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 Placenta accreta describes various types of 
abnormal placentation, when chorionic villi attach 
directly to or invade the myometrium [1]. This is a 
significant cause of maternal morbidity and 
mortality and is the most common reason for 
emergent postpartum hysterectomy.   Major risk 
factors for PA are placenta previa and previous 
caesarean section. 

 The number of patients is increasing, therefore 
accurate early prenatal identification of abnormal 
placentation is of paramount importance for 
optimal obstetric management.



- Homogeneous intermediate signal intensity on T2WI
- Placental septi are subtle, thin and regular
- Myometrium has triple-layered appearance  and thickness diminishes with pregnancy
- Normal placental vascularity is seen as numerous flow voids under placenta
- Normal gravid uterus is pear-shaped and has a smooth contour 



Normal position of the placenta is when 
the lower margin is noted at least 2 cm 
away from the internal cervical os. 

Placenta previa describes abnormally low 
position of the placenta and is divided into 
four types:  
1. low-lying placenta - lower placental 
margin is within 2 cm from the internal os
2. marginal previa – lower placental 
margin extends to the internal os, but does 
not cover it 
3. complete previa - placenta completely 
covers the internal os
4. central previa - midportion of the 
placenta completely covering the internal 
os.

T2W sagittal
Placenta complete previa



Placenta accreta describes various types of abnormal 
placentation, and is classified on the basis of the depth of 
myometrial invasion:  into accreta vera, increta and percreta

Placenta accreta vera - when villi are in contact with 
myometrium, but do not invade it. This is the mildest form 
Placenta increta - when villi partially invade the 
myometrium. 

Placenta percreta is seen when villi penetrate through entire 
myometrial thickness or beyond the serosa. This is the most 
severe form



 Dark intraplacental bands on T2WI –low signal 
intensity linear or nodular areas extending from 
the placenta-myometrium interface within the 
placenta

 Heterogeneity of the placenta

 Abnormal disorganized placental vascularity

 Uterine bulging or disruption of normal pear-
shaped uterus

 Focal interruptions or extension through the 
myometrium 

 Tenting of the urinary bladder



Placenta complete previa.
Heterogeneous signal intensity of the placenta,  dark intraplacental bands (arrow) 
and focal interruptions of the myometrium 



 Increasing number of patients with caesarean sections 
results in higher prevalence of placenta accreta. The 
clinicians should be aware of that condition and its 
imaging features. Accurate early identification is 
paramount for optimal obstetric management. 

 Although ultrasound remains the primary diagnostic 
tool for the diagnosis of abnormal placentation, the role 
of MRI has been increasing, especially when 
ultrasound findings are ambiguous. Knowledge of MRI 
appearances of normal and abnormal placentation is of 
great importance for accurate diagnosis of placenta 
accreta.

 The most reliable MRI findings of placenta accreta
include: heterogeneity of the placenta, dark 
intraplacental bands and uterine bulging.
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