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Abstract 
We report a case of a 40-year-old woman, second pregnancy, previous cesa-
rean section due to intrauterine growth restriction and placenta accreta spec-
trum disorders. She was 25 weeks gestational age, admitted to the hospital 25 
weeks gestational age, diagnosed with fetal death. Initial conservative man-
agement attempt with uterine preservation progresses to complications re-
quiring total hysterectomy followed by a rare outcome: pelvic thrombi with 
uterine necrosis, with its associated clinical complications. 
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1. Introduction 

The placental insertion disorder spectrum (placenta accreta spectrum—PAS) 
originates at the moment of insertion of the villi which instead of adhering to the 
decidua, invades the myometrium, sometimes surpassing it. Failure in normal 
decidualization is commonly caused by uterine scarring that allows deep tissue 
invasion. Thus, the main risk factors are previous cesarean sections or other 
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types of uterine surgery [1] [2] [3] [4] [5]. Insertion disorders can lead to serious 
complications, increasing maternal and fetal morbidity and mortality. In severe 
cases of accretism, it can affect adjacent organs such as the bladder and intes-
tines, and an antenatal diagnosis is essential. The main consequences of abnor-
mal placental insertion are puerperal hemorrhage, postpartum hysterectomy and 
complications from the surgical procedure. As for the fetus, the main complica-
tions are due to prematurity [2] [3] [4] [5]. 

Adequate management of PAS includes adequate prenatal diagnosis and sur-
gical planning, in order to reduce peri- and postoperative morbidities. The most 
common complications are hemorrhage and need for blood products and sur-
gical morbidities, including hysterectomy, bladder and urethral injury [1] [2] [6] 
[7] [8] [9] [10]. Surgical measures such as maintenance of the placenta in situ, 
hemostatic sutures and posterior hysterectomy and uterine artery embolization 
can reduce blood flow, reducing the risk of surgical morbidity. 

The present report is relevant to obstetric practice as it describes the multidis-
ciplinary management of a case of placenta accreta diagnosed just hours before 
the cesarean, progressing to hysterectomy and followed with a rare outcome: 
pelvic thrombi with uterine necrosis, with its associated clinical complications. 

2. Methods 

The patient was accompanied by an assistant physician specializing in high-risk 
obstetrics, a member of the team, due to the high degree of comorbidities she 
presented. When she was admitted to the hospital, the patient was accompanied 
by the team responsible for reporting the case.  

3. Case Report 

Secundigesta, 40 years old, skin color white, married, complete higher education, 
body mass index 22 kg/m2, no prior comorbidities, with a history of previous 
cesarean section due to severe intrauterine growth restriction associated with a 
velamentous cord insertion with an intraoperative diagnosis of placental accret-
ism in the uterine fundus. He has a history of performing several endoscopic 
uterine procedures for IUD removal and synechiae lysis. In the current preg-
nancy, she presented significant hyperemesis gravidarum, with changes in liver 
function tests in the first and early second trimesters. At 25 weeks of pregnancy, 
intrauterine fetal death was diagnosed, with no other risk factors to explain it. 
An investigation of placental accretism was carried out, even with ultrasonogra-
phy without evidence of accretism, since the placenta was inserted in the same 
location as the previous accretism. Nuclear magnetic resonance (MRI) showed 
an area of incretism in the fundic region and to the right. Cesarean section was 
indicated with a view to uterine preservation, according to the patient’s agree-
ment and desire. 

The cesarean was performed with difficult placental delivery, and multiple 
hemostatic sutures were performed, including Cho, Hartmann and B-lynch su-
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tures. Bakri’s balloon was inserted before the B-lynch suture, requiring cervical 
dilatation to pass the balloon’s exit tract, as the uterine cervix was closed. Intra-
operative uterine bleeding was 1500 ml, and uterine atony responded to the use 
of medications (oxytocin, misoprostol, methylergometrine and tranexamic acid) 
and to the measures described. Hemoglobin prior to the procedure was 11.4 
g/dL, decreasing afterwards to 7.7 g/dL. The patient recovered in an intensive 
care unit (ICU) for 24 hours, evolving well, being discharged with pharmacolog-
ical prophylaxis for venous thromboembolism. 

On the fourth postoperative day, she returned to the emergency room with 
significant abdominal pain and distension, nausea and loss of appetite, with pu-
rulent secretion in the surgical wound, requiring hospitalization in the ICU with 
a diagnosis of sepsis of an abdominal focus. 

The clinical and gynecological evaluation did not show findings compatible 
with uterine infection, reaching the main diagnostic hypothesis of bacterial 
translocation resulting from adynamic ileum. Abdominal tomography was per-
formed, and a small collection was identified along the isthmus of the uterine 
scar. Intravenous treatment with ampicillin/sulbactam and conservative meas-
ures for adynamic ileum were started. With abdominal distension and absence 
of bowel movements persisting, a coloproctological evaluation was performed, 
with no evidence of alterations on physical examination and the suspicion of an 
inflammatory postoperative ileus remained. A total parenteral nutrition diet was 
started due to oral intolerance. 

Complementing the medical assessment, the general surgeon raised the suspi-
cion of a bridle with small bowel obstruction. It was decided to perform explo-
ratory laparoscopic surgery, whose transoperative findings showed a large 
amount of purulent secretion in the left iliac fossa and posterior cul-de-sac, 
tamponade by intestinal loops with multiple adhesions. The procedure was con-
verted to laparotomy due to the friability of the tissues. Adhesion release, volvu-
lus distortion, total hysterectomy with salpingectomy and ovarian preservation 
were performed, and thrombi were identified in pelvic vessels during the proce-
dure. There was a bladder lesion in the urinary bladder, which was promptly 
corrected with raffia. The patient received two units of packed red blood cells 
and one unit of fresh plasma. She was kept postoperatively in the ICU, with an 
antibiotic change for piperacillin/tazobactan. 

The anatomopathological diagnosis was extensive mural and adnexal throm-
bosis with uterine infarction and acute suppurative endometritis, placental re-
mains in necrosis, acute bilateral salpingitis, acute peritonitis and parametritis 
and acute suppurative peri-appendicitis, and the prophylactic dose was changed 
to full dose of anticoagulation. The patient evolved with progressive improve-
ment, mild liver dysfunction on parenteral nutrition and was discharged on the 
thirteenth postoperative day, with anticoagulation being recommended for six 
months. No other complications in the late postpartum period. 

This case should be highlighted by the attempt to conservatively manage of 
placenta accreta spectrum in a patient undergoing multiple uterine surgeries 
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with the aim of preserving fertility, which evolves with severe and rare complica-
tions. The patient is hospitalized for thirteenth days until discharge. In addition, 
the patient underwent outpatient follow-up for two years without presenting 
new comorbidities.  

4. Discussion 

The best outcomes in managing PAS include proper prenatal diagnosis and 
adequate preparation for completion of pregnancy, anticipating possible com-
plications. The presence of a low placental attachment in the lower uterine seg-
ment associated with a history of previous uterine scarring, or even a history of 
multiple uterine scars or accretism, prompt ultrasound evaluation by an expe-
rienced professional, with the specific intention of looking for signs of PAS. 
Preoperative management includes optimization of hemoglobin values and sur-
gical planning with a trained multidisciplinary team, availability of blood com-
ponents, surgical material available for hemostasis and for conversion from ce-
sarean to hysterectomy, in addition to predictability of recovery in ICU. The 
main complication of PAS is massive hemorrhage followed by coagulopathy. 
However, it was also seen that surgical morbidity is directly associated with the 
degree of invasion of the lower uterine segment, posterior bladder wall and pa-
rametrium. Less intraoperative blood loss is related to the performance of cesa-
rean section with hysterectomy, without attempts to remove the placenta. How-
ever, conservative approaches should be considered when the degree of placental 
invasion is not extensive, and there is a maternal desire to preserve fertility. [6] 
[8] [11] [12] [13] [14]. The main conservative approaches, which are often used 
in combination, include partial or total non-removal of the placenta, extirpation 
techniques with manual placental removal, surgical resection of the area of ac-
cretism, hemostatic sutures, and the “Triple P” procedure with suture in placen-
tal area after resection [11]. 

Surgical complications can be life threatening, especially deep vein thrombo-
sis. Although rare, ovarian vein thrombosis can appear as an aggravating factor 
for surgical procedures and cesarean sections. This complication can progress to 
inferior vena cava thrombosis, due to its anatomical trajectory, and pulmonary 
thromboembolism. The treatment, still without consensus, includes anticoagu-
lant therapy and, sometimes, surgical reinterventions. The process can take place 
without any symptoms; when symptomatic, abdominal pain and fever are com-
mon. [15] [16]. In the present case, the patient had abdominal pain, but signs of 
necrosis and thrombosis of the pelvic vessels were only observed during the 
transoperative period. Thus, thrombosis of the pelvic vessels (the ovarian vein 
being the most commonly affected) should be included in differential diagnoses 
of abdominal pain in the postoperative period of women undergoing cesarean 
section with PAS and performing techniques for uterine preservation. In addi-
tion, although necrosis due to pelvic vessel thrombosis is a rare complication, it 
should be considered in cases where arterial embolization, advanced hemostasis 
techniques, multiple hemostatic sutures, or in cases that evolve unexpectedly, 
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such as the account described here. This complication may have been partially 
due to multiple hemostatic sutures, associated with an eventual predisposition to 
thromboembolic events [17] [18] [19]. 

Uterine embolization has been described as an effective method, but there is 
still no concrete evidence for the obstetric population. Its main complications 
are iliac thrombosis, ischemic neuropathy, bladder gangrene, uterine necrosis, 
leg ischemia and buttock necrosis. In the present case, embolization was not 
used, but several hemostatic sutures in order to preserve the uterus according to 
the mother’s desire. The use of multiple sutures may have contributed to 
thrombosis and subsequent necrosis in this case. 

Despite the rare occurrence of pelvic vessel thrombosis followed by uterine 
necrosis, we emphasize the importance of these differential diagnoses in com-
plications after surgical interventions, especially in the conservative management 
of placental disorders. In addition, we highlight the importance of multidiscipli-
nary management with a team specialized in the care of SBP, we emphasize the 
importance of care in a reference center with an experienced team for the proper 
management. 

5. Conclusion 

The best outcomes in managing placenta accreta spectrum (PAS) include proper 
prenatal diagnosis and adequate preparation for completion of pregnancy, an-
ticipating possible complications. Less intraoperative blood loss is related to the 
performance of cesarean section with hysterectomy, without attempts to remove 
the placenta. However, conservative approaches should be considered when the 
degree of placental invasion is not extensive, and there is a maternal desire to 
preserve fertility. Surgical complications can be life threatening, especially deep 
vein thrombosis. Although rare, ovarian vein thrombosis can appear as an ag-
gravating factor in surgical procedures and cesarean sections. Despite the rarity 
of the occurrence of pelvic vessel thrombosis followed by uterine necrosis, we 
emphasize the importance of these differential diagnoses in complications after 
surgical interventions, especially in the conservative management of placental 
disorders. 

Consent 

Written informed consent was obtained from the patient for publication of this 
case report. 
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