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ABSTRACT
Introduction: The incidence of placenta accreta (PA) is rising as a consequence of increased number of cesarean sections and
advancing maternal age, both being independent risk factors. Severe postpartum hemorrhage (PPH) is a leading direct cause of
maternal morbidity and mortality .Major surgical interventions like Hysterectomy, ligation of major pelvic vessels and massive
blood transfusions are required to save the maternal life.
Patients Methods: Fifteen cases of PA were included in the period from August 2014 to may 2015 in Obstetrics and Gynecology
Department diagnosed by US and MRI. Preoperative evaluation and Laboratory investigations were done and Cross matched
blood were done. Three step simple procedure was applied to all these 15 cases and we assessed its success in minimizing hysterectomy and ligation of major vessels. The procedure include first step: double ligation of uterine artery on both sides before
and after placental removal, second step suturing the placental bed and third step is insertion of triple way catheter through the
cervix and inflation to 50 cc saline to compress and drain bleeding.
Results: The 3 step procedure was successful in minimizing major surgical interventions in all patients because

neither pa-

tients required hysterectomy nor need Vascular interventions at all. There were no need for massive blood transfusions maximum
of 3 -4 units of blood and the need of FFP was limited to 4 cases (26.6%) Complications were present in 6 cases (40%) and were:
2 cases (13.3%) of Bladder injury and 2 cases (13.3%) of pyrexia, 1 case (6.66%) of pyometria and 1 case (6.66%) of wound
disruption.
Conclusions: Three step procedure is a simple procedure and successful in minimizing major surgical interventions in PA management.
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INTRODUCTION
Placenta accreta means is described when

separation which lead to maternal morbidities (Dis-

there is firm adherence of placenta to myometrium

tory distress syndrome and Renal failure) and even

because of partial or total absence of the decidua ba-

maternal mortality.(2)

seminated intravascular coagulopathy, Adult respira-

salis and imperfect development of the fibrinoid or

Management options described were hys-

Nitabuch layer. Many risk factors were described

terectomy, leaving placenta insitu with methotrexate

such as placenta previa, prior Cesarean section and

therapy and placental resection with embolization of

other uterine operations.(1)

uterine arteries or internal iliac ligation.(3)

The clinical consequence of Placenta Accre-

Currently there is insufficient evidence to

ta is massive hemorrhage at the time of placental

support a firm advice to use of balloon catheter oc-

Indian Journal of Obstetrics and Gynaecology Research 2015;2(4):213-217

213

Shehata A et al.

Could Simple Procedures Minimize Hysterectomy in Management of Placenta…

clusion or embolization for minimizing blood loss
and improving surgical outcome and available data
are conflicting as regard to its efficacy

(4)

and even

Surgical technique
•

General anesthesia was used in all cases.

•

Bladder dissection and good exposure of the

some investigators reported significant complications.

lower uterine segment was the corner stone

(5)

step in all cases.
Conservative management, with leaving the

•

placenta in situ for spontaneous resorption, was associated with severe long-term complications such as

Incise the uterus above the placenta to extract
the baby.

•

Apply the first step by uterine artery ligation

hemorrhage and infections, including a 58% risk of

at the isthmus and at level of uterine incision

hysterectomy later on after delivery.(3)

taking large transverse portion from the lower

Hysterectomy after delivery had been re-

segment to close both uterine arteries and new

ported to lower mortality and morbidity rates compared to conservative management became, and still
is the recommended treatment option.

vessels before removal of the placenta
•

(6,7)

Try to remove the placenta carefully without
excessive tissue damage.

As the patients with placenta accreta become

•

After removal of placenta don᾿t Panic from

more and more younger due to increasing rates of

bleeding as long as the patient is hemodynam-

Cesarean Section delivery, this study was conducted

ic stable.

to keep patient’s desire

for

future fertility and we

•

tried simple procedure as a uterine-sparing approach
to both reduce the morbidity of peripartum hysterec-

Second step: Apply compression sutures and
sew the placental bed.

•

tomy as well as to allow for future fertility .

Third step: Close the uterine incision on a triple way catheter for inflated by 50cc saline to
apply tamponade effect on placental bed.

•

PATIENTS AND METHODS

Misoprostol (1000mg)rectal application

In this prospective study, fifteen cases of

Recordings of intraoperative and postoperative

placenta accreta prenataly diagnosed with color dop-

complications, number of required blood trans-

pler and MRI at Tanta University hospitals Antenatal

fusion products are mandatory.

Care Unit in the period from August 2014 to May
2015. Surgical details, possible complications, need

RESULTS

of ICU, need of Hysterectomy were explained to patients, and written consent was taken.

In this study 15 placenta accreta patients
were enrolled, All were diagnosed prenatally with

Age, Parity, Gestational age at delivery,

doppler and MRI. The mean age of patients was (31±

preoperative investigations, Operative time, In-

4.03). Parity mean was (3.27±0.88). The mean gesta-

traopertive complications, Need for hysterectomy,

tional age at delivery was (35.53±1.12). The opera-

Postoperative investigations ,Postoperative complica-

tive time was (77.33±13.87).Blood transfusion units

tions and Hospital stay duration were gathered

were required in all cases with mean (3.06.088). Two

and

statistically analyzed. Cross matched blood and Fresh

cases only required fresh frozen plasma. (Table 1).

Frozen Plasma were prepared. A Urologist and Vascular surgeon were informed to be standby for any
surgical necessity.
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pyometra and wound disruption. Pyometra is man-

Table 1: Results of the study
Range

Mean ± SD

aged by triple way catheter and irrigation of uterine

Age

25-39

31.07 ± 4.03

cavity with saline and parenteral antibiotics. Reoper-

Parity

2-5

3.27 ± 0.88

ation is done for one case of the wound disruption

Gestational Age

34-37

35.53 ± 1.12

with secondary suture.

Operative time

60-100

77.33 ± 13.87

2 -4

3.06 ± 0.88

Hospital stay

2-15

4.53 ± 4.47

ICU admission

0

0

2

2 cases (pyometra,

(13.6%)

wound disruption)

Blood transfusion
units

Readmission

1

Reoperation

Secondary suture

(6.66%)

Hemoglobin level before operation (10.14 ± 0.67)
was significantly dropped after the procedure (8.39

Figure 1: Intra-operative complications

±1.05).(Table 2)
DISSCUSSION
In this study the 15 cases were all placenta

As regard the intraoperative complications
were present in two cases (13.3%) and were Urinary
Bladder injury and were repaired with Foley catheter
placed for 5 days post-operative.(Table 3) The length
of hospital stay was (4.53±4.47) .There were no need
for ICU admission in any case. (Table 4) The
post-operative complications were present in 4 cases:
one case of pyometra (6. 7%), one case of wound
disruption (6. 7%) two cases of pyrexia (13.3%).

accreta, in 13 cases the placenta was located anteriorly and in 2 cases placenta was located posteriorly.
In this study we tried simple procedures to evaluate
their role in minimizing major surgical intervention
especially hysterectomy with its co morbidities. We
tried these simple procedures to preserve the uterus
as most patients were young (31 years) and minimize
psychological trauma of hysterectomy and loss of
fertility.

(Figure 1)

Many approaches for the management of
Table 2: Hemglobin before and after Procedure
Hemoglobin
Range
Before
procedure

dure

±

SD

t

P-valu
e

the morbidity of peripartum hysterectomy as well as
allow for future fertility.(8,9) Varying success rates
were described for different approaches including
uterine artery embolization, methotrexate therapy,

8.8-11.

10.14±

2

0.67

After
proce-

Mean

Paired t-test

placenta accreta have been described to both reduce

6.6-10

8.39

hemostatic sutures, pelvic devascularization, and

±

7.6

<0.00

6

1

1.05

balloon tamponade.(10)
When we compare the results of this study
to previous studied conducted to assess the outcome
of uterine sparing techniques we found that simple
procedures of this study had less operative time

The cases were managed outpatient for pyrexia and with readmission for the two cases of

(77.33) than the procedure of Warshak et al 2010 who
reported a 194±1.6 as a mean operative time

(11)

and

that of Walker et al 2013 which was 107 minutes (12).
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The length of hospital stay in this study was

approaches to preserve fertility and minimize hyster-

(4.53±4.47) which is less than the results of Warshak

ectomy. In this study, we have presented a simple

et al (7.4±1.8)
days)

(13)

(11)

, and similar to Eller et al

and Walker ( 5 days)

(12)

(4

.

approach as a conservative treatment for placenta
accreta cases. Our surgical procedure is effective and

In this study bladder injury occurred

useful in the conservative management of patients

in13.3% which is much lower than that of Warshak et

with placenta accreta, and it can be used as an alter-

(11)

, Walker et

native conservative treatment protocol if it can be

(12)

and

supported by larger randomized controlled trials.

al who reported bladder injury in 23%
al who reported bladder injury in 30%

et al who reported bladder injury in 37%.

Eller

(13)

In France, a large study was conducted on
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