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Exteriorization Of Uterus At Cesarean Section

Sood Atul Kunmr
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OBJECTIVE - To assess intraoperative and postoperative s norbldlt\ following exteriorization of uterus at cosarean
section, as compared to intraperitoneal repair of the uterus. MATERIAL AND METHODS - Two hundred and
nineteen consecutive women scheduted for low transverse cervical cosarcan section through Plannensticl or sab
umbilical nudline incisionwere randomized to either extertorization (N - TH orintaper 1hn calrepair group O\
IS Peroperative, intraoperative  and postoperative management decisions were made withoul reterence to
treatment groups. Statisticalanalvsis compared intraoperative and poxtupc Jh\ ¢ nut( ome between the bwo grotps.,
RLESULTS - There were \l\’lll[lkJH treductions inintraoperative blood loss (P« ), tebrile morbidity (P 0005 and
perioperative hemoglobindecrease (P 0.05) in the study group as compared tl wsein the control group. There was
no signiticant difference between the bwo groups regarding intraoperative pain, nausea and retching orvomiting
amongst patients undergoing cesarcan section under regional anesthesia. There was no significant difference in
operating time, anesthesia time and postoperative painasassessed by both Visual Analog scale (VAS) score and
number ol analgesic doses. The two groups did not differ significantly with regard to time needed forreturn of
bowel Tunction, incidence  of endomyometritis, cystitis, wound infection and  period of hospitalization
CONCLUSION - Exteriorization of uterus at cesarean section is associated with lesser intraoperative blood loss,
perioperative hemoglobin fall and reduced febrile morbidity as compared to intraperitoneal repair ol the uterus.,
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Introduction following exteriorization of uterus  compared with
Cesarcan section is the most commion mtmpurit(mml intraperitoneal or insitu repair, o But the conclusions
surgival procedure inobstetrios. Though over the vears dravwn from these trials have been conflicting. some ot
there is a wider recognition of the desire to reduce these trials have been eriticizoed for poor methodology
cesarcan section rate, there has been ittle debate onthe and power. Presently there is not enoughrintormation to
opcmtmg lc(‘]n\u]m". cevaluate the routine use of exteriorization of the uterus
forrepair of the uterine incisionand further studies are
Various studies on the t“f‘”‘”““ of performing a needed to examine the value of exteriorization ot the
cacsarcan  scection  have  focused on reducing the uterus whilst repairing it™
operating time, blood loss, wound infection and cost.
E-\f‘vl‘inrimti(m and tractionon uterus after delivery The present study was undertaken with the amn to
of fetus Jnd placenta are a common practice with the esess intmupomt'i\'c and  postoperative morbidity
beliet that it gives better aceess to the Tower uterine following exteriorization of uterus atcesarcan section as
segment, r‘“ litates uterine: suturing and - decreases compared to those with intraperitoneal orin siturepair

blood Toss - I\mcnts commonly complain of pain,
nauseaand yomiting w ith uterine exteriorization under
regional Jnvstlu sta. Intraoperative  hemodynamic

Material and methods

inst. [w]]][\ and imcreased puerper ral nn)rbikif\' are This pI‘USPL‘('H\ ¢ randomized controlled tr'i(\] wWas
riher hypothesized complications of the tee hmquo conducted atan armed forces zonal hospital Informed
nghu incidence of rare but often life threatening consent was taken from all subjects. All consecutive
complications like venous air embolization has been women undergoing emergency or LI(‘('[I\ ¢ocesarearn
reported with extertorization’, section were randomly allocated to exteriorization or
intraperitoneal group. Randomizationwas by computer

There have been atew randomized controtled trials generated random numbers and the randomized
comparing intraoperative and postoperative morbidity allocationswere kept secure insealed envelopes, which
were in the operation room. I the exteriorization group

Paper receioed on 17 1002 Saccepted on 85/03 uterus was exteriorized after delivery of fetus and

»lacenta for repair, while in the intraperitoneal croup
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repair was done in situ.
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tvpe. Placenta was remos ed by controlled traction after
spontancous separation Lterus was exteriorized after
defivery of placenta. Uterine incision was closed in
single Taver with No. 2 chromic catgut, Visceral and
parictal peritonetms were not closed. Rectus sheathhwas
approvimated with Noo 1 polypropyviene. Skin was
apprroximated with subeuticular closure. Tubal ligation
was done byomoditicd Pomerov's technique.
Intraaperative blood loss was caleutated by measuring
biood in the suction apparatus and on sterile drapes
betore abdommalirrigationand by evaluating the blood
nabdomimal swabs and gauzes: Intases operated under
regronal anesthesia, mitraoperative pain, nausea,
retehing and yonutme were noted,

Py of operation was considered as dav o0 Treatment
allocations was disclosed neither to the nursing or
medical statt providing postoperative care, nor to the
women. Perioperative, mtraoperative and postoperative
managemient decisions were made without reference to
treatment groups I'he outcome measures noted were
anesthesia time, operating time, intra operative blood
loss, postoperative pain as assessed by both Visual
Analog Scale (VAS) and cumber of analgesic doses
given in the first post operative day, return of bowel
function, periopertative decrease in hemogtobin, febrile
morbidity, endomyomeltritis, cvstitis, wound infection
and period ot hospitalization. In the absence ot
complications, patient was discharged on the sixth

postoperativeday

Postoperative painwas measured once Umplo.\'mg alo
e visual analog seale tho pain O, worst pain ever =
[0y at approximately 24 hours after surgery. Women
were asked 1o indicate the average intensity of pain
experienced during the last several hours, Analgesics
were given as needed, and the number of doses of
analgesics administered during the first postoperative
daywas recorded. Intestinal transit was assessed by
auscultation of bowel sounds Febrile morbidity was
defined as temperature more than 38.0 C on two
occasions 12 hours apart, excluding the first
postpartum day,

Perioperative decrease in hemoglobin was caleulated
from prcnpmulli\c and third pnstopcmti\'c dny
hemoglobin estimations. Endomyometritis was
diagnosed if uterine tenderness and fever were present.
Cystitis was diagnosed byoa positive urine culture
growth. The presence of purulent discharge tfrom the
incision with erythema or induration, with or without
fever indicated wound infection. Anesthesia time
feeneral anesthesiayand operation time were abstracted
fromoperation notes. The length of postoperative stay
was caleulated from medical records,
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Women were followed upat sivweeksand < xor this
They were advised to report to the hospital i cse of
any complication. Late morbidity was assessed i the
form ot chronic pelvic pam and incisional hernn

Power of the study was based ona projected sample
sizeof 200 women, with 100 randomly allocated to cach
study group. Thiswassuthicientat Ys"s signiticant level
todetect anodds ratio tORy ot 048 tor blood Toss oo
ml with 92" power, OR ot D40 tor peroperatinve
hemoglobim decrease of 1.0 gmy/dhwithver ™
and ORof 041 for tebrile morbidity with 87470 power
Student-t test was used tor analvsis of contimuous

}‘()\\ or

variables. Categorical variables were analy zed by ¢t
square test or Fisher exact test it numbersawere soatl 1
005 was considered probability Tevel to retledd
stgniticant difference. Odds ratios (ORy and 0
contidence intervals (95% Clywere caleulate § for
categorical data. Statistical software Fprtto oo,
version 112 (Centfer tor Discase Control and
Prevention Atlanta, Georgia, ULsA) was

statistical analysis of data

used tor

Results

Bebween Jan 1999 to Jun 2000, a total of 219 women were
recruited for the study; T were randonuzed to
exteriorization group and 108 to the llltllll‘(‘l'll()ll‘]l
group. There was no signifieant ditference between
Bwo groupswith respect to age, parity, gestational age,
and preoperative hemoglobin, Both groups were also
similar with respect to primarv.repeat or clectne
emergency cesarean section: The two groups did nol
differ with respect to the tvpe of anestiiesiay, abdominal
incision orconcurrent sterilization (Table Dy Therew as
no difference bebween the two groups with respect to
the indication for cesarcan sectionorvarious highrisk
factors (Tables Hand 1.

There was no significant difference in operating tune
and anesthesia time between the two grovups f Table 1V
There was no significant difference between the studs
and the control groups regarding intraoperative pam
(3/20 and 2/21, respectively; P0.59), nausea and
retching (4/20 and 2/21, respectively; Pooody and
vomiting (1/20and /21, respectin chv; P amongs
paticnts undergoing cesarcan under regionial
anesthesia. There was significant reduction m the mean
intraoperative blood loss in the study group as compared
to controls (597.8 = 97.7 and o296 mlb + 106 8,
respectively; P<0.05) Proportion of cases with blood foss
of 00 mlwere also signiticantly less in the study group
as compared to controts (P<0.05) Vean perioperative
hemoglobindecrease was significantly lower in the study
group as compared to the control group (0.85 g dl
027 and 0.9% pm/dl = 0.25 respectively; Poo0s)



Proportion of cases with perioperative  hemoglobin
decrease of LU g /dbwere also significantly fess in the

Exteriorization of Uteri.

study group as compared to controls (- 01.0]
cases in cach group were given  blood transtusion

). Two

(P=0.67).
Table I: Patient Characteristics and Procedure
Exteriorization Intraperitoneal Significance
VMaternalage (years) 265 + 4 /° 254+ 1350 NS
Parity 2.0 £ 0.9 1.9 + 06" NS
Gestational age tweeks) I8+ 1.7 78+ 1.8 AN
Preoperative Hb (g /dh 106 =09 105+ (0.8 N\
Cesarcan section i
Primary 73065.7) 72(66.06) AN
Repeat 383(34.3) 36(33.4) NS
Elective 75(67.5) 76(70.3) NS
Fmergency 36(32.5) 32(29.7) NS
Anaesthesia
General 91ELY) 87(80.5) NS
Spinal 14(12.6) 18(16.0)
Fpidural 6(55) 3(2.9)
Abdominal incision
Pfannenstiel 74H66.6) 77(71.2) NS
NMidline 37(33.4) 31(28.8)
Tubal ligation 38(34.2) 32(29.6) NS

Nean + SD

TableII: Indications for Cesarean Delivery

Values in parentheses indicate percentage

NS - Not signiticant

Exteriorization Intraperitoneal Significance
(N=111) (N=108)
Previous cosarean section 41(30.9) 38(35. 1) NS
lb'sfum‘tmm! fabour 22(19.8) 27(25.0) NS
Breech presentation 13(11.7) 1110 NS
Fetal distress 12(10.8) 10(9.2) A
Others 23(20.7) 22(20.3) NS

Values in parentheses indicate percentage

Table IlI: High Risk Factors

NS - Not signiticant

Exteriorization Intraperitoneal Significance
(N=111) (N=108)

Bad obstetric history %(7\2 4) 32(29.6) A
Premature rupture of membranes 23(20. 16(14.8) NS
I vpertensive disorders 13(11. 3(7.4) NS
Antepartum hemorrhage 2(1.8) H(R.5) NS
Intrauterine growwth retardation 327 437 NS
Others 8(7.2) 8(7.4) NS
Values in parentheses indicate percentage NS - Not significant
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Table-1V: Operative Factors and Posloperative Morbidity

Exteriorization

Intraperitoneal

Significance

OR (953", CD)

(N=111) (N=108)

Operatmg limie (miny LR RGIESNINCE N0 -45 NS

Anesthesiatime tmiing L0 3 420+ 3.0 NS

Intraoperative blood loss tmbh U7+ 977 (6296 = 106.8! P 0.05
[ntraoperative blood loss - oot m] a7 60 R2U7R.Y) - 0.08 R0 20 0t
Postoperative Hbgme dly 9.7 L Y+ NS

Perioperative Hbdecrease tome b OR5 027 (L3 = 10,25 <005

b decrease - Tagm dl SO0 S5(78.7) [~ 0.01 Hdndth 240889
Postoperative pain VY As score 29 =00 S0 A

Nosof analgesic doses 15+ R AL 05 NS

Opening of bowels tdavs needed) [2=02 2400 NS

Febrile maorbidiny 11(9.Y) 2212 - 0.0 DA T
Endomyometritis 05(4.5) [1{9.2) NS 4o 12-1.55)
Cystitis 0327 08(7.4) AN OARLG-T.50)
Wound infection 032.7) 07(6.4) NS O 40 07-1.82)
Hospitalization tdayvs) 67 e P WA NS

“Nlean + S O

Febrile morbidity was 9.9% in the study group as
compared to 2370 the control group (P=0.05). The two
groups did not differ signiticantly with regard to
postoperative pain as assessed by both Visual Analog
Scale (VAS) score and number of analgesic doses, time
needed tor return of bowel function, postoperative
hemoglobin, incidences of endomyomeltritis evstitis and
wound intection, ond period of hospitalization. There
were no women with pelvic pain or incisional hernia
incither group during the follow up period.

Discussion

Inthe first comparativ e study by Hershey and Quilligan?,
similar blood Joss, duration ot surgery, hospital stay and
rates of puerperal febrile and infectious morbidity were
reported in their groups ot womenwho underwent cither
uterine exteriorization or in site repair. They reported
higheryomiting in the exteriorization group and a higher
mean hematocrit drop in those swho had in situ repair.

VMagann et alt in their prospective randomized study
imvolving [ women who were undergoing cesarean
section, contpared Dlood lossin the extertorized versus
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Values in parentheses indicate pereentage

NS Not significant

non - exteriorized groups, with manual versus
spontancous placental removal subgroups. They
reported that uterine position did not significanthy atfect
blood loss in the spontancous group or the manual
placental removal groups and concluded that the method
of placental removal and not the position ot the uterus at
the time of its repair had a significant role ineblood Joss
during cesarcan birth.

In another study by Magann et al” assessing infectious
morbidity, operative blood toss, and length or the
operative procedure in cesarcan delivery studying
method of placental removal and site of uterine repar
concluded that manual placental removal and
exteriorization of the uterus for repair of the surgical
incision increases the infectious morbidity rate inworen
receiving prophylactic antibiotics at the time ot cesarcan
delivery and increases the length of hospitalization.

Edi-Osagic ctal”inastudy comparing the influence on
cesarcan section morbidity by uterine exteriorization
comparedwith that by insiturepair, demonstrated that
uterine exteriorization and in situ repair had <imifar
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Our sample size was refatively small. Blood loss
estimnated nay not have been true approximation of the
actual lhough  perioperative hemoglobin
deercase was also studied, better method  of
estimation ot intraoperative blood loss as reported
Dy Wallin and Fall™ may be more accurate. The tollow-
up period was limited upto six months because of
the study population due to
involving trequent separation of
tanulies. Further studies with larger sample size, more

loss.

mlgmtun nature of

service conditions
accurate assessnent of intraoperative blood less and

longer tollow up are needed 1o assess morbidity

tollowing extertorization.
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