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INTRODUCTION 

Placenta increta, one type of morbidly adherent placenta, 

is characterized by entire or partial absence of the decidua 

basalis, and by the incomplete development of the 

fibrinoid or Nitabuch’s layer and villi actually invading the 

myometrium.1 When the internal os is covered partially or 

completely by placenta, it is describing a placenta previa.1 

The incidence of placenta previa is 0.51%.2  

Placenta increta is considered a rare occurrence with a 

prevalence of approximately 1 in 2500-7000. It is 

associated with high morbidity and sometimes with a 

lethal outcome, mainly as a result of severe bleeding, 

uterine rupture and infections.3 Its incidence is 1 in 700 

deliveries.4 A study has shown that incidence of placenta 

acreta spectrum is 0.3% in women with one previous 

caesarean section and this incidence is increased to 6.74% 

in case of five or more caesarean sections.5 

Placenta increta is frequently correlated with placenta 

previa, previous uterine curettage, previous cesarean 

sections, multiparity (six or more pregnancies), and 

advanced maternal age.6 The precise etiology of this 

condition remains unclear. 

CASE REPORT 

A 32-years-old woman of second gravida, primi para, with 

a history of lower segment caesarean section with 

indication of meconium stained liquor 7 years back, and 

living issue one was admitted in our hospital at 35 weeks 

5 days of gestation as she was referred from a sub-

divisional hospital as a case of placenta previa with increta. 

She was non-diabetic, non-hypertensive and she had no 

previous history of any surgical procedure apart from 

LSCS. She underwent adequate and routine antenatal 

check up with uneventful antenatal period. Her double 

marker screening was negative, first trimester ultrasound 
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ABSTRACT 

Placenta increta, one type of morbidly adherent placenta, is characterized by entire or partial absence of the decidua 

basalis, and by the incomplete development of the fibrinoid or Nitabuch’s layer and villi actually invading the 

myometrium. When the internal os is covered partially or completely by placenta, it is described as a placenta previa. 

Simultaneously these two complications occurring in a post LSCS scarred uterus is a very rare scenario and anticipated 

frequently to cause catastrophic obstetric outcome. A 32-years-old woman of second gravida, para 1, with previous 

history of LSCS 7 years back, with living issue one, admitted in our hospital at 35 weeks 5 days gestation with 

asymptomatic placenta previa with placenta increta. The case was diagnosed effectively by ultrasonography. Intra-

operatively, compression sutures and bilateral uterine artery ligature was tried to control hemorrhage which were failed 

and a quick decision of caesarean hysterectomy was done. Preserving both ovaries, total hysterectomy was the only 

option to save the mother in our case. Other options attempting to preserve uterus could have ended up with grave 

consequences in this case. This was a very rare case of asymptomatic placenta previa with placenta increta in a post 

LSCS scarred uterus and it was successfully managed by judicious caesarean hysterectomy. 
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was within normal limit and 2nd trimester anomaly scan at 

19 weeks 4 days detected no gross abnormality and the 

placenta was fundo-anterior in location and far away from 

internal os. Her third trimester ultrasonography at 35 

weeks 5 days revealed placenta anterior low lying and 

lower pole of placenta covering internal os, placental 

tissue invading into anterior myometrium, thinned out 

anterior wall of myometrium in the lower part, loss of 

normal hypo-echoic retro-placental zone, increased sub-

placental vascularity (Figure 1) which were suggestive of 

placenta previa with increta and features of intra-placental 

hemorrhage was detected and so, she was referred to our 

tertiary care center for better management.  

On admission here, the patient was vitally stable; on 

abdominal examination: uterus was 36 weeks size, 

cephalic presentation, in longitudinal lie, head not 

engaged, fetal heart rate was 146/min and regular. Per-

vaginal examination was not done; on inspection, there 

was no vaginal bleeding.  

She was given injection dexamethasone 6mg 

intramuscularly in 12 hours interval 4 such. An elective 

caesarean section (class 4) was planned after arranging two 

units of packed RBC. Patient party was counselled 

thoroughly regarding the risk of profuse life threatening 

hemorrhage intra-operatively and the need of caesarean 

hysterectomy if indicated and a written consent for the 

same was taken. 

Intra-operatively, after giving low transverse incision on 

the abdomen, thinned out anterior uterine wall with highly 

vascular placental lake was visible just under the thin 

uterine serosa as shown in Figure 2.  

An incision was given over the uterus approximately 2 cm 

above the visible upper margin of the placenta. A part of 

placenta was needed to cut to deliver the baby. After 

delivering the baby umbilical cord was clamped and cut 

immediately (Figure 3). 

After extracting placenta, a huge bleeding from placental 

bed was noted. Bilateral uterine artery was ligated and a 

transverse B-Lynch (Figure 4) suture was given 

immediately. 

As bleeding was not controlled, the present baby was live 

and the mother has a previous healthy living issue, we did 

not waste time attempting bilateral internal iliac artery 

ligation and a quick decision of hysterectomy was taken. 

Total caesarean hysterectomy was done preserving both 

ovaries. After securing hemostasis and matching sutures, 

mops, gauges and instruments count abdomen was closed 

in layers. Specimen was sent for histopathogical 

examination. The post-operative period was uneventful. 

Histopathology report, we received after 7 days, revealed 

the presence of trophoblastic islands and chorionic villi 

within the thinned-out myometrium and it was diagnosed 

as placenta increta. 

 

Figure 1: Placenta previa with thinned out anterior 

myometrium with placental invasion of lower 

segment, loss of normal hypo-echoic retro-placental 

zone and increased sub placental vascularity. 

 

Figure 2: Thinned out anterior myometrium with 

highly vascular placental lake under the                            

intact thin serosa. 

 

Figure 3: Quick cord clamping after delivery                            

of the baby. 
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Figure 4: Specimen of uterus showing transverse                  

B-Lynch suture and placenta. 

DISCUSSION 

The site of placental implantation, the depth of myometrial 

invasion, and the width of morbidly adherent placental 

tissue determines the extent of clinical features of placenta 

increta, such as hemorrhage, uterine rupture and inversion, 

and invasion of the urinary bladder.7 Myometrial invasion 

of trophoblastic tissue at the site of a previous cesarean 

section scar may cause uterine rupture long before the 

onset of labour. It may even be asymptomatic as seen in 

our case.   

Placenta increta can be diagnosed prenatally by using 

Doppler ultrasonography and magnetic resonance imaging 

(MRI).8 Although placenta previa is effectively diagnosed 

by USG, the diagnostic value of ultrasonography in 

prenatal diagnosis of an asymptomatic placenta increta is 

uncertain. Finberg et al. reported a positive predictive 

value of 78% and a negative predictive value of 94%.9 

Other authors suggested that ultrasonography may detect 

only around 33% of cases of placenta accreta/increta.10 But 

in our case, though placenta was in fundo-anterior position 

away from internal os and no sign of placenta increta in 

second trimester anomaly scan at 19 weeks 4 days, the 

third trimester ultrasonography was able to diagnose 

placenta previa and increta so appropriately that we did not 

need an MRI. This was thought to be happened due to 

paradoxical placental migration in course of time and we 

had seen the paramount importance of third trimester 

ultrasonography. 

There was chance of unavoidable painless torrential 

vaginal bleeding in placenta previa and as it was associated 

with placenta increta in our case the scenario of torrential 

vaginal bleeding was not there due to non-separation of 

placenta. So, there was no question of vaginal delivery in 

this case as there was placenta previa with increta covering 

internal os and we decided for elective caesarean section 

(class 4). A conservative surgery, aiming at uterine rescue 

by manual removal of as much placental tissue as possible 

remained an option if there was no living issue or the 

current one was a dead fetus. Fox et al. reported that 25% 

of the women died during this fertility preserving 

treatment.11 Under these circumstances, the conservative 

treatment can be adopted only in cases of a partial placenta 

accreta/increta and when bleeding is minimal. Ligature of 

uterine artery or internal iliac artery, or angiographic 

embolization can also be tried in these conservative line of 

management.12 But in our case, although initially we tried 

preserving uterus by compression sutures and bilateral 

uterine artery ligature, we detected ineffectiveness early 

and as the family of the mother was completed with the 

healthy baby of current pregnancy, we did not hesitate in 

doing caesarean hysterectomy which is the definite and the 

best option for long-term outcome, as reported 

previously.13 To allow the pregnancy to continue, there 

have been attempts to treat placenta increta with various 

drugs including methotrexate, although its safety and the 

efficacy in this setting are questionable.14-16  

CONLUSION 

Our patient was a case of ultrasonography diagnosed 

asymptomatic placenta previa with placenta increta in a 

scarred uterus, which could be potentially dangerous and 

life-threatening consequences might occur during 

delivery, was managed by doing definite treatment, 

caesarean hysterectomy and the outcome was healthy 

mother and baby. So, the routine third trimester 

ultrasonography should always be done in each and every 

case to rule out this type of placenta previa and acreta 

spectrum. We presented this case due to its rarity. It is so 

rare that many obstetricians could have not seen this type 

of case in their obstetric carrier. 
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