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Abstract: Postpartum hemorrhage (PPH) is the most cause of maternal mortality all over the world important. Its prevalence 

is about 4 cases in 10,000 deliveries. However, the risk of maternal death is nearly 16% of all maternal deaths in developing 

countries, especially in Africa. It depends on the resources to stop bleeding, medical and surgical. The first ones are uterotonics 

medication (prostaglandin, methylergonovine and oxytocin), and the latest professional apt to perform surgical procedures, 

such as B-Lynch surgery and the peripartum hysterectomy. A woman, 20 years old, GI, P0, A0, with a single pregnancy, 42 

weeks of gestational age and 5 prenatal bookings was attended at the emergency on April 12
th 

2015. The next day the patient 

delivered a male baby. The uterus was soft and at the examination she expelled a great amount of clots. She was prescribed 

Ringer lactate 500 ml + oxytocin 15 IU + methylergonovine 0.2 mg IM + misoprostol 800 µg per rectum. She continued 

bleeding and a hysterectomy was performed. The patient was discharge in good condition. The pathology revealed 

myometrium permeated by trophoblasts (placenta accreta). 
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1. Introduction 

Postpartum hemorrhage (PPH) is an important cause of 

maternal mortality. Carolli et al (2008) conducted a 

systematic review of the prevalence of PPH. After 

establishing PPH (>or=500 mL blood loss) and severe PPH 

(SSPH) (>or=1000 mL blood loss) as main outcomes the 

prevalence of PPH and SPPH is approximately 6% and 

1.86% of all deliveries [1]. Maternal mortality due to 

postpartum hemorrhage (PPH) continues to be one of the 

most important causes of maternal death worldwide. PPH is a 

significantly underestimated obstetric problem, primarily 

because a lack of definition and diagnosis [2, 3]. 

To quantify the contribution of placenta accreta to the rate 

of postpartum hemorrhage and severe postpartum 

hemorrhage, Mehrabadi et al (2015) reviewed all hospital 

deliveries in Canada (excluding Quebec) for the years 2009 

and 2010 (N=570,637) included in a retrospective cohort 

study using data from the Canadian Institute for Health 

Information. Placenta accreta included placental adhesion to 

the uterine wall, musculature, and surrounding organs 

(accreta, increta, or percreta). Severe postpartum hemorrhage 

included postpartum hemorrhage with blood transfusion, 

hysterectomy, or other procedures to control bleeding 

(including uterine suturing and ligation or embolization of 

pelvic arteries). Rates, rate ratios, population-attributable 

fractions (i.e., incidence of postpartum hemorrhage 

attributable to placenta accreta), and 95% confidence 

intervals (CIs) were estimated. Logistic regression was used 

to quantify associations between placenta accreta and risk 

factors. The incidence of placenta accreta was 14.4 (95% CI 

13.4-15.4) per 10,000 deliveries (819 cases among 570,637 

deliveries), whereas the incidence of placenta accreta with 

postpartum hemorrhage was 7.2 (95% CI 6.5-8.0) per 10,000 

deliveries. Postpartum hemorrhage among women with 

placenta accreta was predominantly third-stage hemorrhage 

(41% of all cases). Although placenta accreta was strongly 

associated with postpartum hemorrhage (rate ratio 8.3, 95% 

CI 7.7-8.9), its low frequency resulted in a small population-

attributable fraction (1.0%, 95% CI 0.93-1.16). However, the 

strong association between placenta accreta and postpartum 
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hemorrhage with hysterectomy (rate ratio 286, 95% CI 226-

361) resulted in a population-attributable fraction of 29.0% 

(95% CI 24.3-34.3). They conclude that placenta accreta is 

too infrequent to account for the recent temporal increase in 

postpartum hemorrhage but contributes substantially to the 

proportion of postpartum hemorrhage with hysterectomy [4]. 

2. Case Report 

A woman, 20 years old, GI, P0, A0, with a single 

pregnancy, 42 weeks of gestational age and 5 prenatal 

bookings was attended at the emergency on April 12
th

 2015. 

The clinical examination revealed BP=140 x 90 mmHg. The 

next day the patient delivered a male baby. After delivery the 

uterus was soft and at the examination she expelled a great 

amount of clots. She was prescribed Ringer lactate 500 ml + 

oxytocin 15 IU + methylergonovine 0.2 mg IM. + 

misoprostol 800 µg per rectum. As was still bleeding, a 

hysterectomy was performed. The patient was discharge in 

good condition on April 17th 2015. 

The pathology showed myometrium permeated by 

trophoblasts (H. E. 40X) (figure 1-2), placenta accreta. 

 

Figure 1. Trophoblast permeating the endometrium. 

 

Figure 2. Trophoblast permeating the endometrium. 
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3. Discussion 

Postpartum hemorrhage (PPH) remains one of the leading 

causes of maternal morbidity and mortality worldwide, 

although the lack of a precise definition precludes accurate 

data of the absolute prevalence of PPH. To clarify this 

question an international expert panel in obstetrics, 

gynecology, hematology, transfusion, and anesthesiology 

undertook a comprehensive review of the literature. At a 

meeting in November 2011, the panel agreed on a definition 

of severe PPH that would identify those women who were at 

a high risk of adverse clinical outcomes. The panel agreed on 

the following definition for severe persistent (ongoing) PPH: 

"Active bleeding >1000 mL within the 24 hours following 

birth that continues despite the use of initial measures 

including first-line uterotonics agents and uterine massage." 

A treatment algorithm for severe persistent PPH was 

subsequently developed. Initial evaluations include 

measurement of blood loss and clinical assessments of PPH 

severity. Coagulation screens should be performed as soon as 

persistent (ongoing) PPH is diagnosed, to guide subsequent 

therapy. If initial measures fail to stop bleeding and uterine 

atony persists, second- and third-line (if required) 

interventions should be instated. These include mechanical or 

surgical maneuvers, i.e., intrauterine balloon tamponade or 

hemostatic brace sutures with hysterectomy as the final 

surgical option for uncontrollable PPH. Pharmacologic 

options include hemostatic agents (tranexamic acid), with 

timely transfusion of blood and plasma products playing an 

important role in persistent and severe PPH. CONCLUSION: 

Early, aggressive, and coordinated intervention by health care 

professionals is critical in minimizing blood loss to ensure 

optimal clinical outcomes in management of women with 

severe, persistent PPH [5]. 

In our study we followed this protocol, except that we 

jumped from second line to the fourth line, hysterectomy, 

with the intention of saving the mother´s life. 

Mehrabadi et al studied all hospital deliveries in Canada 

(N=570,637). The incidence of placenta accreta was 14.4 per 

10,000 deliveries (819 cases among 570,637 deliveries), 

whereas the incidence of placenta accreta with postpartum 

hemorrhage was 7.2 per 10,000 deliveries. Although placenta 

accreta was strongly associated with postpartum hemorrhage 

(rate ratio 8.3), its low frequency resulted in a small 

population-attributable fraction (1.0%, 95% CI 0.93-1.16). 

However, the strong association between placenta accreta 

and postpartum hemorrhage with hysterectomy (rate ratio 

286) resulted in a population-attributable fraction of 29.0% 

[4]. 

Diagnosis of abnormalities of placentation other than 

placenta previa remains a challenge. An improvement might 

be the implementation of standardized operating procedures 

for retained placenta which could contribute to a reduction of 

maternal morbidity [6]. 

Placenta accreta is characterized by excessive penetration 

of the villi into the myometrium, which obstructs its correct 

separation during stage III of labor. That in turn leads to a 

potentially life-threatening maternal hemorrhage. Until 

recently this pathology has been a rare occurrence but 

currently it is fifty times more prevalent. Placenta accreta is 

associated with high morbidity and the risk of maternal 

death, even despite advances in ultrasound diagnosis, well-

established surgical treatment, and multi-disciplinary medical 

care. A dramatic rise in the rates of Cesarean section and 

intrauterine surgical procedure is considered to be the main 

factor responsible for the growing incidence of placenta 

accreta. It is especially frequent in women after a Cesarean 

section and with placenta previa covering the lower segment. 

A Cesarean section, combined with hysterectomy and 

application of various techniques to limit massive bleeding, 

is usually performed between 34-36 weeks of pregnancy 

before the onset of labor [7] 

Takebayashi et al reported a case whose pathological 

examination resembles our case. It showed that implantation 

site intermediate trophoblasts (ISITs) formed unusually large 

clumps in the decidua, diagnosed as exaggerated placental 

site (EPS). EPS is thought to be a condition consisting of an 

excessive number of ISITs. ISITs are differentiated from a 

trophoblast lineage in the process of placenta formation. 

ISITs anchor the placenta to the maternal tissue and are 

considered to maintain pregnancy, but the postpartum role of 

these cells remains unclear. Excessive infiltration of ISITs, 

namely EPS, may cause postpartum atonic uterus. The 

present case and other reported cases indicate that EPS 

causes mass formation in the uterus, continuous uterine 

bleeding, and massive hemorrhage, resulting in hysterectomy 

[8]. 

Luo et al give another explanation for our case that is 

residuals of placenta and fetal membranes (one in 6,688 

deliveries in 2015 in our institution). They studied the cause 

and preventative measures of late postpartum hemorrhage. 

The conclusion was that placental and fetal membrane 

residuals are the major cause of late postpartum hemorrhage 

[9]. 

The risk for hysterectomy in our institution in 2015 was 4 

cases in 6,688 deliveries. Fitzpatrick et al made a research to 

study the relationship of abnormal placentation and cesarean 

hysterectomy risk factors. They found that 33.3% had a 

cesarean hysterectomy and 41.7% had post-partum 

hemorrhage. Also 51.7% received blood transfusion. The 

probability of cesarean hysterectomy in patients with 

abnormal placentation was significantly increased in patients 

with previous cesarean sections. By decreasing the rate of 

cesarean section we can decrease the incidence of cesarean 

hysterectomy and its comorbidities [10]. 

The present case was managed with a resumed protocol: 

uterine massage and manual removal of the clots as the first 

line, oxytocin, methylergonovine and misoprostol as the 

second line, jumping to the fourth line, hysterectomy, as a 

heroic measure to save the mother´s life. Post-cesarean 

hysterectomy is the most extensive procedure used during the 

postpartum stage. This is an indicator of quality substantially 
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associated with extreme obstetric morbidity [11]. Butwick et 

al (2015), even considering that most cases of postpartum 

hemorrhage respond to first-line therapy with uterine 

massage and oxytocin administration, second-line uterotonics 

including methylergonovine and carboprost are integral for 

the management of refractory uterine atony. Despite their 

ubiquitous use, it is uncertain whether the risk of 

hemorrhage-related morbidity differs in women exposed to 

methylergonovine or carboprost at cesarean delivery. They 

performed a secondary analysis using the Maternal-Fetal 

Medicine Units Network Cesarean Registry. They identified 

women who underwent cesarean delivery and received either 

methylergonovine or carboprost for refractory uterine atony. 

The primary outcome was hemorrhage-related morbidity 

defined as intraoperative or postoperative red blood cell 

transfusion or the need for additional surgical interventions 

including uterine artery ligation, hypogastric artery ligation, 

or peripartum hysterectomy for atony. They compared the 

risk of hemorrhage-related morbidity in those exposed to 

methylergonovine vs carboprost. Propensity-score matching 

was used to account for potential confounders. The study 

cohort comprised 1335 women; 870 (65.2%) women 

received methylergonovine and 465 (34.8%) women received 

carboprost. After accounting for potential confounders, the 

risk of hemorrhage-related morbidity was higher in the 

carboprost group than the methylergonovine group (relative 

risk, 1.7; 95% confidence interval, 1.2-2.6). They conclude 

that methylergonovine was associated with reduced risk of 

hemorrhage-related morbidity during cesarean delivery 

compared to carboprost. Based on these results, 

methylergonovine may be a more effective second-line 

uterotonics [12]. 

To test the effect of misoprostol, Hofmeyer et al conclude 

that the misoprostol is not superior to the other uterotonics to 

prevent or treat PPH [13]. 

Morlando et al studied the change in the incidence of 

placenta accreta and associated risk factors along four 

decades. The incidence increased from 0.12% during the 

1970s, to 0.31% during the 2000s. During the same period, 

cesarean section rates increased from 17 to 64%. Prior 

cesarean section was the only risk factor showing a 

significant concomitant rise. The results reinforce cesarean 

section as the most significant predisposing condition for 

placenta accreta [14]. 

The prevention of hemorrhage in the third stage of delivery, 

in according to Umer et al (2014), is a challenge, in a review 

they made. The third stage of labor is associated with 

considerable maternal morbidity and mortality. The major 

complication is postpartum hemorrhage (PPH), which is the 

leading cause of maternal morbidity and mortality worldwide. 

Whereas in the event of PPH due to atony of the uterus there 

exist numerous treatment guidelines; for the management of 

retained placenta the general consensus is more difficult to 

establish. Active management of the third stage of labour is 

generally accepted as standard of care as already its duration is 

contributing to the risk of PPH. Despite scant evidence it is 

commonly advised that if the placenta has not been expelled 

30 minutes after delivery, manual removal of the placenta 

should be carried out under anesthesia. Pathologic adhesion of 

the placenta in the low risk situation usually is diagnosed at the 

time of delivery; therefore a pre- or intrapartum screening 

opportunity for placenta accreta would be desirable. But 

diagnosis of abnormalities of placentation other than placenta 

previa remains a challenge. Nevertheless the use of ultrasound 

and Doppler sonography might be helpful in the third stage of 

labor. An improvement might be the implementation of 

standardized operating procedures for retained placenta which 

could contribute to a reduction of maternal morbidity [6]. 

A very rare condition, choriocarcinoma gestational after 

term pregnancy (1:160,000) was reported by Bratilla et al 

(2015) and reminds us to emphasisee the placental 

examination. This case must be remembered as follows: a 29-

year-old woman gravidity 2, parity 2, with metastatic 

choriocarcinoma after term pregnancy, diagnosed at four 

months after the delivery of a healthy baby. An episode of 

abundant vaginal bleeding occurred after four months from 

delivery. The local exam revealed a vaginal tumor whose 

pathological examination on biopsy samples was 

inconclusive. Subsequently, she was admitted in our clinic 

with abundant vaginal bleeding, severe anemia and fever. 

Abdominal ultrasonography revealed an intracavitary uterine 

tumor mass with signs of myometrial invasion to the uterine 

serosa, strong Doppler signal and moderate ascites. 

Pulmonary X-ray and computed tomography scan excluded 

extra pelvic tumor masses. The pretreatment human 

chorionic gonadotropin (HCG) level was 31,030 IU/mL and 

her FIGO risk factor score was 8 (high-risk group). Total 

hysterectomy with bilateral salpingo-oophorectomy and 

omentectomy was performed as an optimal cytoreduction. 

Postoperative remaining lesions were represented by the 

metastasis located in the lower two-thirds of the vagina. 

Histopathological examination revealed uterine 

choriocarcinoma with ovarian metastasis. Postoperative was 

initiated four courses of polychemotherapy. Case evolution 

was favorable, with the normalization of the beta HCG value 

in two months postoperative and complete remission of the 

vaginal metastasis in six weeks postoperative [15]. 

4. Conclusion 

Those who work in an obstetrics emergency sector must be 

aware of bleeding, once it is the most frequent cause of 

maternal death in the developing countries. There is a critical 

timing to interfere with the evolution of the situation until it 

becomes irreversible. The surgical procedure must be 

performed to save lives and training in an immediate 

knowledge, skills, and confidence are necessary [16]. 
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