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ACCRETA MANAGEMENT OPTIONS

STABLE SURGICAL HEMODYNAMIC
CLOT TECHNIQUE STATUS




¢JS HYSTERECTOMY THE BEST THERAPEUTIC OPTION?

ANATOMIC DISTORTION

NEWLY-ORMED VESSELS

VASCULAR CONTROL

INVASION TOPOGRAPHY

TYPE OF RESECTION

¢ IS IT USEFUL OR WORSE IN NON
CONTROLLABLE BLEEDING?




BLADDER

o

MASSIVE
INVASION.




SCENARIO 1

HIGH SUSPICION OF PLACENTARY INVASION
LOWER PLACENTATION AND ANTECEDENTS OF PREVIOUS CESAREAN

+

LABOR
METRORRHAGE

+

SURGICAL TEAM WITH LIMITED TRAINING
IMPOSSIBILITY OF PATIENT TRANSFER
LOW RESOURCES






SCENARIO 2

ESTABLISHED DIAGNOSIS
NO WISH FOR FUTURE PREGNANCY

TISSUE DESTRUCTION OVER 50% OF UTERINE AXIAL CIRCUMFERENCE
UNTREATABLE HEMORRHAGE
DIC

TEAM WITH QUALIFIED EXPERIENCE
AVAILABILITY OF HOSPITAL RESOURCES



SCENARIO 2

RESECTIVE SURGERY

1.-SUBTOTAL

2-TOTAL

ACCURATE VASCULAR CONTROL AND TISSUE DISSECTION




SCENARIO 3

ESTABLISHED DIAGNOSIS
WISH FOR FUTURE PREGNANCY

TISSUE DESTRUCTION UNDER 50% OF UTERINE AXIAL CIRCUMFERENCE
MINOR COAGULATION DISORDERS

TEAM WITH QUALIFIED EXPERIENCE
AVAILABILITY OF HOSPITAL RESOURCES




CONSERVATIVE TREATEMENTS IN ACCRETA

ALTERNATIVES

l

PLACENTIN SITU
ONESTEP CONSERVATIVE SURGERY

|

TO AVOID MASSIVE BLEEDING

TO PRESERVE FERTILITY



CONSERVATIVE IN ACCRETA (PLACENTA IN SITU)

ADVANTAGES DISADVANTAGES
HEMORRHAGE REDUCTION RETENTION OF ALL OR PART OF
PLACENTA
AVOIDING DISSECTION OF INVADED
TISSUES LONG TERM HOSPITALIZATION
IMMEDIATE COMPLEXITY NOT HIGH RISK OF SEPSIS, DIC,
NECESSARY HEMORRHAGE OR HYSTERECTOM?

HIGH TRAINING LEVEL NOT NECE3SARY HIGH RISK OF RECURRENCE IN|
SUBSEQUENT PREGNANCY




CONSERVATIVE IN ACCRETAJUMNESURGERY)

ADVANTAGES

DISADVANTAGES

PERFORM THE ANATOMICAL AND VASCUL
DISCONNECTION OF INVADED TISBUE

TO PROMOTE VASCULAR CONTROL
RESPECT TO INVADED AREA

RESTORATION OF UTERINE ANATOMY|AF]
COMPLETE RESECTION OF INVADED

TISSUES

ZERO RECURRENCE AFTER 73 SUBSHQU

PREGNANCIES
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IT NEEDS ACCURATE KNOWLEDGE

OF

UTERINE BLOOD FLOW, PELVIC FASC

BEHAVIOR AND UTERINE HEMOST
TECHNIQUES

REQUIRES ACCURATE HEMODINAMI
HEMOSTATIC MANAGEMENT

SUPERVISED PRACTICE IS NECESSAR
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NEXT CESAREAN AFTER ONE-STEP CONSERVATIVE SURGERY







ONESTEP CONSERVATIVE SURGERY

FIRST STAGE: VESICAL DETACHMENT AND LIGATURE OF NFV




ONESTEP CONSERVATIVE SURGERY
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AVOIDING AN INCISION THROUGH THE ANTERIOR PREVIA AT CESAREAN DELIVERY. WARD C. OBSTET GYNECHL. 200:



ONESTEP CONSERVATIVE SURGERY
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ONESTEP CONSERVATIVE SURGERY

THIRD STAGE: TRIMMING OF INVADED MYOMETRIUM (A)

0y Tsw'/




ONESTEP CONSERVATIVE SURGERY

THIRD STAGE: TRIMMING OF INVADED MYOMETRIUM (B)




ONESTEP CONSERVATIVE SURGERY

INVADED
MYOMETRIUM
(ATTACHED) WITH PLACENTA



ONESTEP CONSERVATIVE SURGERY

FOURTH STAGE: UTERINE PLASTIC REPAIR




CONSERVATIVE IN ACCRETA

ONESTEP SURGERY

PLACENTA IN SITU




CHOOSING THE BEST CONSERVATIVE TREATMENT

ONESTEP SURGERY IN SITWPLACENTA
HEMORRHAGE REDUCTION ++++ +++++
PELVIC DISSECTION ++++ +
PLACENTAL REMOVAL COMPLETE NOT OR PARTIAL
INVADED AREA REMOVAL COMPLETE NEVER
POSTOPERATIVE RECOVERY 3-5 DAYS 2-6 WEEKS
POSSIBILITY OF URETERAL DAMAGE + 0
POSTOPERATIVE INFECTION/SEPSIS o) HIGH
POSTOPERATIVE DIC/HEMORRHAGE + +++
RECURRENCE IN NEXT PREGNANCY 0/73 UP TO 500%

SPECIFIC TRAINING o+ ++



SCENARIO 3

w PLACENTA PERCRETA WITH
PARAMETRIAL INVASION

@ A) pMRI DIAGNOSIS

w B) INTRASURGICAL DIAGNOSIS




