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Abstract

Placenta percreta is a rare condition and extremely rare in first trimester of pregnancy. It is a life threatening
obstetric condition specially in undiagnosed cases. Here we report a case of 32 years 5" gravid woman having
history of previous one cesarian section(C/S) and two dilatation and curettage(D&C), who presented to us with
life threatening vaginal bleeding during the attempt of curettage of 12 weeks missed pregnancy. Along with
resuscitation emergency hysterectomy was done. Placenta was found in lower segment of uterus invading up to
serous coat, Histopathology also confirmed placenta percreta. She received 6 units of blood. She was

discharged from hospital after 7 days in good health.
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Introduction

Placenta percrela is a rare condition and
extremely rare in first trimester of pregnancy.
It is the severe form of abnormal placentation.
Three types of abnormal invasiveness of
placenta is found, according lo severity of
invasion of chorionic villi through the decidua
and myometrium. These are placenta accreta,
increta and percreta. In placenta accreta, the
placenta penetrates beyond the endometrial
lining and attaches too strongly to muscular
layer of uterine wall, but does not invade it. In
placenta increta, the placenta invades into the
myometrium. In placenta percreta, the
placenta invades through full thickness of the
myometrium, and can attach to adjacent
organs of abdomen, usually bladder. The
diagnosis of placental adhesion is known to be
difficult during the first trimester, with a lower
rate of detection and lower accuracy
compared with those obtained in the third
timester'. It is usually discovered during
dilatation and curettage when massive
bleeding occurs due to invasion of the
myometrium by placenta?®. The currently
known prenatal sonographic characteristics of
placenta accreta in first trimester of pregnancy
are a low lying gestational sac and diffuse
dilatation of intraplacental vessels(lacunae)
traversing the lower uterine corpus'. Although
exacl pathogenesis is unknown, absence or
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defective formation of decidua is related with
placenta accreta. This abnormal invasion may
be focal, or whole of the placenta may invade
the uterine wall specially in placenta praevia
cases0.11.9Z2. Decidual maldevelopment in
placenta accreta is usually associated with
previous instrumentation as in the cases of
prior cesarean section or uterine curratages’s.
Women al greatest risk of placenta accrela
are those who have myometrial damage
caused by a previous cesarean delivery with
anterior or posterior placenta praevia
overlying the previous ulerine scar',
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Case Report

A 32 years old, 5" gravid woman was
admitted 15t June 2013, with severe per
vaginal bleeding having history of attempt of
D&C for 12 weeks missed abortion. Patient
had past obstetric history of one child of 10
years old delivered by cesarean section, three
miscarriages and two times D&C for
termination of missed pregnancies. Her
present pregnancy was diagnosed missed at
11 weeks. Then oral and vaginal
Prostaglandins were given for termination, but
there was no response for one week. Then
D&C was attempted at local clinic. But at the
begining of D&C severe bleeding
started.Immidiate rescucitation with blood was
started and patient was shifted to our hospital
by packing the vagina.

On admission her blood pressure was within
normal range but tachycardia was present.On
abdominal examination uterus was not
palpable and abdomen was not distended.
Vaginal pack was soaked and after removal of
the pack severe vaginal bleeding was seen.
Clinicaly placenta accreta was suspected and
laparotomy was done. After opening the
abdomen, body of the uterus was found
normal in size but lower portion was distended
and placenta was found encroaching and
invading the lower segment upto serous coat.
Immidiately hysterectomy was done. During
separation of urinary bladder from lower
segment communicating vessels are found
between placenta and urinary bladder.
Bladder was injured and it was repaired after
hysterectomy. Six units of blood was
transfused to her. Her postoperative period
was uneventful. Urinary bladder catheler was
kept for 2 weeks. Patient was discharged after
one week with catheter in situ. After one week
she came for follow up, then catheter was
removed and she voided urine without
difficulty. Histological examination of the
specimen revealed placenta percreta.

Figure-1: Histopathelogy showing chorionic
vessels within myometrium.

Figure-2: Histopathology showing chorionic
vessels within myometrium

Discussions

Placenta percreta is a rare condition during
first and second trimester of pregnancy, so
few cases are reported. It is the most severe
form of invasive placentation. It can be a lethal
problem when encountered during dilatation
and evacuation or currettage performed for
the termination of first or second trimester
pregnancy loss, leading to extensive
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hemorrhage within minutes of initiating the
procedure’s, In such an emergency situation
we received our patient,

Profuse vaginal bleeding was the presenting
feature after currettage in first trimester
missed pregnancy among these cases
reported by Hopker M®, et al ,Balkalni K P el
al and Papadakis JC'7, All these cases
ultimately needed emergency hysterectomy
and thereafter dignosed as cases of placenta
percreta. All these cases were also associated
with risk factors for invasive placenta like
previous cesarean section or D&C.

Dong G J'8 reported a case placenta percreta
induced ruptured uterus in 14 weeks
pregnancy diagnosed by laparoscopy. That
patient was managed by total abdominal
hysterectomy. She had previous history of two
times dilatation and curratage, which is a risk
factor for abnormal invasion of placenta.

Nana'® et al described a case of second
trimester placenta percreta, where after
delivery of a 21 weeks macerated fetus,
manual removal of the retained placenta was
attempted. Then after suspected perforation of
uterus, emergency laparotlomy was done and
diagnosis of plaenta percreta was made. This
case was also associated with previous
cesarean section.

Another case report by S. Siwatch? noted that
a third gravid woman presented to emergency
department at her 17 weeks pregnancy with
signs of internal hemorrhage. After diagnosis
of ruptured uterus, emergency laparotomy
was done and part of the placenta was found
adherent with uterus. On histology placenta
percrela was diagnosed of the excised portion
of uteroplacenta. This patient had previous
history of two spontaneous abortion, one of
which needed evacuation of uterus.

Another case by reported N Gupta's et al was
17 weeks placenta percreta. This patient also
had previous history of two cesarean
deliveries, came with incomplete abortion and
underwent dilatation and currettage. At the
end of procedure extensive hemorrhage
started and emergency hysterectomy was
done.

A Jain?! et al reported a histopathological
findings of a specimen of uterus. They
described that placenta invaded full thickness
of uterus upto serosa without any intervening
decidua. The uterus was 14 weeks pregnancy
with ruptured uterus in a woman having two
previous cesarean section. All the reported
cases above in first and second trimester
pregnancy complicated by placenta accreta

Conclusion

Women having history of previous cesarean
section, dilatation and currettage or manual
removal of placenta are at higher risk of
invasive placenta specially when pregnancy
sac or placenta is low lying. They should be
considered for delailed sonographic
examinatlion during first trimester of
pregnancy. Early diagnosis could result in
better obstetric outcome and avoidance of
complications.
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