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Sir,

I thank Dr. Matsubara et al. for their comments, they had 
asked “what about our technique is new?”, however, we are 
not presenting a new novel surgical technique but rather a 
modification of the already known type II radical hysterec-
tomy that was described by Cibula et al. [1] to manage cases 
with abnormally invasive placenta (AIP). Our modification 
of this technique includes a systematic standardized stepwise 
approach that avoids unneeded extensive dissection of the 
parametrium and less need for total hysterectomy, which 
when applied to most cases of AIP improves outcomes and 
also shown by our results [2].

Dr. Matsubara et al. mentioned that opening the retrop-
eritoneum as the first step cannot be usually done in patients 
with AIP as the entire pelvis is usually occupied by the 
uterus, however, there is no reported data on the incidence 
of posterior invasion in cases with PAS disorders, and in 
our experience posterior bulging of the placenta into the 
pelvis is very rare [2]. This is likely attributed to the patho-
genesis of AIP which is due to trophoblastic invasion of the 
caesarian section (CS) scar. This is supported by a signifi-
cant increase in the incidence of PAS disorders coinciding 
with the increase in CS rates [3] thus making its major bulk 
more commonly extending in to the pelvis anteriorly and/or 
laterally. Therefore, the posterior compartment is the most 
accessible in these cases with the least amount bleeding, 
having already employed this technique on a large number 
of patients while yielding results that provide support to our 
work.

The techniques they referenced, e.g., Atallah et al. [4] 
describe total hysterectomy for all cases utilizing transverse 
incisions in the vagina and de-roofing of the ureter with no 

published results, while in our study only two women had 
undergone total hysterectomy and none of these steps were 
applied. Just because we shared opening the retroperitoneum 
does not mean all hysterectomies that do are the same. They 
also referenced their work [5], where they had eight steps 
including intra-iliac arterial occlusion balloon catheters, 
placement of ureter stents, holding the cervix, avoidance of 
uterotonics, “M cross double ligation”, filling the bladder, 
and parametrial clamping; we do not apply any of these steps 
and we actually avoid parametrial dissection by devascular-
izing the broad ligament and clamping bellow the placenta, 
they also have no published results in this article.

The argument presented by Dr. Matsubara et al. is that if 
some of the same steps are used by different techniques then 
there is no modification, however, if you apply this then you 
will render all different types of hysterectomy techniques 
(extrafascial, intrafascial, and all types of radical) the same 
since they all utilize common steps including uterine artery, 
round and ovarian ligaments clamping,  ligation, etc.

Dr. Matsubara et al. inquired about bladder dissection 
before uterine artery ligation. The abnormal trophoblastic 
invasion of the large arteries results in abnormal vascular 
connections [6] which provide a collateral blood supply to 
the vessels at the placental–myometrial–bladder interface, so 
uterine artery ligation first may not decrease bleeding during 
bladder dissection, however, in our experience less bleeding 
has been established when careful dissection with selective 
devascularization is employed. This entails separation of the 
placental vessels from the vesical vessels while clamping, 
cutting and ligating the traversing vessels, yielding a mean 
blood loss of 1673 ± 958 ml which is less than the reported 
mean blood loss in international literature with an estimated 
2000–3000 ml [7]. Moreover, in cases of lateral extension of 
the placenta, uterine artery ligation may be not be feasible, 
and since our objective was to reach a standardized tech-
nique that could be applied in most cases of AIP, we, there-
fore, adopted the technique of bladder dissection first before 
uterine artery ligation. Dr. Matsubara and colleagues used 
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the word "extensive" to describe our technique of first dis-
secting the bladder, however, our technique involves mobi-
lization of the bladder to a level just below the placenta to 
ensure clamping of the uterine vessels away from the ureter 
and the bladder, therefore, bladder dissection is done accord-
ing to the extent of placental extension into the pelvis.

Regarding the issue of supracervical hysterectomy, Mat-
subara et al. [8] describe “amputation first technique” where 
by their description massive hemorrhage may occur if pla-
centa previa with AIP is present, as a part of the placenta 
maybe transected leading to massive hemorrhage, also with 
no available published results. The idea is not about offer-
ing all patients supracervical hysterectomy, the aim of our 
technique was devascularization of the uterus and clamp-
ing the uterus at the lowest possible point just below the 
placenta to avoid unneeded dissection of the parametrium 
that will be very bloody owing to the presence of abnormal 
vascular connections. None of the 63 studied cases of AIP 
had total cervical invasion on histopathological examination, 
this makes supracervical hysterectomy the optimum choice 
in most cases. Having no enough available data on the true 
incidence of total cervical invasion and with reference to our 
results, we can conclude that total cervical invasion is rarely 
seen in cases of PAS disorders, thus making supracervical 
hysterectomy sufficient in most cases. However, two of our 
cases underwent total hysterectomy due to a short remaining 
cervical stump, therefore, total hysterectomy will still be the 
reasonable option in situations such as deep cervical infiltra-
tion or a very short remaining cervical stump.

Articles referenced by Dr. Matsubara et al. on avoidance 
of use of uterotonics [5, 9] have no published results. Our 
experience involved easier dissection owing to placental 
bulge providing clearer surgical planes showing a reasonable 
mean blood loss [2]. In our experience giving uterotonics in 
patients with large areas of invasion will not cause the pla-
centa to separate in the non-invasive areas. There is no sin-
gle study evaluating the use of uterotonics in cases of PAS 
disorders, therefore, we recommend that this issue should 
be the subject of future research to reach an evidence-based 
approach regarding the use of uterotonics in cases of AIP.

There is no consensus on the role of ureteric stenting in 
such cases, and other authors had similar results without 
stenting [10, 11]. The use of intervention radiological tech-
niques requires availability of such equipment and trained 
personal for emergencies as well as elective surgery, the eco-
nomics of which is questionable in a low economic setting.

While inquiring about the reproducibility of our tech-
nique by every doctor, the FIGO consensus guidelines on 
the management of PAS disorders recommended that the 
care of those patients should be carried out in an accreta 
center of excellence by a dedicated multidisciplinary 
team (MDT) [7]. Our technique was actually conducted 
by a MDT at our hospital which is specialized in the 

management of such cases. In tertiary care centers with 
large number of cases, we recommend the presence of 
more than one specialized team. Our objective is to stand-
ardize a systematic technique that could be reproducible 
by a well-trained obstetric team.

We thank Dr. Matsubara et al. for their constructive 
criticism of our work and we hope to have answered their 
inquiries.
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