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INTRODUCTION 

Placenta accreta as described by Irving et al, is “failure of 

separation of the placenta from the uterine wall following 

delivery of the human fetus leading to the often-used 

term morbid placental adherence”.1 The condition is 

characterised by placental invasion thereby leading to 

torrential haemorrhage. It has been proposed that the 

terminology, placenta accreta spectrum (PAS), including 

accreta, increta, and percreta be used hence forth.2  

The condition has not yet been detected in any other 

animal in the literature till date.3 

The incidence of PAS has increased substantially from 

0.8 per 1000 deliveries in the 1980s to 3 per 1000 

deliveries in the past decade, a phenomenon may be 

because of a rising caesarean section rate worldwide.4 

PAS is associated with significant maternal morbidity 

and mortality, majorly including obstetric haemorrhage 

and obstetric hysterectomy.5 Mortality rates of up to 7% , 

associated with PAS are reported.6 The most recent 

confidential inquiry into maternal mortality in the United 

Kingdom (MMBRACE-UK, 2017) highlighted the 

continued high maternal mortality associated with PAS.7 

The most important antenatal risk factor for PAS is the 

number of previous caesarean sections. In the presence of 

low-lying placenta (placenta previa) and three previous 

caesarean sections, it is estimated that a woman would 

have a 61% risk of PAS.8 Antenatal diagnosis is a key 

element in order to improve maternal and perinatal 

outcome. Despite ultrasound and MRI having improved 

antenatal diagnosis, between one half and two thirds of 

cases remain undiagnosed, resulting in poorer maternal 

outcomes.9,10 
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The risk factors for placenta previa are smoking, previous 

caesarean sections, advanced maternal age, multiparity 

and conception by in vitro fertilization (IVF).11 

Abortions are mainly associated with foetal pathology, 

congenital abnormality, low birth weight and preterm 

labour in subsequent pregnancies.12 

Primary and secondary uterine pathologies which have 

been associated with PAS include direct surgical scar 

including caesarean delivery, surgical termination of 

pregnancy, dilatation and curettage, myomectomy, 

endometrial resection, Asherman's syndrome and 

nonsurgical scar including IVF procedures, uterine artery 

embolization, chemotherapy and radiation, endometritis 

intra‐uterine device, manual removal of placenta and 

previous accrete. 

Certain uterine anomalies associated include bicornuate 

uterus, adenomyosis, submucous fibroids and myotonic 

dystrophy.  

METHODS 

This was a cross sectional observational study done from 

June 2017 to June 2019 at obstetrics and gynaecology 

department at a tertiary care centre, Mumbai. All the 

antenatal patients who visited the tertiary care centre 

underwent ultrasonography with placental localization. 

Study design - cross sectional observational study. 

Inclusion criteria  

• ANCs of all age groups who were diagnosed on 

ultrasonography to be placenta accreta spectrum and 

were confirmed intra operatively. 

Exclusion criteria 

• The cases with a normally located placenta were 

excluded.  

A detailed history and examination of the patients was 

done. The patients were kept for close follow up and MRI 

was done in some selected cases. A cross sectional study 

was done to analyse the most common risk factors 

contributing to the etiology of the placnetal accreta 

syndrome. In cases of past surgeries like check curettage, 

previous caesarean sections, the incidence was seen and 

compared with patients not having any such history and 

hence the role of surgeries as an etiology factor was 

assessed.  

RESULTS 

Placenta accreta spectrum is a major cause of maternal 

morbidity and mortality. It is one of the leading causes of 

obstetric haemorrhage. A total of 19 cases were studied. 

Age distribution 

The results support the fact that the incidence increases as 

the age advances. Most of the cases were found in the age 

group > 35 years of age (52.64%). 

The cases of PAS in the age group of 20-35 years were 

47.36% and in women more than 35 years age group 

were 52.64%. The risk of placenta percreta and accreta 

increases as the parity increases and is associated with 

increased risk of caesarean sections. When compared 

with placenta previa cases, a higher incidence of placenta 

previa was found in the age group of 20-35 years 

(73.75%), whereas the placenta accrete syndrome had a 

higher incidence in age group > 35 years (52.64%).  

 

Table 1: Age wise distribution of cases. 

Age No. of cases (PAS) Percentage (PAS) No. of previa  cases Percentage of previa cases 

< 20 years 0 0 3 3.75 

20-35 years 9 47.36 59 73.75 

> 35 years 10 52.64 18 22.5 

Total 19 100 80 100 

 

Previous caesarean sections 

The cases of PAS in previously unscarred uterus were 

15.78%, in previous one LSCS were 57.89%, in previous 

2 LSCS were 15.78% and in women with more than 

previous 2 LSCS were 10.55%. 

A total 16 cases had history of transfusion of blood and 

blood products (94.73%).  

Most of the cases were shifted under critical care unit for 

post-operative monitoring. The perinatal outcomes were 

satisfactory and only 2 cases with perinatal mortality. 

Indication of previous caesarean sections 

In case of previous caesarean sections, the commonest 

indication of previous caesarean sections included fetal 

distress (n = 3), failure of induction (n = 2), and previous 

caesarean with a short inter-conception period (n = 2). 
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Table 3: Indication of previous caesarean section. 

Indication of previous caesarean 

section 

No. of 

cases 

Fetal distress 3 

Two tight loops of cord around neck 1 

Prolonged PROM 1 

Transverse lie 2 

breech 2 

Big baby 1 

Failure of induction 2 

Previous caesarean section 2 

oligohydramnios 1 

Check curettage 

Patient having history of check curettage following 

induced abortion or spontaneous abortion had a higher 

incidence of placenta previa but as far as co-relation with 

the incidence of placenta accrete/percreta and history of 

check curettage is considered, the incidence of PAS in 

patients not undergoing check curettage is around 35% 

and patients undergoing check curettage is 11%. A 

patient with history of abortion not followed by check 

curettage had a higher risk of placenta accrete syndrome 

than with the patients undergoing check curettage 

(relative risk of 0.3294). 

Table 4: Risk association between PAS and cases 

without history of check curettage. 

History of check 

curettage 

No. of cases 

of PAS 

No. of placenta 

previa cases 

Yes 2 15 

No 5 9 

DISCUSSION 

The placenta accrete spectrum constitutes an important 

cause of adverse maternal and perinatal morbidity and 

mortality outcomes. 

In the present study most of the cases were associated 

with advanced age, hence advance maternal age is an 

important risk factor for placenta accrete and percreta. 

This is in concordance with the study done by Williams 

MA et al. Among older women, there may be 

compromised uteroplacental blood flow. The microscopic 

studies of placentae from older women have revealed 

uteroplacental under perfusion and large placental 

infarcts in older women.13 It could be as a result of 

endometrial scarring at the site of prior placental 

attachments resulting in lower placental implantation, 

other possibility may be due to atherosclerotic changes of 

blood vessels which leads to decreased uteroplacental 

blood flow, which in turn leads to large placenta 

encroaching on the cervical os with repeated pregnancies. 

The current study shows that the incidence of percreta/ 

accreta increases as the rate of caesarean sections 

increases as has been shown by the studies done by 

Ananth CV et al, Faiz AS et al, Getahun D, Oyelese Y, et 

al.14-16 There were 5 cases of percreta and 14 cases of 

accrete. 

Most studies have reported a dose related response 

pattern of risk factors of placenta previa with increasing 

number of previous caesarean sections.17 The previous 

caesarean delivery include polyp formation, lymphocyte 

infiltration, capillary dilatation, and infiltration of the 

endometrial tissue that surround the scar by free red 

blood cells , thereby increasing the chances of placenta 

accrete syndrome.18 

CONCLUSION 

The current study shows that the risk factors of placenta 

accreta and percreta to be advanced maternal age, 

previous delivery by C/S, bleeding during pregnancy and 

multiparty. history of uterine surgeries and previous 

caesarean are some important risk factors for accreta in 

placenta previa patients. A positive correlation was 

obtained between history of induced abortion 

/spontaneous abortion without check curettage and 

incidence of placenta accrete/percreta in this study. 

However, results of this study are not statistically 

conclusive because of small sample size and further 

studies are required. 
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