Utero-vaginal packing

Seven years review in the management of post partum hemorrhage due to
placenta previalaccreta at a maternity hospital in Central Saudi Arabia
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Objectives: To study the effectiveness of utero-vaginal
packing in the management of primary postpartum
hemorrhage due to placenta previa/accreta.

Methods: We conducted this study in the Maternity
Hospital, Riyadh Medical Complex, Riyadh, Saudi
Arabia. This is a retrospective study covering 7 years from
January 2001 to December 2007. Utero-vaginal packing
was carried out by placing gauze soaked in normal saline
solution approximately 2 meters long and 10 cm in width
into the lower uterine segment through the cesarean
incision, with its end passed through the cervix into
the vagina. Routine closure of the cesarean incision was
performed, and then another similar pack was inserted
into the vaginal fornices to counteract the pressure effect
of the uterine pack and compress the pelvic vessels.

Results: In 83 patients with post partum hemorrhage
caused by placenta previa/accreta, 48 of them underwent
utero-vaginal packing alone as a conservative measure
in the management of bleeding. Three of them needed
second surgical intervention, however, there was no
maternal death among the series.

Conclusion: Utero-vaginal packing is of benefit in
achieving hemostasis in cases of post partum hemorrhage
due to low lying placenta previa/accreta and conserving
the uterus particularly in women with low parity.
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bstetric hemorrhage remains a leading cause of

maternal mortality. In the most recent triennial
report into why mothers die 2000-2002 in United
Kingdom, catastrophic obstetric hemorrhage was the
second most common cause of direct mortality." It is
estimated that worldwide 140,000 die of post partum
hemorrhage each year, one every 4 minutes. In addition
to death, serious morbidity may follow post partum
hemorrhage. Sequelae include shock, coagulopathy,
and pituitary necrosis (Sheehan syndrome).” In Saudi
Arabia, obstetric hemorrhage remains the leading cause
of maternal death.” In a recent survey of maternal
mortality in the state of New York, the leading cause
for maternal mortality was post partum hemorrhage.*
The incidence of placenta previa at the time of birth
varies widely in published series, but on average, it
occurs once every 150-250 live births.” Two thirds
of placental accretism occurs in patients who have
placenta previa.> When faced with placenta previa and
accreta, brisk bleeding from placental implantation
sites in the lower uterine segment sometimes may cause
difficulty in achieving hemostasis. First, all different
traditional methods should be used to attempt to stop
the hemorrhage, including oversewing the placenta bed,
uterine packing, uterine arteries or internal iliac arteries
ligation, or embolization. When all the less radical
surgical interventions have failed to stop hemorrhage,
emergency hysterectomy is the last resort.” The present
study aimed at analyzing the management and outcome
of patients who had post partum hemorrhage due to
placenta previa/accreta and were successfully treated
with multiple methods particularly, the beneficial effect
of utero-vaginal packing in controlling the bleeding and
preserving the uterus.

[ U000 The study was conducted at the Maternity
Hospital (MCH) at Riyadh Medical Complex which
serves Riyadh and adjoining areas of Saudi Arabia,
also those with complicated cases from outside the
immediate catchments area are admitted to MHC.
The average delivery rate at MCH is 8,000 each year.
This study was approved by the Maternity Hospital
Director. The study is a retrospective cohort review,
which covers a period of 7 years from January 2001 to
December 2007. Medical records of the patients who
were admitted into the Intensive Care Unit (ICU)
due to post partum hemorrhage (PPH) as a result of
placenta previa/accreta were reviewed. The patients in
the ICU were monitored and observed for any further
bleeding. Blood and blood products were transfused for
correction of hypovolemia and coagulopathy. Exclusion
criteria included cases of post partum hemorrhage due
to uterine atony, ruptured uterus, cervical, vaginal, or
perineal trauma. Utero-vaginal packing was carried out
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by introducing gauze of 2 meters long and 10 c¢cm in
width, which was soaked with normal saline into the
lower uterine segment through the caesarean section
incision and its lower end was pulled down through
the cervix into the vagina. The cesarean section incision
was closed in 2 layers with interrupted stitches with
careful attention in order not to involve the gauze in the
stitches. At the end of operation, another same vaginal
pack was inserted into the vaginal fornices to counteract
the pressure effect of the uterine pack and compressed
the pelvic vessels. Twenty-four hours postoperatively,
the packs were removed vaginally. Antibiotics coverage
was given for 5 days.

Data were collected using a special data collection
form then coded, entered, and analyzed using SPSS®
version 9. The p-value was calculated using chi-square
test and fisher’s exact test. Analysis was made with
regards to gestational age, parity, history of previous
caesarean section, degree of placenta previa amount
of blood loss, amount of blood, and blood products
transfusion required. The modality of intra-operative
management particularly utero-vaginal packing with or
without internal iliac artery ligation and the outcome of
such management.

[ 000I0IDuring the study period, 83 patients needed
ICU management postoperatively due to post partum
hemorrhage (PPH) as a result of placenta previa/accreta.
The minimum gestational age was 28 weeks and the
maximum was 41 weeks. The maximum parity was para
16. The maximum amount of blood loss was 7 liters and
the minimum was one liter. All patients received blood
transfusion with a maximum of 26 units of packed
red blood cells and 26 units of fresh frozen plasma.
Major placenta previa was associated with a history of
2 cesarean sections. Placenta accreta was associated with
more than 2 cesarean sections. Elective cesarean section
were carried out for 38 patients and emergency cesarean
sections were carried out for 45 patients, most of them
were unbooked (p=0.4394, t-test). Forty-five (94%)
patients were managed successfully with uterovaginal
packing alone, however, 3 (6%) patients needed re-
opening and hysterectomy (Table 1). There were no
maternal deaths recorded. Thirty-five patients with
placenta previa major were managed successfully with
utero-vaginal packing with or without internal iliac
arteries ligation. Hemostasis was achieved in 13 patients
with placenta accreta with the same procedure, while 9
patients needed hysterectomy (Table 2). Utero-vaginal
packing with or without internal iliac arteries ligation
conserved the uterus of 32 patients of low parity and 21

patients of high party (p=0.032) (Table 3).

JMoooomOom There are different modalities of
intraoperative management of postpartum hemorrhage
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due to placenta previa/accreta including tamponade
techniques (Foley catheter, Sengstaken-Blakemore tube
and SOS Bakri tamponade balloon), uterine artery
ligation, and embolization, hypogastricartery ligationare
used to decrease the degree of post partum hemorrhage,
however, hysterectomy is used when conservative
measures have failed.® The technique of packing of the
lower uterine segment is described for local control of
bleeding points. Preservation of reproductive potential
may be accomplished with this technique with minimal
morbidity.” Historically, packing of the uterine cavity
for post partum hemorrhage was endorsed by many
standard textbooks of the 1930’ and 1940’s. Williams
Obstetrics supported the practice until the tenth
edition.®  Fear of infection and concealed hemorrhage
were offered without specific examples or occurrence
rates. The practice fell out of widespread use from the
1960’s to the 1980, although sporadic reports of its
successful use have been published. Druzin” described
a technique of packing the lower uterine segments at

cesarean section for hemorrhage associated with placenta
praevia and focal accreta. He used this technique only
after attempting suture ligation of the bleeding sites and
after bilateral uterine artery ligation failed to control
the bleeding in the lower uterine segment. In our study,
none of the patients had developed infection and this
may be due to use of broad spectrum antibiotics and
removal of the pack within 24 hours as confirmed by
Maier’s investigation.® There was no maternal death
from post partum hemorrhage due to placenta previa/
accreta during the study period. Placenta previa/accreta
not only increases maternal mortality and morbidity, but
also it increases the perinatal mortality and morbidity
as a result of increase iatrogenic preterm delivery
because of its association with antepartum hemorrhage.
Gordodeski® reported mean gestational age of 36
weeks,” and in this study the mean gestational age at
delivery was 35 weeks with minimum of 28 weeks. In
this series, dexamethasone was given to the patients
who were before 34 weeks gestation and were admitted

LTI IRelationship between type of intra-operative management and need for second surgical intervention.

Intra-operative management Re-open + Re-open + pack + No need for Total

hysterectomy iliac ligation 2" surgical (n=83)

intervention
n (%)

Utero-vaginal packing 3 (6) 0 45 (94) 48
Utero-vaginal pack + internal 0 0 5 (100) 5
iliac arteries ligation
Hysterectomy as first surgical 0 0 12 (100) 12
intervention
Suturing of placental bed 1(5) 1(5) 16 (38) 18

OO0 Relationship between type of placenta previa and intraoperative management.

Type of placenta Hysterectomy  Utero-vaginal packing ~ Utero-vaginal Suturing of

& internal iliac packing (UV) placental bed
ligation

Minor placenta 0 5 1

Major placenta 3 32 15

Accreta 2 11 2

Total 12 5 48 18

OO0 Relationship between parity and intraoperative management.

Intraoperative management Para 4 and less More than para 4 P-value

Utero-vaginal packing 29 19 0.203283*

UV pack + internal iliac 3 2 0.5323377

ligation

Hysterectomy 4 8 0.0040413F

Suturing of placental bed 11 7 0.881432*

Total 47 36

*chi-square test, Tfisher’s exact test
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with antepartum hemorrhage, after which the bleeding
subsided and they were delivered by elective C-section
at 37 gestation. The risk of placenta previa/accreta was
noted to be increasing with high parity. In this study,
the mean parity was 5 with maximum of para 16. Most
studies reported that the incidence of placenta praevia
increased proportionally with the number of prior
cesarean deliveries. In this study, major placenta previa
wasassociated with a history of more than 2 prior cesarean
sections, placenta accreta was associated with more
than 2 previous cesarean sections, and the maximum
number of prior cesarean sections was 6. Placenta
previa is usually associated with massive bleeding.
Robe' reported blood loss of 11.5 liters, however in the
present study the mean blood loss varies among the 83
patients with minimum loss of one liter and maximum
of 7 liters, but the mean blood loss of all 83 patients
was 2,305 liters. The preparation for elective cesarean
section for placenta previa must be meticulous. At least
4 units of blood must be cross-matched and the facilities
for more should be at hand. A senior obstetrician and
anesthetist should be involved." In our series, 45 cases
(54%) were delivered by emergency cesarean section.
Nine of them ended by hysterectomy as a result of poor
preparation due to unbooked cases, however, 3 patients
had hysterectomy as an elective procedure for placenta
accreta and high parity. Uterine packing to control post
partum hemorrhage for placenta previa/accreta is not a
widely used technique. Maier® reported 4 cases of post
partum hemorrhage due to placenta previa managed
by uterine packing. In our study, utero-vaginal packing
with or without internal iliac artery ligation was
successfully used in 53 patients, only 3 patients were
re-opened and underwent hysterectomy because of
uncontrolled bleeding despite good packing (Table 1).
Bilateral internal iliac artery ligation is successful in
avoiding hysterectomy in approximately half of the cases
associated with uterine atony and placenta accreta.'' In
this series, it was carried out for only 5 patients, this
may be because practitioners are less familiar with this
technique. Emergency cesarean hysterectomy is a rare
event in Western countries, though often necessary in
the third world."? In the present study, hysterectomy
was performed for 12 patients and most of them were of
high parity. Caesarean hysterectomy is associated with
increased maternal morbidity from the need for blood
transfusion and the need for postoperative ventilatory
support. In this series, 50% of patients were managed
with hysterectomy and had a blood loss of more than
2 liters and reached up to 7 liters. Follow up of each
patient was difficult, because most of our patients were
referred cases from peripheral areas and communication
with most of them was impossible. Communication was
possible with 12 patients who delivered in the last year of
the study, 4 patients had no menstrual period secondary
to hysterectomy, 3 patients had lactational amenorrhea
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(who delivered in the last 3 months) and the remaining
had regular period and using contraception. Fertility
was difficult to be assess due to short duration of follow
up and the patients using contraception.

In conclusion, when confronted with a patient
experiencing placenta praevia/accreta with massive
bleeding, preserving child bearing function and
minimizing bleeding should be carefully considered.
Utero-vaginal packing was successful in controlling
hemorrhage in approximately 94% of the patients
when it was used and most of them with low parity.
There was no maternal death among this series. This
technique is simple, safe, quick, cheap, requires no
special equipment, and effective in controlling bleeding
and conserving fertility. So, it is worthwhile to be
considered as a first line of management in controlling
bleeding from placenta previa/accreta, particularly in
patients with low parity. It may control hemorrhage
completely or provide time to organize a definitive
procedure and if the need for another procedure has to
be re-evaluated and then decided upon on the basis of
the patient’s condition.

Uiodod

1. Lewis G, Drife J, editors. Why Mothers die, Triennial Report
2000-2002. The sixth report of the confidential enquiries into
maternal deaths in the United Kingdom. London: RCOG
Press; 2004.

2. AbouZahr C. Global burden of maternal death and disability.
Br Med Bull 2003; 67: 1-11.

3. Meshari A. Maternal Morbidity in Saudi Arabia (1984-1992),
King Saud University; 1992. PLEASE PROVIDE THE NAME
OF THE BOOK/JOURNAL; PLACE OF PUBLICATION;
NAME OF PUBLISHER.

3. Mishari A. Maternal Mortality in Saudi Arabia (1989-1992).
Riyadh (KSA): King Saud University Hospital; 1992.

4. Veille J. Maternal Mortality. In: Sudd J, Tan S, Chervenak F,
editors. Progress in Obstetrics and Gynaecology. Volume 18.
Oxford: Churchill Livingstone; 2008.

5. Frederiksen MC, Glassenberg R, Stika CS. Placenta previa: a
22-year analysis. Am J Obster Gynecol 1999; 180: 1432-1437.

6. American College of Obstetricians and Gynecologist. ACOG
Practice Bulletin. Post partum Haemorrhage. Int | Gynecol
Obstet 2006; 108: 1039-1047.

7. Druzin ML. Packing of lower uterine segment for control of
postcesarean bleeding in instances of placenta previa. Surg
Gynecol Obster 1989; 169: 543-545.

8. Maier RD. Control of post partum haemorrhage with uterine
packing. Am J Obstet Gynecol 1993; 169: 317-324.

9. Gorodeski IG, Bahari CM, Holzinger M, Schachter A, Neri A.
Placenta previa with focal accretion. Isr J Med Sci 1982; 18:
277-280.

10. Robie GE Morgan MA, Payne GG Jr, Wasemiller-Smith L.
Logothetopulos pack for the management of uncontrollable
postpartum hemorrhage. Am J Perinatol 1990; 7: 327-328.

11. Edmon KD. Dewhursts Textbook of Obstetrics and
Gynaecology for Postgraduates. 6th ed. United Kingdom:
Wiley Blackwell; 1999.

12. Manyonda IT, Varma TR. Massive obstetric hemorrhage due
to placenta previa/accreta with prior cesarean section. Int J

Gynaecol Obster 1991; 34: 183-186.



