
Table 1
Demographic, baseline and labor characteristics of parturients with revision diagnosis versus missing of uterine rupture, results from univariate analysis.

Revision diagnosis of
uterine rupture N = 7

Revision missed
diagnosis N = 10

Maternal age (Years, Mean� SD) 36.7� 2.4 33.2� 3.7 .044
Previous cesarean delivery or uterine surgery N (%) 4 (57.1)% 3 (30%) .292
Diabetes (pre-gestational + gestational) N (%) 0 (0%) 0 (0%) N/A
Hypertensive disorders 0 (0%) 0 (0%) N/A
Labor induction N (%) 3 (42.9%) 3 (30%) .612
Epidural analgesia during labor N (%) 4 (57.1)% 8 (80%) .339
Vacuum extraction N (%) 3 (42.9%) 5 (50%) .788
Hysterectomy N (%) 4 (57.1)% 4 (40%) .517
Puerperal Fever N (%) 2 (28.6%) 4 (40%) .653
Blood transfusions N (%) 5 (71.4%) 8 (80%) .704

SD - standard deviation.
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Manual revision of uterine cavity for postpartum
diagnosis of uterine rupture$
Dear Editor,

Intrapartum uterine rupture diagnosed following a vaginal
delivery is not a common event. In about one-fifth of all cases it is
diagnosed during the early postpartum period [1,2].

It was previously reported that 32.7% of women (17/52) with
complete or partial uterine rupture were asymptomatic: the
rupture was only discovered during a routine manual uterine
examination [2].

In our recent study of the clinical consequences of uterine
rupture diagnosed during the early postpartum period, only 7/17
cases evaluated by manual uterine revision were correctly
diagnosed with rupture, while in 10 the lesion was missed [3]
(Table 1).

Missed diagnosis in these cases could stem from the size or
location of the ruptures. Among these ten women, the indications
for exploratory laparotomy were postpartum hemorrhage in
six (60%), abdominal pain in 3 (30%) and hemodynamic shock in
1 (10%).

Manyother studies examined the role of routinemanual revision
of theuterinescarafterVBACandrevealedvery lowdetectionratesof
uterine scar dehiscence or rupture. It was therefore suggested that
revisionof theuterinescarshouldbecarriedoutonly insymptomatic
$ The study was approved by the Human Investigation Review Board of Shaare Zede
patients [5,6]. Furthermore, current guidelines, such as those
published by the French College of Gynecologists and Obstetricians,
state thatthesimpleexistenceofauterinescar isnotanindicationfor
a routine manual uterine examination after VBAC, and that the
sensitivity of manual uterine examination to diagnose uterine
rupture or dehiscence is low [4].

Our findings suggest that also among symptomatic women a
negative finding during uterine exploration does not exclude
uterine rupture.
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Fig. 1. RF ablation zone of a placental vascular bundle (Doppler Imaging) under
ultrasonography with hyperechoic image of the needle electrode and gas bubble
formation at its tip.
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Radiofrequency ablation of retained placenta
accreta after conservative management
Dear Editor,

We herein report, to our knowledge, the first case of attempt to
treat placenta accreta leaved in situ in human after delivery using [22_TD$DIFF]

radiofrequency (RF) ablation. The patient was a 35-year-old
(gravida two para one) with history of cesarean delivery.
Ultrasonography at 32 weeks of gestation showed an anterior
placenta not low-lying. Labor was induced at 39 weeks and a
female neonate weighing 3 400 g was delivered by vacuum
extraction. Placenta delivery was incomplete and attempts for
manual removal and uterine revision failed leading to suspicion of
partial placenta accreta. So, decision was made to leave remaining
placenta in situ. Immediate postpartum hemorrhage was diag-
nosed and treated with sulprostone. Estimated blood loss was 2 L
and patient required transfusion of 2 units of red blood cells
concentrate (RBCC). Embolization of the uterine arteries was
performed in the immediate postoperative period and the patient
was admitted to the intensive care unit for two days. The day after
delivery, patient was hemodynamically stable (Hb 8.6 g/dl,
platelets 180 G/l), and received 2 units of RBCC. Two days after
delivery and embolization, patient was hemodynamically stable
(Hb 7.6 g/dl, platelets 153 G/l) and received 2 units of RBCC.
Ultrasonography showed persistent vascularity of the placenta.
Three days after delivery, the patient presented normal bleeding
and blood tests were normal (Hb 8.7 g/dl, platelets 156 G/l). Seven
days after delivery, a new episode of obstetrical hemorrhage
occurred (600cc). Ultrasonography showed persistent hyper-
vascularized areas in the conserved placenta. After obtaining the
patient’s agreement, decisionwas taken for ablation of the retained
placenta by [23_TD$DIFF]RF in order to accelerate resolution by decreasing
vascularization and tissue burden. Under epidural anesthesia,
7 hyper-vascularized areas of placenta were targeted by RF at
60–100watts (RF3000

TM
Radiofrequency Ablation System, Boston

Scientific), through percutaneous punction (LeVeen
TM

CoAccess
TM
,

4.0 cm� 15 cm needle) under ultrasound monitoring [24_TD$DIFF](Figure 1).
Thirteen days after, the patient had a recurrent hemorrhage
episode and underwent embolization of uterine arteries
and subtotal interannexial hysterectomy. Overall, 17 units of RBCC
and 2 units of fresh-frozen plasma (FFP) were given pre- and
intraoperatively. There were no postoperative complications and
the patient was discharged home on postoperative day 8 (27 days
postpartum) (Fig. 1).

Placenta accreta diagnosis can be made prenatally or when
manual removal of the placenta after delivery, has failed.
Conservative management of placenta accreta is a therapeutic
approach which, when possible, may reduce morbidity of
peripartum hysterectomy but implies close and long-term
surveillance because of potential delayed complications [1].
Current management of secondary complications consists of
different approaches including methotrexate injection or
selective embolization procedures, but with no satisfactory
results [2,3]. To date, no surgical procedure is available in
order to reduce this delay allowing prevention of potential
secondary complications. Ablation of the retained placenta by
RF, a minimally invasive, image-guided technique [4], could
be proposed as an alternative procedure, as the placenta is
very permissive to RF [5]. Previously explored in vivo (animal
models) and in vitro, RF application on the placenta at low power
and low temperature appears to be safe, with good tolerance in
terms of biological inflammation or secondary sepsis [5]. To date,
there is not enough evidence to evaluate efficacy and potential
risks related to RF. In the present case, RF ablation was not
efficient but no complication was observed. Indeed, a recurrent
hemorrhage episode required a second procedure of uterine
arteries embolization followed by subtotal interannexial hyster-
ectomy.

This unique case is, evidently, not enough to conclude in
efficiency or potential complications associatedwith RF ablation of
placenta accreta leaved in situ. But it seems important to us to
report this therapeutic alternative option, as it could be considered
for women who wish to preserve their fertility.
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