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1  |  INTRODUCTION

Placenta accreta is a complication of pregnancy com-
monly diagnosed during the second trimester. Identifying 
it during the first trimester could prevent severe emer-
gencies; however, a consensus on diagnostic criteria is 
lacking. We report a case of placenta accreta in the first 
trimester associated with miscarriage, and we highlight its 
features and complications.

Placenta accreta is a rare, potentially fatal disease of 
the pregnancy, characterized by an invasion of placenta 
into the myometrium, sometimes extending through the 
myometrium (placenta increta), or even reaching the uter-
ine serosa (placenta percreta). The penetration of placenta 
into the myometrium leads to the failure of the placenta 
to separate from the uterus during the second stage of 
delivery, causing a severe post- partum hemorrhage with 
shock and coagulation disorders, and leading to emergent 
hysterectomy.1

The incidence of placenta accreta has been increasing 
rapidly in the last years due to the high number of cesar-
ean sections, surgery on the uterus, and the rising cases of 
advanced maternal age of pregnancy, all risk factors asso-
ciated with placenta accreta.

The diagnosis of placenta accreta is often made during 
the second- trimester sonography, with sonographic signs 
including thin uterine- placental interface, vascular an-
echoic lacunae, and a turbulent blood flow.

Placenta accreta can also occur during the first trimes-
ter; however, it is much more difficult to diagnose because 
of the lack of standard sonographic guidelines. The di-
agnosis is often made by complication of miscarriage or 
abortion, for instance, massive blood loss during curet-
tage. Here, we describe a case of placenta accreta during 
the first trimester with no risk factor associated.

2  |  CASE PRESENTATION

A 33- year- old woman from Bangladesh, G3P2, presented 
to the emergency department referring to a 14- day his-
tory of vaginal bleeding and lower abdominal pain. Her 
last menstrual period was 7 weeks and 2 days before. Her 
menstrual cycles were usually regular, every 28  days, 
with a normal blood flow and duration of bleeding (about 
5– 6  days). Laboratory tests showed a β- human chori-
onic gonadotropin (β- hCG) of 129,725.4  mUI/ml. Her 
past medical and surgical history was unremarkable, she 
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Abstract
Placenta accreta is a severe complication of pregnancy normally diagnosed dur-
ing the second trimester. Early detection could reduce the risk of hemorrhage 
during abortion or miscarriage; however, guidelines on first- trimester diagnosis 
are lacking. We describe a case of placenta accreta during the first trimester with 
its sonographic and histological features.
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didn't declare any illness nor did take any medications, 
she didn't undergo surgery. She had two previous sponta-
neous vaginal deliveries in 2009 for 35- week of gestation 
p- PROM with trachelorrhaphy and a full- term pregnancy 
in 2013 reportedly with no complications. Her last gy-
necological visit was in 2013. Pelvic examination showed 
a blood discharge from the cervix, and the uterus volume 
was as increased as in a 4  months- pregnancy, painless. 
Transvaginal sonography revealed no uterine pregnancy 
or ectopic pregnancies but confirmed an increased uterine 
size. The endometrium was hypervascularized (Figure 1), 
with anechoic lacunae and irregular thickness, measuring 
15 mm at the fundus and 57 mm at the isthmus. No pelvic 
effusion.

The woman was admitted with a diagnosis of sus-
pect molar pregnancy, for which curettage was indicated. 
Laboratory findings were Hb 11.2  g/dl, PLT 112  ×  103/
mcl, D- dimer 5022 FEU ng/ml. During the operation, 
non- responsive massive hemorrhage (1200  cc in 5  min) 
required emergency laparotomy with hysterectomy and 
bilateral salpingectomy. Peritoneal cavity inspection re-
vealed abnormalities in both shape and size of the uterus, 
with cervical and isthmic vascularization. The total blood 
loss was 2300 cc, and a consumptive coagulopathy soon 
developed, requiring a transfusion of 2 units of packed 
red cells and of colloid solutions. Blood testing during 
the operation returned Hb 10.2  g/dl, a drop of platelets 
to 76 × 103/μl, INR 1.23, Antithrombin 50%, Fibrinogen 
117 mg/dl. First/day post- operative examinations showed 
an Hb 7.5 g/dl, PLT 83, Antithrombin 62%, D- dimer 1040 
FEU ng/ml, β- hCG 25,199.8 mUI/ml.

The histopathology report described a 6 cm long hem-
orrhagic formation extending through 2/3 of the inferior 
portion of the uterus and invading beyond the external 
half of the myometrium, and a myometrial thinning over 
the isthmus, and reaching the internal os of the uterus 

(Figure  2). The microscopic examination revealed the 
presence of extravillous trophoblastic cells into the super-
ficial myometrium and occasional chorionic villi attached 
to the myometrium (Figures  3– 5). The diagnosis was a 
miscarriage with no alterations to the chorionic villi and 
with decidualization deficiency, suggestive of placenta 
previa accreta and uterine atony.

3  |  DISCUSSION

The incidence of placenta accreta diagnosed in the first tri-
mester has been increasing during the last decades. Major 
risk factors include previous cesarean section, advancing 
maternal age, and placenta previa. Other risk factors in-
clude curettage, IVF, and other types of uterine surgery.2

Placenta accreta is mainly diagnosed during the second 
and third trimesters of pregnancy, and sonographic signs 
include abnormally thin myometrium, absence of the 
dark line dividing placenta and the myometrium, suppos-
ing the loss of decidua basalis, bulging of the placenta into 
the bladder (especially in previous C- sections), placental 
lacunae with a chaotic, turbulent blood flow.3

Here, we have reported a rare case of placenta accreta 
in the first semester with no associated risk factors.

Similar to most of the cases reviewed by Wang et al.,4 
the patient presented with vaginal bleeding followed by 
a massive hemorrhage after curettage. However, in oppo-
sition to previous reports, the patient had not undergone 
previous uterine surgery, therefore, was not supposed to 
have an increased risk of accretism. For this reason, a 
molar pregnancy was initially suspected on the basis of 
the patient's signs and symptoms.

Some main sonographic features described in other re-
ports were present in our findings, such as anechoic lacu-
nae and low- gestational sac implantation.

The massive hemorrhage brought to a rapid con-
sumption of coagulation factors, and a coagulopathy was 
installed. This has also been seen in a case described by 
Papadakis et al.5 Although this is a complication of hem-
orrhage regardless of its cause, it is worth mentioning 
that treating placenta accreta should be considered an 
emergency and, therefore, the necessary personnel and 
resources, such as blood units and fresh frozen plasma, 
must be readily available.

A novelty in our report could be represented by the in-
crease in placental size. However, the gestational age was 
only referred by the patient and could not be determined 
with certainty by crown- to- rump length because of the 
absence of an embryo, therefore, an increase in placental 
size can only supposedly be attributed to accretism.

Since preoperative β- hCG levels were high and no 
embryo was identified, differential diagnosis had to be F I G U R E  1  Sonographic features
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made with placental site trophoblastic tumor (PSTT) and 
invasive mole, based on histological features. Both are 
aggressive trophoblastic lesions with myometrial and/or 
vascular invasion. While they form a mass lesion involv-
ing and infiltrating endomyometrium, in this case, the 
placenta was attached to the myometrium with no signs of 
infiltration. Furthermore, chorionic villi did not have the 
classical findings of those in invasive mole or PSTT, such 

as nuclear pseudoinclusions, and altered shape. Instead, 
decidualization was deficient, which is a risk factor for 
placental accretism.

There are no sonographic standardized criteria for 
the first- trimester placenta accreta because of its uncom-
mon occurrence. Among reported sonographic criteria, 
there are low gestational sac implantation, presence of 
sub placental anechoic areas, and irregular placental- 
myometrium interface.6  MRI has been recommended to 
confirm a suspect of placenta accreta.7

Standardized procedures for the early diagnosis of 
placenta accreta could prevent obstetric emergencies in 
women at risk of abnormal placental invasion.

Although hysterectomy cannot be prevented entirely, 
more conservative treatments as uterine artery emboliza-
tion, cytotoxic therapy with methotrexate, and hysterot-
omy with removal of the placenta4 can reduce bleeding 
and avoid emergencies. Increasing the reported cases of 

F I G U R E  2  Macroscopy of the hysterectomy specimen. The 
placenta is located over the internal os (placenta previa) and a 
myometrial thinning is evident

F I G U R E  3  Histology. The placenta is located over the internal 
os with visible adjacent cervical glands (Hematoxylin- Eosin, 2×)

F I G U R E  4  Histology. Presence of chorionic villi attached to 
the myometrium (Hematoxylin- Eosin, 10×)

F I G U R E  5  Histology. Presence of extravillous trophoblastic 
cells into the superficial myometrium; villi are present adjacent to 
fibrinoid; decidualization is deficient (Hematoxylin- Eosin, 10×)
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placenta accreta can, therefore, improve the management 
of such cases and eventually lead to a broader consensus 
and standardized care.
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