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ABSTRACT Background: Placenta previa and placenta accreta syndrome is a high-risk obstetric problem with high

rates of feto-maternal mortality and morbidity. This study is aimed at determining the feto maternal
outcomes of mother who underwent cesarean section for PAS/ placenta previa and their feto-maternal outcomes. The use of the
patented Ashok Anand Stitch in these cases have been analyzed. Method: this is a prospective study conducted in a tertiary
care center for a period from April 2023 to March 2024. Results: The total number of deliveries in the present study were 1769
deliveries out of which 730 were cesarean section, of which total placenta previa and MAP were 56. The maximum number of
placenta previa and morbidly adherent placenta were seen in the previous 1 LSCS (32). Maximum babies were baby with
mother. The study shows the maximum NICU admission for low birth weight. Conclusions: The study shows that this tertiary care
center had lesser numbers of cesarean hysterectomies as compared to the others due to the use of ARA stitch. The need for blood

and blood products decreased as well due to the same.

INTRODUCTION

Cesarean section is a surgically indicated procedure that can
save lives of both the mother and baby. However there has
been a increase in the LSCS rates globally as well as in India.
In Indiaq, the rise in caesarean deliveries has been particularly
pronounced, increasing from 3% in 1992-93 to 17% in 2015-16,
and further climbing to 21.5% by 2019-212. This trend is
documented in the findings of the National Family Health
Survey — 5 (NFHS-5)3, which analysed the prevalence of
caesarean sections among women.

In 2015, WHO proposed the use of the Robson classification
(also known as the 10- group classification) as a global
standard for assessing, monitoring and comparing
caesarean section rates both within healthcare facilities and
between them. The system classifies all women into one of 10
categories that are mutually exclusive and, as a set, totally
comprehensive. The categories are based on 5 basic obstetric
characteristics that are routinely collected in all maternities
(parity, number of foetuses, previous caesarean section, onset
oflabour, gestational age, and foetal presentation).

Table 1: The Robson 10 system classification
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Abnormal trophoblast infiltration beyond the fibrinoid
Nitabuch layer all or part of the placenta attaches abnormally
to the myometrium Accreta: Chorionic villi attach to the
myometrium, rather than being restricted within the decidua
basalis. (82%). Increta: chorionic villi invade into the
myometrium. (12%) . Percreta: chorionic villi invade through
the myometrium, penetrates beyond the myometrium (6%).
The most common management of placenta previa is lower
segment ceserean delivery and proceeding to obstetric
hysterectomy.
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Aa Stitch: Ashok Anand's stitch® is a simple, less invasive, cost
effective, time saving and rapidly effective method to control
lower uterine segment blood loss in such cases. This
technique has been successfully applied to several cases of
placenta previa, with no apparent complications till date, no
requirement of blood transfusion for operative blood loss and
no obstetric hysterectomies.

The Ashok Anand Stitch’ completely obliterates these
collaterals and end arteries prior to the placental separation,
thereby devascularizing the lower segment. This stitch hence,
controls the lower segment bleeding in cases of placenta
previa and morbidly adherent placenta previa during
caesarean section, which usually leads to severe antepartum
and postpartum haemorrhage, thereby leading to
haemorrhagic shock. Blood loss is managed by replacing the
volume by blood and blood product. Amount of blood loss also
depends on the type of placenta previa. When the stitch is
taken little medially, there will occur a swelling, due to
bleeding in the dead space, thus proving the basis of the stitch
on table. Sometimes, the stitch may have to be repeated when
it gets loosened after placenta is removed.

METHODS:

The study is a prospective observational study conducted in a
tertiary care center in Mumbai after obtaining ethics
committee approval.

Inclusion Criteria: all women who delivered via ceserean
section with placenta previa and morbidly adherent placenta
onultrasonography.

Exclusion Criteria:

« Birthweight < 500 grams

e Participants not consenting for study.

e No data will be collected on females undergoing medical
termination of pregnancy beyond 24 weeks.

OBSERVATIONS AND RESULTS:
The total number of placenta previa/ morbidly adherent
placenta in the present study is 56 (7.67%). 50% is contributed
by previous 1 LSCS followed by normal deliveries and bad
obstetric history (28%) and previous 2 LSCS (22%). No cases
were reported in previous 3LSCS.
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Table: Previous LSCS in placenta previa and Morbidly adherent Placenta categorized according to Robson 10 system

classification.
Grpl [Grp2 Grp3 |Grp4 GrpS |Gripb6 |Grp7 |Grp 8 [Grp 9 |Grp 10 |Total
Obstetric | Normal - 7 3 3 13
history |deliveries/BOH
Previous 1 LSCS |- 21 1 10 32
Previous 2 LSCS |- 5 6 11
Previous 3 LSCS |- 0 0
7 3 3 26 1 16 56
Obstetrig SEOtE!% orma Pl o R O e I 1033
2150 g% ool Stitch
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Previous t ARA
Mormal delivel J:H'C_E%H = Previous 1 L5CS Stitch
« Previous 2LSCS — » Previous 31SCS Obstet With |- 10 10 |0 |2 D
ric ARA
ANC patients presenting with bleeding per vaginum hystere| Stitch
categorized as per Robsons 10 system classification: ctomy
Withou |- |1 5 3 |9
75% of the patients in the study presented with bleeding per tARA
vaginum and the rest 15% presented with no bleeding and stitch
with pain in abdomen and scar tenderness. CCUM - |2 8 5 |15
Gr |Gr |Gr |Gr |Gr |Gr|Gr |Gr|Gr |Grp|Total ICU_
p1llp2lp3lp4lp5lp6lp7|p8lp9 |10 Admiss
Antenat{Yes - [5 |2 24 1 10 |42 lon
al Matern - 0
bleedin al mort
g ality
No |- |2 |1 |38 |2 6 |14

Patients presenting with
Antenatal bleeding
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antenatal bleeding = No antenatal bleeding

Figure: Patients presenting with antenatal bleeding

Maternal outcomes with placenta previa/ morbidly
adherent placenta:

Out of the 56 cases of placenta previa and morbidly adherent
placenta previa, 58.9% of the cases had ARA Stitch® taken to
avoid blood loss and avoid obstetric hysterectomy. The blood
loss after taking ARA stitch’ has been between 1500 to 2000 ml.
the need for obstetric hysterectomy occurs in only 1.9% of the
cases as compared to the patients. A special emphasis is
made on saving the uterus by the patented Ashok Anand
Stitch in cases of morbidly adherent placenta. The stitch is the
brain child of Dr. Ashok Anand’ who invented it on an
operating table in the year 2007 and patented the same in
2013. The stitch shows to have lesser complications and lesser
need of blood, blood products and need of cesarean
hysterectomies. The AA stitch® completely obliterates these
collaterals and end arteries prior to the placental separation,
thereby de vascularizing the lower segment. This stitch hence
controls the lower segment bleeding in previas and morbidly
adherent placenta previas. Future fertility is not affected, itisa
simple, non-time consuming and can be taken by any
obstetrician and the results being instantaneous.

Table: Maternal outcomes with placenta previa/ morbidly
adherent placenta.
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With ARA Stitch m Without ARA Stitch
Fig: The number of placenta previa / morbidly adherent
placenta previa in the present study

Outcome as obstetric hysterectomy with and without ARA
stitch:

The study shows that the use of Ashok Ananad stitch’ in the
patients of morbidly adherent placenta reduced the need of
obstetric hysterectomy. 5% underwent hysterectomy post ARA
stitch and 11.11% underwent obstetric hysterectomy without
taking ARA stitch in the present study.

Obstetric Hysterectomy
a

B
BEpHE
With ARA Stitch@
W thc:LrtRl:HJtcrhgrcups
stitch

No, of abstetric
hysterectamies

With ARA Stitch W Without ARA stitch
Fig: Outcome as obstetric hysterectomy with and without ARA
stitch.

DISCUSSION:

The study shows that the use of ARA stitch ahs reduced the
maternal morbidity, the need for cesarean hysterectomies,
need for blood and blood products and the need for CCU
admissions. The Robson classification system indeed
categorizes the indications of cesarean sections and the
audits keep the rising trends of cesarean sections in check.
The more number of cesarean sections in primigravida
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increases the risk of the placenta previa and morbidly
adherent placenta in subsequent pregnancies and hence the
classification helps obstetricians and the public health care
system, to audit their induction practices and to provide
optimum care to the mothers.

The present study shows no maternal mortality. The other
studies show the maternal mortalities in these cases due to
PPH (post-partum hemorrhage). The neonatal outcomes in the
current study had maximum babies with mother and the
maximum cause of NICU admission being low birth weight.

The study shows that there is a need for early diagnosis and
early referral to the tertiary care center for better management
and prevent maternal morbidity and mortality.

CONCLUSION:

The Robson classification is classification used to analyse the
indications of caesarean section and a mode to reduce the
unnecessary caesarean section that are being carried out.
Ashok Anand stitch has been used in many educational
institutes across India since 2007. There have been no
reported complications due to the stitch till date. No additional
uterotonics to be administered during surgery or post
operative care. Till date, only 5 patients have required
obstetric hysterectomy. The beauty of the stitch lies in its
SIMPLICITY!! Based on the logical course of the anatomy of
blood vessels. Technically easy, fast & inexpensive. The
results are right in front of you. Requires no special
instrumentation or facility besides a straight needle or long
curved needle which is preferred. Does not affect future
fertility.
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