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SUMMARY 
 

Placenta accreta is a serious complication of placenta previa leading to massive obstetric hemorrhage. 
Prenatal diagnosis of adherent placenta is very important as it significantly affects the maternal and 
perinatal mortality. It is diagnosed in the prenatal period with ultrasound and more recently by magnetic 
resonance imaging1, 2. When faced with undiagnosed placenta accreta at the time of cesarean section, 
obstetrical hysterectomy is a lifesaving option. We present an undiagnosed case of placenta accreta, 
which presented as early as at 15 weeks of gestational age in a patient with previous three cesarean 
sections. 
Keywords: Placenta accrete, prenatal, C-section 

 

CASE REPORT 
 

A 28 years old lady, gravida 4 para 3, having history 
of previous three cesarean sections, presented on 
28th of January 2018 in the emergency department. 
She was carrying an ultrasound report showing fetal 
demise. There was no bleeding per vaginum. She 
gave history of raised blood pressure in the present 
pregnancy as well as in the previous pregnancy, for 
which she was only occasionally taking tab Methyl 
Dopa 250 mg once a day. 
Her findings on admission were as follows; 
B.P- 130/90 mm of Hg 
Pulse-80 beats/min 
Abdominal exam- abdomen soft, non- tender 
USG report = A single intra-uterine gestational sac of 
9weeks and 6 days. 
Fetal cardiac activity was absent 
Suggestive of missed abortion. 
The patient, therefore, was admitted for 
investigations and suction and evacuation. The lab 
investigations were as follows; 
Blood group - A+ve, Hb -12.7 gm/dl, BSR- 97mg/dl, 
HbsAg-negative, 
Anti HCV- negative,PT/APTT- normal, INR- normal. 

There was no comment on placental adherence 
to previous scars. The decision was taken by Senior 
Registrar on duty to perform suction and evacuation 
as patient started having mild contractions. 400 
micrograms of misoprostol was placed vaginally for 
cervical ripening at 7am. Her suction and evacuation 
was performed at 2:30pm, moderate amount of 
products of conception were removed but patient 
continued to have fresh bleeding from the uterus 
despite the completion of the procedure. Immediate 
measures taken were – 10 IU oxytocin given stat 
intravenously, and 40 IU oxytocin were given in 
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infusion form but the bleeding continued. A portable 
ultrasound scan was performed which showed that 
the uterine wall was intact with low level echoes. 
Patient’s vitals were; Pulse 74 beats per minute, B.P 
100/56mmHg, 
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Uterine packing was performed as advised by 
senior on-call. Bleeding seemed to start settling. 
Urgent hemoglobin was performed which later on 
reported as 8.7 gm/dl –much dropped from admission 
level of 12.7gm/dl. The assistant professor on-call 
came and assessed the patient, decision to proceed 
for hysterectomy was taken in light of falling 
hemoglobin and the suspicion of adherent placenta 
as the uterine packing failed to control bleeding. 
Abdomen was opened, dense adhesions were 
present between uterine fundus and anterior 
abdominal wall, adhesiolysis was done, bladder was 
separated and Subtotal hysterectomy was performed 
by clamping, cutting and ligating the three pedicles. 
The placental blood vessels could be seen on the 
surface of uterus. 

Two units of whole blood were transfused intra-
operatively. Patient remained vitally stable, she was 
shifted to ICU for intensive monitoring. Post-operative 
recovery was un-eventful; she was discharged on 3rd 
post-operative day with the advice of follow-up with 
histopathology report. The histopathology report 
confirmed the diagnosis of placenta accreta.  
 

DISCUSSION 
 

The incidence of adherent placenta is rising with the 
rising number of cesarean sections and placenta 
previa5,6. Hence the possibility of adherent placenta 
should be kept in mind even at the booking visit. Had 
the above mentioned patient been diagnosed as 
having adherent placenta, her management would 
have been better planned thus reducing the 
morbidity, and blood transfusion could have been 
avoided. 

The radiologists also have an equal 
responsibility to not only have a high index of 
suspicionof adherent placenta especially in scarred 

uterus but also report any evidence of adherence or 
invasion of placenta even at the earliest ultrasound. 
However, the ultrasound sensitivity and specificity for 
detecting placenta accreta in the first trimester in one 
study was estimated 41% and 88%: respectively3. 
There are limited studies conducted in the literature 
for screening of ultrasound in the first trimester and 
there are some case studies in which ultrasound 
diagnostic value has still been unclear at this stage of 
pregnancy4. More studies should be focused in this 
area to accurately diagnose adherent placenta in first 
trimester to reduce the morbidity and mortality 
associated with this serious condition. 
 

REFERENCES 
 

1- W. C. Baughman, J. E. Corteville, and R. R. Shah, 
“Placenta accreta: spectrum of US and MR imaging 
findings,” Radiographics, vol. 28, no. 7, pp. 1905–
1916, 2008. 

2- B. K. Dwyer, V. Belogolovkin, L. Tran et al., “Prenatal 
diagnosis of placenta accreta: sonography or magnetic 
resonance imaging?” Journal of Ultrasound in 
Medicine, vol. 27, no. 9, pp. 1275–1281, 2008. 

3- Fatemeh Rahimi- Sharbaf, M.D.,1 Ashraf Jamal, 
M.D.,1Elaheh Mesdaghinia, M.D., Masoumeh 
Abedzadeh- Kalahroudi, M.Sc.,2 Shirin  Niroomanesh, 
M.D.,1and FatemehAtoof, M.Sc.  Iran J Reprod Med. 
2014 Jun; 12(6): 421–426. 

4- Semin Perinatol. 2013 Oct;37(5):359-64. doi: 
10.1053/j.semperi.2013.06.014. 

5- K. M. Flood, S. Said, M. Geary, M. Robson, C. 
Fitzpatrick, and F. D. Malone, “Changing trends in 
peripartum hysterectomy over the last 4 
decades,” American Journal of Obstetrics and 
Gynecology, vol. 200, no. 6, pp. 632.e1–632.e6, 2009. 

6- W. C. Baughman, J. E. Corteville, and R. R. Shah, 
“Placenta accreta: spectrum of US and MR imaging 
findings,” Radiographics, vol. 28, no. 7, pp. 1905–
1916, 2008. 

 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Rahimi-Sharbaf%20F%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pubmed/?term=Jamal%20A%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pubmed/?term=Mesdaghinia%20E%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pubmed/?term=Abedzadeh-%20Kalahroudi%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pubmed/?term=Abedzadeh-%20Kalahroudi%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pubmed/?term=Niroomanesh%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pubmed/?term=Atoof%20F%5BAuthor%5D&cauthor=true&cauthor_uid=25071851
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4111891/
https://www.ncbi.nlm.nih.gov/pubmed/24176160

