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Abstract

Objective: In this study, it was aimed to transfer different aspects from the literature in the management of
patients who applied to our hospital with the diagnosis of placenta previa in 2017.

Metods: Patients who were admitted to our hospital in 2017 with a diagnosis of PP and who had undergone
at least one previous cesarean section were included in the study.

Results: A total of 110 patients with the diagnosis of PP underwent surgery. The mean age of the patients was
33.02 £ 5.1 years. Spinal anesthesia was applied to 94 (85.5%) patients. An abdominal Pfannenstiel incision
was performed in 107 (97.3%) patients. A total of four (3.6%) patients underwent hysterectomy. A total of 95
(86.4%) patients had accrete.

Conclusion: In conclusion, caesarean hysterectomy is recommended in patients with PP, especially those with
accreta, however, the number of conservative treatment options has increased in recent years. Conservative
surgery, which is frequently used in our clinic, is a comfortable option for the patient, and uterine-preserving
surgery is very important for the preservation of fertility.
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2017 Yihi Eski c/s + Plasenta Previa Totalis Hastalarinin Degerlendirilmesi
0z
Amag: Bu ¢calismada 2017 yili igcinde hastanemize plasenta previa tanisi ile basvurmus hastalarin yénetiminde
literatiirden farkl yonleri aktarilmasi amag¢lanmistir.

Yontemler: Hastanemizde 2017 yili icinde basvurup plasenta previa (PP) tanisi alan ve ge¢cmisinde en az bir
defa sezaryen olan hastalar calismaya dahil edildi

Bulgular: Plasenta Previa tanisi ile toplamda 110 hasta ameliyat edilmis olup hastalarin yas ortalamasi
33,02+5,1 idi. Doksan dort (%85,5) hastaya spinal anestezi uygulandi. 107 (%97,3) hastada batina
pfannenstiel insizyonla girildi. Toplamda 4 (%3,6) hastaya histerektomi yapildi. Toplamda 95 (%86,4) hastada
akreta tespit edildi.

Sonug: Plasenta previa ile alakali 6zellikle akreatasi olan hastalarda 6nerilen sezaryen histerektomi olup son
zamanlarda konservatif tedavi secenekleri artmaktadir. Klinigimizde siklikla kullanilan konservatif cerrahi
hasta icin konforlu bir durumdur. Hastalara uterus koruyucu cerrahi uygulanmasi infertilitesinin korunmasi
acisindan oldukca énemlidir.

Anahtar kelimeler: plasenta previa, uterus koruyucu cerrahi, pfannensteil insizyon.

INTRODUCTION hypogastric artery ligation, are also applied to

. the patients receiving conservative treatment.
Although cesarean section rates vary between

0.4 and 40% among countries in the world, Peri- and post-operative complication rates are
these operations have been increasing hlgh in patients with PP, with bladder injuries
gradually in the last 30 years!l. As with other being the most common. Other complications
surgeries, cesarean section has both short-term include disseminated intravascular
and long-term effects, as well as ongoing health ~ coagulopathy and vesicovaginal fistula®.

effects in the postpartum period for mothers,

The aim of this study was to describe the
children, and future pregnancies?.

differences between the management of
One of the major complications of cesarean patientsadmitted to our hospital in 2017 with a
section is placenta previa (PP), which may occur ~ diagnosis of PP and the management practices
in a subsequent pregnancy3. PP is a conditionin ~ described in the literature.

which the placenta closes the internal os. It is METHODS

diagnosed by ultrasonography (USG) and is

seen in 0.4% of births, but the incidence varies  1his study covers the year 2017. The study was
regionally*. conducted in accordance with the principles of

_ the 2013 Helsinki Declaration, and ethical
No consensus has been reached regarding the approval was obtained from the ethics

timing of surgery or the surgical methods for . . mittee of our university before the study
patients with PP. The recommendation for (ethical number: 2018-72).

patients with invasion anomaly is cesarean
section hysterectomy at gestational week 34-
36, with general anesthesia primarily
preferred®. Additional invasive procedures,
such as wvascular balloon occlusion and

Patients who were admitted to Dicle University
Medical Faculty Hospital in 2017 with a
diagnosis of PP and who had undergone at least
one previous cesarean section were included in
the study. Patients with PP with lower placental
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localization, with no history of cesarean section,
or who underwent surgery before 24 weeks of
gestation were excluded from the study. The
diagnosis of PP was made by transabdominal
ultrasound and confirmed by transvaginal
ultrasound (General Electric Voluson 730 Pro).
The presence of invasion was evaluated by
Doppler USG.

In 2017, 1351 births occurred in our hospital. Of
these, 1067 were cesarean deliveries, for a rate
of 789% in 2017. The total number of PP
patients included in the study was 110 (8.1%).
The information and data for these patients
were obtained by screening their medical
records. Evaluations included demographic
information, such as age, gravida, parity,
gestational week, and preoperative and
postoperative hospitalization (days), as well as
anterior-posterior placenta, blood volume,
preoperative and postoperative hemoglobin-
hematocrit and intraoperative surgical
procedures. Preoperative blood values were
taken just before the operation. Postoperative
blood values were taken 3 hours after the
operation.

Surgical preparation: Patients with active
bleeding or pain during their preoperative
evaluation were hospitalized, whereas other
patients were evaluated as outpatients with
weekly  controls. All  patients  were
recommended to live 20 minutes away from the
hospital, so accommodation was provided in the
municipal guest house for patients who lived
farther away. Patients who did not have pain
and bleeding underwent elective caesarean
section after 37 weeks of gestation, while
caesarean section was performed in the same
week of admission in patients with pain and
bleeding. Four units of packed red blood cells
were reserved preoperatively for each patient.

All operations were performed by gynecologists
and obstetricians with at least 5 years of
experience. The patients who desired
preserving surgery were initially informed
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about the risks of surgery, and informed
consent was obtained for uterine-preserving
surgery. Spinal anesthesia was applied to the
patients who were planned for conservative
surgery during the operation, and general
anesthesia was applied to the patients who
were contraindicated for spinal anesthesia or
who were undergoing cesarean hysterectomy. A
Pfannenstiel incision was primarily preferred,

and an umbilical median incision was
performed on the patients undergoing
hysterectomy. The placenta was totally

removed in all patients who were planned for
conservative treatment, and hemostatic
suturing was used according to the presence of
invasion. Placental invasion is defined as the
removal of the placenta by hand from the tissue
and bleeding from the placental bed In addition,
the hypogastric artery was ligated or a balloon
tamponade was applied in some patients.

The patients were called for follow-up at 1 and
6 months postoperatively.

Statistical analysis: SPSS version 21.0 was used
for data analysis. The mean and standard
deviation were used for descriptive statistics.

RESULTS

A total of 110 patients with the diagnosis of PP
underwent surgery. The demographic data of
the patients are shown in Table 1. The mean age
of the patients was 33.02 + 5.1 years, mean
gravida was 4.7 + 2.07, and mean parity was
3.13 £ 1.59. The mean gestational week at
surgery was 35.4 + 2.2. Overall, 65.5% (72) of
the patients were totalis from the anterior and
34.5% (38) were totalis from the posterior.

The patients were hospitalized for 2.89 + 5.7
days preoperatively and for 2.5 + 1.59 days
postoperatively. Invasion was detected in 95
(86.4%) patients. The mean number of previous
cesarean sections was 2.29 * 0.99. In total,
42.7% of the patients had undergone 3 or more
previous cesarean sections.
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Table I: Demographic Data of Patients

Table II: Operative Outcomes

Mean =SD (min-max)

Age 33,0215,1 (22-46)
Gravidity 4,7+2,07 (2-12)
Parity 3,13+1,59 (1-9)

Gestational week 35,49+2,2 (26-39)

Previous cesarean sections 2,29+0,99 (1-4)
1 29 (26,4)
2 34 (30,9)
3 33 (30)
4 14 (12,7)
Preoperative  hospitalization
2,8915,7 (0-42)
day
Postoperative hospitalization
2,5+1,59 (1-14)
day
APGAR 1st 5,64+1,3 (2-9)
APGAR 5th 8,011 (5-10)
2682,36%558,5 (750-3800)
Baby weight

Spinal anesthesia was applied to 94 (85.5%)
patients. An abdominal Pfannenstiel incision
was performed in 107 (97.3%) patients. A total
of four (3.6%) patients underwent
hysterectomy. A total of 95 (86.4%) patients
had accreta, and hemostatic suturing was used.
A balloon tamponade was applied to three
(2.7%) patients. The hypogastric artery was
ligated in two (1.8%) patients. The amount of
erythrocyte suspension transfusion was 0.78 *
1.9 units and 79 (71.8%) patients required no
blood transfusion. Surgical data are shown in
Table 2.

Operative Outcomes

Spinal anesthesia n (%)
Pfannenstiel incision n (%)

Intraoperative

value (g/dL) (min-max)

(%) (min-max)

(g/dL) (min-max)

(%) (min-max)

(min-max)

Cesarean hysterectomy n (%)

Vascular complication n (%)

Urinary complication n (%)

Postoperative infection n (%)

Uteovesikal fistula n (%)

hemoglobin

Intraoperative hemotocrit value

Postoperative hemoglobin value

Postoperative hemotocrit value

Units of packed RBCs transfused

94 (85,5)
107 (97,3)

11,3+1,45 (8,32-
14,8)

34,543,73
(26,44-44,79)

10,33+1,30
(7,42-14,12)

31+4,23 (24,76-
36,05)

0,78+1,9 (0-16)

4 (3,6)

8(7,2)

7 (6,3)

2 (1,8)

RBCs: Red Blood Cells

Bladder rupture developed in 8 (7.2%) patients.
Postoperative infection developed in seven
patients and was treated with antibiotics in the
hospital. In the long term, two patients
developed uterovesical fistula. Vesicouterine
fistula was diagnosed after resumption of the
menstrual cycle. Patients presenting with
hematuria  during  menstruation  were
diagnosed 3 months after the surgery at the
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earliest. None of the patients required
relaparotomy. No mother died.
DISCUSSION

The fertility rate is gradually decreasing in
Turkey and was reported as 2.1 in 20167. In
southeastern Anatolia, however, these rates are
above3. In other words, every woman gives
birth to at least 3 children during their
reproductive period. The rate of cesarean
section in Turkey has increased over the years,
from 21% to 53% between 2002 and 2016.
Caesarean section rates are especially high in
university hospitals, with rates of 69%
according to 2016 data. Primary cesarean rates
in these hospitals range from 35.9%?8.

Our hospital is the only tertiary care university
hospital in the region of Turkey with the highest
birth rate, and high-risk pregnancies are
referred to our hospital. Remarkably, when
compared to the literature, both caesarean
section (78.9%) and PP (8.1%) rates are quite
high in our hospital, which covers a population
of approximately 12 million within the
surrounding provinces.

The surgery choice for patients with PP is
important. Given the recent increase in PP
patients, treatment and follow-up of these
patients in tertiary hospitals is not only
important for the mother and baby, but they
also reduce complications9. Delivery is
recommended between 34+0 and 35+6 weeks
of gestation, and general anesthesia is
preferred>10. Caesarean hysterectomy is
recommended in patients who are expected to
have accreta, because a uterine-preserving
approach is thought to increase bleeding and
patient morbidity, especially in these
patientsil12. The gestational week at birth in
our hospital was consistent with the literature,
but hysterectomy was performed in 3.6% of our
patients and this result differed from the rate
reported in the literature!3. Another aspect of
our study that differed from the literature was
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the predominant use of spinal anesthesia
(85.5%), rather than general anesthesia,
because of conservative surgery. Although some
studies have shown that spinal anesthesia is
preferred in patients undergoing conservative
surgery, the low number of cases is
noteworthy!4.

In the literature, a median incision below the
umbilicus is commonly preferred as the skin
incision, whereas the Pfannenstiel incision can
be preferred in patients who are not considered
for hysterectomy. The use of a Pfannenstiel
incision instead of an umbilical median incision
is considered to accelerate healing, cause less
incisional hernia, and be more cosmetic for the
patien>16, The main reason for choosing an
umbilical median incision is for removal of the
baby from the uterus without touching the
placenta, which is more likely to occur when an
incision into the fundus is required. One other
study in the literature primarily applied a
Pfannenstiel incision!”.

The first method applied as conservative
surgery involves leaving the whole or part of the
placenta untouched, with subsequent follow-up
after the procedure!8. This method is not widely
used today due to the high rate of complications
(sepsis, late-term bleeding, and delayed
hysterectomy). Currently, other methods, such
as intracavitary suture, segmental resection,
and double incision techniques, are used to
protect the uterus. The success rate of the
intracavitary suture technique has been
reported to be quite high (successful in 58 of 62
patients)1?. Unlike our study, patients without a
history of cesarean section were also included
in the previous study!?. By contrast, a segmental
resection technique has been performed in only
a small group of patients and the suitability of
this technique to all PP cases has not been
discussed?®. In a study that used a double
incision technique, in which the fetus was
removed by a separate incision from the area
close to the fundus and a second incision was
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applied to the uterus for the placenta, an
umbilical median skin incision was performed
at a high rate of 83%?2L

Other procedures, such as vascular balloon
occlusion, hypogastric artery ligation, and
uterine tamponade, have been used in some
patients?223. One study with extensive patient
participation in which balloon occlusion was
performed indicated that the need for
hysterectomy decreased with increasing
obstetric experience in this subject?. By
contrast, the amount of red blood cells given to
patients was quite high, as the mean
erythrocyte transfusion was 6.54 and 7.42 units,
in contrast to the 0.78 units used in the present
study. In addition, the postoperative hospital
stay of patients was reported as 9-10 days,
which is considerably longer than our results?4.

The large amount of erythrocyte transfusion
and the longer hospitalization in the previous
study, despite the reduced hysterectomy rate, is
also noteworthy?%. Kuhn et al. have shown that
prophylactic use of hypogastric artery ligation
does not reduce the amount of bleeding and that
this method is ineffective due to rich collaterals
in the region?>. Similar results have been
obtained in other studies?®.

In the present study, the hysterectomy rate was
3.6%. A study by Kong and To that included 215
PP cases reported a rate of 1.8%. Unlike the
present study, only 57 (26.5%) of the patients in
the previous study had a history of cesarean
section, which reduces the rate of cesarean
section?’. A study by Sak et al, in which
hysterectomy was performed on all patients,
did not indicate how many patients were
diagnosed with PP, and both bladder injury and
postoperative hospital stay were higher than in
our study?8.

Only limited data are available in the literature
regarding the time spent in the hospital during
the period prior to the operation, but the
available studies have shown no difference in

terms of maternal and fetal outcomes for
outpatients or inpatients??30. In these studies,
the prenatal hospitalization period was 19-22
days, which is quite long compared to our study.

CONCLUSION

In conclusion, caesarean hysterectomy is
recommended in patients with PP, especially
those with accreta, however, the number of
conservative treatment options has increased in
recent years. Conservative surgery, which is
frequently used in our clinic, is a comfortable
option for the patient, and uterine-preserving
surgery is very important for the preservation
of fertility. The choice of Pfannenstiel skin
incision is a priority of the patients in terms of
cosmetic appearance. However, further studies
are needed to investigate the psychological
effects of the Pfannenstiel skin incision and of
surgery without hysterectomy performed on
most patients.
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