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1. Successful treatment of placenta accreta spectrum disorder using management strategy of serial 
uterine artery embolization combined with standard weekly and a 8-day methotrexate/folinic acid 
regimens at 7 weeks of gestation 

Author(s): Chou M.-M.; Yuan J.-C.; Lu Y.-A.; Chuang S.-W. 

Source: Taiwanese Journal of Obstetrics and Gynecology; 2020 

Publication Date: 2020 

Publication Type(s): Article 

Available  at Taiwanese Journal of Obstetrics and Gynecology -  from Free Medical Journals . com  

Abstract:Objective: We describe our experience with serial uterine artery embolization (UAE) 
combined with standard weekly methotrexate and a eight-day methotrexate/folinic acid (MTX/FA) 
treatment regimen in the management of placenta accreta spectrum (PAS) disorder at 7 weeks of 
gestation. Case report: A 38-year-old woman, gravida 2 para 0, with a history of myomectomy, was 
referred for ultrasound (US) evaluation due to suspected cervico-isthmic pregnancy. Transvaginal US 
image showed a viable embryo with a disproportionately bigger placenta encircling the fetus and 
completely covering the internal os of the cervix at 7 weeks of gestation. Color Doppler imaging 
revealed diffuse intraplacental and periplacental vascularity. Patient chose to terminate the 
pregnancy but attempted to preserve the uterus for future fertility following counseling. Serial UAE 
procedures were performed using Gelfoam and metallic microcoils. Two courses of a standard 
weekly MTX and a eight-day MTX/FA treatment regimen were administered to accelerate placental 
regression. The beta-hCG gradually decreased to a normal level, and an ultimate resolution of the 
PAS disorder was observed at 110 days after treatment. Conclusion(s): Early diagnosis of the PAS 
disorder could result in better obstetric outcome through earlier intervention using serial UAE 
combined with standard weekly and a eight day MTX//FA regimen in the first trimester of 
pregnancy.Copyright © 2020 

Database: EMBASE 
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2. Early prediction of placenta accreta spectrum in women with prior cesarean delivery using 
transvaginal ultrasound at 11 to 14 weeks 

Author(s): Doulaveris G.; Ryken K.; Papathomas D.; Estrada Trejo F.; Rotenberg O.; Dar P.; Fazzari 
M.J.; Stone J.; Roman A.S. 

Source: American Journal of Obstetrics and Gynecology MFM; 2020 

Publication Date: 2020 

Publication Type(s): Conference Paper 

Abstract:Background: There is a growing body of evidence that sonographic signs of placenta 
accreta spectrum can be observed in the first trimester of pregnancy. The most significant marker is 
placental location next to or in the scar niche in women with a prior cesarean delivery. Objective(s): 
This study aimed to assess the performance of transvaginal ultrasound in the early prediction of 
placenta accreta spectrum in women with a prior cesarean delivery. Study Design: This was a 
retrospective cohort of women with a history of cesarean delivery who had transvaginal ultrasound 
at 11 to 14 weeks' gestation between September 2016 and May 2018. Ultrasound reports were 
reviewed and graded for suspicion of placenta accreta spectrum as follows: Grade 0 (no suspicion) if 
the placenta is not next to the scar; Grade 1 (intermediate suspicion) if the placenta is next or on the 
scar; Grade 2 (high suspicion) if the placenta was inside the scar niche. In addition, all images were 
reviewed and graded by trained specialists blinded to the outcome. The primary outcome was a 
histologic diagnosis of placenta accreta spectrum. Sensitivity, specificity, positive predictive value, 
and negative predictive value of first-trimester transvaginal ultrasound to detect placenta accreta 
spectrum were assessed. Result(s): In this study, 467 patients were included, and 8 (1.7%) had 
placenta accreta spectrum at delivery. Using the original report, 442 patients (94.6%) were Grade 0, 
20 (4.3%) Grade 1, and 5 (1.1%) Grade 2. The revised grading had 456 patients (97.6%) with Grade 0, 
5 (1.1%) with Grade 1, and 6 (1.3%) with Grade 2. Patients with Grade 2 yielded a sensitivity of 
62.5% (95% confidence interval, 24.5-91.5), specificity of 100% (95% confidence interval, 99.2-
100.0), positive predictive value of 100% (95% confidence interval, 97.0-100.0), and negative 
predictive value of 99.4% (95% confidence interval, 98.4-99.7). Any sonographic suspicion of 
placenta accreta spectrum (Grade 1 or Grade 2) had a sensitivity of 75% (95% confidence interval, 
34.9-96.8), specificity of 95.9% (95% confidence interval, 93.6-97.5), positive predictive value of 24% 
(95% confidence interval, 14.8-36.4), and negative predictive value of 99.6% (95% confidence 
interval, 98.5-99.9). The blinded image review yielded a better specificity (99.1% vs 95.9%; P=.001) 
and a positive predictive value (63.6% vs 24%; P=.02) with similar sensitivity (87.5% vs 75%; P=.52) 
and negative predictive value (99.8% vs 99.6%; P=.55). Conclusion(s): Transvaginal ultrasound 
between 11 and 14 weeks' gestation in women a with prior cesarean delivery can identify at least 3 
of 4 cases of placenta accreta spectrum. A finding of placental implantation within the scar niche has 
high positive predictive value for placenta accreta spectrum. Prospective studies are needed to 
assess routine screening for placenta accreta spectrum at 11 to 14 weeks' gestation in women with a 
prior cesarean delivery.Copyright © 2020 Elsevier Inc. 
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3. First trimester serum PIGF is associated with placenta accreta. 

Author(s): Wang, Fengge; Zhang, Lihua; Zhang, Fanyong; Wang, Jishui; Wang, Yangping; Man, 
Dongmei 

Source: Placenta; Nov 2020; vol. 101 ; p. 39-44 

Publication Date: Nov 2020 

Publication Type(s): Journal Article 

PubMedID: 32916477 

Abstract:OBJECTIVESIn this retrospective study, we investigated whether first trimester serum 
placental growth factor (PIGF) differed amongst pregnancies with placenta previa-accreta and non-
adherent placenta previa and healthy pregnancies.METHODSIn 1 January 2017-30 September 2019, 
a total of 177 pregnant females were included in the study, as follows: 35 cases of placenta previa-
accreta, 30 cases of non-adherent placenta previa, and 112 cases of age and BMI-matched, healthy 
pregnant controls. PIGF multiples of the median (MoM) were acquired from laboratory data files. 
The predictor of placenta accreta was analyzed by using multiple logistic regression 
analysis.RESULTSPIGF MoM of placenta previa-accreta group was significantly higher than those of 
the non-adherent placenta previa group and control group (p = 0.0098 < 0.01, p = 0.0002 < 0.01). 
Serum PIGF was found to be significantly positively associated with placenta accreta after adjusted 

gestational week at time of blood sampling, BMI, and age (OR: 4.83; 95% CI: 1.91-12.24；
p = 0.0009 < 0.01). In addition, previous cesarean section history (OR: 2.75; 95% CI: 1.23-6.17; 
p = 0.014 < 0.05) and smoking (OR: 9.17; 95% CI: 1.69-49.62; p = 0.010 < 0.05) were also significantly 
associated with placenta accreta.CONCLUSIONIncreased first trimester serum PIGF was significantly 
positively associated with placenta accreta, suggesting that the potential role of PIGF in identifying 
pregnancies at high risk for placenta accreta. Previous cesarean section history and smoking may be 
the risk factors for accreta in placenta previa patients. 
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4. Prospective First-Trimester Ultrasound Imaging of Low Implantation and Placenta Accreta 
Spectrum. 

Author(s): Happe, Sarah K; Rac, Martha W F; Moschos, Elysia; Wells, C Edward; Dashe, Jodi S; 
McIntire, Donald D; Twickler, Diane M 

Source: Journal of ultrasound in medicine : official journal of the American Institute of Ultrasound in 
Medicine; Oct 2020; vol. 39 (no. 10); p. 1907-1915 

Publication Date: Oct 2020 

Publication Type(s): Journal Article 

PubMedID: 32374433 

Abstract:OBJECTIVESTo prospectively evaluate low implantation of the gestational sac and other 
first-trimester ultrasound (US) parameters for prediction of placenta accreta spectrum 
(PAS).METHODSWomen with a diagnosis of low implantation on clinically indicated first-trimester US 
underwent a transvaginal US examination at 10 to 13 weeks' gestation to assess the trophoblast 
location, anechoic areas, bridging vessels, and smallest myometrial thickness (SMT). The placental 
location was evaluated in the second trimester, and serial US examinations were performed in cases 
of low placentation. Placenta accreta spectrum was based on clinical findings and confirmed by 
histologic results.RESULTSOf 68 women, 40 (59%) had prior cesarean delivery (CD). Hysterectomy 
was performed in 8, all with prior CD. Of these, 7 (88%) had US suspicion of PAS. In 16 with prior CD 
and basalis overlying the internal os, 9 (56%) had second-trimester placenta previa, and 7 of 9 (78%) 
underwent hysterectomy with pathologic confirmation of PAS. Of 28 without prior CD, there were 
no cases of persistent low placentation in the third trimester regardless of the trophoblast location. 
Ultrasound parameters associated with PAS were a smaller distance from the inferior trophoblastic 
border to the external os, disruption of the bladder-serosal interface, bridging vessels, anechoic 
areas, and the SMT. In women with prior CD, use of the SMT in the sagittal plane yielded an area 
under the receiver operating characteristic curve of 0.96 (95% confidence interval, 0.91-
1.00).CONCLUSIONSFirst-trimester low implantation increases the risk of persistent placenta previa 
and PAS in women with prior CD. All parameters were associated with PAS, the most predictive 
being the SMT. 
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5. Value of first-trimester ultrasound in prediction of third-trimester sonographic stage of placenta 
accreta spectrum disorder and surgical outcome. 

Author(s): Calí, G; Timor-Tritsch, I E; Forlani, F; Palacios-Jaraquemada, J; Monteagudo, A; Kaelin 
Agten, A; Flacco, M E; Khalil, A; Buca, D; Manzoli, L; Liberati, M; D'Antonio, F 

Source: Ultrasound in obstetrics & gynecology : the official journal of the International Society of 
Ultrasound in Obstetrics and Gynecology; Apr 2020; vol. 55 (no. 4); p. 450-459 

Publication Date: Apr 2020 

Publication Type(s): Journal Article 

PubMedID: 31788885 

Available  at Ultrasound in obstetrics & gynecology : the official journal of the International Society 
of Ultrasound in Obstetrics and Gynecology -  from Wiley Online Library  

Abstract:OBJECTIVESTo explore whether early first-trimester ultrasound can predict the third-
trimester sonographic stage of placenta accreta spectrum (PAS) disorder and to elucidate whether 
combining first-trimester ultrasound findings with the sonographic stage of PAS disorder can stratify 
the risk of adverse surgical outcome in women at risk for PAS disorder.METHODSThis was a 
retrospective analysis of prospectively collected data from women with placenta previa, and at least 
one previous Cesarean delivery (CD) or uterine surgery, for whom early first-trimester (5-7 weeks' 
gestation) ultrasound images could be retrieved. The relationship between the position of the 
gestational sac and the prior CD scar was assessed using three sonographic markers for first-
trimester assessment of Cesarean scar (CS) pregnancy, reported by Calí et al. (crossover sign (COS)), 
Kaelin Agten et al. (implantation of the gestational sac on the scar vs in the niche of the CS) and 
Timor-Tritsch et al. (position of the center of the gestational sac below vs above the midline of the 
uterus), by two different examiners blinded to the final diagnosis and clinical outcome. The primary 
aim of the study was to explore the association between first-trimester ultrasound findings and the 
stage of PAS disorder on third-trimester ultrasound. Our secondary aim was to elucidate whether 
the combination of first-trimester ultrasound findings and sonographic stage of PAS disorder can 
predict surgical outcome. Logistic regression analysis and area under the receiver-operating-
characteristics curve (AUC) were used to analyze the data.RESULTSOne hundred and eighty-seven 
women with vasa previa were included. In this cohort, 79.6% (95% CI, 67.1-88.2%) of women 
classified as COS-1, 94.4% (95% CI, 84.9-98.1%) of those with gestational-sac implantation in the 
niche of the prior CS and 100% (95% CI, 93.4-100%) of those with gestational sac located below the 
uterine midline, on first-trimester ultrasound, were affected by the severest form of PAS disorder 
(PAS3) on third-trimester ultrasound. On multivariate logistic regression analysis, COS-1 (odds ratio 
(OR), 7.9 (95% CI, 4.0-15.5); P < 0.001), implantation of the gestational sac in the niche (OR, 29.1 
(95% CI, 8.1-104); P < 0.001) and location of the gestational sac below the midline of the uterus (OR, 
38.1 (95% CI, 12.0-121); P < 0.001) were associated independently with PAS3, whereas parity 
(P = 0.4) and the number of prior CDs (P = 0.5) were not. When translating these figures into 
diagnostic models, first-trimester diagnosis of COS-1 (AUC, 0.94 (95% CI, 0.91-0.97)), pregnancy 
implantation in the niche (AUC, 0.92 (95% CI, 0.89-0.96)) and gestational sac below the uterine 
midline (AUC, 0.92 (95% CI, 0.88-0.96)) had a high predictive accuracy for PAS3. There was an 
adverse surgical outcome in 22/187 pregnancies and it was more common in women with, 
compared to those without, COS-1 (P < 0.001), gestational-sac implantation in the niche (P < 0.001) 
and gestational-sac position below the uterine midline (P < 0.001). On multivariate logistic regression 
analysis, third-trimester ultrasound diagnosis of PAS3 (OR, 4.3 (95% CI, 2.1-17.3)) and first-trimester 
diagnosis of COS-1 (OR, 7.9 (95% CI, 4.0-15.5); P < 0.001), pregnancy implantation in the niche (OR, 
29.1 (95% CI, 8.1-79.0); P < 0.001) and position of the sac below the uterine midline (OR, 6.6 (95% CI, 
3.9-16.2); P < 0.001) were associated independently with adverse surgical outcome. When 
combining the sonographic coordinates of the three first-trimester imaging markers, we identified 
an area we call high-risk-for-PAS triangle, which may enable an easy visual perception and 
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application of the three methods to prognosticate the risk for CS pregnancy and PAS disorder, 
although it requires validation in large prospective studies.CONCLUSIONSEarly first-trimester 
sonographic assessment of pregnancies with previous CD can predict reliably ultrasound stage of 
PAS disorder. Combination of findings on first-trimester ultrasound with second- and third-trimester 
ultrasound examination can stratify the surgical risk in women affected by a PAS disorder. Copyright 
© 2019 ISUOG. Published by John Wiley & Sons Ltd. 
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6. Laparoscopic hysterectomy to manage uterine rupture due to placenta percreta in the first 
trimester: A case report. 

Author(s): Lee, Fan; Zahn, Katelin; Knittel, Andrea K; Morse, Jessica; Louie, Michelle 

Source: Case reports in women's health; Jan 2020; vol. 25 ; p. e00165 

Publication Date: Jan 2020 

Publication Type(s): Journal Article 

PubMedID: 31886137 

Available  at Case reports in women's health -  from Unpaywall  

Abstract:Placenta percreta causing uterine rupture is a rare complication of pregnancy. It is most 
commonly diagnosed after the second trimester and can lead to significant morbidity necessitating 
abdominal hysterectomy of a gravid or immediately postpartum uterus. We describe a patient who 
presented with abdominal pain at 13 weeks of gestation and was diagnosed with placenta percreta 
during laparoscopy for presumed appendicitis. Intraoperatively, placenta was seen perforating the 
uterine fundus and 1 l of hemoperitoneum was evacuated. However, the uterus was hemostatic and 
the patient was stable, so the procedure was terminated. The patient was then transferred to a 
tertiary care center, where she ultimately underwent an uncomplicated laparoscopic gravid 
hysterectomy. We conclude that placenta percreta can occur in the first trimester even in patients 
without traditional risk factors. In stable patients, it is appropriate to consider minimally invasive 
hysterectomy with utilization of specific techniques to minimize intraoperative blood loss. 
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7. Significance of the routine first-trimester antenatal screening program for aneuploidy in the 
assessment of the risk of placenta accreta spectrum disorders. 

Author(s): Penzhoyan, Grigory A; Makukhina, Tatiana B 

Source: Journal of perinatal medicine; Dec 2019; vol. 48 (no. 1); p. 21-26 

Publication Date: Dec 2019 

Publication Type(s): Journal Article 

PubMedID: 31730533 

Abstract:Objective To select a group at high risk of placenta accreta spectrum disorders (PAS) based 
on the data of serum screening in the first trimester. Methods A retrospective analysis of 48 patients 
with abnormal placental location (AP), including placenta previa (PP) only (n = 23) and PP and PAS 
(n = 25), was performed. Additionally, the AP group was divided depending on the blood loss 
volume: not higher than 1000 mL (LBL) (n = 29) and higher than 1000 mL (HBL) (n = 19); diagnostic 
term of PAS by ultrasound, data pregnancy-associated plasma protein-A (РAРР-A) and free β subunit 
of human chorionic gonadotropin (free β-hCG) multiple of median (MоM) at 11+0-13+6 weeks of 
gestation were evaluated. Serological markers were compared with the data of 39 healthy pregnant 
women with scar after previous cesarean section and normal placental location (control). Results 
The mean gestation at diagnostic term of PAS was 29 weeks. PAPP-Р MоM *mean (M) ± standard 
deviation (SD)+ was: in controls, 1.07 ± 0.47; in the AP group, 1.59 ± 0.24; in PP, 1.91 ± 1.52; in PAS, 
1.30 ± 0.85; in LBL, 1.37 ± 1.20; in HBL, 1.91 ± 1.24. The difference between control/AP, control/PP, 
control/PAS, PP/PAS, control/LBL, control/HBL and LBL/HBL was Р = 0.256, 0.145, 0.640, 0.311, 
0.954, 0.025 and 0.09, respectively. Free β-hCG MoM (M ± SD) was: in controls, 1.08 ± 0.69, in AP, 
1.31 ± 0.96; in PP, 1.46 ± 0.19; in PAS, 1.16 ± 0.65; in LBL, 1.30 ± 0.06; in HBL, 1.32 ± 0.78. Comparison 
of free β-hCG AP with controls and between subgroups did not reveal a significant difference. 
Conclusion Underestimation of PAS risk factors in pregnant women with AP leads to late diagnostics 
of pathology only in the third trimester. The assessment of the РAРР-A level in the first trimester 
may be helpful for the early prognosis of pathological blood loss at delivery for pregnant women 
with AP and for forming the high-risk group for PAS. 
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8. First-trimester abortion complicated with placenta accreta: A systematic review. 

Author(s): Wang, Yeou-Lih; Weng, Shih-Shien; Huang, Wen-Chu 

Source: Taiwanese journal of obstetrics & gynecology; Jan 2019; vol. 58 (no. 1); p. 10-14 

Publication Date: Jan 2019 

Publication Type(s): Journal Article Systematic Review 

PubMedID: 30638461 

Available  at Taiwanese journal of obstetrics & gynecology -  from Free Medical Journals . com  

Available  at Taiwanese journal of obstetrics & gynecology -  from Unpaywall  

Abstract:Placenta accreta is a potentially life-threatening condition that may complicate a first-
trimester abortion in rare occasions, and it can be difficult to recognize. We reviewed the literature 
in PubMed-indexed English journals through August 2018 for first-trimester postabortal placenta 
accreta, after which 19 articles and 23 case reports were included. The risk factors for the 
development of abnormal placentation are previous cesarean section (87%), previous history of 
uterine curettage (43.5%), and previous history of surgical evacuation of a retained placenta (4.3%). 
Ten patients (43.5%) had an advanced age (≧35 years). Most patients clinically presented with 
vaginal bleeding, ranging from intermittent or irregular bleeding, persistent bleeding, and profuse or 
massive bleeding. The onset of symptoms might be during the intra- or immediate postoperative 
period. Some patients had delayed symptoms 1 week to 2 years postoperatively. Conservative 
management may be attempted as the primary rescue, including uterine artery embolization (UAE), 
transcatheter arterial chemoembolization (TACE) with dactinomycin, and laparoscopic hysterotomy 
with placental tissue removal. However, most reports in the literature suggested either abdominal 
or laparoscopic hysterectomy as the definitive treatment for first-trimester postabortal placenta 
accreta. High index of clinical suspicion with anticipation of placenta accreta in early pregnancy is 
highly essential for timely diagnosis, providing the physician better opportunities to promptly 
manage this emergent condition and improve outcomes. 
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9. Placenta Percreta and Uterine Rupture in the First Trimester of Pregnancy. 

Author(s): Ambrogi, Gabriel; Ambrogi, Gilberto; Marchi, Ailton Augustinho 

Source: Case reports in obstetrics and gynecology; 2018; vol. 2018 ; p. 6842892 

Publication Date: 2018 
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Available  at Case reports in obstetrics and gynecology -  from Free Medical Journals . com  
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Abstract:Spontaneous uterine rupture in the first trimester of pregnancy is uncommon and difficult 
to diagnose. Although extremely rare, it is important to consider the occurrence of placenta percreta 
as differential diagnosis of acute hemorrhagic abdomen at the beginning of pregnancy. We describe 
below a case of uterine rupture in the first trimester of pregnancy related to placenta percreta. 

Database: Medline 
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Gestation with Undiagnosed Placenta Accreta. 
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Source: Cureus; Nov 2018; vol. 10 (no. 11); p. e3562 

Publication Date: Nov 2018 
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PubMedID: 30648094 

Available  at Cureus -  from Europe PubMed Central - Open Access  
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Abstract:Placenta accreta is abnormal placental attachment to the myometrium, and the incidence 
rate has risen with the increased use of Cesarean sections. First-trimester placenta accreta is a rare, 
potentially life-threatening condition due to the severe hemorrhage it may cause, necessitating a 
hysterectomy. We present a case of a 38-year-old woman with a history of two Cesarean section 
deliveries who developed severe bleeding during curetting due to undiagnosed placenta accreta. 
Unilateral uterine and ovarian arterial ligations were performed to reduce expected bleeding along 
with a local resection of the placental implantation site that was invading the old scar. This 
procedure was effective with fewer complications than traditional procedures and preserved the 
patient's fertility. 

Database: Medline 

 

11. Placenta percreta presenting with marked hemoperitoneum in the first trimester of 
pregnancy: A case report 

Author(s): Abbas A.M.; Michael A.; Ali S.S.; Abdalmageed O.S. 

Source: Middle East Fertility Society Journal; Sep 2018; vol. 23 (no. 3); p. 251-253 

Publication Date: Sep 2018 

Publication Type(s): Article 

Available  at Middle East Fertility Society Journal -  from Unpaywall  

Abstract:Placenta percreta is defined as abnormal infiltration of placental tissue through the uterine 
wall. Placenta percreta detected in the first trimester of pregnancy is very rare and only few cases 
were reported. Here we present a case of 27-year-old female patient G3P2, pregnant 10 weeks with 
previous 2 cesarean sections presented with marked hemoperitoneum. Abdominal exploration 
revealed placenta percreta invading the uterine scar causing uterine rupture. Conservative 
management was done with uterine repair and bilateral uterine artery ligation. No placental tissue 
was left in situ. The patient was discharged from the hospital in a good health.Copyright © 2017 
Middle East Fertility Society 

Database: EMBASE 

 

 

 

 

 

 

http://europepmc.org/search?query=(DOI:10.7759/cureus.3562)
https://gateway.proquest.com/openurl?ctx_ver=Z39.88-2004&res_id=xri:pqm&req_dat=xri:pqil:pq_clntid=31437&rft_val_fmt=ori/fmt:kev:mtx:journal&genre=article&issn=2168-8184&volume=10&issue=11&spage=e3562
https://assets.cureus.com/uploads/case_report/pdf/15402/1546989284-20190108-2965-1uzrfkf.pdf
https://doi.org/10.1016/j.mefs.2017.11.001


12. An abnormally invasive placenta complicating a mid-trimester abortion: A case report 
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Abstract:Introduction: The incidence of placental adhesive disorders is increasing globally and is 
associated with significant maternal morbidity. The placenta is routinely evaluated during the 
second and third trimester of pregnancy, however an abnormally invasive placenta has the potential 
to complicate pregnancies prior to this gestation, for example with miscarriage or abortion. Here we 
present a case of placenta increta complicating a mid-trimester abortion. Case Summary: A 42-year-
old G8P4+1 underwent mid trimester abortion with misoprostol dilatation and evacuation under 
ultrasound guidance, on the background of multiple risk factors for placental adhesive disorder. The 
procedure was complicated by excessive bleeding (EBL 1000 mL). One month post procedure she 
represented to hospital with ongoing vaginal bleeding and an ultrasound demonstrated retained 
products of conception with sonographic characteristics of placental adhesive disorder. Following 
counselling, she underwent total abdominal hysterectomy. Histopathology confirmed presence of 
retained placental tissue consistent with placenta increta. Discussion(s): This case demonstrates the 
ability for an abnormally invasive placenta to complicate a pregnancy at any gestation, and raises 
questions regarding earlier investigation for women at risk. Investigation of the placenta earlier in 
pregnancy is not currently part of routine practice however a recent systematic review found that 
ultrasound signs suggestive of an abnormally invasive placenta are already present during the first 
trimester. However there is no current consensus on appropriate diagnostic criteria or predictive 
value of imaging and as such we need further research to determine if it may be of clinical use. 
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Abstract:Two patients with placenta percreta underwent uterine artery embolization (UAE) for 
abnormally invasive placenta (AIP) in the first trimester. Patient 1 had a 9-week cervical ectopic, 
while Patient 2 had a 9-week cesarean scar pregnancy. Elective termination of pregnancy was 
performed in both patients. UAE was performed with tris-acryl gelatin microspheres as well as 
gelfoam until stasis and was repeated in cases of revascularization. Both patients were followed with 
US/MRI/MRA scans and β-hCG levels. Revascularization occurred in both patients following UAE, 
requiring multiple embolizations to achieve complete placental involution. Serial bland UAE may be 
an effective technique in the treatment of first-trimester AIP, with the distinct advantage of 
maintaining a patient's fertility.LEVEL OF EVIDENCELevel IV. 
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review and meta-analysis. 
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Abstract:OBJECTIVESThe primary aim of this systematic review was to ascertain whether ultrasound 
signs suggestive of abnormally invasive placenta (AIP) are present in the first trimester of pregnancy. 
Secondary aims were to ascertain the strength of association and the predictive accuracy of such 
signs in detecting AIP in the first trimester.METHODSAn electronic search of MEDLINE, EMBASE, 
CINAHL and Cochrane databases (2000-2016) was performed. Only studies reporting on first-
trimester diagnosis of AIP that was subsequently confirmed in the third trimester either during 
operative delivery or by pathological examination were included. Meta-analysis of proportions, 
random-effects meta-analysis and hierarchical summary receiver-operating characteristics curve 
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analysis were used to analyze the data.RESULTSSeven studies, involving 551 pregnancies at high risk 
of AIP, were included. At least one ultrasound sign suggestive of AIP was detected in 91.4% (95% CI, 
85.8-95.7%) of cases with confirmed AIP. The most common ultrasound feature in the first trimester 
of pregnancy was low implantation of the gestational sac close to a previous uterine scar, which was 
observed in 82.4% (95% CI, 46.6-99.8%) of cases. Anechoic spaces within the placental mass 
(lacunae) were observed in 46.0% (95% CI, 10.9-83.7%) and a reduced myometrial thickness in 66.8% 
(95% CI, 45.2-85.2%) of cases affected by AIP. Pregnancies with a low implantation of the gestational 
sac had a significantly higher risk of AIP (odds ratio, 19.6 (95% CI, 6.7-57.3)), with a sensitivity and 
specificity of 44.4% (95% CI, 21.5-69.2%) and 93.4% (95% CI, 90.5-95.7%), 
respectively.CONCLUSIONSUltrasound signs of AIP can be present during the first trimester of 
pregnancy, even before 11 weeks' gestation. Low anterior implantation of the placenta/gestational 
sac close to or within the scar was the most commonly seen early ultrasound sign suggestive of AIP, 
although its individual predictive accuracy was not high. Copyright © 2017 ISUOG. Published by John 
Wiley & Sons Ltd. 
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Publication Date: Jan 2018 

Publication Type(s): Journal Article 
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Abstract:OBJECTIVEThe aim of this study is to determine whether there is a relationship between 
first trimester serum pregnancy-associated plasma protein A (PAPP-A) and free beta human 
chorionic gonadotropin (fβhCG) MoM values and placenta accreta in women who had placenta 
previa.STUDY DESIGNA total of 88 patients with placenta previa who had first trimester aneuploidy 
screening test results were enrolled in the study. Nineteen of these patients were also diagnosed 
with placenta accreta. As probable markers of excessive placental invasion, serum PAPP-A and 
fβhCG MoM values were compared in two groups with and without placenta 
accreta.RESULTSPatients with placenta accreta had higher statistically significant serum PAPP-A 
(1.20 versus 0.865, respectively, p = 0.045) and fβhCG MoM (1.42 versus 0.93, respectively, 
p = 0.042) values than patients without accreta.CONCLUSIONSHigher first trimester serum PAPP-A 
and fβhCG MoM values seem to be associated with placenta accreta in women with placenta previa. 
Further studies are needed to use these promising additional tools for early detection of placenta 
accreta. 
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16. Placenta Percreta in First Trimester after Multiple Rounds of Failed Medical Management for a 
Missed Abortion. 
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Abstract:BackgroundThe detection of a morbidly adherent placenta (MAP) in the first trimester is 
rare. Risk factors such as multiparity, advanced maternal age, prior cesarean delivery, prior 
myomectomy, placenta previa, or previous uterine evacuation place patients at a higher risk for 
having abnormal placental implantation. If these patients have a first trimester missed abortion and 
fail medical management, it is important that providers have a heightened suspicion for a 
MAP.CaseA 24-year-old G4P3003 with 3 prior cesarean deliveries underwent multiple rounds of 
failed medical management for a missed abortion. She had a dilation and curettage that was 
complicated by a significant hemorrhage and ultimately required an urgent 
hysterectomy.ConclusionWhen patients fail medical management for a missed abortion, providers 
need to assess the patient's risk factors for a MAP. If risk factors are present, a series of specific 
evaluations should be triggered to rule out a MAP and help further guide management. Early 
diagnosis of a MAP allows providers to coordinate a multidisciplinary treatment approach and 
thoroughly counsel patients. Ensuring adequate resources and personnel at a tertiary hospital is 
essential to provide the highest quality of care and improve outcomes. 
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17. Placenta Percreta-Induced Uterine Rupture at 7th Week of Pregnancy After In Vitro 
Fertilization in a Primigravida Woman: Case Report. 

Author(s): Cho, Moon Kyoung; Ryu, Hyun Kyung; Kim, Chul Hong 

Source: The Journal of emergency medicine; Jul 2017; vol. 53 (no. 1); p. 126-129 

Publication Date: Jul 2017 

Publication Type(s): Case Reports Journal Article 

PubMedID: 28258880 

Abstract:BACKGROUNDPlacenta percreta is the most severe form of abnormal placental 
attachment. Spontaneous uterine rupture due to placenta percreta is extremely rare and difficult to 
diagnose in the first trimester. Most prior cases were associated with some risk factor for placenta 
percreta. We report a case of placenta percreta-induced spontaneous uterine rupture at the 7th 
week of pregnancy after in vitro fertilization in a primigravida woman who was not otherwise at risk 
of placenta percreta.CASE REPORTA 34-year-old, primigravida woman at the 7th week of pregnancy 
presented with sudden severe abdominal pain. The patient was impregnated by frozen embryo 
transfer. The patient's antenatal course was unremarkable and she had no risk factor for placenta 
percreta. An emergency laparotomy was performed to diagnose the cause of hemoperitoneum and 
the operative findings included a hemoperitoneum of 2000 mL and a fundal uterine defect of 
3 × 2 cm with placental tissue penetrating through the uterine serosa. Histopathologic examination 
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confirmed the diagnosis of placenta percreta. WHY SHOULD AN EMERGENCY PHYSICIAN BE AWARE 
OF THIS?: Placenta percreta is associated with serious morbidity and mortality during pregnancy, but 
it is quite rare and difficult to diagnosis in the first trimester. Emergency physicians should suspect 
uterine rupture due to placenta percreta in pregnant women with abdominal pain even in their first 
trimester of pregnancy and without risk factors of placenta percreta, especially in in vitro 
fertilization pregnancies. 
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Abstract:OBJECTIVES: To describe the first trimester diagnosis and assessment of a rare case 
involving a caesarean scar ectopic pregnancy associated with placenta accreta. METHOD(S): A G2C1, 
35 yo pregnant woman was admitted at emergency room complaining of 15 days of lower 
abdominal pain and slight vaginal bleeding. Transvaginal ultrasound evaluation revealed an 8 week''s 
pregnancy with a chorionic hematoma as large as 80% of the size of the gestational sac, subjective 
thinning of the myometrium overlying the placenta and increased vascular spaces with turbulent 
blood flow on Doppler evaluation at the site of implantation. MRI and conventional abdominal 
ultrasound showed the chorionic hematoma towards the cervical canal and a lower implantation of 
the placenta with compromise of the caesarean scar without extra uterine invasion. RESULT(S): As 
an adjunctive treatment, the patient receives a single dose of Methotrexate and with previous 
informed consent overwent to a total hysterectomy without complications. Pathological evaluation 
confirmed the diagnosis of caesarean scar ectopic pregnancy and its association with placenta 
accreta due to localization, absence of decidua basalis and presence of chorionic villi at 
myometrium. CONCLUSION(S): Despite the rare co-existence of these entities, usually considered as 
differential diagnosis, the association of these life-threatening pathologies must be keep in mind to 
lead an accurate diagnosis and a proper management to minimize morbidity and mortality. 
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19. Sonographic appearance of a cesarean scar pregnancy with placenta percreta invading the 
bladder in the first trimester and management with fertility preservation. 
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Publication Date: Mar 2017 

Publication Type(s): Case Reports 

PubMedID: 27219670 
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Abstract:A 36-year-old, gravida 8, para 6, woman with six prior cesarean sections presented at 6 
weeks with a cesarean scar pregnancy. Medical management was performed initially; however, 
subsequent three-dimensional sonographic examinations revealed trophoblastic invasion into the 
bladder. This led to robotic-assisted partial cystectomy, fulguration of invaded pregnancy, and repair 
of the uterine defect. © 2016 Wiley Periodicals, Inc. J Clin Ultrasound 45:163-167, 2017. 
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20. Rare case of spontaneous uterine rupture due to placenta percreta in the first trimester 
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Abstract:Background Placenta percreta is a placental invasion anomaly due to abnormal adherence 
of the placenta to the uterine wall, where chorionic villi perforate the uterine serosa and also 
sometimes into adjacent organs such as the urinary bladder and the anterior abdominal wall. 
Commonest predisposing factors include previous caesarean sections and placenta praevia. Placenta 
percreta is a serious obstetric complication that can cause severe haemorrhage, hypovolaemic shock 
and death. This case is a very rare spontaneous uterine rupture and severe intraperitoneal 
haemorrhage due to placenta percreta at 9 weeks of pregnancy. Case A 36-year-old mother with her 
second pregnancy was admitted to our gynaecology ward with history of per vaginal bleeding and 
abdominal pain for 1 day duration at POA of 9 weeks of gestation. Her first pregnancy was a 
caesarean section due to primi breech which was performed 7 years previously. Her current 
pregnancy was uncomplicated. She was haemodynamically stable with her blood pressure being 
100/70 mmHg and heart rate 86 beats/minutes. Haemoglobin level was 9.3 g/L and platelet level 
was 265 000/mm3. Departmental scan found triple intrauterine sacs (with two live fetuses and one 
collapsing sac) and a significant amount of free fluid. An emergency laparotomy was performed. 
Approximately 1L of blood was removed from the peritoneal cavity. There was a uterine rupture at 
the isthmic level, and the placenta was protruding from the ruptured area and adhered to the 
bladder. Placenta was detached from the bladder (bladder mucosa was intact) and bladder was 
repaired. Subtotal hysterectomy was performed due to severe bleeding from the ruptured uterine 
area. Conclusion Estimated incidence of spontaneous uterine rupture is 1/5000 pregnancies. Most 
uterine ruptures occur in the third trimester and first-trimester uterine rupture is extremely rare. 
However, the differential diagnosis of acute abdomen due to internal haemorrhage during early 
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pregnancy should include placenta-percreta-induced uterine rupture in the presence of highrisk 
factors like previous caesarean sections and lower-lying placenta. 
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21. Exposure to air pollutants during the early weeks of pregnancy, and placenta praevia and 
placenta accreta in the western part of Japan. 

Author(s): Michikawa, Takehiro; Morokuma, Seiichi; Yamazaki, Shin; Fukushima, Kotaro; Kato, 
Kiyoko; Nitta, Hiroshi 

Source: Environment international; 2016; vol. 92 

Publication Date: 2016 

Publication Type(s): Journal Article 

PubMedID: 27164555 

Abstract:BACKGROUNDPlacenta praevia is an obstetric complication involving placental 
implantation in the lower uterine segment. Given the suggested aetiology of placenta praevia, 
adverse biological effects of air pollutants, such as plasma viscosity increment, endothelial 
dysfunction, and systemic inflammation, have the potential to induce low implantation. We explored 
the association between exposure to air pollutants during the pregnancy period up to implantation, 
and placenta praevia, in pregnant Japanese women. The outcome also included placenta accreta, 
which often exists in combination with placenta praevia.METHODSFrom the Japan Perinatal Registry 
Network database, we obtained data on 40,573 singleton pregnant women in western Japan 
(Kyushu-Okinawa Districts) between 2005 and 2010. We assigned pollutant concentrations 
(suspended particulate matter [SPM], ozone, nitrogen dioxide [NO2], and sulphur dioxide [SO2]), 
measured at the nearest monitoring station to the respective delivery hospital of each woman. A 
logistic regression model was used to adjust for several covariates.RESULTSThe odds ratios (ORs) of 
placenta praevia per 10 units increase were 1.12 (95% confidence interval (CI)=1.01-1.23) for SPM 
over 0-4weeks of gestation, and 1.08 (1.00-1.16) for ozone. The association between exposure to 
NO2 and SO2, and praevia, was in the direction of increased risk. SPM exposure during 0-4weeks 
was associated with placenta accreta without praevia (OR=1.33, 95% CI=1.07-1.66). We found no 
association with exposure to air pollutants during 5-12weeks and the second 
trimester.CONCLUSIONSExposure to air pollutants through to implantation was positively associated 
with placenta praevia and accreta. 
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22. Unusual imaging findings of placenta accreta resulting in early hysterectomy in first trimester-
Two case reports. 
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23. A complex case of placenta praevia increta in the first trimester 
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Source: Australian and New Zealand Journal of Obstetrics and Gynaecology; Oct 2016; vol. 56 ; p. 28-
29 

Publication Date: Oct 2016 

Publication Type(s): Conference Abstract 

Abstract:Placenta accreta describes a morbidly adherent placenta. Placenta accreta is commonly 
associated with placenta praevia and is identified in roughly 1 in 2500 pregnancies. With the 
continuing rise in caesarean section rates, combined with advancing maternal age, the incidence of 
placenta praevia and accreta is increasing. This is a case presentation of a 35-year-old woman, 
gravida 2, para 1, who presented acutely unwell to surgical services with suspected appendicitis in 
early pregnancy. Ultrasonography revealed a large fibroid uterus containing a live intra-uterine 
pregnancy with a low lying anterior placenta and the patient was transferred to obstetric care. 
Further USS and magnetic resonance imaging delineated morbidly abnormal placentation with 
placenta praevia increta diagnosed at 12 weeks gestation. Progression of placental invasion required 
careful management and difficult decisions had to be made. Following radiologically assisted 
fetocide the patient became unstable, necessitating hysterectomy. This complex case of a rare, early 
presentation with placenta praevia increta is likely to be an increasingly commonly encountered 
condition. This case demonstrates the need for patient-centred care and a comprehensive 
multidisciplinary team approach to achieve optimal outcomes. 
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24. Placental Sonolucencies in the First Trimester: Incidence and Clinical Significance. 
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Abstract:OBJECTIVESThe aims of this study were to determine the incidence of placental 
sonolucencies on first-trimester screening sonograms in a general obstetric population and assess 
whether these findings are associated with adverse obstetric outcomes.METHODSA retrospective 
cohort analysis of 201 pregnant patients screened at a high-risk prenatal diagnostic center was 
conducted with first-trimester cine clips reviewed by 2 radiologists. Placental sonolucencies were 
defined as intraplacental anechoic or heterogeneous areas 0.7 cm or greater. Obstetric and neonatal 
outcomes were collected by chart review.RESULTSPlacental sonolucencies 0.7 cm or greater were 
seen in 45 (22.4%) of first-trimester ultrasound examinations. The ultrasonographic presence of a 
placenta previa, marginal sinus, and subchorionic hemorrhage was not more common in those with 
placental sonolucencies 0.7 cm or greater (P > 0.05). Sonolucencies were not associated with prior 
cesarean deliveries (P > 0.05). Both the groups with and without sonolucencies 0.7 cm or greater had 
similar rates of antepartum hemorrhage, preeclampsia, preterm delivery, cesarean delivery, 
postpartum hemorrhage, and delivery of small-for-gestational-age infants. One placenta accreta and 
no fetal demises occurred in the study population.CONCLUSIONSPlacental sonolucencies detected 
on first-trimester screening sonograms in the general obstetric population are not predictive of poor 
obstetric outcomes. 
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Abstract:OBJECTIVESThe purpose of this study was to evaluate the association between first-
trimester sonographic findings and morbidly adherent placenta at delivery.METHODSWe conducted 
a retrospective review of all first-trimester sonographic examinations from pregnancies that 
underwent third-trimester sonography for placenta previa or low-lying placenta between September 
1997 and October 2011. Only women with a prior cesarean delivery were included. Transabdominal 
and transvaginal images from these first-trimester studies were reviewed for the following 
sonographic parameters: distance from the inferior border of the gestational sac to the external 
cervical os, location of the decidua basalis, presence of anechoic areas, uterine-bladder interface 
irregularity, and smallest anterior myometrial thickness. Morbidly adherent placentation was 
confirmed on histologic examination of hysterectomy specimens. Statistical methods included 
univariate and multivariate analyses.RESULTSThirty-nine patients met inclusion criteria, of whom 14 
(36%) had confirmed placental invasion. The number of prior cesarean deliveries was significantly 
associated with placental invasion (P < .0001). The only first-trimester sonographic finding 
associated with invasion was the smallest anterior myometrial thickness measured in the sagittal 
plane (P < .02). Multivariate analysis based on these two variables yielded an area under the receiver 
operating characteristic curve of 0.94 (95% confidence interval, 0.87-1.00) and significantly improved 
the prediction of placental invasion compared to using the number of prior cesarean deliveries 
alone.CONCLUSIONSIn women with persistent placenta previa or low-lying placenta and prior 
cesarean delivery, the smallest anterior myometrial thickness on first-trimester sonography 
significantly improved detection of morbidly adherent placenta. 
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27. Low implantation on first trimester ultrasound and subsequent placenta previa and accreta 
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Abstract:OBJECTIVE: Evaluate the presence of placenta previa and accreta at delivery when a low 
implantation is seen on first trimester ultrasound. STUDY DESIGN: This is a prospective study of low 
implantations during first trimester ultrasound between May 2013 and May 2015. Transvaginal 
ultrasound was performed between 11 - 13 completed weeks after clinically indicated ultrasound 
identified a potential low implantation. Pregnancies were considered low implantations if identified 
in the lower third of the uterus by ultrasound, and further defined by the inferior trophoblastic 
border of the gestational sac measuring < 5 cm from external cervical os. The cohort was further 
divided into women with and without a prior cesarean delivery. The placental location was 
reevaluated during a second trimester ultrasound. Placenta accreta was histologically confirmed. 
Maternal demographics, ultrasound and delivery outcomes were recorded. Standard statistical 
analyses were performed. RESULT(S): Sixty-nine patients had low implantations during first trimester 
ultrasound. Of these, 3 women had first trimester losses, 11 were lost to follow-up, and 1 delivered 
at 19 weeks. The remainder of the cohort delivered in the third trimester (78%). None (0 of 37) of 
the women without a history of prior cesarean delivery and 25% (6 of 24) of women with a prior 
cesarean delivery (P<0.01) had placenta previa in the second trimester. Of the 6 women who had 
placenta previa during second trimester ultrasound, 5 persisted at delivery and 4 of these had 
placenta accreta. Distance from the inferior trophoblastic border of the gestational sac to external os 
was similar between women with and without a prior cesarean delivery during first trimester 
ultrasound (4.0+/-0.4cm vs 4.1+/-0.5cm, p=0.5). However, among women with a prior cesarean 
delivery, those with placenta previa with accreta had significantly lower implantation measurements 
during first trimester ultrasound than women without previa or non-adherent placenta previa at 
delivery (3.0+/-0.8cm vs 4.3+/-0.5cm, p<0.01). CONCLUSION(S): Most women with low implantations 
on first trimester ultrasound will not have placenta previa at delivery. In the setting of prior cesarean 
delivery, first trimester implantations <4cm from the external os are high risk for placenta previa 
with accreta. This information may have prognostic implications. 
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28. Massive haemorrhage secondary to placenta percreta in the first trimester: a case report. 

Author(s): Hamid, H a; Zulida, R; Norhafizah, M 

Source: Clinical and experimental obstetrics & gynecology; 2015; vol. 42 (no. 1); p. 101-103 

Publication Date: 2015 

Publication Type(s): Case Reports Journal Article 

PubMedID: 25864292 

Abstract:Placenta percreta detected in the first trimester is a very rare condition. It is a known 
obstetric condition leading to serious maternal morbidity and mortality. High index of clinical 
suspicion and anticipation of placenta percreta is highly essential in early pregnancy as it is difficult 
to diagnose. The authors report on a patient who presented with heavy pervaginal bleeding in week 
9 of pregnancy. Pelvic examination showed a 12-week sized uterus. Ultrasonography revealed a non-
viable fetus. The subsequent emergency curettage performed was complicated by massive 
haemorrhage which required an abdominal hysterectomy performed as a life-saving procedure. 
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29. Lower uterine segment pregnancy (Cesarean Scar Pregnancy and early placenta accreta): A 
rising complication from cesarean section with possible and similar early ultrasound diagnoses and 
management 

Author(s): Awad E.S.E.B.; El-agwany A.S.; El-habashy A.M.; Elmansy A. 

Source: Egyptian Journal of Radiology and Nuclear Medicine; 2015 

Publication Date: 2015 

Publication Type(s): Article In Press 

Available  at Egyptian Journal of Radiology and Nuclear Medicine -  from Free Medical Journals . com  

Available  at Egyptian Journal of Radiology and Nuclear Medicine -  from Unpaywall  

Abstract:Obstetrician should be aware of the diagnosis of abnormal pregnancy whether cesarean 
ectopic or early placenta accreta and considers evaluation of scar with ultrasound. We present a 
patient with this condition that was accurately diagnosed and appropriately treated.Copyright © 
2015 The Authors. 
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30. Abortion hysterectomy at 11 weeks' gestation due to undiagnosed placenta accreta (PA): A 
case report and review of literatures over the past 20 years 

Author(s): Shaamash A.; Houshimi W.; El-Kanzi A.-M.; Ezzat A. 

Source: International Journal of Gynecology and Obstetrics; Oct 2015; vol. 131 

Publication Date: Oct 2015 

Publication Type(s): Conference Abstract 

Abstract:Objectives: Herein we report a case of abortion hysterectomy at 11 weeks' gestation due to 
undiagnosed first trimester placenta accreta. Also we reviewed medical literatures over the past 20 
years for case reports of first trimester PA diagnosed after occurrence of severe bleeding during the 
abortive curettage or in the post abortive period. Method(s): A Case report and a detailed review 
article of 23 similar case presented in English letiratures over the past 20 years. Result(s): In a survey 
of medical literatures over the past 20 years (23 cases) we found that regarding first trimester PA, 
which was diagnosed during the abortive curettage or in the post abortive period (before 12 weeks' 
gestation), hysterectomy was the standard treatment. Conclusion(s): Women at high risk of PA could 
be considered for detailed sonographic examination during the first trimester. Early diagnosis may 
allow earlier elective intervention that prevents maternal morbidity and mortality. Clear evidence 
guiding screening diagnosis and management are needed. Considering the rising rate of Cesarean 
deliveries, the incidence of PA in early gestation will increase. 
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31. Placenta Percreta in First Trimester Leading to Disseminated Intravascular Coagulopathy (DIC): 
A Rare Case Report. 

Author(s): Bansal, Charu Lata; Gupta, Jyotsana; Asthana, Deepti; Kayal, Ankit 

Source: Journal of clinical and diagnostic research : JCDR; Apr 2015; vol. 9 (no. 4); p. QD03 

Publication Date: Apr 2015 

Publication Type(s): Case Reports 

PubMedID: 26023604 

Available  at Journal of clinical and diagnostic research : JCDR -  from Europe PubMed Central - Open 
Access  

Available  at Journal of clinical and diagnostic research : JCDR -  from Free Medical Journals . com  

Available  at Journal of clinical and diagnostic research : JCDR -  from Unpaywall  

Abstract:Placenta percreta is the most severe form of abnormal placental attachment. It is a variant 
of placenta accreta in which chorionic villi penetrate the entire thickness of the myometrium 
through the uterine serosa and may involve the adjacent structures. Literature review shows very 
few cases encountered during the first trimester of pregnancy. A-20-year-old woman with previous 
one cesarean section presented with continuous vaginal bleeding beginning after incomplete 
abortion at seven weeks and six days period of gestation for which she underwent dilatation and 
curettage. MRI revealed irregular heterogeneous signal intensity mass with large area of 
hemorrhage in lower anterior wall extending towards the endometrial cavity suggestive of morbid 
adherent placenta. Following continuous bleeding after repeated curettage for retained, adherent 
placenta her coagulation profile got deranged and DIC developed. Correction of coagulopathy and 
emergency hysterectomy as a life saving measure for placenta percreta was done in our case. 
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32. Uterine rupture due to placenta percreta at 13/40 gestation resulting in hysterectomy 

Author(s): Stubna C.; Frawley N.; Kumarage I. 

Source: BJOG: An International Journal of Obstetrics and Gynaecology; Apr 2015; vol. 122 ; p. 174 

Publication Date: Apr 2015 

Publication Type(s): Conference Abstract 

Available  at BJOG: An International Journal of Obstetrics and Gynaecology -  from Wiley Online 
Library  

Abstract:Introduction Uterine rupture due to placenta percreta is a rare diagnosis. Reviewing the 
literature, it mainly occurs in the second and third trimesters but has also been reported to occur as 
early as 9/40. Risk factors for uterine rupture in pregnancy include previous caesarean section (CS), 
placenta praevia, multiparity and advanced maternal age. Uterine rupture as a result of placenta 
percreta carries high morbidity from haemorrhage due to increased vascularisation at the rupture 
point and can be more dangerous than rupture from a previous CS scar opening alone. There are 
case reports of conservative management including curettage, packing, methotrexate treatment, 
bilateral uterine artery occlusion and primary closure of the defect. However, given the high 
morbidity/mortality associated with uterine rupture, hysterectomy is usually preferred in controlling 
life threatening haemorrhage. Case A 26-year-old G3P1 at 13 + 5/40 gestation presented to our 
Emergency Department (ED) with sudden onset right iliac fossa (RIF) pain radiating to her shoulders. 
Past history included an emergency CS 1 year prior for fetal distress at 2 cm dilatation at 39 weeks 
and a spontaneous first trimester miscarriage. The index pregnancy had been complicated by vaginal 
bleeding but transvaginal ultrasound scans (TV USS) at 10 and 12 weeks had shown a live 
intrauterine pregnancy (IUP) and normal adnexae. On examination the patient appeared unwell but 
vital signs were normal. There were signs of peritonism in the RIF. Cervical excitation and right 
adnexal tenderness were present on vaginal examination. Haemoglobin was 11.5 g/dL. TV USS 
showed free fluid in the pelvis and a live IUP. The patient deteriorated whilst being managed in ED 
and was rushed to theatre following resuscitation. Laparoscopy revealed a massive 
haemoperitoneum with ongoing profuse bleeding and laparotomy was performed. A ruptured 
uterus with placenta extruding through the anterior wall was identified as the bleeding point. The 
fetus was delivered via hysterotomy in an attempt to salvage the uterus. Profuse bleeding continued 
despite removal of the placenta and the patient was unstable. A hysterectomy was performed 
promptly. Estimated blood loss was over 3.5 L. Ten units of blood, ten units of cryoprecipitate, one 
bag of platelets and four units of fresh frozen plasma were transfused. The patient recovered well. 
Histopathology confirmed placenta percreta. Conclusion An acute abdomen in pregnancy should 
have uterine rupture from placenta percreta considered as a differential diagnosis, even in the first 
trimester. 

Database: EMBASE 

 

 

 

 

 

 

 

https://go.openathens.net/redirector/nhs?url=https%3A%2F%2Fonlinelibrary.wiley.com%2Fdoi%2Ffull%2F10.1111%2F14710528.13370


33. Placenta increta as an important cause of uterine mass after first-trimester Curettage (case 
report). 

Author(s): Rouholamin, Safoura; Behnamfar, Fariba; Zafarbakhsh, Azam 

Source: Advanced biomedical research; 2014; vol. 3 ; p. 240 

Publication Date: 2014 

Publication Type(s): Case Reports 

PubMedID: 25538926 

Available  at Advanced biomedical research -  from Europe PubMed Central - Open Access  

Available  at Advanced biomedical research -  from Free Medical Journals . com  

Available  at Advanced biomedical research -  from Unpaywall  

Abstract:Placenta increta during the first trimester of pregnancy is very rare. This report describes 
two cases of placenta increta that caused prolonged vaginal bleeding after a first-trimester abortion. 
We were encountered two cases of placenta increta in October 2012 and May 2013. Case I: A 35-
year-old patient with continues vaginal bleeding from 2 months after curettage due to missed 
abortion in the first trimester. The uterus was large, the human chorionic gonadotropin (BHCG) level 
was 112 mUI/mL and ultrasound showed an echogenic mass in the lower segment of the uterine 
cavity. She was a candidate for curettage but received hysterectomy because of massive vaginal 
bleeding. Pathology reported placenta increta. Case II: A 32-year-old patient in the 12th week of 
gestation with missed abortion. After 6 weeks from curettage, she returned with continues vaginal 
bleeding, BHCG = 55 mUI/mL and sonography showing mixed echo lesion in the uterine cavity like 
hydatiform mole. Total abdominal hysterectomy was performed. Pathology reported placenta 
increta. In patients with a history of recent first-trimester abortion presenting with prolonged 
vaginal bleeding, uterine mass and low-level BHCG, a diagnosis of abnormal placentaion should be 
kept in mind. 
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34. Placenta percreta resulting in incomplete spontaneous abortion in first trimester. 

Author(s): Genc, Mine; Genc, Berhan; Solak, Aynur; Sivrikoz, Oya Nermin 

Source: International journal of fertility & sterility; Oct 2014; vol. 8 (no. 3); p. 347-350 

Publication Date: Oct 2014 

Publication Type(s): Journal Article 

PubMedID: 25379165 

Available  at International journal of fertility & sterility -  from ProQuest (Health Research Premium) - 
NHS Version  

Abstract:Placenta percreta is a rare complication potentially fatal to fetus and the mother. We 
present here a 41-year-old female patient who underwent curettage for incomplete abortion at 
6(th) week of pregnancy. She had persistent vaginal bleeding for 2 months after the curettage, for 
which she was treated with hysterectomy. Preoperative ultrasonography and magnetic resonance 
imaging (MRI) made the diagnosis of placenta percreta. Postoperative pathological examination 
confirmed this diagnosis. 
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35. Abortion hysterectomy at 11 weeks' gestation due to undiagnosed placenta accreta (PA): A 
case report and a mini review of literatures 

Author(s): Shaamash A.H.; Houshimi W.M.; El-Kanzi E.-M.M.; Zakaria A.E. 

Source: Middle East Fertility Society Journal; Sep 2014; vol. 19 (no. 3); p. 147-152 

Publication Date: Sep 2014 

Publication Type(s): Review 

Available  at Middle East Fertility Society Journal -  from Unpaywall  

Abstract:First trimester placenta accreta (PA) is a rare event; there are few reported cases 
worldwide. Herein we report a case of abortion hysterectomy at 11 weeks' gestation due to 
undiagnosed first trimester placenta accreta. Also, we reviewed medical literatures over the past 20 
years for case reports of first trimester PA diagnosed after the occurrence of severe bleeding during 
abortive curettage or in the post abortive period. © 2013 Production and hosting by Elsevier B.V. 
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36. Ultrasound detection of placenta accreta in the first trimester of pregnancy. 

Author(s): Rahimi-Sharbaf, Fatemeh; Jamal, Ashraf; Mesdaghinia, Elaheh; Abedzadeh-Kalahroudi, 
Masoumeh; Niroomanesh, Shirin; Atoof, Fatemeh 

Source: Iranian journal of reproductive medicine; Jun 2014; vol. 12 (no. 6); p. 421-426 

Publication Date: Jun 2014 

Publication Type(s): Journal Article 

PubMedID: 25071851 

Available  at Iranian journal of reproductive medicine -  from PubMed  

Available  at Iranian journal of reproductive medicine -  from PubMed Central  

Abstract:BACKGROUNDPlacenta accreta is considered a life-threatening condition and the main 
cause of maternal mortality. Prenatal diagnosis of placenta accreta usually is made by clinical 
presentation, imaging studies like ultrasound and MRI in the second and third 
trimester.OBJECTIVETo determine accuracy of ultrasound findings for placenta accreta in the first 
trimester of pregnancy.MATERIALS AND METHODSIn a longitudinal study 323 high risk patients for 
placenta accreta were assessed. The eligible women were examined by vaginal and abdominal 
ultrasound for gestational sac and placental localization and they were followed up until the end of 
pregnancy. The ultrasound findings were compared with histopathological examinations as a gold 
standard. The sensitivity, specificity, positive and negative predictive value of ultrasound were 
estimated for the first trimester and compared with other 2 trimesters in the case of repeated 
ultrasound examination.RESULTSUltrasound examinations in the first trimester revealed that 28 
cases had the findings in favor of placenta accreta which ultimately was confirmed in 7 cases. The 
ultrasound sensitivity and specificity for detecting placenta accreta in the first trimester was 41% 
[95% CI: 16.2-62.7] and 88% [95% CI: 88.2-94.6] respectively.CONCLUSIONUltrasound screening for 
placenta accreta in the first trimester of pregnancy could not achieve the high sensitivity as second 
and third trimester of pregnancy. 
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37. Placenta accreta at 16 weeks associated with polyfibromatosis and consecutive hysterectomy-
a case report 

Author(s): Vladareanu R.; Filipescu A.; Boiangiu A.; Vladu C. 

Source: Journal of Maternal-Fetal and Neonatal Medicine; Jun 2014; vol. 27 ; p. 43 

Publication Date: Jun 2014 

Publication Type(s): Conference Abstract 

Abstract:Brief Introduction: Placenta accreta is a potentially life-threatening obstetrical condition 
that requires a multidisciplinary approach. Placenta accreta is defined as a abnormal adherence of 
the placenta to the uterine wall with abnormal attachment of the placental villi through the 
endometrium, directly into the myometrium, due to a defective or an absent decidua basalis. 
Material(s) and Method(s): - Clinical Cases or Summary Results: We report a case of a patient with 
16 weeks amenorrhea, polyfibromatosis and a previous cesarean section 10 years ago. At admission 
she was having mild vaginal bleeding and abdominal pain. She was diagnosed with incomplete 
abortion, polyfibromatosis and underwent dilation and curettage. Due to a massive and persistent 
bleeding, an ultrasound examination was required. There were identified retained adherent 
placenta remains and an emergency total hysterectomy was performed. The histopathological exam 
revealed a polyfibromatous uterus and placenta accreta adherent to isthmic fibroid tumors. 
Conclusion(s): Abnormal placentation in early pregnancy is a rare condition with few cases reported. 
The incidence of placenta accreta is rapidly rising worldwide correlating with the increasing cesarian 
rate. 
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38. Early diagnosis of placenta accreta: An ultrasound clinical challenge 

Author(s): Giorgi L.; Giorgini S.; Spinelli G. 

Source: Journal of Maternal-Fetal and Neonatal Medicine; Jun 2014; vol. 27 ; p. 26 

Publication Date: Jun 2014 

Publication Type(s): Conference Abstract 

Abstract:Brief Introduction: Placenta accreta is an abnormal adherence of placenta to the uterine 
wall. Incidence of placental attachment disorders has increased intensifying cesarean section (CS), 
and other additional uterine surgical procedures (USP). Antenatal diagnosis of placenta accreta is a 
challenge, but its suspicious is useful to plan location, staff and mode of delivery, aiding improved 
outcomes. Material(s) and Method(s): We focus on screening of placenta attachment disorders at 
first trimester, evaluating women at high risk of placenta accreta due to previous history of almost 
one CS and/or USP. Our clinical study, still on progress, plans to perform in this selected group an 
early (within 12 + 6 weeks) transvaginal ultrasound (TU) to individuate precociously patients with 
placenta lower implantation. Cases with placenta overlapping the section scare and or joining the 
internal os should be highlighted. All these patients undergo to TU in the second trimester, and if the 
low implantation persists, also in the third trimester, with Color Doppler and magnetic resonance to 
study placenta lying towards internal os, placenta features, placentalmyometrial interface, and 
placental vascolarisation. Clinical Cases or Summary Results: Performing this study we are able to 
individuate case at high risk of haemorrhage/isterctomy with surgical aspiration in case of early 
pregnancy loss, and to highlight women with placenta accreta in case of evolutive pregnancy to plan 
a safe delivery. Conclusion(s): In conclusion a TU in the first trimester and eventually further 
instrumental studies in high risk women for placental attachment disorders may allow a conservative 
management both at early trimester gestation in case of spontaneous or provocated abortion, and 
at term gestation, to plan time, staff and mode of delivery. 
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A.A.; Patil N.; Popiolek D.; Mittal K.R. 

Source: Ultrasound in obstetrics & gynecology : the official journal of the International Society of 
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Publication Date: Apr 2014 

Publication Type(s): Review 
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Available  at Ultrasound in obstetrics & gynecology : the official journal of the International Society 
of Ultrasound in Obstetrics and Gynecology -  from Wiley Online Library  

Abstract:OBJECTIVE: To determine, by evaluation of histological slides, images and descriptions of 
early (second-trimester) placenta accreta (EPA) and placental implantation in cases of Cesarean scar 
pregnancy (CSP), whether these are pathologically indistinguishable and whether they both 
represent different stages in the disease continuum leading to morbidly adherent placenta in the 
third trimester.METHODS: The database of a previously published review of CSP and EPA was used 
to identify articles with histopathological descriptions and electronic images for pathological review. 
When possible, microscopic slides and/or paraffin blocks were obtained from the original 
researchers. We also included from our own institutions cases of CSP and EPA for which pathology 
specimens were available. Two pathologists examined all the material independently and, blinded to 
each other's findings, provided a pathological diagnosis based on microscopic appearance. 
Interobserver agreement in diagnosis was determined.RESULTS: Forty articles were identified, which 
included 31 cases of CSP and 13 cases of EPA containing histopathological descriptions and/or 
images of the pathology. We additionally included six cases of CSP and eight cases of EPA from our 
own institutions, giving a total of 58 cases available for histological evaluation (37 CSP and 21 EPA) 
containing clear definitions of morbidly adherent placenta. In the 29 cases for which images/slides 
were available for histopathological evaluation, both pathologists attested to the various degrees of 
myometrial and/or scar tissue invasion by placental villi with scant or no intervening decidua, 
consistent with the classic definition of morbidly adherent placenta. Based on the reviewed material, 
cases with a diagnosis of EPA and those with a diagnosis of CSP showed identical histopathological 
features. Interobserver correlation was high (kappa = 0.93).CONCLUSIONS: EPA and placental 
implantation in CSP are histopathologically indistinguishable and may represent different stages in 
the disease continuum leading to morbidly adherent placenta in the third trimester.Copyright © 
2013 ISUOG. Published by John Wiley & Sons Ltd. 
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41. Elevated first trimester PAPP--a is associated with increased risk of placenta accreta. 
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Source: Prenatal diagnosis; Feb 2014; vol. 34 (no. 2); p. 159-162 

Publication Date: Feb 2014 

Publication Type(s): Journal Article 

PubMedID: 24226752 

Available  at Prenatal diagnosis -  from Wiley Online Library  

Abstract:OBJECTIVESThe objective of this article is to determine whether there were differences in 
first trimester serum analytes between cases of placenta previa with and without 
accreta.METHODSCases of placenta previa in which the patient had first trimester aneuploidy 
screening were identified. Pregnancy-associated plasma protein A (PAPP-A) and free beta human 
chorionic gonadotropin (fbhCG) MoMs were compared with those with an accreta. Accreta cases 
were also compared with published distributions to determine significance and to develop likelihood 
ratios based on MoM values.RESULTSEighty-two cases of previa were identified, including 16 with a 
histological diagnosis of placenta accreta. The median PAPP-A MoM of 1.68 in accreta was 
significantly greater than that of 0.98 in non-accreta (P = 0.002). For fbhCG, the median MoM was 
1.00 and 1.01 in accreta and non-accreta, respectively. Of the 16 patients with accreta, 14 (87.5%, 
95% confidence interval: [61.6%, 98.4%]) had PAPP-A MoM above 1.0. Six of 16 (37.5%) accreta 
cases were above the 90th percentile of the unaffected distribution. The likelihood ratios for accreta 
were 0.5, 2.0, and 3.0. PAPP-A MoMs were 0.19, 2.11, and 4.27, respectively.CONCLUSIONSFirst 
trimester PAPP-A levels may be useful in identifying pregnancies at high risk for placenta accreta. 
Larger studies could incorporate both clinical and biochemical data into a risk algorithm. 
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42. Placental accreta and first and second trimester maternal serum markers and characteristics 

Author(s): Lyell D.; Faucett A.; Blumenfeld Y.; Druzin M.; El-Sayed Y.; Baer R.; Currier R.; Jelliffee-
Pawlowski L.; Shaw G. 

Source: American Journal of Obstetrics and Gynecology; Jan 2014; vol. 210 (no. 1) 

Publication Date: Jan 2014 

Publication Type(s): Conference Abstract 

Abstract:OBJECTIVE: To examine the association between placenta accreta in pregnancies with 
placenta previa, routinely collected first and second trimester maternal serum markers, and 
maternal characteristics. STUDY DESIGN: Cases (previa with accreta) and controls (previa without 
accreta) were drawn from a sample of 140,577 singleton pregnancies with first and second trimester 
prenatal screening in 2009 and 2010 through the California Prenatal Screening Program. Pregnancies 
with aneuploidy (n=237) and neural tube or abdominal wall defects (n=124) were excluded. Placenta 
accreta was determined by paired ICD-9 coding of placenta previa and retained placenta using 
hospital discharge records. Serum markers included first trimester pregnancy-associated plasma 
protein A (PAPP-A) and human chorionic gonadotropin (hCG), and second trimester alpha-
fetoprotein (AFP), hCG, unconjugated estriol (uE3), and inhibin (INH). Analyses utilized logistic 
binomial regression to compare pregnancies with placenta previa and accreta (n = 39) with 
pregnancies with placental previa and no accreta (n =844). Comparisons were made with respect to 
serum markers and maternal characteristics using adjusted odds ratios (aORs) and their 95% 
confidence intervals (CIs). RESULT(S): First trimester PAPP-A > 95th percentile was associated with a 
more than six-fold increased risk for placenta accreta (aOR 6.67, 95% CI 2.27-19.6). 1 and >= 2 prior 
cesarean deliveries (CDs) were associated with more than 3-fold and 17-fold increased risks for 
placenta accreta, respectively (aORs 3.51 to 17.00, 95% CIs 1.29 to 47.10). Interpregnancy interval 
(IPI) >= 60 months was associated with a decreased risk of placenta accreta, (0.30, 95% CI 0.01 to 
0.95) (Table 1). CONCLUSION(S): Among women with placenta previa, we observed a strong 
increased risk for placenta accreta with elevated first trimester PAPP-A and a strong decreased risk 
when IPI was prolonged (>= 60 months). These novel associations may inform the diagnosis and 
mechanism of placenta accreta and warrant further investigation. (Table presented). 

Database: EMBASE 

 

43. Placenta percreta and uterine rupture at 16 weeks 
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Publication Date: 2013 

Publication Type(s): Article 

PubMedID: 23860897 

Abstract:Placenta percreta is a complication of pregnancy with significant morbidity and mortality 
rates. Spontaneous uterine rupture in early pregnancy due to placenta percreta is rare. We report a 
case of this life-threatening complication occurring at the sixteenth week of gestation. The patient 
presented with signs of shock, acute abdomen, and evidence of hemoperitoneum. The pregnancy 
was viable with a normal ultrasound appearance that created some confusion and there was a 
dilemma in the diagnosis of this case. Various obstetric and surgical causes were taken into 
consideration. The patient was taken to the operating room immediately for exploratory 
laparotomy. She was found to have fundal uterine rupture, which was managed by uterine repair. 
This patient had prior cesarean section and dilatation and curettage; factors well known to 
predispose for placenta percreta. Here, we emphasize the importance of a fast decision and surgical 
intervention to save a patient's life in cases of uterine rupture. 
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Available  at Journal of ultrasound in medicine : official journal of the American Institute of 
Ultrasound in Medicine -  from HighWire - Free Full Text  

Abstract:We assessed 5 patients with histologically/clinically confirmed placenta accreta after first-
trimester abortion. In 4 patients, sonography showed an unclear endometrium, absence of an 
endometrium-myometrium interface, a well-vascularized hyperechoic lesion in the uterine body 
with a low resistive index, and myometrial thinning near the lesion. In 2 patients, contrast-enhanced 
sonography showed rapid irregular lesion enhancement. Chemotherapy reduced the lesions in 3 
patients, and a decreased blood supply increased the resistive index in all lesions. Two patients each 
underwent hysterectomy and uterine curettage. The fifth patient had a cervical pregnancy; 
sonography showed a well-vascularized hyperechoic lesion in an enlarged cervix. Methotrexate 
gradually reduced this lesion. Sonography, especially contrast-enhanced sonography, can detect 
placenta accreta and guide treatment. 
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Abstract:Placenta accreta during the first trimester of pregnancy is rare. Only a few cases of placenta 
accreta manifesting as a uterine mass have been published. Most patients with placenta accreta 
present with vaginal bleeding during or after pregnancy. This report describes a patient with 
placenta accreta that caused vaginal bleeding three years after a first trimester abortion. The patient 
had regular menstruation for three years after the abortion. Initially endometrial cancer or a uterine 
myoma with degeneration was suspected. This is the first report of a placenta accreta detected as a 
uterine mass long after a first trimester abortion with delayed vaginal bleeding. 
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Abstract:BACKGROUNDCesarean section scar pregnancy is a rare ectopic pregnancy that is difficult 
to manage due to high risk of uterine rupture and maternal hemorrhage-a risk that increases with 
gestational age.CASEA 21-year-old, gravida 3 para 2 woman was diagnosed at 13.5 weeks' gestation 
by pelvic ultrasound and magnetic resonance imaging with a cesarean scar ectopic pregnancy and 
placenta increta. Surgical removal of the pregnancy via exploratory laparatomy with intraoperative 
use of vasopressin minimized initial blood loss. However, extraction of the placenta increta resulted 
in uncontrolled bleeding, requiring a supracervical hysterectomy.CONCLUSIONThis is the first case 
report, to our knowledge, of a late-first-trimester cesarean section scar ectopic pregnancy with 
placenta increta. Early identification of the ectopic pregnancy may allow for more conservative, 
nonsurgical management. However, with a more advanced gestational age and placenta increta, 
surgical management is most appropriate to minimize associated maternal risks. A transverse wedge 
resection of the implantation site, uterine artery embolization, uterine artery ligation, endovascular 
balloon catheters, or uterine artery tourniquet may help decrease bleeding during surgical 
extraction of the pregnancy and placenta increta, and also may prevent a hysterectomy. 
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Abstract:Our study attempted to identify whether sonographic markers for placenta accreta may be 
present as early as the first trimester. We reviewed 10 cases with pathologically proven accreta and 
retrospectively analyzed their first-trimester images. The gestational ages ranged from 8 weeks 4 
days to 14 weeks 2 days. Sonographic findings included anechoic placental areas (9 of 10), low 
implantation of the gestational sac (9 of 10), an irregular placental-myometrial interface (9 of 10), 
and placenta previa (7 of 10). Nine patients had at least 1 prior cesarean delivery; 3 had additional 
uterine surgical procedures. One patient underwent hysteroscopic myomectomy. Our case series 
suggests that signs of placenta accreta may be present in the first trimester. 
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Abstract:Spontaneous uterine rupture is lethal in pregnant women. Placenta percreta-induced 
spontaneous uterine rupture in the first trimester is extremely rare and difficult to diagnose. A 35-
year-old pregnant woman, with a history of 2 vaginal deliveries and 2 spontaneous abortions treated 
by dilatation and curettage, was admitted to the emergency department because of sudden severe 
abdominal pain; the gestational age as calculated by sonography was 14 weeks. Diagnostic 
laparoscopy was considered for surgical abdomen and fluid collection that was noted in sonography. 
During laparoscopy, uterine rupture with massive bleeding was detected; therefore, total abdominal 
hysterectomy was performed. The patient was discharged without any complications. Pathological 
analysis of the uterine specimen revealed placenta percreta to be the cause of the rupture. Uterine 
rupture should be considered in the differential diagnosis in all pregnant women who present with 
acute abdomen, show fluid collection in the peritoneal cavity. In addition, we recommend 
laparoscopy for the investigation of acute abdomen with unclear diagnosis in the first trimester of 
pregnancy. 
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Abstract:Placenta increta is a rare and potentially life-threatening complication of pregnancy. The 
initial symptoms are generally vaginal bleeding during difficult placental removal in the third 
trimester. However, placenta increta may complicate first- and early second-trimester pregnancy 
loss. The diagnosis may be difficult during early pregnancy because the lesion is difficult to identify. 
Herein is reported the case of a woman with a diagnosis of placenta increta that caused prolonged 
bleeding after a late first-trimester abortion and manifested as an unusual lower segment uterine 
mass. Management included laparoscopy, and the placental tissue was completely removed 
successfully and uneventfully. © 2011 AAGL. 
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Abstract:OBJECTIVEWe sought to describe the potential value of 11-14 weeks' screening for 
placenta accreta (PA).STUDY DESIGNPatients with a history of lower segment cesarean section were 
prospectively included between 11-13+6 weeks over a 1.5-year period. The first 258 were offered 
standard screening whereas the following 105 underwent screening for PA. Women were 
considered high-risk when the trophoblast overlapped the scar visualized by transvaginal ultrasound 
and low-risk otherwise.RESULTSThe group screened for PA did not differ from the nonscreened 
group for demographic characteristics. In all, 6 of 105 (5.8%) women were considered high-risk. In 
the nonscreened group, 1 case of PA was discovered during an elective repeat cesarean. In the 
screened population, 1 case of PA occurred in a high-risk patient allowing a conservative planned 
management at 35 weeks.CONCLUSIONAt 11-14 weeks, ultrasound may help risk stratification for 
PA with a specific follow-up. Early recognition of patients at risk might improve the perinatal 
outcome of PA. 
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Abstract:OBJECTIVE: Identification of patients at-risk of placenta accreta (PA) generally relies upon 
risk factors including prior caesarean delivery (CS), age and low-lying placenta. The timing of 
trophoblastic invasion, however suggests that this condition could be identified in the first trimester 
of pregnancy. To describe the potential value of first trimester transvaginal ultrasound (TVUS) 
assessment of uterine scars for risk-stratification regarding PA. STUDY DESIGN: All patients with a 
history of CS underwent TVUS between 11 and 13+6 weeks. A standard plane was defined as 
midsagittal view through the cervical canal showing the isthmus and the gestational sac. The 
performance and reproducibility of TVUS was investigated by assessing the sensitivity and specificity 
of 14 operators including 6 FM specialists, 5 junior physicians and 3 midwives, using a web database 
containing 110 images with a 50% prevalence of scars. Operators were blinded to the existence of a 
scar as well as the artificial prevalence used in the database. The relationship between the scar and 
the trophoblast led to 2 groups. Group A: Trophoblast not overlying the scar and Group B: 
Trophoblast overlying the scar. All patients were followed until delivery. RESULT(S): 123 patients 
with at least one prior caesarean were prospectively included. Median maternal age was 33 years 
(22- 45). In one case, the scar was not visualized. Group A comprised 115 patients (94%) and Group B 
7 patients (6%). The only case of PA was diagnosed in one patient of group B. Reproducibility 
analysis found an overall 82% sensitivity and 91% specificity. Although sensitivity was similar, a 
difference in specificity was found between senior FM specialists (median=100%, range=91-100%) 
and midwives/junior physicians (median=87%, range=50-96%). CONCLUSION(S): TVUS assessment of 
the uterine scar in relation to the trophoblast during first trimester is promising for early detection 
of patients at-risk of PA. This finding should help pre-delivery recognition, thus potentially reducing 
the maternal morbidity related to PA. 
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Abstract:OBJECTIVEWe sought to review the risks of placenta accreta, increta, and percreta, and 
provide guidance regarding interventions to improve maternal outcomes when abnormal placental 
implantation occurs.METHODSRelevant documents were identified through a search of the English-
language literature for publications including ≥1 of the key words "accreta" or "increta" or "percreta" 
using PubMed (US National Library of Medicine; January 1990 through January 2010); with results 
limited to studies involving human beings. Additional information was obtained from references 
identified within selected articles; from additional review articles; and from guidelines by 
organizations including the American College of Obstetricians and Gynecologists. Each included 
article was evaluated according to study design and quality in accordance with the scheme outlined 
by the US Preventative Services Task Force.RESULTS AND RECOMMENDATIONSAbnormal 
placentation--encompassing placenta accreta, increta, and percreta--is increasingly common. While 
randomized controlled trials and large observational cohort studies that can be used to define best 
practice are lacking, strategies to enhance early diagnosis, enhance preparation, and coordinate 
peripartum management can be undertaken. Women with a placenta previa overlying a uterine scar 
should be evaluated for the potential diagnosis of placenta accreta. Women with a placenta previa 
or "low-lying placenta" overlying a uterine scar early in pregnancy should be reevaluated in the third 
trimester with attention to the potential presence of placenta accreta. When the diagnosis of 
placenta accreta is made remote from delivery, the need for hysterectomy should be anticipated 
and arrangements made for delivery in a center with adequate resources, including those for 
massive transfusion. Intraoperatively, attention should be paid to abdominal and vaginal blood loss. 
Early blood product replacement, with consideration of volume, oxygen-carrying capacity, and 
coagulation factors, can reduce perioperative complications. 
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Abstract:INTRODUCTIONPlacenta increta is a potentially life-threatening condition that may 
complicate a first trimester abortion in rare occasion. However, the therapeutic value of 
transcatheter arterial chemoembolization for the conservative management of this disorder is not 
described.CASE REPORTA 27-year-old woman (gravida 3, para 1) with significant obstetric history for 
one previous lower segment cesarean section and one dilatation and curettage for missed abortion 
had uncomplicated dilatation and curettage for missed abortion. Eight weeks after curettage, the 
patient presented with increased amounts of vaginal bleeding. Image diagnostic modalities localized 
the heterogeneous mass within the myometrium in the fundal portion of the uterine corpus. 
Initially, arteriovenous fistula formation after abortion was suspected. However, an elevated serum 
hCG value indicated the presence of retained placental tissue and gave the diagnosis of persistent 
placenta increta after a first trimester abortion. Transcatheter arterial chemoembolization with 
dactinomycin was initiated to achieve immediate hemostasis and cytocidal effects on the placental 
tissue. The post-interventional course was uneventful. Twenty days after chemoembolization, the 
serum hCG value decreased to a normal level and the mass lesion disappeared on ultrasonography 
without secondary hemorrhagic complications.CONCLUSIONSAfter precise diagnostic imaging, 
transcatheter arterial chemoembolization is a useful minimally invasive procedure to achieve uterine 
preservation in women with placenta increta masquerading as arteriovenous fistula after a first 
trimester abortion. 
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