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ABSTRACT 
Background: Placenta accreta spectrum (PAS) refers to abnormal placental adherence and invasion into the 
myometrium, most commonly associated with prior cesarean delivery. Its incidence has increased significantly in 
recent years. While PAS typically presents in the third trimester with hemorrhage or complications during delivery, 
early presentation as uterine rupture is exceedingly rare. The aim of this case report is to highlight a rare presentation 
of PAS as spontaneous uterine rupture in the second trimester and to emphasize the importance of early recognition 
and prompt intervention. 
Case description: We report the case of a 26-year-old female, G2P1L1 at 21+6 weeks gestation, with a history of 
previous lower segment cesarean section. She had antenatal USG and MRI suggestive of placenta previa with placenta 
accreta spectrum involving the previous scar site, with possible bladder involvement. The patient presented to ER with 
severe lower abdominal pain and difficulty in micturition. On admission, she was hemodynamically unstable and 
rapidly progressed to hemorrhagic shock. Ultrasound evaluation revealed free fluid in the abdomen, raising suspicion 
of scar dehiscence, uterine rupture or abruptio placentae. Emergency laparotomy was performed, which revealed 
approximately 2500 mL hemoperitoneum and a 2 × 2 cm rupture in the lower uterine segment at the site of the previous 
cesarean scar. Placental tissue was seen protruding through the defect, and the placenta could not be separated. Given 
ongoing hemorrhage, obstetric hysterectomy was performed. Histopathology showed FIGO Grade 2, Placenta increta. 
Conclusion: Second trimester uterine rupture in placenta accreta spectrum is rare but life-threatening. High suspicion, 
early diagnosis and timely surgical intervention are essential to reduce maternal morbidity and mortality. 
Clinical significance: This case highlights unusual presentation of placenta accreta spectrum with devastating 
complications even in early 2nd trimester. 
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Introduction: 
Placenta accreta spectrum (PAS) represents a 
continuum of abnormal placental adherence ranging 
from accreta to percreta. It is strongly associated with 
prior cesarean delivery and is a leading cause of 
obstetric hemorrhage. The incidence of PAS has risen 
dramatically, paralleling increasing cesarean section 
rates, with current pooled estimates affecting 0.17% (1 
in 588) of pregnancies, risk is highest for women with 
both placenta previa and prior cesarean deliveries, 
reaching up to 67% after four or more previous 
cesarean sections (1) 
PAS can be diagnosed in 2nd trimester with specialist 
placental imaging on USG with suspicious features 
requiring higher imaging such as MRI for 
confirmatory diagnosis. 
Most cases of PAS present symptomatically in the 
third trimester or at the time of delivery when 

complications such as hemorrhage or failure of 
placental separation occur. However, early 
presentation with uterine rupture is rare with only a 
few cases reported less than 22 weeks which poses 
significant diagnostic and management challenges. 
Management strategies require a tertiary care center 
with coordinated, multidisciplinary approach which 
vary on the basis of clinical presentation, gestational 
age from conservative management by leaving 
placenta in situ to Obstetric hysterectomy. 
Case description: 
Patient information: 
A 26-year-old female, G2P1L1 at 21+6 weeks 
gestation, booked outside, BMI of 21.4 kg/m2 
presented to Emergency room brought by an 
ambulance, to a tertiary care center with severe lower 
abdominal pain and difficulty in micturition from last 
2 hours associated with dizziness. She was a known 
case of previous lower segment cesarean section done 
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2 years back and had antenatal ultrasound, done at 18 
weeks showed placenta previa with increased 
vascularity and bladder tenting suggestive of PAS. 
MRI was done to confirm USG findings, showed T2- 
hypointense retroplacental interface, loss of clear 
zone, myometrial thinning, suggestive of placenta 
accreta spectrum involving the lower uterine segment. 
Clinical findings: 
On admission, she was found to be in Hypotension 
with BP- 60/40 mm Hg, with pulse of 112 beats/ 
minute, Respiratory rate- 24 breaths/ min, SPO2- 99 
percent on room air, Cardiovascular and respiratory 
system unremarkable, per abdomen examination 
revealed generalized tenderness, with guarding, severe 
tenderness in previous scar site.  
Diagnostic assessment: 
 eFAST done showed free fluid in abdominal cavity 
extending up to Morrison’s pouch, with FH present 
and no signs of placental separation. ABG done 
showed Haemoglobin of 7.7 gm/dl, Lactate 2.9 
mmol/L, coagulation profile within normal limits 
Therapeutic intervention: 
1L of crystalloid fluids rushed, central line secured. In 
view of persistent hypotension, started on Nor-
adrenaline infusion at 3ml/hr 
Operative findings: 
An emergency laparotomy was performed by midline 
vertical incision, intraoperatively, approximately 2500 
mL of blood and clots were evacuated from abdominal 
cavity. A rupture measuring 2 × 2 cm was identified in 
the lower uterine segment at the site of the previous 
cesarean scar. Proceeded with classical caesarean 
section, in view of placenta previa with PAS, to avoid 
rupture site. A stillborn fetus weighing 350 grams 
delivered, placenta found to be anterior, low lying, 
placental tissue was seen protruding through the 
rupture site, and attempts at placental separation were 
unsuccessful. No gross invasion of urinary bladder or 
surrounding structures noted. 
In view of continued bleeding from the rupture site and 
unstable vitals decision was made to proceed with 
obstetric hysterectomy, no bladder invasion or 
adhesion noted, Total hysterectomy with bilateral 
salpingectomy performed, intra-peritoneal drain 
secured. The total intraoperative blood loss was 
approximately 3500 mL, intraoperatively 5 units of 
packed cells and 4 units of FFP transfused. 
Follow up and outcomes: 
Postoperatively, the patient was managed in the ICU 
with close monitoring and supportive care for 2 days 
and gradually stepped down. Post operative 
hemoglobin 10.8 gm/dl.  Histopathology showed, 
placenta invading myometrium suggestive of FIGO 
Grade 2 PAS (Placenta Increta). Also started on 
thromboprophylaxis from 24 hours after surgery. She 

showed gradual clinical improvement and was 
discharged in stable condition 8 days post-surgery. 
Discussion: 
Placenta accreta spectrum is a significant contributor 
to maternal morbidity, particularly in patients with a 
history of cesarean section. Short interpregnancy 
interval (<2 years) is an independent risk factor for 
increased risk of scar rupture. The abnormal 
trophoblastic invasion into the myometrium results 
from defective decidualization, leading to varying 
degrees of placental adherence. 
The pathophysiology involves early invasion of 
placental tissue into a weakened myometrium at the 
site of a previous scar, resulting in progressive 
thinning and eventual rupture. The presence of a 
cesarean scar significantly increases this risk. (2) 
The FIGO classification is largely based on surgical 
findings during laparotomy, categorized as grades 1–
3, representing adherent placenta (grade 1) and 
invasive placenta (grades 2 and 3), with grade 3 further 
divided into 3a, 3b, 3c on basis of histologic criteria. 
(3). 
Imaging modalities such as specialist placental 
assessment in asymptomatic women should be offered 
between 24 and 28 weeks, and that ultrasound and 
MRI have similar diagnostic value, with MRI 
recommended only as an adjunct following specialist 
ultrasound assessment — and that while MRI can 
characterize invasion depth, predicting catastrophic 
complications such as rupture remains challenging. (4) 
At times MRI imaging may misinterpret depth of 
invasion causing misdiagnosis and overtreatment. 

Parameter Current Case 
Sarah Boujida et 
al 2022 

 

Maternal age 26 years 33 years  

Gravidity/Parity G2P1L1 G2P1L1  

Previous 
cesarean section 

Yes, previous 
LSCS 

Yes 
 

Gestational age 
at presentation 

21+6 weeks 29 weeks  
 

Antenatal 
diagnosis of 
PAS 

Yes — 
 

Imaging 
findings 

USG: placenta 
previa, 
increased 
vascularity, 
bladder tenting; 
MRI: loss of 
clear zone and 
myometrial 
thinning 

Placenta percreta 
diagnosed with 
imaging findings 
suggestive of 
deep placental 
invasion 
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Parameter Current Case 
Sarah Boujida et 
al 2022 

 

PAS subtype 
FIGO Grade 2 
PAS (Placenta 
increta) 

Placenta percreta 
 

Presenting 
symptoms 

Severe 
abdominal 
pain, difficulty 
in micturition, 
dizziness 

Acute abdominal 
pain and 
hemorrhagic 
shock 

 

Hemodynamic 
status at 
admission 

Severe shock 
(BP 60/40 
mmHg, pulse 
112/min) 

Hemodynamic 
instability/shock 

 

Site of rupture 

Previous 
cesarean scar in 
lower uterine 
segment 

Uterine rupture 
secondary to 
placenta percreta 

 

Fetal status 

Initially fetal 
heart present; 
stillborn fetus 
delivered 

Fetal bradycardia 

 

Surgical 
management 

Emergency 
laparotomy → 
classical 
cesarean 
section → 
obstetric 
hysterectomy 

Emergency 
surgical 
intervention with 
hysterectomy 

 

 

Maternal 
outcome 

Survived and 
discharged 
stable 

Maternal survival 
reported 

 

Fetal outcome Stillbirth —  

 
Clinically, the presentation can be misleading. 
Symptoms such as abdominal pain and urinary 
complaints may initially mimic benign conditions of 
acute abdomen, delaying diagnosis. (5), Rapid 
deterioration with signs of hemorrhagic shock should 
prompt immediate evaluation for uterine rupture, 
especially in patients with suspected PAS. 
Management requires prompt resuscitation and 
emergency surgical intervention. Several uterine-
preserving strategies have been described in the 
literature These include both surgical approaches and 
adjunctive use of interventional radiology for uterine 
devascularization or embolization. (6). Uterine-
preserving strategies were not attempted due to 
ongoing massive hemorrhage and unstable vitals. 
Obstetric hysterectomy remains the definitive life-
saving procedure in cases of uncontrolled hemorrhage 
and non-separable placenta. 

Conclusion: 
This case underscores that placenta accreta spectrum 
can present with uterine rupture even in early 
gestation. Early recognition, rapid resuscitation, and 
timely surgical management are critical for maternal 
survival. 
Clinical significance: 
Early gestational uterine rupture in PAS, though rare, 
should be considered in patients with prior cesarean 
section presenting with acute abdomen. This case 
reinforces the importance of early diagnosis and 
preparedness for emergency intervention. 
List of abbreviations: 
PAS: Placenta Accreta Spectrum 
LSCS: Lower Segment Cesarean Section 
ICU: Intensive Care Unit 
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Patient consent:  Written informed consent was 
obtained from the patient for publication of this case 
report and the accompanying clinical images.  
 
 
 
 
 A: Classical caesarean scar 
with adherent placenta 
  
 
 
 
 
 B: Site of rupture at lower uterine segment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Fig 1: Uterus with Classical Caesarean scar with 
Lower segment rupture and adherent placenta  

 
 



Page: 8 6 1  

Second Trimester Uterine Rupture in Placenta Accreta Spectrum: A Rare Catastrophic Presentation — A Case 
Report 

IJDDT, Volume 16 Issue 47s, 2026 

 
  
Fig 2: Uterus with Classical caesarean scar with 
adherent placenta 

Adherent Placenta 


