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Abstract 

 
The succenturiate placenta is characterized by a 
morphologic abnormality whereby one or multiple 

accessory lobes are connected to the bulk of the placenta 
by blood vessels. The accessory lobes are vestiges of 
abnormal distributions of the chorionic villi. The 
estimated incidence is between 16 and 28 per 10, 000 
pregnancies. It carries an increased incidence of vasa 
praevia. They are associated with increasing maternal age 
and are more common in women who have undergone in 
vitro fertilization (IVF). Succenturiate placenta is a 
structural placental anomaly, the aetiology of which is 

largely unknown. It may run a benign course and be 
discovered incidentally following delivery. However, it is 
more commonly associated with a potentially fatal fetal 
haemorrhage, intrauterine fetal demise, postpartum 
hemorrhage or rarely uterine sepsis and sub involution, 
and should therefore, be considered in the differential 
diagnoses of these conditions. We report a case of 
pregnancy with a previously undiagnosed succenturiate 

lobe of placenta in a 35-year pregnant woman who 
presented with antepartum haemorrhage at term. She 
subsequently had cesarean delivery of a healthy female 
baby. Macroscopic examination of the placenta showed 
two lobes with vessels running through the intervening 
membranes, and one of the vessels was noted to have 
ruptured. 
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1. Introduction 

 

Succenturiate placenta is defined as one or 

multiple accessory lobes connected to the 

bulk of the placenta by blood vessels.The 

term succenturiate derives from the Latin 

word "succenturio" meaning "to 

substitute".( Kumari et al., 2015) If these 

interconnecting blood vessels are missing, 

the placenta is called placenta spuria. The 

accessory lobes are vestiges of abnormal 

distributions of the chorionic villi (Philipe 

et al., 1983).The umbilical cord is inserted 

into the large lobe and branches of its 

vessels cross the membranes to the small 

succenturiate (accessory) lobe. The 

accessory lobe may be retained in the 

uterus after delivery leading to postpartum 

haemorrhage. ( Kumari et al., 2015; Philipe 

et al., 1983) This is suspected if a circular 

gap is detected in the membranes from 

which blood vessels pass towards the edge 

of the main placenta. Also, the intervening 
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membranes between both placental lobes 

may overly the cervical os (vasa previa) 

and rupture of the membranes may disrupt 

the under running vessels and result in 

potentially fatal fetal hemorrhage. Placenta 

succenturiata may also be completely 

asymptomatic only discovered during 

routine placenta examination after delivery 

(Bernischke et al., 2006). 

 

The incidence is 16-28:10000 pregnancies 

and the wide range are attributed to 

variation in figures from different centres 

and regions (Burton et al., 2007; Sinkey et 

al., 2015; Kumari et al., 2015). It is also 

worth noting that most incidence figures 

are hospital based and may not represent 

actual incidence of this condition.  

 

The exact cause of succenturiate placenta is 

not known, although it is noted mostly in 

elderly pregnant females who have 

undergone in vitro fertilization (IVF), and 

is associated with risk factors such as 

advanced maternal age, low parity and a 

previous history of the condition. 

(Bernischke et al., 2006; Thomson et al; 

1969; Burton et al., 2007) 

 

The clinical importance of this condition is 

in its association with antepartum 

hemorrhage which is of fetal origin and 

may be potentially fatal. 

 

2. Case Report 

 

A 35 year old second Gravida with one 

previous miscarriage who had received 

routine antenatal care at our facility during 

the course of an essentially uneventfull 

index pregnancy was admitted into our 

labour ward at term with chief complaints 

of labour pains which had begun 2 hours 

earlier and bleeding per vaginam which 

began 20 minutes prior to presentation, 

following spontaneous rupture of 

membranes. Examination revealed stable 

vitals (pulse 84/min, regular, blood 

pressure 120/70 mmHg, supine). The uterus 

was soft and non-tender, and the fetal 

presenting part was 4/5th palpable per 

abdomen. However, the fetal heart rate was 

100beats per minute and the admitting 

carditocograph trace was non reassuring. A 

bedside ultrasonography ruled out placenta 

previa. On this premise, a diagnosis of 

antepartum hemorrhage (?vasa previa) and 

fetal distress was made and an emergency 

cesarean section was performed with 

delivery of a 3.3kg female neonate who had 

APGAR scores of 6 and 9 at 1 and 5 mins 

respectively. Macroscopic examination of 

the placenta confirmed the findings of vasa 

previa, the placenta consisting of two lobes 

with vesels running trhough the intervening 

membranes, and one of the vessels was 

noted to have ruptured. . The postoperative 

hemoglobin was 9.5 g/dL, She had an 

uneventful post operative course and was 

discharge on the 4thpost operative day. The 

patient and her Baby were in an optimal 

health condition at her 6th week follow up 

visit. 

 

3. Discussion 

 

Succenturiate (accessory) lobes of the 

placenta have been found to result from 

focal areas of non-involution of the chorion 

laeve.  They may be single or multiple of 

varying sizes and usually are located at 

some distance from the main placenta 

mass, connected by membranes, and 

vessels of fetal origin (Kaufman et al., 

1996; Sinkey et al., 2015). Although the 

exact etiology is yet to be demystified, this 

condition has been found to be associated 

with some risk factors like advanced 

maternal age and nulliparity as in the index 

case and also proteinuria and structural 

fetal malformations are known risk factors 

which were absent in the index case. 

(Bernischke et al., 2006; Thomson et al; 

1969; Burton et al., 2007) 
 

The risks associated with succenturiate 

placenta are usually at the time of delivery 

as the intervening membrane may be torn, 

resulting in potentially fatal fetal 

hemorrhage, also the accessory placental 
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lobe may be retained following delivery, 

resulting in post partum hemorrrhage. 

(Kumari et al., 2015; Philipe et al., 1983; 

Bernischke et al., 2006; Thomson et al., 

1969; Burton et al., 2007; Kaufman et al., 

1996) Thus in the absence of prompt 

diagnosis and appropriate intervention, 

succenturiate placenta has the potential to 

result in catastrophic fetal and/or maternal 

outcome.  In the index case, there was 

spontaneous membrane rupture with 

disruption of some of the vessels connected 

both placental lobes, resulting in fetal 

hemorrhage which was suspected because 

of the altered fetal heart rate and non 

reassuring cardiotocograph in the presence 

of minimal per vaginam bleeding. The 

diagnosis of succenturiate placenta can be 

made in the antenatal period by 

ultrasonography, which will demonstrate 

multiple placental masses and a Doppler 

may reveal intervening vessels (Huppertz et 

al., 2010). This however requires 

significant skill, experience, high 

resolutions equipment as well as some 

suspicion based on the clinical history/ 

presence of risk factors (Proctor et al., 

2009). This was however not the case with 

the index patient whose antenatal 

ultrasound scan did not demonstrate the 

accessory placental lobe. Also, the 

diagnosis may be made during a vaginal 

examination, when the patient is in labour. 

An experienced clinician may be able to 

palpate vessels within the membranes, and 

this can be confirmed by Doppler 

sonography. When antepartum diagnosis is 

made, conservative management can be 

employed with subsequent delivery by 

caesarean only when the interconnecting 

vessels cross over the cervical os or in the 

presence of other obstetric indications 

(Jeanty et al., 1983; Sinkey et al., 2015). 

The index patient presented with 

antepartum hemorrhage and fetal distress 

and hence the logical mode of delivery was 

a caesarean section which was associated 

with a good fetal and maternal outcome. 

 

 

Conclusion 

 

Succenturiate placenta is a structural 

placenta anomaly with an undefined 

etiology. It may run a benign course and be 

discovered incidentally following delivery. 

Quite often however, it is associated with 

vasa previa and potentially fatal fetal 

hemorrhage or retention of the accessory 

lobe and post partum hemorrhage with its 

attendant complications. Although 

antenatal diagnosis can be made, this is 

rarely the case and patients often present 

dramatically in labour. Despite the rarity of 

the condition, it is important to consider it 

as a differential diagnosis in patients with 

antepartum and postpartum hemorrhage as 

this may prove the difference between 

successful management and a disastrous 

fetal and/or maternal outcome.  

 

Highlights 

 

These include: 

The fact that although vasa previa is not 

one of the commoner causes of ante partum 

hemorrhage, it may be associated with a 

fatal outcome for the fetus. 

 

The fact that in the index case, 

ultrasonography was unable to diagnose 

succenturiate placenta in the ante natal 

period. 

 

Despite its rarity, an index of suspicion for 

succenturiate placenta should always be 

maintained in cases of antepartum 

hemorrhage even in the presence of normal 

sonogram findings. 

 

Limitations 

 

The limitations encountered in the 

management of the index case include: the 

non availability of the skill and high 

resolution utrasound machines with doppler 

facilities in our environment, which may 

have enabled an earlier diagnosis. Also it 

should be noted that despite the fact the 
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Figure 1: photograph of both the main placenta, the succenturiate lobe and the fetal 

membranes.

 
 

Figure 2 : the point of membrane rupture is demonstrated 

 
 

 

 

patient had more than one ultrasound scan 

done by different clinicians, the diagnosis 

of succenturiate placenta was missed until 

delivery, which calls to question the 

effectiveness of ultrasound scan in making 

this diagnosis. 

 

 

Recommendations 

 

From the above discussion, although 

routine screening for succenturiate placenta 

cannot be recommended due to its low 

incidence, it is recommended however, 

than care be taken during routine 

ultrasound scanning to increase the chances 
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of antenatal diagnosis and also an index of 

suspicion should be maintained in cases of 

antepartum and post partum hemorrhage. 
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