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Abstract 

Background:- Although the incidence of placenta accreta is rare but it has a serious complications 

which may end with hysterectomy so early diagnosis is important to prevent this complications. 

Objective:- this study aim to assess the problem of the obstetrician about the magnitude of this serious 

health problem. Patient and methods:-  this study was conducted in Al-Batoul teaching hospital (in the 

center of Diyala governorate by studying the patient records as a retrospective study, study the record 

from June 2010 during July 2012 including all patients with placenta accreta. Results:- Showed the rate 

of placenta accreta among all deliveries was (0.12) and (0.14), (0.78) among normal vaginal deliveries 

and caesarean sections respectively and more among those women with previous two pregnancies  and 

above (83.33%), regarding blood groups it showed (56.66%) among O blood group while it was 

(23.3%), (16.66%), (3.33%) among B, A and AB respectively. The association with placenta previa was 

(40%) with grade I while it was (20%) with grade II, (16.66%) grade III and (13.3%) grade IV. It was 

(16.66%) among women with history of curettage  and (76.66%) among those with history of pelvic 

inflammatory diseases . Regarding the management (56.66%) was managed by packing and repair 

during caesarean section and (43%) were ended by hysterectomy. Conclusion:- placenta accreta was 

more common previous caesarean sections and pelvic inflammatory diseases management may be ended 

by hysterectomy. Recommendation:- Early diagnosis is important to minimize complications. 
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Introduction 

Placenta accreta is a sever obstetric 

complication involving an abnormally deep 

attachment of the placenta through the 

endometrium and into the myometrium.(1) . 

  It  classified on the basis of the depth of 

myometrial invasion. In placenta accreta vera, the 

mildest form of placenta accreta, villi are attached 

to the myometrium but do not invade the muscle. In 

placenta increta, villi partially invade the 

myometrium. The most severe form is placenta 

percreta, in which villi penetrate through the entire 

myometrial thickness or beyond the serosa.(2,3).  

 The incidence of these abnormal placentation are 

rare, varies from 1 in 540 to 1 in 70 000 deliveries. 

They are usually complicated by severe 
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haemorrhage that often necessitates life saving 

surgical interventions such as hysterectomy or 

ligation of major pelvic vessels (4) . Myomectomy, 

infection and curettage Advanced maternal age, 

uterine anomalies, previous uterine surgery, dilation 

and curettage, are additional but relatively minor 

risk factors . Maternal age greater than 35 years 

increases the odds of having placenta accreta(2,5). 

  All these risk factors have been associated with 

placenta accreta, especially when the placenta 

implants to the previously scarred area(4). The 

average blood loss at delivery in women with 

placenta accreta is 3,000 –5,000 ml (3). 

Prenatal diagnosis of placenta accreta can help 

minimize the complication rate by enabling a 

surgeon to plan for the type of resources needed at 

the time of delivery. These resources include 

obstetric anesthesia, appropriate surgical expertise, 

available blood products and cell saver technology 

(5,6,7,8). Today, the assessment of placental 

morphology and location is a standard part of the 

obstetric ultrasound examination, allowing many 

cases of abnormal placentation to be diagnosed 

antenatally,also the use of MRI in diagnosis of 

placenta accreta had high specificity & 

sensitivity(2,7,9).  

 Conservative management of placenta praevia 

accreta can be successful and can preserve 

fertility(9,10,11). which include a number of 

series where the placenta has been left in place 

at the end of the caesarean section. Management 

in these cases has varied, with some having 

prophylactic or therapeutic uterine artery 

embolization, or internal iliac artery ligation at 

the same time as initial surgery, and some being 

treated following delivery with methotrexate 

(11). 

Recently, inserting intravascular balloon 

catheter for occlusion and/or arterial 

embolization of the pelvic arteries was 

introduced as an invasive adjuvant therapy in 

order to minimize blood loss during cesarean 

hysterectomy (3,8,12). 

Hysterectomy may become necessary if uterine 

bleeding cannot be controlled (10). 

Urologic consultation before the scheduled 

procedure has been associated with a decreased 

incidence of urologic complications.  

 

Patients and methods:- 

           This study was conducted in Al- Batool 

teaching hospital in Baquba city a center of 

Diyala governorate-Iraq, by  studying a record 

of patients in the biostatistics units as a 

retrospective study from January 2010 during 

July 2012 including all the patients who had 

placenta accreta as diagnosed by the obstetrician 

doctors depending on the criteria as  

1. Difficult manual piecemeal removal of 

the placenta, performed if there was no 

evidence of placental separation 20 

minutes after parturition despite active 

management of the third stage of 

labour (ie, intravenous oxytocin, 

massaging the uterus, drainage of 

blood from placenta, and gentle 

controlled traction of umbilical cord). 

2. Heavy continued bleeding from the 

implantation site of a well contracted 
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uterus after placental delivery during 

caesarean delivery patients with 

myomatous uteri or malignancy were 

excluded. 

Especial questionnaire was used including: age, 

occupation, blood groups, residency, gravidity, 

parity, history of infertility, abortion, curettage, 

previous caesarean delivery, and placenta previa 

with its grades as diagnosed by ultrasound 

(grade I= the lower edge of the placenta reaches 

the lower uterine segment but not the internal 

os, grade II= the lower edge of the placenta 

reaches the margine of the internal os but does 

not cover it, grade III= the placenta partially 

covers the internal os, grade IV= the placenta 

covers the internal os completely). 

The total number births, previous caesarean 

deliveries during the periods above were taken 

to calculate the incidence, and the percentage. 

Variables were presented in numbers, 

percentages and graphs by using SPSS 

program(Statistical package of social analysis) 

version 17. 

 

Results 

          There were 25,583 deliveries at Al- 

Batoul teaching hospital during the studied 

period (Jan. 2010 through 2012) 21,773 were 

normal vaginal deliveries while 3810 were 

caesarean deliveries . The incidence of placenta 

accreta among all deliveries (caesarean 

deliveries and normal vaginal deliveries) was 

0.12  while the incidence of placenta accreta 

among normal vaginal deliveries was 0.14 and 

the incidence of placenta accreta among 

caesarean deliveries was 0.78. 

 The total number of placenta accreta was 4 

(13.33%) below 20 years and 26 (86.67%) 

above 20 years as shown in (Table 1) .  

Table( 2) show the distribution of placenta 

accreta according to the residency 18 (60%) and 

12 (40%) in rural and urban areas respectively. 

The distribution of placenta accreta were 5 

(16.66%) among women with previous one 

pregnancies and below and 25 (83.33%) among 

women with previous two pregnancies and 

above as shown in (Table 3). 

 Regarding the blood group of the mothers as 

shown by (Table 4) were 5 (16.66%) among 

blood groups A, blood groups B 7 (23.3%), AB 

1 (3.33%) and O blood groups were 17 ( 

56.66%).   

According to the history of abortions the 

placenta accreta was 5 (16.66%) in those of 

previous history of incomplete abortions, and 1 

(3.3%) in history of complete abortions while 24 

(60%) had no history of abortion (Table 5). 

 Table 6 show the locality of placenta accreta by 

ultrasound the posterior placenta previa accreta 

was 7 (23.33%) and anterior placenta previa 

accreta 20 (66.66%) while only 3 (10%) did not 

have ultrasound for localization of placenta. 

The association of placenta accreta with 

placenta previa according to there grades as 

shown by ultrasound was 12 (40%) among 

grade I placenta previa, grade II 6 (20%), grade 

III 5 (16.66%) and grade IV 4 (13.33%) while 3 

(10%) ultrasound not done for them (Table 7) 

and figure (1). 
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Table 8 show the placenta accreta in previous 

one caesarean delivery was 6 (20%) and 24 

(80%) among previous two caesarean deliveries 

and above. 

 As shown by (Table 9) the presence of placenta 

accreta in relation to risk factors ( myomectomy, 

metroplasty, intrauterine adhesions) show no 

history of such conditions in this study, the 

history of dilatation and curettage show only 5 

(16.66%) while 23 (76.66%) of placenta accreta 

had history of pelvic inflammatory diseases and 

only 2 ( 6.66%) had no history of any risk 

factors. 

The presence of placenta accreta in relation to 

the history of chronic diseases show only 1 

(3.33%) had history of hypertention and 15 

(50%) had history of sever anaemia treated by 

blood transfusion, and 14 (46.66%) of the 

patients had no history of other chronic diseases 

(Table 10). 

 Regarding the management of placenta accreta 

in this study show that 17 (56.66%) were 

managed by packing and repair during 

caesarean delivery while only 13 (43.33%) were 

ended by hysterectomy after failure of other 

conservative treatment (Table 11). 

 

Discussion 

The incidence of placenta accrete among all 

deliveries as shown by this study was high 0.12 

( 1  in 853) for the period 2010-2012 much 

greater than previous reports ranging from 1 in 

30,000 in 1950 to 1 in 1000 in 2004 (13,17) this 

might be explained by rising caesarean section 

rate in Al-Batool teaching hospital because 

current trends toward increased casarean 

deliveries, particularly cesarean on demand, 

may not take into account counseling gravid 

women regarding long-term consequences, 

including morbidity and even mortality, that 

may be associated with placenta accreta. 

Although the incidence in this study considered 

high in compare with previous reports but it less 

than incidence reported by Serena Wu. Et al 

(13) in which the incidence in his study was 1 in 

533 which is higher than all previous reported 

study. According to age group in this study was 

( 86.67%) in patient with age more than 20 yrs . 

and  (13.33%) in age less than 20 yrs and this in 

agree with the study(USA) Serena Wu. et al(13)  

who found that advancing maternal age was  

significantly correlated  with placental 

abnormality, increasing  14% with each year 

beyond 20 years old. While according to 

residency in this study about( 60%) of  patient 

live in rural area and (40%)  in urban region that 

probably due to lack of regular antenatal care 

that enable early detection of abnormal located 

placenta and this in agree with the study of Eller 

and et al (14) who found that maternal 

morbidity is reduced in women with placenta 

accreta who deliver in a tertiary care hospital  

with multidisciplinary care team.  In regard to 

the parity of patient was (16.6%) in parity 1 or 

null parity while( 83.3%) in parity 2 or more . In 

compared with study of Abu Heija et al(15) ,the 

gravidity became important after 5 or more 

previous pregnancies while in study of Zaki M. 

et al (6) there was no significant difference in 
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parity. The distribution of placenta accreta 

patient according to the blood group in this 

study was ( 56%) blood group O, (23%) blood 

group B ,(16%) blood group A and ( 3%) blood 

group AB. And this is may be due to that most 

of the patients in this study were of group O and 

B and this could be due to races and genetic 

factors. According  to the history of previous 

abortion in there were (60%) with no history  of 

abortion  and (20%) with history of previous 

abortion (16.66%) of them was incomplete 

abortion ended by curettage, the mechanism 

how previous abortions predispose to placenta 

accreta development could be explained with 

possible endometrial damage during abortion 

that ended by  curettage this study are in 

accordance  with study of Lea Tuzovic  et al 

(16) who said that the risk was significantly 

increased after one previous abortion and also in 

study of Sofiah S et al(4)  number of previous 

termination/curettage increase the incidence of 

placenta accreta. In relation of placenta  accreta 

with evidence of placenta previa by ultrasound 

examination  was  (90%) with different grades 

of placenta previa and it was found that (66.3%) 

anterior low lying placenta and( 23.3%) 

posterior low lying by ultrasound  while (10%)  

ultrasound was not done for the, because 

placenta previa are at increased risk of having a 

morbidly adherent placenta if they have an 

anterior placenta previa and have previously 

delivered by caesarean section especially where 

has been a short time from caesarean to 

conception interval(11) and this go with study of 

Zaki M et al (6) who said once previa occurs the 

risk of accreta is more likely to increase due to 

imperfect development of the decidua basalis in 

the scarred area. According to history and 

number of previous caesarean section were  

(80%) previous two or more caesarean section 

and (20%) previous one caesarean section a 

proposed hypothesis that repeated caesarean 

section lead to maldevelopment of decidua, 

excessive trophoblastic invasion, or a 

combination of both (12) this also proved by 

Yinka O. et al  study (3) who mentioned that 

placenta accreta occurs most frequently in 

women with one or more prior cesarean 

deliveries. In regarding to the previous 

obstetrics and gynecology risk  factors in this 

study shown (76.6%) had history of PID this 

probably due to infections of endometrium that 

result in intrauterine adhesions which lead to 

abnormal implantation of placenta in scared area 

in subsequent pregnancy, while (6.6%) with no 

other risk factors like myomectomy or 

metroplasty because of that such risk factors and 

there effect on placenta accreta could not be 

evaluated because there were no patient in this 

study had myomectomy or metroplasty   and 

this in agree with Serena Wu et al (13) who also 

could not found such relation for the same cause 

this also supported by the study of Cristopher B. 

et al (2) who found that myomectomy are 

additional but relatively minor risk factor. 

In relation to the  history of chronic disease in 

the studied group was (50%) with history of 

anemia    this might be due to prolong history of 

recurrent attacks of bleeding that the patient 

may suffer during there pregnancy as placenta 
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accreta is one of the causes of ante partum 

hemorrhage, while (3.3%) with history of 

hypertension and this in agree with Melissa R. et 

al (8) who said abnormal placentation can occur 

in patient with hypertensive disorders also Gali 

G. et al (12) said that chronic hypertension one 

of the risk factors of placenta accreta, the other 

(46%) had no history of chronic diseases. finally  

the management of cases of placenta accreta in 

this study showed that( 56.6%) was managed by 

uterine  packing this in agree with Ge J. et al 

(18) who concluded that uterine packing is a 

safe and effective in the control of intractable 

hemorrhage in caesarean section it is reasonable 

alternative to further surgical intervention in 

patient with intractable obstetric hemorrhage, 

especially in developing countries,  and( 43.3% 

)was managed by emergency hysterectomy in 

which it performed to patients with massive 

hemorrhage that could not controlled by other 

conservative management like packing and 

pelvic devascularization this in agree with 

Andrew F. et al (10) who said that hysterectomy 

may become necessary if uterine bleeding 

cannot be controlled.   

Conclusion:- 

Placenta accreta is a serious complication which 

ended by hysterectomy and it is more common 

among previous caesarean sections and pelvic 

inflammatory diseases. Early diagnosis by 

recent methods was recommended to minimize 

the complications.  
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Table 1: distribution of placenta accreta according to the age group in the studies  groups  

 

Age (years) NO. Percent %  

<20 4 13.33 

>20  26 86.67 

Total number 30 100 

 

 

Table 2: distribution of placenta accreta according to residency in the studies groups  

 

Risdency NO. Percent% 

Rural area   18 60 

Urban area 12 40 

Total  30 100 

 

Table  3: distribution of placenta accrete according to parity 

 

Parity No. Percent% 

<P1 5 16.66 

>P2  25 83.33 

Total number 30 100 

 

 Table 4: distribution of placenta accrete according to blood group  

 

Blood group NO. Percent%  

A 5 16.66 

B 7 23.33 

AB 17 3.33 

O 17 56.66 

Total number 30 100 
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Table 5: distribution of placenta accrete according to previous history of abortion 

  

Abortion  NO. Percent%  

Complete abortion  1 3.34 

Incomplete abortion  5 16.66 

No history of abortion  24 60 

Total number 30 100 

 

Table 6: placenta localization by ultrasound  

 

 

 

 

 

 

 

 

 

Table  7: association between placenta accrete and placenta previa grades by ultrasound  

  

Placenta previa grades NO. Percent% 

Grade    Ι 12 40 

Grade    II 6 20 

Grade    III 5 16.66 

Grade   IV 4 13.33 

No ultrasound report  3 10 

Total number 30 100 

 

 

0

5

10

15

20

25

30

35

40

NOPERSENT

Grade    Ι

Grade    II

Grade    III

Grade   IV

No ultrasound report

 
 

Fig 1: show association between placenta accrete and placenta previa grades by ultrasound  

 

 

 

 

Localization of placenta  No. Percent % 

Post low lying placenta  7 23.33 

Ant. Low lying placenta   20 66.33 

Patients without 

ultrasound  

3 10  

Total number 30 100 
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Table 8 : distribution of placenta accreta according to number of previous  caesarean deliveries 

 

Previous CD  No. Percent % 

Previous 1 CD  6 20 

Previous 2 and more  CD  24 80  

Total number 30 100 

   

CD= caesarean deliveries 

 

Table 9: the distribution of placenta accreta according to the history of chronic diseases  

 

Chronic diseases  No. Percent %  

Hypertension  1 3.33 

Sever anaemia  15 50 

No history of chronic 

diseases  

14 46.66 

Total number 30 100 

 

Table 10: relation of placenta accrete to previous obstetrical  and gynecological  risk factors 

  

Risk factors NO. Percent % 

Myomectomy, 

metroplasty, intrauterine 

adhesion 

0 0 

Dilatation and curretage 5 16.66 

Pelvic inflammatory 

diseases 

23 76.66 

No risk factors  2 6.66 

Total number 

 

30 100 

  

 

Table 11: types of management of placenta accreta in the studied group 

  

Types of management   No.  Percent % 

Hysterectomy  13 43.33 

Packing & repair  17 56.66 

Total number 30 100 
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-0202فٙ يحبفظت دٚبنٗ خالل  بؼذ انٕالدةانًشًٛت  َسبت حذٔد حبالث انخصبق

0200  

    ػهٙ حسٍ يحًذا.و.د.  بٌ                     سٕسٍ طبنب سهًو.د.              

 ى ْذٖ خهٛم ابشاْٛد. ٌ                        َبظى غزال َؼًبا.و.د.              

  :- انخالصت

لذ حُخٓٙ يضبػفبث خطٛشة ٔانخٙ  ٚؤد٘ انٗانًشًٛت  أيش َبدس انحذٔد نكُّ  انخصبق ٗ انشغى يٍ أٌ حذٔدػه -انخهفٛت: 

انخٕنٛذ  إربسة اَخببِ أخصبئٙ ٓذف ْزِ انذساست إنٗ ح -انٓذف:  . انخشخٛص انًبكش يٓى نًُغ ْزِ انًضبػفبث نزنكبسخئصبل انشحى ب

)فٙ انخؼهًٛٙ  انبخٕل  شٚج ْزِ انذساست فٙ يسخشفٗأص - :انؼًم ٔطشقُبث انؼٛ . حٕل حضى ْزِ انًشكهت انصحٛت انخطٛشة

بًب فٙ رنك  0200خالل ٕٚنٕٛ  0202يٍ َٕٕٚٛ  سصؼٙ بأرش لٛبسّٛ انًشضٗ كذساستٔسظ يحبفظت دٚبنٗ يٍ خالل دساست سضالث 

بٍٛ صًٛغ انٕالداث كبَج  انًشًٛت  انخصبق حذٔد انذساست أظٓشث -انُخبئش :   . انًشًٛت انخصبقًٛغ انًشضٗ انزٍٚ ٚؼبٌَٕ يٍ ص

انهٕاحٙ  ْؤالء انُسبء  ( بٍٛ انٕالداث انًٓبهٛت انطبٛؼٛت ٔانؼًهٛبث انمٛصشٚت ػهٗ انخٕانٙ ٔأكزش ب0ٍٛ..2(، )2.00( ٔ )2.00)

بًُٛب   Oهت انذوفصٛ يٍ انًشضٗ ٚحًهٍ ٪(65.55) أظٓشث انذو  ٚخؼهك بفصٛهت  فًٛب . ٪(08.88ًب فٕق )ف نذٍٚٓ ٔالدحٍٛ سببمت

 ؼاللت بٍٛ انخصبق انًشًٛت يغ انًشًٛت انًخمذيتٔكبٌ ان . ػهٗ انخٕانٙ B  ،A ٔAB٪( ب8.88ٍٛ٪(، )05.55٪(، )08.8كبٌ )

، بًُٛب انُٕع انشابغ انزبنذ  ُٕع٪( ان05.55انزبَٙ، ) نُٕع٪( يغ ا02فٙ حٍٛ كبَج ) يٍ حمذو انًشًٛت األٔل ُٕع ٪( يغ ان02)

٪( يٍ بٍٛ أٔنئك انزٍٚ نذٚٓى 5.55.ٔ) َسبت انُسبء انهٕاحٙ نذٍٚٓ حبسٚخ صشف انشحى االنٙ  كبَج ٪(05.55) .%( 08.8)كبٌ

ػٕنضج بٕاسطت يهٙء انشحى ببنشبش ٪( 55.65) طشٚمت ػالس انخصبق انًشًٛتفًٛب ٚخؼهك ب. حبسٚخ يٍ أيشاض انخٓبببث انحٕض

 . بسخئصبل انشحىب ػٕنضج٪( 08) بًُٛبمٛصشٚت انؼًهٛت ان ارُبء انًؼمى ٔخٛبطت اربس انخصبق انًشًٛت داخم انشحى

ٔػالس انخصبق انًشًٛت كبٌ  نخٓبببث انحٕضانؼًهٛبث انمٛصشٚت انسببمت ٔا يغ كبٌ أكزش شٕٛػب انًشًٛت  انخصبق -انخالصت: 

 . يٓى نهحذ يٍ انًضبػفبث نحبنت انخصبق انًشًٛت انخشخٛص انًبكش -انخٕصٛت:  . سخئصبل انشحىبب

  دٚبنٗ،  انًخمذيتٕالدة انمٛصشٚت، انًشًٛت ، انَسبت االصببتانًشًٛت ،  انخصبق - انذانت:هًبث انك

   

 


