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ABSTRACT

Objective: The purpose of the present study was to determine the prevalence of different morbidly adherent
placenta in previous scar.

Study Design: A retrospective cohort study

Place and Duration of Study: This study was conducted at the Labour Room of Obstetrics & Gynecology
Department at Lady Reading Hospital, Peshawar from January 2022 to December 2022.

Materials and Methods: All the singleton pregnancy with gestational age >26 weeks, previous history of caesarean
sections, myomectomy, hystrotomy, and placenta previa were included. Types of morbidly adherent placenta,
period of gestation, age, duration of scarred uterus, frequency of previous scars, parity, total blood loss,
complications, and types of procedure done were recorded for each individual. SPSS version 27 was used for data
analysis.

Results: The overall mean age 28.62+5.72years. Out of 231 patients, the incidence of morbidly adherent placenta
(MAP) was 12.1% (n=28). Of the 28 cases of MAP, the incidence of Placenta accreta, placenta increta, and placenta
percreta 15 (6.5%), 7 (3%), and 6 (2.6%) respectively. Age-wise distribution of patients were as follows: 2 (0.9%) in
20-25 years, 19 (8.2%) in30-35 years, and 7 (3%) 35-40 years. Among total MAP cases, the incidence of single,
double, thrice, and fourth cesarean section was 4 (1.7%), 6 (2.6%), 8 (3.5%),and 10 (4.3%) respectively. Majority of
the females 5.6% (n=13) had parity 4followed by parity 3 in 3.5% (n=8), parity 2 in 1.7% (n=4), and parity 5 in
1.3% (n=3) cases. The number of cases with blood loss >2000 ml and >3000 ml were 10 (4.3%) and 18 (7.8%)
respectively. About 21 (9.1%) patients were shifted to ICU. Massive blood transfusion>10 units of packed cells
were major complications found in 17 (7.4%) cases followed by bladder injury 13 (5.6%), DISC 6 (2.6%),
reopening 6 (2.6%), and acute renal injury in 4 (1.7%).

Conclusion: The present study reported that the frequency of morbidly adherent placenta was 12.1% in females
with previous scars. MAP is a very rare condition having ten times more frequency in females who had prior history
of scar. Placenta accreta was the most prevalent type of MAP due to shorter duration and prior scarred uterus.
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INTRODUCTION

Morbidly adherent placenta (MAP) is a potentially fatal
disease that is frequently associated with major
postpartum hemorrhage (PPH) and hysterectomy in
some cases."?

The syndrome causes significant maternal morbidity
and mortality, as well as significant socioeconomic
costs due to the necessity for invasive surgical
intervention, prolong hospitalization, and ICU
admission. According to the most recent statistics given
by the Centres for Disease Control and Prevention

(CDC), 31.7% of births in the United States were via
CS, and 86.7% of women had a previous CS record.
The CS rate has risen from 20.7 to 31.7%.MAP in
future pregnancy is the most commonly identified

- Department of Gyn and Obs, Lady Reading Hospital,
Peshawar.

2 Department of Gyn and Obs, Muhammad Teaching
Hospital, Peshawar.

outcome of C-section delivery, and additional risk

Correspondence: Syeda Sitwat Fatima, Assistant Professor,
Gyn Obs Lady Reading Hospital, Peshawar

Contact No: 0333 9301667

Email: smkakakhel@hotmail.com

Received: February, 2023
Accepted: April, 2023
Printed: July, 2023

factors include D&C and myomectomy.® In general,
women can be diagnosed with MAP after 28 weeks of
pregnancy.® In Pakistan, the incidence of MAP was
around 4.74 per 1000 births.”

MAP is categorized into three types according on
whether the uterine wall is adherent to the inner or outer
myometrium: placental accrete, placental increta, and
placental percereta.’ The most common kind of MAP is
placental accrete (75%), which may be detected early
using colour Doppler ultrasonography and lead to
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therapy with methotrexate or caesarean hysterectomy
(if the placenta cannot be removed from the uterine
wall) ” MAP has severe morbidities from large blood
transfusions, urological damage, and a high risk of
infection.® A morbidly adherent placenta poses a
significant risk to the pregnant woman and her feotus. It
might result in massive blood loss, with disastrous
consequences. This issue has been on the rise for a
variety of causes.”’® The effective therapy of a
morbidly adherent placenta requires the engagement of
a professional team, with a strong emphasis on prenatal
diagnosis and preparation for surgical management in
skilled hands. For these cases, the most skilled team
should be available."* In a local investigation, the
frequency of morbidly adherent placenta in scarred
uterus was determined to be 1.83/1000 births, which
was lower than the previous study's reported frequency
of 1/274.8 deliveries. 78% of such individuals received
hysterectomy. A morbidly adherent placenta was
discovered in 6% of instances in a research.’ Patients
frequently complain of stomach pain, shock, and
bleeding. Morbidly adherent placenta is a medical
emergency that increases the risk of maternal and
neonatal morbidity.** Colour Doppler Ultrasound has a
good sensitivity and specificity for detecting MAP.*
Methotrexate is a conservative therapeutic option, and
if the placenta cannot be removed from the uterine wall,
the second choice is caesarean hysterectomy, which can
result in severe maternal effects such as hysterectomy,
hemorrhage, urinary bladder, ureteric trauma, and
D&C.

MATERIALS AND METHODS

This retrospective cohort study was carried out on 231
females admitted in the labour room of Obstetrics &
Gynecology Department at Lady Reading Hospital,
Peshawar from January 2022 to December 2022. All
the singleton pregnancy with gestational age >26
weeks, previous history of caesarean sections,
myomectomy, hystrotomy, and placenta previa were
enrolled. Patient with prior history of pelvic
inflammatory diseases (PID), IUCD insertion, placental
abruption, dilatation and curettage, and primi-gravida
were excluded. The WHO sample size calculator was
used for the calculation of sample size 231 by taking
following criteria: Confidence interval 95%, margin of
error 3.5%, expected prevalence of MAP 8%.° Types of
morbidly adherent placenta, period of gestation, age,
duration of scarred uterus, frequency of previous scars,
parity, total blood loss, complications, and types of
procedure done were recorded for each individual.
SPSS Version 27 was used to enter and analyze the
data. Quantitative variables were such as age, duration
scarred uterus, and POG were expressed as mean and
standard deviation whereas Qualitative variables were
described as frequency and percentages. Post-
stratification Chi-square test was done for the analysis

of categorical variables with a P value of 0.05
considered significant.

RESULTS

The overall mean age 28.62+5.72years. Out of 231
patients, the incidence of morbidly adherent placenta
(MAP) was 12.1% (n=28). Of the 28 cases of MAP, the
incidence of Placenta accreta, placenta increta, and
placenta percreta 15 (6.5%), 7 (3%), and 6 (2.6%)
respectively as depicted in Figure-1. Age-wise
distribution of patients were as follows: 2 (0.9%) in 20-
25 years, 19 (8.2%) in 30-35 years, and 7 (3%) 35-40
years.
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Figure No. 1: Types of MAP (n=28)

Table No. 1: Distribution of patients based on their
age and period of gestation (N=28)

Groups Frequency Percentage
(N) (%)
Age group
(years) 2 0.9
20-25 19 8.2
30-35 7 3
35-40
Period of
gestation (weeks) 0 0
26-30 6 2.6
31-35 22 9.5
36-40
Duration of
scarred uterus 4 1.7
(years) 6 2.6
Upto2 16 6.9
2-3 2 0.9
3-4
4-5
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Figure No. 2: Number of scar in MAP patients
(N=28)
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Table-I represents the distribution of patients based on
their age, POG, and duration of scarred uterus. Among
total MAP cases, the incidence of single, double, thrice,
and fourth cesarean scar was 4 (1.7%), 6 (2.6%), 8
(3.5%),and 10 (4.3%) respectively illustrated in Figure-
2. Majority of the females 5.6% (n=13) had parity 4
followed by parity 3 in 3.5% (n=8), parity 2 in 1.7%
(n=4), and parity 5 in 1.3% (n=3) cases. Table-Il shows
the parity and total blood loss of MAP females. The
number of cases with blood loss >2000 ml and >3000
ml were 10 (4.3%) and 18 (7.8%). About 21 (9.1%)
patients were shifted to ICU.

Table No.2: Parity and total blood loss of MAP
female (N=28)

Parameters Frequency Percentage
(N) (%)
Parity
2 4 1.7
3 8 35
4 13 5.6
5 3 1.3
Total Blood loss
(ml) 0 0
>1000 10 4.3
>2000 18 7.8
>3000
- W Massive blood transfusion>10
[VALUE], 1.7% units of packed cells
w Bladder injury

[VALUE], 2.6% ,. -
[VALUE], 7.4%

DisC

[VALUE], 5.6%

Reopening

® Acute renal injury

Figure No. 3: Cbmplications associated with MAP
(N=28)

Table No. 3: Types of procedure done in MAP
female

Procedure N (%)

Subtotal abdominal 15 (6.5)
hemorrhage (STAH)

Total abdominal hysterectomy 13 (5.6)

(TAH)

Bladder repair 13 (5.6)

Internal iliac ligation 9 (3.9)

Reopening 6 (2.6)

Massive blood transfusion>10 units of packed cells
were major complications found in 17 (7.4%) cases
followed by bladder injury 13 (5.6%), DISC 6 (2.6%),
reopening 6 (2.6%), and acute renal injury in 4 (1.7%)
as depicted in Figure-3. Subtotal abdominal
hemorrhage (STAH) was the procedure done in

majority of females 6.5% (n=15) followed by Total
abdominal hysterectomy (TAH) 5.6% (n=13), bladder
repair 5.6% (n=13), internal iliac ligation 3.9% (n=9),
and reopening 2.6% (n=6) as shown in Table-3.

DISCUSSION

The present study mainly focused on the incidence of
MAP among women with history of previous scar and
found that Placenta accrete was the most prevalent type
of MAP followed by placenta increta, and placenta
percreta. The overall frequency of MAP in scar women
was 28 (12.1%). Morbidly adherent placenta is related
with significantly increased rates of maternal morbidity
and mortality caused by cesarean complications and
hemorrhage.” According to prior studies, the incidence
of MAP is continuously growing due to an increase in
the frequency of caesarean sections.’®!’ There is a
12.1% chance of placenta previa in women who have
had a previous caesarean procedure, and the risk
increases with the number of previous caesarean
sections. Other key risk factors mentioned in the
literature include a history of curettage and grand multi-
parity.®'® The incidence of MAP was significantly
associated with shorter period of up to two years
of scar.

The surgical technique is immediate caesarean
hysterectomy, which avoids placental removal during
the operation.”>?" Otherwise, surgical therapy carries a
substantial risk of catastrophic hemorrhage due to rich
collaterals and profuse neovascularization in turn cause
the exceeding of the hemostasis accessible efficiency
with existing procedures.” According to certain studies,
the need of MAP early diagnosis could be effectively
done by counselling and action at initial stages, averting
uterine loss or complications, while the care of high risk
individuals is a particular concern.??* The suspected
MAP should be investigated in 2" trimester with
known risk factors related to vacuum evacuation and
pregnancy termination.

A placenta that is adhered to the prior scar from a
caesarean operation is a risky condition with disastrous
consequences. It has a significant impact on the mother
because of its link with sequels such as hemorrhage
during birth and thereafter.”® Keeping a high index of
suspicion for morbidly attached placentas can help save
a mother's life. This aids in the diagnosis of the illness
by collecting a medical history and doing an ultrasound.
Grey scale ultrasonography and colour Doppler
examination are both quite reliable in predicting
placenta accreta sonographic patterns.

Uterine operations, prior caesarean sections, IVF
pregnancy, and rising mother age are all risk factors for
poor placental adherence. Avoiding these risk factors
will almost probably result in a lower rate of morbidly
adherent placenta.”®?’ Richa et al’® discovered a link
between placenta previa and caesarean section. The
number of cases of improperly attached placenta
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increased according to the number of caesarean sections
performed. Another research found placenta accreta in
39% of women who had previously undergone two
caesarean procedures.?

It has also been reported that in instances with placenta
Previa® around 75% of cases of morbidly adherent
placenta are seen. Obstetricians must have a strong
suspicion for placenta accreta in the presence of both
risk factors, prior caesarean section and placenta
previa.®’ More occurrences of placenta previa and
improperly attached placenta are emerging as the
prevalence of caesarean section rises. Chaudhari et al*
found placenta accreta in 27.27% of individuals who
had more than two C-sections. Another finding is that
the degree of defective placental adhesion rises with the
number of caesarean sections performed. Another
research revealed the same results.*

CONCLUSION

The present study reported that the frequency of
morbidly adherent placenta was 12.1% in females with
previous scars. MAP is a very rare condition having ten
times more frequency in females who had prior history
of scar. Placenta accreta was the most prevalent type of
MAP due to shorter duration and prior scarred uterus.
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