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Placenta accreta spectrum –  
a series of three cases  

from a tertiary care institute

Placenta accreta spectrum is a potentially fatal condition 
and its incidence has been increasing worldwide in the last 
few decades. Although the overall reported incidence is low, 
we still encounter such patients not infrequently. It is one of 
the most difficult scenarios to manage for any obstetrician 
even in tertiary care setups. In this article, we describe a 
series of three such patients managed in a time span of six 
months, with case history, comparative characteristics and 
a review of current knowledge. Lastly, we have included a 
few recommendations based on our experience which we 
hope that will be helpful to all obstetricians managing such 
cases.
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Spectrul de placentă accreta este o condiție medicală cu po
tențial fatal şi cu o incidență în creștere în ultimele decenii. 
Deși incidența globală raportată este mică, încă întâlnim 
cazuri, şi nu rareori, fiind unul din cele mai dificile scenarii de 
manageriat pentru orice obstetrician, chiar şi în unități de 
îngrijire terțiare. În acest articol, descriem o serie de trei cazuri, 
gestionate într-un interval de timp de șase luni, alături de 
istoricul pacientelor, caracteristicile comparative şi de un re
view al cunoștințelor actuale în domeniul acestei patologii. În 
încheiere, am inclus câteva recomandări bazate pe experiența 
noastră, care sperăm că le vor fi de ajutor obstetricienilor care 
îngrijesc asemenea cazuri.
Cuvinte-cheie: obstetrică, travaliu, placentă, increta  
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Introduction
Placenta accreta spectrum (PAS) represents a group of 

disorders where the abnormal pathomorphology of the 
placenta causes it to be either morbidly adherent to, or 
invade the uterine myometrium. It is one of the most 
challenging cases ever faced by any obstetrician and is 
responsible for potentially life-threatening peripartum 
hemorrhage and hysterectomies worldwide. In this ar-
ticle, we describe a series of three such cases managed 
by us at the Sri Shankaracharya Institute of Medical 
Sciences, Bhilai, India, which is a tertiary care medical 
college and hospital, within a time span of six months 
(October 2021 – March 2022).

Case 1
A 23-year-old patient, G2P1L1A0, with previous cae

sarean, was diagnosed at 24 weeks with PAS by ultra
sonography (USG). Ultrasonography showed anterior 
low-lying placenta, with multiple vascular lacunae with-
in the placenta, with reduced retroplacental thickness 
of myometrium. The Doppler showed turbulent lacunar 
flow. The findings were confirmed by repeated USG at 30 
weeks and by MRI at 32 weeks. MRI showed intraplacen-
tal bands on T2-weighted imaging with the disruption 
of zone between uterus and placenta. The patient was 
taken for elective caesarean section at 35 weeks and 4 Figure 1. Transversely placed incision at fundus
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days. Preoperatively, the patient received two units of 
PRBC for anemia correction (Hb = 8 g%). Two doses of 
betamethasone (12 mg) were given at 24 hours apart for 
fetal lung maturity.

Caesarean section was done by midline vertical inci-
sion. After entering the abdomen, placenta was seen 
encroaching anteriorly up to the mid uterine segment. 
A transverse incision was made at the fundus to avoid 
the placenta. A single live female baby was delivered 
by breech extraction. After cord clamping, total hys-
terectomy was planned. Prophylactic tranexamic acid 
i.v. (1 g) was given in anticipation of bleeding. Bilateral 
uterine and internal iliac arteries were ligated, followed 
by hysterectomy (Figure 1). Hemorrhage checklist was 
maintained and the patient was given the required 
amount of packed cells, plasma and platelets. As he-
mostasis was satisfactory, abdominal drain was not 
placed. The total operative time was 90 minutes.

Postoperatively, the patient was monitored in high 
dependency unit (HDU) and received antibiotic cove
rage – ceftriaxone, metronidazole and amikacin. The 
postoperative period was uneventful. The catheter 
was removed after 48 hours and the patient was 
discharged on the sixth day postoperatively. Subse-
quently, placental specimen showed placenta increta 
on histopathology.

Case 2
A 36-year-old patient, G4P2L2A1, with two previous 

caesareans, was diagnosed with PAS at 30 weeks, in a 
government rural hospital and referred to our hospi-
tal. The diagnosis was confirmed by USG and MRI, and 
elective caesarean was planned. Preoperatively, anemia 
correction was done and the patient received a course 
of corticosteroids.

The patient was taken for elective caesarean section 
at 34 weeks and 3 days. Vertical incision was given. On 
entering the abdominal cavity, the placenta was seen in 

the lower uterine segment, involving the uterine serosa. 
A transverse incision was made two fingers width above 
the placental margin. As the baby was in longitudinal 
lie with breech presentation, the cephalic extraction 
of a live female baby was performed. The placenta was 
left in situ and uterine closure was done. Prophylactic 
tranexamic acid was given. Urinary bladder was found 
densely adhered to the lower uterine segment and the 
separation of bladder resulted in tear in the bladder 
which was repaired. Hysterectomy was completed after 
prior ligation of bilateral uterine and internal iliac ar-
teries (Figure 2). Abdominal drain was placed and the 
patient was monitored in HDU postoperatively. She re-
ceived multiple transfusions and antibiotics. The total 
operative time was 140 minutes.

On the second postoperative day, the patient had two 
spikes of fever with symptoms of dysuria. Urine culture 
revealed an infection with E. coli and the patient was 
treated with a single dose of oral fosfomycin (3 g). The 
catheter was removed on the seventh day and the patient 
was discharged the day thereafter. The histopathology 
of placental specimen showed features of placenta increta 
with focal areas of placenta percreta.

Case 3
A 32-year-old patient, G3P1L1A1, with anterior low-

lying placenta, was referred from a district hospital at 
37 weeks with vaginal bleeding. Urgent USG was done 
which confirmed PAS. The patient had received antena-
tal corticosteroids before referral. One unit of packed 
RBC transfusion was done (Hb = 9.8 g%).

The patient was taken for emergency caesarean sec-
tion. The abdomen was entered by vertical midline inci-
sion. Placenta was seen low lying. Vertical incision was 
made at the upper segment. A breech extraction of a 
live healthy male baby was done. After cord clamping, 
the uterus was closed using Vicryl. Subsequently, total 
hysterectomy was done after the ligation of bilateral 

Figure 2. View  
of posterior surface 
showing placenta 
percreta
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internal iliac artery (Figure 3). The patient received three 
units of PRBC and plasma each intraoperatively. The 
operative time was 105 minutes. Abdominal drain was 
placed.

Postoperatively, the patient was managed in the HDU 
and received another unit of PRBC and two units of FFP. 
She was discharged on the seventh postoperative day. 
The specimen of placenta sent for examination showed 
features of placenta increta on HPE.

The summary of the three cases can be compared in 
Table 1.

Discussion
Placenta accreta spectrum is defined as an abnormal 

and pathological adherence of the placenta along with 
features of invasion of the myometrium(1), being one of 
the most difficult scenarios for any obstetrician to man-
age. While classically its incidence was reported as about 
one in one thousand(2), its current incidence is increasing 
worldwide, the involved factors being represented by 
increased frequency of previous caesarean sections(3) and 
placenta praevia(1). On the other hand, hypertension in 
pregnancy may be associated with a lower incidence of 
placenta accreta, although it needs more corroboration(4). 
PAS is a considerable cause of maternal mortality and 
morbidity and its increasing incidence in recent years 
has led to a significant attention from the clinical and 
scientific community worldwide.

The severity of PAS varies according to the depth of 
invasion of the chorionic villi into the myometrium(5). 
The least severe is the placenta accreta where the villi 
just adhere to the myometrium without any invasion, 
whereas in the most severe type (placenta percreta) the 
villi may invade up to the uterine serosa. The placenta 

increta is the intermediate form, where the villi invade 
the myometrium partially.

The antenatal diagnosis of placenta praevia is usually 
made in the second or third trimester. USG features of 
placenta accreta spectrum include abnormal absence of 
hypoechoic zone between placenta and myometrium, 
multiple vascular lacunae, thinning of retroplacental 
myometrium and extrauterine extension of the pla-
centa(6). MRI is more sensitive than USG in detecting 
PAS and may be useful in cases of diagnostic difficulty 
by USG like posteriorly placed placenta or to assess the 
depth of invasion(7).

The main predicament in patients is represented by 
severe postpartum hemorrhage which is potentially life 
threatening, being recommended that the patients be 
managed in tertiary care referral centers with the avail-
ability of blood bank, along with adult and neonatal in-
tensive care units(8). Except for rare cases where uterine 
preservation is a priority, caesarean hysterectomy is the 
management of choice. In a large study from a Norwe-
gian center, with 96,313 patients, PAS was the main 
reason for patients undergoing hysterectomy(9). Strate-
gies like the use of ureteric stents, internal iliac artery 
occlusion by balloon etc. have been advocated by some 
authors to facilitate the safe operation and to decrease 
the chances of massive perioperative hemorrhage(5,10). 

In our series, one patient was diagnosed in the second 
trimester, while two patients were diagnosed in the third 
trimester. All had history of previous caesarean sections. 
All three underwent life-saving hysterectomy. The aver-
age operating time was 111.66 minutes and, on average, 
they required 5.6 units of packed cell transfusion. All the 
mothers were discharged in healthy condition, although 
two of the babies born had low birth weight.

Figure 3. Vertical 
incision at the upper 
segment away from  
the low-lying placenta
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Parameter Case 1 Case 2 Case 3

Age 23 36 32

BMI 22.2 28.7 26.09

Gravida/parity G2P1L1A0 G4P2L2A1 G3P1L1A1

Age at diagnosis of PAS 24 30 37

Mode of diagnosis USG, MRI USG, MRI USG

Booked/unbooked Booked Booked Unbooked

Comorbidity Anemia Anemia Anemia

Previous caesarean 1 2 1

Mode of termination Elective caesarean section Elective caesarean section Emergency caesarean section

Weeks at termination 35 weeks and 4 days 34 weeks and 3 days 37 weeks

Other  
procedure/intraoperative  

complication

Bilateral internal iliac artery 
ligation followed by total 

hysterectomy

Bilateral internal iliac artery 
ligation followed by total 

hysterectomy

Urinary bladder injury - repaired

Bilateral internal iliac artery 
ligation followed by total 

hysterectomy

Operative time 90 min 140 min 105 min

Total perinatal transfusion 
received

PRBC* – 6
FFP† – 1
SDP‡ – 1

PRBC – 6
FFP – 3
SDP – 1

PRBC – 5
FFP – 5
SDP – 0

Postoperative complication Uneventful UTI Uneventful

Maternal outcome Healthy Healthy Healthy

Fetal outcome Low birth weight Low birth weight Healthy

Day of discharge 
(postoperative day) 6 8 7

HPE Placenta increta Placenta increta with focal areas  
of placenta percreta

Placenta increta

* Packed red blood cells; † Fresh frozen plasma; ‡ Single donor platelet

Table 1 Comparison of three cases

Table 2 Our recommendations

1. �Preoperative optimization of the patient with regards to correction of anemia.
2. �Early notification of blood bank of the requirement of massive blood transfusion.
3. �Notify the intensive care unit/high dependency unit/neonatal ICU to ensure the availability of bed postoperatively and that ICU 

staff are ready to receive the patient and baby promptly.
4. �Adherence to obstetric hemorrhage checklist(11) is essential. 
5. �Uterine incision placed at least two fingers away from placenta and even on the posterior surface where placenta encroaches 

the upper segment.
6. �The dorsal lithotomy position of the patient facilitates proper access to vagina and urinary bladder.
7. �General or epidural anesthesia may be required in case of prolonged operative time.
8. �The proper counselling of patient and attendants regarding the necessity of hysterectomy.
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The salient points which we would like to emphasize 

particularly from our experience are presented in Table 2.

Conclusions
Placenta accreta spectrum is a serious and life-threaten-

ing obstetric condition. With a gradually increasing inci-
dence over the last several decades, it is essential that there 
is an implementation of the proper protocol for managing 
such patients in all high-volume obstetrics centers. The 
proper training of healthcare personnel is also essential to 
ensure a good maternal and neonatal outcome.   n
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