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Abstract : Placenta accreta is an abnormal form of placentation in which the chorion villi attaches or invades abnormally through
a defect in the basal decidua causing a possible failure of placental detachment from the uterus followed by heavy post-partum
hemorrhage.1 Lately, there has been an increase in the incidence of placenta accreta at Rumah Sakit Umum Pemerintah Haji
Adam Malik Medan (RSUP HAM). However, up to now, there are no data on prevalence, patient characteristics, risk factors or
management of placenta accreta events in the province of North Sumatra.The design of this study is a descriptive study with
a case series design that is women diagnosed with placenta accreta. The research sample is a part of the population that fulfills the
inclusion and exclusion criteria. The sample size in this study is 50 patients diagnosed with placenta accreta to be taken with
the total sampling technique registered in the medical record of RSUP Haji Adam Malik Medan from May 2017 to June 2019.
The total number of patients diagnosed with placenta accreta from May 2017 to June 2019 (2 years) was 50 patients (100%), with
the most periods being June 2018-June 2019 totaling 40 patients (90%), then the period May 2017 - May 2018 numbered 10
patients (10%). The total number of patients diagnosed with placenta accreta from May 2017 to June 2019 (2 years) was 50
patients, with the most period being June 2018-June 2019 totaling 40 patients, then the period May 2017-May 2018 amounted to
10 patients. Based on age, 29 samples were aged 20-35 years, with parity, the majority were multigravida by 42 people. Based on
gestational age, as many as 31 samples were between 34-37 weeks of pregnancy. For the history of antenatal care (ANC) the
majority of samples did in external hospitals as many as 44 people, based on the history of C-section it appears that the majority
of 31 samples lived 2 times. 43 samples never experienced abortion. 37 samples underwent Total Abdominal
Hysterectomy (TAH) and 13 samples underwent conservative measures. 50 samples gave birth to live infants, while the majority
of babies born weighed between 2500-4000 grams as many as 38 babies. Based on the Placenta Accreta Index (PAI) Score, it
appears that 22 samples had scores >4-<6. 48 samples underwent elective surgery while only 2 samples underwent emergency
surgery. Based on anatomic pathology examination, it appears that 29 samples were placenta accreta, 18 samples were placenta
increta and 3 samples were placenta percreta.
Keywords : Placenta accreta, analysis of the incidence, pregnancy.
INTRODUCTION
Placenta accreta is an abnormal form of placentation in which the chorion villi attaches or invades abnormally through a
defect in the basal decidua causing a possible failure of placental detachment from the uterus followed by heavy post-partum
hemorrhage.1 The use of the term placenta accreta is often confusing among clinicians, especially when distinguishing placenta
accreta from placenta creta, which is caused by the absence of international consensus in nomenclature.2 Therefore, the term
Accreta Placenta Spectrum is often used in a more general discussion.2
Placenta accreta is actually a rare complication, where the incidence rate is around 1 in 3.000-5.000 deliveries, however,
the incidence is increasing directly proportional to the increase in labor rates in the c-section.3,4,5 The current incidence rate of
placenta accreta in the world ranges from 1 in 540 to birth.6,7 However, up to now, there is no exact data on the incidence in
Indonesia.
The two main risk factors for placenta accreta are placenta previa and a history of previous uterine surgery.1,8 Cases that
cause injury to the uterine wall are important factors, because implantation of the placenta at the site of the previous uterine scar
has a high risk of
developing placenta
accreta. Other risk factors such
as
hypertension
disorders
in pregnancy,
smoking, pregnancy by means of in vitro fertilization (IVF), and a history of recurrent abortion are factors associated with risk of
a higher incidence of placenta accreta.9
Placenta accreta is a life-threatening condition in which all or part of the placenta is attached to the uterine wall.10,11 If there
is placenta accreta, there is a possibility of failure to release the placenta from the uterus followed by heavy postdelivery bleeding . Maternal morbidity and mortality rates due to placenta accreta require special attention to health
services. Early diagnosis is an important point in reducing the risk of bleeding and maternal death.12
Lately, there has been an increase in the incidence of placenta accreta at RSUP HAM. But to date, data have not been
found either prevalence, patient characteristics, risk factors or management of the incidence of placenta accreta in the province of
North Sumatra. Haji Adam Malik General Hospital was chosen, because RSUP HAM is a referral center hospital in North
Sumatra province, so it is expected that patients diagnosed with placenta accreta who came to RSUP HAM can represent the
whole picture of placenta accreta patients. By analyzing patient data, cases of placenta accreta were found at Haji Adam Malik
General Hospital, so that this data can be used by clinicians to be able to predict patients with high risk factors and be able to
prevent and reduce morbidity and mortality rates of pregnant women with placenta accreta.
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METHOD
The design of this study is a descriptive study with a case series design that is women diagnosed with placenta accreta. The
study was conducted at the RSUP H Adam Malik Medan and conducted in December 2019, placenta accreta medical record data
was taken from May 2017 to June 2019 the sample size in this study were 50 patients diagnosed with placenta accreta to be taken
with the total sampling data technique.
The data used is the medical record of all obstetric patients enrolled at Haj Adam Malik General Hospital that has met
the inclusion and exclusion criteria. The data is then recorded and grouped according to the variables used.
RESULTS
In this study, delivery termination method was found in RSUP. HAM in the period May 2017 to June 2019 with a total
of 1082 cases by vaginal delivery totaling 328 cases and 754 cases of operation, of which 754 cases 68 cases were pregnancies
with placenta accreta. From 68 samples, 50 samples fulfilled the inclusion criteria which will be explained in the table below and
18 excluded samples were reviewed from incomplete PAI score data and incomplete anatomic pathology data. Of the 18 samples
of the exclusion criteria, the highest age group was 25-30 years, with 12 people based on parity. The highest number was
multigravida, 12 people. Based on gestational age, the highest age was 34-37 weeks, 13 people, based on the history of antenatal
care found the most from outside hospitals with a total of 15 people, based on the history of cesarean section found the most is a
history of surgery twice as many as 12 people, based on the history of abortion found the most is with a history of never having
abortion with the number 16 people, in terms of management found the most is a hysterectomy group with a total of 16 people,
based on the termination plan found the most with an elective plan of 15 people, based on infant outcomes there are 3 dead babies
and 15 live babies with the highest birth weight a lot that is 2500-4000gr with 13 babies

Period

Table 1. Number of cases by year diagnosed placenta accreta
Amount (n)
Percentage (%)

May 2017- May 2018

10

10

June 2018 - June 2019

40

90

Total

50

100%

Found that the total number of patients diagnosed with placenta accreta from May 2017-June 2019 (2 years) was 50
patients (100%), with the most periods being June 2018 - June 2019 totaling 40 patients (90%), then the period May 2017 - May
2018 numbered 10 patients (10%).

Variable

Table 2. Characteristics of Research Samples
Amount (n)
Percentage (%)

Age
<20 years old
20 - 35 years old
> 35 years old
Parity
Primigravida
Secundigravida
Multigravida
Grandemultigravida
Age of Pregnancy
<34 weeks
34 - <37 weeks
≥ 37 weeks
Antenatal Care
Hospital Adam Malik
Hospital Outside
C-Section History
1x
2x
≥ 3x
Abortion history
Never
1x
2x
≥ 3x
Management
TAH
Conservative
Accrual Placenta Index Score
> 1 - <4
> 4 - <6
>6-9
JETIR2003156

0
29
21

0
58
42

0
7
42
1

0
14
84
2

1
31
18

2
62
36

6
44

12
88

15
31
4

30
62
8

43
6
1
0

86
12
2
0

37
13

74
26

14
22
14

28
44
28
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Termination Plan
Elective
Emergency
Histopathology
Aceta
Increta
Percreta
Weight Infants
1000 - <2500 gr
2500 - 4000 gr
> 4000 gr
Baby's Condition
Life
Died
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48
2

96
4

29
18
3

58
36
6

12
38
0

24
76
0

50
0

100
0

Found in the characteristics of the age most found is the age group of 20-35 years which amounted to 29 people (58%),
then in the age group >35 years totaled 21 people (42%). Based on parity, the most common number found in multigravida was
42 people (84%), and then followed by secundi gravida totaling 7 people (14%) and grandemulti gravida totaling 1 person (2%).
Based on gestational age, the most number was 34-37 weeks gestational age group with 31 people (62%), followed by
gestational age group >37 weeks totaling 18 people (36%), and <34 weeks totaling 1 person (2%) .
Based on the Antenatal Care visit list, it was found that the most were referrals from outside hospitals totaling 44 people
(88%), while those of Haji Adam Malik General Hospital alone consisted of only 6 people (12%). Based on the previous CSection history , it was found that the most number was with a C-Section history of 2 times with a total of 31 people (62%),
followed by a history of C-Section 1 times with a total of 15 people (30%) then with a history of C- Section more than 3 times
totaling 4 people (8%).
Based on the history of abortion found the most number is the group that has never experienced abortion numbered 43
people (86%), followed by a history of abortion 1 time amounted to 6 people (12%), and history of abortion 2 times amounted to
1 person (2%).Based on the management principle, the management of total abdominal hysterectomy (TAH) was the most
numbered in the management of 37 people (74%), followed by conservative management of 13 people (26%).Based on the
Placenta Accreta Index score, it was found that the most scores were >4-<6 totaling 22 people (44%), and scores >1-<4 totaling
14 people (28%), scores >6-9 totaling 14 people (28 %).Based on the termination plan, the most patients were found in the
elective group with 48 people (96%), while the emergency group numbered 2 people (4%). Based on the type of histopathology
examined, the type of placenta accreta was the most with 29 (58%), followed by placenta increta totaling 18 (36%), and placenta
percheta 3 (6%).Based on the output of babies born, it was found that the most babies weight was 2500-4000 gram baby weight
group with 38 babies (76%), then followed by <2500 gram baby weight with 12 babies (24%), and in the baby's condition those
born were found alive as many as 50 babies (100%), none of them died after termination.
DISCUSSION
Placenta accreta is defined as an abnormality of trophoblast invasion in part or the entire placenta in the uterine
myometrial wall. The placenta accreta spectrum, formerly known as morbidly adherent placenta, refers to
the pathological attachment range of the placenta, including placenta increta, placenta percreta, and placenta
accreta. Maternal morbidity and mortality can occur due to massive and sometimes life-threatening bleeding, which often requires
blood transfusion.
The maternal mortality rate is increased in women with placenta accreta spectrum. The most common risk factors
are placenta previa and a history of previous C-section labor. In a systematic review, the incidence spectrum of placenta accreta
increases of 0 , 3 % in women with a history of cesarean deliveries to be 6.74% for women with a history of five or more
delivery C-section.31 In previous studies, it appeared that all patients with a history of C-Section in which as many as 31 samples
(62%) went through it twice, followed by 15 people with a history of once (30%) and only 4 samples (8%) who had more than 3
time. In line with the study by Slaoui, where among the 6 cases studied all patients had undergone C-section (100%) with 50%
undergoing cesarean section 3 times, 33.3% 2 times and 16.7% only underwent it once. The study shows that the level
of incidence of this anomaly increases with the number of a history of C-section before.
Data from this study found 29 people (58%) of samples aged between 20-35 years and 21 people (42%) aged over 35
years, in the study by Slaoui, 4 of the 6 samples studied were over 35 years of age (66.6 %) and the rest between 20-35 years old
(33.4%).32 Analysis univariate shown that women with placenta accreta tend to have an older age, young gestational age and
higher gravidity compared with controls (P <0.001). In addition, placenta accreta was identified as being associated with a history
of abortion, an injured uterus and a higher frequency of placenta previa (P <0.001).
According to Usta et al, one of the risk factors that cause placenta accreta is placenta previa and maternal age over 35
years.27 And this is in line with Rambei's study, that placenta previa will occur with increasing age of mothers with more than 30
years of age at risk of experiencing placenta previa 2 , 6 times and developing 3 times greater than in women under the age of 20
years. This is due to an endometrial condition whose vascularization decreases so that blood flow to the endometrium is
disrupted.31 Kionodo also mentioned that increasing maternal age will cause perfusion and infarction of the placenta due to
changes in the uterine wall so that changes in placental size cause the growth of the placenta to widen to the lower uterine
segment and cover part or all of the internal uterine ostium.34 This is also in line with Garmi's research, that the median maternal
age for placenta accreta is 34 years.4
According to Singh et al, multiparity is one of the risk factors that cause placenta accreta. 3 Furthermore, other studies
show multivariate regression analysis showing maternal age (OR = 1,268, 95% CI: 1,143-1,406, P <0.001), gravidity (OR =
3,435, 95% CI: 1,413-8,350 for 2 times, P = 0.006 ; or = 9.643, 9 5% CI: 3,901- 23 838 to 3 times, (P <0.001) and the
placenta lies low (OR = 15 952, 95% CI: 4701-54127, P <0.001) were independent risk factors for placenta accreta.35 In line with
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this study, it appears that the majority of the sample were multigravida by 42 people (84%) with an average sample of 31 people
(62%) at gestational age between 34-37 weeks. However, no clear correlation was found between the occurrence of placenta
accreta and the occurrence of multiple abortions (OR = 2,757, 95% CI: 0.679-11.184, P = 0.156), uterine scar (OR = 0.573, 95%
CI : 0.184-1.7 88, P = 0.338) and hypertensive disorders (OR = 1.395, 95% CI: 0.368-5291, P = 0.624) which is consistent with
this study that the majority of the sample (86%) had never experienced an abortion. 35
From this research the list of visits Antenatal Care, found that most of the referrals from hospitals outside amounted to 44
(88%), while the patients RSUP HAM alone amounted to only 6 (12%). This is in line with Sofiah et al., The referral system
algorithm from placenta accreta itself which must be managed multidisciplinary or a senior team of obstetric specialists,
anesthesiologists, and urology team found in tertiary hospitals, therefore patients found in this study are mostly referred from
home outside pain.7
For the final results, 50 samples (100%) with live births were seen while for the baby's weight the majority of babies
with a range of weight between 2500 - 4000 grams were 38 babies (76%) and 12 babies were found to weigh <2500 grams (
24%). The discovery of the baby weight <2500 grams in this study are consistent with the study by Zhang shows
neonates were born from pregnancies with placenta accreta has a birth weight were significantly lower (3022.27 ±
607.14 vs 3341.09 ± 444.05 control) , 5 minutes Apgar score first low and the incidence of neonatal asphyxia were
higher when compared with controls.36
The diagnosis is definitive is in histopathology where no finding of cleavage zone between the placenta and myometrium
making the delivery becomes difficult and even impossible.32 When an anatomic pathology examination was performed, it
appeared that 29 positive samples of placenta accreta (58%) and the remaining 18 (36%) included placenta increta and 3 (6%)
included placenta percreta (42%). In a study by Samosir, found 21 patients with a history of cesarean section, 10 (47.6%) of them
were proven histophatologic with an abnormally invasive placenta.37
According to Sofiah, the alleged diagnosis of placenta accreta can be made from a combination of ultrasonographic findings
and confirmed by clinical and histopathological findings.7 All patients studied in this study had undergone a hysterectomy and
some conservative measures then the diagnosis of placenta accreta was confirmed by histopathological examination.
The first-line management of placenta accreta is hysterectomy, but now with advances in surgical and hemostatic
techniques, it increases the prognosis of postpartum hemorrhage and allows clinicians to experiment with conservative
treatment. Conservative care must be applied carefully and in an appropriate infrastructure to enable the maintenance of
fertility and reduce maternal-fetal morbidity and mortality.32 In line with this study, management with TAH was prioritized with
37 patients (74%) and only 13 samples with conservative care (26%).
Based on the Natural Sciences Score, it appears that 22 samples (44%) are in scores >4-<6 and the remaining 14 samples
(28%) with scores >1-<4 and 14 samples (28%) with scores> 6-9. Placental Accreta Index (PAI) is proposed to predict an
individual's risk for placental attachment abnormalities using a 2-D color Doppler sonographic examination. The evaluation
system PAI improve diagnostic accuracy by 80 is 3 %. The implementation of the PAI scoring system significantly increased
the sensitivity of the ultrasound diagnosis (34% to 60%, p < 0.005). Specificity, positive predictive value (PPV), and Negative
Predictive Value (NPV) were also higher using the PAI score of 100%, 100%, 55% respectively. The area under the ROC curve
(AUC) of the score IPA to predict placenta accreta is 0.774 in the case without a previous cesarean , and 0,794 with at
least one cesarean delivery before, and these results are lower than ever reported before (0.87). PAI score >4 is able to
predict 100% abnormalities invasion of the placenta in patients with at least 1 cesarean before.35 Research by Samosir shows the
cores of the AJOG placenta accreta index have a sensitivity of 70%, a specificity of 81.8%, a positive predictive value of 77.8%, a
negative predictive value of 75%, and an accuracy of 0.762 to diagnose invasive abnormal placenta.37
When classified by type of operation, it appears that 48 samples (96%) underwent elective surgery while only 2 samples
(4%) underwent emergency surgery. This is in line with Singh's research, that in the event of placenta accreta it is better to plan
elective surgery to prevent other complications that can endanger the mother's condition, namely the amount of bleeding that can
occur and adhesions that arise.3 The algorithm of management systems in Surabaya also suggests that elective surgery is
performed at 34-36 weeks' gestation and in a team multidisciplinary approach.38
CONCLUSION
The total number of patients diagnosed with placenta accreta from May 2017 to June 2019 (3 years) was 50 patients,
with the most period being June 2018-June 2019 totaling 40 patients, then the period May 2017-May 2018 amounted to 10
patients. Based on age, 29 samples were aged 20-35 years, with parity, the majority were multigravida as many as 42
people. Based on gestational age, as many as 31 samples were at gestational age between 34-37 weeks. For the history
of antenatal care (ANC) the majority of the sample did it in outside hospitals as many as 44 people, based on the history of the Csection it appears that the majority of 31 samples lived 2 times. 43 samples never experienced abortion. 37 samples
underwent Total Abdominal Hysterectomy (TAH) and 13 samples underwent conservative measures. 50 samples gave birth to
live infants, while the majority of babies born weighed between 2500-4000 grams of 38 babies. Based on the IPA score, it
appears that 22 samples had scores >4-<6. 48 samples underwent elective surgery while only 2 samples underwent emergency
surgery. Based on anatomic pathology examination, it appears that 29 samples were placenta accreta, 18 samples were placenta
increta and 3 samples were placenta percreta.
.
SUGGESTION
Researchers hope the results of this study can be beneficial for the progress and optimality of diagnosis and treatment in
terms of the placenta accreta spectrum, so as to reduce morbidity and mortality rates in pregnant women suffering from placenta
previa suspicious of placenta accreta. One of the most important risk factors for placenta accreta is prior C-section history. For
this reason, doctors are expected to be able to reduce the number of C-section actions and perform these actions according to clear
indications. In addition, the researchers hope that future research can be conducted with a larger sample and more specific
characteristics on this topic so that it is expected to perfect this research and provide precise and straightforward information to
the public and clinicians.
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