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Abstract- Background: Patients with placenta praevia may develop severe postpartum hemorrhage after removal of the 

placenta. Moreover, abnormal adherence of the placenta to the myometrium (placenta accreta) may be associated with 

life-threatening maternal haemorrhage due to its incomplete separation. Several techniques have been described in the 

literature for controlling massive bleeding associated with placenta praevia caesarean sections including uterine packing with 

gauze, balloon tamponade, the B-Lynch suture, the insertion of parallel vertical compression sutures, a square suturing 

technique and embolization or ligation of the uterine and internal iliac arteries, but there is wide variation in the success rates 

of these manoeuvres. Dawlatly et al. (2007) in a case report have described a simple technique which involves suturing an 

inverted lip of the cervix over the bleeding placental bed that was successful in controlling the bleeding and saved the 

women’s life and her uterus. Here, we present our experience with the use of this Dawlatly stitch in 40 cases with placenta 

praevia and/ or placenta accreta. 

Objective: To evaluate the efficacy and safety of the use of the cervix as a natural tamponade in controlling postpartum 

haemorrhage associated with placenta praevia and placenta accreta.  

Methods: This study was conducted on 40 pregnant women admitted to our Hospital during the period from June 2012 to 

November 2014. All these women had previous one caesarean section or more and were diagnosed as having placenta praevia 

and/ or placenta accreta. Significant bleeding from the placental bed was managed by inverting the cervix into the uterine 

cavity and suturing the anterior and/or the posterior cervical lips into the anterior and/or posterior walls of the lower ute rine 

segment to compress the bleeding points in the placental bed. Additional manoeuvres like Bakri Ballon insertion were needed 

in 10 patients. 

Results: The main technique described above and the additional manoeuvres were successful in stopping the bleeding in 38 

patients out of 40 patients giving success rate of 95%. We resorted to hysterectomy in 2 cases only (5%). The mean 

Intraoperative blood loss was 1272.5 mls and the mean number of blood units transfused was 2.1. The complications 

encountered were as follow: bladder injury in the 2 patients who underwent hysterectomy, wound infection in 3 patients and 

postoperative fever which was responsive to antibiotics was 2 patients. The mean duration of postoperative hospital stay was 

2.5 days.   

Conclusion: On the base of this study, we conclude that this technique is a safe, simple, time saving and very effective in 

controlling the severe postpartum haemorrhage (PPHge) associated with cases of placenta praevia/placenta accreta. It 

deserves to be one of the weapons in the obstetrician’s hand during facing the life-threatening haemorrhage in cases of 

placenta accreta. The limitation in our study is the uncertainty of the effect of this technique on the anatomical and functional 

capacity of the cervix and its impact on future pregnancy and delivery. 
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I. INTRODUCTION 

 

Patients with placenta praevia (PP) may develop 

severe postpartum haemorrhage after removal of the 

placenta 1 . Moreover, abnormal adherence of the 

placenta to the myometrium (placenta accreta) may be 

associated with life-threatening maternal 

haemorrhage due to its incomplete separation 2.   

 Normally, the placenta just adheres to the decidua 

basalis, thus it separates smoothly from the wall of the 

uterus after delivery 2 .Placenta accreta (PA) exists 

when the chorionic villi penetrate through the decidua 

basalis into the myometrium 3 . Morbidly adherent 

placenta is a spectrum according to the degree of 

invasion of the placenta into the uterine wall. The 

placenta is called accreta when it invades the 

myometrium superficially. Placenta increrta exists 

when the chorionic villi invade the myometrium more 

deeply. Placenta percreta involves invasion of the 

placenta to the uterine serosa and this may involve 

other nearby organs as urinary bladder; however, the 

term accreta is frequently used for the 3 types 2,4,5 . 

 Nowadays, there is dramatic increase in the incidence 

of placenta praevia and placenta accreta due to the 

increasing rate of caesarean delivery combined with 

increasing maternal age 3,5 . 

Placenta praevia and placenta accrete carry significant 

maternal and fetal morbidity and mortality  3. The 

maternal mortality in women with PA may reach as 

high as 7-10% 3 ,6,7,8 . 

Several techniques have been described in the 

literature for controlling massive bleeding associated 
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with placenta praevia caesarean sections including 

uterine packing with gauze, balloon tamponade 9,10, 

the B-Lynch suture 11, the insertion of parallel 

vertical compression sutures 1 , a square suturing 

technique 12 and embolization or ligation of the 

uterine and internal iliac arteries 13, but there is wide 

variation in the success rates of these manoeuvres 14 

,15 . 

Dawlatly et al. (2007) in a case report have described a 

simple technique which involves suturing an inverted 

lip of the cervix over the bleeding placental bed that 

was successful in controlling the bleeding and saved 

the women’s life and her uterus 16. 

Here, we present our experience with the use of this 

Dawlatly stitch in 40 cases with placenta praevia and/ 

or placenta accreta. 

 

II. METHODS 

 

This study was conducted on 40 pregnant women 

admitted to our Hospital during the period from June 

2012 to November 2014. All these women had 

previous one caesarean section or more and were 

diagnosed as having placenta praevia and/ or placenta 

accreta by ultrasound scan. When the ultrasound scan 

result is not conclusive for placenta accreta or not, 

MRI was performed.  

 All these women were keen to preserve their 

fertility. They were counselled properly and were 

given clear information about the diagnosis, the risk of 

severe postpartum haemorrhage and the methods that 

can be used to control this massive haemorrhage 

including conservative methods and radical method 

(emergency hysterectomy). They were told that 

caesarean hysterectomy is the 1st option in case of 

placenta percreta, diffuse placenta accreta and in the 

presence of uncontrollable haemorrhage. The 

conservative methods used were explained to the 

patients including the suture technique described 

later, uterine and/ or internal iliac artery ligation, 

insertion of Bakri ballon and / or intrauterine pack 

(??? Not in WHO or FIGO guidelines so I suggest to 

remove packing ). All participants singed a consent 

about the procedure(s) and all risks including massive 

postpartum haemorrhage (PPH), need for blood 

transfusion, use of conservative methods and the 

possibility of proceeding to emergency hysterectomy 

with the accompanied risk of injury to adjacent 

structures as the bladder, ureters and the bowel. 

This study was approved by the Department ethical 

committee. The Hospital protocol for dealing with 

placenta praevia and placenta accreta was followed. 

The surgical steps were as follow: 

1. eneral or Spinal anaesthesia according to the 

haemodynamic state of the patient, suspicion of PA 

and the view of the anaesthetic and surgical teams. 

2. Dorsal lithotomy position with hip abduction and 

flexion to observe the amount of blood loss and to 

facilitate vaginal access if needed e.g. elevating the 

cervix from the vaginal aspect to facilitate its grasping 

or uterine balloon placement. 

3. Caesarean section with a pfannensteil incision or 

vertical midline incision was carried out. 

4. If the placenta separates completely, the placental 

bed is observed for bleeding and dealt with. If it 

separates partially (focal placenta accreta), the 

remaining portion of the placenta is removed and the 

placental bed is observed for bleeding. 

As described by Dawlatly et al in 2007 ,If the bleeding 

is coming mainly from the anterior portion of the 

lower uterine segment, the surgeon is introducing 

his/her hand through the uterine incision into the 

lower uterine segment until it touches the cervix. Then 

a long Allis forceps is passed through the uterine 

incision and used to grasp the anterior lip of the 

cervix, pulling it upwards into the uterine cavity. An 

assistant may be needed to elevate the cervix upwards 

from the vaginal aspect. The anterior lip is then 

sutured onto the anterior wall of the lower uterine 

segment using interrupted absorbable Vicryle no. 1 

stitches. This aids to compress the bleeding sites of the 

placental bed and support the very thin lower uterine 

segment seen in such cases. If the placenta was 

implanted posteriorly and the bleeding areas were 

mainly from the posterior wall of the uterus, the same 

procedure can be repeated using the posterior lip of the 

cervix which can then be sutured to the posterior wall 

of the lower uterine segment. Hegar dilator may be 

inserted in a retrograde manner from the abdominal 

aspect to ensure patency of the cervical canal during 

the suturing process. 

The bleeding is then observed from the abdominal 

aspect and also vaginally. In some cases, we have used 

additional manoeuvres like insertion of Bakri ballon 

or intrauterine pack or ligation of the uterine and /or 

internal iliac arteries. 

At the end, the uterine incision is closed in the usual 

way. Postoperatively, the patients were observed in the 

ward or ICU according to the degree of 

haemodynamic stability . 

The patients were then debriefed and given a clear 

explanation about the events, procedures performed 

and the expected duration of hospital stay. 

All the patients were given a follow up appointment 

after 6 weeks as a routine postnatal visit and to have 

bimanual and speculum examination to observe the 

morphological picture and the anatomical position of 

the cervix. 

 

III. STATISTICAL ANALYSIS 

 

Statistical advice regarding study design had been 

obtained from the Statistical Services Unit (SSU) of 
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the University .The data were coded, entered and 

processed on an IBM-PC compatible computer using 

SPSS (version 16). The level P <0.05 was considered 

the cut-off value for significance. Graphics were done 

by Excel Microsoft office 2010.  

     Description of quantitative variables as mean, SD 

and range, description of qualitative variables as 

number and percentage .Chi-square test was used to 

compare qualitative variables between groups.  

 

RESULTS 

 

Table 1 and 2 show the demographic and clinical data 

of the studied group. The mean age was 29.2 years i.e. 

less than 30 years. Regarding the parity, the mean 

parity was 2.1. As regard the number of living 

children, the mean was 1.4. [It is apparent from these 

figures that our patients were of young age, low parity 

with small number of living children. This reflects the 

importance of use of conservative technique (s) 

aiming to preserve the uterus and fertility in the 

studied group.] [I think the highlighted text is of no 

value to be mentioned in the results section better in 

the discussion,re-think again].  

 

Intraoperative, we found 29 cases of placenta accreta, 

6 cases of placenta praevia major anterior and 5 cases 

of placenta praevia major posterior. To control 

bleeding from the placental bed, both the anterior and 

posterior cervical lips were used in 25 cases, the 

anterior lip only was used in 10 cases and the posterior 

lip in 5 cases. The mean time needed for performing 

the technique was 5.4±0.6 minutes. Additional 

manoeuvres were used in 10 patients: Bakri ballon 

was inserted in 3 patients, intrauterine pack in 3 

patients. Uterine artery ligation was done in 2 patients 

and internal iliac artery ligation in 2 cases. These 

additional procedures were used as complementary 

methods in hypotensive patients to ensure an adequate 

control of any further bleeding from the placental bed 

after return of their blood pressure to the normal level.  

 

The main technique described above and the 

additional manoeuvres were successful in stopping the 

bleeding in 38 patients out of 40 patients giving 

success rate of 95%.We resorted to hysterectomy in 2 

cases only (5%). The mean Intraoperative blood loss 

was 1272.5 mls and the mean number of blood units 

transfused was 2.1.The complications encountered 

were as follow: bladder injury in the 2 patients who 

underwent hysterectomy, wound infection in 3 

patients. Postoperative fever which was responsive to 

antibiotics was encountered in 2 patients. The mean 

duration of postoperative hospital stay was 2.5 days. 

Unfortunately, we were able to do speculum 

examination only in 10 cases (25%) as the other 30 

cases did not attend their 6 weeks follow up 

appointment [this contradict what we mentioned 

above that we did followup for all case,so I think we 

have to correct this figure e.g.75% of cases]. Speculum 

examination revealed normal findings in 8 ??? cases, 

hanged up cervix in 1 ??? case and stenosed cervix 

which required cervical dilatation later on in one case. 

In this patient, hysteroscopy was done after cervical 

dilatation and the cavity was normal with no evidence 

of any intrauterine synechiae.   

 

DISCUSSION 

 

The management options in PPH associated with 

placenta praevia and placenta accreta are either: (1) 

Radical approach (surgical removal of the uterus and 

the involved tissues e.g. partial cystectomy if the 

bladder was involved) and (2) Conservative approach 

4,17. Although hysterectomy is still the recommended 

treatment for placenta accreta 17,18,19, however, 

when placenta percreta involves adjacent structures, 

the bleeding may be severe and surgery is very risky 

with possibility of damage to these structures due to 

the morbidly adherent placenta 4,20. Clearly, this 

radical approach is unacceptable to women with low 

parity who desire uterine preservation 3 .In some 

societies, many people consider hysterectomised 

women as they have lost the most important aspect of 

their feminine characters. This could have a major 

impact on the psychological state of these women and 

their quality of life. 

Many conservative management options have been 

advocated in the literature 4. The 1st option is leaving 

the placenta, completely or partially, in place with or 

without administering methotrexate 21. Although this 

approach of leaving the placenta seems a safe option, 

however, it carries serious complications including 

either primary or reactionary catastrophic bleeding 22 

and infection resistant to antimicrobial therapy and 

some of the patients eventually underwent delayed 

hysterectomy 5,23 . Also, this approach cannot be 

used in haemodynamically unstable patients. Added to 

this, the controversy in the literature regarding the 

dealing with the placenta left in place. The 

conservative treatment requires prolonged period of 

postpartum follow up as well as women’s’ compliance 

and adherence to treatment putting in mind the risk 

for severe morbidity and possibly mortality for weeks 

or even months after delivery 7,20. 

Sometimes, the placenta separates partially or is 

injured during the delivery of the baby and you have to 

remove the placenta and deal with the massive 

bleeding from the placental bed 3. 

In this case series, we present a suture technique 

which was 1st described by Dawlatly in a case report 

in 2007. Grasping the cervical lip(s) and suturing it 

into the paper thin lower uterine segment seen in such 

cases help to control the massive bleeding and create a 
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good flap that can be used in closing the uterine 

incision. By this way, the cervix can be used as a 

natural tamponade replacing the artificial tamponades 

that are frequently used for stopping the PPH seen in 

cases of placenta praevia and placenta accreta. The 

cervical canal remains patent and we have used an 

absorbable suture material to help return of the cervix 

to its original position. This technique was introduced 

in our Department and now it is widely adopted by our 

junior and senior staff. In addition, it can be used in 

cases of repeated caesarean sections with very thin 

lower uterine segment to help in closing the uterine 

incision. On the base of this study, we conclude that 

this technique is a safe, simple, time saving and very 

effective in controlling the severe PPH associated with 

cases of placenta praevia/placenta accreta. It deserves 

to be one of the weapons in the obstetrician’s hand 

during facing the life-threatening haemorrhage in 

cases of placenta accreta. The limitation in our study is 

the uncertainty of the effect of this technique on the 

anatomical and functional capacity of the cervix and 

its impact on future pregnancy and delivery. Further 

studies are needed with extended follow up of the 

patients to explore the long term implications of this 

technique.  
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