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ABSTRACT

Background: Due to various aspects related to the complications observed in the morbid adherent placenta, there are different
ways to treat the effective condition including surgical techniques like myometrial resection or also known as local resection or
cesarean hysterectomy.

Objective: To compare the outcome of cesarean hysterectomy versus myometrial resection among patients of morbid adherent
placenta.

Study Design: Prospective study.

Place and Duration of Study: Department of Obstetrics & Gynaecology, Gujranwala Medical College, Gujranwala from 1%
January 2023 to 30" June 2023.

Methodology: On hundred cases of pregnant women admitted with ultrasonographic diagnosis of morbid adherent placenta,
requiring hysterectomy and age between 18-45 years were included. The patients were divided into two groups. Group 1 was
those patients who underwent cesarean hysterectomy while in group 2 underwent myometrial resection as planned. A well-
structured proforma was designed for entering data in relation to mode of surgery, the status of booking, hospital stay and
complications related within both procedural comparison. The risks and outcomes of both procedures in terms of blood
transfusion requirements and other complications were recorded.

Results: The mean age of the patients were 31.3+5.1 years with majority having an emergency cesarean
hysterectomy/myometerial resection procedure. There were 64% versus 60% such cases which arrived for their hysterectomy of
morbid adherent placenta without prior booking. Majority of the patients were multiparous with only 14% patients from
myometrium resection being nulliparous. The hospital stay post cesarean was less in myometrium resection than cesarean
hysterectomy respectively (5.1+1.3 days vs 6.4+2.5 days). In the present study the bladder injury, blood loss and relaparotomy
was only presented in 8%, 18% and 4% cases in myometrium resection in comparison to 24%, 36% and 16% those in cesarean
hysterectomy. The post operative infections as well as hematoma formation were also presented only in 20% and 8% patients in
Group MR vs 44% and 20% in cesarean hysterectomy respectively.

Conclusion: The myometrium resection is a more reliable, effective method in comparison to cesarean hysterectomy with less

complications and blood loss, minimal hospital stay, less infection and hematoma risks.
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INTRODUCTION

The invasive placenta is a complication which is seen globally and
associated with placenta which can be truly acreta, percreta or
increta in various histological terminologies observed. It is very
complicated to observe these kinds of conditions and clinically
identify how invasive the placenta is. Due to the diagnostic
difficulties, post-delivery and the risk involved in removal of the
uterus the placenta percreta the aforesaid, is considered as the
most lethal and unusually invasive forms which can be related with
mortality and morbidity risk among patients."*

In addition to this the placenta percreta is associated with
pre and post setups of delivery which includes formation of balloon
temponade, embolism of the Internal lliac arteries as well as
embolism/ligation of the uterine arteries..Because of the various
aspects related to the complications observed in the morbid
adherent placenta, there are different ways to treat the effective
condition including surgical techniques like myometrial resection or
also known as local resection or cesarean hysterectomy.®”

There are different risks involved with cesarean
hysterectomy as well as myometrial resection. However, the
research has highlighted the fact that cesareans hysterectomy may
have more complication risk than involved with my myometrium
resection.?

Current radiological imaging such as ultrasonography as well
as magnetic resonance imaging are considered as valuable
diagnostic tools for identifying the mortality related with morbid
adherent placenta. These diagnostic techniques also facilitate
identifying the best used procedural method for resection or
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surgical removal of the placenta.®™*

The present study was conducted to identify and compare
both caesarean hysterectomy and myometrium resection
procedures for morbid adherent placenta removal in pregnant
women. The outcomes were compared with both procedures and
identifying the most effective resolution for treating placental
defects.

MATERIALS AND METHODS

This prospective study was conducted at Department of Obstetrics
&Gynaecology, Gujranwala Medical College, Gujranwala from 1*
January 2023 to 30™ June 2023. A total of 100 cases were enrolled
after ethical clearance of the study and acceptance of patients to
enroll the study through signing an informed written consent. The
sample size of the patients was calculated using web-based
sample size calculator using 80% power of test, 95% CI and 5%
margin of error. The inclusion criteria consisted of pregnant women
admitted with ultrasonographic diagnosis of morbid adherent
placenta and requiring hysterectomy. The age of the patients was
between 18-45 years. Those patients having normal placentas
were excluded from the study. The patients were divided into two
groups. Group 1 was those patients who underwent cesarean
hysterectomy (CH) while in group 2 underwent myometrium
resection (MR) as planned. The group 1 was named as CH while
gorp 2 was name as MR. The patients were equally divided into
both groups through randomization. A well-structured proforma
was designed for entering data in relation to mode of surgery, the
status of booking, hospital stay and complications related within
both procedural comparison. The risks and outcomes of both
procedures in terms of blood transfusion requirements and other
complications were recorded. The data was analyzed using SPSS-
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26.0 with applying Chi square test for analysis. The p value<0.001
was taken as significant.

RESULTS

The mean age of the patients were 31.3+5.1 years with majority
having an emergency cesarean hysterectomy/myometrium
resection procedure (Table 1). There were 64% versus 60% such
cases which arrived for their hysterectomy of morbid adherent
placenta without prior booking. Majority of the patients were
multiparous with only 14% patients from myometrium resection
being nulliparous (Fig. 1).

Table 1: Demographic and mode of surgery details enrolled patients within
two groups

Cesarean Myometrium
Variables hysterectomy resection p-value
(n=50) (n =50)
Age (years)
<18-29 2 (4%) 13 (26%)
30-39 30 (60%) 33 (66%) 0.001
>39 18 (36%) 4 (8%)
Mode of surgery
Elective [ 22(44%) [ 14 (28%) [
Emergency | 28 (56%) | 36 (72%) | 0.024

Table 2: Comparison of average blood transfusion, hospital stay and mean
gestational age within cesarean hysterectomy and myometrium resection
groups

Cesarean Myometrium
Variables hysterectomy resection p-value
(n =50) (n =50)
Average blood 4+2.0 2+1.0 0.016
transfusions (units)
Average post-op 6.4+2.5 5.1+1.3 0.054

hospital stay (days)

Mean gestational age 3516 3612 0.612
of TOP (days)

Table 3: Outcome Comparison of post operative risk of complications,
infections and blood loss in patients under caesarean hysterectomy and
myometrium resection groups

Cesarean Myometrium
Variables hysterectomy resection p-value
(n =50) (n =50)
Bladder injury 12 (24%) 4 (8%)
Blood Loss > 2000 ml 18 (36%) 9 (18%)
Re-laparotomy 8 (16%) 2 (4%) 0.001
Post-operative Infection | 22 (44%) 10 (20%)
Hematoma Formation 10 (20%) 4 (8%)
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Fig. 1: Frequency of parity and booked cases

The Average blood transfused in CH group was 4 units while
in group MR it was 2.0 units. The hospital stay post cesarean was
less in Group MR than Group CH respectively (5.1+1.3 days vs
6.4+2.5 days) [Table 2]. In the present study the bladder injury,
blood loss and relaparotomy was only presented in 8%, 18% and
4% cases in group myometrium resection in comparison to 24%,
36% and 16% those in group caesarean hysterectomy. The post

operative infections as well as hematoma formation were also
presented only in 20% and 8% patients in group myometrium
resection vs 44% and 20% in group caesarean hysterectomy
respectively (Table 3).

DISCUSSION

The findings of current study indicate that local resection was more
effective than cesarean hysterectomy. Patients who underwent
cesarean hysterectomy required an average of 4+1.0 units of blood
transfusion, compared to only 2+1.0 units in those who had local
myometrial resection. The same has been reported in literature
researcher wherein it is elaborated that severe hemorrhage,
typically involving 3-5 liters of blood loss, along with complications
such as disseminated intravascular coagulation (DIC), massive
transfusion, adult respiratory distress syndrome (ARDS),
electrolyte imbalances, and renal dysfunction, are all indicative of a
morbidly adherent placenta.’**®

In another study it was briefed that local resection was
successfully performed in 8 out of 12 cases, resulting in effective
hemorrhage control and uterine preservations. In the remaining
four cases, hysterectomy was necessary. This further emphasized
on the fact that local myometrial resection is a better opted
procedure than cesarean hysterectomy. The present study results
in terms of less complications and blood loss risk in myometrial
resection also supported the similar findings.***®

Anatomically, the lower uterine segment, which is richly
vascularized, receives blood supply from the cervical artery,
inferior vesical artery, and the upper, middle, and lower vaginal
arteries. Given this vascular complexity, ligation or occlusion of the
internal iliac arteries alone is often inadequate for managing
placenta accreta spectrum (PAS)."

The average postoperative hospital stay was 6.4 days for
patients who underwent cesarean hysterectomy, compared to 5.1
days for those who had a local resection. Patients in the local
resection group also experienced fewer complications than those
in the hysterectomy group. Supporting the present research
findings, a study reported that local resection was associated with
a lower complication rate within the first 24 hours post-surgery
when compared to hysterectomy.*®%

CONCLUSION

The myometrium resection is a more reliable, effective method in
comparison to cesarean hysterectomy with less complications and
blood loss, minimal hospital stay and less infection, hematoma
risks.
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