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Abstract

A serious risk of potentially fatal hemorrhage is associated with adherent placenta percreta, an
uncommon variation of Placenta Accreta Spectrum (PAS) illnesses. An even rarer occurrence is
bladder involvement, which can occasionally manifest as extensive hematuria alone. Therefore,
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6107 that are suspected or confirmed, early urologist and multidisciplinary medical team involvement
is particularly crucial because prompt surgical intervention may be required to guarantee patient

safety. We describe the case of a 33-year-old lady who had three cesarean procedures in the past

hematuria during pregnancy, whether microscopic or macroscopic, should be regarded as
concerning symptoms that need to be addressed right once. In situations of placenta percreta
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and who complained of lightheadedness and bloody urine at 28 weeks.
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When a pregnant woman has adherent placenta issues, it might be fatal [1]. The placental villi,
rather than the intervening decidua, connect abnormally to the myometrium. Among these are

conditions  of the Creative | placenta accreta (75%-78%), in which the chorionic villi only penetrate the superficial
Commons  Attribution  (CCBY) | myometrium, placenta increta (17-18%), in which the chorionic villi penetrate over half of the
license

myometrium and infrequently, placenta percreta (5%), in which the chorionic villi penetrate the
myometrium, serosa and sometimes close organs like the bladder. In most instances, bladder
invasion manifests as potentially fatal hematuria at the moment of delivery [2]. After the placenta

(https://creativecommons.org/li
censes/by/4.0/).

was left in place, we describe a patient who had bladder invasion and placenta percreta and who

thereafter developed delayed hematuria [2].

Case Presentation

A 33-year-old woman (gravida 4, para 3) with a history of three cesarean sections, the most recent one is five years earlier and
an otherwise unremarkable medical history, presented at 28 weeks and 3 days gestational age. She was referred to our hospital
complaining of bloody urine and dizziness for the past four days.

The patient was diagnosed with placenta previa with signs of percreta and bladder invasion, confirmed by a detailed fetal
anomaly ultrasound scan at 21 weeks. On admission, the patient appeared dizzy and pale. Her vital signs were as follows: blood
pressure 92/55 mmHg, heart rate 108 bpm, SpO, 98% and she was afebrile.

Abdominal examination revealed a gravid uterus measuring approximately the size of a 25-week pregnancy, with mild
suprapubic tenderness and significant hematuria. A fetal ultrasound showed a viable fetus with average biometric parameters
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and normal amniotic fluid. A transvaginal ultrasound confirmed the diagnosis of placenta previa percreta, with multiple
hypoechoic masses in the bladder suggestive of blood clots.

The patient was admitted for stabilization and management. Initial laboratory tests revealed a hemoglobin level of 6.7 g/dL and
platelets of 188x10°/L. Bladder catheterization demonstrated gross hematuria and urinalysis was positive for blood (erythrocytes
>100).

For initial stabilization, the patient received 4 units of packed red blood cells, 4 units of fresh frozen plasma and 4 units of
platelets. She was also administered 12 mg of dexamethasone for fetal lung maturation. A multidisciplinary team decided on
termination of pregnancy.

As her family planning was not complete, the patient expressed a desire to preserve her fertility and avoid a hysterectomy. She
was counseled about the risks, including bleeding, bladder injury, bowel injury and the potential failure to preserve the uterus.

The patient was transferred to the operating room. Upon opening the abdominal wall, intra-abdominal inspection revealed
multiple large vessels at the level of the lower uterine segment, under the peritoneum and in the area of the bladder. Severe
anterior wall adhesions, primarily on the right side of the uterus, were noted.

An initial bladder displacement was performed with delicate and rapid adhesiolysis. A Foley catheter tourniquet was applied at
the lowest possible area of the lower uterine segment through two avascular windows in the broad ligament.

A longitudinal, high-level uterine incision was made above the lower uterine segment to avoid the placental bed. A healthy
neonate weighing 1350 g was delivered. To minimize uterine bleeding, bilateral uterine artery ligation was performed at a low
level.

Spontaneous placental extraction failed, requiring manual removal of the placental tissue. A small placental site was excised
using surgical scissors and five hemostatic sutures were placed at the bleeding site using 1-0 Vicryl. The internal iliac arteries
were ligated bilaterally at two levels with non-absorbable silk.

Four separate stitches were placed on the bladder wall, primarily at the serosal base. The bladder was rechecked after securing
hemostasis with a dye test using 300 mL of methylene blue.

The abdomen was closed using a standard technique. The total blood loss was 3000 mL. Intraoperative evaluation of the CBC
revealed a hematocrit of 25.7% and hemoglobin of 5.9 g/dL. Intraoperative transfusions included 1050 mL of allogeneic red blood
cells and 1400 mL of fresh frozen plasma.

The patient was monitored in the intensive care unit for two days, with intensive multidisciplinary team care and continuous
bladder irrigation for residual blood clots. The postoperative course was uneventful and the patient was discharged in good
condition.

Discussion

Since the placenta's invasiveness is not always determined, it is challenging to differentiate between placenta percreta, increta
and accreta, which makes the precise occurrence of placenta percreta unknown. The incidence of placenta percreta has been
reported to be between 1 in 1000 and 1 in 70,000 births [3]. The most severe type of placental invasiveness is placenta percreta,
which necessitates prompt diagnosis and treatment to reduce morbidity. Risk factors for this pregnancy complication include
multiparity, previous uterine surgery, the most prevalent type of cesarean delivery and advanced maternal age [4]. As the
number of prior cesarean births increases, the incidence of invasive placenta increases linearly. In every pregnancy where a low-
lying placenta or placenta previa is detected, together with a history of uterine scarring, the diagnosis should always be
suspected. According to estimates, there is a 40% risk of placenta accrete during the identification of placenta previa in a woman
who has had three prior cesarean procedures [5].
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By enabling us to select the most appropriate delivery timing and location, prenatal diagnosis of placenta percreta can assist
lower mother and fetal morbidity and death. For a timely diagnosis of a placenta that is morbidly adherent, several sonographic
criteria have been suggested. In these situations, a thorough medical history and a high level of suspicion are crucial. Using the
color Doppler, the sonographic features show hypervascularity between the placenta and the bladder, which resembles a huge
aneurysm, intraplacental lacunar gaps, irregularity of the serosa-bladder interface and an inability to see the usual retroplacental
clear zone [6-9]. In our instance, a transvaginal ultrasound revealed several hypoechoic lumps in the bladder that might be blood
clots, confirming the diagnosis of placenta previa percreta.

Hematuria is an uncommon condition that accounts for 25% of all instances of placenta percreta [10,11]. Any pregnant woman
who presents with gross hematuria and a history of prior cesarean sections should be suspected of having placenta percreta with
bladder invasion, even if this is not a sensitive finding [12]. Due to the potentially fatal nature of placental bladder infiltration,
multidisciplinary surgical management, a sufficient supply of blood products, newborn intensive care and the possibility of
uterine artery embolization if necessary are all required. It is advised to have a hysterectomy without making any attempts to
remove the placenta [13]. Severe blood loss could result from the bladder and placenta separating. Preserving bladder integrity
should be one of the main surgical objectives, even in situations where there is significant intraoperative bleeding. When this
cannot be avoided, the bladder incision might be used for a hysterotomy and cesarean section. To reduce ureteral damage,
ureteric stents must be placed prior to surgery.

Leaving the placenta in place following a cesarean delivery and administering a postoperative methotrexate injection is another
more recent alternative therapy option [14,15]. In addition to reducing intraoperative blood loss, concurrent vascular
embolization may promote placental involution after surgery. Regular postpartum monitoring is necessary in these situations
since it may take several months for the placental remains to completely recede. Because blood loss could be controlled, a
hysterectomy was not necessary [16]. Sexual dysfunction, urine incontinence and fistulas are possible long-term effects of bladder
injury.

Conclusion

This example emphasizes the value of a multidisciplinary approach and early detection for treating placenta previa percreta with
bladder invasion. Although these instances are still high-risk and require careful intraoperative and postoperative care,
conservative surgical procedures can result in hemostasis while preserving fertility as desired by the patient.This case's good
outcome demonstrates the feasibility of fertility-preserving surgery in some situations and emphasizes the significance of
customized treatment plans based on the patient's reproductive goals and medical needs.
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