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ABSTRACT
Objective

To determine, the frequency of maternal factors and complications associated with
morbidly adherent placenta (MAP).

Study design

Retrospective review of records.

Place &
Duration of
study

Department of Obstetrics and Gynaecology, Liaquat National Hospital Karachi, from January
2014 to December 2016.

Methodology

All cases of morbidly adherent placenta managed during the study period were included.
Information was retrieved from the case notes and operation theatre register. The data was
analyzed with descriptive statistics.

Results

During the study period the total number of deliveries conducted was 5515; among these
46 women had morbidly adherent placenta. The frequency of MAP about 0.83 %. Of the
total cases, 22 (47.8%) women had placenta acreta, 9 (19%) increta and 15 (32%) percreta.
Mean age of the women was 30.78 ± 5.08 year and the mean parity was 2.76 ± 1.50. The
mean gestational age was 33.63 ±4.69 weeks. Forty-five (97.8%) women had previous
caesarean section scar, twelve (26.1%) had undergone prior curettage, but they all had
history of caesarean section also. Placenta previa was associated in 32 (69.5%) cases.
Two (4.3%) women had no risk factors.
Methotrexate was used in five (10.9%) women. Thirty patients underwent hysterectomy
with additional bilateral internal iliac artery ligation in two women due to excessive bleeding.
Caesarean section with delivery of placenta and closure of of placental sinuses done in
thirteen (28.3%) women where placenta acreta was present. Massive blood loss was
important observation. Three (6.5%) women died in this series.

Conclusion

Early diagnosis and planned management can go a long way to reduce morbidity and
mortality associated with MAP. Medical management has limited role and multidisciplinary
approach helps in achieving better outcome.
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INTRODUCTION:
Morbidly adherent placenta, which includes placenta
accreta, increta, and percreta, is abnormal
implantation of the placenta into the uterine wall with
an incidence of approximately 1 per 333 –533
deliveries. 1,2 Identification of high risk patients is
essential for early diagnosis and management.
Transfer of women with suspected placenta accreta
to major centers for delivery has been recommended.3
MAP is associated with significant complications
during pregnancy.4-6
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Safe delivery of the fetus with measures to prevent
and manage postpartum haemorrhage, if occur,
remains the priority. At hysterectomy, presence of
a multidisciplinary team experienced to perform
a r t e r i a l l i g a t i o n i f r e q u i r e d , i s m a n d a t o r y.
Interventional radiology should be available.7 Further
research with prospective evaluation of the different
approaches is necessary.8 The purpose of this study
was to find out the demographic profile, high risk
factors, intraoperative and postoperative maternal
complications associated with morbidly adherent
placenta at our centre.
METHODOLOGY:
This was a retrospective study conducted at the
Department of Obstetrics & Gynacology Liaquat
National Hospital Karachi. Records of patients with
MAP managed from January 2014 to 2016 were
reviewed. Demographic data including age, parity,
gestational age and previous caesarean delivery or
other uterine surgery, details of medical and obstetric
history and information on the intraoperative and
postoperative events, were noted. Also included
were data on placental location and extent of
invasion, estimated blood loss, blood transfusion,
and procedures needed to control bleeding. The
data were analyzed with simple descriptive statistics
using number and percentages.
RESULTS:
During study period 5515 deliveries were
conducted. Of these 46 (0.83 % ) had morbidly
adherent placenta. The mean age of women was
30.78 ± 5.08 year and the mean parity was 2.76 ±
1.50. Details are given table I. There were 22(47.8%)

patients with placenta accrete, 9 (19.6%) placenta
increta and 15 (32%) placenta percreta.
Twenty three (50%) women presented with
a n t e pa r t u m h a e m o r r h a g e , t w o ( 4 . 3 % ) h a d
haematuria while seventeen (37%) women were
asymptomatic. A provisional diagnose of morbidly
adherent was made on simple ultrasonography.
This was confirmed on Doppler ultrasonography in
twenty three (50%) women and in fifteen (32.6%)
with percreta on MRI.
Medical management with methotrxate was given
to five (10.9%) women during year 2014. This was
successful in two patients and their fertility was
preserved. One of the remaining three had relook
laparotomy after two hours due to excessive
pervaginal bleeding and hysterectomy was done
along with internal iliac ligation to control bleeding.
Other patient had placenta percreta with bladder
invasion. She presented with haematuria. This patient
remained well for one day after caesarean section
and methotrexate injection but started having
haematuria on next day, so uterine artery
embolization was done by interventional radiologist.
After 2 days she started having haematuria again
due to formation of collaterals so hysterectomy was
done. In 3 rd patient where methotrexate was used
severe sepsis occurred. She was readmitted after
one week and treated with broad spectrum antibiotics
but did not survive. After 2014 this conservative
method was not used. Thirty women underwent
hysterectomy with additional bilateral internal iliac
artery ligation in two women due to excessive
bleeding (table II).

Table I: Demographic Characteristics (n=46)
Variable
Mean Age (Year)
Mean Parity

n= (%)
30.78 ± 5.08
2.76 ± 1.50

Gestational age (Weeks)

33.63±4.69

Booked women

21 (45.7%)

Un booked women

25 (54.3%)

Previous 1 Caesarean Section

11 (23.9%)

Previous 2 Caesarean Section

8 (17.4%)

Previous 3 Caesarean Section

16 (34.8%)

Previous 4 Caesarean Section

6 (13.0%)
4 (8.7%)

Previous 5 Caesarean Section
Previous CS + curettage

12 (26.1%)

Placenta previa

32 (69.5%)

No risk factors

2 (4.3%)
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Table II: Management
Caesarean Section with placenta left inside

5 (10.9%)

Caesarean Section plus sinuses closure

13 (28.3%)

Caesarean Section with obstetrical hysterectomy

28 (60.9%)
2 (4.3%)

Caesarean Section with internal iliac ligation plus hysterectomy
Mean maternal blood loss in this series was
1942.39 ml. On average 4.49 units (from 1-10) of
packed cells, 6.08 units (from 4-12) of fresh frozen
plasma, 7.09 units (from 4-12) platelets and 2.25
units (from 1-6) of cryoprecipitate, were transfused.
Bladder was injured during dissection in thirteen
women (28.3%) which was repaired. Three (6.5%)
women died in this series.
DISCUSSION:
The overall frequency of morbidly adherent
placenta in our study was 0.83% .The incidence of
placenta acreta in the literature varies between
0.001-0.9% of deliveries. These figures is open to
discussion as they are based upon definition of
acreta.9,10.Acreta is the most common form found in
current study.
Previous caesarean section and placenta previa
along with caesarean section in women, are the two
important risk factors in our study. Literature also
mention these as the most significant risk factors.11,12
History of curettage and grand multiparity are also
quoted as risk factors. It is established that MAP is
directly related with frequency of caesarean section.
Every effort should be made to reduce the
percentage of caesarean section so that morbidity
and mortality related to MAP can be reduced. If
caesarean section rates continue to increase, the
annual incidence of placenta previa and placenta
acreta, and maternal deaths will also rise. 1 3
Currently the management options for MAP include
conservative and surgical approaches. 1 4 The
conservative management include leaving the
placenta inside after delivery of baby by giving higher
incision. In postoperative period methotrxate, uterine
artery embolization, dilatation and curettage or
hysteroscopic loop resection can be performed.15,16
Literature on the efficacy of methotrexate is still
lacking, Dasari et al reported successful treatment
with methotrexate.17 When conservative management
is successful, it results either in gradual resorption
or delayed delivery of the placenta. 18 Routine use
of conservative approach is not vogue due to limited
scientific data on the subject. Serious morbidity has
been reported.19
The morbidity in our study was related to extirpative
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approach. This was primarily related to extensive
surgery. Massive blood transfusion was required.
Urologic injury occurred in this situation. In our study
average blood loss was about 1.9 litres. Urologic
injuries occurred in 28.3% and that was mainly due
to adherence of bladder to lower segment and in
some cases due to involvement of bladder by the
placental vessels. Maternal mortality in our study
was 6.5% which is less than the rate quoted in
literature of about 7-10%. 20 Future studies are
required to investigate the role of interventional
vascular techniques that has potential of preserving
uterus. It would be appropriate to reduce incidence
of caesarean section which is a major risk factor for
MAP.
CONCLUSIONS:
Antenatal diagnosis of MAP, well-planned caesarean
hysterectomy and multidisciplinary approach can
r e d u c e m a t e r n a l m o r b i d i t y a n d m o r t a l i t y.
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