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INTRODUCTION 
Ÿ Placenta accreta spectrum is a rare complication of 

pregnancy. It's incidence is increased due to increased 
Caesarean sections.

3 types : 
1.  placenta accreta : extravillous trophoblast directly 

attaches to myometrium.
2. Increta : it invades myometrium 
3.  Percreta : it invades serosa and adjacent structures.

Ÿ There's a direct corelation between placenta previa and 
placenta accreta spectrum.

Ÿ Grade 1 or minor praevia is defined as a lower placental 
edge inside the lower uterine segment 

Ÿ Grade 2 or marginal praevia as lower placental edge 
reaching the internal os

Ÿ Grade 3 or partial praevia when the placenta partially 
covers the cervix

Ÿ Grade 4 or complete praevia when placenta completely 
covers the cervix. 

Grade 1 and 2 are minor placenta previa whereas grade 3 and 
4 are major placenta praevia.

Placenta accreta spectrum is a dangerous condition of the 
pregnancy, which leads to increased maternal morbity and 
mortality. Hence early diagnosis and management is essential 
for the good outcome.

Case Report
Ÿ 34 year old female married since 8 yrs G4p3L3 previous 3 

lscs 34.5 weeks by date and by scan came to Opd with 
complaints of pain in abdomen since 2 days which 
relieved on rest. No complaints of leaking or bleeding per 
vaginum. Her recent scan report was suggestive of 
complete placenta praevia . So patient was admitted and 
planned for elective lscs after covering steroids. 

Ÿ Investigations were sent,steroids were given.
Ÿ On day 3 of admission, patient started complaining of pain 

in the abdomen which was not relieved by rest. On 
examination, her pulse was 110/min BP 100/60 mmhg , per 
abdo she was having 2 contractions lasting for 30 seconds 
in 10 minutes, Nst was reactive.

Decision for emergency lscs was made. Adequate blood and 
blood products were issued. 

INTRA OP FINDINGS 
Complete placenta praevia was seen.Scar dehiscence was 
present .Placenta was delivered out first manually , baby was 
delivered via breech extraction. 

Focal placenta accreta was present on the lower edge of the 
uterus which was bleeding continuously. So decision of 
obstetric hysterectomy was made.Estimated blood loss was 
about 2.5 litres. 2 PCV 4 FFP 4 platelets were given intra op.

Ÿ Post op 2 PCV 4 FFP 4 platelets were given. Patient was 
kept in ICU for 2 days and was shifted to high risk room 
once stable. Recovery was uneventful and she was 
discharged after 7 days. Specimen was sent for HPE which 
revealed placental vill i  extending deeply into 
myometrium of lower uterine segment suggestive of 
placenta accreta in the lower uterine segment. 

Baby cried immediately after birth but was kept in Nicu due to 
preterm status.

DISCUSSION
The incidence of all sorts of placental adhesions has been 
rising for the past two decades due to increasing Caesarean 
section rates. Other predisposing conditions include 
placenta praevia, instrumentation of endometrium, 
multiparity, uterine malformations, previous manual removal 
of placenta. A risk of placenta accreta exists in 2 to 5 percent 
with placenta previa. Urgent hysterectomy appears to be the 
treatment of the choice. Conservative treatment can be done 
in cases of partial placenta accreta with minimal bleeding. 
Alternative interventions include ligature of uterine artery or 
internal iliac artery or angiographic embolization. These 
condition are often missed radilogically. Mri is more sensitive. 

CONCLUSION 
it's a life threatening condition which has a high maternal and 
foetal morbidity and mortality rate. Hence it's early diagnosis 
and proper management is necessary. Proper management 
and early intervention can prevent rupture and save two 
lives.Hysterectomy remains the treatment of choice.  
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