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Letter to the editor

Emergent hysterectomy for placenta accreta 
spectrum – some additional techniques
Emergentní hysterektomie pro spektrum placenta accreta –  
ně kte ré další techniky

techniques if the situation requires them 
to do so. Accumulation of the experience 
may improve the procedure of PAS hyster-
ectomy, which is still a challenging surgery. 
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much” bladder separation and “too deep” 
vaginal resection.

The second is the “filling the bladder 
technique”  [3,4]. Before separating the 
bladder, the bladder should be filled with 
300 mL of saline with or without methyl-
ene blue. Usually, thick adhesion of the 
bladder-uterine interface makes it diffi-
cult to grasp the bladder upper top (an-
terior end). Surgeons tend to start blad-
der separation at the site more anterior 
than the bladder top, which causes extra-
bleeding. The “filling the bladder tech-
nique” makes the surgeons grasp the site 
of the bladder top, or the site to start the 
bladder separation. Leak of saline or blue 
dye in the surgical site makes us recog-
nize the bladder injury when it unfortu-
nately occurs: earlier recognition of blad-
der injuries provides room to better deal 
with the surgery thereafter.

The third is the “opening the bladder 
technique” [4,5]. If bladder injury is a con-
cern and intra-surgical findings highly pre-
dict its occurrence, the bladder should be 
intentionally cut. An auto-suture appara-
tus is useful. The bladder wall “sharply cut” 
is much easier to repair than that “severely 
destroyed” during forced bladder separa-
tion. The site of the placental invasion to 
the posterior bladder wall (percreta site) 
should be considered as “endometrial can-
cer invading the bladder wall”. Intentional 
cystotomy is often employed in the sur-
gery for advanced endometrial cancer. 

These three procedures may be use-
ful additions of PAS hysterectomy. We rec-
ommend PAS-surgeons to attempt these 

Dear Editors,
I read the article by Kaba et al  [1]. They 
reported a new technique for emergent 
hysterectomy in a patient with placenta 
accreta spectrum (PAS) in the 2nd trimes-
ter. This technique is not specific to the 
2nd trimester and thus I  wish to discuss 
some procedures of PAS-hysterectomy in 
general.

Kaba et al first ligated the uterine ar-
tery, then separated the bladder, and fi-
nally removed the uterus. The main rea-
son for this is: bladder separation in the 
face of a thick adhesion at the bladder-
-uterine interface often causes i) marked 
bleeding and ii) bladder injury. Ligating 
the uterine artery before bladder sepa-
ration prevents i) and ii). I wish to shortly 
state some other simple alternatives 
which prevent i) and ii). 

The first is the “amputation first tech-
nique”  [2]. The upper 2/ 3  of the uterus 
should be removed. This part usually oc-
cupies the pelvic cavity, preventing bet-
ter visualization of the surgical field. Thus, 
the uterus should be amputated at the 
level of the lower segment cesarean in-
cision and the upper branch of the uter-
ine artery. The latter should be ligated 
at the time of the amputation. The uter-
ine wall should be sutured or clamped, 
which achieves transient hemostasis 
until hysterectomy is completed. We can 
obtain good visualization of the surgical 
field. Passing the finger through the cer-
vical canal enables us to grasp the vaginal 
fornix, the site to be transected at hyster-
ectomy. Grasping this site prevents “too 
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