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Department. A urine dipstick and culture did not showany abnormality. She did not have any pervaginaldischarge or bleeding on initial presentation. Significantfindings on examination were hypotension (70/32mmHg) and epigasric tenderness without any peritonealsigns. On initial investigations she had a raised whiteblood cell (WBC) count and raised liver enzymes (table1). Blood samples were sent for culture and sensitivitytesting. The initial chest and abdominal Xrays did notreveal any abnormality. After resuscitation in the EDand administration of empiric antibiotics, she wasadmitted to the hospital. Initial antibiotics wereintravenous amoxicillin 500 mg every eight hours,intravenous metronidazole 500 mg every eight hoursand intravenous gentamicin 240 mg once daily.Hepatitis serology was requested. A CT scan of theabdomen and pelvis was done which revealed that shehad some free intraabdominal fluid and isolated nonspecific mesenteric nodes (figure 1, 2). Broad spectrumantibiotics were continued. Gentamicin was given for atotal of three days and then stopped. Metronidizole wascontinued. Amoxicillin was changed after three days tocoamoxiclav intravenous 625 mg three times a day forbroader coverage. She remained stable in the hospital.Operative intervention was not advocated initially as her

Table 1: Laboratory parameters of the patient at presentation, during admission and after discharge.

Laboratory parameter (units) At Presentation Pre operative Postoperative day two Post discharge
Hemoglogin (g/L) 109 102 100 136
White count (x109/L) 17.5 40.9 26.3 10.3
Neutrophils (x109/L) 17 38.4 24.2 3.4
Platelets (x109/L) 667 878 672 449
Creactive protein (mg/L) 298 218 102 <5.0
Sodium (mmol/L) 139 139 138 139
Potassium (mmol/L) 3.7 3.8 4.2 4.0
Creatinine (umol/L) 111 59 50 47
Urea (mmol/L) 7.5 2.9 3.5 NA
Total Bilirubin (umol/L) 23 10 6 13
Alkaline Phosphatase (U/L) 612 142 68 94
Alanine aminotransferase (U/L) 557 25 13 34
Aspartate aminotransferase (U/L) 1005 21 29 48
Gammaglutamyltransferase (U/L) 213 52 29 35
Amylase (U/L) 33 26 NA NA
Calcium (mmol/L) 2.2 1.8 NA NA

Figure 1: CT scan of the abdomen showing large amount offree abdominal fluid.
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condition remained stable and there was no definitediagnosis yet. The patient had her first spike of fever onhospital day five. Blood cultures, urine cultures andhepatitis serology were all negative. An endovaginalultrasound and ascitic tap did not help in finding theetiology of her condition. Ascitic fluid sample showed nogrowth in culture. On hospital day nine, she had asudden rise in temperature and an increase in WBCcount. On examination she now had increasedtenderness and started to develop peritoneal signs. Afterdiscussion with the patient, it was decided to go aheadwith exploratory laparotomy.Significant findings in the exploratory laparotomyincluded a pelvic abscess that was walled off by mattedsmall bowel, ceacum and sigmoid colon. A 10 cmpyometra that had ruptured and was communicatingwith the pelvic abscess was identified. Approximately500 ml of pus was drained from the abscess cavity andthe pelvis. Samples were sent for testing. The pelvis waswashed out. A hysterectomy and bilateral salpingooophorectomy was performed. Further washout wasdone with saline and a drain was placed. Histologyshowed acute and chronic inflammation of the uterusand fallopian tubes with necrosis and abscess formation(figure 36). There was no evidence of malignancy ongross and microscopic examination of the specimens.The pus sample showed no aerobic or anaerobic growth.Post operatively the patient was shifted to theintensive care unit (ICU) and was hemodynamicallystable. She was tolerating sips of water. She was soontransferred to the surgical ward. Antibiotics werestopped on post operative day nine. Return of bowelfunction was delayed and she was started on totalparental nutrition on post operative day four. She hadprolonged post operative ileus and was on total

Figure 2: CT scan of the pelvis failed to identify an abscess.

Figure 3: Histology of the uterine wall with myometrium (left)and abscess (right) (H&E, x100x).

Figure 4: Histology of the uterine wall with myometrium (left)and abscess (right) (H&E, x100).

Figure 5: Histology of the endometrium showing mixed acuteand chronic inflammation with areas of necrosis (H&E, x100).
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Figure 6: Histology of the fallopian tube showing luminal pus,mixed acute and chronic inflammation with adhesion anddistortion of mucosal plicae (H&E, x100).

parentral nutrition. However, her condition soonimproved and she started tolerating oral intake. Shewas discharged home on post operative day thirty three.

DISCUSSION
A perforated or ruptured pyometra is mainly seen inpostmenopausal women [1]. It is associated withendocervical malignancy and stenosis of the cervicalcanal [46]. Pyometra has a reported incidence of 0.380.5% in gynecologic patients [7, 8]. Patients presentwith abdominal pain and there may be fever and vaginaldischarge [9]. It may present as a case of peritonitis oracute abdomen [13]. However, in this case a pelvicabscess was found and had walled off the site ofperforation. Etiologies include malignant growths of theuterus and pelvis, benign growths in the uterus andpelvis, atrophic cervicitis, pelvic radiation andpuerperal infections [10, 11]. Diagnosis is byultrasonography; or by computed tomography which isusually done suspecting some other cause of presentingsigns and symptoms. In an emergency, broad spectrumantibiotics, supportive treatment and totalhysterectomy with bilateral salpingooophorectomy andirrigation of abdominal cavity is the treatment of choice.In nonemergent cases drainage of the uterus viatranscervical approach with antibiotics has beendescribed [12]. The diagnosis of a ruptured pyometra isusually not apparent until exploration of the abdomenis done for the presenting peritonitis and a perforatedpyometra is found. A very high index of suspicion forthe diagnosis of a perforated pyometra is needed in postmenopausal women with acute abdomen or a pelvicabscess. There have been case reports of a rupturedpyometra with no malignancy found in the uterus orcervix [2, 4, 13, 14]. Similarly in this case, nomalignancy was found on gross and microscopicexamination of the uterus and adnexa after surgery. The

ascitic fluid sample in this case did not grow anyorganism in culture probably because the perforationwas well walled off in the form of a pelvic abscess andshe had also been on broad spectrum antibiotic therapy.Imaging with CT can be repeated if the index ofsuspicion for an infective focus or an abscess is high andthe initial imaging failed to reveal any abscess.

CONCLUSION
While a perforated pyometra is a rare condition, ahigh index of suspicion is necessary in post menopausalwomen presenting with acute abdomen or with asciticfluid showing acute inflammation and uncharacterizedpelvic or uterine abnormality. In cases of acuteinflammatory conditions of the abdomen or pelvis inwhich a cause is not identified and there is noappropriate response to broad spectrum antibiotictreatment, an abscess must always be considered as apossible etiology even if initial imaging failed to identifyan abscess. A pyometra may not be associated withmalignancy and presentation due to perforation may beovertly acute or insidious.
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