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Case Report
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ABSTRACT

Maternal and fetal morbidity and mortality from placenta accreta are considerable and are associated with high
demands on health resources. There is abnormally firm attachment of placenta to the uterine wall with the absence of
deciduas basalis and incomplete development of Nitabuch’s layer. The reported incidence of placenta accreta has
increased from approximately 0.8% in 1980s to 3 per 1000 in the last decade, occurring more frequently in future
deliveries after caesarean section. Management of patients with a morbidly adherent placenta (placenta accreta,
increta, or percreta) varies widely. Although the impact of a morbidly adherent placenta on pregnhancy outcomes is
well-described, no randomized trials have examined the management of pregnancies complicated by this disorder. As
a result, recommendations for its management are based on case series and reports, personal experience, expert
opinion, and good clinical judgement. We report a case of placenta percreta that was successfully managed by

planned caesarean hysterectomy with prophylactic ligation of bilateral anterior division of internal iliac artery.

Keywords: Placenta accreta/percreta, Massive transfusion protocol, Internal iliac artery ligation

INTRODUCTION

Maternal and fetal morbidity and mortality from placenta
accreta are considerable and are associated with high
demands on health resources. There is abnormally firm
attachment of placenta to the uterine wall with the
absence of deciduas basalis and incomplete development
of Nitabuch’s layer.! The reported incidence of placenta
accreta has increased from approximately 0.8% in1980s
to 3 per 1000 in the last decade, occurring more
frequently in future deliveries after caesarean section.’
Management of patients with a morbidly adherent
placenta (placenta accreta, increta, or percreta) varies
widely. Although the impact of a morbidly adherent
placenta on pregnancy outcomes is well-described, no
randomized trials have examined the management of
pregnhancies complicated by this disorder. As a result,
recommendations for its management are based on case
series and reports, personal experience, expert opinion,
and good clinical judgement. Here we report a case of
placenta percreta that was successfully managed by
planned caesarean hysterectomy with prophylactic

ligation of bilateral anterior division of internal iliac
artery.

CASE REPORT

A 28 year old woman, G4P2L2A1 with previous two
caesarean deliveries referred from a private hospital to
Government Medical College, Aurangabad with 3
months of amenorrhoea and ultrasound report suggestive
of Placenta accreta.

On examination, her vitals were stable, per abdomen
examination revealed uterus of 12-14 weeks of
gestational age. Per vaginal examination was not done.
Her Hb was 10 gm9%.

Her ultrasound at 14weeks of gestation was suggestive of
grade 4 placenta previa with vascularity reaching
anteriorly in myometrium possibly increta and repeat
scan at 20 weeks indicated grade 4 placenta previa with
myometrial thinning, placental lakes and placental
vessels reaching up to serosa suggestive of placenta
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percreta. MRI scan was done and was consistent with
USG findings.

A proposition for continuing the pregnancy till 34
completed weeks of gestation followed by planned
caesarean delivery with obstetric hysterectomy was
taken. She and her relatives were explained about the risk
and prognosis of continuation of such pregnancy. She
was made cognizant of the warning symptoms i.e. pv
bleeding, acute pain in abdomen and explained the need
to report immediately if the same occurs. Meanwhile she
had regular antenatal check-up at GMC, Aurangabad
where haematinics were prescribed to maintain her Hb
above 10 gm%.

She was admitted at hospital electively at 34 completed
weeks of gestation. On admission she received two doses
of Inj Betamethasone 24 hours apart for fetal lung
maturity. Prior to surgery all the blood components were
reserved.

On the day of surgery, a multidisciplinary approach was
adopted. A protocol was drafted and familiarised to the
team members who consisted of senior obstetricians,
senior anaesthesiologist, senior surgeon, and senior OT
staff.

Massive transfusion protocol was triggered.

On opening the abdomen, uterus was visualised with
hyper vascular lower segment with no normal
myometrium, only the serosa was intact seen as a bulge
in the lower uterine segment.

A classical caesarean section with transverse incision was
performed and healthy 2. 6 kg female baby was delivered
by breech. The uterine incision was closed with placenta
in situ.

The myometrium was found completely invaded by
placenta leaving no choice but to proceed with obstetric
hysterectomy. Prophylactic bilateral internal iliac artery
ligation was done to prevent enormous haemorrhage
during surgery which could compromise patient’s life.
During Obstetric hysterectomy, intentional cystectomy
was done as posterior wall of bladder was strongly
adherent to the uterus, which was repaired in 2 layers
followed by putting a suprapubic catheter. An omental
graft was kept between the bladder base and vaginal vault
for avoiding the risk of VVVF. She received in all 6 units
of PRBCs, 6 units of FFP and 1 unit of SDP pre and
intraoperatively, and 1 unit PRBC postoperatively.

Postoperative period was uneventful. Patient received
antibiotic Inj. Cephotaxime. On day 10 stitches were
removed, wound was healthy. Suprapubic catheter was
removed on day 21 after doing micturating
cystourethrogram. Both mother and baby were healthy at
discharge. They are presently doing well.
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Figure 1: Ultrasonic picture at 34 weeks of gestation
age showing invasion of blood vessels from uterus to
posterior wall of bladder.

» Loss of clear zone
between the anterior
wall of uterus and
posterior wall of
bladder called as
‘bladder line’ suggestive
of placenta percreta.

Figure 2: MRI picture of case at 34 weeks of gestation
age showing loss of clear plane between the uterus and
posterior wall of bladder suggestive of placenta
percreta.

Figure 3: Hyper vascular lower uterine segment.

DISCUSSION

Placenta accreta is a life threatening condition which
causes massive haemorrhage necessitating Obstetric
hysterectomy in majority cases. Previous caesarean
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deliveries accentuate the incidence of placenta accreta
greatly.> Majority of times the woman remains
asymptomatic as was in our case and detected
accidentally during surgery or on antenatal ultrasound but
a classical case presents it with painful vaginal bleeding,
gross haematuria, and sometimes dull continuous pain in
lower abdomen. With gray-scale ultrasonography and
MRI techniques, the condition can be diagnosed as early
as 10 weeks.* When a woman has history of risk factors
for adherent placenta, high level of suspicion should be
kept and every attempt should be made to diagnose
placenta percreta/accrete antenatally.

Ureter
Psoas major muscle

Bifurcation of common iliac
artery

Externaliliac artery
Internaliliac artery ligated

+ Hemostatic sutures over
uterus after delivery of
baby.

Anterior surface of
uterus completely
covered by placental,no
myometrial tissue.

Figure 5: Post-operative specimen.

From management point of view, choice of treatment has
to be carefully individualised. Uterine conservation may
be considered when the woman very much wants to
preserve her fertility. She should be counselled
extensively regarding the risks of hemorrhage, infection,
possible need for intra or postoperative lifesaving
hysterectomy, and suboptimal outcomes in future
pregnancies. Uterine conservation is also considered
when hysterectomy is thought to have an unacceptably
high risk of hemorrhage or injury to other organs, which
may be mitigated by leaving the placenta in situ.’

One alternative approach, Triple P procedure was
described by Chandraharan E and co-workers as a
conservative  surgical alternative to  peripartum
hysterectomy for placenta accreta that entails
perioperative placental localization, pelvic

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

devascularisation,
myometrial excision.®

placental  non-separation  with

In our case, we preferred planned caesarean hysterectomy
with placenta in situ over conservative technique as
future fertility was not desired .We triggered massive
transfusion protocol and performed bilateral internal iliac
artery ligation prophylactically so as to replace and
reduce enormous amount of blood loss. And the positive
and encouraging outcome in this case adds to the claim
that surgical management avoids risks of delayed and
emergency hysterectomies.

Management by a multidisciplinary team and delivery in
a tertiary care facility improves outcome and lower
complication rates.

Many studies reported to avoid internal iliac
(hypogastric) artery ligation because it is time
consuming, operator dependent, ineffective (without
hysterectomy) for controlling pelvic hemorrhage in up to
60 percent of cases and precludes use of selective pelvic
angiography and embolization if needed subsequently.””®
We have done prophylactic internal iliac ligation by
anterior approach through broad ligament and found it to
be less time consuming, less operator dependent (as less
amount of retraction is required) and found to be
complimentary to caesarean hysterectomy in reducing the
amount of blood loss.

Placenta percreta with bladder invasion may require
partial cystectomy. In one review of 54 cases of placenta
percreta invading the bladder, partial cystectomy was
performed in 24 of the 54 npatients.”® Ideally, a
urogynecologist, urologist, or gynecologic oncologist
should be consulted when the bladder is involved.
Cystoscopy or intentional cystotomy at surgery may be
helpful for assessing the degree of bladder, and possible
ureteral, involvement."*> We also had to do intentional
cystostomy in this case. Regardless of the decision
whether to remove the bladder, anterior bladder wall
cystotomy is particularly helpful for defining dissection
planes and determining whether posterior bladder wall
resection is required.****

CONCLUSION

Counselling and multidisciplinary team involvement have
shown strong success rate in treatment for placenta
percreta. Early planning can ensure optimal outcomes for
woman. Counselling allows for women’s autonomy in
making decisions such as possible termination of the
pregnancy, early delivery via caesarean section, or
planned hysterectomy. Triggering massive transfusion
protocol promptly will prevent morbidity by reducing
haemorrhage. Performing measures like internal iliac
artery ligation, uterine artery embolization helps to
reduce blood loss during surgery.
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