval more than 60 days following primary
surgery.

RESULTS

There were total 10 cases who underwent re-laparotomy
out of 4105 major obstetric and gynaecological surgeries.
Incidence of re-laparotomy was 0.25%.

In 8 patients (80%) primary surgery done was LSCS on
emergency basis while 2 patients (20%) had elective
surgery one being abdominal anterior sling operation for
uterovaginal prolapse and other being staging laparotomy
for ovarian carcinoma.

Major indication (Table 1) for re-laparotomy in our study
was PPH, followed by burst abdomen and rectus sheath
hematoma.

Table 1: Nature of complications among the patients.

Burst abdomen 2 20
Peritoneal hemorrhage 1 10
Rectus sheath hematoma 2 20
Subacutt_e intestinal 1 10
obstruction

Post partum hemorrhage 3 30
Cecal perforation with 1 10

sepsis

All the cases requiring re-laparotomy were analysed by
co-relating (Table 2) with indication for primary surgery
and predisposing factors for re-laparotomy. Indication for
primary surgery per say did not appear to contributory
factor in re-laparotomy. Major predisposing factor for re-
laparotomy was atonic PPH, insecure knots and post
operative abdominal distension.

Table 2: Correlation of primary surgery with indication and predisposing factors for re-laparotomy.

Burst abdomen (no-2)

Peritoneal hemorrhage (no-1)

Emergency LSCS for Obstructed labour
Staging laparotomy for ovarian carcinoma 1 (50%)
LSCS done outside, indication not known 1 (100%)

Abdominal distension
post operatively (100%)
insecure knots (100%)

1 (50%)

Rectus sheath hematoma Previous LSCS 1 (50%) insecure knots (100%)
(no-2) Eclampsia with unfavourable cervix 1 (50%)

Subacute intestinal obstruction  Anterior sling operation for nalliparous 1 (100%) Mersilene tape

(no-1) prolapsed displacement(100%)
Post partum hemorrhage (no-  Placenta previa 1 (25%) . 0

3) CPD 2 (75%) Atonic PPH(100%)
Cecal perforation with sepsis Previous LSCS with scar tenderness 1 (100%) Intra operative

(no-1)
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Table 3: Procedures performed during re-laparotomy.

Burst abdomen

Peritoneal hemorrhage

Rectus sheath hematoma
Subacute intestinal obstruction

Post partum hemorrhage
Hysterectomy
Cecal perforation with sepsis

Cases were also analysed (Table 3) for the procedure
performed during re-laparotomy. Increased morbidity is
seen in patients with re-laparotomy with prolonged
hospital stay, need for blood transfusion and increased
incidence of post operative infection. One patient died
due to sepsis secondary to cecal perforation.

DISCUSSION

Complications inevitable in surgery. In some
circumstances, they may call for a re-laparotomy,
requiring the patient to go back to the operating room.
Caesarean section is a major abdominal operation with
it’s attendant complications to the mother including
hemorrhage, infection and injury to other organs. In day
to day obstetric practice we have to deal with post
caesarean complications associated with maternal
morbidity and mortality. The goal of RL is to manage
complications of the previous surgery, prevent intra-
abdominal infection or sepsis, maintain hemostasis and
carry out delayed curative surgery.®

During our study period, there were a total of 4105 major
operations and 10 cases required re-laporotomy following
primary operation (0.25%).

Total of 3922 were number caesarean, number of re-
laparotomy after caesarean were 8 (0.20%). According to
Levin et al. and study by Gedikbasi as cited by Ahmed
Khan NB et al, the rate of re-laparotomy after caesarean
was 0.2% and 0.12% respectively.* In study by Raagab
AE, incidence was 1.04%.” The rate of re-laparotomy
following caesarean section in our study was comparable
to the other studies quoted. The majority of previous
studies reported a rate of relaparotomy ranging between
0.2%-0.7%.8-10

The incidence of re-laparotomy after gynaecological
operations were 1.09%. It is comparable with study done
by Shyamal D et al (0.77%).™ The higher incidence of re-
laparotomy after gynaecological surgery may be due to
old age of women with associated complications like
malignancy and severe degree of endometriosis.
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Tension band wiring with secondary suturing
Hemoperitonium drainage and ligature of bleeder
Exploration of hematoma with ligation of bleeder
Release of obstruction by removing mersilene tape
Compression suture alone

Compression suture with internal iliac artery ligation

Right hemicolectomy

2 (20%)
1 (10%)
2 (20%)
1 (10%)
1 (10%)
1 (10%)
1 (10%)
1 (10%)

For re-laparotomies, mortality clusters around digestive,
urologic, trauma with regards to initial operations.
However obstetrical and gynaecological interventions are
not always safe in these terms either.® Present study
revealed an overall mortality rate of 10% for cases
undergoing re-laparotomies which is comparable with
study done by Dasgupta S et al.!* In present study, 1 case
ending up with mortality had an infectious component of
complication. Local infectious problems such as
perforation of the colon must be handled meticulously
and in co-operation with infectious diseases discipline.
Conditions involving other organs such as pneumonia
should not be ignored to eliminate infectious foci
effectively. It can be inferred that the development of
systemic  sepsis, systemic inflammatory response
syndrome, and multiple organ failure maintain a high rate
of mortality after re-laparotomies despite the advances in
critical care, surgical technique and antibiotics.®

Caesarean section on demand has become an increasingly
common option for obstetrical patients recently.
However, physicians should be mindful of and inform the
patient about the complications, mortality and morbidity
rates associated with the caesarean delivery in
comparison to vaginal delivery. The CS procedure should
be performed selectively for appropriate and necessary
cases. It has been suggested that the indications for CS
are often for social or inappropriate reasons. The World
Health Organization (WHO) recommends that the CS
rate should no higher than 15%. Another factor that
would decrease the rate of CS is encouragement of
vaginal birth after previous caesarean section.®

Securing hemostasis is must for a safe and successful
surgery. Obstetricians should use blunt dissection of
subcutaneous tissue and unipolar coagulation after
delivery of the infant.® More than 50% of cases in our
study underwent re-laparotomy due to complications
related to haemorrhage.

Bleeding can occur from hypogastric, epigastric or

uterine arteries or even the uterine incision.? In case of
hysterectomy failure to ligate securely a significant
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bleeding vessel, bleeding from vaginal cuff, and slippage
of ligature or avulsion of tissue before or after clamping
can be the cause of haemorrhage.'? Bleeding secondary to
uterine atony is preventable by adopting active
management of the third stage of labor in women with
identifiable risk factors for uterine atony by either rectal
misoprostol or oxytocin infusion.*

In present study Bleeding into the abdomen (10%), post
partum haemorrhage (30%), rectus sheath hematoma
(20%). It is comparable to the study done by IP Alam et
al.® In study by Seal SL et al post-partum hemorrhage
(42.4%) and rectus sheath hematoma (27.3%) were the
leading causes for relaparotomy.®

It is essential to achieve proper hemostasis to ensure a
safe and successful surgery. It is important to be careful
about bleeding during transverse cutting and suturing of
lateral extensions of rectus sheath.® Bleeding points on
under surface of rectus sheath should always be checked
and secured to prevent rectus sheath hematoma.4

In study by Levin et al, as cited by Ahmed Khan NB et al
the main indication for re-laparotomy was hemodynamic
instability due to suspected intra-abdominal bleeding or
uncontrolled PPH.* Bleeding secondary to atony or
placenta previa are unpreventable situations, but
complications of bleeding into the abdomen or hematoma
formation, depend on the surgeon’s, surgical techniques
and tissue factor.® Other indications for re-laparotomy in
our study were subacute intestinal obstruction (10%),
burst abdomen (20%) and peritonitis (10%) which was
comparable to study done by Fazari AB et al.’® It was
concluded that best possible closure technique includes
the following: a mass closure (compared to layer
closure), a simple running suturing technique, use of
absorbable monofilament suture material and suture
length-to-wound length ratio of 4:1.5 Compliance with
these recommendations, along with careful manipulation
and enrolment of experienced staff in re-laparotomy
cases, may Yyield better outcomes with decreased
incidence of re-laparotomy. In our study, one fatal case
had history of cecal perforation. This can be a source for
peritonitis and sepsis, therefore attention must be paid not
to damage other abdominal organs during surgery. Khan
et al reported a case fatality rate of 18.5%.* A rate of
12.76% and 15.38% were reported in two studies from
India, while no deaths were encountered in the study
done by Lurie et al.%*® This wide variation in incidence
of maternal mortality reported in different studies is due
to wvariable availability of safe procedure, skilled
personnel, adequate blood components, facilities for rapid
transfer of complicated cases, close monitoring and
timely decision for intervention.

CONCLUSION
Re-laparotomy is rare condition with limited likelihood

of prevention in surgical practice of obstetrics and
gynaecology. Patients with previous LSCS, atonic uterus
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and post operative abdominal distension are more likely
to be at risk of re-laparotomy. If adequate hemostasis is
achieved at the time of primary surgery considerable
number of re-laparotomies might be avoided. Infectious
complications like colon perforation have significantly
higher rate of mortality. These findings must be taken
into account at the time of decision making and
counselling the patient before re-laparotomy is
performed.
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