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INTRODUCTION 

Placenta previa means implantation of placenta in the 

lower segment of uterus in relation to the cervix, while 

placenta percreta can be defined as invasion of 

extravillous trophoblast beyond the full thickness of the 

myometrium and possibly into other intra-abdominal 

organs, usually the bladder.
1-3

 The placenta under normal 

pregnancy attaches to the decidual endometruim, a layer 

of stroma called Nitabuch’s layer formed during 

pregnancy under influence of progesterone.
4
 This layer 

controls the invasion of extravillious trophoplast of the 

placenta such that the trophoplast adhere only to the 

Nitabuch’s layer and not into the myometrium.
5
 This 

layer allows the separation of placenta from the uterine 

wall by sharing an action between the contracting 

myometrium and the none contracting placenta. The 

patients who have absence or deficiency of Nitabuch’s 

layer usually have a complicated surgical course with a 

mortality rate of 5.6% to 10% secondary to hemorrhage, 

infection.
2,6

 Placenta percreta invading bladder is 

extremely rare with an incidence of 0.3 to 1 per 10000 

births.
6
 Previous cesarean scar with placenta previa is a 

known risk factor for the placenta percreta; therefore 

when there is a diagnosis of placenta previa with a history 

of previous cesarean section, there should be a high 

suspicion for placenta accreta, increta or percreta. The 

aim of this study is to bring awareness of such case and to 

discuss the risk factor, presentation, diagnosis, 

management and choice of anesthesia for the same. 

CASE REPORT 

A 28 years old woman, G2P1L1 was admitted to the 

obstetric department of Jinzhou Central Hospital on 

November 29, 2014 with the diagnosis of 32+6 weeks of 

gestation with central placenta previa and 

ployhydraminios for close observation. She gave a 
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ABSTRACT 

Placenta previa, placenta accreta, increta and percreta are increasing day by day due to increased number of cesarean 

sections now days, but central placenta previa with placenta percreta invading bladder is a very rare obstetrical 

complication. A case of central placenta previa with placenta percreta partially invading bladder in woman who was 

G2P1L1 with 32+6 weeks of gestation and with history of previous cesarean section is presented in this manuscript. 

The patient was managed with intrapartum cesarean hysterectomy with bilateral ureter J stents and bladder repair 

following cesarean delivery of a preterm baby. Total estimated blood loss was 6000 mL. The patient was discharged 

on 28
th

 December 2014 that is 29
th

 day of admission with a healthy baby. The aim of this study is to bring awareness 

of such case and to discuss the risk factor, presentation, diagnosis, management and choice of anesthesia for the same. 
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history of per vaginal spotting 2 days back which 

subsided spontaneously without any treatment. The 

patient was stable except mild pale. Per abdominal 

examination: Fundal height was 30 cm, circumference of 

abdomen was 103cm with fetal position left anterior 

occipital with floating head and heart rate was 140 

beats/minute. There was no leaking or bleeding on genital 

examination. Ultrasound revealed biperital diameter 

88mm, femoral length 66 mm, amniotic fluid index 10.2 

cm with placenta anterior in relation to the uterus and was 

completely occupying the cervix. Her hemoglobin at 

presentation was 107 g/L and blood coaguable profile 

was in normal range. 

On 7
th

 December ultrasound was repeated to see fetal 

profile, which revealed anterior placenta with completely 

covering cervix. The boundary between the placenta and 

myometrium was not clear and there was convex hyper 

echoic area on the surface of bladder hence colour 

Doppler study was carried out which further revealed 

blood flow in the myometrium and to the convex area of 

hyper echoic region on bladder, indicating placenta 

percreta invading the bladder. The gestational age was 34 

weeks which was equal to clinical gestation age with fetal 

heart rate of 140 beats per minute. The patient and the 

fetus were stable so we planned for elective cesarean 

section at 36 weeks. 

On 19
th

 December 2014 at mid night, the patient had 

frequently scar tenderness and gross hematuria with per 

vaginal bleeding hence we planned for emergency 

cesarean section under spinal anesthesia after counseling 

the patient regarding the possibility of excessive 

bleeding, needing for cesarean hysterectomy. After 

opening the abdominal cavity there was prominent 

tortuous blood vessels on the uterus and communicating 

with the bladder (figure: 1)indicating placenta invading 

the bladder hence, uterine incision was made a little 

higher than the previous scar. The placenta had to be cut 

through to enable the delivery of a preterm baby with 

APGAR scores of 9, 10, and 10 at 0, 5 and 10 minutes of 

delivery respectively. After which, there was profuse 

bleeding and was difficult to control by conservative 

management so spinal anesthesia was converted to 

general anesthesia to maintain airway, breathing and 

circulation and subtotal hysterectomy with placenta in 

situ was performed, after ligation of upper pedicles, an 

attempt was made to mobilize the bladder. There was no 

clear cleavage between the bladder and the uterus. Both 

uterine vessels were ligated and immediate urologist 

surgeon was consulted and he performed emergency 

cystoscopy. The cystoscopy revealed edematous bladder 

wall with bilateral ureter thickening and congestion. 

Bilateral J stent was placed in ureter and the adherent 

portion of bladder was dissected slowly and steadily 

along with the uterus. The bladder was then repaired after 

which pelvic drain and an indwelling three way urethral 

catheter was placed. During the operation, the total blood 

loss was estimated to be about 6000 ml. A total of 3800 

ml red blood cells, 2200 ml of fresh frozen plasma and 20 

units’ of cryoprecipitate were transfused and a broad 

spectrum intravenous antibiotic was also injected. The 

patient regained consciousness after extubation and was 

transferred to intensive care unit for close observation. 

The uterus with placenta was sent for histopathological 

examination, which revealed placenta percreta partially 

invading the bladder. 

On 20
th 

December in ICU , blood tests, renal function 

test, blood coaguable profile were repeated which were 

with in normal range except HgB: 90 g/L. Ultrasound 

showed small clots in bladder with no intraperitoneal 

bleeding or collection. Echocardiogram was also done 

which showed the presence of bilateral arterial 

enlargement with mild aterioventricular valve 

regurgitation hence, an extra two units of red blood cell 

was transfused.  

On 21
st
 December, the patient was stable so transferred 

back to obstetric department and the very next day 

indwelling catheter was removed. There was 7ml of clear 

urine output and patient passed urine herself without any 

difficulty. Urine test was send which reveled protein+, 2+ 

occult  blood and the patient was discharged on 28
th

 

December 2014.The duration of hospital stay was 29 

days and ureteral stents  were removed on one month 

later.  

 

Figure 1: A case of placenta percreta showing 

prominent tortuous blood vessels on the uterus and 

communicating with the bladder, indicating placenta 

invading the bladder.  

DISCUSSION 

Central placenta previa with placenta percreta invading 

bladder is a very rare obstetrical conditions, accounting 

for 0.3% to 1 per 10000 births with a mortality rate of 5.6 

to 10% secondary to hemorrhage, infection and damage 

to adjacent organs.
2,6

 Early diagnosis and timely 

management is crucial for reducing morbidity and 

mortality rate. 

Placenta percreta is described as abnormal invasion of 

extravillous trophoblast beyond the full thickness of the 

myometrium and possibly into other intra abdomen 

organs, usually the bladder.
2,3

 It is most severe and life 
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threatening condition. The literature review suggests that 

the incidence of placenta percreta is increasing secondary 

to certain risk factors. These risk factors are increased 

maternal age during pregnancy, multiple pregnancies, 

previous cesarean deliveries, myomectomy, previous 

curettages, Asherman syndromes, use of cocaine; 

smoking and presence of placenta previa.
2
 These risk 

factors are all associated with the generalized effect of 

endometrial injury leading to endometrial atrophy. Clark 

et al. found an increased association of placenta acreta 

with history of lower cesarean sections.
7 

The patients in 

this case study was presented with a risk factor of 

previous cesarean delivery. 

The early sign and symptoms of placenta percreta are 

none specific and may not be found until events such as 

antepartum hemorrhage or uterine rupture.
8,9

 The patient 

in this case report had no symptoms as discussed earlier 

except for ployhydramnios on presentation but later she 

developed antepartum hemorrhage and gross hematuria.  

The diagnosis of placenta accreta, increta, percreta and 

placenta previa can be done easily with ultrasound, but 

the correct diagnosis of placenta percreta invading 

bladder can be quite difficult. It requires accurate 

ultrasound interpretation and colour Doppler study. The 

diagnosis relies heavily on ultrasound, colour Doppler 

study, MRI and potentially depends on intraoperative 

evaluation. MRI is considered sensitive diagnostic tool 

for diagnosis of placenta accreta, increta and percreta,
10 

but failure of MRI to diagnose all cases has also been 

established.
11

 

The management of placenta percreta invading bladder is 

a team work. A multidisciplinary effort consisting of a 

team of experienced surgeon, anesthesiologist, 

pediatrician, urologist, oncogynecologist, laboratory 

personell, blood bank as well as intensive care unit staff 

is vital for optimal management of the patients and 

fetus.
11

 Placenta percerta is responsible for up to 70% 

cesarean hystrectomies. Excessive blood loss is a major 

concern for cesarean hystrectomies, hence blood products 

should always be available for such cases. Hunter T, 

Kleiman, set a routine protocol: cross matched for at least 

10 units of packed red blood cells, 4 unit of fresh frozen 

plasma and 10 packs of platelets, before opting this type 

of cases due to increased chances of bleeding during the 

delivery.
8
 Autologous blood salvage device have proved 

safe and the use of these device may be a valuable 

adjunct during the surgery,
12

 in a case where the blood 

products are unavailable or shortage of blood products. 

Gallus et al. states that autologus blood salvage is quick, 

inexpensive and no cross matching is required.
13 

However 

the major drawback is the introduction of fetal 

hemoglobin into the mother’s blood stream. Several other 

techniques to decrease blood loss and bleeding controls 

are also described in literature such as manual 

compression or cross clamping the aorta, oxytocin 

administration, hemodilution, bilateral iliac artery 

occlusion/embolization and Factor VIIa administration 

etc.
1,2,8,13

 Pneumatic compression stocking should be 

placed pre operatively and should be maintained until the 

patients is fully ambulatory. The patients is this case 

reports received 3800 ml red blood cells, 2200 ml fresh 

frozen plasma and 20 units cryoprecipitate , antibiotics 

and vigorous fluid infusions because the patient 

underwent hemorrhagic shock. Several effective 

management options of such case have been described in 

literature but the most appropriate management remains 

controversial. Generally, the recommended management 

of such case is planned or emergency preterm cesarean 

hysterectomies with placenta left in situ because removal 

of the placenta is associated with significant hemorrhage 

morbidity. However, this approach might not be suitable 

for first line of management in women who have a strong 

desire for future fertility. The choice of incision should be 

made on basis of the patient’s body habits and history of 

previous incision. The use of a midline vertical incision 

should be considered because it provides sufficient 

exposure if hysterectomy become necessary. A classic 

uterine incision, often transfundal may be necessary to 

avoid the placenta and allow delivery of the baby but we 

performed modified cesarean section with an incision 

being slight high above the previous scar on uterus and 

latter we did subtotal hysterectomy with placenta left in 

situ due to uncontrollable severe hemorrhage. If the 

patient have strong desire of future pregnancy and 

bleeding is not very severe and have normal coagulation 

status conservative approach such as interventional 

radiological procedure, methotrexate have been also 

described in the literature. The placenta is partially 

resected to minimize its size or complete placenta left in 

situ but reported cases of subsequent successful 

pregnancy in patients treated with this approach are rare 

and found to be high risk of sepsis and post-operative 

hemorrhage, needing for emergency hysterectomies. 

There is a limited literature describing the ideal 

anesthesia preference for a patient with known placenta 

previa and suspected placenta accreta, increta, or 

percreta. Regional or General anesthesia can be used for 

the anesthetic management of such patients,
14

 both 

techniques having advantages as well as disadvantages. 

Regional anesthesia may be associated with decreased 

blood loss, decrease necessity for hysterectomy to control 

maternal hemorrhage and improved fetal outcome.
15 

This 

is mainly due to secondary response to sympathectomy 

that occurs with an initation of regional anesthesia, 

leading to decrease sympathetic tone and decrease arterial 

blood pressure hence decreased blood loss.
14

 While the 

literature supports that there is an increased blood loss in 

patients with placenta previa, placenta accreta or placenta 

percreta during cesarean section with use of general 

anesthesia.
14,16

 This is mainly due to increase sympathetic 

tone and increased arterial blood pressure leading to 

increased blood loss. However, if there is active bleeding 

or the patient is unstable, general anesthesia is the choice 

for maintaining airway, breathing and circulation
17,18 

and 

if there is no active bleeding and the patients is 

hemodynamically stable regional anesthesia is the choice. 

The patient in our case had severe hemorrhage and the 
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patient underwent hemorrhagic shock so we converted 

regional anesthesia to general anesthesia.  

CONCLUSIONS 

The purpose of this paper is to increase awareness of 

central placenta previa with placenta percreta invading 

bladder, because the incidence is likely to rise 

substantially in near future due to increased number of 

cesarean sections, curettages and advanced maternal age 

and understanding its risk factor, presentation, diagnosis, 

management and choice of anesthesia .Central placenta 

previa with placenta percreta invading bladder is a very 

rare obstetrical condition with a high mortality due to 

severe hemorrhage. The extravillous trophoplast invades 

completely to the myometrium reaching to bladder due to 

absence or deficiency of Nitabuch’s layer. We should 

always suspect placenta percreta invading bladder if there 

is placenta previa with history of previous cesarean 

section. Management of central placenta previa with 

placenta percreta invading bladder is a team work. 

Caesarean hysterectomy is considered best option for 

managing such cases. General anesthesia is the choice if 

the patient is hemodynamically unstable and there is 

heavy bleeding. 
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