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Abstract

Introduction: Placenta accreta (PA) is defined as the penetration of trophoblastic tissue into the myometrium. We aimed to report
a case of PA which was successfully managed with partial segmental resection of uterus.

Case Presentation: A 23 years old women gravida 2, parity 1, referred to our hospital for placental retention after vaginal delivery.
The intraoperative exploration showed that the placenta remained in the right part of the uterine. According to these findings,
the initial diagnosis was PA. The placenta and the uterine wall were removed in one piece. The uterine wall was reconstructed by
vicyrl no:1 in a three layer closure. Bilateral uterine artery ligation was performed in order to prevent excess uterus bleeding. Then,
modified b-lynch suture was performed for prophylaxis of atonia.

Conclusion: Nowadays, conserving the uterus, avoiding the possibility of hemorrhage and making future pregnancies possible
are the main objectives of conservative treatments in PA. Partial segmental uterine resection is an alternative, conservative and

acceptable management option in selected cases of PA.
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Introduction

Abnormal placentation is associated with increased ma-
ternal morbidity and mortality. Placenta accreta (PA)
is one of the most feared complications in obstetrics; it
occurs when the placenta is abnormally adherent to the
uterus. PA is defined as the penetration of trophoblastic
tissue into the myometrium. The incidence of PA has been
reported to be as much as one in 533 pregnancies, based
on Wu et al study (1) . PA can lead to serious preoperative,
intraoperative, and/or postoperative bleeding. Treatment
options for postpartum hemorrhage include conservative
management with uterotonic drugs, selective devascular-
ization by ligation or embolization of the uterine artery,
external compression with uterine sutures (B-Lynch,
Hayman, Cho), and intrauterine packing (2). The usual
surgical approach would involve selective ligation of the
ascending uterine arteries above the cervical isthmus. The
technically more demanding hypogastric artery ligation
may then be considered, if bleeding persists (3). Severe
hemorrhage can be life threatening, and often a hysterec-
tomy is required. Since this leads inevitably to loss of fer-
tility, a fertility sparing approach is desirable. Accordingly,
conservative management is sometimes considered as an
option today, except in cases of heavy hemorrhage or dis-
seminated intravascular coagulation.We aimed to report
a case of PA which was successfully managed with partial
segmental resection of uterus.

Case Presentation
A 23 years old woman referred to our medical center with

diagnosis of retained placenta following vaginal deliv-
ery. On admission, ultrasound examination showed that
the placenta has covered the right part of the uterus and
there was no retroplacental clear zone. Multiple attempts
were made at manual removal but we were unable to re-
move the placenta from uterus. Patient was taken to the
operating room for manual removal and possible curet-
tage under general anesthesia. All attempts were failed.
The intraoperative exploration showed that the placenta
remained in the right part of the uterine (Figure 1). Ac-
cording to these findings, the initial diagnosis was PA. It
was not possible to remove the placenta without uterine
resection. The placenta and attached uterine wall resected
together. The residual uterine wall was repaired by no: 1
vicryl with three layer closure (Figure 2). Bilateral uterine
artery ligation and modified b-lynch suture were applied
for the prevention of uterine bleeding and atonia. Postop-
erative hemoglobin value was 12.1 g/dl. The patient was
discharged 3 days after surgery without any complication.
Pathological examination confirmed the initial diagnosis
of PA.

Discussion

PA occurs when there is a defect in the decidua basalis,
resulting in abnormally invasive implantation of placenta.
The important risk factors of PA include placenta previa
and previous uterine cesarean scarring .The PA risk is 3%
in uterus which does not contain placenta previa and cae-
sarean scar (4). Management methods of PA have been
described ranging from conservative methods to hysterec-
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Figure 1. Placenta Accreta (PA) Located in the Right Part of the
Uterus.

tomy. The decision was taken because it was not possible
to perform a puerperal hysterectomy. Nowadays, conserv-
ing the uterus, avoiding the possibility of hemorrhage and
making future pregnancies possible are the main objec-
tives of conservative treatments in PA (5). There has been
a gradual shift towards conservative management of PA
with the main aim to preserve the future fertility. There
are two main conservative options. The first alternative
was retaining the attached part of placenta for later reab-
sorption day by day. The other possible alternative was re-
secting the attached area together and repairing residual
part of the uterus. PA and its varieties produce damage
of the invaded tissues (uterus and others) by developing
new vascularization and pelvic anatomic distortion. These
problems can be solved in different ways, and have led to
the development of new techniques (6). The conserva-
tive method was first described by Arulkumaran et al (7).
They reported a case of PA successfully treated with intra-
venous methotrexate. Another option for the conservative
treatment of PA is endovascular approaches occluding the
internal iliac arteries through embolizationballoons (8).
However, the placenta left in situ can be associated with
risks of sepsis and delayed hemorrhages (9). Primary sur-
gery repair by a large retrovesical and parametrial resec-
tion in anterior PA has been reported in a study by Pala-
cios-Jaraquemada et al (10). The anterior wall defect was
repaired using polyglycolic mesh and fibrin glue. Another
conservative treatment, the left placenta and the uterine
wall were removed in one piece in a study by Simsek et al
(11). Partial segmental uterine resection is an alternative,
conservative and acceptable management option in select-
ed cases of PA.
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Figure 2. Segmental Partial Resection of the Uterus and
Reconstruction of the Uterine Wall by no:1 Vicryl.
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