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Abstract: Background: Placenta accreta is a general term used to describe the clinical condition when part of the placenta, or
the entire placenta, invades and is inseparable from the uterine wall. Its incidence is growing due to the rising rate of cesarean
sections and advanced maternal age on delivery. It is becoming the foremost cause of obstetric hemorrhage leading to significant
maternal and fetal morbidity and even mortality. Rarely placenta accreta may lead to spontaneous uterine rupture in the second or
third trimester. Case report: A 28-year-old woman gravida 4, para 3, was admitted at the maternity ward of Mendefera regional
referral hospital, at a gestational age of 27 weeks due to vaginal bleeding. She had history of 3 time’s caesarian section. At
admission her vital sign was stable and her complete blood count was normal, ultrasound showed anterior placentation with
partial placenta previa. She was given Dexamethasone 6 gm. IM twice daily for 2 days to enhance lung maturity. At 36 weeks of
gestation, she experienced massive vaginal bleeding. A decision was made to perform emergency cesarean section. The
possibility of morbidly adherent placenta was considered. Intra-operatively, the placenta was found with engorged blood vessels
under the rectus fascia with ruptured uterus and there was adhesion of rectus sheath with part of the uterus. A transverse uterine
incision was made at the upper border of the placental attachment to uterus to deliver the fetus. After successful delivery of the
fetus, the placenta was found to be densely adhered to the lower uterine segment, penetrating through it and adhered to the
posterior wall of the urinary bladder. It was decided to do caesarian hysterectomy with the placenta left in situ. During discharge
both the mother and the baby were in good condition. Conclusion: Placenta accreta is a potentially life-threatening obstetric
condition that requires a meticulous approach to management. If a multiparous woman with a previous caesarian section is found
to have placenta previa, the possibility of placenta accreta should be considered in the diagnosis of the patient. Grayscale
ultrasonography is sufficient for the diagnosis of placenta accreta. The recommended management of placenta accreta is planned
caesarian hysterectomy.
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It is associated with severe maternal and fetal morbidity [3].
Its incidence is growing due to the rising rate of cesarean
sections and advanced maternal age at delivery. The
increasing incidence of cesarean delivery rate also leads to a
marked increase in placenta accrete [1, 3]. Placenta accreta is a

1. Introduction

Placenta previa is the presence of placental tissue overlying
or proximate to the internal cervical os. Its main complication
is bleeding, which ranges from spotting to hemorrhagic [1, 2].
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general term used to describe the clinical condition when part
of the placenta, or the entire placenta, invades and is
inseparable from the uterine wall [4]. Both placenta previa and
placenta accreta have the same major risk factors, namely
tissue insult and scaring. The usual causes are previous
cesarean section, myomectomy, hysteroscopicsurgery, suture
of uterine perforation, infection and dilatation and curettage [5,
6, 7]. In the presence of placenta previa, the risk of having
placenta accreta rises from 24% in women with one cesarean
section to 67% for women who had a history of three or more
previous cesarean sections [8, 9]. Placenta accreta is
associated with major pregnancy complications, spontaneous
uterine  rupture  including life-threatening  maternal
hemorrhage, large-volume of blood transfusion, and
peripartum hysterectomy, causing a significant maternal and
fetal morbidity and even mortality [3, 9-11].

There are limited data on its treatment and optimal
management [12]. Majority of women with placenta accreta
require hysterectomy. Although successful conservative
management has been described, there are currently
inadequate data to endorse this approach as routine
management [3, 9, 13].

2. Case Report

A 28-year-old woman (gravida 4, para 3) was admitted
inMendefera Regional Referral Hospital, Maternity ward, at
gestational age of 27 weeks due to vaginal bleeding. The
bleeding was bright red and moderate in amount but sudden in
onset. The mother had a history of 3 caesarian sections. On
admission her vital signs, CBC (complete blood count) and
hemoglobin (14gm/dL) were normal, and her blood group was
O". Ultrasound examination showed normal fetal anatomy and
growth, and confirmed the diagnosis of partial anterior
placenta previa. The patient was informed about the diagnosis
and its worst complications including the risk of preterm
deliveries. She was given Dexamethasone 6 gm.
intramuscular twice daily for 2 days to enhance lung maturity.
Three units of blood were prepared for emergency operation.
She was followed conservatively in the hospital for two
months. During the follow-up period she had vaginal bleeding
twice with moderate in amount. Her follow up ultrasound
showed placenta previa with a loss of echo translucency
behind the placenta.

At 36 weeks of gestation, she experienced massive vaginal
bleeding and the possibility of morbidly adherent placenta was
considered. A decision was made to perform emergency
cesarean section. The patient and her family was informed all
the possible complication, possible caesarian hysterectomies
and its associated morbidity.

Under spinal anesthesia, the abdomen was opened in layer
via lower midline incision. The placenta was found with
engorged blood vessels under the fascia and there was
adhesion of rectus sheath with part of the uterus. The uterus
was ruptured and its upper and lower border was attached to
the placenta (Figure 1). A transverse uterine incision was
made at the upper border of the placental attachment to uterus.

A healthy female neonate weighing 2.5 kg with an Apgar
score of 9/10 at 1" and 5™ minute was delivered. The placenta
was found to be densely adhered to the lower uterine segment,
penetrating through it and adhered to the posterior wall of the
urinary bladder. An attempt was made to dissect the bladder
from the placenta and lower uterine segment which ends up on
injuring the bladder. The bladder was inspected for infiltration
of the placenta and there was no visible infiltration on the
posterior wall of the bladder. During the manipulation, there
was profuse bleeding. It was decided to do caesarian
hysterectomy with the placenta left in situ. The bladder was
repaired in two layers after the hysterectomy. Blood loss was
estimated around 1.5 liters and the patient was transfused 2
units of blood and 3 liters of crystalloid after the end of the
operation. Parenteral antibiotic was continued for 24 hrs.

The post-operative course was uneventful. The urinary
catheter was left in place for 10 days. The patient was
discharged on thel1™ day of surgery voiding well. During her
stays in the hospital there was no any complication, including
urological problems. The neonate was active and feeding well
during the hospital stay. The mother and the baby were
discharged without any sequel.

(a) ruptured uterus and (b) Lower segment of ruptured uterus

Figure 1. Placenta percreta and ruptured uterus.

3. Discussion

The incidence of placenta accrete has been reported to
range 1 in 2,510 pregnancies in thel980s and 1990s as
compared to 1 in 533 pregnancies by the year 2002, and
placenta percreta, the rarest form of placenta accreta,
comprised from 5% to 7% of all placenta accrete [9, 14]. This
rise in incidence rate is linked with persistent rise in caesarian
section, uterine surgery, and increased parturient age and
parity [1-4, 7, 15]. This condition has been present worldwide
as the primary indication for emergency gravid hysterectomy
which accounts for up to 50% of all emergency peri-partum
hysterectomies [13]. In placenta percreta, rare variant of
abnormal placentation with an incidence of 0.03 per 1,000,
placenta villi grow in to the myometrium, reaching or
penetrating the uterine serosa, possibly extending beyond to
the intra-abdominal or pelvic organs [14]. Placenta accreta
may lead rarely to spontaneous uterine rupture in the second or
third trimester which is consistent to the case presented [9].

This 28-year woman was presentedwith most significant
risk factors for placenta accreta (placenta percreta), namely 3
prior caesarian sections, anterior placenta previa and parity. If
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a multiparous woman with a previous caesarian section is
found to have placenta previa, the possibility of placenta
accreta should be taken in to consideration during the
diagnosis of the women, which is consistent to this case [9, 16,
17]. There are studies that described the incidence of placenta
accreta as directly linked with the increase in cesarean
delivery. A large multicenter cohort study reported that the
risk of placenta accreta on those women with placenta previa
and prior caesarean as 3%, 11%, 40%, 61%, and 67%;for first,
second, third, fourth, and fifth or more cesarean deliveries,
respectively, [14].

Recent population based studies also documented that
placenta accreta remains undiagnosed before delivery in half
to two thirds of the cases [14]. However, having the above
information, one should suspect placenta accreta and look for
signs of accreta and evaluation of villous myometrial invasion
on ultrasound examination in a mother who had history of
caesarian section and mid-trimester placenta previa on
ultrasound examination. Results from prospective cohort
study conducted by Finberg et al., and Comstock et al.,
indicated that the sensitivity of gray-scale imaging alone in
diagnosing placenta previa accreta in women with a prior
caesarean delivery is 93% and 86%, respectively [18, 19]. In
this case ultrasound examinations revealed anterior placenta
previa with lose of echo translucencies that leadsto be
conscious of placenta accrete and decision was made to
perform emergency cesarean section. The maternal morbidity
in women with placenta accreta is high, especially in cases of
placenta percreta. There are studies that indicated mortality
due to placenta accreta ranges from 7% to 22% [3, 8].
Hemorrhage and disseminated intravascular coagulation being
the main cause of maternal death. In this cases intra-operative
blood loses of the mother was estimated to be around 1.5 liters
for this she was transfused 2 units of whole blood. Even
though this amount of blood loss was very minimal as
compared to some studies that documented, a mean blood lose
in such a case during peri-partum hysterectomy as 2.5 liter [3].
As many as 90% of patients with placenta accreta require
blood transfusion, and 40% require more than 10 units of
packed red blood cells [4]. Bladder injury is one ofthe
intra-operative complications that might happen during
operation as it presented in this case.

Generally, the recommended management of suspected
placenta accreta is planned preterm cesarean hysterectomy
with the placenta left in situ because removal of the placenta is
associated with significant hemorrhagic morbidity [4, 12, 20,
21]. However the treatment options vary from conservative
approach to caesarian hysterectomy. There are studies that
reported the overweighing advantage of conservative
treatment for placenta accrete in helping the women and
reducing morbidity by avoiding hysterectomy [22]. But in
such a case for a delivering woman, who had a previous
history of uterine rupture, three previous caesarian, parity and
patient's obstetric history; the decision was emergency
cesarean hysterectomy as a lifesaving procedure without
considering conservative management.

4. Conclusion

In conclusion, placenta accreta is a potentially
life-threatening obstetric condition that requires a meticulous
approach to management. Multiparous women with a history
of myometrial damage caused by caesarian delivery with
anterior placenta previa overlying the uterine scar are at risk
of placenta accreta. Recognizing these obstetrics risk factors
allow the identification of most cases during the antepartum
period. Diagnosing placenta accreta before delivery allows
appropriate planning in attempt to improve the outcome of
this increasingly more common major obstetrical
complication. Gray-scale Ultrasonography is sensitive and
specific enough for its definitive diagnosis. In general, all
precaution and preparation should be done for emergency
management of such cases, and planned caesarean
hysterectomy with the placenta left in situ is the
recommended management of placenta accreta because
attempts at removal of the placenta are associated with
significant hemorrhagic morbidity.
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