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ABSTRACT

Pathological placental invasion is a dangerous anomaly during pregnancy, which causes increased maternal morbidity
and mortality. Patients with abnormal placental invasion may experience life-threatening uterine bleeding during delivery,
particularly in cases of placenta percreta. This often requires surgical intervention, specifically a hysterectomy, which some
researchers refer to as the “gold standard” treatment for pathological placental invasion, with rates ranging from 47% to 77.8%.
Conversely, other researchers recommend a conservative approach, involving the complete removal of the placenta percreta,
excision of damaged areas on the uterine walls and bladder, and metroplasty and restoration of the integrity of the.

This article presents a clinical case of a 40-year-old patient with a complicated obstetric history, including abnormal placental
invasion (placenta percreta) involving the anterior wall of the uterus and the bladder.

Delayed diagnosis of such pathology leads to inappropriate treatment and, consequently, acute massive bleeding, posing a risk
to the patient’s health and life. The applied comprehensive diagnostic and therapeutic measures facilitated the preservation of
the pelvic organs and restoration of the patient’s reproductive function.
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AKyLlepcKO-rmHeKoNorM4eckas TaKTuka
y NaLMeHTKU C aHOMaJIbHOU UHBa3neMn NIaLeHTbl
(placenta percreta)

AN. Uwenko, 0.10. Topbenko, W.[1. Xoxnoea, B.M. 3yes, T.A. Lxubnag3e, [.B. babypun

[epBbiii MocKoBCKMI rocyAapCTBEHHbIA MeAUUMHCKUIA yHuBepeuTeT uM. U.M. CeyeHoBa, Mocksa, Poccus

AHHOTALWA

0OpHa u3 Hanbonee onacHbIX aHOManuii Bo BpeMs bepeMeHHOCTV — naTonoruyeckas MHBasus nnaLeHTsl, 0bycnoenusatoLLas
MoBbILLEHWe MaTepPUHCKOI 3aboneBaeMocTh U cMepTHOCTW. PofiopaspelleHre NaLMeHTOK C aHOManbHOW MHBa3Wen nnaLeH-
Thl, KaK NPaBIO, COMPOBOXAAETCA KU3HEYrPOKAIOLMM MaTOUHBIM KpOBOTEUEHMEM, ocobeHHo B cryyasix placenta percreta,
4YTO HepeaKo NPUBOAMT K He0bX0AMMOCTY OMepaTMBHOTO BMeLLaTeNbCTBa — ructepaktomun (47,0-77,8%), koTopylo HeKoTo-
pble aBTOPbI Ha3bIBAKT 30/10TbIM CTaHAAPTOM JIEYEHUS NATONOMMYECKOI UHBA3WKM NnaveHTsl. [lpyrve uccnepoBateny npea-
noyuTaloT opraHocOeperatolimi NOAXOA C MOMHBIM yAaneHueM placenta percreta, ucceyeHMeM MOBPeXAEHHBIX obnactent
Ha CTEHKaX MaTKW 1 MOYEBOM My3blipe, NocneaytoLLen METPONIACTUKOIM U BOCCTAHOBNEHUEM LIeIOCTHOCTU CMEXKHBIX OpraHoB.
B craTbe npefcTaBneHo KMHMYecKoe HabntofeHWe 3a NauneHTKoi 40 NeT C OTATOLLEHHBIM aKyLLEPCKUM aHaMHe30M, B TOM
yMcne aHoManbHOM MHBa3mel nnavenTbl (placenta percreta) ¢ BoBneYeHMeM B NaTONOrMYECKUN NPOLIECC HE TONIBKO NepeaHen
CTEHKW MaTKW, HO 1 MOYEBOTO My3bIpS.

HecBoeBpeMeHHasi inarHocTUKa nofobHOM naTonoruy BNeYET 3a cobon HeBepHyo NieyebHyH TaKTUKY M, KaK pe3ynbTar,
0CTPOE MaCCUBHOE KPOBOTEYEHME, COMPSIKEHHOE C PUCKOM [N1Sl 3[,0POBbSA U KU3HU XKEHLUMHBI. IPOBEAEHHbIE KOMMNEKCHbIE
AMArHoCTUYECKUE 1 NeyebHble MeponpuaTUs cnocobCcTBOBaNM COXpaHEeHMI0 OPraHoB Masloro Tasa W BOCCTAHOBIEHUIO penpo-
LYKTUBHON QYHKLUMM NALMEHTKM.

KnioueBbie cnoea: placenta percreta; oMarHoOCTUKa; NeveHue; pea6m1maum|.
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BACKGROUND

Abnormally invasive placenta (AIP) is clinically
characterized by its failure to spontaneously detach after
childbirth and the inability to remove it without significant
hemorrhage. There are three variants of abnormal placental
attachment: placenta accreta (creta, vera, or adherenta) is
defined by the firm attachment of trophoblasts directly to the
myometrium due to a localized absence of the decidualized
endometrium; placenta increta is characterized by the
penetration of trophoblasts into the myometrium, often
reaching the uterine serosal layer; placenta percreta involves
the deepest invasion, with chorionic villi penetrating the
uterine muscular layers, serosal membrane, and even
adjacent organs [1-3].

AP is one of the most dangerous pregnancy complications,
significantly increasing maternal morbidity and mortality.
A history of cesarean delivery plays a crucial role in the
pathogenesis of abnormal placental attachment, as it often
leads to defects in the decidual layer at the site of the
postoperative scar. Other risk factors include manual removal
of the placenta, chronic endometritis, repeated intrauterine
surgical interventions, submucosal uterine fibroids,
adenomyosis, myomectomy, uterine artery embolization, high
parity, advanced maternal age, Asherman’s syndrome, and
uterine malformations, all of which disrupt the functional and
basal layers of the endometrium [4, 5]. Additionally, several
studies identify in vitro fertilization (IVF) as a risk factor.
IVF is often associated with elevated serum estradiol levels
during embryo implantation, which enhances trophoblastic
activity and predisposes to abnormal chorionic villi invasion.
According to a multicenter study conducted in the United
States, the rate of AIP has significantly increased —from
one case per 4,017 deliveries in 1980 to one case per 272
deliveries in 2016. This trend correlates with the rise in
cesarean delivery rates over the past four decades, which
increased from 10% to 30% [6].

Delivery in women with abnormally invasive placenta is
commonly accompanied by uterine and often life-threatening
hemorrhage, particularly in cases of placenta percreta.
Consequently, it is recommended to avoid prolonging
pregnancy beyond 36 weeks in patients with this pathology,
as the risk of massive hemorrhage exceeds 50%. Surgical
intervention, often in the form of a hysterectomy (47.0%-
71.8%), is frequently required and is considered by some
authors as the gold standard for treating AIP [7]. However, this
radical approach is associated with high maternal morbidity
(40%-50%) and mortality rates (up to 7%), primarily due to
hemorrhagic syndrome and damage to adjacent organs such
as the bladder and ureters [8, 9]. Urinary tract injuries are
reported in 29% of cases, with bladder injuries accounting
for 76%, ureteral trauma for 17%, and urogenital fistulas
for 5% [10]. Some researchers advocate for fertility-sparing
approaches, involving the complete removal of placenta
percreta, excision of affected areas of the uterine wall and
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bladder, followed by metroplasty and restoration of adjacent
organ integrity [11].

The literature describes various isolated and combined
conservative approaches for managing patients with
abnormally invasive placenta. These include selective
embolization of pelvic arteries, application of uterine
compression sutures, administration of methotrexate, in situ
retention of the placenta following cesarean delivery, and
delayed placental expulsion. Several studies report positive
outcomes with these methods, enabling most women to
avoid hysterectomy. However, other reports emphasize
severe complications associated with these treatments, such
as delayed postpartum uterine bleeding, endomyometritis,
uterine necrosis, pelvic peritonitis, sepsis, and disseminated
intravascular coagulation (DIC) syndrome [12-15].

Early diagnosis of abnormally invasive placenta improves
pregnancy outcomes by facilitating timely development
of appropriate management and delivery strategies.
Diagnosis is typically based on instrumental studies,
including ultrasound with Doppler imaging and magnetic
resonance imaging (MRI). Characteristic ultrasonographic
findings include disruption of the vascular architecture at
the placental implantation site, thinning of the myometrium,
wide gaps in the intervillous space of the chorion, evidence
of hypervascularization at the site of placental invasion into
the myometrium, and areas of low resistance in abnormal
arterial blood flow [16, 17].

Primary MRI features of abnormally invasive placenta
include bulging of the placenta or uterus beyond physiological
boundaries, the presence of dark intraplacental bands,
disorganized placental blood vessels, and disruption of the
interface between the uterus and placenta [18, 19].

Rehabilitation for all patients with placenta percreta —
regardless of whether bleeding control involved conservative
or radical measures — must include a course of iron
supplementation [12, 20].

Patients with preserved uteri who wish to continue
their reproductive plans often face significant challenges,
including iron-deficiency anemia, menstrual dysfunction,
endometrial hypoplasia, intrauterine adhesions, pelvic and
abdominal adhesion processes, development of urogenital
fistulas, uterine scar defects (isthmocele), pregnancy loss,
and recurrent abnormal trophoblastic invasion at the scar site
in the postoperative uterus [21, 22].

CLINICAL CASE

Patient Z., born in 1983, was admitted to the Pregnancy
Pathology Department of the Obstetrics and Gynecology Clinic
at the Sechenov Center for Maternal and Child Health with
complaints of dull pulling pain in the lower abdomen.

Diagnosis: Pregnancy at 13-14 weeks; threatened
miscarriage; cervical insufficiency; recurrent pregnancy
loss; uterine scar from a cesarean delivery in 2016. In 2021
the patient experienced premature rupture of membranes
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at 18-19 weeks of gestation. Chorioamnionitis. Immediate
instrumental removal of the fetal sac. Uterine hemorrhage.
A transverse suprapubic laparotomy was performed,
including ligation of the internal iliac arteries, application of
a compression suture on the uterus, and metroplasty due to
placenta percreta (placental invasion). Three months later,
the patient developed a vesicouterine fistula, which was
surgically repaired in 2021. Chronic endometritis.

Medical History: comorbid conditions: rubella, chronic
gastritis, astigmatism, hypothyroidism (managed with
levothyroxine at 75 mcg/day). Menstrual history: menarche
at the age of 12, regular periods lasting 5 days with a 28-day
interval, moderate flow, and painful menstruation.

Reproductive history

2016: first pregnancy ended in a timely cesarean delivery
due to clinically diagnosed narrow pelvis. The newborn
weighed 3200 g with Apgar score of 7/8.

2018: second pregnancy ended in a missed miscarriage
at 8 weeks, requiring instrumental removal of the fetal sac.
The postoperative period was complicated by endometritis.

2020: third pregnancy ended in spontaneous miscarriage
at 15 weeks due to cervical insufficiency.

2021: fourth pregnancy at 18—19 weeks was complicated
by premature rupture of membranes and chorioamnionitis.
Attempts at immediate removal of the fetal sac led to
uterine hemorrhage during placental separation (placenta
percreta). Emergency transverse suprapubic laparotomy
was performed, including ligation of the internal iliac
arteries, excision of affected areas of placenta percreta on
the uterus and bladder, subsequent metroplasty, application
of a compression suture on the uterus, and restoration of
bladder integrity.

Course of the fourth pregnancy

During the first trimester, the patient exhibited signs of a
threatened miscarriage, which required inpatient hormonal
and antispasmodic therapy.

At 15-16 weeks of gestation, cervical insufficiency was
diagnosed and surgically corrected by placing two U-shaped
sutures on the cervix using the Lyubimova-Mamedalieva
technique. Postoperatively, the patient received antibacterial,
antispasmodic, and hormonal therapy.

At 17-18 weeks of gestation, the patient was re-admitted
to the Pregnancy Pathology Department of the Obstetrics
and Gynecology Clinic at the Sechenov Center for Maternal
and Child Health due to signs of a threatened miscarriage.
Treatment with antispasmodics and hormonal therapy was
continued. Ultrasound findings revealed a single fetus in
cephalic presentation with a fetal heart rate (FHR) of 140
beats per minute, normal myometrium tone, and a normal
amniotic fluid index with suspended particles. The placenta
measured 20 mm in thickness and was located along the
anterior uterine wall, with its lower edge 10 mm above the
internal cervical os, where a hematoma measuring 20 x 20
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mm was visualized. The uterine scar from the previous
cesarean delivery measured 2.5-3 mm in thickness, and
sutures were present in the cervical region. Laboratory tests
revealed the following: RBC, 3.35x10'%/L; HGB, 108 g/L;
PLT, 243x10°/L; WBC, 10.4x10%/L; band neutrophils, 3%;
segmented neutrophils, 75%; neutrophils, 8.1x10%/L;
lymphocytes, 1.2x10°/L; ESR, 31 mm/h. Vaginal swab
cultures identified fecal enterococcus (10%), Escherichia coli
(10%), and Prevotella (10%). Given the presence of anaerobic
flora in the vaginal secretions, systemic targeted antibiotic
therapy was initiated.

Three days after admission, the patient developed
spotting. Follow-up ultrasound revealed the development
of a sinus along the lower edge of the placenta measuring
10x10 mm and an increase in the hematoma near the
internal cervical os to 30x20 mm. Other findings remained
unchanged.

To manage the marginal detachment of the low-lying
placenta and the hematoma near the internal os, the patient
received hemostatic therapy (tranexamic acid 5.0 mg
IV infusion), tocolytic therapy (magnesium sulfate 25%
solution, 10.0 mg IV infusion twice daily), and hormonal
therapy (gestagens), along with ongoing antibiotic treatment.
A positive clinical response was noted, with cessation of
vaginal spotting.

However, at 18-19 weeks of gestation premature
rupture of membranes occurred. Vaginal examination
revealed normally developed external genitalia and vagina,
a cylindrical cervix with two U-shaped sutures deviated
posteriorly, measuring 2 c¢cm in length and moderately
edematous. The sutures were removed. The uterine body
was enlarged, corresponding to 18-19 weeks of gestation,
irritable upon palpation, but painless. Vaginal discharge
was watery and moderate in amount. Ultrasound findings
showed a single live fetus in cephalic presentation with an
FHR of 140 beats per minute. The amount of amniotic fluid
was significantly reduced. The placenta was located along
the anterior uterine wall, reaching the internal cervical os
and overlapping the uterine scar from the previous cesarean
delivery. No areas of placental detachment were observed,
and the myometrium thickness in the scar region measured
2.5-3 mm. Conclusion: pregnancy at 18—-19 weeks; marginal
placenta previa; uterine scar from a previous cesarean
delivery; oligohydramnios due to premature rupture of
membranes.

Comprehensive antibiotic and anti-inflammatory therapy
initially provided short-term improvement. However, during
follow-up, the patient experienced two episodes of fever
up to 39°C, and laboratory tests revealed leukocytosis
(15.9x10%/L). Ultrasound findings remained unchanged.

Given the development of chorioamnionitis in the context
of premature rupture of membranes at 18-19 weeks of
gestation and the patient’s complicated obstetric history,
the pregnancy was terminated via immediate instrumental
removal of the fetal sac.
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Procedure protocol

Under aseptic conditions and intravenous anesthesia, the
cervix was fixed with bullet forceps. The uterine cavity was
measured at 24 cm using a uterine sound. The cervix was
dilated with Hegar dilators up to No. 19 without technical
difficulties. Using obstetric forceps and a large curette under
ultrasound guidance, immediate removal of the fetal sac
was initiated. The fetus was removed without complications.
However, during attempts to detach the placenta, profuse
uterine hemorrhage occurred. Blood loss of 2000 mL.

Intraoperative blood analysis: hemoglobin, 54 g/L. Blood
loss was compensated dynamically through two intravenous
lines.

Ultrasound: placental tissue identified along the anterior
uterine wall in the region of the uterine scar, suggesting
placenta accreta.

Diagnosis: suspected placenta accreta;
hemorrhage; severe anemia.

Given the suspicion of placenta accreta and massive
uterine hemorrhage, an emergency laparotomy was decided
upon to clarify the extent of intervention required.

Surgical technique. Under aseptic conditions, a transverse
suprapubic incision was made to open the anterior abdominal
wall layer by layer. Dense adhesions of the greater omentum
to the parietal peritoneum were observed in the surgical field.
These adhesions were separated using sharp dissection. The
uterus, enlarged to the size corresponding to 12-13 weeks
of gestation, was visualized. To achieve hemostasis, the
ascending branches of the uterine arteries were ligated. A
bulging cyanotic area, measuring 5 x 6 cm, was noted in the
lower uterine segment at the site of the previous surgical
scar. This extended beyond the serosal layer and infiltrated
the posterior wall of the bladder. The adnexa on both sides
appeared normal upon inspection. Given the confirmed
placenta accreta involving the anterior uterine wall and
bladder, with associated tissue friability and high bleeding
risk, the internal iliac arteries were ligated. Hemostasis was
achieved.

Careful excision of the affected areas of the anterior
uterine wall and posterior bladder wall containing the invasive
placenta was performed, preserving unaffected tissues.
Metroplasty was conducted using a two-layer (myometrial-
myometrial and myometrial-serosal) continuous suture
with long-absorbing ligatures, applied from the periphery
to the center of the wound. For additional hemostasis, a
circular compression suture with absorbable ligature was
placed 0.5-0.7 cm below the level of the sutures on the
anterior uterine wall. Bladder integrity was restored with
two layers of continuous absorbable sutures (myometrial-
myometrial and myometrial-serosal). To verify the suture
integrity, 150 mL of dyed saline was introduced into the
bladder. The sutures on the posterior bladder wall were
confirmed to be intact. Peritonization was performed using
the vesicouterine fold. The uterus contracted and was firm.
Complete hemostasis was achieved. Pelvic drainage was

uterine
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established through a counter-incision in the right inguinal-
iliac region. The abdominal cavity was irrigated. Closed layer
by layer. The edges of the skin wound were approximated
with a subcutaneous cosmetic suture. An aseptic dressing
was applied.

Intraoperative blood replacement: transfusion of 6 units
of packed red blood cells (1600 mL), transfusion of 9 units
of fresh frozen plasma (1900 mL).

Intraoperative blood loss: 1000 mL. Total blood loss:
3000 mL.

Postoperative management: the patient received infusion
therapy, antibiotics, anticoagulants, iron supplements,
analgesics, and symptomatic treatment. The pelvic drain was
removed on the second postoperative day.

With the ongoing treatment positive changes in the
patient’s condition were observed. Laboratory blood tests
showed RBC 2.72x10'%/L, HGB 77 g/L, HCT 24.2%, leukocytes
9.42x10%/L, and PLT 205x10%/L. According to ultrasound
findings, the uterus measured 69x47x58 mm, the uterine
cavity was closed, and no free fluid was detected in the pelvic
cavity.

The ligature ends at the wound edges were removed on
postoperative Day 8, with healing by primary intention.

The results of clinical, laboratory, and instrumental
studies allowed for discontinuation of antibacterial therapy.
Antifungal therapy was initiated; anticoagulant and anti-
anemic therapies were continued.

The patient was discharged on postoperative Day 10
under the supervision of gynecologists at her local women's
health clinic and the Obstetrics and Gynecology Clinic of the
Sechenov Center for Maternal and Child Health.

Histological findings: placenta percreta; necrotizing
chorioamnionitis and placentitis, exudative inflammation at
the placental bed on the uterine wall and bladder; signs of
inflammation and disorganization in the scar tissue; placental
structure consistent with gestational age.

Three months after surgery, the patient reported blood
in her urine during menstruation. She was evaluated at the
urology department of the Sechenov First Moscow State
Medical University. Cystoscopy revealed a vesicouterine
fistulous tract on the posterior bladder wall measuring
10x4 mm. MSCT findings confirmed a defect on the posterior
bladder wall, through which contrast-enhanced urine flowed
into the uterine cavity (defect in the anterior uterine wall at
the isthmus). The fistulous tract measured 5-6 mm in width
and 12 mm in length, with a blood clot noted within its lumen.

Considering the clinical symptoms and additional
diagnostic findings, the patient was recommended for
surgical treatment at the Obstetrics and Gynecology Clinic
of the Sechenov Center for Maternal and Child Health, with a
urologist included in the surgical team.

The patient was hospitalized in the Obstetrics and
Gynecology Clinic, where an office hysteroscopy was
performed, confirming the diagnosis of a vesicouterine
fistula.
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Surgical treatment included: cystoscopy, ureteral
catheterization; hysteroscopy, laparoscopy, metroplasty,
closure of the vesicouterine fistula, sanitation, and drainage
of the pelvic cavity.

Surgical steps:

1. Cystoscopy and ureteral catheterization. After sterilizing
the external genitalia and vagina, a cystoscope was introduced
into the urethra. The bladder walls were inspected, revealing
pale pink mucosa and the visualization of the ureteral orifices.
Bilateral ureteral catheterization was performed using self-
retaining stents. Above the trigone of the bladder (Lieutaud'’s
triangle), a vesicouterine fistula opening was identified, into
which a thin urological guidewire (“string”) was inserted.

2. Hysteroscopy. After dilating the cervical canal with
Hegar dilators up to No. 7.5, hysteroscopy was performed. The
uterine cavity was inspected, revealing a thin endometrium.
On the right side of the internal cervical os, an opening of
the fistulous tract was noted, through which the urological
guidewire protruded. The end of the guidewire was grasped
and pulled through the vagina. The cervical canal was further
dilated to No. 10 with a Hegar dilator, which was left in the
cervical canal.

3. Laparoscopy, metroplasty, and bladder repair.
Standard entry under ETN (endotracheal anesthesia) was
performed, with pneumoperitoneum using 4.5 liters of CO,.
Additional trocars for manipulators were placed at typical
points on the right and left sides. Pelvic organ inspection: the
uterus was of normal size and pink in color. A retracted scar
was observed in the vesicouterine fold area. The adnexa
on both sides showed no pathological changes. Loose
adhesions between the cecum and the parietal peritoneum
were noted on the right pelvic wall and were divided using
sharp dissection. The vesicouterine fold was incised, and the
bladder was mobilized inferiorly, exposing a defect in the
posterior bladder wall measuring 4 mm. The edges of the
fistula on the anterior uterine wall were excised using a No.
10 Hegar dilator, followed by defect repair with two layers
of long-absorbable sutures (myometrial-myometrial and
myometrial-serosal). The posterior bladder wall was sutured
longitudinally in two layers (myometrial-myometrial and
myometrial-serosal) using continuous absorbable sutures.
To verify bladder integrity, 150 mL of saline was introduced
into the bladder. The sutures on the bladder wall were
confirmed to be intact. The greater omentum was positioned
between the anterior uterine wall and the posterior bladder
wall. Pelvic cavity sanitation. A drain for active aspiration was
placed in the rectouterine pouch.

The postoperative course was uneventful. The patient
received antibiotic, anti-inflammatory, and infusion therapy.
She was discharged on Day 10 in satisfactory condition under
the supervision of gynecologists at her local women'’s health
clinic and the Sechenov Center for Maternal and Child Health.

Following surgery, the patient expressed reproductive
plans; however, despite regular unprotected intercourse,
pregnancy did not occur within 1.5 years. As a result, optical
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spectral diagnostics of the endometrium were performed,
revealing endometrial dysfunction characterized by hypoxic
and proliferative changes. This finding prompted the
development and implementation of a program aimed at
restoring the morphofunctional state of the endometrium. The
first stage involved photodynamic therapy with Fotronik (24
capsules/day for 30 days) followed by intrauterine laser
phototherapy (4 sessions). Simultaneously, treatment
to improve endometrial vascular rheology and prevent
ischemic processes was administered (trimetazidine 35
mg/day, dihydroquercetin 25 mg/day, glutathione), with
positive clinical effects. Follow-up spectral diagnostics of
the endometrium revealed positive changes, prompting the
initiation of hormonal therapy (Utrogestan during the luteal
phase of the menstrual cycle). This treatment resulted in a
subsequent spontaneous pregnancy.
The current (fifth) pregnancy occurred spontaneously.
Course of the current pregnancy: at 13-14 weeks of
gestation, cervical insufficiency was diagnosed. Vaginal
examination revealed that the cervix was 1 cm in length,
and the external os admitted a fingertip. The uterine cavity
contained one fetus corresponding to 13-14 weeks of
gestation with a fetal heart rate of 138 beats per minute. The
placenta was localized on the posterior uterine wall, with its
lower edge positioned 25 mm above the internal os. According
to ultrasound findings, the cervix was shortened to 15 mm.
Considering the clinical and ultrasound evidence of
cervical insufficiency, surgical correction was performed
by applying a circular cervical cerclage using the McDonald
technique. The post-operative period was uneventful. The
patient received tocolytic and anti-inflammatory therapy.
The patient was discharged with a progressing pregnancy
at 15-16 weeks under the supervision of physicians at her
local women's health clinic and specialists at the Obstetrics
and Gynecology Clinic of the Sechenov Center for Maternal
and Child Health.

ADDITIONAL INFO

Authors’ contribution. Al Ishchenko (20%) — invention and
implementation of new surgical treatment methods; 0.Y. Gorbenko
(20%) — article writing; 1.D. Khokhlova (20%) — article writing;
V.M. Zuev (15%) — article writing; T.A. Dzhibladze (15%) — article
editing; D.V. Baburin (10%) — article editing. All authors confirm that
their authorship meets the international ICMJE criteria (all authors
have made a significant contribution to the development of the concept,
research and preparation of the article, read and approved the final
version before publication).

Funding source. This study was not supported by any external
sources of funding.

Competing interests. The authors declares that there are no
obvious and potential conflicts of interest associated with the
publication of this article.

Consent for publication. The patient who participated in the study
voluntarily signed an informed consent approved as part of the study
protocol by the local ethics committee.

356



357

CASE REPORTS

REFERENCES

1.

10.

11.

12.

Ignatko IV, Davydov Al, Lebedev VA, et al. Placenta accreta
spectrum: risk factors, terminology, classification, management
strategies. Gynecology, Obstetrics and Perinatology.
2023;22(4):92-101. EDN: RFSBLS

doi: 10.20953/1726-1678-2023-4-92-101

Syundyukova EG, Chulanova YuS, Sashenkov SL, et al. Placenta
previa and placenta accreta: questions of diagnosing and obstetric
management. Russian Bulletin of Obstetrician-Gynecologist.
2022;22(3):12-20. EDN: STIDHQ

doi: 10.17116/rosakush20222203112

Jauniaux E, Ayres-de-Campos D, Langhoff-Roos J, et al;
FIGO Placenta Accreta Diagnosis and Management Expert
Consensus Panel. FIGO classification for the clinical diagnosis
of placenta accreta spectrum disorders. Int J Gynaecol Obstet.
2019;146(1):20-24. doi: 10.1002/ijgo.12761

Jauniaux E, Jurkovic D, Hussein AM, Burton GJ. New insights
into the etiopathology of placenta accreta spectrum. Am J Obstet
Gynecol. 2022;227(3):384-391. doi: 10.1016/j.ajog.2022.02.038
Baranovskaya El. Etiology and diagnosis of placenta accreta.
Russian Bulletin of Obstetrician-Gynecologist. 2020;20(3):24-28.
EDN: CGFIOB doi: 10.17116/rosakush20202003124

Wu S, Kocherginsky M, Hibbard JU. Abnormal placentation:
twenty-year analysis. Am J Obstet Gynecol. 2005;192(5):1458-
1461. doi: 10.1016/j.3j0g.2004.12.074

Pan XY, Wang YP, Zheng Z, et al. A marked increase in
obstetric hysterectomy for placenta accreta. Chin Med J (Engl).
2015;128(16):2189-2193. doi: 10.4103/0366-6999.162508
Matsuo K, Sangara RN, Matsuzaki S, et al. Placenta previa
percreta with surrounding organ involvement: a proposal for
management. Int J Gynecol Cancer. 2023;33(10):1633—1644.
doi: 10.1136/ijgc-2023-004615

Fonseca A, Ayres de Campos D. Maternal morbidity and
mortality due to placenta accreta spectrum disorders. Best
Pract Res Clin Obstet Gynaecol. 2021;72:84-91. doi: 10.1016/].
bpobgyn.2020.07.011

Morlando M, Collins S. Placenta accreta spectrum disorders:
challenges, risks, and management strategies. Int J Womens
Health. 2020;12:1033-1045. doi: 10.2147/1JWH.S224191
Shmakov RG, Pirogova MM, Vasilchenko ON, et al. Conservative
surgery in abnormal placenta invasion (5-year experience of
V.I. Kulakov National Medical Scientific Centre of Obstetrics,
Gynaecology and Perinatal Medicine). Doctor.Ru. 2019;(11):29—
34. EDN: UTPKCS doi: 10.31550/1727-2378-2019-166-11-29-34
Davydov Al, Belotserkovtseva LD, Kilicheva Il, Voloshchuk IN.
Placenta accreta as a cause of postpartum haemorrhage:

CMUCOK JIUTEPATYPbI

1.

WrHatko W.B., [aBbigos A, Jlebepes B.A., v ap. Bpactanue
MNaLeHTbl: GaKTopbl PUCKA, TEPMUHONOIMS, KnaccuduKaums,
cTpatervst neyeHust // Bompockl MMHEKOMoruM, aKyliepcTBa
n nepuHatonorimn. 2023. T. 22, N° 4. C. 92-101. EDN: LSXSHT
doi: 10.20953/1726-1678-2023-4-92-101

CioHatokoBa EI., YynaHosa 10.C., CawenkoB CJI, u ap.
MpeanexaHne 1 BpacTaHWe MaLeHTbl: BONPOCH AMArHOCTMKM
M aKyLLepCKOM TaKTMKKM // POCCUCKWIA BECTHUK aKyluepa-

Yol 17(3) 2024

13.

14,

15.

16

17.

18.

19.

20.

21.

22.

DOl https://doiorg/10.17816/a0g626389

V.F. Snegirev Archives of Obstetrics and Gynecology

questions and answers. Gynecology, Obstetrics and Perinatology.
2014;13(3):52—-62. EDN SLBTZZ

Vinitsky AA, Shmakov RG, Chuprynin VD. Comparative
assessment of the effectiveness of surgical hemostasis methods
during organ-preserving delivery in patients with placenta
accreta. Obstetrics and Gynecology. 2017;(7):68—74. EDN: ZCQQEV
doi: 10.18565/aig.2017.7.68-74

Tskhai VB, Pavlov AV, Garber YuG, et al. Evaluation of the
effectiveness of uterine artery embolization in reducing
intraoperative blood loss in pregnant women with complete
placenta previa. Obstetrics and Gynecology. 2015;(8):59—64.
EDN: ULQXVN

Koyama E, Naruse K, Shigetomi H, et al. Combination of B-Lynch
brace suture and uterine artery embolization for atonic bleeding
after cesarean section in a patient with placenta previa accreta.
J. Obstet. Gynaecol. Res. 2012;38(1):345-348.

doi: 10.1111/}.1447-0756.2011.01699.x

. Jauniaux E, Bhide A. Prenatal ultrasound diagnosis and

outcome of placenta previa accreta after cesarean delivery:
a systematic review and meta-analysis. Am. J. Obstet. Gynecol.
2017;217(1):27-36. doi: 10.1016/j.3j0og.2017.02.050

Horgan R, Abuhamad A. Placenta accreta spectrum: prenatal
diagnosis and management. Obstet Gynecol Clin North Am.
2022;49(3):423-438. doi: 10.1016/j.0gc.2022.02.004

Kilcoyne A, Shenoy-Bhangle AS, Roberts DJ, et al. MRI of
placenta accreta, placenta increta, and placenta percreta:
pearls and pitfalls. Am. J. Roentgenol. 2017;208(1):214-221.
doi: 10.2214/AJR.16.16281

Einerson BD, Rodriguez CE, Kennedy AM, et al. Magnetic re-
sonance imaging is often misleading when used as an adjunct
to ultrasound in the management of placenta accreta spectrum
disorders. Am. J. Obstet. Gynecol. 2018;218(6):618.e1-618.e7.
doi: 10.1016/j.ajog.2018.03.013

Dvoretskiy LI, Zaspa EA, Vokalyuk RM. Strategy and tactics
of management of patients with iron deficiency anemia. RMJ.
2008;16(7):445-451. (In Russ.) EDN: THXCNF

Matsuzaki S, Ueda Y, Matsuzaki S, et al. Relationship between
abnormal placenta and obstetric outcomes: a meta-analysis.
Biomedicines. 2023;11(6):1522.

doi: 10.3390/biomedicines11061522

Sentilhes L, Seco A, Azria E, et al. Conservative management
or cesarean hysterectomy for placenta accreta spectrum:
the PACCRETA prospective study. Am J Obstet Gynecol.
2022;226(6):839.1-839.e24. doi: 10.1016/j.8j0g.2021.12.013

rviekonora. 2022. T. 22, N® 3. C. 12-20. EDN: STIDHQ
doi: 10.17116/rosakush20222203112

Jauniaux E., Ayres-de-Campos D., Langhoff-Roos J., et al.; FIGO
Placenta Accreta Diagnosis and Management Expert Consensus
Panel. FIGO classification for the clinical diagnosis of placenta
accreta spectrum disorders // Int J Gynaecol Obstet. 2019.
Vol. 146, N 1. P. 20-24. doi: 10.1002/ijgo.12761



https://elibrary.ru/rfsbls
https://doi.org/10.20953/1726-1678-2023-4-92-101
https://elibrary.ru/stidhq
https://doi.org/10.17116/rosakush20222203112
https://doi.org/10.1002/ijgo.12761
https://doi.org/10.1016/j.ajog.2022.02.038
https://elibrary.ru/cgfiob
https://doi.org/10.17116/rosakush20202003124
https://doi.org/10.1016/j.ajog.2004.12.074
https://doi.org/10.4103/0366-6999.162508
https://doi.org/10.1136/ijgc-2023-004615
https://doi.org/10.1016/j.bpobgyn.2020.07.011
https://doi.org/10.1016/j.bpobgyn.2020.07.011
https://doi.org/10.2147/IJWH.S224191
https://elibrary.ru/utpkcs
https://doi.org/10.31550/1727-2378-2019-166-11-29-34
https://elibrary.ru/zcqqev
https://doi.org/10.18565/aig.2017.7.68-74
https://elibrary.ru/ulqxvn
https://doi.org/10.1111/j.1447-0756.2011.01699.x
https://doi.org/10.1016/j.ajog.2017.02.050
https://doi.org/10.1016/j.ogc.2022.02.004
https://doi.org/10.2214/AJR.16.16281
https://doi.org/10.1016/j.ajog.2018.03.013
https://elibrary.ru/thxcnf
https://doi.org/10.3390/biomedicines11061522
https://doi.org/10.1016/j.ajog.2021.12.013
https://elibrary.ru/lsxsht
https://doi.org/10.20953/1726-1678-2023-4-92-101
https://elibrary.ru/stidhq
https://doi.org/10.17116/rosakush20222203112
https://doi.org/10.1002/ijgo.12761

KIMHYECKE CITYHAM

10.

1.

12.

13.

Jauniaux E., Jurkovic D., Hussein A.M., Burton G.J. New insights
into the etiopathology of placenta accreta spectrum // Am J
Obstet Gynecol. 2022. Vol. 227, N 3. P. 384-391.

doi: 10.1016/j.ajog.2022.02.038

BapaHosckas E.M. 3Tvonorus v avarHoctvka placenta accreta //
Poccuiicknin BecTHUK akylepa-ruHexkonora. 2020. T. 20,
N 3. C. 24-28. EDN: CGFIOB doi: 10.17116/rosakush20202003124
Wu S., Kocherginsky M., Hibbard J.U. Abnormal placentation:
twenty-year analysis // Am J Obstet Gynecol. 2005. Vol. 192,
N 5. P. 1458-1461. doi: 10.1016/.ajog.2004.12.074

Pan XY, Wang Y.P., Zheng Z, et al. A marked increase in obstetric
hysterectomy for placenta accreta // Chin. Med. J. 2015. Vol. 128,
N 16. P. 2189-2193. doi: 10.4103/0366-6999.162508

Matsuo K., Sangara R.N., Matsuzaki S., et al. Placenta previa
percreta with surrounding organ involvement: a proposal for
management // Int J Gynecol Cancer. 2023. Vol. 33, N 10.
P. 1633-1644. doi: 10.1136/ijgc-2023-004615

Fonseca A., Ayres de Campos D. Maternal morbidity and mortality
due to placenta accreta spectrum disorders // Best Pract Res
Clin Obstet Gynaecol. 2021. Vol. 72. P. 84-91.

doi: 10.1016/j.bpobgyn.2020.07.011

Morlando M., Collins S. Placenta accreta spectrum disorders:
challenges, risks, and management strategies // Int J Womens
Health. 2020. Vol. 12. P. 1033-1045.

doi: 10.2147/1JWH.S224191

llimakos P.I., MwuporoBa M.M. Bacunbyenko O.H., n gp.
OpraHocoxpaHsiolLme onepauuu Npu aHOManbHOM WHBAa3WM
nnaueHTsl (5-neTHnin onbIT HaumoHanbHOro MeguLMHCKOro
MCCNeA0BaTeNbCKOr0 LIEHTPa aKyLLepCTBa, TMHEKOAorMn 1
NepuHaTonorMm UMeHn akagemvka B, Kynakosa) // [oktop.
Py. 2019. N2 11. C. 29-34. EDN: UTPKCS

doi: 10.31550/1727-2378-2019-166-11-29-34

[Nasbinos AWM., benouepkosuesa J1.[. Kwnudesa W.MN,
Bonowyk W.H. BpactaHve nnaueHTbl Kak MpUYMHa
Moc/epoA0BOro KPOBOTEYEHWS: BOMPOCH! W 0TBeTHI // Bonpockl
TMHEKONoruK, akyluepctsa 1 nepuHatonormm. 2014. T. 13, N2 3.
C. 52-62. EDN SLBTZZ

BuHmukun AA. imakos P.I"., YynpbiHuH B.[l. CpaBHuTenbHas
oLeHKa 3hHEKTMBHOCTM METOAO0B XMPYPrYECKOro remMocTasa
MpY OpraHoCOXpaHAIOLLEM POLOPa3peLLEHNMM Y NaLMEHTOK

Tom 11, Ne 3, 2024

14,

15.

16.

17.

18.

19.

20.

21.

22.

DOl https://doiorg/10.17816/a0g626389

ApxuB aKyLlepcTsa v rvHexonorm um. B®. CHervpésa

C BpacTaHveM nnaueHTsl // AkyliepctBo v ruHekonorus. 2017.
N 7. C. 68-74. EDN: ZCQQEV doi: 10.18565/aig.2017.7.68-74
Uxan B.b., Masnos AB. Tapbep 0., n pgp. OueHka
3G EKTUBHOCTM IMOONM3ALMM MATOUHBIX aPTEPUI B CHUKEHNM
VHTPaOonepaLyMoHHO/ KPOBOMOTEPU Y BEPEMEHHBIX C MOJHbIM
npeanexaHvem nnauexTsl // AkyiiepcTso v ruHekonorus. 2015.
N° 8. C. 59—64. EDN: ULQXVN

Koyama E., Naruse K., Shigetomi H., et al. Combination of
B-Lynch brace suture and uterine artery embolization for atonic
bleeding after cesarean section in a patient with placenta previa
accreta // J. Obstet. Gynaecol. Res. 2012. Vol. 38, N 1. P. 345-
348. doi: 10.1111/}.1447-0756.2011.01699.x

Jauniaux E., Bhide A. Prenatal ultrasound diagnosis and outcome
of placenta previa accreta after cesarean delivery: a systematic
review and meta-analysis // Am. J. Obstet. Gynecol. 2017.
Vol. 217, N 1. P. 27-36. doi: 10.1016/j.aj0g.2017.02.050

Horgan R., Abuhamad A. Placenta accreta spectrum: prenatal
diagnosis and management // Obstet Gynecol Clin North Am.
2022. Vol. 49, N 3. P. 423-438. doi: 10.1016/}.09c.2022.02.004
Kilcoyne A., Shenoy-Bhangle A.S., Roberts D.J., et al. MRI of
placenta accreta, placenta increta, and placenta percreta: pearls
and pitfalls // Am. J. Roentgenol. 2017. Vol. 208, N 1. P. 214-221.
doi: 10.2214/AJR.16.16281

Einerson B.D., Rodriguez C.E., Kennedy AM., et al. Magnetic
resonance imaging is often misleading when used as an
adjunct to ultrasound in the management of placenta accreta
spectrum disorders // Am. J. Obstet. Gynecol. 2018. Vol. 218, N 6.
P. 618e1-618¢7. doi: 10.1016/j.aj0g.2018.03.013

[sopeuknin J11., 3acna E.A., Bokantok P.M. Ctpatervis 1 TakTuka
Be[leHMs BombHbIX Xene3oaeduumnTHo aHemmen // PMXK. 2008.
T. 16, N° 7. C. 445-451. EDN: THXCNF

Matsuzaki S., Ueda Y., Matsuzaki S., et al. Relationship between
abnormal placenta and obstetric outcomes: a meta-analysis //
Biomedicines. 2023. Vol. 11, N 6. P. 1522.

doi: 10.3390/biomedicines11061522

Sentilhes L., Seco A, Azria E., et al. Conservative management
or cesarean hysterectomy for placenta accreta spectrum: the
PACCRETA prospective study // Am J Obstet Gynecol. 2022.
Vol. 226, N 6. P. 839.61-839.e24. doi: 10.1016/].aj0g.2021.12.013

358


https://doi.org/10.1016/j.ajog.2022.02.038
https://elibrary.ru/cgfiob
https://doi.org/10.17116/rosakush20202003124
https://doi.org/10.1016/j.ajog.2004.12.074
https://doi.org/10.4103/0366-6999.162508
https://doi.org/10.1136/ijgc-2023-004615
https://doi.org/10.1016/j.bpobgyn.2020.07.011
https://doi.org/10.2147/IJWH.S224191
https://elibrary.ru/utpkcs
https://doi.org/10.31550/1727-2378-2019-166-11-29-34
https://elibrary.ru/zcqqev
https://doi.org/10.18565/aig.2017.7.68-74
https://elibrary.ru/ulqxvn
https://doi.org/10.1111/j.1447-0756.2011.01699.x
https://doi.org/10.1016/j.ajog.2017.02.050
https://doi.org/10.1016/j.ogc.2022.02.004
https://doi.org/10.2214/AJR.16.16281
https://doi.org/10.1016/j.ajog.2018.03.013
https://elibrary.ru/thxcnf
https://doi.org/10.3390/biomedicines11061522
https://doi.org/10.1016/j.ajog.2021.12.013

359

CASE REPORTS

AUTHORS' INFO

*Irina D. Khokhlova, MD, Cand. Sci. (Medicine), Assistant Professor;
address: 8 Trubetskaya str., build. 2, Moscow, 119991, Russia;
ORCID: 0000-0001-8547-6750;

eLibrary SPIN: 6858-5235

e-mail: irhohlovad@gmail.com

Anatoliy I. Ishchenko, MD, Dr. Sci. (Medicine), Professor;
ORCID: 0000-0001-5733-953X;

eLibrary SPIN: 3294-3251;

e-mail: 7205502@mail.ru

Oksana Yu. Gorbenko, MD, Cand. Sci. (Medicine);
ORCID: 0000-0002-3435-4590;

eLibrary SPIN: 8725-1419;

e-mail: go2601@mail.ru

Vladimir M. Zuev, MD, Dr. Sci. (Medicine), Professor;
ORCID: 0000-0001-8715-2020:

eLibrary SPIN: 2857-0309;

e-mail: vlizuev@bk.ru

Tea A. Dzhibladze, MD, Dr. Sci. (Medicine), Professor;
ORCID: 0000-0003-1540-5628;

eLibrary SPIN: 5688-1084;

e-mail: djiba@bk.ru

Dmitrii V. Baburin, MD, Cand. Sci. (Medicine);
ORCID: 0000-0003-2398-3348;

eLibrary SPIN: 3264-0730;

e-mail: baburin_d_v@staff.sechenov.ru

* Corresponding author / ABTop, OTBETCTBEHHBIN 3@ NEpPENiCKy

Yol 17(3) 2024

DOl https://doiorg/10.17816/a0g626389

V.F. Snegirev Archives of Obstetrics and Gynecology

0b ABTOPAX

*XoxnoBa UpuHa [IMUTpMEBHa, KaHL. MeA. HayK, [IOLEHT;
agpec: 119991, Mockaa, yn. Tpybeukas, 8, cTp. 2;

ORCID: 0000-0001-8547-6750;

eLibrary SPIN: 6858-5235

e-mail: irhohlovadb@gmail.com

WweHko AHaTonui MBaHoBMY, [1-p Mefl. HayK, Npodeccop;
ORCID: 0000-0001-5733-953X;

eLibrary SPIN: 3294-3251;

e-mail: 7205502@mail.ru

lop6eHko OkcaHa l0pbeBHa, KaHA. Mef, Hayk;
ORCID: 0000-0002-3435-4590;

eLibrary SPIN: 8725-1419;

e-mail: go2601@mail.ru

Bnaaumup Muxaiinosuy 3yes, 1-p Mef. Hayk, npodeccop;
ORCID: 0000-0001-8715-2020;

eLibrary SPIN: 2857-0309;

e-mail: vizuev@bk.ru

Ibxubnapse Tea AMUpaHOBHA, [-p Mef. HayK, Npodeccop;
ORCID: 0000-0003-1540-5628;

eLibrary SPIN: 5688-1084;

e-mail: djiba@bk.ru

babypuH [iMuTpuii BanepbeBuy, kaHg. Mef. Hayk;

ORCID: 0000-0003-2398-3348;

eLibrary SPIN: 3264-0730;
e-mail: baburin_d_v@staff.sechenov.ru



https://orcid.org/0000-0001-8547-6750
https://www.elibrary.ru/author_profile.asp?spin=6858-5235
mailto:irhohlova5@gmail.com
https://orcid.org/0000-0001-8547-6750
https://www.elibrary.ru/author_profile.asp?spin=6858-5235
mailto:irhohlova5@gmail.com
https://orcid.org/0000-0001-5733-953X
https://www.elibrary.ru/author_profile.asp?spin=3294-3251
mailto:7205502@mail.ru
https://orcid.org/0000-0001-5733-953X
https://www.elibrary.ru/author_profile.asp?spin=3294-3251
mailto:7205502@mail.ru
https://orcid.org/0000-0002-3435-4590
https://www.elibrary.ru/author_profile.asp?spin=8725-1419
mailto:go2601@mail.ru
https://orcid.org/0000-0002-3435-4590
https://www.elibrary.ru/author_profile.asp?spin=8725-1419
mailto:go2601@mail.ru
https://orcid.org/0000-0001-8715-2020
https://www.elibrary.ru/author_profile.asp?spin=2857-0309
mailto:vlzuev@bk.ru
https://orcid.org/0000-0001-8715-2020
https://www.elibrary.ru/author_profile.asp?spin=2857-0309
mailto:vlzuev@bk.ru
https://orcid.org/0000-0003-1540-5628
https://www.elibrary.ru/author_profile.asp?spin=5688-1084
mailto:djiba@bk.ru
https://orcid.org/0000-0003-1540-5628
https://www.elibrary.ru/author_profile.asp?spin=5688-1084
mailto:djiba@bk.ru
https://orcid.org/0000-0003-2398-3348
https://www.elibrary.ru/author_profile.asp?spin=3264-0730
mailto:baburin_d_v@staff.sechenov.ru
https://orcid.org/0000-0003-2398-3348
https://www.elibrary.ru/author_profile.asp?spin=3264-0730
mailto:baburin_d_v@staff.sechenov.ru

