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Introduction

Placenta percreta is an uncommon complication of pregnancy.

However, when it occurs, it is catastrophic with life-threatening

complications and haemorrhage (Breen et al. 1977). The rising

caesarean section rate has been implicated in the increasing

prevalence of this condition (Jackson and Paterson-Brown 2001).

Its management poses an obstetric conundrum. Here we present a

case of a 37-year-old woman with placenta percreta after 4

previous caesarean sections. She was successfully managed

conservatively with the placenta left in-situ and a course of

methotrexate.

Case report

A 37-year-old woman who had four previous caesarean deliveries

was suspected of having placenta praevia percreta on her 20-week

anomaly scan. She was subsequently referred to the fetal medicine

unit where a detailed scan with colour Doppler flow studies was

performed. This confirmed the percreta, with occasional complete

loss of lower uterine myometrial echo texture, and suggested that

there was bladder serosal involvement.

Subsequently, she was managed by a team composed of an

obstetrician, anaesthetist and gynaecological-oncologist. Having

had a multidisciplinary meeting when she was 32 weeks, it was

decided that the elective caesarean section be carried out at 36

weeks, in the general operating theatre, rather than the labour ward

theatre, by the obstetric consultant assisted by the gynaecologist,

under general anaesthesia with blood available in theatre. The

placenta would be left behind without attempt at removal.

At the operation, access was by a routine pfannenstiel incision.

There was clinical evidence of percreta with a thinned out and

vascular lower segment extending into the bladder serosa.

Conventional caesarean section was deemed too risky, as removal

of the placenta would only be achieved with considerable

haemorrhage and partial cystectomy. The skin incision was

extended to optimize access. A high transverse uterine incision

was made in the upper segment, avoiding placental tissue. A

healthy live baby girl was delivered with normal apgar scores. The

cord was ligated and cut at its placental origin. Estimated blood

loss was 800 ml. Pelvic and rectus drains were placed in situ. She

was started on a 24 h Syntocinon infusion and a 2-week course of

prophylactic antibiotics. She was subsequently looked after in an

obstetric high-dependency unit (HDU) for 48 h before being

nursed on the postnatal ward. She was also started on methotrex-

ate given intramuscularly at 50 mg/48 h intervals for a total of four

doses. This was followed by Folinic acid rescue 30 h after each

dose of methotrexate, in line with the gestational trophoblastic

disease regimen at Charing Cross Hospital. She was discouraged

from breast-feeding for this reason and had lactation suppressed.

She remained in hospital for 12 days. Her HCG level was 9224 at

day 7, 4201 at day 14 and 404 at day 30. Resorption-expulsion of

the placenta was monitored with serial trans-abdominal pelvic

ultrasound scans.

She was re-admitted twice in the long course towards recovery.

Once for impending chorioamnionitis when she developed a low-

grade pyrexia at home with raised CRP. She was given intravenous

antibiotics for 1 day and discharged with a course of oral antibiotics.

Her second admission was for abdominal pain that resolved

spontaneously within 1 day. Her HCG finally normalized at day 66.

Discussion

In the literature, the term abnormal placentation has mostly

referred to abnormal invasion by trophoblasts. This is maintained

in this discussion. All degrees of abnormal placentation carry with

them the definite risk of maternal and fetal morbidity and

mortality. O’Brien et al. (1996) reported maternal mortality as

high as 7% and perinatal mortality as high as 10%. In this series,

90% of 109 cases required blood transfusion (40% of whom

required more than 10 units of blood). Pelvic sepsis complicated

50% of the cases. As in our patient, bladder involvement is not

uncommon in placenta percreta (Price et al. 1991).

The condition was rarely suspected prenatally in the past. Most

cases would have only been diagnosed intra-operatively or retro-

spectively by histological confirmation after emergency

hysterectomy for severe post partum haemorrhage. Up to 30% of

hysterectomies performed for intractable haemorrhage were

confirmed to have abnormal placentation (Engelsen et al. 2001).

An analysis has shown that 30% of percretas have had caesarean

sections, 70% had had ERPC, with 80% of percretas having had

both caesarean section and ERPC (Ota et al. 1999).

Improvements in imaging modalities, particularly high resolution

ultrasound machines and Doppler flow studies have increased the

pick-up rate of abnormal placentation to 80% (O’Brien et al. 1996).

MRI is also used to diagnose or dispute abnormal placentation.

However, only 50% of percretas were detected prenatally among

high-risk women. However, statistics in this regard should be

viewed cautiously. The largest series of percretas by O’Brien and his

colleagues (1996) was retrospective with potential bias. However, it
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specifically focussed on percreta. Sensitivity as low as 33% for

ultrasound detection and 38% for MRI detection have been

reported (Lam et al. 2002). These lower values may actually be

representative of fact. The study focussed on conditions less well-

defined (accreta). It is known that the sensitivity of medical tests

deteriorate when the sample size is small and when the condition

tested is not well-defined. Percreta on the other hand is much more

obvious condition for tests to detect. Percreta can be managed

conservatively, as in this case, with preservation of the placenta.

This significantly reduces morbidity from severe haemorrhage

(O’Brien et al. 1996) particularly with bladder involvement.

Alternatively, percreta can be managed surgically with intrapartum

hysterectomy, although this is associated with considerable

morbidity and mortality (Gorodeski et al. 1982).

Ultimately, the treatment needs to be tailored to the individual

situation and specifics of the percreta. A grossly invasive percreta

with parametrial or bladder involvement seem best left in situ.

However, a focal percreta may be surgically treated by attempted

removal, excision and repair of the uterus. But this situation is rare.

Focal disease is more common with accreta where placental

removal is clearly an option (Otsubo et al. 1999). A concise review

on various surgical management options is presented by Jurcevic et

al. (2002).

The novel approach of treating women with placenta left in situ

with methotrexate, was first reported in 1986 (Arulkumaran et al.

1986). This is claimed to reduce the risk of secondary PPH and

augment the process of placental separation and resorption. This

should also theoretically hasten the decline in HCG levels and

reduce the risk of persistent trophoblastic disease. However as yet,

these benefits are unproven and the optimal methotrexate regimen

is unclear. It certainly seems theoretically plausible that it may also

increase the success rate of conservative management of placenta

percreta.
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Bombay blood group and pregnancy: A rare clinical scenario
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Introduction

The Bombay blood group is a rare blood group distinct from the

ABO grouping. The clinical significance lies in the fact that these

individuals can only by transfused blood of the same group. The

antiH present in the maternal blood can cause isoimmunisation and

jaundice in the newborn. We hereby report a rare case of pregnancy

in a women with the Bombay blood group.

Case report

A 35-year-old primigravida of Srilankan Tamil origin was booked

for antenatal care. Due to difficulty in grouping and typing of her

blood and identifying the nature of irregular antibodies, her blood

samples were sent to the regional blood bank. She was reported to

have the Bombay blood group with the red cells being H antigen

negative and blood group of the Ohh genotype. Irregular
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