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Placenta Previa Partial Accreta Managed 
Successfully with Lower Segment 

Caesarean and Methotrexate Injection

Case RepoRt
A 26-year-old second gravida was referred as a case of placenta 
previa at 34th week of gestation with gestational diabetes. She had 
a previous uneventful pregnancy and delivery of a term average 
size baby three years back. There was no history suggestive of 
manual removal of placenta. She had a spontaneous abortion 
two years back. There was no history of uterine curettage to 
complete it. There was no history of bleeding per vagina in this 
pregnancy. She was not hypertensive or anaemic. She was 
diagnosed to have mildly abnormal Glucose Tolerance Test (GTT) 
at 32 weeks. Her blood glucose levels were under control with 
diabetic diet.

Ultrasound and MRI confirmed placenta type IV previa with 7 cm 
area of accrete in lateral wall of cervical region [Table/Fig-1]. 
She was kept in hospital and monitored for blood glucose 
levels and foetal well-being. The USG examination showed an 
optimally grown baby with normal liquor and non stress test. 
After 10 days of admission the women became less complaint 
with the diet (There was intake of sweets sent from home) and 
on the 10th day blood glucose levels became as high as 180 mg/dL 
postprandial. Two days prior her blood glucose levels were 
93 mg/dL fasting and 118 mg/dL postprandial (monitored every 
4th day). On the same day she complained of decreased foetal 
movements. Unfortunately, she had an intrauterine demise of the 
foetus detected clinically and confirmed by ultrasonogrpahy on 
the same day.

The couple was counselled regarding the placenta being low 
lying and adherent. They were counseled about the mode of 
delivery to be caesarean section in spite of foetal demise due 
to low lying and adherent placenta and the problems due to 
placenta accreta including the need for insitu hysterectomy. 
They were reluctant on hysterectomy as they were keen on 
another pregnancy.

After counselling and consent, and arranging for adequate blood and 
components and in consultation with the anaesthsiologists, elective 
caesarean section was planned and performed under general 

anaesthesia. Abdomen was opened by vertical midline incision. 
Since the foetus was already dead so bilateral uterine artery ligation 
was done first. As the patient was keen on another pregnancy and 
the placenta was covering the os, it was decided to incise the lower 
segment as high as possible. LSCS was successfully carried out 
without encountering the placenta. A good portion of the placenta 
was spontaneously separated. This separated portion was removed 
by clamping and cutting it away from the adhered chunk. The clamp 
was replaced by suture. No attempt was made to separate the 
adherent portion.

There was atonic postpartum haemorrhage that was managed with 
oxytocin, misoprostol and prophylactic internal iliac artery ligation. 
Two bottles of blood were transfused during operation. The baby 
weighed 2.7 Kg. There was no retroplacental haematoma or gross 
areas of calcification or infarction of the placenta in the separated 
portion. The intrauterine death was probably due to a sudden 
transient shoot up of blood sugar on the day of foetal demise. The 
baby was large for gestational age.
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aBstRaCt
Placenta accreta is defined as an abnormal trophoblast invasion or pathologic adherence of part or all the placenta into 
the myometrium of the uterine wall. Patients with complete placental adhesive disorders are more likely to require classical 
caesarean  and insitu hysterectomy or delayed hysterectomy during the postpartum period. The management of partially 
adhered placenta is controversial. We report a patient who was diagnosed to have partial adherence of the central previa 
placenta with intrauterine fetal demise. She was successfully managed by lower segment cesarean section after bilateral 
uterine artery ligation followed by excision of the non-adhered placenta and postoperative methotrexate. The operative and 
postoperative management is detailed. Lower Segment Caesarean Section (LSCS) and postoperative methotrexate should be 
considered a feasible and safe option for a woman with partial adhered placenta previa in the set up of a tertiary institute with 
intensive care unit and blood bank.

[table/Fig-1]: MRI image showing placenta accreta (arrow).
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woman had a curettage earlier for an abortion. The second woman 
was keen on preserving uterus and caesarean was performed at 
35 weeks.

Placenta accreta is defined as abnormal trophoblast invasion or 
pathologic adherence of part or all the placenta into the myometrium 
of the uterine wall. Previous caesarean section, advanced maternal 
age, multiparity, prior uterine surgeries or curettage, Asherman 
syndrome and IVF conceptions are the risk factors [2-4]. The 
incidence of placenta previa accreta spectrum is increasing 
from 24% after one caesarean section to 67% after four or more 
caesarean sections [5]. In present case, there was a spontaneous 
abortion two years back though there was no curettage.

Patients with complete placental adhesive disorders are more 
likely to require classical caesarean and insitu hysterectomy or 
delayed hysterectomy during the postpartum period. They have 
high morbidity and have longer hospital stays [6]. Life-threatening 
haemorrhage, requiring massive blood transfusion and injuries to 
adjoining organs like bladder and ureters during hysterectomy is the 
reason for increased morbidity and mortality.

Accreta Bundle formulated by the Royal College of Obstetricians 
and Gynaecologists (RCOG) [7] is recommended and should be 
strictly followed for completely adherent placenta previa accreta. 
Adherent placental conditions should be managed in an institution 
with multidisciplinary facilities including blood bank, anesthesiologist, 
expert obstetrician, urologist, etc. Classical caesarean section 
is recommended followed by insitu hysterectomy. This protocol 
of management is found to have lowest complication rates [8]. 
However, there is lack of consensus in managing partially adherent 
placenta previa during caesarean section. Management of placenta 
previa with partial accreta is still controversial and is evolving.

Recently, RCOG [7] has recommended LSCS and partial removal 
of placenta followed by balloon tamponade/uterine or iliac artery 
embolisation for previa with partial adherence with need to 
preserve fertility. Methotrexate has been sporadically used (though 
not recommended by RCOG) by a few. Complete resolution of 
placenta has been reported but increased need for hysterectomy 
within 30 days of caesarean is also reported with the use of 
methotrexate [9].

In a recent publication, out of the 26 women with placental adhesive 
disorder, 14 required caesarean hysterectomy. In the remaining 12 
placentae was left insitu and postoperative uterine artery cannulation, 
injection of methotrexate in the uterine artery followed by uterine 
artery embolisation and postoperative intramuscular methotrexate 
was administered. Five women required hysterectomy. Rest of the 
seven women successfully expelled the placenta and resumed 
menstruation [10].

CoNCLUsIoN(s)
Uterine conservation is possible in women with placental adhesive 
syndrome especially partial adhesion. Removal of the naturally 
separated portion of placenta and leaving behind the adhered part 
of placenta is feasible. Postoperative therapy in such cases with 
methotrexate is safe and results in spontaneous complete expulsion 
of the placenta. Such cases however should be managed in an 
Institution with round the clock facility for blood and components 
and intensive multidisciplinary care.
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She was monitored in the ICU for 24 hours. The recovery was 
uneventful. Antibiotics were continued. The bleeding from vagina 
remained within normal limits. Methotrexate injection at 1 mg/Kg was 
administered in the postoperative period after 12 hours. The serum 
hCG level four days after delivery was 2071 and the repeat hCG 
levels in the serum after seven days was 1271 U/mL. The patient was 
kept in hospital till day 12. The sutures were removed on day 8 and 
wound healed well. She wanted to go home so she was discharged 
with advise to return in case of bleeding or pain or fever, etc.

Two weeks later she had spontaneous expulsion of the retained 
placenta. There was excessive vaginal bleeding. She was admitted 
and resuscitated. The os was open but cavity was empty. She was 
managed by cervical packing for 24 hours, antibiotics and blood 
transfusion. Repeat ultrasonography confirmed complete expulsion 
of the remaining placenta [Table/Fig-2a,b]. She resumed her normal 
periods after another four weeks.

[table/Fig-2b]: Ultrasound image of uterus after expulsion of the placental bit.

[table/Fig-2a]: Ultrasound image showing the retained placental bit.

DIsCUssIoN
Similar to the index case two cases of partial accreta were 
successfully managed by Framarino-dei-Malatesta M et al., [1]. 
One of the cases had no previous live birth. Caesarean section 
was performed at 37 weeks and unadhered part of placenta 
was removed while leaving behind the adhered portion. This was 
followed by postoperative administration of methotrexate. This 
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