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Abstract 
Aim: The aim of the present study was to evaluate the etiopathogenesis of Morbidly Adherent Placenta, its clinical 
mode of presentation and maternal and fetal outcome with the aim to reduce maternal morbidity and mortality. 
Methods: This observational study was done in Obst/Gynae Department  for the period of 26 months. There were 
42048 deliveries; among these 20 women met the diagnostic criteria of MAP making an incidence of 0.047% over 
26 months’ study period. 
Results: 90% women had history of previous caesarean sections. Placenta Praevia was associated with 60% 
women.  The mean age was 31.4 years and mean parity 2.8. 40% were booked and 60% were unbooked. 60% 0f 
women with adherent placenta had accreta; 30% percreta and 10% had increta. Due to massive blood loss 80% 
cases were given Blood transfusion i.e. 1-5 units of whole blood and 50% were given i.e. 2-6 units of fresh frozen 
plasma (FFP). 60% women were shifted to ICU with an average stay of 3 days. The main newborn complication 
was prematurity and the average gestational age in our study was 32.4 weeks. 50% of the newborns were preterm 
with an average birth weight low birth weight <2500 gm, i.e. 2.2 kg. The perinatal mortality was 10%. 
Conclusion: Early antenatal diagnosis of morbidly adherent placenta, proper counselling of patients regarding 
associated risks followed by well-planned caesarean hysterectomy with non-separation of placenta adopting 
multidisciplinary approach is the management option to reduce maternal morbidity and mortality. 
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Introduction 

Obstetric haemorrhage is one of the leading causes 
of maternal deaths in developing nations especially 
in India. Abnormal placentation (accreta, increta and 
percreta) has emerged over uterine atony as the 
leading indication for peripartum hysterectomy. 
However, these placental abnormalities rarely get 
detected before delivery. [1-3] Once a rare 
occurrence, morbidly adherent placenta is now 
becoming an increasingly common complication of 
pregnancy, mainly due to the increasing rate of 
Caesarean delivery over the past 50 years. [4] It is 
the most frequent indication for peripartum 
hysterectomy. [5-7] It addition, the incidence of 
perinatal complications is also increased due to 
preterm birth and small for gestational age foetuses. 
[8,9] 

Morbidly adherent placenta (MAP) is a severe 
obstetric complication characterized by the 
excessive attachment  of  the  placenta  to  the  
uterine  wall.  Placenta  accreta,  placenta  increta,  

and  placenta percreta  are  different  diseases  that  
fall  within  a  spectrum. [10]  Placenta  accreta  is  
the  predominant form,  characterized  by  the  
placenta  adhering  to  the  myometrium  without  
infiltrating  it.  Placenta increta refers to the invasion 
of the placenta into the myometrium, whereas 
placenta percreta refers to the penetration of the 
placenta through the myometrium and its attachment 
to other organs, such as  the  bladder  or  bowel. [11]  
The  prevalence  of  MAP  has  been  steadily rising  
worldwide,  with  a documented occurrence rate of 
1 in 533 births. [12] The surge in MAP cases may be 
ascribed to the growing  prevalence  of  caesarean  
sections,  a  significant  contributing  factor. [13]  
Additional  risk factors  include  placenta  previa,  
maternal  age  above  the  average,  several  previous  
pregnancies,  and prior surgical procedures on the 
uterus. [14] 

Placenta previais a medical disorder in which the 
placenta attaches itself to the lower section of the 
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uterus, either partly or totally obstructing the 
cervical os. [15] MAP has been identified as a 
recognized risk factor, with  a  documented  
occurrence  rate  of  3-5%.  The  coexistence  of  
placenta previa  with morbidly  adherent  placenta 
presents  a  substantial  hazard  to  both  the  mother  
and  the infant,  resulting  in  a  documented  maternal  
death  rate  ranging  from  7%  to  10%  and  a  
perinatal mortality  rate  ranging  from  40%  to  50%. 
[16] The  identification  of  MAP  often  occurs  in  
the  third trimester of pregnancy, however it may 
also be suspected in the second trimester if there is a 
prior history of caesarean section or other risk 
factors. [17] Ultrasound is used to confirm the 
diagnosis by identifying   placental   lacunae,   the   
absence   of   the retro   placental clear   space,   and   
aberrant vascularity. [18]  The  care  of  MAP  
requires  a  multidisciplinary  approach,  including  a  
team  of obstetricians,  anesthesiologists,  
neonatologists,  and  urologists.  The primary 
objective of care is to avoid profound hemorrhage 
and maintain  the  integrity  of  the  uterus,  if  
feasible. [19]  The  optimal method of delivery is 
caesarean section, when the placenta remains in 
place and is then extracted in a regulated way after 
the birth of the baby. [20] 

The aim of the present study was to evaluate the 
etiopathogenesis of Morbidly Adherent Placenta, its 
clinical mode of presentation and maternal and fetal 
outcome with the aim to reduce maternal morbidity 
and mortality. 

Materials and Methods 

This observational study was done in Obst/Gynae 
Department of Government Medical College and 
Hospital, Bettiah, Bihar, India for the period of 26 
months. There were 42048 deliveries; among these 
20 women met the diagnostic criteria of MAP 
making an incidence of 0.047% over 26 months’ 
study period. 

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 recorded. In particular, from the surgery 
report we obtained data on placental location, 
estimated blood loss, blood transfusion, presence of 
placenta accreta, procedures needed to control 
bleeding. Neonatal outcomes were reviewed for 
birth weights, nursery admission and perinatal 
mortality. 

Results 
 

Table 1: Antenatal profile of patients 
Antenatal profile No. of Patient 
No. of patients with previous 18 (90%) 
Caesarean section 
No. of Patients with diagnosed MAP in USG 2 (10%) 
No. of Patients with placenta praevia 12 (60%) 

 
90% women had history of previous caesarean sections, Placenta Praevia was associated with 60% women.  
 

Table 2: Demographic characteristics 
Demographic characters No. of Patient 
Mean age 31.4 
Mean parity 2.8 
Un-booked 12 (60%) 
Booked 8 (40%) 
Previous 1 C-S 12 (60%) 
Previous 2 C-S 4 (20%) 
Previous 3 C-S 2 (10%) 

 
The mean age was 31.4 years and mean parity 2.8. 40% were booked and 60% were unbooked. 
 

Table 3: Type of MAP 
Type of MAP Percentage 
Accreta 60 
Percreta 30 
Increta 10 

 
60% 0f women with adherent placenta had accreta; 30% percreta and 10% had increta. 
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Table 4: Morbidity associated with MAP 
Morbidity No. of Patient 
Characteristics no. % hysterectomy 12 (60%) 
ICU transfer 16 (80%) 
Prolong hospital stay (> than 7 days) 18 (90%) 
Blood transfusion 16 (80%) 
FFP transfusion 10 (50%) 
Bladder repair 2 (10%) 
Internal iliac artery ligation 2 (10%) 
Mortality (shock) 2 (10%) (due to irreversible haemorrhagic) 

 
Due to massive blood loss 80% cases were given Blood transfusion i.e. 1-5 units of whole blood and 50% were 
given i.e. 2-6 units of fresh frozen plasma (FFP). 60% women were shifted to ICU with an average stay of 3 days. 
 

Table 5: Neonatal outcome 
Neonatal outcome Percentage 
Average gestational age 32.4 weeks 
Preterm newborn among live births 10 (50%) 
Average birth weight 2.2kg 
Baby shifted to nursery 12 (60%) 
Perinatal mortality 2 (10%) 

 
The main newborn complication was prematurity 
and the average gestational age in our study was 32.4 
weeks. 50% of the newborns were preterm with an 
average birth weight low birth weight <2500 gm, i.e. 
2.2 kg. The perinatal mortality was 10%. 

Discussion 

MAP is an abnormal invasion of placental tissue 
(trophoblast) into outer or inner myometrium or 
through the serosa of the uterus (termed as accreta, 
increta, percreta respectively). It is a potentially life-
threatening condition responsible for 7-10% of 
maternal mortality. [21] Morbidly adherent placenta 
occur when there is partial or total absence of 
decidua basalis and Nitabuch layer. The incidence of 
placenta accreta was approximately 1 in 4027 in 
1970s, 1 in 2510 in the 1980s, 1 in 533 pregnancies 
in1982- 2002 and 1 in 210 in 2006. [22] Marked 
increased in incidence of MAP is due to increased 
rate of caesarean sections. The two most important 
risk factors are an associated previa, a prior cesarean 
delivery, and more likely a combination of the two. 
Others risk factors are previous uterine surgery, 
previous dilatation and curettage, previous history of 
MRP previous myomectomy, ashermann Syndrome 
(endometrial defects), submucous leio- myoma, 
advanced maternal age, multiparity etc). [23] 

Women with major placenta praevia who have 
previously bled should be admitted and managed as 
in patients from 34 weeks of gestation and delivery 
by 36 week or earlier if bleeding occur at well-
equipped tertiary centres with good NICU backup, 
blood bank facility, interventional radiologist at time 
of delivery. [24] 90% women had history of 
previous caesarean sections. Placenta Praevia was 
associated with 60% women.  The mean age was 
31.4 years and mean parity 2.8. 40% were booked 

and 60% were unbooked. 60% 0f women with 
adherent placenta had accreta; 30% percreta and 
10% had increta.  Seago et al demonstrated that 
planned cesarean hysterectomy in selected patients 
allows the surgical team to be prepared for 
complications to prevent morbidities with no 
demonstrable increase in intraoperative and 
postoperative complications, when compared with 
women who undergo hysterectomy within 6 months 
of cesarean delivery. [25] Robinson et al BK too 
cites that there is a great benefit of planned as 
opposed to emergent peripartum hysterectomy. [26] 
In mothers with placenta previa and a suspected 
accreta who required peripartum hysterectomy, a 
scheduled delivery has been associated with shorter 
operative times and lower frequency of transfusions, 
complications, and intensive care unit admissions. 

Due to massive blood loss 80% cases were given 
Blood transfusion i.e. 1-5 units of whole blood and 
50% were given i.e. 2-6 units of fresh frozen plasma 
(FFP). 60% women were shifted to ICU with an 
average stay of 3 days. The main newborn 
complication was prematurity and the average 
gestational age in our study was 32.4 weeks. 50% of 
the newborns were preterm with an average birth 
weight low birth weight <2500 gm, i.e. 2.2 kg. The 
perinatal mortality was 10%. The multidisciplinary 
team including a gynecologic surgeon experienced 
in pelvic surgery, a blood bank team prepared to 
administer multiple blood components along with a 
hematologist if difficulty with blood clotting 
develops, experienced anesthesiology personnel 
who are skilled in obstetric anesthesia, skilled 
urologists in case a bladder resection or repair might 
be required, experienced intensivists for postpartum 
care, and an experienced neonatologist in case a 
baby is very premature. In cases where pelvic artery 
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catheterizations are used, an experienced 
interventional radiologist is also required. 
Additionally, Eller et al [27] showed that delivery at 
a medical center with a multidisciplinary care team 
resulted in a more than 50% risk reduction for 
composite early morbidity among all cases of 
placenta accreta and a nearly 80% risk reduction. 

Conclusion 

Early antenatal diagnosis of morbidly adherent 
placenta, proper counselling of patients regarding 
associated risks followed by well-planned caesarean 
hysterectomy with non-separation of placenta 
adopting multidisciplinary approach is the 
management option to reduce maternal morbidity 
and mortality. 
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