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Placenta accreta is a rare but potentially life-threatening condition in 

which the placenta invades the myometrium of the uterus. It is more 

common in women with a history of previous cesarean delivery, 

placenta previa, or uterine surgery. The diagnosis of placenta accreta 

can be challenging and is often madeintraoperatively or 

postoperatively. A 36-year-old gravida 4 para 3 woman presented with 

postpartum hemorrhage due to placenta accreta that was diagnosed by 

an anatomopathology exam. The management of postpartum 

hemorrhage typically involves several steps to stabilize the patient and 

control bleeding. In this case, the patient was resuscitated with 

intravenous fluids and blood transfusions, given uterotonic 

medications, and underwent emergency laparotomy to remove her 

uterus. An anatomopathology exam confirmed the diagnosis of placenta 

accreta, which had not been suspected during the initial assessment. 

The patient's postoperative course was uneventful, and she was 

discharged on the seventh postoperative day. The management of PPH 

due to placenta accreta requires a multidisciplinary approach involving 

obstetricians, anesthesiologists, hematologists, and interventional 

radiologists. The initial management of PPH involves resuscitation and 

stabilization of the patient. The next step is to control bleeding by 

uterine massage and administration of uterotonic agents. If bleeding 

persists despite uterine massage and administration of uterotonic 

agents, surgical intervention should be considered, which includes 

uterine artery embolization, hysterectomy, and conservative 

management. The choice of surgical management depends on the 

severity of bleeding, hemodynamic stability, and the extent of placental 

invasion. Early diagnosis and management of placenta accreta are 

essential for the prevention of adverse outcomes, and a 

multidisciplinary approach is crucial for the successful management of 

this condition. 
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…………………………………………………………………………………………………….... 

Introduction:- 
Placenta accreta is a rare but potentially life-threatening obstetric condition in which the placenta is abnormally 

attached to the uterine wall.[1].  It is associated with a higher risk of postpartum hemorrhage, maternal morbidity, 

and mortality. Early diagnosis and management are essential for the prevention of adverse outcomes[2].  In this case 
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report, we present a case of postpartum hemorrhage due to placenta accreta that was diagnosed by an 

anatomopathology exam. 

 

Case Presentation: 

A 36-year-old gravida 4 para 3 woman presented to the emergency department with postpartum hemorrhage after a 

spontaneous vaginal delivery of a male infant at 39 weeks of gestation. Her past medical history was unremarkable, 

and she had no history of previous uterine surgery or placenta previa. 

 

Upon examination, the patient's blood pressure was 100/60 mmHg, heart rate was 110 beats per minute, and 

hemoglobin level was 7.5 g/dL. The uterus was enlarged and tender on palpation, and active bleeding was noted 

from the vagina. 

 

The management of postpartum hemorrhage typically involves several steps to stabilize the patient and control 

bleeding. In this case, the following management stepsweretaken: 

1. Resuscitation: The patient was immediately resuscitated with intravenous fluids and blood transfusions to 

restore her blood volume and stabilize her hemodynamics. 

2. Uterine massage: The healthcare provider performed a uterine massage to help the uterus contract and reduce 

bleeding. 

3. Medications: The patient was givenuterotonic medications, such as oxytocin or misoprostol, to further stimulate 

uterine contractions and control bleeding. 

4. Surgical intervention: Due to the severity of the bleeding and the suspicion of a potential placental abnormality, 

an emergency laparotomy was performed to identify the source of bleeding and address it surgically.. The 

uterus was removed to control bleeding and prevent further complications.FIGURE 1 

5. Postoperative care: Following the surgery, the patient was closely monitored in the hospital for several days to 

ensure her recovery and prevent complications. She received additional blood transfusions and medications as 

needed to manage pain and promote healing. 

 

An anatomopathology exam confirmed the diagnosis of placenta accreta, which had not been suspected during the 

initial assessment. 

 

The patient's postoperative course was uneventful, and she was discharged on the seventh postoperative day. 

Follow-up care included monitoring for potential complications, such as infection or blood clots, and counseling on 

future fertility options given the removal of her uterus. 

 

Discussion:- 
Postpartum hemorrhage (PPH) remains a leading cause of maternal morbidity and mortality worldwide. The 

incidence of PPH is estimated to be 5-10% of all deliveries, and it increases to 20% in women with a history of 

cesarean delivery[3].. PPH is defined as blood loss greater than 500 mL after a vaginal delivery or greater than 1000 

mL after a cesarean delivery. [4]. The causes of PPH are numerous and can be classified into four categories: uterine 

atony, genital tract trauma, retained products of conception, and coagulopathy. In this case, the patient presented 

with PPH due to placenta accreta. [5]. 

 

Placenta accreta is a rare but potentially life-threatening condition in which the placenta invades the myometrium of 

the uterus. [6]. Placenta accreta is more common in women with a history of previous cesarean delivery, placenta 

previa, or uterine surgery. The diagnosis of placenta accreta can be challenging and is often madeintraoperatively or 

postoperatively. [7]. 

 

The management of PPH due to placenta accreta requires a multidisciplinary approach involving obstetricians, 

anesthesiologists, hematologists, and interventional radiologists. [9]. The initial management of PPH involves 

resuscitation and stabilization of the patient; The first step is to establish two large-bore intravenous lines and to 

initiate crystalloid infusion. Blood transfusion should be started if the patient's hemoglobin level is less than 7 g/dL 

or if there is ongoing bleeding. [8]. 

 

The next step is to control bleeding by uterine massage and administration of uterotonic agents. Uterine massage can 

help to stimulate uterine contractions and reduce bleeding. Oxytocin, methylergonovine, and 

carboprosttromethamine are the most commonly used uterotonic agents. Oxytocin is the first-line agent, and it can 
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be administered as an intravenous infusion or intramuscular injection. [11].  Methylergonovine and 

carboprosttromethamine are second-line agents and should be used with caution in patients with hypertension. [10]. 

 

If bleeding persists despite uterine massage and administration of uterotonic agents, surgical intervention should be 

considered. The surgical management of PPH due to placenta accreta includes uterine artery embolization (UAE) 

[13]., hysterectomy, and conservative management. UAE involves the injection of embolic agents into the uterine 

arteries to reduce blood flow to the uterus. UAE is a minimally invasive procedure and can be performed under local 

anesthesia. [12]. UAE is most effective in patients with stable hemodynamics and localized placental invasion. 

 

Hysterectomy is the definitive treatment for PPH due to placenta accreta. Hysterectomy should be considered in 

patients with severe bleeding, hemodynamic instability, or extensive placental invasion. The decision to perform 

hysterectomy should be made in consultation with the patient and her family. The risks and benefits of hysterectomy 

should be discussed, and efforts should be made to preserve fertility if possible. [14]. 

 

Conservative management involves leaving the placenta in situ and monitoring the patient closely for signs of 

infection or bleeding. Conservative management is an option in patients with localized placental invasion and stable 

hemodynamics. Conservative management carries the risk of delayed bleeding and infection and should be 

performed only in centers with the expertise and resources to manage these complications. [15]. 

 

In this case, the patient presented with PPH due to placenta accreta. The initial management of PPH involved 

resuscitation and stabilization of the patient. The patient received blood transfusions and uterotonic agents to control 

bleeding. The decision was made to perform an emergency laparotomy due to ongoing bleeding and suspicion of 

placenta accreta 

 

Conclusion:- 
Placenta accreta is a rare but potentially life-threatening obstetric condition that can lead to postpartum hemorrhage. 

Early diagnosis and management are essential for the prevention of adverse outcomes. In this case report, we 

presented a case of postpartum hemorrhage due to placenta accreta that was diagnosed by an anatomopathology 

exam. The patient underwent an emergency laparotomy and received blood transfusions and uterotonic agents to 

control bleeding. The uterus was removed, and the patient's postoperative course was uneventful. 

 
Figure 1:- uterus after removal. 
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