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Abstract 
30 year old female now para 1 presented to the Emergency Department with 
nausea, vomiting, and abdominal pain 6 days after an uncomplicated primary 
cesarean delivery. She did not respond to conservative management and un-
derwent exploratory laparotomy for worsening pain, pneumoperitoneum and 
intraabdominal fluid collections. Gastric perforations required repair via ga-
strojejunostomy. Postoperative course was unremarkable. The anti-opioid 
campaign has altered the approach to postoperative pain management in 
both positive and negative ways. It has sparked new interest in alternative 
approaches to postoperative pain management, which include an increased 
role for non-steroidal anti-inflammatory drugs (NSAIDs). We present a case 
of a woman who had a significant complication due to the reliance of non- 
opioid pain medications after cesarean delivery. 
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1. Introduction 

The widespread campaign to increase awareness of the opioid crisis has led to a 
growing antipathy toward the use of opioids for postoperative pain. Public health 
experts have issued constant reminders about the death toll due to opiates and 
how medical professionals should be addressing this crisis [1] [2]. The New Jer-
sey Board of Medical Examiners has limited initial opioid prescriptions to a 
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maximum of 5 days given the association between number of prescribed and ad-
diction. Patients and clinicians are now fearful of the appropriate opioid pre-
scribing and use.  

Despite ample evidence that progression to prolonged opioid use following 
obstetric and gynecologic surgery is low (ranging from 0.03% - 0.2%), both re-
duced and non-opioid based methods of postoperative pain management are 
being promoted [1] [3] [4]. These new approaches rely heavily on NSAIDs [5]. 
However, NSAIDs are not without risk and have been associated with dyspepsia, 
gastrointestinal bleeding, ulceration and perforation [6]. In addition, reluctance 
to prescribe opioids has been associated with the under treatment of postopera-
tive pain [7].  

The opioid crisis has created a unique dilemma in regard to use of opioids to 
relieve pain following surgery; they are feared, yet remain essential [8]. We present 
a case of a young woman who was harmed due to a reliance on non-opioid pain 
management following cesarean delivery. The patient consented to presenta-
tion/publication of her case prior to discharge from the hospital. 

2. Case 

A healthy 30 year old female now para 1 presented to the Emergency Depart-
ment with nausea, vomiting, and abdominal pain 6 days after an uncomplicated 
primary cesarean delivery. Her medical history was significant for endometriosis 
and diagnostic laparoscopy. She had no known drug allergies and was taking 
ibuprofen and acetaminophen for postoperative pain. She did not smoke, drink 
alcohol or use illicit drugs. Her white blood count was 12,000/μL and she was 
afebrile. CT scan of the abdomen and pelvis showed pneumoperitoneum and an 
enlarged uterus consistent with recent obstetric surgery (Figure 1). The diffe-
rential diagnosis included postoperative ileus, endometritis and bowel injury. 
She was managed conservatively with IV fluids, bowel rest and decompression 
via nasogastric tube. She initially improved, however her abdominal pain and 
 

 
Figure 1. CT abdomen and pelvis showing small pneumoperitoneum thought to be sec-
ondary to patient’s most recent surgery. There is also a small amount of ascites, enlarged 
heterogeneous postpartum uterus. No evidence of bowel obstruction.  
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leukocytosis worsened (18,000/μL) over the following 72 hours. She did not re-
spond to empiric broad spectrum antibiotics. Exploratory surgery was recom-
mended, however she declined. She refused opioid pain medications out of fear 
of becoming addicted. 

On hospital day 7, repeat CT scan now showed worsening pneumoperitoneum 
with a significant amount of air surrounding the liver and anterior to the sto-
mach (Figure 2(a), Figure 2(b)). Given her worsening abdominal pain, leuko-
cytosis and imaging and lack of response to conservative management, she agreed 
to surgery.  

Exploratory laparotomy showed a 3 cm gastric perforation of both the ante-
rior and posterior walls with perihepatic peritonitis (Figure 3). She underwent 
repair via gastro jejunostomy (Billroth 2 procedure) [9]. Her postoperative course 
was unremarkable, her pain resolved and she was discharged to home in stable 
condition 6 days after surgery. Her post hospital course was uncomplicated and 
she was doing well at the time of this writing.  

 

 
(a) 

 
(b) 

Figure 2. Parts (a) and (b) illustrate the patient’s repeat CT Abdomen and Pelvis showing 
the worsening pneumoperitoneum with epigastric and perihepatic air and fluid collec-
tions. 
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Figure 3. Image of the patient’s stomach showing the 3 cm perforation through the ante-
rior and posterior walls.  

3. Discussion  

The opioid crisis has led us to re-examine the management of postoperative 
pain. This increased awareness has led to the promotion of a multimodal ap-
proach to analgesia that relies heavily on NSAIDs [5]. However, these medica-
tions are not without risk and have been associated with dyspepsia, gastrointes-
tinal bleeding, ulceration and perforation [6]. Our patient used NSAIDs exten-
sively out of fear of developing an opioid addiction despite having no risk factors 
for misuse or abuse. She developed a gastric perforation, which required a major 
corrective surgery (gastrectomy), which has lifelong consequences. Following 
gastrectomy, patients are at increased risk for short and long term complications 
such as leakage, stricture and ulcer. Motility issues such as dumping syndrome 
(carbohydrate intolerance) may require lifelong dietary changes [9].  

The anti-opioid message must be crafted to maximize societal awareness and 
minimize misunderstanding and bias. There is strong evidence to suggest that 
women can use opioids appropriately following OB/GYN surgery without in-
creasing their risk of addiction. According to the American College of Obstetri-
cians and Gynecologists (ACOG) 0.3% (1 in 300) of patients who take opioids 
after cesarean delivery will become persistent users [1]. Young et al. (2020) re-
ported the risk of prolonged opioid use following hysterectomy was less than 
0.07% (1 in 1538) [3]. Additionally, Sun et al. (2016) reported the incidence of 
chronic opioid use at 1 year following cesarean delivery was less than 0.2% (1 in 
500) [4].  

It is estimated that 1% - 2% of continuous NSAID users experience a signifi-
cant upper GI complication ranging from bleeding to obstruction and perfora-
tion [6]. We agree that NSAIDs should have a significant role in postoperative 
pain management however, not at the exclusion of opioids. This patient may 
have overestimated her risk of opioid addiction while underestimating the risks 
of continuous NSAID use. This highlights the importance of a balanced ap-
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proach to postoperative pain management. 
The anti-opioid discussion has focused mainly on the risks of opioids with lit-

tle to no attention being paid to the potential downside of the alternatives. Given 
the growing bias against opioids, it is possible that complications of the alterna-
tives are being under-reported. With the exception of NSAIDs, we could not 
find commentary or editorials questioning the rapid adoption of non-opioid 
based methods of postoperative pain management. Overstating the risk of addic-
tion while understating the risks of the alternative may have led to the complica-
tion we present. This case highlights an unintended consequence of the opioid 
epidemic.  

4. Conclusion  

Opioids can remain an important and safe component of postoperative pain 
management with very low rates of addiction. Given that more than 99% of 
women can use opioids appropriately in the postoperative setting, limiting opioid 
use for every patient may not be justified.  
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