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CORRESPONDENCE

Modified hysterectomy for placenta increta and percreta: 
modifications of what?
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Dear Editors,

Hussein et al. claimed that four technical modifications 
were made in cesarean hysterectomy for placenta accreta 
spectrum (PAS) disorders [1]: (1) the retroperitoneum was 
opened to laterally mobilize the ureter, (2) cutting and ligat-
ing vessels running along the broad ligament without par-
ametrium-vessel ligation, (3) extensive bladder separation, 
and then (4) cutting and ligating the uterine vessels. We have 
some concerns.

Firstly, let us consider which of (1)–(4) was the most 
important and new modification, different from orthodox 
surgery. In PAS, the entire pelvis, usually occupied by the 
uterus, prevents us from first opening the retroperitoneum 
[2]; however, some surgeons use this technique [3] and, thus, 
it is not new. Cutting and ligating the broad ligament is a 
routine procedure. A separate parametrium-vessel ligation 
is not always required, especially in supracervical hyster-
ectomy [4] and, thus, it is also not new. Then, is the order 
of (3) → (4) a modification? The bladder was extensively 
separated to the level of placental attachment without ligat-
ing the uterine artery. Thus, stage (3) is performed before 
ligating the uterine vessels. Engorged aberrant vessels are 
usually present at the bladder separation site [2] and, thus, 
separating the bladder without ligating the uterine vessels 
may cause marked bleeding. Thus, usually, the uterine artery 
is first cut and ligated, followed by bladder separation. How-
ever, depending on the situation, either artery ligation or 
bladder separation can be performed interchangeably or in 
a step-by-step manner, i.e., bladder separation → artery liga-
tion → further bladder separation. The order of (3) and (4) 

can be chosen in a patient-by-patient manner. Thus, the order 
of (3) → (4) may not be new.

Secondly, many patients underwent supracervical hyster-
ectomy. Which hysterectomy, total vs. supracervical, should 
be employed in PAS is controversial [5]. We consider that 
either becomes a choice only if hemostasis can be achieved. 
If supracervical hysterectomy is performed, separate para-
metrium-vessel ligation is not always required, as mentioned 
above. For example, we sometimes employ the “amputa-
tion first technique”, in which definite uterine artery ligation 
before hysterectomy is not always needed [4]. After tentative 
bladder separation, we amputate the uterine body adequately 
and obtain a clearer surgical view. Then, we ligate uterine 
vessels, further separate the bladder, and remove the remain-
ing cervix if necessary. Is intentional supracervical hyster-
ectomy a modification?

Thirdly, we are concerned about the use of uterotonics. 
We had negative experiences as uterotonics induced strong 
uterine contraction, causing partial placental separation 
with marked bleeding [2]. Some areas of the placenta are 
sometimes free from PAS, being easily separated during 
surgery, which uterotonics sometimes enhance [2, 5]. We 
wonder whether the use of uterotonics, highlighting a pla-
cental demarcation line, is mandatory for this technique. Is 
uterotonics’ usage also a modification?

Hussein et al. claimed that with their technique, a ureteral 
stent or interventional radiological approach is not needed. If 
some surgical technique actually provides a good outcome, 
it is an effective procedure: we commend Hussein et al. for 
their efforts. However, a surgical technique should be repro-
ducible by every doctor. The real benefit of their technique 
should be described in more detailed manner.
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