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• Early cases
• Non-scar related cases
• Ultrasound
• Planning and preparation
• Special considerations



Case 3 – Does ultrasound dictate?

• A P3 (3CS) has recurrent episodes of mild 
vaginal bleeding. At 30 weeks Ultrasound 
shows a placenta covering the scar of previous 
CS. Is this enough to consider accreta in the 
absence of other US findings?



• A P3 (3CS) has recurrent episodes of mild 
vaginal bleeding. At 30 weeks Ultrasound 
shows a placenta covering the scar of previous 
CS. Is this enough to consider accreta in the 
absence of other US findings?

• YES. It is placenta accreta till proved otherwise 
at delivery. Prepare yourself.



• Which of the following US findings would 
make the diagnosis almost certain?

A) Thin myometrium (1mm).
B) Lack of the echolucent zone between 

placenta and myometrium.
C) Presence of large irregular lacunae with 

turbulent flow.
D) Interrruption of the bladder line.
E) Invasion into the bladder.



Interrruption of the bladder line.
Invasion into the bladder.
If these are present the diagnosis is almost 

certain. If not there is a higher possibility of 
separation. (Images courtesy of D Elhaig)



• The bladder line is interrupted , when would 
you terminate?



• The condition is very dangerous. You might be 
forced into a middle-of-the-night delivery. The 
patient has recurrent bleeding.

• Terminate at 34-37 weeks. Here be earlier 34+ 
is wise.



• You have planned an elective termination at 
34+2. What are your preparations? (Consider 
you have facilities at a tertiary unit).



• You have planned an elective termination at 
34+2. What are your preparations? (Consider you 
have facilities at a tertiary unit).

• Counsel.
• Go for primary hysterectomy.
• Corticosteroids.
• Have urological surgeons available.
• The managing obstetrician should be able to 

control bleeding and be adept at major vessel 
identification and ligation. (Otherwise a vascular 
surgeon should be on hand).

• Cross match and prepare blood (we prefer 4 units 
at least with access to much more).



• You are the general in the OR. How would you 
employ your resources? Anesthesia. Urological 
surgery. Interventional radiology.



• Anesthesia:
– Senior well experienced staff (usually more than 

one)
– Fully equipped monitor
– General anesthesia (why?)
– Fetch blood but usually start with or after 

commencement of surgery. (In case of anemia 
correct first)

– IV fluids.



• Positioning and Urological surgeon:
– Place the patient in a low lithotomy position 

(Allows abdominoperineo procedures, allows 
ureteric stent removal, allows bladder evaluation, 
allows inspection of bleeding, allows an additional 
assistant to be close to the field, does not 
interfere with the surgeons).

– As soon as anesthesia is started, place ureteric
stents using the cystoscope.



• What is the main value of the ureteric stents?

A) Prevent ureteric injury
B) Identify abnormal course of ureter.
C) Rapid identification of the ureter to facilitate 

clamp placement.
D) Facilitates bladder dissection.
E) Prevents fistula formation in the event of 

injury



• What is the main value of the ureteric stents?

Rapid identification of the ureter to facilitate 
clamp placement.



• Would the interventional radiology help us?



• Would the interventional radiology help us?

• Our experience is disappointing. Placement of 
an intravascular balloon under local 
anesthesia into both internal iliac vessels is 
easy and very quick. We usually shield the 
fetal head and neck during the procedure. This 
is then inflated as soon as the fetus is 
delivered. These balloons are expensive and 
we found benefit minimal. Maybe an aortic or 
common iliac balloon would work.



• How would you incise skin and uterus?



• How would you incise skin and uterus?

• Go for a midline subumbilical skin incision
– Allows for easier wider access.
– Away from adhesions from previous CS.
– Less likely to bleed (especially if a coagulopathy 

develops)
– Easier to eventrate the uterus
– Easier to perform major vascular procedures.

• For the uterus: An upper segment incision or 
an incision above the level of the placenta.



• What now?



• What now?

• Deliver fetus
• Withhold uterotonics
• Place your clamps and proceed
• Retract the ureters and place the uterine 

artery clamps
• Dissect bladder or cut through the posterior 

wall of the cervix or vagina and leave bladder 
till end

• May sacrifice uterus for bladder
• Examine for urinary injury



• How would you blood component therapy?
• Intraoperative?
• Postoperative?



Case 4 – Prepare for the worst

• A 24 year old P2 (2CS) has placenta previa at 
32 weeks. It is covering the scar. The US shows 
an intact bladder line, but there is absent echo 
lucent zone behind the placenta. There are 
also many lacunae. Your plan. When? What? 
Precautions? Management during surgery?



• When: At 37 weeks (unless labor/bleeding 
occurs).

• What: hysterectomy at surgery unless 
placenta separates spontaneously.

• Precautions: as before is best (although 
ureteric stenting may be foregone (not 
preferred).



• During surgery:

• Proceed with the vertical incision, incise 
uterus above placenta, eventrate and wait for 
the placenta to separate.

• If it fails to do so proceed to hysterectomy.
• If it separates examine for bleeding, give 

uterotonics and may use compression sutures.
• Marked bleeding should still indicate 

hysterectomy.



Case 5 - ?Conserve

• A 32 yr old P2 (2CS) is pregnant at 30 weeks 
with a placenta on the scar. She is adamant 
that she wants to retain the uterus at all costs. 
You tell her?



• A 32 yr old P2 (2CS) is pregnant at 30 weeks 
with a placenta on the scar. She is adamant 
that she wants to retain the uterus at all costs. 
You tell her?

• The essential treatment is hysterectomy, but a 
well judged trial of conservative treatment by 
an expert, in a well equipped setting can be 
attempted. She must consent to hysterectomy.



• Would you use the urological surgeons with 
you even if the bladder line were not 
affected?



• Would you use the urological surgeons with 
you even if the bladder line were not 
affected?

• You need them even more. If you fail and the 
patient starts bleeding, any saved time can be 
crucial.



• You open a midline incision (correct), incise 
the uterus above the placenta (correct), 
deliver the fetus, eventrate the uterus, place 
vascular clamps over the infundibulopelvic 
ligaments (important), compress uterine 
vessels, and the placenta fails to separate 
completely. What are your options?



• Assuming the placenta partially separates or 
does not separate. What are your options?

• Focal removal
• Removal of part of the uterine muscle (part 

thickness or full thickness).
• Piecemeal removal and then hemostasis.



• Measures to reduce bleeding

• Suturing/under running sutures
• Compression sutures
• Devascularization procedures

– Uterine artery ligation
– Internal iliac artery ligation

– Care here: Due to the extensive horizontal and 
vertical anastomosis, these are much less 
dependable.

• Hysterectomy is best: Main cause of death is 
delayed decision.



• Suppose you have a bleeding patient who is 
not conscious and the family refuses a 
necessary hysterectomy, what do you do?



• Suppose you have a bleeding patient who is 
not conscious and the family refuses a 
necessary hysterectomy, what do you do?

• Three consultants/staff write and sign the 
decision and document this with time and 
place. An unconscious patient is deemed to 
want to live.



• During the operation you have decided to 
perform an internal iliac ligation. What are the 
pitfalls?



• During the operation you have decided to 
perform an internal iliac ligation. What are the 
pitfalls?

• Only by persons with expertise – Many 
university obstetricians have this. Never by 
the novice.

• I prefer aneurysm needle. Easier, less 
traumatic, faster and less dissection. Others 
use a right angled clamp.

• Dissect the internal iliac artery sheath 
longitudinally about 2 -3 cm from its origin.



• If you use the aneurysm needle, you only 
need a very short distance.

• Introduce the instrument while keeping in 
contact with the artery at all times (to avoid 
inadvertent and possibly catastrophic injury of 
the underlying vein). 

• When using a right angle clamp, after opening 
and closing (to catch the suture), gently rock 
up and down to ensure that the vein was not 
caught in the jaws.



Case 5 complicated - Catastrophe

• The vein has been injured.

• Massive bleeding has occurred, attempts to 
stop are futile and the vein is torn. 
Coagulopathy has occurred What now?



• Manage as a case of extensive pelvic trauma:

• Compression towels to be removed later.
• Use a urine bag impacted in the pelvis and 

inflate to the maximum.
• Place a haemostatic clamp and remove later 

(If this is feasible)

• The longer you take - the worst off you are.



Case 6 – Bleeding with embolism

• A 32 year old P2 (2CS) has a placenta previa. 
She has had one episode of proven DVT during 
her lifetime, but 5 attacks of pulmonary 
embolism for which she was placed in the ICU. 
She is on anticoagulation and has had 
recurrent attacks of bleeding needing 
cessation of anticoagulants. She is now 32 
weeks. Plan. 





• Placenta accreta is dangerous and is increasing 
in incidence.

• Those associated with lower segment scars 
are more dangerous.

• Planning delivery, teamwork and experienced 
personnel in a proper setting is pivotal.

• Hysterectomy is the crus of treatment
• Conservative management is dangerous and 

should only be undertaken in certain 
conditions.



Cases to think about



A 25 year old P1(CS) at 36 weeks has a placenta 
previa. US shows interruption of the bladder line 
(highly suggestive of AIP).

Your aim:

A) Counsel for and perform hysterectomy
B) Counsel for and attempt conservative surgery –

only resort to hysterectomy if hemorrhage is 
uncontrollable.



A 26 year old P3(3CS) – 1 living - has a placenta previa 
with possible AIP at 36 weeks. You have counseled for 
hysterectomy but promised to try conservative 
treatment.

During the operation you remove the placenta along with 
the majority of the anterior wall of the lower segment. 
There is still some annoying bleeding from the lower 
segment. 

What would induce you to abandon conservative surgery 
in favor of hysterectomy?

A) If you need 2 units of pRBCs
B) If you need 5 units of pRBCs (massive transfusion).
C) Only if other measures to reduce bleeding fail –

compression sutures, devascularization, iliac ligation



A 37 year old P5 (3CS) has AIP with a placenta 
previa on the scar. You intend on 
hysterectomy. After placement of vascular 
clamps the placenta ant the anterior uterine 
wall is torn away. Bleeding is not heavy and 
inversion of the cervix covers the defect. 
Would you?

A) Close up and observe for PPH, hoping for 
the best.

B) Proceed to hysterectomy regardless.



A 35 year old P2 (2CS) has 2 girls and is pregnant 
at 36 weeks with AIP. This too is a girl. The 
patient is B-ve and you have barely been able 
to arrange for 2 units of blood. Would this 
influence your decision?

A) Yes push for primary hysterectomy.
B) Do indirect Coombs test; if negative try 

conservative management which if failed 
and massive hemorrhage occurs you could 
give B+ve blood.

C) Treatment options and counseling are 
unaffected regardless.



Case 1 – Sowing the seeds

• A 25 PG year old has a missed abortion at 9 
weeks. You decide on:

A) D and C
B) Suction aspiration only
C) Suction followed by D and C
D) Medical abortion
E) Wait for spontaneous expulsion



D and C: Generally avoided in patients who want 
further childbearing

Suction aspiration only: Least complications
Medical abortion: Allowed but has higher rate of 

complications and later hospital admission.



• The patient is given repeated doses (high dose 
of misoprostol) for several days. She develops 
recurrent bleeding and occasional fever.

• After 2 weeks, mechanical evacuation of 
retained parts is done.

• 1 year later she is diagnosed with grade 2 
Ashermann syndrome. What now?

A) Hysteroscopic lysis with scissors
B) Hysteroscopic lysis with electrocautery
C) Blind lysis



1 year later she is diagnosed with grade 2 
Ashermann syndrome. What now?

A) Hysteroscopic lysis with scissors
B) Hysteroscopic lysis with electrocautery
C) Blind lysis
While blind lysis may work for grade 1 

adhesions, we believe that hysteroscopy and 
scissors would be best.



• 2 years later the patient has had repeated 
hysteroscopic attempts for grade 3 IU 
adhesions. She has had missed abortion 3 
times. Eventually the patient has a pregnancy 
which progresses.

• At 30 weeks the placenta is virtually covering 
the whole uterus with deep myometrial
invasion. Your plan?



• At 30 weeks the placenta is 
virtually covering the whole 
uterus with deep myometrial
invasion. Your plan?

• Hospitalize, give corticosteroids 
and terminate at 34 to 37 
weeks. Use upper segment 
incision and probably proceed 
to hysterectomy when the 
placenta fails to separate.



Case 2 – On the spot after vaginal delivery

• A 27 year old PG is in labor. She has a large 
15*12 cm fibroid at the fundus towards the 
left cornu. Under neuraxial block a 
spontaneous vertex delivery ensues, but 30 
minutes later the placenta fails to deliver. 
What now?



• You administer uterotonics ( we prefer 
carbetocin), prepare blood, get help and 
notify anesthetist (the patient is under a 
potentially dangerous neuraxial block).

• Manual separation of the placenta is 
attempted, but a large piece (15 cm) is 
adherent to the fundal fibroid. There does not 
seem to be significant bleeding. What now?



• ……..a large piece (15 cm) is adherent to the 
fundal fibroid. There does not seem to be 
significant bleeding. What now?

A) Conserve
B) Conserve and give methotrexate
C) Laparotomy and hysterectomy
D) Laparatomy, myomectomy and repair after 

removal of offending placeta.
E) Laparotomy, compression, sutures and 

vascular ligation
F) Interventional radiology



• ……..a large piece (15 cm) is adherent to the 
fundal fibroid. There does not seem to be 
significant bleeding. What now?

A) Conserve

Methotrexate is ridiculous (in our opinion), fundal
and posterior wall accreta respond better to 
medical treatment. Prepare blood hospitalize, 
antibiotics and wait.

The patient made a full recovery, did not need 
blood and the placenta eventually sloughed and 
was discharged. Three months later no evidence 
of placenta was found.



Discussion time


