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Abstract 

Introduction: The incidence of morbidly adherent placenta is increasing with the rise in 

caesarean section rate and is associated with considerable materno-fetal mortality and 

morbidity. The present study was undertaken to evaluate the clinical profile, obstetric 

outcome and management options in women with morbidly adherent placenta.  

 

Material and Methods: This study is a retrospective analysis of women with morbidly 

adherent placenta who delivered at our hospital. Clinical profile, diagnosis and management 

modality, maternal and fetal outcome were recorded in every case.   

 

Observations: During the study period of 2 years, we had 10 patients with morbidly 

adherent placenta. In 9 (90%) patients it was associated with placenta praevia. All women 

had history of one or more caesarean section.  Various management modalities employed 

were caesarean hysterectomy with or without internal iliac artery ligation, uterine packing 

and B-Lynch sutures.  An average of 3.6 PRBCS and 2 FFPS were required per patient. 

Maternal mortality was 20%.  

 

Conclusion:  The most appropriate management in a diagnosed case of MAP appears to be 

elective upper segment caesarean section followed by total hysterectomy with placenta in 

situ. Moreover, the only means to prevent this condition is by keeping the primary 

caesarean section rates very low. 
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Introduction  

The incidence of morbidly adherent placenta is increasing with the rise in caesarean section 

rate combined with increasing maternal age. A recent study by Wu et al found an incidence 

of 1 in 533 pregnancies [1]. Placenta accreta occurs most frequently in women with one or 

more prior caesarean deliveries who have a placenta previa in the current pregnancy. In the 

presence of placenta previa, the risk of  having placenta accreta increased from 24% in 

women with one prior cesarean delivery to 67% in women with 3 or more prior cesareans 

[2]. Silver et al also reported proportionally increasing risk of placenta accreta with 

increasing numbers of prior cesarean in women with or without placenta previa [3].  

Placenta accreta is associated with considerable maternal and fetal mortality and morbidity. 

Identification of antenatal risk factors and appropriate management is important to improve 

obstetric outcome. The present study was, therefore, undertaken to evaluate the clinical 

profile, maternal and fetal outcome and management options in women with morbidly 

adherent placenta. 
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Material and Methods  

 The present study was  undertaken at SGRR Medical college, Dehradun. This study is a 

retrospective analysis of women with morbidly adherent placenta who delivered at our 

hospital over a period of 2 years. Medical records of all these women were reviewed and 

analysed. Clinical profile i.e. age, parity, previous obstetric history, details of present 

pregnancy and gestational age at the time of delivery were recorded. Diagnosis and 

management modality, maternal and fetal outcome, treatment details, mortality and 

morbidity were recorded in every case. Morbidly adherent placenta was defined clinically if 

no cleavage plane was found between placenta and uterus and manual removal of placenta 

was difficult or impossible. In cases who underwent cesarean hysterectomy, diagnosis was 

confirmed by histopathological examination. 

 

Observations 

During the study period of 2 years, we had 10 patients with morbidly adherent placenta 

(MAP). During this period, we had 45 patients with placenta previa out of whom 9 (20%) had 

MAP. In our study, out of 10 patients with MAP, in 9 (90%) it was associated with placenta 

previa. Only in 1 patient, MAP was not associated with placenta previa. Out of 10 patients 

with MAP, 4(40%) had placenta accreta; 4 (40%) had placenta increta and 2 (20%) patients 

had placenta percreta.  

Table I:  Clinical profile of patients 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As seen in Table I, the mean age of the women was 31 years. Mean parity was 1.5. None of 

the women was primigravida. Eight (80%) women were unbooked. All women had history of 

one or more caesarean section. Prior history of curettage was seen in 5 (50%) patients. 

History of manual removal of placenta was not seen in any of the patients. Placenta previa 

was associated in 9 (90%) women. Antenatal diagnosis or suspicion of MAP was there in 3 

(30%) patients while 7 (70%) patients were diagnosed intrapartum during caesarean section. 

The management options employed in all these patients are summarized in Table II.  

Emergency surgery was done in 8 (80%) patients while only 2 (20%) patients underwent 

Clinical parameter No / % 

Mean age   31 years 

Mean parity    1.5 

Unbooked   8 (80%) 

Previous H/O C.S.    10 (100%) 

Previous H/O  curretage   5 (50%) 

Previous H/O MRP   Nil  

Association with placenta previa   9 ( 90%) 

Antenatal diagnosis   3 (30%) 

Emergency surgery    8 (80%) 

Average blood components used    5.6 / patient 

ICU Care    6 (60%) 

Average hospital stay    20.6 days 

Average gestational age    33.1 weeks 

Preterm delivery    7 (70%) 

Maternal mortality    2 (20%) 

Perinatal mortality    2 (20%) 
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planned surgery. We had 2 patients with placenta percreta. In one of these patients (case 2), 

placenta was invading into the right side broad ligament and massive hemorrhage occurred 

as soon as the baby was delivered. Patient was managed with immediate total hysterectomy 

and right sided internal iliac artery ligation. In the other patient (case 10), on sonography, 

placenta was found to be invading the bladder. At the time of CS, baby was delivered by an 

incision given in upper segment away from the placenta and total hysterectomy was done 

with placenta in situ after careful dissection of the bladder.  

All the patients required blood component therapy. An average of 3.6 PRBCS and 2 FFPS 

were required per patient. Six (60%) patients required ICU care. Two (20%) patients expired 

within 10 hours of admission to the hospital. Both were unbooked and underwent 

emergency surgery during night hours.  

Average hospital stay was 20.6 days. Minimum hospital stay ranged from 7 hours (in patient  

who expired ) upto 80 days (in patient who had prolonged stay during antenatal period due 

to recurrent episodes of  vaginal bleeding). Maternal mortality in our series was 20%. The 

average gestational age in our study was 33.1 weeks with 7 (70%) babies born preterm. 

Perinatal mortality was 20%.  

 

 
Figure 1:  Showing specimen of  total hysterectomy  with placenta in situ and  incision  in  

                 upper segment away from the placenta   
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Discussion 

Morbidly adherent placenta (MAP)  is an obstetrical complication associated with significant 

maternal and fetal mortality and  morbidity. With the rise in the caesarean section rates, 

now we encounter more patients with MAP. The first step in the management of such cases 

is recognition of high risk factors so that these patients can be diagnosed antenatally. This 

could allow for pre-delivery planning to reduce complications. Unfortunately, most cases are 

identified only at the time of delivery when attempts to remove placenta are unsuccessful 

(4). In our study only in 3(30%) patients, there was antenatal suspicion of placenta accreta.  

Morbidly adherent placenta includes placenta accreta, increta and percreta as it penetrates 

through the deciduas basalis into and then through the myometrium.  

Accreta is the most common form (70-78%) followed by increta (17%) and percreta (5-7%)  

[5]. In our study, 40% women had placenta accreta, another 40% had increta and 20% had 

percreta, which is almost comparable to another study on Indian women who reported 50% 

women with accreta, 30% with increta and 20% with percreta [6]. 

Several workers have found a significant relationship between MAP with prior cesarean 

section and placenta previa [2,3]. In our study we found that all our patients with MAP had 

previous history of one or more cesarean sections and 90% of our patients had placenta 

previa in association.  

Early recognition is a key factor in the management of placenta accreta. Approximately 95% 

of women with placenta accreta have identifiable risk factors [7]. The antepartum diagnosis 

of MAP is usually accomplished using ultrasound. Sonographic features include loss of the 

normal retroplacental clear space, anomalies of the bladder myometrium interface, 

prominent placental lacunae and increased vascularity at the interface of the uterus and 

bladder [8]. MRI is indicated where ultrasound suggests placenta accreta or in cases with 

posterior position of placenta [9]. In our study, only 30% patients had an antenatal suspicion 

of MAP on ultrasonography but MRI could not be done in any of the patients.  

There is little evidence on where these patient women should be managed. In-patient stay 

allows for immediate response to heavy bleeding [10]. In patients with repeated vaginal 

bleeding women may be managed as inpatients. Two (20%) of our patients stayed for 2 

months each in the hospital as they were having recurrent vaginal bleeding from 20 weeks 

gestation onwards.  

Decisions on management in cases of placenta accreta are usually taken at the time of 

cesarean section and are based on surgical appearances, hemodynamic stability of the 

patient and desire to maintain fertility [11]. If the placenta fails to separate after birth, 

leaving it in place, closing and proceeding to a hysterectomy are both associated with less 

maternal morbidity than trying to separate it [12]. In our study, in 2 (20%) patients no 

attempt was made to remove the placenta and hysterectomy performed. These patients 

required an average of 4 units of blood transfusions compared to 6 units in rest of the 8 

(80%) patients. It is also recommended that the uterine incision be located to avoid the 

placenta during entry into the uterine cavity, irrespective of whether caesarean 

hysterectomy or conservative management is planned [11]. In our series, in 3 (30%) patients 

we did upper segment cesarean section  followed by cesarean hysterectomy without 

attempting  to separate the placenta in 2(20%) of these patients (Figure 1). There was strong 

antenatal suspicion of MAP in these patients. Diagnosis of  MAP was confirmed by 

histopathological examination in these patients.  

In our series, only in one patient, hysterectomy could be avoided after internal iliac artery 

ligation (case 8). In others, internal iliac artery ligation was a complimentary procedure 
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rather than an alternative to total hysterectomy. In one patient, we performed 

hysterectomy after ligation of internal iliac artery and found that the blood loss was less  but 

the procedure (IIA ligation) was technically more difficult with bulky uterus and placenta in 

situ.  

Conservative management of placenta accreta remains highly controversial as although this 

technique preserves future fertility and avoids operative complications, it exposes the 

women to potentially life threatening infection and massive hemorrhage. Jennifer reported 

a case of conservative management of placenta accreta in a multiparous woman which led 

to development of disseminated intrauterine infection complicated by a bowel obstruction 

requiring both hysterectomy and small bowel resection [13]. In a recent review, 

conservative management was utilized in 167 cases of MAP [5]. The failure rate was 22% 

and hysterectomy was required mostly for severe hemorrhage. Severe morbidity including 

one maternal death occured in 75% of cases with a median delay from delivery of 13.5 

weeks.  

In our series in one patient (case no 7), conservative management was tried.  Caesarean 

section was done followed by manual removal of placenta and abdomen closed. But patient 

had profuse bleeding within 1 hour and went into shock. Urgent relaparotomy and total 

hysterectomy was done and patient recovered thereafter. Histopathological examination 

proved it to be a case of focal placenta accreta. 

Routine use of methotrexate in conservative management is no longer advocated [6].  

Interventional radiology techniques and selective embolization can be life-saving in massive 

PPH but the place of prophylactic catheter placement for balloon occlusion or in readiness 

for embolization if bleeding occurs requires further evaluation [12]. It has also been 

suggested that if necessary, intra-operative internal iliac artery ligation may be preferable to 

preoperative balloon catheter placement, as the latter may add to the complexity of the 

surgery and potentially result in certain complications like insertion site hematoma, abscess 

formation and tissue infarction and necrosis [14].  In cases where part or all of the placenta 

has been retained, there is a risk of bleeding and infection postoperatively. Neither 

methotrexate  nor arterial embolization reduces these risks and are therefore not 

recommended routinely [12]. 

Maternal mortality due to morbidly adherent placenta in various studies has been reported 

to range from nil [10] to as high as 30% [6]. In our series, maternal mortality was 20% 

probably as most of our cases were unbooked and un-diagnosed pre-operatively. Both the 

patients who died were unbooked and came during night hours with severe anemia. Even in 

a tertiary level institution in our country, it is often difficult to mobilize resources and 

arrange for blood components during night hours. In both these patients, subtotal 

hysterectomy was done. In a review on  emergency peripartum hysterectomy, it was 

reported that subtotal hysterectomy may not be effective in management of accreta located 

in lower uterus [15]. Involvement of an experienced obstetrician at an early stage of 

management and a prompt hysterectomy along with adequate resuscitation would go a 

long way in reducing morbidity and mortality. Maternal morbidity has also been reported to 

be high including blood transfusion, sepsis, reoperation, bladder and ureteric injury and 

intensive care admission. The neonatal complications have also been reported to be 

considerable in various studies [6, 10].  
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Conclusion 

Incidence  of  morbidly adherent placenta is increasing due to the rise in caesarean section 

rates. In women with known risk factors, one should have a high index of suspicion so that 

these cases can be diagnosed antenatally. At present, in a diagnosed case, the most 

appropriate management appears to be elective upper segment caesarean section followed 

by total hysterectomy without attempting to remove the placenta. Other modalities may be 

employed as and when required depending on the individual case. Last but not least, our 

collective efforts should be directed towards keeping the primary caesarean section rates 

very low. 
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Cas

e  

Ag

e  

(yr

s) 

Booked / 

Unbooked/

Parity 

Type of 

MAP 

Ante-

natal 

diag 

Pre-op 

Hb % 

Management modality  G. age 

at TOB 

(weeks) 

BT  Time of 

op  

Hospital stay  L/D  Birth 

wt  

1 34  Unbooked  

G4 P3 L2 A1 

Increta  No  7.7 LSCS with subtotal Hyst 

(Hysterectomy)  

35 4 PRBCS  Night  Expired with 

in  7 hrs  

Live  3.1 kg  

2 35  Booked  

G2 P1 L1 

Percreta No  9.2 LSCS with total Hyst & IIA 

Ligation  

35 4 PRBCS  

4FFP 

Day  2 months 10 

days  

Live  2.7 kg  

3 28  Unbooked 

G4 P2 L1 A1 

Increta No  6 LSCS  with subtotal Hyst 26 2  PRBCS  

2FFP  

Night  Expired with 

in  10 hrs 

IUD 1.2 kg  

4 33  Unbooked 

G2 P1 

Increta 

 

No  9 LSCS with total Hyst & IIA 

Ligation 

26  3 PRBCS 

2FFP  

Night  8 days  SB twins  

600gm

s   

 

730gm

s 

5 27  Unbooked 

G2 P1 L1 

Accreta No  7.8 LSCS with ut packing & Inj 

methotrexate  

38   3  PRBC 

2 FFP  

Day  8 days  Live  2.6 kg  

6 30  Booked 

G4 P1 L1 A2 

Increta Yes 11 USCS with total Hyst with II 

A Ligation  

34  4  PRBCS  

2FFP  

Day  3 months   Live  1.6 kg  

7 27  Unbooked 

G5 P3 L2 A1 

Accreta Yes 9.2 USCS with Tubal Ligation Re 

laprotomy& total Hyst    

33  4 PRBCS 

4 FFP 

Night  22 days  Live  1.6 kg  

8 36  Unbooked 

G2 P1 L1 

Accreta No  7.4 Relaparotomy  & B/L 11A 

Ligation and placental bed 

sutures 

30  5 PRBCS 

4FFP 

Day  10 days  Live  1.5 kg  

9 30  Unbooked 

G2 P1 L0 

Accreta No  9 LSCS with B lynch suture & 

B/L uterine A Ligation  

38  3 PRBS 

 

Night  8 days  Live  2.5 kg   

10 30  Unbooked 

G3 P1 A1 

Percreta Yes  10  USCS with total Hyst after  

bladder dissection  

35  2 PRBCS Day  8 days  Live  2.4 kg  


