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& Abstract

ABSTRACT

Background: Placenta accreta is considered a life-threatening condition
and the main cause of maternal mortality, postpartum hysterectomy,
admission to ICU, and an inadvertent laceration to intestine or bladder
during cesarean section.

Aim: To compare between outcome of conservative management of
morbidly adherent placenta and caesarean hysterectomy.

Methods: This study included 90 pregnant females diagnosed by
ultrasound to have morbidly adherent placenta (MAP). Maternal history,
intraoperative data about placental location, estimated blood loss, units of
blood transfusion required and surgical procedure carried out to control
bleeding was retrieved. Post-operative need for intensive care unit (ICU)
admission and other maternal complications were recorded. Perinatal
mortality and neonatal outcomes for birth weights, neonatal ICU admission,
and neonatal ICU stay in both groups was also noted.

Results: There was no significant difference between the two groups as
regards Blood Volume, and although actual blood loss was higher in group
2 than group 1 but the difference wasn't significant. ICU admission and
duration mean were significant higher in group 2 where 21(42.9%) females
were admitted to ICU for duration mean £SD equals 2.29+1.189 days
versus 5(16.1%) females and duration mean £SD equals 1.40+£0.548 in
group 1. Operation time and post operation stay were significant higher in
group 2 than group 1. There was no significant difference between the two
groups as regards blood transfusion intra and post-operative time.

Conclusion: Conservative management of morbidly adherent placenta is
associated with lower maternal morbidities and mortalities as compared
with radical surgical management in patients who fits the inclusion criteria
and wants to preserve their fertility.

(V1)



& Introduction

INTRODUCTION

Placenta accreta was first described nearly 80 years
ago as a clinicopathological condition in which the placenta
fails to separate partially or totally from the uterine wall.
Several concepts have been proposed to explain why and
how it occurs. In the past, it was thought that a primary
defect of the biological function of the trophoblast would
lead to excessive invasion of the myometrium by placental
tissue beyond the physiological decidual-myometrial
junction zone (Jauniaux and Jurkovic, 2012).

The current prevailing hypothesis is that a defect of
the endometrium—myometrial interface, typically at the site
of a prior hysterotomy or cesarean section, leads to a failure
of normal decidualization in the corresponding uterine area.
This allows extravillous trophoblastic infiltration and
villous tissue to develop deeply within the myometrium,
including its circulation, and to sometimes reach the
surrounding pelvic organs (Jauniaux et al., 2018).

Depending on the depth of trophoblast invasion into
the myometrium, three subtypes have been differentiated
by pathologists: (1) superficial placenta accreta (also called
placenta creta, vera, or adherenta), where the villi attach
directly to the surface of the myometrium without invading
it; (2) placenta increta, where the villi penetrate deeply into
the myometrium up to the external layer; and (3) placenta
percreta, where the invasive villous tissue reaches and
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& Introduction

penetrates through the uterine serosa (Jauniaux et al.,
2018).

Placenta increta and percreta are often referred to as
abnormally invasive placenta. More invasive placentation
Is not due to a further invasion of extravillous trophoblast
in the uterine wall, but likely arises from an extended scar
defect that allows the development of chorionic villi deep
within the uterine wall, including within its peripheral
circulation. The striking rise in the incidence of abnormally
adherent and invasive placentation in women with a prior
cesarean delivery supports the latter concept (Parra-
Herran and Djordjevic, 2016).

Owing to the lack of international consensus on
nomenclature, Jauniaux et al. (2018) suggested the term
“Placenta Accreta Spectrum” (PAS) as a general term that
includes both abnormal adherence and abnormal invasion.

Placenta accreta is considered a life-threatening
condition and the main cause of maternal mortality,
postpartum hysterectomy, admission to ICU, and an
inadvertent laceration to intestine or bladder during
cesarean section (Eller et al., 2011). Any attempt to
manually remove a PAS disorder typically provokes heavy
bleeding and is associated with high maternal morbidity
and mortality (Silver, 2015).
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& Introduction

The diagnosis of PAS is usually established by
ultrasonography and the features suggestive of placenta
accreta include wvascular spaces within the placenta,
thinning of the myometrium overlying the placenta, loss of
the retroplacental “clear space”, protrusion of the placenta
into the bladder, increased vascularity of the uterine serosa
and turbulent blood flow through the lacunae on Doppler
ultrasonography (Murray et al.,2005)..

©)



& Aim of the work,

AIM OF THE WORK

The aim of the study is to compare between
conservative management of morbidly adherent placenta
and caesarean hysterectomy as regards postpartum
haemorrhage and other complications to the mother and the
neonate.

* Primary outcome:

Amount of maternal blood loss in both conservative
management of morbidly adherent placenta and caesarean
hysterectomy.

= Secondary outcome:

Neonatal APGAR score and maternal complications in
both conservative management of morbidly adherent
placenta and caesarean hysterectomy.

(4)



