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ABSTRACT

Background: Placenta accreta spectrum is a complex obstetrical entity of abnormal adherence of placenta associated
with maternal mortality and severe morbidity. The incidence of placenta accreta spectrum is on increasing trend over
past few years. Aim: This study aimed to analyze demographic characteristics, risk factors predisposing to placenta
accreta spectrum and to study maternal and foetal outcome of these patients. Methods: This was a retrospective
observational study conducted in the Department of Obstetrics and Gynaecology in Government General Hospital, a
tertiary care referral hospital between November 2019 to October 2021. Results: The incidence of placenta accreta
spectrum was 0.8 per 1000 maternities with 8 patients (53.33%) in the age group of 25 to 29 years. Nine patients
(60%) were second gravida. Twelve patients (80%) had previous cesarean deliveries. Thirteen patients (86.66%) had
co-existing placenta praevia. Only 7 patients (46.66%) were booked. Eleven patients (73.33%) required cesarean
hysterectomy. Five babies (33.33%) required NICU admission. Three maternal deaths occurred and all these 3
patients were unbooked. Conclusion: Previous cesarean delivery and co-existing placenta praevia are identifiable risk
factors for placenta accreta spectrum. Antenatal diagnosis of placenta accreta spectrum is associated with improved
maternal and foetal outcome as it allows multidisciplinary team approach during management.
Keywords: Placenta accreta spectrum, placenta praevia, previous caesarean delivery, cesarean
hysterectomy, internal iliac artery ligation.

Placenta accreta is defined as abnormal trophoblastic
invasion of part or all of the placenta into myometrium of
uterus.! It has become a significant life-threatening
obstetrical issue due to its increased incidence owing to
increase in cesarean deliveries.” It is associated with maternal
mortality, morbidity and perinatal complications. Previous
cesarean delivery, co-existing placenta praevia, multiparity,
advanced maternal age, previous uterine surgery are
common risk factors for placenta accreta spectrum.’ In this
study, an attempt has been made to analyze the risk factors
and identify predictors of placenta accreta spectrum in order
to ensure favourable maternal and foetal outcome.

Materials and methods

This was a retrospective study conducted in the
Department of Obstetrics and Gynaecology in Government
General Hospital, a tertiary care centre between November
2019 to October 2021.

Hospital records of all pregnant women more than 28
weeks of gestational age who had any type of placenta
accreta spectrum diagnosed on ultrasound or MRI or had
been diagnosed intraoperatively as placenta accreta spectrum
were studied. Mode of presentation, gestational age at the
time of delivery, history of previous cesarean delivery, D &
C, uterine surgery, manual removal of placenta in previous
pregnancy, mode of delivery of current pregnancy,
intervention performed (cesarean hysterectomy, internal iliac
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artery ligation)foetal outcome, duration of hospital stay were
noted.
Statistical analysis: Categorical variables were presented

(46.66%) delivered between 37 to 38 weeks. Six patients

(40%) delivered between 33 to 36 weeks (table 2).
Table 3: Treatment modality

in numbers and percentage. Data was entered in MS EXCEL ~ Categories 1(\:11)1mber f,;r)ce“tage
0
spread sheet and analysis was done using SPSS version 21.0. Planned Planned 3 53.33
Results or emergency  Emergency 7 46.66
. . . Mode of LSCS 6 40
There were 18563 deliveries during the study period of  gefivery Classical cesarean 9 60
which 15 patients had placenta accreta spectrum, the  Procedures Cesarean hysterectomy with 7 46.66
.. . . . required internal iliac artery ligation
incidence be}lng 0.8 per 1.0(?0 pregnancies. The demograph.lc Cesarean hysterectomy without 4 26.66
and obstetric characteristics collected are presented in internal iliac artery ligation
table 1 Internal iliac artery ligation 1 6.66
’ . X . without cesarean hysterectomy
Tab!e 1:Demographic and obstetric characteristics No hysterectomy or other 3 20
Variables No. of ® :’;r)centage procedure
patients (n o B . o -
Registration  Booked 7 4660 Eight patients (53.33 %) had no co.m.plalunFs and they
status Unbooked 3 20 underwent planned delivery by multidisciplinary team.
Transferred 5 33.33 Classical cesarean section was done in 9 patients (60%) in
Age 20 -24 years 4 26.66 . . . o .
25 -29 years 3 5333 view of placenta previa. Eleven patients (73.33%) required
30 -34 years 3 20 cesarean hysterectomy. Bilateral internal iliac artery ligation
idit Primi Nil - . .
Gravidity Grrl;llli a2 o 50 was done in 8 patients (53.33%) (table 3).
Gravida 3 5 33.33 Table 4: Intrapartum blood loss and number of units of blood required
Multigravida 1 6.66 Parameters Volume Number of patients(n) Percentage (%)
Associated  Previous cesarean delivery 12 80 Blood loss 1-2 litres 11 73.33
risk factors Previous D&C 1 6.66 2-3 %1tres 3 20
Previous myomectomy 1 6.66 >3 litres 1 6.66
Co-existig placenta praevia 13 86.66 Nu.mber of 1 1 6.66
Type of Placenta accreta 9 60 units of 2 7 46.66
placentation  Placenta increta 2 13.33 blood 3 1 6.66
Placenta percreta 4 26.66 required 4 4 26.66
Time of Antenatal 8 53.33 >4 2 13.33
diagnosis Intraoperative 7 46.66 Approximate blood loss of 1 to 2 liters was noted in 11
patients (73.33%). Twelve patients (80%) received 2 to 4
Table 2: Gestational age at the time of delivery units of blood. Two patients (13.33%) required massive
Gestational age (weeks) Number of patients (n) Percentage (%) .
5832 1 6.66 blood transfusion (table 4).
33-36 6 40 Table 5: Maternal outcome
37-38 7 46.66 Complication Number of Percentage  Booked  Unbooked
>38 1 6.66 patients(n)
Seven patients (46.66%) were booked, 5 (33.33%) were  Haemorrhagic 8 53.33 2 6
. o shock
transferred from other centres, 3 patients (20./0) presented to oy P 5333 2 6
our emergency department with acute episode of heavy ICU admission 8 53.33 2 6
. . : 0 DIC 2 13.33 Nil 2
bleeding. Eight patients F53.33 %) belonged to Fhe age group gy dderiniury 2 1333 ) 1
25 to 29 years and 9 patients (60%) were gravida 2. Twelve  Sepsis 1 6.66 Nil 1
Death 3 20 Nil 3

patients (80%) had previous history of cesarean delivery, 1
(6.66%) had previous history of D&C, 1(6.66%) had
undergone myomectomy. Co-existing placenta praevia was
identified in 13 patients (86.66%). Out of 15 patients with
placenta accreta spectrum, 9 (60%) had placenta accreta,
4(26.66%) had placenta percreta and 2(13.33%) had placenta
increta. Antenatal diagnosis of placenta accreta spectrum
was made by ultrasound and confirmed by MRI in 8 patients
(53.33%). Seven (46.66%) were diagnosed as having
placenta accreta spectrum intraoperatively.Seven patients
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Eight patients (53.33%) developed haemorrhagic shock
and PPH occurred in 8(53.33%) patients. Eight patients
(53.33%) needed ICU admission. Two patients (13.33%) had
DIC. Complications were more common in unbooked
patients operated on emergency basis. Three (20%) maternal
deaths occurred in our study and all 3 patients were
unbooked (table 5).

Fourteen patients (93.33%) had live births, 1(6.66%) had
intra uterine death. Seven babies (46.66%) were preterm and
5 babies (33.33%) required NICU admission. One neonatal
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death occurred on postnatal day 5 due to respiratory distress

in preterm baby with low birth weight (table 6).
Table 6: Foetal outcome

Foetal outcome Number of patients (n) Percentage (%)
Live births 14 93.33

UD 1 6.66

Preterm 7 46.66

NICU admission 5 33.33

Neonatal deaths 1 6.66
Discussion

Placenta accreta spectrum emerged as a major challenge
to obstetricians over the past few years. Maternal death rates
are considerably high in placenta accreta spectrum because
of severe and sometimes lifethreatening haemorrhage. In
addition, it is related to severe maternal morbidity due to
massive blood transfusion, urinary tract injuries, ICU
admission, sepsis, prolonged hospital stay.’ In our study, the
incidence of placenta accreta spectrum was 0.8 per 1000
maternities. In a study conducted by HK Chaudhari et al the
incidence of placenta accreta spectrum was 1.32 per 1000
pregnancies.® Study conducted by Morlando et al showed
incidence ranging from 0.4 to 0.9 per 1000 pregnancies.” In
our study, maximum number of patients (53.33%) belonged
to the age group of 25 to 29 years and 60% were gravida 2.
These observations were comparable to the observations in
the study conducted by HK Chaudhari et al ®. The most
important risk factors for placenta accreta spectrum noted in
our study were previous cesarean delivery (80%), placenta
praevia (86.6%). In study conducted by Choudhary D et al
85% had previous history of cesarean delivery and 71% had
co-existing placenta praevia.® The study by Fitzpatrick KE et
al showed previous history of cesarean delivery in 84% of
patients which was similar to that noted in our study.’ In our
study 60% of patients had placenta accreta similar to the
findings observed in study conducted by Azam Begum
Heena et al who reported 55.5% of patients as placenta
accreta.'’ Our study showed 26.66% cases as placenta
percreta and 13.33% as placenta increta.

In our study, only 7 patients (46.66%) were booked.
Remaining 8 patients were transferred from other centres to
our hospital as it is a tertiary care centre. Blood transfusion
was required in all patients in our study. In a study
conducted by Zakherah M S et al 94.7% of patients required
blood transfusion.'' In our study cesarean hysterectomy was
done 11 patients (73.33%). The recommended
management of placenta accreta spectrum is planned
cesarean hysterectomy with placenta left in situ as an attempt
to remove the placenta is associated with severe life-
threatening haemorrhage.'? In our study average hospital stay

in
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was 10.8 days. In study conducted by Veludandi U et al
mean duration of hospital stay was 6.7 days." In our study,
complications like PPH, DIC, ICU admission, sepsis were
more common in transferred patients operated on emergency
basis. Study conducted by HK Chaudhari et al showed
similar results.® Seven patients (46.66%) had preterm
delivery in our study. Ornaghi S et al reported that 51.3%
had preterm delivery in their study.'* Maternal mortality in
our study was 20% which was higher than the standard
reported death rate of around 7% in placenta accreta
spectrum. This may be due to late referrals as all three
maternal deaths were transferred patients.
Conclusion

Antenatal suspicion of placenta accreta spectrum
improves maternal and foetal outcome as delivery can be
planned at a tertiary care centre with multidisciplinary team
support. Reduction in cesarean rate proved to be the most
effective way to reduce incidence of placenta accreta
spectrum. Management of placenta accreta spectrum in
specialized mortality and
morbidity.

centres reduces maternal

Conflict of interest: None. Disclaimer: Nil.

References

1. Usta IM, Hobeika EM, Musa AA, Gabriel GE, Nassar
AH. Placenta previa-accreta: risk factors and
complications. Am J Obstet Gynecol. 2005; 193: 1045-9

Marshall NE, Fu R, Guise JM. Impact of multiple
cesarean deliveries on maternal morbidity: a systematic
review. Am J Obstet Gynecol. 2011; 205: 262.e1 — 8.
Bowman ZS, Eller AG, Bardsley TR, Greene T, Varner
MW, Silver RM. Risk factors for placenta accreta: a
large prospective cohort. Am J Perinatol. 2014; 31: 799
— 804.

Shellhaas CS, Gilbert S, Landon MB, Varner MW,
Leveno KJ, Hauth JC, et al. The frequency and
complication of hysterectomy accompanying
cesarean delivery. Eunice Kennedy Shriver National
Institutes of Health and Human Development Maternal-
Fetal Medicine Units Network. Obstet Gynecol. 2009;
114: 224 -9.

Sentilhes L, Kayem G, Chandraharan E, Palacios-
Jaraquemada J, Jauniaux E, FIGO placenta Accreta
diagnosis and management expert consensus panel.
FIGO consensus guidelines on placenta accreta

rates



10.

11.

The New Indian Journal of OBGYN. 2025 (July-December);12(1)

spectrum disorders: conservative management. Int J
Gynaecol Obstet. 2018; 140(3): 291 - 8.

Chaudhari HK, Shah PK, D’Souza N. Morbidly
Adherent Placenta: Its Management and Maternal and
Perinatal Outcome. J Obstet Gynecol India. 2017; 67:
42 -7.

Morlando M, Sarno L, Napolitano R, Capone A,
Tessitore G, Maruotti GM, et al. PAS disorders:
incidence and risk factors in an area with a particularly
high rate of cesarean section. Acta Obstet Gynecol
Scand. 2013; 92: 457 - 60.

Choudhary D, Nigam A, Yadav R, Choudhary S.
Placenta Accreta: Obstetricians nightmare. A case series
of 7 patients. NJOG. 2012; 7(3): 56-8.

Fitzpatrick KE, Sellers S, Spark P, Kurinczuk JJ,
Brocklehurst P, Knight M. Incidence and risk factors for
Placenta Accreta/ Increta / Percreta in UK: a national
case control study. PLoS ONE. 2012; 7(12): e 5283.
Heena AB, Kumari G. Retrospective study of placenta
accreta, placenta increta and placenta percreta in
Peripartum hysterectomy specimens. Indian J Pathol
Microbiol. 2020 Feb; 63(Supplement): S87-S90.
Zakherah MS, Abdel-Aziz M, Othman ER, Abbas AM.
Maternal and neonatal outcomes of placenta previa and

135

13.

14.

accreta at Assiut women’s health hospital, Egypt. Int J
Reprod Contracept Obstet Gynecol. 2018; 7(8): 3024.

. Society of Gynecologic Oncology, American Collegeof

Obstetricians and Gynecologists and the Society for
Maternal-Fetal Medicine, Cahill AG, et al. Placenta
Accreta Spectrum. Am J Obstet Gynecol. 2018; 219:
B2-B16.

Veludandi U, Suman BA, Nagamani S, Hothur M.
Evaluation of outcome of pregnancy in placenta accreta
spectrum. Int J Reprod Contracept Obstet Gynecol.
2021; 10: 3331-5.

Ornaghi S, Maraschini A, Donati S, The Regional
Obstetric System Working  Group.
Characteristics and outcomes of pregnant women with
placenta accreta spectrum in Italy: A prospective
population based cohort study. PLoS ONE. 2021; 16(6):
e0252654.

Surveillance

Himasree M 1, Susmitha Thota 2, Sree Lakshmi Garaga 3,
Ramadevi Surapu *

! Assistant Professor, GMC, Guntur, Andhra Pradesh, India;
% Assistant Professor, GMC, Guntur, Andhra Pradesh, India;
® Assistant Professor, GMC, Guntur, Andhra Pradesh, India;
4 Resident, GMC, Guntur, Andhra Pradesh, India.



