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Placenta accreta: conservative approach
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Summary

Placenta accreta refers to any abnormally invasive placental implantation. Diagnosis is suspected postpartum with failed delivery of
aretained placenta. Massive obstetrical hemorrhage is a known complication, often requiring peripartum hysterectomy. The authors re-
port a case of placenta accreta in a primiparous patient with multinodular leiofibromyomatosis of the uterus following failed manual re-
movals of a retained placenta. They describe a conservative management in a stable patient desiring future fertility with a unilateral
prophylactic uterine artery embolization, a multidose regimen of methotrexate, and a subsequent abdominal myomectomy.
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Introduction

The reported maternal mortality for morbidly adherent
placenta ranges from seven to ten percent worldwide. The
incidence of morbidly adherent placenta has increased over
the past 50 years, mirroring the increase in the rate of ce-
sarean delivery [1]. Damage to the decidua basalis second-
ary to previous uterine injury, such as cesarean section,
myomectomy, traumatic uterine curettage, and intrauterine
sepsis has been implicated. Significant maternal morbidity
may occur because of massive postpartum hemorrhage and
its sequelae, which include loss of fertility, multiple blood
transfusions, transfusion-associated acute lung injury, co-
agulopathy, sepsis, multiorgan failure, and even death..
Many women experience psychologic effects owing to loss
of fertility secondary to peripartum hysterectomy. Addi-
tional complications include damage to the urinary bladder,
bowel, or ureters including fistulae or incontinence [2, 3]. A
15-year analysis of peripartum hysterectomy reported that
the procedure was associated with a maternal mortality rate
of 12.5% and a urinary tract injury rate of 7.5% [4]. Sepa-
ration of the placenta from its highly vascular bed is likely
to cause massive obstetric hemorrhage. It is mostly diag-
nosed after delivery when manual removal of the retained
placenta fails. The conventional treatment is hysterectomy.

Case Report

A primigravida 28-year-old patient, presented at 38 weeks plus
five days amenorrhea with a premature rupture of membranes
(PROM). After few hours of labor, she vaginally delivered a
healthy female baby, followed by retained placenta. She under-
went two unsuccessful attempts of manual removal with surgical
curettages. She was conscious, cooperative, weighing 68 kilo-
grams, with moderate pallor, regular pulse rate of 90 beats per
minute, blood pressure recording of 120/75 mm of mercury,
afebrile, no cyanosis with clear chest, and nothing abnormal on
circulatory system examination. On abdominal examination, her
uterus was 22 weeks in size, well-contracted but with an irregu-
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lar surface for the presence of a bulky node myoma. The pelvic
examination showed scarce amount of bleeding per vaginum. She
was hemodynamically stable and her hemoglobin was 12.4 mg/dL.
She was blood group B, Rh positive, with normal readings of rou-
tine urine analysis, platelet count, coagulation profile, and hepatic
and renal function tests. Vaginal swab was sent for culture which
later reported sterile. Transabdominal and vaginal sonography re-
vealed uterus to be of postpartum size with endometrial cavity
showing an echogenic mass of dimensions 8.11 cm x 7.0 cm, sug-
gestive of placenta, with vascularity on colour Doppler confirm-
ing it to be adherent to the uterine wall (placenta accreta), but with
no definite invasion, and a solid, inhomogeneous, poorly vascu-
larized mass in the lower part of the anterior wall of the uterus
showing typical features of an intramural fibroid measuring ap-
proximately ten cm. Supportive measures, like broad-spectrum
antibiotics, were initiated. Considering the desire of the patient
for retaining her uterus for future fertility, conservative manage-
ment was planned. Modality adopted was: placenta left in situ and
performance of a prophylactic selective right uterine artery em-
bolization to reduce vaginal discharge, an injection of methotrex-
ate given intramuscularly in the schedule of one mg/kg, using the
multidose regimen that involves the administration of methotrex-
ate calculated according to body weight, alternated with 0.1 mg/kg
of leucovorin calcium per os after 30 hours in four doses, based
on continuous monitoring of the dimensions and vascularity of
the mass (representing adherent placenta) with serial sonographic
and colour Doppler studies which regularly showed the reducing
trend. Leucocyte counts were routinely performed on a daily basis
which remained within limits. Size of the placenta decreased re-
markably with a concomitant reduction by 30% in uterine myoma
volume. With this conservative strategy, vaginal bleeding never
became alarming and vaginal discharge never purulent. Patient
was discharged, not breastfeeding, in a satisfactory condition, ful-
filling her initial desire of conserving the uterus, after 12 days of
hospitalization. On subsequent follow-ups, every seven days, pa-
tient remained afebrile with no history or evidence of infection.
After two months she experienced her first period after childbirth.
Vaginal sonography revealed uterus to be entirely occupied by the
detached placenta, whose release was hampered by the myoma
node. Thus, in agreement with the patient, it was decided to per-
form a myomectomy with concomitant removal of the placenta.
She was discharged in a satisfactory condition after four days of
hospitalization and the subsequent follow-up showed perfect clin-
ical conditions of the patient.
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Discussion

Placenta accreta is a severe obstetric complication in-
volving an abnormally deep attachment of the placenta,
through the endometrium and into the myometrium. There
are three forms of placenta accreta, distinguishable by the
depth of penetration: accreta, increta, and percreta. Placenta
accreta is the invasion of the myometrium which does not
penetrate the entire thickness of the muscle. This form of
the condition accounts for around 75% of all cases. The pla-
centa usually detaches from the uterine wall relatively eas-
ily, but women who encounter placenta accreta during
childbirth are at great risk of hemorrhage during its re-
moval. This commonly requires surgery to stem the bleed-
ing and fully remove the placenta, and in severe forms can
often lead to a hysterectomy or be fatal.

One of the potentially catastrophic obstetric complica-
tions, placenta accreta is alarmingly on the rise in the de-
veloped as well as developing world given the current trend
towards elective repeat cesarean sections [5]. The incidence
of placenta accreta is considered between one in 7,000 to as
high as one in 540 pregnancies [6]. It is a life threatening
condition associated with high maternal morbidity and
mortality rate reaching as high as seven percent [7]. The
risk factors for placenta accreta are previous uterine sur-
gery (myomectomy or cesarean sections, multiple cesare-
ans are present in over 60% of placenta accreta cases),
previous dilation and curettage (which is used for many in-
dications including miscarriage, termination, and postpar-
tum hemorrhaging), placenta previa (placenta accreta
affects around ten percent of cases of placenta previa), ad-
vanced maternal age, multiparity, smoking, Asherman’s
syndrome, and presence of fibroids [8, 9, 10]. A thin de-
cidua can also be a contributing factor to such trophoblas-
tic invasion. Some studies suggest that the rate of incidence
is higher when the fetus is female [11].

It is important to make an early and accurate diagnosis for
appropriate management and reduction of associated mor-
bidity, thereof, and prenatal diagnosis may be established
by ultrasound, colour Doppler, and magnetic resonance im-
aging [7]. Premature delivery and subsequent complications
are the primary concerns for the baby. Bleeding during the
third trimester may be a warning sign that placenta accreta
exists, and when placenta accreta occurs, it commonly re-
sults in a premature delivery. The placenta usually has dif-
ficulty separating from the uterine wall. The primary
concern for the mother is hemorrhaging during manual at-
tempts to detach the placenta. Severe hemorrhaging can be
life threatening. Other concerns involve damage to the
uterus or other organs (percreta) during removal of the pla-
centa. Hysterectomy is a common therapeutic intervention,
but the results involve the loss of the uterus and the ability
to conceive. There is nothing a woman can do to prevent
placenta accreta, and there is little that can be done for treat-
ment once placenta accreta has been diagnosed. The safest
treatment is a planned cesarean section and abdominal hys-
terectomy if placenta accreta is diagnosed before birth [12,
13]. Conservative treatment can also be uterus sparing but
may not be as successful and has a higher risk of complica-

tions [13]. Though traditional management of this entity has
centered upon hysterectomy, but there has been a gradual
shift towards its management which involves uterine con-
servation and leaving the adherent placenta in situ with ei-
ther a) adjuvant treatment with methotrexate [14] or b) by
simply awaiting its spontaneous resorption [8], with the pos-
sibility to perform a complementary uterine artery em-
bolization [15]. Percutaneous embolization was initially
performed to control traumatic [16] or tumor bleeding [17,
18]. The first reported use of transcatheter arterial em-
bolization of postpartum hemorrhage was described by
Brown et al. [19] in 1979. The use of methotrexate in the
conservative treatment of the placenta accreta left in situ
was described for the first time by Arulkumaran in 1986:
oral methotrexate allowed the expulsion of the placenta at a
distance of 11 days after its administration [20]. Tong et al.
[21] pioneered the conservative method by administering
systemic methotrexate. The outcome varies widely ranging
from expulsion at seven days to progressive resorption in
roughly six months [22]. Courbiere et al. [15] conducted a
study on conservative management in which placenta acc-
reta was always left in situ with one of the following asso-
ciated treatments: bilateral hypogastric artery ligation,
medical treatment with methotrexate or uterine artery em-
bolisation. Placental resorption occurred in the majority of
their cases with no report of maternal mortality.

Conclusion

Conservative management appears to be a safe alterna-
tive to the extirpative management and is a logical option
in well-selected hemodynamically stable patients with ad-
herent placenta. Antepartum diagnosis should be improved
among patients with a high risk profile for placenta accreta
in order to optimize conservative strategy. Conservative
treatment for placenta accreta can assist women to avoid
hysterectomy and involves a low rate of severe maternal
morbidity in centers with adequate equipment and re-
sources.
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