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Abstract: Placenta accreta spectrum is an obstetrics complication in which the placenta has abnormally adhered to the decidua and 
uterine wall. Placenta percreta is the rarest and sternest variant of accreta syndrome. In this study, we present a case of placenta 
percreta where we have done ultrasound-guided trans fundal vertical uterine incision to deliver a healthy fetus and subsequent cesarean 
hysterectomy. Antepartum diagnosis, involvement of a multidisciplinary team, appropriate counseling of women and their families, 
ultrasound guidance for placental margin demarcation, and vertical transfundal uterine incision can be considered for patients with 
placenta percreta. 
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Introduction
Placenta accreta spectrum is an obstetrics complication in which the placenta has abnormally adhered to the decidua and 
uterine wall.1 Cesarean delivery is associated with an increased risk of placenta accreta spectrum in subsequent pregnancies. 
This risk rises as the number of prior caesarean sections increases.2–6 According to the degree of placental invasion to the 
myometrium, there are three variants of the spectrum: accreta, increta, and percreta. Placenta percreta is the rarest and sternest 
variant of accreta syndrome. The placenta penetrates through the myometrium and is often associated with massive obstetric 
hemorrhage and urinary tract injury.7,8 Studies suggest that antenatal diagnosis of placenta accreta spectrum is crucial in 
decreasing the occurrence of complications. Doppler ultrasound and MRI are reported to be effective in the diagnosis of 
placenta accreta spectrum.8,9 Moreover, the involvement of a multidisciplinary team and a pre-planned procedure leads to an 
optimal outcome.10 In this study we aimed to present a case of placenta percreta where we have performed ultrasound-guided 
transfundal vertical uterine incision to deliver a healthy fetus and subsequent cesarean hysterectomy.

Case Presentation
This is a 28-year-old gravida 5, para 4 lady with four previous cesarean sections. The gestational age of the pregnancy 
from early ultrasound at 7 weeks was 28 weeks at her first presentation to Ayder Comprehensive Specialized Hospital, 
Mekelle, Tigray, Ethiopia. She visited our hospital for antenatal care. The physical examination was unremarkable. 
Ultrasound examination revealed a placenta along the anterior uterine wall covering the internal cervical os completely, 
multiple lacunas, and loss of the bladder serosal interface. Fetal growth was appropriate for gestational age. She was 
admitted to the maternity ward for inpatient follow-up and dexamethasone. She was followed with an antepartum 
hemorrhage chart and a biophysical profile.

Ultrasonography revealed multiple lacunae, loss of serosal-bladder interface, and placenta previa. Based on these, we 
suspected placenta accreta spectra (Figure 1).
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Patient and her family members were counseled on the condition and the possibility of blood transfusion and 
hysterectomy. A multidisciplinary team was involved including an anesthesiologist, pediatrician, and urologist. Four 
units of cross-matched blood were prepared. Pregnancy termination was planned at a gestational age of 35 weeks. 
Diagnostic cystoscopy was done on the day of surgery at the operation table and the findings were unremarkable.

The abdomen was entered via a midline infra umbilical incision. The intraoperative findings were a vascular lower 
segment with visible placental tissue past the anterior uterine wall. Only the serosa of the bladder was involved. An 
ultrasound was utilized to localize the upper margin of the placenta. Subsequently, a trans-fundal incision above the 
margin of the placenta was made to effect the delivery of 2600-g alive female neonate with a good APGAR score. Then 
the cord was tied and the uterine incision was closed, while the placenta undisrupted in situ. An attempt to detach the 
placenta was not made. The bladder wall was stripped from the uterine wall with a sharp dissection. Subsequently, using 
the standard technique, a total abdominal hysterectomy was done. The estimated blood loss was 600 mL. No intrao
perative accident was reported. The patient left the operation theater table with stable vital signs. Conventional cesarean 
hysterectomy could have caused massive hemorrhage and bladder injury.

Vertical transfundal incision made without disrupting the placenta (Figure 2).
This hysterectomy specimen illustrates a bulging placenta through the lower segment (Figure 3).
She was discharged after 4 days of hospital stay with stable maternal and neonatal conditions. Presented 1 week after 

the surgery for follow-up in a stable condition. Histopathology results revealed placenta percreta.

Figure 1 Ultrasonography revealed multiple lacunae, loss of serosal-bladder interface, placenta previa. Based on these, we suspected a placenta accreta spectrum.

Figure 2 Vertical trans fundal incision made without disrupting the placenta. Incision (arrow) following the delivery of the fetus.
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Histopathology of the uterus shows hemorrhage and fibrin on low-power field. The deep ink on the left side shows the 
margin serosal surface (Figure 4).

High-power field, where the serosal margin has been infiltrated by variable-sized chorionic villi lined by cytotropho
blasts and syncytiotrophoblasts with intervillous fibrin as well as hemorrhage (Figure 5).

Figure 3 Hysterectomy specimen illustrating bulging placenta through the serosa of the lower segment (arrow).

Figure 4 Histopathology of the uterus showing hemorrhage and fibrin on low power field. The ink (arrow) shows the margin of the serosal surface.

Figure 5 High power field, where the serosal margin (Arrow) has been infiltrated by variable size chorionic villi lined by cytotrophoblasts and syncytiotrophoblasts (Asterix) 
with intervillous fibrin as well as hemorrhage.
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Discussion
The incidence of placenta accreta spectrum has increased from 0.8/1000 deliveries to 3/1000 deliveries during the past 
three decades. This is primarily because of the rise of cesarean section rates.2–6,11 Among all the placenta accreta 
spectrums, placenta percreta has an incidence of only 0.008%.11,12

Diagnosis of a placenta accreta spectrum antenatally is challenging. Early diagnosis using imaging, followed by 
planning of peripartum management by a multidisciplinary team, may successfully reduce morbidity and mortality.8

It is a standard practice to discuss with women and their partners on the management options and complications.8 

This was adhered in our case.
Although nowadays, conservative interventions such as compression using uterine sutures, intrauterine packing, 

uterotonic agents, segmental resection, and selective embolization of vessels are recommended, hysterectomy remains 
the commonest surgical procedure for placenta accreta spectrum.13 Increased numbers of previous cesarean sections and 
complete placental invasion were reported to be associated with poor success of conservative management and unfavor
able clinical outcome.14,15 Because our case had placenta percreta and was her fifth delivery, conservative techniques 
were not attempted.8,14–17

Uterine trans-fundal incision for the management of placenta accreta can reduce accidental incision into the placental 
tissue and then avoid fetal and maternal hemorrhage. Most of the techniques reported in the literature suggest, compared 
to vertical fundal incision, a transverse uterine fundal incision is associated with a less iatrogenic incision into the 
placenta.18–20 In our patient, the placenta covered the anterior uterine segment. Intraoperative ultrasound was utilized to 
localize the upper margin of the placenta. Thus, a vertical trans-fundal incision adequate for the delivery of the fetus was 
made successfully. We opted for vertical incision over the commonly reported transverse incisions because we were able 
to avoid disruption of the placenta and extension into the lateral major blood vessels.20 The technique employed in our 
case gave us adequate time to dissect the bladder of the uterus. If we had used a blind vertical uterine incision without 
localization, massive hemorrhage due to placental disruption may have been encountered. Thus, leading to bladder injury 
due to the urge to prioritize hemostasis control.

In summary, we have successfully managed a case of placenta percreta with serosal bladder invasion with tolerable 
blood loss using ultrasound-guided vertical trans-fundal incision and total hysterectomy. Antepartum diagnosis, involve
ment of a multidisciplinary team, appropriate counseling of women and their families, ultrasound guidance for placental 
margin demarcation, vertical transfundal uterine incision to deliver the fetus, and subsequent hysterectomy can be 
considered as reasonable strategies for patients with placenta percreta.

Care check list is attached as Supplementary Material.
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