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 Case series
 Patients: Female, 34-year-old • Female, 35-year-old • Female, 32-year-old
 Final Diagnosis: Placenta accreta
 Symptoms: Vaginal bleeding
 Medication: —
 Clinical Procedure: —
 Specialty: Obstetrics and Gynecology

 Objective: Mistake in diagnosis
 Background: Placenta accreta is an abnormal invasive placenta that can be life-threatening because of the risk of hemor-

rhage. Its incidence has increased due to high cesarean delivery rates. Early gestational age placenta accreta 
is difficult to diagnose and misdiagnosis can lead to inappropriate treatment.

 Case Reports: Patient 1, a 34-year-old woman (para 2 abortus 1) with 2 previous cesarean deliveries, was referred to our 
department for vaginal bleeding and abdominal pain. She received 2 curettages for blighted ovum; then, ul-
trasound examination found uterus perforation and fluid in the Douglas cavity. Exploratory laparotomy con-
firmed uterine perforation, and a hysterectomy was performed. Histopathological examination revealed pla-
centa accreta.

  Patient 2, a 35-year-old woman (para 3) with 3 previous cesarean deliveries, was treated at a previous hospital 
for vaginal bleeding and stomach enlargement. She received serial chemotherapy for gestational trophoblastic 
neoplasia. Ultrasound examination showed a nonhomogeneous opacity in the lower uterine corpus with col-
or score 4. Total abdominal hysterectomy was performed, and histopathological examination revealed placen-
ta accreta.

  Patient 3, a 32-year-old woman (para 2) with 2 previous cesarean deliveries, had irregular vaginal bleeding sus-
pected as gestational trophoblastic neoplasia due to ultrasound examination and positive beta-human chori-
onic gonadotropin. Ultrasound and MRI examination showed enlargement with nonhomogeneous opacity, col-
or score 4, and bridging vessels. Due to our previous experience, we suspected it was a placenta accreta and 
performed a hysterectomy. The histopathology result indicated placenta accreta.

 Conclusions: The key point in diagnosing placenta accreta properly is to evaluate the morphometric changes based on the 
structure using imaging like ultrasound. Collection and analysis of these data enables precise diagnosis in ear-
ly gestational age placenta accreta.
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Background

Placenta accreta is an abnormally invasive placenta that can be 
life-threatening due to hemorrhage [1]. It occurs when there is 
steadfast adherence to the uterine wall [2]. As a consequence 
of partial or total absence of the decidua basalis and imper-
fect development of the fibrinoid or Nitabuch layer, placental 
villi become attached to the myometrium in placenta accreta. 
As a result, at least part of the placenta cannot separate af-
ter delivery and may lead to severe obstetric hemorrhage [3].

Placenta accreta prevalence is now estimated to be 1 in 2500 
pregnancies [4], but the incidence has increased every year 
following increases in cesarean delivery rates [5]. Because of 
the possibility of complications, we need to identify placenta 
accreta during the first trimester or as soon as possible. Early 
diagnosis is critical for directing clinical management and for 
preventing associated immediate complications.

Ultrasound is the primary diagnostic modality during the ante-
partum period and the modality of choice to evaluate obstetrical 
hemorrhage [6]. Morphometric data from the uterine wall, espe-
cially in the niche area and trophoblast structure, provide the nec-
essary clue to make a proper diagnosis in the early gestational 
stage. Combined grayscale and color Doppler ultrasound allows 
the assessment of the uterine cavity and its blood flow [7]. We 
also can use beta- gonadotropin (b-hCG) levels if our examination 
leads to suspicion of gestational trophoblastic disease [8]. Early 
gestational age is the stage at which placenta accreta is usual-
ly misdiagnosed. Leading causes of variability that may result 
in misdiagnosis is an important issue that should be discussed.

Herein, we present 3 cases of placenta accreta in early ges-
tational age: 1 that was misdiagnosed as missed abortion, 1 
that was misdiagnosed as gestational trophoblastic neopla-
sia (GTN), and 1 that was, due to our previous experience, cor-
rectly diagnosed as placenta accreta.

Case Reports

A 34-year-old woman, para 2 abortus 1, with histories of 2 pre-
vious cesarean deliveries and 2 previous curettages, was re-
ferred for vaginal bleeding. She had no idea whether she was 
pregnant or not. She complained of having severe abdominal 
pain 2 weeks before admission to a hospital, where she re-
ceived curettage in March 2021 due to blighted ovum. One day 
after curettage, she was discharged, but 1 week later she re-
ported spotting. Despite treatment, the spotting did not stop, 
and she was referred to a second hospital. The ultrasonogra-
phy examination found an intrauterine mass and then did the 
second curettage in April 2021. A week after this second cu-
rettage, the patient reported fever and spotting, which wors-
ened, so she was taken to the emergency room (ER). She was 
treated by internal medicine, given antibiotics and an anal-
gesic, but there was no improvement after 6 days of therapy. 
The patient was then referred to us due to suspected pelvic 
infection and adhesion to the intestine.

In our ER, the patient arrived with hypovolemic shock grade I 
and abdominal pain. After she was stabilized, we performed 
an ultrasound examination and found uterus enlargement with 
irregular and discontinuous endometrial lining, which was sus-
pected to be a sign of uterus perforation, sized 11.24 mm at 
the anterior corpus uteri near the isthmus, and we also saw flu-
id, suspected to be blood, filling part of the lesion and extend-
ing to the Douglas cavity. From the examination, we planned 
an exploratory laparotomy after the patient’s vital signs be-
came stabilized. In the exploratory laparotomy, we confirmed 
our findings that there was perforation in the uterine lining, 
so we decided to do a hysterectomy. We did a histopathology 
examination from the hysterectomy sample, and the results 
revealed a placenta accreta (Figure 1). The postoperative con-
dition of the patient was stable. She received antibiotic treat-
ment, and was discharged on postoperative day 4.

Figure 1.  Ultrasound and macroscopic and examination of placenta accreta with uterus perforation. (A) Irregular, discontinuous 
endometrial lining and fluid in the Douglas cavity. (B) Uterine perforation, macroscopic appearance.
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In the second case, a 35-year-old, para 3 woman was admit-
ted to a primary health care facility with sudden vaginal bleed-
ing. Her obstetric history included 3 previous cesarean section 
procedures and no previous miscarriages. The obstetrician/
gynecologist believed that she had experienced a spontane-
ous abortion. Ultrasonography examination indicated a mass 
in the myometrium, so the doctor did not consider curettage 
for this case. The patient received medication and planned to 
continue the therapy in the outpatient setting as followup.

During the 1-month followup, the patient said that she felt her 
stomach was getting bigger, but no vaginal bleeding discharge 

and no abdominal pain were reported. She then consulted with 
an obstetrician/gynecologist and was referred to a gyneco-
logic oncologist in a second hospital. The doctors did a series 
of examinations, from physical to imagining. The ultrasound 
examination showed a mass in the uterine corpus. The doc-
tors checked the b-hCG levels to support the diagnosis, and 
the first b-hCG examination showed a massive concentration. 
Because of all of these findings, the doctor gave a diagnosis 
of GTN. The doctor then suggested the patient undergo 4 cy-
cles of chemotherapy and received serial b-hCG examination 
after the chemotherapy (Table 1).

Date b-hCG results

First result October 7th, 2020 8541

After 1st chemotherapy October 14th, 2020 5048

After 2nd chemotherapy October 21st, 2020 2409

After 3rd chemotherapy November 3rd, 2020 927

After 4th chemotherapy November 10th, 2020 593

Table 1. Patient 2 serial chemotherapy and b-hCG results.

Figure 2.  Ultrasound examination and macroscopic appearance of the uterus of the second patient. (A) Enlargement with 
nonhomogeneous opacity. (B) Doppler color score 4. (C) Sagittal cut of uterus showing placenta accreta. (D) Enlargement of 
uterine corpus with bridging vessels.
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The patient agreed, and she received 4 cycles of chemothera-
py with methotrexate. The followup examination showed re-
duced b-hCG levels, but the tumor did not resolve, so the pa-
tient was referred to our hospital. In our hospital, we did a 
re-examination to confirm the diagnosis. We observed enlarge-
ment of the lower uterine corpus from our ultrasound exam-
ination, with a nonhomogeneous opacity in the lower uterine 
corpus. The Doppler showed a color score of 4. We did not per-
form advanced imaging like computed tomography (CT scan) or 
magnetic resonance imaging (MRI) because we thought there 
was enough information to diagnose this patient with placen-
ta accreta and choose the correct therapy.

From our examination, we suggested the patient undergo op-
erative therapy for further management. The patient agreed 
and performed a total abdominal hysterectomy, and the mass 
was sent to the pathology-anatomy department for a histo-
pathology examination. The histopathology result confirmed 

that it was a placenta accreta (Figure 2). The postoperative 
recovery was uncomplicated, and the patient was discharged 
on postoperative day 2.

In the third case, a 32-year-old woman, para 2, with a histo-
ry of 2 cesarean deliveries, was referred for vaginal bleeding. 
She had no idea whether she was pregnant or not. She said 
that she had been experiencing irregular vaginal bleeding for 
almost 4 months, since December 2020. On the basis of the 
ultrasound examination and positive b-hCG result, the obste-
trician/gynecologist diagnosed the condition as GTN.

The patient was then referred to us. From the physical exami-
nation, we saw a normal cervix with light or non-active bleed-
ing and uterus enlargement. The ultrasonography examina-
tion showed an enlargement of the lower part of the uterine 
corpus with nonhomogeneous opacity, and the Doppler ex-
amination showed neovascularization with a color score of 
4 (Figure 3). We also did advanced imagining, and the MRI 
results supported our ultrasound-based examination with a 
nonhomogeneous mass and enlargement of the lower uter-
ine corpus with a bridging vessel that was suspected to be in-
vasive to the bladder.

A

B

C

Figure 3.  MRI and ultrasound examination of the uterus of 
the third patient. (A) Doppler ultrasound showing 
neovascularization with color score 4. (B) Coronal plane 
of MRI showing enlargement of a nonhomogeneous 
mass suspected to be invasive to the bladder. 
(C) Sagittal plane of MRI showing uterine enlargement 
of a nonhomogeneous mass.
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The examination results gave a first impression that this was 
still a case of malignant trophoblastic neoplasia. Then, we as-
sessed b-hCG levels. The b-hCG level was 2504, so we sought 
to differentiate the diagnosis, between GTN (choriocarcino-
ma or placenta trophoblastic tumor) and placenta accreta. 
From our previous experience, we had seen patients like this, 
who had suffered from placenta accreta, so we moved placen-
ta accreta to be the most probable diagnosis for this patient.

Management options included chemotherapy and an opera-
tive procedure, but we suggested that the patient undergo a 
hysterectomy procedure due to inadequate response to che-
motherapy. The patient and her husband did not desire future 
fertility and preferred hysterectomy as we suggested.

The patient underwent a total abdominal hysterectomy. The 
macroscopic sample was then referred to the pathology-anato-
my department for a histopathology examination. The patholo-
gy examination demonstrated placenta accreta (Figure 4). The 
postoperative course was uncomplicated, and the patient was 
discharged on postoperative day 2.

Discussion

Placenta accreta is an invasive placental condition giving rise to 
a life-threatening obstetrical emergency when it causes hem-
orrhage [1]. It occurs when there is abnormally firm adherence 
to the uterine wall. In placenta accreta, the placenta has in-
filtrated into the superficial area of the basalis layer [3,9]. As 
a consequence of partial or total absence of the decidua ba-
salis and imperfect development of the fibrinoid or Nitabuch 
layer, placental villi become attached to the myometrium. As 
a result, at least part of the placenta cannot separate after de-
livery and this may lead to severe obstetric hemorrhage [2,3]. 
That is why proper diagnosis is needed to choose the right 
treatment, and for this, it is necessary to precisely understand 
the pathological structure, to make an appropriate diagnosis.

Placenta accreta prevalence is now estimated to be 1 in 2500 
pregnancies [4]. The incidence has risen in parallel with that 
of cesarean deliveries, and it remains a major cause of ma-
ternal mortality and morbidity and the principal indication for 
postpartum hysterectomy [5,10,11].

Antenatal diagnosis of invasive placentation is critical 
and has been shown to decrease maternal morbidity [12]. 
Ultrasonography is the primary diagnostic modality during 
the antepartum period and the modality of choice to evalu-
ate for obstetrical hemorrhage, with a sensitivity of 91% and 
specificity of 97%. Some recent studies have described sono-
graphic characteristics of placenta accreta in the first trimester 
as a low-lying gestational sac and diffuse dilatation of intra-
placental vessels (lacunae) traversing the lower uterine seg-
ment at the site of the cesarean section scar [13,14]. The Royal 
College of Obstetricians and Gynecologists (RCOG) guidelines 

Figure 4.  Macroscopic appearance and histopathology 
examination of the uterus of the third patient. 
(A) Sagittal cut of the uterine corpus with placenta 
accreta mass. (B) Uterine corpus enlargement with 
bridging vessels. (C) Histopathology of myometrium 
infiltrated by the placenta.

A

B

C

Purbadi S. et al: 
Early gestational age placenta acreta
© Am J Case Rep, 2021; 22: e934168

e934168-5 Indexed in: [PMC] [PubMed] [Emerging Sources Citation Index (ESCI)]
[Web of Science by Clarivate]

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)



for placenta accreta describe the signs as the following find-
ings on 2D greyscale Doppler: loss of the ‘clear zone’, abnor-
mal placental lacunae, bladder wall interruption, myometrial 
thinning, placental bulge, and focal exophytic mass. On the 
other hand, on 2D color Doppler, we can find uterovesical hy-
pervascularity, subplacental hypervascularity, bridging vessels, 
and placental lacunae feeder vessels [15]. Combined grayscale 
and color Doppler ultrasound allows assessment of the uterine 
cavity and its blood flow [16,17]. MRI can be used to support 
the diagnosis or as a diagnostic adjunct in complicated cas-
es. The RCOG recommendations also state that the diagnostic 
value of MRI and ultrasound imaging in placenta accreta spec-
trum is similar when performed by experts. MRI can be used 
to complement ultrasound imaging to assess the depth of in-
vasion and lateral extension of myometrial invasion [15,18].

Gestational trophoblastic disease is the term used to encom-
pass a group of tumors typified by abnormal trophoblastic 
proliferation that produce b-hCG. GTN, the malignant form of 
gestational trophoblastic disease, includes invasive mole, cho-
riocarcinoma, placental site trophoblastic tumor, and epithe-
lioid trophoblastic tumor. Each of the GTN malignancy types 
is histologically distinct and varies in its propensity to invade 
and metastasize [3,19]. Instead of histology of a specimen, 
measurement of serum b-hCG levels combined with clinical 
findings is used to diagnose and treat this malignancy [3,8]. 
In 2 of our cases, the preliminary diagnosis was GTN because 
of the similarity of the patients’ sonographic and laboratory 
findings (b-hCG at massive levels). Early-stage GTN is typical-
ly cured with a single chemotherapy agent [20]. In our second 
patient, the doctor in the previous hospital used methotrex-
ate single chemotherapy as treatment.

GTN infiltrates into the myometrium in a nonspecific area, while 
placenta accreta infiltrates into the myometrium in a specific 
location, especially in the anterior isthmus part of the uterine 
lining that we call the niche. Most cases of placenta accreta 

Case Clinical presentation
Previous Cesarean 

section (CS)
Ultrasonography findings

Elevated b-hCG 
levels

Case 1 1.  Vaginal bleeding 2 Previous CS Uterus enlargement with irregular, 
discontinuous endometrial line, sized 11.24 
mm. Fluid suspected to be blood in the Douglas 
cavity

No b-hCG 
examination

Case 2 1.  Vaginal bleeding
2.  Abdominal distention

3 Previous CS Lower uterine corpus enlargement with 
nonhomogeneous opacity and Doppler color 
score 4

Yes

Case 3 1.  Vaginal bleeding 2 Previous CS Lower uterine corpus enlargement with 
nonhomogeneous opacity and Doppler color 
score 4

Yes

Table 2. Findings summary for the 3 cases.

are initiated from a pregnancy located in the isthmus or uter-
ine niche, which occurs due to scars [3,9,21]. In this case, we 
had pathological findings of a mass in the isthmus that had 
spread into the lower uterine corpus, and from the appearance 
of the Doppler/ultrasonography, we also saw a mass in the 
lower uterine corpus, extending from the isthmus with non-
homogeneous opacity and high vascularity. From these find-
ings, we concluded that although placenta accreta can mim-
ic a GTN, with the same laboratory and clinical findings, this 
case was more like a placenta accreta than a GTN because GTN 
does not have a specific location of invasion.

This report illustrates that it is crucial to consider the diagno-
sis of retained invasive placenta like placenta accreta in pa-
tients presenting with vaginal hemorrhage who have a histo-
ry of previous cesarean delivery. The use of histopathological 
examination is essential to help us avoid misdiagnosis.

In the first case presented here, the niche and the cervix were 
never evaluated, which is important because this is where the 
trophoblast is implanted. On the other hand, from the second 
case, we know that the anterior wall of the uterus was also 
not evaluated. This patient was diagnosed with GTN, but the 
invasion was only in the anterior wall of the uterus. These 
findings, retrospectively, indicated that they were more like-
ly to be placenta accreta cases than GTN cases. Our conclu-
sion for the second case was supported by the histopathol-
ogy results, which told the same story. In the last case, with 
our experiences of misdiagnosis from the first and second cas-
es, because of the uterine anterior wall trophoblast invasion 
problem, we knew from the history, physical examination, ul-
trasounds, and MRI findings that it was a case of placenta ac-
creta, and this was confirmed by the histopathology results 
(Table 2). The consequences of missed diagnosis in the first 
and second cases led to unnecessary treatment and also com-
plications like uterine rupture due to curettages and chemo-
therapy for the second patient. The clue to consider to make 
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a proper diagnosis is niche and low-lying placenta, which can 
be detected based on the histological structure viewed via im-
aging in ultrasounds or MRI. We should carefully inspect the 
anterior uterine wall, down to the cervix, and also the tropho-
blast structure, including the invasiveness, every time we do 
an ultrasound examination. Careful evaluation is needed for 
better diagnosis, as cesarean scar pregnancy with wide ante-
rior uterine wall trophoblast invasion cannot be resected. In 
this situation, hysterectomy is the correct treatment.

Conclusions

Early gestational age placenta accreta can be appropriately di-
agnosed. For every pregnancy after a previous cesarean sec-
tion, the doctor must evaluate the anterior isthmus to look for 
a niche. Careful examination is needed to diagnose placen-
ta accreta and to determine proper management. Both imag-
ing and histopathological examination play important roles in 
making the diagnosis. The key point is to evaluate whether the 
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