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ABSTRACT

The majority of cases of placenta accreta are unanticipated and initially identified intra-
operatively. Although color Doppler ultrasound is adequate for the evaluation of placenta
accreta in the third trimester, ultrasound diagnosis in the first trimester has never been
reported. To our knowledge, this is the first case of placenta accreta detected at 9 weeks'
gestation by ultrasound. Placenta accreta with intraplacental lacunae can be identified
together with a loss of the hypoechogenic retroplacental myometrial zone. Based on this
case, we found that early diagnosis of placenta accreta in the first trimester by ultrasound
is possible.
1. Introduction

Placenta accreta (PA) is a life-threatening obstetrical condi-
tion that occurs when a defect of the decidua basalis enables the
direct apposition of chorionic villi to the myometrium. As a
result, at least part of the placenta cannot separate after delivery
and this may lead to severe obstetric hemorrhage [1]. It has
become the principal indication for postpartum hysterectomy
as well as for related surgical injuries [2].

The prevalence of accreta is estimated to be 1 in 2500
pregnancies, but in women with placenta previa the prevalence
is 5–10% [3]. The incidence of PA has increased 4-folds at the
last years, following the increase in cesarean delivery rates [4].

It is important to diagnose PA prior to delivery, to allow for
optimal concerted management planning and prevention of se-
vere maternal morbidity and mortality [5].

The earliest preoperative diagnosis of placenta increta by
ultrasound was at 18 weeks' gestation [3]. The timing of the
defective trophoblast implantation leading to PA suggests that
this condition could be identified during the first trimester
ultrasound. Signs of PA have been recognized as early as the
first trimester in several case reports [6,7]. We report the case
in which these abnormal findings were detected at 9 weeks'
gestation in a patient with a poor obstetric history.
2. Case report

A 35-year-old woman, gravida 4 para 3, she had previously
given birth normally to two children and to a third by caesarean
section,was referred for vaginal bleeding at 09+ 0weeks' gestation.
On admission, transvaginal ultrasound revealed an intrauterine
pregnancy with a detectable heart beat (Figure 1). The gestational
agewas estimated bymeasurement of crown–rump length (25mm)
to be 9weeks. The placenta was located in the lower ventral portion
of the uterus and covered the internal os. Many large and
irregularly-shaped lacunae (Grade 3+) were observed and no ret-
roplacental clear zone was seen. Color Doppler ultrasound showed
hypervascularity of these dilated lacunar spaces.

The site was well vascularized and there was the suspicion of
an invasive mole. The laboratory finds at admission were: he-
moglobin 12.3 g/dL, b-HCG level 140000 UI/mL. Though
b-HCG level and the ultrasound examined, an invasive mole
could not be excluded.

Two days after admission, the evolution has been marked by
the spontaneous cessation of pregnancy. ThereforeCT scans of the
abdomen and pelvis, a chest X-ray of the craniumwere performed
as part of obligatory staging process. All were normal.

A curettage was indicated and performed under sonographic
control after informed consent. Heavy bleeding occurred that
could not be managed even after suturing of the uterine arteries;
hence an abdominal hysterectomy had to be performed (blood
loss z 1400 mL). Six units of packed red blood cells were
transfused. The patient was discharged without any complica-
tions 5 days post-operation.
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Figure 1. Transvaginal fetal ultrasound at 9 weeks' gestation.
Note the absence of the hypoechogenic retroplacental complex. There are prominent hypoechogenic–anechogenic spaces (lacunae) in the placenta.

Figure 2. Histological section confirming placenta accreta.
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The uterus was (14 × 10 × 6) cm. Histological examination of
the surgical specimen confirmed the diagnosis of placenta
accreta (Figure 2). Pathological anatomic examination revealed
chorionic villi extending beyond the confines of the endome-
trium and attaching to the superficial aspect of the myometrium
and cervix. There was no evidence for a hydatidiform mole or a
chorionepithelioma.
3. Discussion

PA is a life-threatening obstetrical emergency. Its incidence
has risen in parallel with that of cesarean deliveries and it re-
mains a major cause of maternal mortality and morbidity as the
principal indication for postpartum hysterectomy [5–8]. Efforts
have been made to refine the ultrasound diagnosis of PA in
the first trimester of pregnancy.

During the first trimester, on reviewing medical literatures over
the past 20 years, the reported cases of PA (6–12weeks)weremostly
discovered after the occurrence of severe bleeding either during the
abortive curettage [9,10] or in the post abortive weeks [11,12]. Thus the
case described here represents a very rare case situation.

However, in the first trimester PA, it is likely to develop at the
time of the trophoblast invasion [13]. The study of the trophoblast's
location in the first trimester is feasible and must be considered as
part of routine scan. The sonographic diagnosis of PA has been
reported in few cases [6] in the first trimester as a low gestational
sac, suggesting a direct implantation of the trophoblast over the
scar, essentially a low-lying gestational sac and diffuse dilatation
of the intraplacental vessels called lacunae [6]. Additionally, PA
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could be suspected if a part of the lining of the gestational sac was
embedded in the previous cesarean section scar with an irregular
decidual layer and thinning of the underlying uterine wall [6].

The main reported cases are the following: the earliest re-
ported detection of a low-lying gestational sac, known retro-
spectively to be associated with PA, was at 5 and 6 weeks'
gestation. The sac was discovered near the internal os and a
diagnosis of cesarean scar pregnancy was made. This suggested
a direct implantation of the trophoblast over the scar. After
follow up, cesarean section and subtotal hysterectomy were
performed with the final diagnosis of anterior placenta previa/
accreta [14]. However, these cases are difficult to differentiate
from ectopic pregnancies developing in the LSCS (low sac
cesarean section) scar [15].

Similar retrospective studies reported prenatal diagnosis of 8
cases of PA, after previous cesarean deliveries, in which ultrasound
examination was performed between 8 and 10 weeks' gestation.
These cases all showed gestational sac located in the lower uterine
segment at the site of the cesarean section scar andwere all proven to
have PA by histopathological examination [16]. Using this
ultrasonographic finding Chen et al. reported transvaginal
sonographic diagnosis of PA as early as 8 and 9 weeks' gestation.
They also had to perform hysterectomy owing to heavy bleeding,
either immediately or few weeks later, with histopathological
confirmation of PA [6]. In the present case, massive vaginal
bleeding and hypovolemic shock occurred during termination; in
order to save her life, an emergency hysterectomy was
performed, although preservation of fertility was attempted [3].

Recently, Stirnemann et al. [13] implemented these first
trimester signs of placenta PA in a prospective screening trial.
They suggested that the rationale for 11–14 weeks' screening
in the high-risk group allowed early diagnosis and planning
for optimal management.

Similarly, the placenta accreta may be biologically detected:
Deirrdre et al., demontrate, among women with placenta previa,
a strong increased risk for placenta accreta with elevated first
trimester PAPP-A and a strong decreased risk when IPI (Interval
Inter Pregnancies) was prolonged (more than 60 months). These
novel associations may inform the diagnosis and mechanism of
placenta accreta and warrant further investigation [17].

Early ultrasound evaluation during the first trimester is rec-
ommended for patients who are at risk of invasive placentation.
Based on this case, we found that early diagnosis of placenta
accreta in the first trimester is possible [3].

The differential diagnoses, for example, an invasive mole,
should not be neglected. Early diagnosismay allow earlier elective
intervention that prevents maternal morbidity and mortality.
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