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ABSTRACT

Objectives: To focus on the benefits of focal resection of the lower uterine segment as compared to obstetric hysterectomy in
patients with morbidly adherent placenta.

Study Design: Quasi-experimental study.

Place and Duration of Study: Combined Military Hospital Okara, Oct 2019 to Nov 2020.

Methodology: Fifty-two women between 34 to 38 weeks of gestation were operated for morbidly adherent placenta. Group-I
women (focal resection of the lower uterine segment) and Group-II (obstetric hysterectomy) were twenty-six each. In Group-I,
hemostasis was secured by a figure of 8 sutures, purse-string sutures or continuous sutures. In Group-II, hemostasis was
secured, and internal iliac artery ligation was done as required.

Results: Group-I undergoing focal resection of lower uterine segment hemostasis was addressed by the figure of 8 sutures in
21 (80%) women and purse-string sutures in 7 women (27%). Hemostasis of the posterior uterine wall was done in 12 (47%)
women. Balloon tamponade was used in 10 (40%) women and B-Lynch suture in 5 (20%) women. Internal iliac artery ligation
was done in 4 (11%) women, and the bladder was injured in 10 (40%) women. Group-II undergoing obstetric hysterectomy
hemostasis was secured for leftover placental tissue in 5 (18%) women, and internal iliac artery ligation was done in 9 (35%)
women. Bladder repair was done in 12 (47%) cases.

Conclusion: Although time-consuming, focal resection of the lower uterine segment and hemostasis are associated with less
morbidity.
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INTRODUCTION

Placenta praevia is abnormal placental implanta-
tion when the placenta overlies the lower uterine
segment.! The spectrum of morbidly adherent placenta
includes placenta accreta, increta and percreta, depen-
ding upon invasion of uterine tissues.!-> In the modern
world risk of placenta accreta is increasing due to the
increased number of caesarean deliveries.3* The risk of
placental invasion increases along with an increasing
number of caesarean sections.>* Chances of placenta
praevia being morbidly adherent are 3% with a pre-
vious caesarean section and greater than 60% with four
or more caesarean sections.3

Placenta praevia can be classified as increta
(placenta invading endometrium), accreta (adherence
up to myometrium) and percreta (adherence beyond
myometrium, may invade bladder, broad ligament, or
rectum). Placenta accreta can be focal, segmental or
generalized depending on the area of adherence.4¢
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In turn, placenta accreta is associated with an
increased risk of APH, caesarean hysterectomy, pro-
longed surgery time, need for massive blood trans-
fusion, increased risk of bladder and ureteric injury,
DIC, increased hospital stay, increased risk of PPH and
maternal and fetal morbidity and mortality.6”

It is extremely important to manage placenta
praevia timely and effectively.®® In our study, we have
compared focal resection of placenta accreta to obstet-
rical hysterectomy. At the same time, focal resec-tion is
a time-consuming, lengthy procedure but is associated
with increased patient satisfaction and increased
quality of life afterwards.2310 Obstetrical hysterectomy
is the ultimate management of life-threatening haemo-
rrhage, but focal resection is equally effective, along
with benefits of saving the uterus, patient’s mental
satisfaction, and future fertility outcome if desired
when done carefully selected patients.

METHODOLOGY

A quasi-experimental study was conducted at
CMH Okara for one year and two months (Oct 2019 to
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Nov 2020). Approval from the Institutional Ethical
Committee was obtained (IERC/OBS/2020/07).

Inclusion Criteria: All the patients diagnosed prena-
tally with placenta accreta disorders using ultrasound,
Doppler, and magnetic resonance imaging (MRI) were
included in the study.

Exclusion Criteria: Patients with spontaneous separa-
tion of placenta intraoperative or any other associated
uterine pathology needing hysterectomy and those
with impaired liver or renal functions and coagulation
disorders were excluded.

Ninety-one patients were recruited between 34 to
38 weeks of gestation for placenta praevia. Seventy-
nine of them were suspected or diagnosed with mor-
bidly adherent placenta either by simple OPD ultra-
sound, Doppler ultrasound or MRI. Fifty-two of these
were found to have MAP during surgery. Half women
underwent an obstetric hysterectomy, and half under-
went focal resection of the lower uterine segment and
uterine reconstruction of the leftover anterior wall.

Those women undergoing focal resection (Group-
I) of MAP bladder were dissected away, and conven-
tional two-layer closure was done. Haemostasis was
secured by the figure of 8, purse-string or continuous
sutures in leftover anterior lower segment uterine wall
or posterior wall where there was bleeding from
placental site. The use of balloon tamponade, B-Lynch
suture and internal artery ligation was done, and the
percentage was calculated.

For the patient who underwent obstetric hysterec-
tomy (Group-lI), haemostasis was secured, internal
iliac artery ligation was done when required, and the
percentage was calculated.

Urinary bladder damage (either whole bladder
wall or serosa) and its repair was addressed for both
groups. A number of blood transfusions, FFPs were
calculated. Methotrexate for leftover placenta in vagi-
nal tissue was given, and the percentage was calcula-
ted. The average time consumed for a complete proce-
dure was calculated.

On the operation table, the patient was assessed
for focal resection according to the area of placental
invasion. Foetus was delivered by placenta sparing
high incision. Long artery forceps and green Armitage
were applied to reduce bleeding from placental tissue.
Then bladder separation was done with great care,
followed by excision of part of the lower uterine seg-
ment and placental tissue. Haemostasis of the anterior

wall of the uterus was secured either by the figure of ®
sutures or by purse-string suture or both. Purse string
suture was placed when the lower uterine segment
was more deficient, and there was less place for the
figure of 8 sutures. If invaded by a placental bed, hae-
mostasis of the posterior wall of the uterus was
secured and reassured by the figure of 8, or continuous
sutures or both. The use of balloon tamponade or B-
Lynch suture was done to secure bleeding from small
placental sites that were still oozing after sutures.
Internal iliac artery ligation was done in exceptional
cases when more chances of postpartum haemorrhage
were suspected despite other all the measures taken.

Statistical Package for Social Sciences (SPSS)
version 20.0 was used for the data analysis. Mean + SD
were calculated for quantitative variables. Quantitative
variables were presented in the form of frequency and
percentage.

RESULTS

A total of 91 women admitted to inpatient were
recruited, out of them 79 were either suspected or
diagnosed to be having morbidly adherent placenta
spectrum. Morbidly adherent placenta was observed in
52 (36%) cases. Focal resection of the placenta and
haemostasis was done in 26 (18%) cases, and obste-
trical hysterectomy was done in the same number of
women (Table-I).

Table-I: Distribution of patients (n=146).

Morbidity No of Patients % age
Placenta Praevia with

. 146
Previous Scar
Suspected/Diagnosed o
Morbidly Adherent Placenta 65 A
Mor})ldly Adherent Placenta 50 36°%
During Surgery
Focal Resection of Lower o
Uterine Segment (Group I) 26 18%
Obstetrical Hysterectomy 2% 18%
(Group I)

In Group-I, haemostasis was secured by a number
of methods. After conventional two-layer closure
bleeding from the anterior uterine wall was addressed
by the figure of?8 sutures in 21 (80%) women. Those
with scanty leftover lower segment uterine tissue 7
(27%) were applied with a purse-string suture. Haem-
ostasis of the posterior uterine wall was invaded by a
placental bed was secured by the figure of8 and
continuous mattress sutures in 12 (47%) women.
Balloon tamponade was used in 10 (40%) women and
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B-Lynch suture in 5 (20%) cases. Internal iliac artery
ligation was required in 4 (11%) patients. The urinary
bladder was injured in 10 (40%) patients with complete
rent, and serosal repair was required in 5 (20%) cases.
Methotrexate was given in 7 (27%) women to destroy
leftover placental tissue in the upper vaginal wall
(Table-II).

Table-II: Spectrum of focal resection of lower uterine
segment Group-I: (n=26).
Steps taken to Reduce

IV). The average time per surgery calculated for
Group-I was 1 hour 40 minutes, and for Group II was 1
hour 20 minutes (Table-V).

Table-IV: Average number of blood and fresh frozen plasma
by both procedures.

Transfusion of
Blood & Blood
Products

Focal Resecflon of Blood
Lower Uterine Transfusions 3
Segment (Group-I)

Average Number
of Transfusions/
Surgery

Procedure Adapted

. g No of
Intraoperative/Postoperative Patients % age Focal Resection of Transfusions of
Morbidities Lower Uterine Fresh Frozen 4
Haemostasis of Left over Lower Segment (Group-I) Plasma
Segment of Anterior Uterine 21 80 Obstetric
Wall by Figure of 8 Sutures Hysterectomy BIOOd, 5

: Transfusions
Haemostasis of Left Over Lower (Group-I)
Segment of Anterior Uterine 7 27 Obstetric Transfusions of
Wall by Purse String Suture Hysterectomy Fresh Frozen 6
Haemostasis Posterior Uterine (Group-I) Plasma
Wall Placental Bed by Figure of 8 12 47
& Continuous Sutures Table-V: Time consumed by both procedures (n=52).
Balloon Tamponade 10 40 Average Total Time
B-Lynch Suture 5 20 Procedure Adapted /Procedure
Internal Iliac Artery Ligation 4 11 Focal resection of lower uterine .

: - 1 hour 40 minutes

Urinary Bladder Repair 10 40 segment (Group II)
(Complete Entire Rent) Obstetric Hysterectomy (Group II) 1 hour 20 minutes
Urinary Bladder Repair 5 20
(Serosa only) DISCUSSION
Methotrexate 7 27

In Group-II, haemostasis was secured for leftover
placental tissue in the vaginal cuff by the figure of 8
sutures in 5 (18%) women, and they were also given
Methotrexate later on. Internal iliac artery ligation was
required in 9 (41%) patients. The urinary bladder was
injured in 12 (47%) patients with complete rent, and
serosal repair was required in 5 (19%) cases (Table-III).

Table-III: Spectrum of Obstetric Hysterectomy (Group-II: n=
26).

Steps Taken to Reduce No of

Intraoperative/Postoperative Patients % age

Morbidities

Haemostasis Left Over Placental 5 18

Tissue in Vaginal Wall

Internal Iliac Artery Ligation 11 41

Urinary Bladder Repair (complete 12 47

entire rent)

Urinary Bladder Repair (serosa only) 5 19
Methotrexate 5 19

An average of 3 RCC and four fresh frozen
plasma were required for Group -1, while an average of
5 RCC and 6 FFPs were required for Group-II (Table-

Where peripartum hysterectomy is the most freq-
uent treatment of placenta accreta, uterus sparing
technique can be applied. Focal resection of the lower
uterine segment is associated with more benefits. In
our study, we compared both groups during surgery
and found many methods that can be used to secure
haemostasis. We can apply basic surgical sutures for it
and balloon tamponade; a B-Lynch suture can also be
applied to the conserved uterus. In this way, the uterus
can be spared. Bladder injury is also less in the focal
resection group than in the obstetric hysterectomy
group. Similarly, the number of patients who were
given Methotrexate was also less in group-I. Average
number of blood transfusions, and plasma was less in
group-I and the time consumed for surgery was also
less. Although obstetrical hysterectomy is known for
its own merits and is the only treatment choice for
profusely bleeding patients, focal resection can also be
kept in mind for the same patients.

The study conducted by Rashed et al, almost
described the same method. They worked on anterior
placenta accreta and did the removal of placental
tissue along with the lower segment, similar to our
study. They found that the procedure needs more time
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but is associated with less likelihood of bladder and
ureteric injury and less blood loss.!

The study by Zheo et al, was similar to our
Group-I results. They did local resection of the lower
uterine segment at the placental invasion site and
reconstruction of the leftover area to preserve the
uterus for future fertility. They also found that this
technique is associated with a lower rate of intra-ope-
rative complications such as bladder or ureteric injury
and less need for bloodtransfusions.?

Cirpen et al, observed in their study that the
segmental resection technique for placenta accreta is
highly effective and is shown to be associated with less
intraoperative morbidity. They also used a similar
technique as ours and found less need for blood trans-
fusions in segmental resection.?

The study conducted by Saad El Gelany et al,
at Minia Egypt compared different management
strategies for MAP.# They worked on 102 women with
placenta accreta for a year and managed obstetric
hysterectomy in Group-I patients and cervical inver-
sion and bilateral uterine artery ligation in Group-II
patients. Their study is comparable to our study as
they also observed that blood loss was higher in Group
I, and similarly need for blood transfusion was also
more. They also concluded that using the cervix for
tamponade can also be used for haemostasis in uterine
preserving surgery as an alternative to hysterectomy
with focal placenta accreta and low parity desiring
future fertility. In addition, focal resection securing of
haemostasis with balloon insertion,® B-Lynch suture,”
compression sutures,® square sutures,!! is done in
obstetric practice daily. However, the success of these
techniques is variable.1214

Many studies in the literature support that high
blood loss and the need for blood transfusions is the
main drawback of obstetric hysterectomy.1>1¢ A pre-
vious study reported that mean blood loss was 3000ml
and required transfusions were five units which is the
almost same requirement as in our study.* In our
study, complications were higher in Group-II. The inci-
dence of bladder injury with total rent or serosal injury
was higher in the obstetric hysterectomy group than in
the focal resection group. Many studies supported our
findings that reported that the complication rate was
higher with caesarean hysterectomy.!7.18
CONCLUSION

Focal resection of the lower uterine segment should be done
for placental invasion where suitable. It is an alternate to

obstetric hysterectomy. However, its time consuming
but associated with less intra-operative morbidity with less
blood loss and less need for blood and blood products
transfusions.

RECOMMENDATIONS

a. Early detection and diagnosis lead to more satisfaction for
obstetricians, patients and families.

b. Adapting focal resection for MAP is associated with a
better outcome.

c. Multidisciplinary teamwork is required for a better
outcome.
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