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Abstract: Background: Placenta accreta spectrum (PAS) is a broad term that 

includes placenta accreta, placenta increta, and placenta percreta. The major risk 

factor is a scarred uterus commonly as a result of prior cesarean delivery, 

myomectomy, or uterine instrumentation. We report a case of placenta increta in 

the absence of identifiable risk factors. Case presentation: A 22-year-old, para 

2 living 2, presented with postpartum hemorrhage due to retained placenta post 

vaginal delivery at a gestational age of 38 weeks and 4 days, manual removal of 

placenta was attempted general anesthesia without success; necessitating 

explorative laparotomy where the placenta was found deeply invading into the 

myometrium. Intractable bleeding necessitated supracervical hysterectomy. 

Histopathological results later revealed placenta increta. Conclusion: PAS in an 

unscarred uterus in the absence of other identifiable risk factors is quite 

uncommon; however, carries high maternal morbidity and mortality. This case 

serves as an eye opener on the need to evaluate for radiological features of PAS 

during antenatal visits even in low-risk group.  

Keywords: Placenta accreta spectrum; Placenta increta: Morbid adhere 

placenta. 
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INTRODUCTION 
Placenta accreta spectrum (PAS); is a rare 

pathology in which trophoblast attach the myometrium 

(placenta accreta) or invade the myometrium (placenta 

increta) and occasionally penetrate to or beyond the 

serosa (placenta percreta). The prevalence ranges from 

0.01% to 1.1% [1]. The foremost risk factor is a scarred 

uterus commonly as a result of prior cesarean delivery, 

myomectomy, or uterine instrumentation [2-12]. The 

major morbidity associated with such abnormal 

placentation primarily arises from the significant blood 

loss that occurs at the time of delivery. In addition, 

pregnancies complicated by PAS are thought to be 

associated with increased incidences of uterine rupture, 

and invasion of adjacent organs. We report a case of 

placenta increta in the absence of identifiable risk 

factors. 

 

CASE PRESENTATION  
A 22 year old patient, para 2 living 2, she had 

successful vaginal birth at term. A baby boy of 3.4 kg 

and APGAR score of 8 and 10 in the first and fifth 

minutes respectively was delivered and active 

management of the third stage of labor was initiated. 

Forty-five minutes following delivery she had retained 

placental with intractable vaginal bleeding. On 

examination, she was fully conscious, mildly pale, not 

jaundiced, and not dyspneic. She had a blood pressure of 

116/68mmHg, pulse rate of 96 beats/minute, respiratory 

rate of 18 cycles per minute, and body temperature of 

36.80 Celsius. On her systemic examination; abdominal 

examination, she had a boggy, palpable uterus 

corresponding to 26 weeks GA. On vaginal examination; 

she had a retained placenta with active vaginal bleeding 

no vaginal, cervical, or perineal laceration was noted. 

The diagnosis of postpartum hemorrhage due to retained 

placental was reached. She was transferred to main 

theater where under general anesthesia attempt of 

manual removal of placenta was done but it was 

unsuccessful, which necessitated emergency explorative 

laparotomy where the uterus was bulky with placental 

mass on the fundus left side invading into myometrial 

tissue, both adnexa appeared macroscopically normal. A 

supracervical hysterectomy was performed. The uterus 

was dissected and the placenta was found adhered to it as 

seen in Figure 1. The sample was kept on 10% Neutral 

buffered formalin and was sent for histopathology 

evaluation. The histopathological report revealed area 

with variable size chorionic villi attach and invaginate 

the smooth muscle stroma conclusion was features of the 

https://www.easpublisher.com/


 

Godluck Mlay et al, East African Scholars J Med Surg; Vol-5, Iss-10 (Nov, 2023): 239-242 

© East African Scholars Publisher, Kenya   240 

 

placenta increta with an area of calcification as seen in 

Figure 2. Her pre-operative blood workups; she had low 

hemoglobin of 10.7g/dl microcytic hypochromic anemia, 

hematocrit of 34.2%, with platelets of 206 × 103 mm3 

which was within normal range. She has blood group A 

rhesus positive and her bleeding indices were within 

normal range.  

 

 
Figure 1: Specimen of uterus post supracervical hysterectomy with adherent placenta in situ 

 

 
Figure 2: Hematoxylin and Eosin sections showing area with variable size chorionic villi attach and invaginate the 

smooth muscle stroma pointed by black arrow (x4 hpf on Fig A) and (x10 hpf on Fig B) 

 

DISCUSSION 
Compared to placenta increta and percreta, 

placenta accreta is far more prevalent [1]. In our case, 

after histopathological examination, it revealed our 

patient had placenta increta. The association between 

prior uterine surgery and the likelihood of placenta 

previa and PAS is becoming increasingly significant 

since this progression appears to be directly correlated to 

damage or lack of the decidua basalis (13). Risk factors 

for PAS include prior cesarean delivery, myomectomy, 

uterine instrumentation and intrauterine scarring, 

placenta previa, smoking, maternal age over 35 years, 

grand multiparity and recurrent miscarriage, and history 

of endometritis [2-12]. In most cases, PAS is a result of 

a combination of several factors. Contrary to many 

reports, where PAS has been diagnosed in patients with 

a scarred uterus (13), our patient had no scarred uterus 

and no known other risk factor. Cases of PAS in an 

unscarred uterus have also been reported [14-18].  

 

Previously it was thought PAS was primarily 

caused by anatomical deficiencies in the decidua (the 

uterine lining), recent research has suggested that other 

factors, including the behavior of cytotrophoblasts and 

angiogenesis (the formation of new blood vessels), may 

also play a role in the development of PAS. The idea that 
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cytotrophoblasts may control decidual invasion through 

factors like angiogenesis suggests that these cells may 

influence the development of PAS by promoting the 

growth of blood vessels within the uterine tissue. This, in 

turn, could potentially lead to abnormal placental 

attachment and invasion of the uterine muscle [19, 20]. 

Moreover, the concept of "hyperinvasiveness" in the 

context of PAS, refers to the observation that some tissue 

specimens from patients with PAS exhibit more 

aggressive and invasive behavior compared to typical 

placental tissue. This hyperinvasiveness is thought to be 

related to immunological factors, although the exact 

mechanisms and triggers are still under investigation 

[21]. In our case report, we could not establish the risk 

factor for her perhaps the above theory can support the 

observation we observed. Furthermore, some genes 

coding for remodeling and adherence being highly 

expressed in the context of PAS suggests that specific 

genes related to tissue remodeling and attachment may 

play a significant role in the development of this 

condition. PAS is characterized by abnormal placental 

attachment and invasion into the uterine wall, and the 

expression of certain genes can influence these processes 

[22, 23]. 

 

Diagnosis of PAS is histologically confirmed; 

however, due to advancements in imaging it can be 

predicted before delivery and foresee the anticipated 

complication. Our patient had obstetric ultrasound taken 

3 weeks prior to delivery during the antenatal visit. 

However, the was no radiological findings reported 

features suggestive of PAS bearing in mind the 

sensitivity of ultrasound with doppler color flow is more 

than (91%) [24]. In our case perhaps we did not focus on 

the features of PAS possibly because she had no 

identified risk from the history. This was a missed 

opportunity for her in our case; however similar cases 

were reported [14-18]. 

 

CONCLUSION 
The placenta accreta spectrum is caries high 

morbidity and mortality. PAS in an unscarred uterus and 

in the absence of other identifiable risk factors is quite 

uncommon, this should encourage us to systematically 

evaluate patients for PAS during antenatal visits hence, 

maximize the patient care. 

 

Patient’s perspective:  

The care provided was timely with a full 

explanation of the diagnosis and prognosis and a follow-

up plan explained. 
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