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ABSTRACT
Objectives: This study aimed to investigate the postoperative quality-of-life of patients with placental adhesion
disorder undergoing a cesarean hysterectomy and partial uterine resection. 
Methods: This was a prospective study performed on 40 patients aged from 25 to 35 years. The subjects were
divided into two groups based on whether the uterus was preserved or not following a cesarean hysterectomy
and on partial uterine resection. The Turkish version of SF-36 Quality-of-life Scale consisting of 36 items and
8 subscales was applied to the patients. 
Results: The participants had a mean age of 31.3 ± 3.2 years. The mean parity, number of cesarean sections
and body mass index was 3.45, 3.22 and 29.1 ± 2.9, respectively. The mean physical function score was 83.4
± 11.61 in the cesarean hysterectomy group and 93.67 ± 8.55 in the partial uterine resection group. A significant
difference was found between the cesarean hysterectomy and partial uterine resection groups in terms of their
health-related quality-of-life (p = 0.005). 
Conclusions: Patients who underwent partial uterine resection had improved health-related quality-of-life
compared to patients who had a cesarean hysterectomy. Choosing uterus-preserving surgery in suitable patients
by evaluating the degree of placental adhesion and adhesion size may have a positive effect on the quality-of-
life after surgery. 
Keywords: cesarean hysterectomy, partial uterine resection, placenta accreta, placental adhesion disorder,
quality of life
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Placental adhesive disorder (PAD) is a serious com-
plication of pregnancy occurring when the chori-

onic villi invades the myometrium [1]. Patients who
are exposed to PAD have a scarred uterus. The two
major risk factors of PAD are placenta praevia and a
prior cesarean section, as well as curettage and previ-
ous uterine rupture, uterine artery embolization and

conservative myomectomy [2]. The changing risk fac-
tors, such as the growing rate of cesarean delivery,
have increased the rate of placenta accreta in the past
forty years [3]. Depending on the extent of uterine in-
vasion by trophoblastic tissue, PAD is divided into pla-
centa increta, accreta and percreta lesions [4]. Placenta
accreta can occur in cases of implantation of the chori-
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onic villi on the myometrium without involving the
decidua. The placental villous tissues cause increta to
invade the myometrium while the uterus has a percreta
serosal layer in the adjacent organs caused by the
chorionic villi [5]. The incidence of PAD has increased
tenfold during the past fifty years despite its being re-
garded as a rare condition [6]. PAD is related to a high
risk of emergency hysterectomy, massive post-partum
hemorrhage (PPH), multiple blood transfusions, and
maternal mortality and morbidity [7]. In the UK, this
condition is the second most common cause of hem-
orrhage that results in peripartum hysterectomy [8]. 
      PAD has traditionally been managed with different
techniques such as a hysterectomy and a cesarean sec-
tion causing hemorrhage and morbidity. Other thera-
peutic options, such as cesarean section avoiding the
removal of the placenta combined with compression
sutures, methotrexate, balloon tamponade and B-
Lynch suture where the placenta remains in situ, have
all been proposed in the past few decades [9, 10]. One
of the other conservative treatment strategies is recon-
struction of the uterine wall and resection of the re-
tained adherent placenta [11-13]. Moreover, the
emphasis is more on improving the quality-of-life and
the tendency to preserve the uterus. Therefore, in this
study, the appropriateness of more conservative man-
agement of PAD surgery is discussed [14]. 
      This study aimed to investigate the quality-of-life
of PAD patients who had partial uterine resection and
those who underwent cesarean hysterectomy to see if
the partial uterine resection method positively affected
the postoperative quality-of-life compared to cesarean
hysterectomy.

METHODS

      This study was a prospective one conducted in a
tertiary hospital between January 2018 and December
2019 (Approval date:13.09.2017/Decision No:113).
Postoperative Quality-of-life Scales were conducted
and compared between patients who underwent ce-
sarean hysterectomy or partial uterine excision due to
PAD in our tertiary hospital between January 2013 and
December 2018. The Quality-of-life Scale question-
naire was given to patients referred to the hospital for
treatment at least 6 months after surgery and accepted
to be included in the study. Those with psychiatric dis-

orders, such as depression, anxiety disorder, chronic
disease and multiple pregnancies were excluded from
the study. Forty-six patients were contacted through
electronic records. Six patients could not participate
in the study for different reasons (living in a different
city, diagnosis of depression, etc.). Therefore, forty pa-
tients aged from 25 to 35 years were included in the
study. Written consents of the patients was obtained.
The patients were divided into two groups depending
on the operative methods: cesarean hysterectomy or
partial uterine resection+bilateral tubal ligation. The
SF-36 Quality-of-life Scale was developed for the first
time by Stewart et al. [15]. Its Turkish validity was
studied by Koçyiğit et al. [16]. The Turkish version of
the SF-36 Quality-of-life Scale, consisting of 36 items,
8 subscales including physical role performance, gen-
eral health, social function, energy, emotional role per-
formance, physical function, pain and mental health,
was applied to the patients. Scores related to the sub-
scales vary from 0 to 100, in which higher scores in-
dicate a better level while lower scores indicate
deteriorating health. 

Statistical Analysis 

      The SPSS 18.0 statistical software package was
used for data analysis. Continuous variables with nor-
mal data distribution were determined using mean   ±
standard deviation, while variables with non-normal
distribution were determined using median and low-
est–highest values and categorical variables were de-
termined with numbers and percentages. In univariate
comparisons between the groups, t-test and variance
analysis were applied to the groups independently of
parametric tests based on the distribution of continu-
ous variables, and the non-parametric Kruskal-Wallis
test and the Mann-Whitney U-test were used. Categor-
ical variables were compared using the Chi-square
test. P ˂ 0.05 was considered to be significant.

RESULTS

      Table 1 shows the demographic variables of the
groups. No statistically significant difference was
found between the groups in terms of gravidity, age,
BMI, parity and number of cesarean sections (see
Table 1). Based on the results obtained, no statistically
significant difference was found between the groups
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in terms of systemic disease, incision type and pathol-
ogy results (see Table 2). 
      The research variables were studied according to
physical function, physical problems due to restriction,
physical pain scale, general health perception, En-
ergy/Fatigue Scale, social function, emotional prob-
lems due to restriction and emotional well-being
between the groups. The t-test of two independent
populations was used to investigate the difference in
these variables between the groups. The results are
shown in Table 3. 
      The results obtained showed that the mean physi-

cal function was statistically higher in the partial uter-
ine resection group compared to the cesarean hysterec-
tomy group (p = 0.005). The groups showed no
statistically significant difference in other subscales (p
˃ 0.05) (Table 3).

DISCUSSION

      This study showed a significant difference be-
tween the two cesarean hysterectomy and partial uter-
ine resection groups. The mean physical function in
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the partial uterine resection group was statistically
higher than that in the cesarean hysterectomy group. 
      PAD is a life-threatening condition that occurs
when the placental villi is abnormally adherent and re-
sults in a myometrium defect or an absence of myome-
trial tissue [17]. In our previous case series where the
surgical technique and results of partial uterine resec-
tion were evaluated retrospectively, it was concluded
that the local resection technique was an effective and
safe method for treating anterior PAD [13]. Moreover,
Acar et al. [18] showed that partial uterine resection
was an alternative, acceptable and conservative man-
agement technique in the case of PAD. Also, Karaman
et al. [12] found that an effective, fertility-preserving
and safe approach was the local resection of the perc-
reta site. 
      In our current study comparing the postoperative
quality-of-life of patients with partial uterine resection
and cesarean hysterectomy, it can be said that partial
uterine resection positively affected the quality-of-life.
This may be answered simply by sparing the patient
uterine surgery, especially in a population where the

uterus is one of the important organs for life and con-
tinuity of reproduction. On the other hand, the partial
resection method may cause abnormal uterine bleed-
ing or infection due to longer operating times and
more sutures on the uterus. 
      While we expected a positive effect in patients
spared uterine surgery, we wanted to consider and
evaluate the real quality-of-life based upon fit and
tested scales. In the quality-of-life scoring, the differ-
ence in physical function scores was significant be-
tween the two groups. The statistically significantly
higher physical function score in the group spared
uterine surgery suggested that organ-preserving sur-
gery may have had a positive effect on the physical
function scores of the patients where the problem was
unknown. Shabana et al. [19], who reported a modi-
fied surgical approach, i.e. stepwise cesarean section,
emphasized that conservative surgery may be a mod-
ern medical approach option. Our findings are in line
with the opinion by Matsubara et al. [20] stating that
retention of the uterus may improve women’s quality-
of-life and preserve their sexual identity, irrespective
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of fertility. 
      Su et al. [21] suggested the use of primary ce-
sarean hysterectomy as the treatment of abnormal in-
vasive placenta, but conservative treatment may be
used in women with a strong desire for fertility. This
is in line with results of the study by Cui et al. [22]
who concluded that the implanted placenta remaining
in situ should preferably be chosen for PAD patients
with a desire for fertility and those undergoing termi-
nation of pregnancy in the second trimester. Tong et al.
[23] concluded that it was feasible to have placental
retention and uterine conservation in carefully selected
cases, which can avoid the complications of a cesarean
hysterectomy. 
      There is a consensus among experts on a planned
preterm cesarean hysterectomy as the approach rec-
ommended before the 35th gestational week [24, 25].
On the other hand, several studies have discussed the
conservative method in different case series and case
reports, claiming that conservative management that
leaves the placenta in situ causes harmful effects. A
review of all the studies reported between January
1985 and May 2006 by Timmermans et al. [26]
showed that 80% of the 60 cases could preserve the
uteri. Kuppermann et al. [27] compared health-related
quality-of-life scores for patients after hysterectomy
and uterus-preserving surgery (for benign gynecologic
surgery). They found more dramatic improvements in
hysterectomy and concluded that women undergoing
hysterectomy had a 6-month delay in improvement
compared to the women undergoing uterus-preserving
surgery who tended to show immediate improvement.
However, the patients in this study consisted of benign
conditions, not PAD or obstetrical reasons. Matsuzaki
et al. [28] found that conservative management had
serious complications leading to unplanned hysterec-
tomies, were there was a reported success rate of
61.8% for those undergoing the conservative tech-
nique, which is not in line with our study that resulted
in increased physical function with the conservative
technique. 

Limitations 

      Our study had some limitations. Firstly, the pos-
terior placenta was not evaluated due to the technical
limitations of the partial resection surgery method.
Secondly, we could not evaluate the preoperative qual-
ity-of-life scales of the patients. As far as we know,

this study is the first one to evaluate the quality-of-life
functions after cesarean hysterectomy and partial re-
section surgery due to placental adhesion disorders.

CONCLUSION

      It was concluded that the partial uterine resection
group had a higher health-related quality-of-life than
the cesarean hysterectomy group. Studies are needed
with large patient groups in which patients with pla-
cental adhesive disorder would be appropriate for
uterus-preserving surgery, the postoperative quality-
of-life scales and even evaluating the sexual functions
of patients selected for uterus-preserving surgery.
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