
C A S E R E P O RT

Secondary Postpartum Hemorrhage Due to
Retained Placenta Accreta Spectrum: A Case Report
Ann Marie Mercier1, Abigail M Ramseyer2, Bethany Morrison1, Megan Pagan1, Everett F Magann 1,
Amy Phillips1

1Department of Obstetrics and Gynecology at the University of Arkansas for Medical Sciences, Little Rock, AR, USA; 2Department of Obstetrics and
Gynecology, Maternal & Fetal Medicine at Sparrow Medical Group, Lansing, MI, USA

Correspondence: Everett F Magann, Department of Obstetrics and Gynecology, University of Arkansas for Medical Sciences, 4301W. Markham St. Slot # 518,
Little Rock, AR, 72205-7199, USA, Tel +1 501-686-8345, Email efmagann@uams.edu

Background: Retained products of conception and placenta accreta spectrum are causes of postpartum hemorrhage. Placenta accreta
spectrum is frequently managed with cesarean hysterectomy, but conservative approaches are emerging. We present a case of delayed
postpartum hemorrhage secondary to a retained placenta increta.
Case: A 29-year-old G3P2 presented with heavy vaginal bleeding 20 days postoperatively following an uncomplicated classical
cesarean delivery at 27 5/7 weeks' gestation for preterm labor in the setting of a vasa previa. On workup, imaging showed retained
products of conception and concern for placenta accreta. A hypervascular area in the lower uterine segment was identified at the time
of postpartum laparotomy. Total abdominal hysterectomy was performed due to postpartum hemorrhage and clinical suspicion for
placenta accreta spectrum disorder. Pathology confirmed a placenta increta.
Conclusion: Diagnosis of placenta accreta spectrum in the remote postpartum period is uncommon but should be a considered
etiology in delayed postpartum hemorrhage. Careful inspection and documentation of the placenta implantation site should occur in
cesarean sections because placenta accreta spectrum disorders can remain unnoticed during delivery.
Keywords: delayed postpartum hemorrhage, placenta accreta, pregnancy, hysterectomy, vasa previa

Introduction
Retained products of conception (RPOC) and placenta accreta spectrum (PAS) are two known causes of postpartum
hemorrhage.1 RPOC is often diagnosed in the postpartum period immediately after delivery with uterine atony or later in the
postpartum course with vaginal bleeding or fever.1 RPOC is typically seen on ultrasound as a heterogeneous intrauterine mass.
PAS is frequently diagnosed antenatally during the second or third trimester, and maternal outcomes have been shown to be
improved with the earlier detection of PAS.2,3 An increasing number of cesarean deliveries not only increases the risk of PAS but
also both maternal and perinatal morbidity and mortality.4–6 Commonly, PAS is managed by a cesarean hysterectomy following
delivery of the fetus with the placenta left in-situ.4,7 A multi-disciplinary PAS team approach is emerging to optimize manage-
ment and surgical expertise to improve maternal morbidity and mortality.4,5,8,9 Recent studies have shown that conservative
options, such as leaving the placenta in situ, may be offered to appropriate candidates, suggesting that PAS management be
individualized with patient-centered discussions.4,10 Local resection of the placenta and repair of the placental site has also been
reported.11 We present a case of delayed postpartum hemorrhage due to undiagnosed, retained placenta accreta spectrum.

Based on 45 CFR 46.102(b), our university Institutional Review Board (IRB) does not consider case reports to be
human subject research and does not require IRB Review or Approval. The authors have followed standard ethical
guidelines in respect to patient anonymity. The patient has given permission to participate and to publish this information.

Case
A 29-year-old G3P2 was transported to the regional academic medical center at 26 weeks 3 days of gestation due to vaginal
bleeding in the setting of known vasa previa with possible PAS. She had a history of one previous cesarean delivery. Prenatal
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ultrasound at 27 weeks' gestation reported anterior placenta with marginal cord insertion and a vasa previa without
sonographic evidence of PAS. On hospital day 9, she underwent a classical cesarean delivery with bilateral tubal ligation
due to active preterm labor and vaginal bleeding. The patient had requested that a bilateral tubal ligation be undertaken at the
time of the cesarean delivery and signed the appropriate consent forms. After delivery of the fetus, the placenta was manually
expressed without difficulty, and the uterus was exteriorized for hysterotomy closure. There were no intraoperative complica-
tions documented and no evidence of PAS at the time of cesarean delivery. Estimated blood loss from the procedure was
870cc. Her immediate postpartum course was uncomplicated, and she was discharged home on postpartum day two. The
placenta pathology report confirmed an unremarkable three-vessel cord, fetal membranes with bland decidual necrosis, villous
maturation accelerated for gestational age with patchy edema, and decidual vasculopathy.

On postoperative day 20, the patient presented to a local hospital with heavy vaginal bleeding. A transvaginal
ultrasound showed vascularity in the lower uterine segment along with a mass which was concerning for RPOC. CT and
MRI at the local hospital supported this diagnosis. The patient was transported to the regional tertiary medical center
where she had previously delivered for further management. The images were reviewed by the radiologists at the tertiary
medical center, and they reported the presence of a hypervascular soft tissue mass with hemorrhagic components located
in the anterior lower uterine segment and invading through the myometrium, which was suggestive of a retained placenta
accreta versus a uterine dehiscence with extrusion of the products of conception. The patient underwent a diagnostic
laparoscopy with no evidence of hemoperitoneum or obvious uterine dehiscence. Adhesions near the bladder limited
visualization of the lower uterine segment. Suction dilation and curettage was performed under ultrasound guidance
without successful evacuation of the suspected products of conception. Concern for PAS was again raised due to brisk
vaginal bleeding totaling 2 liters following dilation and curettage. An immediate exploratory laparotomy was undertaken.
After the vesicouterine adhesions were lysed and a bladder flap was created, a 4×3 cm area of hypervascularity was noted
in the lower uterine segment consistent with PAS, and a total abdominal hysterectomy was accomplished. Total estimated
blood loss from the case was 3.4 liters; the patient received 3 units of packed red blood cells and 2 units of albumin
intraoperatively (Figures 1 and2). The pathology report detailed retained tissue, measuring 4×3 cm, grossly adherent to
the anterior endometrial surface invading into the anterior uterine wall, without penetrating the serosal surface. The depth
of invasion was 2.5 cm, 0.1 cm from the serosal surface, confirming a placenta increta. The patient’s postoperative course
was uncomplicated, and she was discharged home on postoperative day two.

Figure 1 Lower uterine segment after vesicouterine peritoneum dissection at time of hysterectomy. Arrow indicates vesicouterine junction with bulge from PAS (placental
accreta spectrum).
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Discussion
The precursor of PAS is a scar pregnancy most frequently located in a uterus with a prior cesarean scar.12 A limited
number of cases of unintentional retained PAS have been reported in the literature with variations in management.13–17

Guarino et al described a successful hysteroscopic resection of RPOC three months postpartum after a vaginal delivery.18

Dasari et al described a patient with postpartum bleeding after a forceps-assisted vaginal delivery and imaging that
revealed concern for RPOC and PAS. This patient was managed medically with five doses of methotrexate, and the mass
was expelled on postpartum day #35 without complications.19 Intentional, delayed hysterectomy or conservative
management of PAS is emerging in the obstetrics field.15,20–22 Risks of conservative management of PAS include
hemorrhage requiring urgent hysterectomy.20,21 In our case, we were unable to utilize embolization or other conservative
techniques due to acute operative hemorrhage requiring definitive surgical intervention.

In our case, an anterior placenta increta was ultimately found during the postpartum course and hysterectomy performed
due to hemorrhage after a failed dilation and curettage. Anterior placentation in PAS and placenta previa is associated with
higher rates of hemorrhage, transfusions, and hysterectomy compared with posterior placentation, which are often associated
with a delayed diagnosis.22 This case also highlights the limitations of prenatal ultrasound in detecting PAS. Ultrasound is
recommended as the initial imaging modality and has a high accuracy for antepartum diagnosis of placentation disorders in
high-risk patients; the addition of color Doppler use improves diagnostic accuracy.4,23,24 A 2017 meta-analysis found a 90%
antenatal detection rate with ultrasound.25 Use of MRI to differentiate retained PAS from other causes of postpartum
hemorrhage has been described.26 Care for the patient occurred in a medical center with an accreta center of excellence
designation with an experienced dedicated placenta accreta team in place.

Delayed diagnosis of PAS in the postpartum period is rare; however, a retained PAS may lead to delayed postpartum
hemorrhage. MRI was helpful in making the diagnosis of PAS in our case. Additional research is necessary to determine

Figure 2 Uterus after removal demonstrating 3x4 cm bulging area of hypervascularity consistent with PAS (placental accreta spectrum). Arrow indicates area of retained
PAS (placental accreta spectrum).
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the optimal imaging modality for diagnosis if PAS is suspected postpartum. In this case, cesarean delivery did not aid in
the diagnosis of PAS as the uterine cavity inspection at the time of delivery did not reveal the PAS. The placenta had
separated easily from the uterine wall at the time of delivery, and there was no immediate or early postpartum
hemorrhage. The uterine incision used was a classical incision in the contractile portion of the uterus. With the placenta
having easily detached after delivery of the fetus, the lower uterine segment may not have been inspected to the degree it
would have been if the incision was a low segment transverse incision. Additionally, a bladder flap was not created. The
creation of a bladder flap at the time of the cesarean delivery may have enhanced visualization of the lower uterine
segment and might have improved the detection of PAS.

During the hysterectomy, after the bladder flap was created and the vesicouterine space entered, the area of abnormal
placentation was obvious with raised, blue, vascular tissue present just under the uterine serosa. Careful inspection and
documentation of the placental implantation site at the time of cesarean section should occur in all cases as placenta
accreta spectrum disorders can go unnoticed.
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