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   	Placenta accrete remains one of the major ‘complications of placenta previa’. It is commonly associated with serious intra-partum and postpartum hemorrhage that usually result to hysterectomy when medical treatment fails. It is a major cause of maternal morbidities and mortalities. The case of a 36-year-old Gavida 3 para 1 (1 alive) woman (from a low resource setting), referred to our hospital at a gestational age of 36 weeks and 3 days on account of ultrasound diagnosis of major degree placenta previa and transverse lie was presented. She was noted to have placenta accreta intraoperatively. She was successfully managed with uterotonics, prophylactic tranexamic acid, and fertility preserving surgical approach that involved caesarean section, application of hemostatic sutures at the bleeding points in the placental bed, endouterine square sutures penetrating to the myometrium placed at the placental bed anteriorly and posteriorly as well as bilateral uterine artery ligation. Conservative approach with preservation of the uterus could be taken into consideration as a safe approach in a well selected cases of placenta accreta especially in patients who have not completed their family size.
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		INTRODUCTION



Placenta previa occurs when placenta extends partly or wholly into the lower uterine segment. It could be classified as major when it covers the internal cervical os and as minor when it does not [1]. Abnormally adherent placenta consists of placenta accreta, (placenta is firmly attached to the wall of the uterus without penetrating the myometrium) placenta increta (Placenta partly penetrates the myometrial wall of the uterus) and placenta percreta (placenta invades the full thickness of the myometrial wall and occasionally may invade adjacent organs like the bladder [2] (Figure 1). However, for the ease of understanding and description, all the three categories of adherent placenta are referred to as Placenta accreta [2]. Placenta Previa accreta therefore refers to placenta that is situated at the lower uterine segment and also morbidly adherent to the uterus [3]. Placenta accrete remains one of the major ‘complications of placenta previa’. It is commonly associate with serious intra-partum and postpartum hemorrhage that usually result to hysterectomy when medical treatment fails [4]. It occurs rarely and has an incidence of 1 in 2500 pregnancies [5]. Diagnosis of this condition during antenatal care is needed in order to plan delivery in such a way that complication will be minimized [6]. Use of ultrasound and Magnetic Resonance Imaging is valuable in establishing diagnosis during antenatal [2], however these diagnostic tools are not always available in poor resource settings. A case of a 36-year-old woman who had antenatal diagnosis of placenta previa but with intra partum diagnosis of placenta accreta and associated intraoperative hemorrhage that was successfully managed with conservative surgery is presented. The difficulties associated with diagnosis and management of this condition in poor resource setting like ours were also discussed.
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CASE REPORT

A 36-year-old Gavida 3 para 1 (1 alive) woman was referred to the antennal clinic of our hospital at a gestational age of 36 weeks and 3 days on account of ultrasound diagnosis of major degree placenta previa and transverse lie. The last delivery was via spontaneous vaginal delivery of a live male neonate, birth weight of 3.8 kg. No history of previous uterine surgery. Had history of prior first trimester spontaneous miscarriage that was managed at home.

On examination, she was not pale, afebrile anicteric and not dehydrated. The respiratory and cardiovascular systems were essentially normal. Abdominal examination revealed a gravid uterus, symphysio fundal height was 36 cm. A single fetus in transverse lie. No palpable contractions and fetal heart rate of 146 beats per minute. Inspection of the vagina showed no vaginal bleeding. Digital examination was not done. Repeat ultrasound at the clinic showed a live singleton fetus in transverse lie with estimated fetal weight of 3.2 kg. Placenta was type IV placenta previa. Doppler scanning was not done. Other parameters were essentially normal. A diagnosis of major degree placenta previa was made and patient was admitted in prenatal ward for elective caesarean delivery at 37 weeks.

Four units of blood were grouped and crosshatched for her. Full blood count, serum electrolyte, urea and creatinine and clothing profile done were essentially normal. Elective Caesarean section was done under general anesthesia. Intra operative finding include clean pelvis, tortuous vessels noted at the lower uterine segment. A lower segment uterine incision was made and the placenta was side stepped. A live female neonate weighing 3. 25 kg with good Apgar’s score was delivered. Attempt to spontaneously extract the placenta failed as it was morbidly adherent. The placenta was manually extracted with minimal force (extirpative technique), some segments coming out in piecemeal (Figure 2). There was associated profuse bleeding. Hemostatic sutures were placed at the bleeding points in the placental bed using vicryl 2 sutures.  Further endouterine square sutures penetrating to the myometrium were placed at the placental bed anteriorly and posteriorly. Both uterine arteries were subsequently ligated with vicryl 2 sutures. Uterotonics were given. Haemostasias was completely achieved. The uterus and abdomen were closed using conventional technique. Estimated blood loss was 1.5 l. She was transfused with 2 units of blood intra-operatively. Her packed cell volume was 28% and she was transfused another 2 units of blood postoperatively. Her recovery was uneventful and patient was discharged on the fifth day after surgery and in good condition.
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DISCUSSION

It has been thought that total or partial absence of the ‘decidua basalis’ is responsible for the occurrence of placenta accrete [7]. Caesarean section often leads to failure of reconstitution of the decidua basalis [8]. The major risk factor for placenta accreta is placenta previa and previous uterine surgeries. In parturient with placenta previa, there is 10% increased risk of placenta accreta if they have had one caesarean section but this risk increases to 60% if they have had more than four caesarean deliveries [9]. However, for women who do not have placenta previa, there is less than 1% increase risk of placenta accreta after one caesarean section and this remains same for up to four caesarean sections [9]. Other risk factors for placenta accreta include multiparity, age greater than 35 years, submucous fibroid, and endometrial lesion [9,10]. Our patient had major degree placenta previa and was about 36 years of age and therefore had significant risk factors for placenta accreta.

Imaging studies (color flow Doppler ultrasonography) during antenatal is valuable and need to be performed in all pregnant women who have placenta previa or who are at risk of developing placenta accreta [1]. Magnetic Resonance Imaging (MRI) is beneficial in determining the level of infiltration in morbidly adherent cases but the final diagnosis of the type of adherent placenta is made histologically or intraoperatively [1]. In centers where there is no Doppler ultrasound and MRI facilities as found in some poor resource settings, antenatal diagnosis before delivery would not be possible. Diagnosis in such setting is frequently made intraoperatively or intrapartum. Though our patient had ultrasound done (not Doppler) to assess fetal viability and wellbeing during the third trimester scanning, diagnosis of placenta previa was sufficient enough for the caesarean section which was electively done for her. Nonetheless, if the diagnosis of placenta accreta was made prior to surgery, additional preparations would have been made in terms of surgical team members, blood and blood products and timing of surgery.

Surgical management options for placenta accreta include ‘caesarean hysterectomy’, ‘extirpative method’, ‘conservative treatment’ and ‘alternative conservative approach’ (one step conservative surgery) [11]. Caesarean hysterectomy is presently considered as the reference management standard for placenta accreta and is currently recommended by various bodies and [12-14] is associated with less maternal morbidities and mortalities. However, this approach has a major disadvantage of loss of fertility.  The extirpative method involves forceful manual extraction of the placenta in a bid to have an empty uterus. This method is associated with a greater risk of severe hemorrhage and possibly peripartum removal of the uterus than conservative method [15,16]. However, the extirpative method unfortunately happens in cases of placenta accreta that is undiagnosed before surgery as occurred in our patient. The approach is as a result of unexpected intraoperative complication (bleeding) of unsuspected placenta accreta, but conserves fertility if successfully done along with other manoeuvres. Diagnosis of placenta accreta was not made preoperatively in our patient who was also desirous of more children. The placenta was manually removed with application of minimal force leading to removal of placental fragments that retained. Hemostatic sutures were placed at bleeding points. Endouterine square sutures were placed at the placenta bed and both uterine arteries were ligated. Tranexemic acid injection was used prophylactically. Hemostasis was secured, uterine contraction achieved and maintained with uterotonics. Other conservative techniques and manoeuvres include prior transfemoral or trans humeral catheterization of descending aorta, use of external uterine compression sutures (B-Lynch), use of Bakri balloon for intrauterine packing, embolization of uterine arteries [17-19], however this equipment and skills may not be readily available in poor resource settings even when placenta previa accreta is diagnosed before planned delivery. 

CONCLUSION

It is very essential to do a Doppler ultrasonography imaging in women who are at higher risk of developing morbidly adherent placenta (placenta previa, advanced maternal age and previous uterine surgeries). Conservative approach with preservation of the uterus could be taken into consideration as safe approach in a well selected cases of placenta accreta especially in patients who have not completed their family size. However, patients need to be adequately counselled on the associated complications.
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