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Placenta accreta is a general term used for clinical condition 
when part or the entire placenta invades and is inseparable from 

1the uterine wall . There are three forms of placenta accreta, 
distinguishable by depth of penetration. Placenta increta occurs 
when the placenta penetrates the myometrium, incidence of which 

2is 17% among all cases of placenta accreta . The risk of placenta 
accreta in future deliveries after caesarean section is 0.4- 0.8%. For 
patient with placenta previa, risk increases with number of 
previous caesarean sections, with rates of 3%, 11%, 40%, 61%, 
and 67% for first, second, third, fourth and fifth of greater number 
of caesarean sections. Women at greatest risk of placenta accreta 
are those who have myometrial damage caused by previous 
caesarean delivery with either anterior or posterior previa 

3overlying the uterine scar .  Patients above 35years of age who 
have had a caesarean section and now have a placenta previa 

4overlying the uterine scar have 40% chance of placenta accreta .  
The obstetric ultrasound is best imaging modality in diagnosis of 

5placenta accreta . Placenta accreta still remains the leading 
6indication for peripartum hysterectomy . It is associated with high 

morbidity and lethal outcome, mainly as a result of severe 
7bleeding, uterine rupture and infection . Maternal mortality with 

8placenta accreta is 7% .

Case report: 

We are here reporting a case of 31 years old Gravida three para 
two at 31weeks gestational age in emergency labour room  with 
history of spotting per vaginum. There was history of caesarean 
section in her previous pregnancy 6 years back for breech with 
placenta previa. In 2nd pregnancy there was a successful vaginal 
birth after three years of first caesarean delivery. During present 
pregnancy, patient was also admitted at POG of 20 week for low 
lying placenta completely covering the os with threatened 
abortion. At that time she was managed conservatively and 
discharged on request after 15 days. Patient again admitted at POG 
of 30 weeks with complaint of pain abdomen and history of 
spotting 1 day before the admission. There was no pallor, her vitals 
were stable. Per abdomen, symphysiofundal height was 
corresponding with dates. Uterus was relaxed and nontender, 
cephalic presentation with fetal heart rate of 138beat per minute, 
regular. Vulval pad was dry. Haemoglobin was 9gm%. One blood 
transfusion was given.  There was no bleeding seen on per 
speculum examination.  Ultrasound done in emergency room, it 
was type IV placenta previa. On review by senior sonologist next 
day placenta was low lying and completely covering the os with 
multiple placental vascular lakes.  Lower uterine segment was 
thinned out and irregular; myometrium was not appreciated 
separately at this site and irregular.(Fig.1) On color doppler  
increased vascularity observed at this site, possibility of placenta 
accreta couldn't be ruled out. Patient planned for MRI to rule out 
placenta praevia accreta and patient was on conservative 
management. Injection betamethasone two doses given and blood 
arranged. Relatives informed about the need for caesarean 
hysterectomy in view of placenta preavia accreta.After three days  
patient suddenly started bleeding per vaginum profusely. Patient 
shifted to operation theatre immediately. Intraoperatively 
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Abstract: Placenta increta is a rare but dreadful complication of pregnancy; the term is used 
when chorionic villi invade into the myometrium of the uterine wall.  We report a case of 
incomplete uterine rupture secondary to placenta previa  increta at 32 weeks of pregnancy 
who presented with vaginal bleeding. Patient had history of previous one caesarean section 
and she was diagnosed as type IV placenta previa in present pregnancy. During emergency 
caesarean section, placenta was bulging out through lower uterine segment with intact 
peritoneum over it. After delivering the baby, lower uterine segment and placenta started 
bleeding profusely so decision of doing caesarean hysterectomy taken. After histopathological 
examination of hysterectomy specimen it was placenta increta. So in patients with previous 
caesarean delivery and placenta previa, a strong clinical suspicion and a careful radiological 
evaluation of uterine wall and placentation is required to detect invasive placenta.
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placenta was bulging through the lower uterine segment and 
only thin peritoneum was covering it.  Uterine incision was given 
above the bulge as baby was delivered out; baby did not cry and 
handed over to paediatrician for resuscitation. There was 
profuse bleeding from placental and uterine surface. Injectable 
uterotonic drugs and fluid rushed and sample sent for 
requisition of blood. Placenta was adherent, no further fiddling 
done and decision of immediate caesarean hysterectomy was 
taken. As bladder was advanced and adherent,  while reflecting 
uterovesical fold there was injury to the dome of bladder. Uterus 
along with cervix taken out, vaginal vault reefing done followed 
by bladder repair. Continuous catheterisation advised for 7days 
postoperatively. Intraoperatively four blood transfusions were 
given. Postoperatively patient kept in Intensive Care Unit under 
strict monitoring. Intravenous ceftriaxone and  metorgyl given. 
On 1st postoperative day, vitals were stable, no distension but 
bowel sounds were absent; Hb was 7gm%, platelets were 
85,000cmm, TLC 8000cmm, blood urea 49mg%, serum 
creatinine1.4mg%, serum calcium 7.6mg%, sodium-potasium-
magnesium levels were within normal limits, liver functions 
tests were within normal limits. Three more blood transfusions 
given on consecutive days. On 2nd POD bowel sounds were 
present so patient allowed orally. Rest of the postoperative 
period was uneventful, stitches removed on 8th POD and patient 
discharged.The histopathological examination showed the 
penetration of the chorionic villi in to the myometrium proving it 
to be a case of placenta increta.(fig. III,IV,V)

Figure  -  ultrasound showing placenta acrreta 
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Figure II,III, V showing the histopathology of the uterus after 
caesarean hysterectomy. The  H& E stain slides show; infiltration 
of chorionic villi into the myometrium.

Figure IV.   showing infiltrating villi in myometrium

Figure V showing high resolution view of chorionic villi in to 
the myometrium

Discussion: 

Placenta accreta occurs when there is defect of deciduas 
basalis, resulting in abnormally invasive implantation of 
placenta. The three subtypes are placenta accrete vera 
(attachment to the myometrium without invasion), placenta 
increta (subtotal invasion into the myometrium), and placenta 
percreta (total invasion into the myometrium including 
perforation through serosa). About 80% of cases are of placenta 

accreta vera, 15% are placenta increta, and 5% are of 
9placenta percreta . In past 50 years with increasing caesarean 

rates, placental invasion abnormalities were observed 10 times 
10more than usual . The hysterectomy rate caused by placenta 

11accreta increased by 23% between 1994 and 2007 .  An 
important risk factor for placenta accreta is placenta previa in 
the presence of uterine scar. Placenta previa is an independent 
risk factor for placenta accreta. Additional reported risk factors 
for placenta accreta include increased maternal age and 
multiparity, other prior uterine surgery, prior uterine curettage, 
uterine irradiation, endometrial ablation, Asherman syndrome, 
uterine leiomyomata, uterine anomalies, hypertensive disorders 

12of pregnancy and smoking .   Prenatal diagnosis of placenta 
increta can be performed using Doppler sonography and 

13magnetic resonance imaging . A high index of suspicion is 
required for the diagnosis. In patients with high risk factors 



5198

careful evaluation with ultrasonography should be done. 
Magnetic resonance imaging is the gold standard imaging 
modality for placenta accreta to better define the topography 
and area of placental invasion that helps in appropriate planning 

15of surgery 5, . 

Age of our patient was 31 years; two most important risk 
factors that are placenta previa and previous caesarean delivery 
are there. Antenatally on ultrasonography and on MRI placenta 
accreta was suspected. 

The clinical features are severe abdominal pain and post 
partum haemorrhage. Spontaneous rupture of the uterus due to 
placenta accreta is the most urgent obstretical complication 
resulting in rapid exsanguinations and high mortality which is 
commonly seen in the third trimester and is very rare in second 

15trimester .  In our patient, there was scar dehiscence and 
placental tissue was visible underneath the intact peritoneum.

Hysterectomy immediately after delivery resulted in lower 
mortality and morbidity rates, so this procedure became the 

13recommended treatment modality since 1972 .

A diagnosis of placenta increta or percreta rests on the 
respective demonstration of partial or complete penetration of 
myometrium by chorionic villi. A diagnosis of either of these 

17forms can only be made on hysterectomy specimens .

In our patient as per ultrasound and MRI, placenta accreta 
was suspected. Intraoperatively placenta increta was suspected 
and it was confirmed with histopathological examination of 
hysterectomy specimen.

Conlusion:  

Placenta accreta is a one of the most feared rare obstetric 
complication which is associated with high maternal morbidity 
and mortality. It may cause uterine rupture in third trimester of 
pregnancy. Management is usually caesarean hysterectomy. 
Patients with risk factors for placenta accreta should be 
investigated in early pregnancy as forceful separation of placenta 
may lead to life threatening intraoperative bleeding and death of 
patient.  Diagnosis of accreta, increta and percreta is confirmed 
after histopathological examination
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