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We report a case of placenta percreta diagnosed by ultrasound and color doppler image at the fourteenth week of gestation. Initial
approach was a trial of IM methotrexate followed by total hysterectomy, during which was observed a rupture of the uterus with the
adherence of the placenta to the posterior region of the bladder. We also present a literature review on the incidence of placenta

percreta, etiology, diagnosis, treatment, and complications.
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INTRODUCTION

CASE REPORT

lacenta percreta is a rare condition with high
Pmonalily and morbidity rates for the mother and

the fetus. Early diagnosis is difficult and there are
very few reports of ultrasonographic diagnosis in the
second trimester.

We report a case of placenta percreta diagnosed by
ultrasonography during the fourteenth week which was
treated with a combination of methotrexate and surgery.
During surgery, a silent uterine rupture at a previous
incision was observed, through which the placenta had
passed and adhered to the cystic bladder.
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C.S.0., mulatto, married, housekeeper, three prior
Caesarean sections, one abortion.

On Jan. 1, 1995, this patient presented a history of
intermittent vaginal bleeding for one month and a
pregnancy diagnosed at another hospital. Upon
examination she was in good condition with no heart,
pulmonary, or abdominal alterations. Specular examination
showed discrete bleeding through the external os of the
cervix. Vaginal examination showed an enlarged uterus
in relation to that expected for a fourteenth week pregnancy
and the external os was impervious. Initial diagnosis was
risk of abortion.

Ultrasonographic and doppler flow evaluation
showed an anterior marginal placenta previa 20 mm thick
with a uterine invasion reaching the serosa of the bladder,
and a 14-15 week-old fetus. Cystoscopy did not show any
alterations.
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Jan. 25 (due to social problems) in et s

good condition; she was
readmitted on Jan, 31.

After a literature survey and
discussion with the patient, and
due to the high risk involved, the
proposed  treatment  was
therapeutic abortion with a single
dose of methotrexate to reduce
placenta vascularization.

She received 50 mg/m? (62.5
mg) of methotrexate and 120 mg
of endovenous folinic acid on Feb.
2 ; echographic studies done after
administration showed no clinical
changes after seven days.

The response to treatment
was considered inadequate.
Surgery was decided upon after
further discussion with the patient.
On Feb. 14 she underwent a total abdominal extra
fascicular hysterectomy. During surgery a silent rupture
of the uterus through the scar of a previous Caesarean
section was observed. The placenta had gone through it
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and reached the bladder, adhering to an area of

approximately 2 c¢cm, which was not resected, since it
presented no bleeding. During and after the operation a
2000 ml hemorrhage occurred, after which she received a
transfusion of two units of red blood cells.

The patient left the hospital on Feb. 20 in good
condition and without complications.

DISCUSSION

Placenta percreta is the most serious abnormal
adherence to the uterus wall (placenta accreta), and it
occurs when there is penetration of the tissue through the
myometrium of the uterus and serosa, with the possible
involvement of other organs.

The incidence of placenta accreta varies from 1:540
(Thailand)'? to 1:93,000 pregnancies.” The incidence of
placenta percreta varies from 1:3333 pregnancies® to
1:1,400,000."

Etiology is not well defined. It is possibly related to
a failure in the decidua basalis which would allow placenta
invasion into the myometrium. Several conditions that
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Figure 1 - Ultrasonogram and color doppler showing placentary flow on bladder wall.

accompany placenta accreta were observed: placenta
previa;'? a previous Caesarean section;"* multiple
pregnancies;’* a history of dilation and curettage;'** and
a history of manual extraction of the placenta, which would
indicate a previous adherence.'**

Clinical diagnosis occurs usually during the third
trimester due to excessive bleeding and/or difficulty in
placenta extraction.**“ Although it is a rare and difficult
diagnosis, it is possible to use ultrasonography and doppler
flow evaluation.**¢” Early diagnosis is important since it
allows assessment of the extension of the placenta invasion,
discussion about the treatment, and a better preparation
of the team at procedure (i.e. hemotherapeutic support).**’
Therefore, a thorough ultrasonographic examination is
suggested for patients with risk factors for placenta
accreta. >’

Since diagnosis usually occurs during delivery,
measures should be taken at that time (which usually means
hysterectomy).'** Recently, there has been a tendency
towards a more conservative treatment,” due to early
diagnosis, which permits the prediction of possible
complications and assessment of the benefits of each type
of treatment.*” Conservative treatment still presents
1367 and high morbidity and mortality
rates.'?¢ Therefore, it requires precise indications and a
strict follow-up.

several complications

Methotrexate was initially used as chemotherapy for
treatment of gestational trophoblastic disease, since it
diminishes trophoblastic activity, placenta vascularization

R
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Figure 2 - Spontaneous rupture of the uterus observed after
section of visceral peritoneum. 2A. Uterine rupture as seen on
anterior hysterorrhaphy. 2B. Placenta and ovular sac passing
through rupture of the uterus.

and hemorrhages.*s It has already been used to
reduce trophoblasts of ectopic gestations
(tubarian, abdominal and cervical),*” and some
reports used methotrexate for treatment of
placenta accreta after pregnancy.’’

We initially decided to use methotrexate,
based on reports of cervical gestations in which
it was used successfully and hysterectomy
avoided,’ and in placenta accreta cases in which
it was used after pregnancies,*” with
hysterectomy being avoided in one case.’
However, after this chemotherapy there was no
change in the patient’s condition. Although the
procedure could have been repeated, we opted
for surgery, since reports state that delaying
hysterectomy may worsen maternal
prognosis,'*® and implicating surgery becomes
technically more complex as pregnancy
progresses, and could cause more complications.

The principal complication reported in placenta
accreta is hemorrhage, which may occur before, during,
or after birth."** It may also cause hypovolemic shock and
death,'*7 besides increasing the need for blood transfusions
[READ* shows a follow-up of 22 patients, necessary
transfusions = 0-39 units / patient (median=7.9 units)].
Other complications may be: coagulation problems,*
rupture of the uterus,*’ anemia,' infection and*
endometriosis.* Maternal mortality rates are variable, but
may surpass 6.5 percent in cases of placenta percreta with
invasion of the bladder, or the large or Bowel’s ligament.”

CONCLUSION

Placenta percreta is a rare disease with a difficult
initial diagnosis. We suggest that ultrasonography be
carried out carefully in high risk patients. Early diagnosis
enables a thorough discussion of the procedures, and/or
assessment of the risks and benefits in each case.

A conservative approach to chemotherapy, such as
methotrexate, is a relatively new and has not been tested.
Its effectiveness has not yet been proved with placenta
percreta; however, its results with ectopic pregnancies
show that it may be a viable procedure, as long as
precautions are taken and a careful follow-up during
pregnancy occurs, especially in patients who wish to
remain fertile.

Figure 3 - Uterus with rupture and placenta.
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However, surgery is the option that leads to the lowest
maternal morbidity, and should not be postponed if
conservative treatment is ineffective or in case of bleeding,
shock or any other complication.
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