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Early postpartum unilateral vulvar edema leading 

to diagnosis of a Pfannenstiel incisional hernia 
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a b s t r a c t 

Advantages of the low transverse Pfannenstiel incision include lower rates of incisional 

hernia, wound infection, hematoma formation, direct postoperative pain and distinctly im- 

proved aesthetic appearance. Relative disadvantages include insufficient intraoperative ex- 

posure of the upper abdomen and an increased incidence of superficial nerve entrapment. 

Incisional hernia following Pfannenstiel incision is a rare event with a reported incidence 

of between 0 and 0.5% while in contrast midline vertical incisions are considerably more 

common with a reported incidence of 5 to 30%. Symptomatology of Pfannenstiel incisional 

hernia has been reported to include: bulging, pain or discomfort, and distention of the sur- 

gical area. We report an unusual case of early postpartum unilateral vulvar edema, which 

led to imaging diagnosis of Pfannenstiel incisional hernia in a 41 year-old woman on Day 

2 following Cesarean delivery due to preeclampsia with worsening severe features, at 30 

weeks’ gestation. 

© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

Introduction 

Advantages of the low transverse Pfannenstiel incision in-
clude lower rates of incisional hernia, wound infection,
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hematoma formation, direct postoperative pain and distinctly
improved aesthetic appearance [ 1–3 ]. Relative disadvantages
include insufficient intraoperative exposure of the upper ab-
domen and an increased incidence of superficial nerve entrap-
ment [ 1 ]. Nerve entrapment may result from incision of the
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Fig. 1 – Axial CT scan with intravenous (IV) contrast 
demonstrates unilateral left vulvar edema with asterisk (∗), 
containing loops of small bowel (arrow), displacing the 
midline. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

nerve followed by neuroma formation, incorporation of the
nerve by a suture during closure of the fascia, or tethering or
constriction of the nerve (resulting in iliohypogastric and/or
ilioinguinal neuralgia in surrounding postoperative scar
tissue) [ 1 ]. 

Incisional hernia following Pfannenstiel incision is a rare
event with a reported incidence of between 0% and 0.5%, while
in contrast midline vertical incisional hernias are consider-
ably more common with a reported incidence of 5% to 30%
[ 3–6 ]. Symptomatology of Pfannenstiel incisional hernia has
been reported to include: bulging, pain or discomfort, and dis-
tention of the surgical area [ 3 ]. We report an unusual case in
which early postpartum unilateral vulvar edema led to the
diagnosis of Pfannenstiel incisional hernia in a 41 year-old
woman on postoperative Day 2, following Cesarean delivery
due to preeclampsia with worsening severe features, at 30
weeks’ gestation. 

Case report 

A 41 year-old P4 (with 4 previous spontaneous vaginal births
of appropriate for gestational age neonates) late registrant
for prenatal care was seen for her initial prenatal visit at 28
and 5/7 weeks’ gestation. She reported previous uncompli-
cated cosmetic breast surgery and abdominoplasty. Her cur-
rent BMI was 38. Following notation of elevated blood pressure
of 190/96 mmHg in association with a headache, she was ad-
mitted for evaluation and management of preeclampsia with
severe manifestations. Intravenous antihypertensive medica-
tions (Labetalol 20 mg followed by separate increasing doses
of 40 and 80 mg, respectively) were administered. She received
IV Magnesium sulfate for seizure prophylaxis and IM antena-
tal corticosteroids to decrease prematurity-associated neona-
tal morbidities, should preterm delivery become indicated.
Laboratory tests indicated: Hemoglobin = 10.7 gr%, hemat-
ocrit = 32%, and serum electrolytes, glucose, BUN, creatinine,
albumin, liver function tests (AST/ALT), platelets, fibrinogen,
and PT/PTT, which were all within normal limits. A 24 hour
proteinuria = 418 mg. Ultrasound assessment disclosed a sin-
gleton fetus with reassuring fetal testing (BPP 10/10). Sono-
graphic estimated fetal weight = 980 grams (12th centile for
gestational age) and abdominal circumference (AC) = sixth
centile for gestational age. Umbilical artery systolic diastolic
ratio (S/D) = 2.6 (within normal limits). 

Given the premature gestational age, in an attempt to pro-
long the pregnancy, oral antihypertensive medication (Procar-
dia 30 mg XL/day) was initiated. Subsequent blood pressure
measurements ranged between 130-150 / 70-90 mmHg. With
the continued stable maternal condition and reassuring fetal
status, and unless indicated earlier (for any worsening mater-
nal or fetal condition), delivery was planned for 34 weeks’ ges-
tation. 

On hospital day #10, at 30 weeks’ gestation serum AST and
ALT values increased to > 3 times the normal values, and
with the diagnosis of preeclampsia now with worsening se-
vere features, delivery was decided upon following completion
of rescue IM antenatal corticosteroids, and IV magnesium sul-
fate for fetal neuroprotection. Due to an unstable fetal lie, pri-
mary Cesarean delivery was performed under spinal anesthe-
sia through a Pfannenstiel incision. A male infant was deliv-
ered atraumatically (“en caul”) through a low transverse uter-
ine incision. Birth weight = 1150 grams, Apgar scores were
4, and 8 at 1 and 5 minutes, respectively. Umbilical artery
pH = 7.21, and base excess = -8.3. The infant was admitted to
the neonatal intensive care unit (NICU) and received intratra-
cheal surfactant, and CPAP. The surgical procedure was con-
sidered uneventful. Fascia was closed in a continuous 0 Vicryl
suture, and quantified blood loss (QBL) = 800 mL. 

The patient’s immediate postoperative course was un-
eventful. IV Magnesium Sulfate for seizure prophylaxis was
continued for 24 hours. On postoperative Day 1, she com-
plained of increasing left vulvar pain and swelling. On ex-
amination, her abdomen was soft, nontender, nondistended
with a normal-appearing incision. Despite placement of an
ice pack, the patient continued to complain of worsening left
vulvar tenderness and swelling. Unilateral swelling of the left
labia majora, measuring approximately 4-8 cm in size was
noted. Computed tomography with intravenous contrast de-
picted a lower abdominal ventral wall defect (rectus sheath
dehiscence and fascia defect) with herniation of loops of small
bowel and mesentery extending into the soft tissues of the
inferior mons pubis, with marked edema of the left labia ma-
jora ( Figs. 1-3 ). No signs of bowel strangulation or bowel ob-
struction were noted. General surgery was consulted and con-
firmed the need for surgical intervention. 

Incisional hernia was confirmed at exploratory laparotomy,
with a 2 cm fascial defect on the left medial aspect of the prior
fascia closure with omentum clearly herniating through the
rectus sheath and fascia defect (replacing the previous herni-
ating small bowel and mesentery) Resection of a 12.5 × 6 cm
segment of herniated omentum and repair of the prior fas-
cia incision, were performed. The patient’s unilateral left vul-
var edema and associated symptomatology abated following
the corrective surgery and she was discharged on postopera-
tive Day #2 in good general health. Pathology of the resected
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Fig. 2 – CT Scan with IV contrast, coronal reconstruction. 
Note loops of small bowel (b) and mesentery (m) herniating 
through fascia defect, located within enlarged edematous 
left vulva marked with asterisk (∗). Note displacement of 
the midline. 

Fig. 3 – CT scan with IV contrast, sagittal reconstruction. 
Note the bowel (b) and mesentery (m) herniated through 

the fascia defect (arrow). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

tissue confirmed tan-yellow fibro-fatty tissue, consistent with
omentum with acute surface inflammation. 

Discussion 

Possible causes of vulvar edema include pregnancy,
preeclampsia, nephrotic syndrome, cellulitis, bacterial vagi-
nosis, sexually transmitted diseases (including but not limited
to filariasis), allergies, drug toxicity (Methotrexate, tocoly-
sis), physical irritation, surgical and nonsurgical trauma,
ascites, cancer, inguinal hernia, ovarian hyperstimulation
and Crohn’s disease [ 7–16 ]. Rare reported miscellaneous con-
ditions reported in association with vulvar edema include:
rhabdomyolysis, obesity with prolonged immobility, and
septic pubic symphysitis complicating pregnancy [ 17–19 ]. 

It appears that while the relatively dependent vulvar tis-
sue may become distended during pregnancy with excessive
fluid such as in cases of hypoalbuminemia (preeclampsia or
nephrotic syndrome), in our case the unilateral distention and
associated marked edema resulted from the presence of dis-
placed herniated small bowel and mesentery (as depicted in
Figs. 1-3 ), with rapid resolution of the associated vulvar edema
following corrective surgical repair of the incisional hernia. 

Systematic review of the English literature (PubMed, Google
Scholar, and Medline, 1966-2024) using the search terms “Ce-
sarean delivery”, “Pfannenstiel incision”, and “vulvar edema”,
confirm that vulvar edema leading to the diagnosis of Pfan-
nenstiel incisional hernia has not been reported previously. 

This care demonstrates that although rare, Pfannenstiel in-
cisional hernia should be considered in the differential diag-
nosis of immediate post Cesarean delivery unilateral vulvar
edema. 

Patient consent 

We have obtained our patient’s informed consent for publish-
ing our case report entitled: Early postpartum unilateral vul-
var edema leading to diagnosis of a Pfannenstiel incisional
hernia following cesarean delivery. 
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