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Objective Case report
Placenta accreta spectrum (PAS) is a severe | A 35 yearsold, gravida 3 para 0, with a history of two dilation and curettage (D&C) procedures previously, underwent an || yndiagnosed PAS increases maternal morbidity,
obstetric complication with significant elective caesarean delivery at 40 weeks for maternal request. The removal of placenta during caesarean delivery particularly in non-specialist settings without
maternal morbidity and mortality. While resulted in uterine inversion revealing abnormal adherence of placenta. Manual uterine repositioning triggered multidisciplinary support. While interventional
antenatal diagnosis improves outcomes, significant bleeding. Given clinically diagnosed PAS, massive obstetric haemorrhage protocol was initiated, including radiology plays a role in haemorrhage control,
some cases remain undetected until blood product availability and discussion regarding a potential hysterectomy. Haemostatic packing was performed before || definitive surgical management is often required.
delivery. This case highlights an unexpected | |transferring the patient for UAE. Despite initial haemodynamic stabilisation post UAE, persistent haemorrhage required | previous uterine surgery, including surgical
PAS, encountered during an elective further surgical intervention. Following multidisciplinary input, a hysterectomy was deemed necessary. The patient miscarriage management, is a recognised risk
caesarean section, necessitating uterine received massive blood transfusions. Postoperatively, she was managed in intensive care and subsequently recovered factor for PAS due to endometrial trauma and
artery embolisation (UAE) and subsequent | | Without further complications. scarring. Current screening guidelines focus on
hysterectomy. It underscores intraoperative placenta previa and multiple caesarean sections,
challenges, the role of interventional but whether women with prior uterine
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