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Plasenta Adezyon Bozukluklari / Anormal invazif Plasenta |/ Plasenta Akreta

Plasentanin myometriuma degisik derecelerde anormal
olarak yapismasi

Akreta %79

Koryonik villuslar (desidua basalisin icinde sinirli kalmaktan cok)
myometriyuma yapismigtir

Inkreta %14

Koryonik villuslar myometriyumun igine invaze olmustur

Perkreta %7

Koryonik villuslar myometriyumun digina dogru, serozaya kadar
penetre olmustur.

\ (Anath CV 1997) /




SIKLIK

50 yil once de nadir bir durumdu, ginumuzde daha sik
gorulmektedir

1950’lerde....... 30.000 dogumda 1 (read JA 1980, Miller DA 1997)
1980 lerde....... 2.510 dogumda 1 (read JA 1980, Miller DA 1997)

1982-2002....... 533 dogumda 1 (wus 2005)

Artisin asil nedeni: SEZARYEN SAYISI ARTISI

2000 yilindan sonra artis C/S artis oranindan fazla (Higgins MF, 2013)



ONEM]

MATERNAL MORBIDITE ve MORTALITE’nin en
onemli nedenlerinden

% 7 mortalite Bildiriimektedir owbrein v 1996)

Peripartum kanama ve Plasentanin dogurtulmasi
sirasinda asiri kanama riski var

Histerektomi siklikla gerekir
Mesane, ureter ve barsak yaralanma riski var

Yogun bakim gereksinimi artar
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ORIGINAL ARTICLE

Morbidly Adherent Placenta: A Critical Review

Avearwal Richa - Sunejia Amita - Vaid Neelam Bala -

Abstract

Objective  To evaluate the demographic profile, high risk

factors, fetomaternal outcome and management options in 20 PA olgusu (%60 kanamal)
morbidly adherent placenta {MAP]I [ \
Study Design Ret ysis. %85 histerektomi

Methodology Rfview of 20 case Necords of women with
MAP during yeay 2001-2006.
Results The medn age and ppefly of the women was
27.7 £+ 4.2 years and 2.5 Tespectively. 70 % women had
previous uterine scar, and similar number had placenta @)33,3 perinatal mortalite )
previa. 60 % women presented with antepartum hemor-
rhage and 20 % with retained placenta. 85 % women
underwent hysterectomy with 5 % requiring internal iliac
artery ligation, another 5 % partial cystectomy and 15 %

%30 maternal olum

bladder repair. Blood loss was between one and nine litres
requiring an average of six units whole blood and 4 units
FFP. There were six (300 %) maternal deaths. 55 % of the

newboms were preterm and the perinatal mortality was ‘
33.3%




@ Table 1. Patient characteristics and dinical presentation.
ACTA Obstetricia et Gynecologica " Scandinavica
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n=17 e {n =39 % p-value
Abnormally invasive placenta: changing trends in diagnosis
and management Age (years) 27 £ 4.2 27 + 2.83 0.82
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Abstract Acta Obstetricia et Gynecologica Scandinavica © 2013 Booked 3 187 23 59 0.0006
Unbooked 14 823 16 41
Trends in patient profile, clinical presentation, diagnosis, management options Gestational age 352 £3.2 355 £ 3.5 0.72
and outcome of abnormally invasive placenta (AIP) were retrospectively evalu- o rfie{!dverylu{weeks]
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total number of cases was 56 and the incidence increased significantly in the Emergency 11 65 12 32
second half. Main risk factors were placenta previa and previous cesarean sec- cesarean section

tion. Antenatal diagnosis by ultrasound was made in 72% in the second half,
compared with 35% in the first half (p = 0.009). Maternal mortality was 29%
in the first half and 21% in the second half. Hysterectomy was the mainstay in

management: elective procedures being significantly hicgher in the second half. Table 2. Maternal morbidity and mortality.

Period A Period B
. . _— n=17) {n = 39)
postnatal, admitted to the obstetrics ward of the University
College of Medical Sciences and Guru Teg Bahadur Hospi- Bladder injury 3 3
tal, Delhi, India, a tertiary care referral centre, from Octo- Disserminated 12 14
intravascular coagulation
Infection 6 &
L) LA s A ALe ek S ]k S disie i
To evaluate the changing trends we compared the first IBurst goomn . " i;
. . — ntensive care unit transfer
?mfi secund: halves of the ?—year time period and divided Miaternal mortaty, (%) 5 29) 2 205) J
it into Period A and Period B. The number of women ;—

was 17 and 39 in the two groups, respectively. Data '




ETYOLOJi -PATOGENEZ

o Kesin olarak bilinmemektedir. Teoriler var:

» Defektif desidualizasyon (en yaygin teori) (nhong v 2005)

» Asiri ekstravilloz trofoblastik invazyon (rantirojn P 2008)

» Histerotomi skarinda defektif vaskller remodeling auniauxe, 2012)

o Patolojik invazyon derinligini belirleyen faktorler de bilinmemektedir




RiSK FAKTORLERI

Plasenta Previa (OR=54)
Gegirilmig uterin cerrahi
Maternal yas

Multiparite

Uterin kuretaj

Uterin radyasyon
Endometrial ablasyon
Asherman sendromu
Myom

Uterin anomaliler

Sigara

IVF gebelikler

Hipertansif hastaliklar



EN ONEMLI RISK FAKTORU: C/S SONRASI

PLASENTA PREVIA
C/S yok 1-5
Eski 1 C/S 11-25 0,3
Eski 2 C/S 35-47 0,6
Eski 3 C/S 40 2,4
Eski 4 ve lizeri C/S 50-67

NIH Consensus
Development Conference,
March 8-10, 2010

Frequency of placenta accreta
according to number of cesarean
deliveries and presence or
absence of placenta previa'

Cesarean Placenta mmenta
delivery previa previa
First (primary) 3.3 0.03
G e R
o P — S
T o P
o s P
T s e

SMEM. Placenta accreta. Am | Obstet Gynecol 2010.

C/S sayisi arttikga pl akreta sikligi da artar, ama PP

olmayanlarda say! ¢cok daha azdir

(Kamara M, BJOG 2013)

{ Primer-elektif C/Slarda PA gelismesi daha fazla (3 kat) ]




TANI - ULTRASONOGRAF]

Tani genellikle 1l veya lll. trimesterde USG ile konulur
|. trimesterde akreta tanisinda rutin olarak kullaniimamali ?

Ancak, bazi bulqular akreta riskini artirir:

Plasental yatakta cok sayida duzensiz vaskuler bosluklar
Alt uterin segmente yerlesmis gebelik kesesi
SSG



ULTRASOUND

in Obstetrics & Gynecology

VOLUME 43, ISSUE 4, PAGES
383-395, APRIL 2014

Cesarean scar pregnancy and early placenta accreta share
common histology

l. E. Timor-Tritsch

» 29 SSG ve Erken Plasenta Akreta (EPA) histolojisi incelenmis
» Histopatolojik bulgular ayni

e Ayni hastaligin (lll trim PA)......... farkh evreleri olabilir
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TANI
ULTRASONOGRAFi (TA-TV) VE RENKLi DOPPLER

Retroplasental hipoekoik zonun kaybi
Plasentada multipl vaskuler lakiin (sensitivite %80-90)
Myometrium-mesane ara yuzinde olan veya uterin serozayi ge¢cen damarlar

Retroplasental myometrial kalinlik < 1Tmm

3-D power Doppler’de cok sayida damar

Uterus seroza -mesane duvari ara yuzunu gosteren beyaz cizginin kaybi veya
kesiklesmesi (mesane invazyonu)

Ik trimesterde skar gebeligi veya asagi uterus implantasyonlu gebelik

(Abuhmad a, 2013)
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Accuracy of ultrasound for the prediction of placenta accreta
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accreta and 56 controls for 1,374 independent observations. 1,205/1,374 (87.7%
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Revised Date: 30 January 2014 overall, 90% controls, 84.9% cases) studies were given a diagnosis. There were 371
Accepted Date: 10 March 2014

(27.0%) true positives; 81 (5.9%) false positives; 533 (38.8%) true negatives, 220

(16.0%) false negatives, and 169 (12.3%) with uncertain diagnosis. Eensitivityl I

specificity, PPV, NPV, and accuracy were 53.5%, 88.0%, 82.1%, 64.8%, and 64.8%,

respectively. In multivariate analysis, true positives were more likely to have

[ placental lacunae (OR 1.5, 95%CI 1.4-1.6), loss of retroplacental clear space (OR 2.4, ]

95%CI 1.1-4.9), U[abnormalities on color Doppler (OR 2.1, 95%CI 1.8-2.4). ]

Conclusion: Ultrasound for the prediction of placenta accreta may not be as

sensitive as previously described.




Table 1. Diagnostic performance of different ultrasound modalities

Sensitiiby () Specificity (%) Pesitve predictive value (3] Rizk
Greyncalke a5 TE 3z @3
Colour Doppler 92 &8 i) -
Three-dimensionz] power B0 25 &5 0o
Capaler
RCOG Green-top Guideline No. 27 5 of 26 i Royal College of Obstetricians and Gymaecoiogists




PRENATAL IDENTIFICATION OF INVASIVE PLACENTATION
USING ULTRASOUND: SYSTEMATIC REVIEW AND META-

ANALYSIS.

F.D'ANTONIO, C. IACOVELLA AND A. BHIDE. ULTRASOUND OBSTET GYNECOL 2013; 42: 509-517

23 calisma, 3707 gebe

Antenatal invazif plasenta tanisi
o Sensitivite %90,72
o Spesifite %96,94

En prediktif US bulgusu ise Renkli Doppler
o Sensitivite %90,74
o Spesifite %87,68
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MRI in the diagnosis and surgical management of abnormal
placentation
JOSE MIGUEL PALACIOS-JARAQUEMADA'2, CLAUDIO HERNAN BRUNO' & EDUARDO MARTIN!

'South Saentific Foundation, Lomas de Zamora, Buenos Aires, and 2J.J. Naon Morphological Institute, School of Medlicing
University of Buenos Aires, Buenos Aires, Argentina

Acta Obstetncia et Gmecdlogpa Scandinavica & 2012 _ ANTERIOR

BLADDER .

PL

RIGHT

PARAMETRIAL
INVASION

Figure 1. MRI axial slice that shows a right parametrial placental inva-
sion with an absence of lateral ryometrium (white arrow). Notice that
the plane between bladder and the uterus is almest nomal. Clinical
background revealed two previous abortions separated by five months.
PL, placenta.

Placental MRI provides excellent characterization of the degree and extension of
placental invasion. Its usefulness in cases of adherent placentation is directly associ-
ated to the therapeutic measures, especially where dissection maneuvers are needed.
Diagnostic differences between ultrasound and MRI related to the presence or not
of placenta previa and uterine scar thinning.

Key Message

An accurate preoperatory diagnosis is one of the best
methods to anticipate complications in abnormal pla-
centation. However, the precise diagnostic are related
with technical details, study preparation and the specific
training of radiologist. As happened before with the ul-
trasound, advances in the MR diagnosis are depending of
continuous feedback.

BLADDER

Figure 2. Anterior placenta percreta: MRI sagittal slice shows an special
and uncommon vascular hyperplasia between the uterine cervix and
the trigon (white amows). Cervico-tigonal vascular hyperplasia (CTVH)
represents a particular growing of colpouterine collateral blood supply
in lower abnormal placentations. L, placenta.




PRENATAL IDENTIFICATION OF INVASIVE PLACENTATION USiNG MAGNETIC

RESONANCE IMAGING (MRI): A SYSTEMATIC REVIEW AND META-ANALYSIS.

o 18 calisma, 1010 hasta..... meta-analiz

o MRI ve USG ayni dogruluk ongorusune sahip

Ultrasound Obstet Gynecol. 2014 Feb

OPEN (3 ACCESS Freely available online

T PLOS ot

Accuracy of Ultrasonography and Magnetic Resonance

Imaging in the Diagnosis of Placenta Accreta ‘ PA tanisinda USG esastir, MR
G bevamtcm ek Vi abeou bt g frevety b bems e USG'yi tamamlar

Alexandra Benachi'*

April 14, 2014

Abstract

Purpose: To evaluate the accuracy of ultrasonography and magnetic resonance imaging (MRI) in the diagnosis of placenta
accreta and to define the most relevant specific ultrasound and MRI features that may predict placental invasion.

Matenal and Methods: This study was approved by the institutional review board of the French College of Obstetricians
and Gynecologists. We retrospectively reviewed the medical records of all patients referred for suspected placenta accreta
to two university hospitals from 01/2001 to 05/2012. Qur study population included 42 pregnant women who had been
investigated by both ultrasonography and MRI. Ultrasound images and MRl were blindly reassessed for each case by 2 raters
in order to score features that predict abnormal placental invasion.

Resuilts: Sensitivity in the diagnosis of placenta accreta was 100% with ultrasound and 76.9% for MRI (P =0.03). Specificity
was 375% with ultrasonography and 509 for MRI (P=0.6). The features of greatest sensitivity on ultrasonography were
intraplacental lacunae and loss of the nommal retroplacental clear space. Increased vascularization in the uterine serosa-
bladder wall interface and vascularization perpendicular to the uterine wall had the best positive predictive value (92%). At
MRI, uterine bulging had the best positive predictive value (85%) and its combination with the presence of dark
intraplacental bands on T2-weighted images improved the predictive value to 90%.

Condlusion: Ultrascund imaging is the mainstay of screening for placenta accreta. MRI appears to be complementary to
ultrasonography, especially when there are few ultrasound signs.
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TANI - MRI

BULGULAR
Mesane icine dogru uterin kabarti
Plasenta icinde hetorejen sinyal yogunlugu
T2 agirhikli goruntude intraplasental koyu bandlar
Anormal plasental vaskularite

4 N

*PL 6nde ise, INVAZYON DERINLiIGi VE KOMSU ORGAN
INVAZYONLARINI SAPTAMADA daha faydali

‘USG iLE ZOR GORUNTULENEN OLGULAR: Arka plasenta
akreta olasiligl, yuksek BMI...

\°TANIDA ZORLANILAN OLGULARDA KULLANILMALLI /




PRENATAL TANI- SONUC

USG bulgulari ile tani konulur (18-24 HAFTA)

rHigbir tani metodu %100 dogrulugu saglamaz ]

\

(1=< C/S sonrasi PP veya asagl yerlesimli PL olan hastalarda US J
bulgulari varliginda tani ¢ok olasidir

Normal plasenta US bulgulari, taniy1 oldukga ekarte ettirir

Renkli Doppler taniyi desteklemeye yardimcidir
MRI ; US bulgulari yetersiz oldugunda faydali olabilir



TANI - DIGER

Sistoskopi, sigmoidoskopi
TIT....Hematdri

AFP
Free beta HCG
Kreatin kinaz

Histoloji: Villuslar myometrium icinde saptanir, arada
desidua yoktur

Fokal akreta........ histerektomi yapiimadiginda TANI
GOZLEMLE (myometriuma yapisik plasenta parcalart,
kuretaj) konulur
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Prenatal diagnosis of abnormally invasive placenta reduces
maternal peripartum hemorrhage and morbidity

FREDERIC CHANTRAINE'?, THORSTEN BRAUN?#, MARKUS GONSER®, WOLFGANG HENRICH? &
BORIS TUTSCHEKS?

"Department of Obstetrics and Gynecology, CHR Citadelle, Liége, Belgium, “Laboratory of Tumor and Development
Biology, CHU, GIGA-Cancer, University of Liége, Liége, Belgium, *Charité Campus Virchow, Department of Obstetrics,
University Hospital Berlin, Berlin, Germany, “Division of Perinatal Programming, Charité Campus Virchow, Berlin, Germany,
*Horst Schmidt Kliniken, Wiesbaden, Germany, SCenter for Fetal Medicine and Gynecological Ultrasound, Basel,
Switzerland, and “Heinrich Heire University, Disseldorf, Germany

Objective. Abnormally invasive placenta (AIP) poses diagnostic and therapeutic
challenges. We analyzed clinical cases with confirmed placenta increta or per-
creta. Design. Retrospective case series. Setting. Multicenter study. Popula-
tion. Pregnant women with AIP. Methods. Chart review. Main outcome
measures. Prenatal detection rates, treatment choices, morbidity, mortality and
short-term outcome. Results. Sixty-six cases were analyzed. All women and all
but three fetuses survived; 57/64 women (89%) had previous uterine surgery.

of gestation (Grourp~2). Placenta previa was present in 36 women (54%). In

Key Message
Unknown abnormally invasive placenta led to signifi-

cantly more emergency hysterectomies and mass

transfusions during or immediately after delivery.
[ [ Prenatal diagnosis of abnormally invasive placenta ]

reduces morbidity.




YONETIM ]
PL AKRETA SUPHESINDE DOGUM

Prenatal tani, sonuclari duzeltiyor ve
transfuzyon gereksinimini azaltiyor

TANI KONULAN veya TANISI SUPHELI HASTA,

Uygun cerrahi aletlerin
Kan bankasinin
YBU’lerinin oldugu hastaneye,

VAKIT KAYBETMEDEN YONLENDIRILMELIDIR



YONETIM

Danismanlik-bilgi verme onemlidir:

HASTA-ESI, tani ve potansiyel sonuclari hakkinda ayrintili
bilgilendirilmeli, onaylari alinmali

Hasta fertilitesinin korunmasini isterse konservatif tedaviler ve
olasi riskleri anlatiilmahlidir

Optimum dogum zamani belirlenmeli ve gerekli hazirliklar
yapilmali

Antepartum kanama yada komplikasyon yoksa:

Planlanmis ge¢ preterm dogum yaptiriimasi, plansiz termde
acil dogum riskini azaltmak icin kabul edilebilir



ACOG 2012

Pl invazyon anomalisi suphesi kuvvetli hastalar, yeterli sartlari
saglayan tersiyer merkezlere transfer edilmelidir

Stabil hastada, 34. haftada, AS yapilmadan C/S
planlanmalidir (RCOG; 36-37)

Celestone yapilmasi kisisel olmali

Deneyimli cerrahi ekip ve urolog, jin onkolog, genel
cerrahi uzmani hasta guvenligi agisindan onemlidir

PL Akreta supheli olguda gnl onerilen PL’nin yerinde
birakilarak sezaryen histerektomi yapilmasidir

Bununla birlikte cerrahi td kisisellestirilebilir.



YONETIM - ANTENATAL DONEM

Varsa, anemi duzeltilmeli

Preterm dogum riski varsa; tokoliz ve steroid

Rh (-) olguda vajinal kanama varhiginda Anti-D Ig

NST velveya BPP yeri yok

Seri sonografik degerlendirme yararh degil




PREOP HAZIRLIK

Plasenta yerlesimi haritalandirilir, cilt ve uterus insizyonlari belirlenir

Kan ve kan urunleri hazirlanir (1:1:1)

Anestezi konsiultasyon

En az 2 adet damar yolu acilir, gerekirse CVP kateter

3 yollu Foley kateter

Antibiyotik profilaksisi

YBU’de yatak ayrilir

Gerek goruldugunde jinekolojik onkoloji, Uroloji, genel cerrahi ve damar cerrahisi ile

gorusular ve
Olasi intraoperatif komplikasyonlar tartigilir

Periopertif Ureterik stent (?)
Pelvik arter oklizyonu (?) hazirlig
Common iliak arter oklizyonu (?) hazirligi



PPT PREOP KONTROL LiSTESI
[TARIH ve BARKOD:

AD SOYAD:

JESKi DOGUMLARIN ANAMNEZI: KAC ESKi C/S VAR?

G1: NSD c/s

G2: NSD C/S

G3: NSD c/s

Ga: NSD c/s

GECIRILMIS DIGER UTERUS AMELIYATLARI (MYOMEKTOMI GIBI):

SAT ve G. HAFTASI:

iLK TRIMESTER USG’YE GORE G. HAFTA:
iLK TRIMESTER USG GORUNTUSU VAR MI? SKAR GEBELIGi Mi?
USG BULGULARI KONTROL LISTESi:
e Plasenta lokalizasyonu (ayrintili tanimla):
e Plasenta arkasi hipoekoik zonun kaybi var mi?
e Plasentada multipl vaskuler lakiin var mi? Sayisi?
e Utero-plasental sinirinda, myometrium-mesane arayiiziinde veya uterus serozasi kesitinde kan damarlan
veya plasental doku koprusii var mi?
e Plasenta arkasindaki myometrium doku kalinhigi kag mm?

e 3 boyutlu Power Doppler ile ¢ok sayida damar gériintileniyor mu?

KAN GRUBU, Hb, Htc, Plt:

Kan transfiizyonu yapilmis mi? Ka¢ U ve ne zaman?
Fe kullaniyor mu?

Celestone yapildi mi?

PLANLANAN C/S TARIH ve GH:

ESi ve KENDISNIN iIMZALARI TAMAM MI?

PREOP RUTIN TETKIKLER TAMAM MI?

ANESTEZi KONSULTASYONU TAMAM MI?

KAN HAZIRLIGI TAMAM M1 (4 U KROSLU, 4 U KROSSUZ):

Patient name

The following tool may be helpful if consolidated in the patient record
for easy access and quick reference should an emergency occur®

Medical record no.

Estimated due date

Preoperative diagnosis of accreta; specify:

accreta/increta/percreta

Placenta location

Relevant ultrasound findings

Relevant MRI findings

Obstetric history

No. of prior cesarean deliveries

Other prior uterine surgery

Blood type

Antibody screen

Date and value of most recent
hematocrit/hemoglobin

Date and value of most recent creatinine

Iron supplementation; if yes, specify type, dose yes/no
Epogen in this pregnancy; if yes, give dates yes/no
Transfusion in this pregnancy; if yes, give dates yes/no
Date of planned surgery

Planned surgery location and contact no.

Gestational age at planned delivery

Antenatal glucocorticoids; if yes, give dates yes/no

Primary obstetrician; list name and contact no.

Preoperative consultations and notifications®

If yes, list name and contact no.

Obstetric anesthesiologist/anesthesiologist no/yes
Maternal fetal medicine specialist no/yes
Neonatologist/pediatrician no/yes
Gynecologic oncologist/pelvic surgeon no/yes
Urologist no/yes
General surgeon no/yes
Vascular surgeon no/yes
Interventional radiologist no/yes
Blood bank specialist/hematologist no/yes
Cell-saver specialist no/yes
Laboratory specialist no/yes
Intensive care specialist no/yes

MRI, magnetic resonance imaging.

anticipated or expected in all cases.

S et O L O el gl 2010

2 |ndividual practices and circumstances will vary. This example does not indicate that certain evaluations or consultations are




CERRAHi SECENEKLER

1. Sezaryen histerektomi

2. Konservatif tedavi
» Plasentanin yerinde birakiimasi
 Plasenta ile birlikte invaze myometrium cikariimasi

» Plasentanin ¢ikarilip, stuitur ve balon tamponad ile
kanama kontrolu

o lyi secilmis olgularda konservatif kalinabilir ami, c 2012)

Cerrahi tedavide uygulanacak tedavi yontemi her hastaya
gore kisisellestirilmeli

(Committee on Obstetric practice 2012)




CERRAHI

Dorsal litotomi pozisyonu

Gobek alti-ustu median/paramedian insizyon, Pfannenstiel ?
Uterus insizyonu (Fundal vertikal-transvers)

Plasenta elle ¢cikartilmaya calisiimaz

Plasenta ayrilmazsa kordon baglanir, uterus kapatilarak

histerektomiye basglanir.



HISTEREKTOMI

Plasentayi orten uterus serozasinin delinmesinden kacinmali
Mesane tutulumunda sistotomiye gerek duyulabilir

Mesanenin etkilenen kismi glkarllabilir (uterusa cikarilamayacak kadar yapisik ise)
Bazi hastalarda subtotal histerektominin basarili

Alt uterin segment/servikal plasental implantasyondan kaynakli
persistan kanamalarda total histerektomi gerekir
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Objective To describe the management and outcomes of placenta
accreta, increta, and percreta in the UK

Design A population-based descriptive study wusing the UK
Obstetric Suypsktbarmes sem (UKOS5).

e

Population All women diagnosed with placenta accreta, increta,
and percreta in the UK between May 2010 and April 2011,

obstetridan-led maternity units.

Methods Prospective case identification through the monthly
mailing of UKOSS,

Main outcome measures Median estimated blood loss, transfusion
requirements.

Results A cohort ere identified with placenta
accreta, increta, or percreta: 50% (66/133) were suspected to have

this condition antenatally. In women with a final diagnosis of
placenta increta or percreta, antenatal diagnosis was associated
with reduced levels of haesmorrhage (median estimated blood loss
2750 versus 6100 ml, P = 0.008) and a reduced need for blood

Plasentaya dokunmadan
histerektomi yapma veya
yerinde birakmada: DAHA AZ
KANAMA-DAHA AZ

transfusion (59 versus 94%, P = 0.014), possibly because
antenatally diagnosed women were more likely to have
preventative therapies for haemorrhage (74 versus 52%,

P = 0.007), and were less likely to have an attempt made to
remove their placenta (59 versus 93%, P < 0.001). Making no
attempt to remove any of the placenta, in an attempt to conserve
the uterus or prior to hysterectomy, was associated with reduced
levels of haemormrhage (median estimated blood loss 1750 versus
3700 ml, P = 0.001) and a reduced need for blood transfusion
(57 versus 86%, P < 0.001).

Conclusions Women with placenta accreta, increta, or percrets
who have no attempt to remove any of their placenta, with
e T TR T
have reduced levels of haemorrhape and a reduced need for
blood transfusion, supporting the recommendation of

this practice,

EyWWOr normal placen
accreta/increta/ percreta.
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Important surgical measures and techniques at cesarean
hysterectomy for placenta previa accreta
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bladder

 80nlem
« Intra-arterial balon katater yerlestiriimesi
« Ureteral stent
« Serviksi tutma teknigi
« Uterin fundal transvers insizyon

« Uterotoniklerden kaginma

* Mesaneye doldurma (300 mL)

taraf klamplenir veya distal kenar c¢ift tarafli

baglanir

« Overyan ligamentin ‘M cross double’ ligasyonu

« Parametrium ve paraserviksin kesilmesi; uterin

(a) * Needle 1 (b) ()

o,
Needle 2 u

(a) (b) bladder filled
engorged vessels with water

fundal side W“ .
4




HISTEREKTOMI TEKNIGIMIiZ

Praflaktik hipogastrik arter baglamiyoruz, embolizasyon yapmiyoruz,
balon yerlestirmiyoruz

Ureter stenti kullanmiyoruz
Serviksi tutmuyoruz

Mesane 200-250 cc dolduruyoruz
Plasentanin alt ucundan uterusu ¢ikariyoruz
Dren mutlaka

Uygun olgularda parsiyel rezeksiyon yapiyoruz

Konservatif olgularda, myometrial suturlar ve bakri balon tamponadi
yaplyoruz

Plasentayi yerinde birakma deneyimimiz yok




PERIPARTUM HISTEREKTOMININ KOMPLIKASYONLARI

Perioperatif mortalite (%1-6)

Masif kan kaybi (ort. 5 L): DIK, Sheehan S, pulmoner 6dem, ARDS
Mesane yaralanmasi (%6-29)

Ureter yaralanmasi (%7)

Febril komplikasyonlar

Barsak disfonksiyonu

Re-operasyon




PLASENTAYI YERINDE BIRAKMA

Fertilite devami istegi
Uterusun alinmasinin mumkun olmadigi durumlar

Cevre dokulara asiri invazyondan dolayi uterusun
cikarilmasinin tehlikeli oldugu durumliar

Kanama sonucu gecikmis histerektomi riski vardir

Metotreksat tedavisi ve selektif embolizasyon eklenebilir
Bu tedavilerin guvenligi ve etkinligi bilinmemektedir.

Septik sok, ciddi kanama ve tromboembolizm gibi ciddi
komplikasyonlar vardir
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Conservative management of abnormally invasive placenta:
four case reports
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Abstract

Prenatal diagnosis of placenta increta and percreta is essential to avoid poten-
tially life-threatening hemorrhage by optimizing peripartal management. Inva-
sive placentation presents significant challenges at cesarean section even for
highly skilled surgeons. In the four cases of placenta increta/percreta presented
here we tried to avoid hysterectomy by leaving the placenta behind and tried
to accelerate regression of placental tissue by administering methotrexate, The
outcome in each of the four women was different, but no major bleeding
occurred in any of the cases. Close follow-up for many weeks is mandatory.

Table 1. Outcome of four patients with placenta percreta.

Previous cesarean

Patient section Diagnosis Clinical course Units of packed red blood cells
24y G4P2 2 Placenta previa totalis percreta  Febrile infection day 62 successfully 0
infiltration of the bladder treated with antibiotics; placenta
vanished after & months
29 GVF3 1 Placenta previa totalis percreta  Febrile infection with bleeding day 58; 2 on day 59
infiltration of the bladder vaginal removal of placentz and insertion
of Bakri-balloon for 12 h
34y GO9PE 3 Placenta previa totalis percreta pedin 18 necessitating 4 on day 18
infiltration of the bladder hystereciomy; ng bladder lesions
29 GAP2 1 Placenta previa totalis percreta Vaginal removal of placenta on day 59, 6 on day 59

infiltration of the bladder bleeding necessi:a-‘.inngm
bladder lesions

MTX 1 mg&kg haftada bir Close follow-up for many weeks is mandatory.
Takip: AB, vaginal kultar, CRP, -
hcg, hemogram, usg haftada 1
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NMatermal Outcorrnme After Conservative
ITreatrment of Placemnta Accreta

Z . oz2c Serzzil/rzes, Azz>, Clerrzerzce Arrz2broselli, Azzr>, (Gzlles Kceczyerzz, AZzr>, r7rzr>, Mcrogczli Proveczrzzsczl, Azz>,

Il eroeE L errzczredde=, Azr>, r77nz>, L rczrzeck FrPerrofzizz, Azz>, 77773, INorbers VPV Zizzer, Azz>, 77775,

Pz brice IPZerre, Arz>, r2nr>, Alesccrrrzddrer FBerzcrclri, A7r>, 177>, AAicFrel ZIreyfics, Azr>, rnzr>, Fistelle Pecrzevzlle, Azz>,
77277227 g 2ee NAecz/r7e2e— Clczfr2e 20, AZ7>, rzd3, L . 02¢ NAcrrfrecrzze, AZ7>, Frnrr>, Frriliprpre FIescczr77zfrsS. AI7>, Fr77Z>.,
F"rczr2cOZSs CFOfFZrzel, AZ7>, r7er>, cz7z2dd Florerzce PBretelle. Azr>. r7z>

Table 4. Maternal Morbidity After Conservative
. . Treat t for PI ta A ta,
Table 3. Peripartum Management and Modalities Including Placenta Percrota |
of Conservative Treatment for Patients Placenta Accreta,
With Placenta Accreta, Including Characteristic Including Peyereta
Placenta PerCl‘eta Primary hysterectomy 18 (10.8)
Cause of primary hysterectomy
Primar ostpartum hemorrhage 18/18 (100)
Placenta AccrEta/ Postpartur?w ?)ro;fhylactic antibioti% 54 (32.3)
H thera more than 5 d
lnCIUdlng Percreta Transfusionpgatients 70 (41.9)
Characteristic (n=167) Units or:]g'icI:s;ﬂnRsBCs transfused 25 (15.0)
Transfer to intensive care unit 43 (25.7)
Hysterotomy (n=1 39) Duration of stay in intensive care 2.36*+1.93
unit (d)
Acute pulmonary edema 1 (0.6)
Fundal 71 (5] 1) Acute Eenal failu%’e 1 (0.6)
Low trapsverse 68 (48,9) g«dj?_cen}: organ injury ! Eg-g;
. . eptic shoc .
Placenta left in situ 167 (100) Sepsis® 7 (4.2)
Infection 47 (28.1)
l"al‘tlally 99 (59.5) Endometritis 15 (9.0)
. Wound infection 8 (4.7)
Entirely 68 (40.7) Peritonitis 2 (1.2)
Preoperative ureteric stent 6 (3.6) Pyclonephritis 788
Uterine necrosis 2 (1.2)
pla.cemen‘t X X Isolated postpartum fever higher 17 (10.2)
Uterotonic administration 167 (100) than 38.5°C for 24 h
. Deep vein thrombophlebitis or 3 (1.8)
Primary postpartum hemorrhage
No additional uterine devascularizatio 18008
2/18 (11.1)
N procedur‘e o 2718 (11.1)
Additional uterine devascularization s (11
procedure ans 222%;
. . . a4.
Pelvic arterial embolization* 18 (10.8)
L 22 (9-45)
Vessel' ||gatlop ) ) delayed hysterectomy (d)
Stepwise uterine devascularization 15 (9.0) Sause d‘;ﬂf’f{)‘ggﬁoﬂ fysterectomy 818 (44.4)
Hypogastric artery ligation 23 (13.8) copnemorrhage s (11
. . . . epsis .
StepW|se uterine devascularization 7 (42) Secondary postpartum hemorrhage 3/18 (16.7)
. . . and sepsis
and hypogastric artery ligation Vesicoutehine fistula 118 (5.6)
. . Uteri i d is* 2/18 (11.1
Uterine compression suture* 16 (9.6) Yterine necrosis and sepsis: (i-n
Balloon catheter occlusion 0 Dentaternal request
ini i Success of conservative treatment
Methotrexate administration 21(12.6) 3 ive
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Management of placenta percreta: a review of published
cases

CAROLINE CLAUSEN'*, LARS LONN™? & JENS LANGHOFF-ROOS?

'Departmant of Candiovascular Radiology, “Department of Vascular Surgery, and “Department of Obstetrics and
Gynecalogy, Rigshospitalet, Copenhagen University Haspital, Copenhagen, Denmark

Acta Obstetrida et Gynecologica Scandinavica 93 (2014) 138-143

Table 1. Surgical procedures and complications in 119 placenta percreta cases

tions. A PubMed search was performed in April 2013 and the final review
included 119 published placenta percreta cases. Conservative management,
where the placenta is left in situ for resorption, seems to be associated with
severe long-term complications of hemorrhage and infections, including a 58%
risk that a hysterectomy will eventually be needed up till nine months after the
delivery. Local resection seems to be associated with fewer complications within
24 h postoperatively compared with hysterectomy or leaving the placenta in
situ. A selection bias in the direction of less severe cases for the local resection
technique might in part explain the lower complication rates with that
approach. Future prospective data collection activities should include intended
as well as actual management, and long-term follow-up of all cases is of vital
importance,

Local Placenta
Initial surgical procedure Hysterectomy resection left in situ Sum
MNo. of cases 66 (56%) 17 (14%) 36 (30%) 119
LI O CesdicdiT SeClion
Elective 41 (62%) 16 (94%) 20 (56%) 77 (65%)
Emergency 8 (12%) 1 (6%) 15 (42%) 24 (20%)
Unspecific 17 0 1 18
Complications
Bladder injury/resection 1" 0 6 1%
Salpingo-oophorectomy 1 0 1 2
Post-operative hemorrhage 5 2 16 23
Post-operative infection 1 0 9 in
Fistula ‘ _ 2 0 i K'E'Y M'E'ssage
Pulmonary embolism/cardiopulmonary arrest 1 0 3
Femoral pseudoaneurysm or distal thrombus 4 2 0 Conservative management in the sense that the pla-
Other re-operation 1 1 3 centa is left in situ for resorption seems to be associ-
R 26 c 39 ated with severe long-term complications of
gecondary hysterectomy hemorrhage and infections, including a 58% risk of
Emergency hysterectomy up till nine months after delivery.
\ Planned 3
Cases with one or more complications 0-24 h 19 (30%) 30
Cases with one ar more complications >24 h 81(12%) 32

21/30= %58
HISTEREKTOMI
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Surgical management of placenta accreta: a 10-year
experience
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THOMAS MANOLITSAS? & RYAN J HODGES™?
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/" Konservatif yonetim icin)

Primer cerrahi girigim —> | buylk prospektif

histerektomidir calismalar yapilana
kadar bu tedavi esas
olmalidir

N\ )

Key Message

A primary surgical approach to management of
placenta accreta by hysterectomy is associated with
significant maternal morbidity, even when managed
in a dedicated quatemary perinatal referral centre.
However, this approach should remain the mainstay
of care until larger prospective studies of conservative
management strategies are reported.




PROFLAKTIK ARTER OKLUZYONLARI

lIA balon uygulamasi kanamayi artiriyor (17 hasta), CIA balon uygulamali
( Clausen C, 2013)

lIA balon yerlestirme sirasinda arter riiptiiri, APGAR 3-7 doguyor

(Cagnon J 2013)

Pelvik arter okluzyonu....... uterus nekrozu (Poujade 2013)

IABO yapilanlarda(15), yapilmayanlara(18) (plasenta elle aliniyor) gére daha
az histerektomi, kan kaybi ve tr gereksinimi (Panici PB 2012)

Gecici IABO ile histerektomide kan kaybi az ve op kolay (andon s, 2011)

Gegcici infrarenal aort klempi de histerektomide kan kaybini azaltir
(Chou MM, 2010)

UA balon: Kanama-kan gereksinimi az, fetal risk artar
(Sadashivaiah J 2011)
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Balloon occlusion of the internal iliac arteries in the
multidisciplinary management of placenta percreta

CAROLINE CLAUSEN', JAKOB STENSBALLE*?, CHARLOTTE K. ALBRECHTSEN®, MARC A. HANSEN',
LARS LONN"* & JENS LANGHOFF-ROOS®

Table 1. summary of demographic charactertstics, Infraoperative data and outcomes.

Prendoas Ealoon Packed Fresh
resarean secliony Gestatianal cecluslon of r=d hiood trozen
or pravicus ageat  ihe mbemal Irracpemtive el plazma Piatslet  Lengih

Case  Age GEMOY  utans oellvery Ilia surgical bocd  fransfugon @ frarsfusiond transfusion 0 of surgary
no.  years) pana SgEry  (weekstdw)  ateres procsdure loss(mU -24 hourmL) -24hour ML) -24 hour{mly  (minh
1 12 A 0 Eris Wes Hstereclomy 2000 0 o 0 155
1 EEI ] o 134 Wes  Local resection 1800 =0 o 0 a5
z ETS | 0 Eris W3 Hysterectomy 7000 3800 200 1500 120
4 ET | 0 ET W5 Hystereclomy 2000 600 0 0 75
5 EIT ) 20 Eris W5 Hystereclomy  B4S0 4200 600 1500 186
3 ETT- U ] nH Wes  Locdl resection 3500 1800 a0 £00 a0
7 1312 ] 248 Wes  Locdl resection 1400 0 o 0 3
& ELI | 20 254 Wes  Locdl resection 1300 600 600 0 ap
] B’ W ] 54 Wes  Local resection 2500 600 600 0 ap
10 EL Y| 0 s Mo  Hteraciomy €000 2000 1500 £00 145
" 1/ om 0] 134 Wes Hysterectomy (2000 £00 00 El &5
1z E- T Y-! 1/ ET Wes  Hysterectomy | 16000 7500 4500 1800 205
13 T o ET Wes  Local resection =00 600 0 0 &0
14 1z e ] 1+ Wes  Locdl reseclion 3500F 2250 1000 350 75
15 ELR Y e e No  Hystereclomy 450 250 o 0 110
16 1542 ] e Wes  Locdl resection E0C0 2000 1850 200 100
17 uoowm 17z 1+ Wes  Local resection 2240 1500 600 0 ar
Mean 343 32 0] 134 - - 4050 1780 120 am 100
Medlen 34 32 1/ 3344 - - 2500 0 600 0 ap

Prophylactic balloon occlusion of the internal iliac arteries as part of a multidis- b, [
ciplinary algorithm allowed for a safe management of all cases in our consecutive N -3 - S

series of 17 women with placenta percreta. However, intraoperative blood loss and i . - . "

. " il - - igure 1. Injection of contrast media in the right common iliac artery,
transfusion requirements were Elgmﬁmt' We have therefore decided to mnd]f]f proximal to the inflated occlusion balloon in the rght internal iliac artery,
our multidisciplinary algorithm to include balloon occlusion of the common iliac passes through collaterals from the right external iliac artery to the right
arteries rather than the internal iliac arteries. internal iliac artery and the placenta. The right ovarian artery is seen.




SB KANUNI SULTAN SULEYMAN EAH
1 MART 2012 -30 MART 2014

HAFTA | P.PREVIA | P.AKRETA | P AKRETA - HISTEREKTOMI HISTEREKTO
Mi -

124 (%60) 83 (%40)
207 54 (%26) 153 (%74)
P AKRETA HISTEREKTOMI + HISTEREKTOMI -
124 54 (%43,5) 70 (%56,5)

Sutur 60
Sutur+Bakri 9
Lokal rezeksiyon 1

[Histerektomi (3} PAttoplam | PASTI| 2 RELAP:

153 70 (%45.7) 83 (54,3) Histerektomi, Bakri




Histerektomi
54 32.1 26 (%48) 14 (%26) 14 (%26) 54 (%100)

Histerektomi

54 31 (%57,4) 11 (%20,3) 2 40  1(%18,5) 1 1

G’A disi histerektomi sayisi 10
Toplam histerektomi 64

PA histerektomi 54 ( %84,3)
\ y,




ONERILER

Ik trimesterde asagi yerlesimli gebelikler, SSG’ne dikkat
Prenatal tani, morbidite-mortaliteyi azaltmada onemli
Gebeyi dogum icin erken donemde tersiyer merkeze yonlendir

Gebeye tedavi secenekleri hakkinda ayrintili bilgi ver, onam al

Onerilen tedavi Histerektomi

Secilmis olgularda konservatif tedaviler

Histerektominin de zor bir op oldugu unutulmamali



KANUNI SULTAN SULEYMAN EAH
PERINATOLOJi KLINIGI

Ocak 2005 — Aralik 2010
Bakirkoy Dogumevi

229 previa olgusunda 18
insersiyon anomlisi

Mart 2012 — Ocak 2014
KSS Perinatoloji
121 plasenta previa
olgusu
42 histerektomi

Sezaryen Oykiisu
Eski C/S
Eski 2 C/S
Eski 3 C/S

Dogumda gebelik haftasi

Prenatal Tani
Evet
Hayir

Yogun bakim gereksinimi
Hastanede kalis suresi
Ortalama transfuizyon miktari

Komplikasyon
Yok
Kaf hematomu
lleus
Mesane yaralanmasi
Yara yeri enfeksiyonu
Relaparatomi

Hipogastrik arter ligasyonu
Operasyon suresi

Patoloji
insersiyon anomalisi yok
Akreta

15 (%35,7)
17 (%40,5)
10 (%23,8)

36,09 hafta

32 (%76,2)
10 (%23,8)

23 (%54,8)
5,9 (3 - 19) giin
4,38 (0 — 16) linite

31 (%73,8)
1(%2,4)
1(%2,4)

117,3 (60 — 283) dakika
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