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Placenta Praevia and Accreta and its Relationship with Previous 
Caesarean Section 
 

SAIMA JAVAID.  TAHIRA YASMEEN 
 

ABRSTRACT 
 

Objective: A prospective study was undertaken to determine the relationship between placenta 
Previa, previous caesarian section and placenta praevia accreta. 
Setting and duration:  A study was conducted in one year from January 2010 to December 2010  
Results:  Total number of patients who delivered was 4120 out of which 185 patients had previous 
history of cesarean section (previous1 or 2more). Total 42 patients had major degree of placenta 
praevia (type iii, iv). 28 patients of placenta praevia were those who have no previous caesarean 
section or unsacred preavauterus and 14 patients had previous caesarean section.  Placenta praevia 
incidence turned out to be 7.56% in cases of previous caesarean section and (0.73%) in cases of 
unscarred uterus. In patients with placenta previa and previous caesarean section 9(64.2%) compared 
with 39(10.7%) were having placenta accreta. There was only one maternal death in placenta praevia 
with unscarred uterus group. 
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INTRODUCTION 
 

The rate of caesarean section is increasing in most 
countries, however the long term maternal morbidity 
and obstetric future of women who have had previous 
cesarean section need further evaluation.   

An attempt has been made to determine the 
relationship of previous caesarean section with 
development of placenta praevia and accreta. 
Bender

1
 first suggested that uterine scar could 

predispose the mother to the development of 
placenta praevia in subsequent pregnancy. Recent 
studies by Clark et al

2
 and Rose & Chapman

3
 have 

confirmed the significant relationship between 
placenta praevia and previous caesarean section. 
Placenta praevia is strongly associated with placenta 
accreta. The incidence of placenta accreta is as high 
as 67% in patients with placenta praevia and multiple 
previous c/s

2
. This association of placenta praevia 

and accreta with previous caesarean section is a 
cause of concern, especially in our setup where rate 
of caesarean sections is increasing because of 
referral of patient in critical condition and this 
relationship has further compounded the risk of 
caesarean hysterectomy with its catastrophic 
morbidity and mortality.  

The sequence of previous caesarean section, 
placenta praevia, placenta accreta and possible 
hysterectomy is of great concern in Pakistan, where 
social preference is for a large family. This 
phenomenon is further compounded by increasing 
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caesarean section rate in Pakistan which is 64.7% in 
a study done by Haider et al

15
. 

 

MATERIAL AND METHOD 
 

A study was conducted between January 2010 to 
December 2010. Total number of women delivered 
was 4120, in Nawaz Sharif Social Security Hospital in 
Gynecology & obstetric department. There were 3835 
women who delivered without any previous Cesarean 
section. while 185 women had previous one or more  
caesarean section. Out of these 185 women, 105 had 
previous 1 caesarean section and 80 had previous 2 
or more caesarean section.  
Inclusion criteria: Patients who fulfilled the following 
criteria were included in the study 
1. Patient with placenta praevia and current 

 delivery by caesarean section. 
2. Previous caesarean section and current delivery 

by caesarean section because of placenta 
praevia 

3. Placenta praevia diagnosed by USG  and 
confirmed at the time of caesarean section 
intraoperatively. 

Exclusion criteria: 
1. Cases of previous caesarean section with 

placenta praevia diagnosed   by ultrasonography 
but intraoperatively placenta was in upper 
segment   

2. Cases of marginal and low lying placenta praevia 
diagnosed on ultrasonography but  delivered 
vaginally.  
Ultrasonography is routinely done for most of the 

antenatal patients between 16 & 22 weeks of 
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gestation. Earlier scan would have been performed 
on patients with history of vaginal bleeding. Patients 
with placenta praevia were followed by repeat 
abdominal USG except for those who presented in 
emergency with heavy per vaginal bleeding giving no 
time for ultrasonography. 

The patients with placenta praevia were admitted 
to the hospital after 24 weeks of gestation, whenever 
required because of history of per vaginal bleeding. 
Maternal and fetal conditions were assessed 
regularly after admission and on OPD basis. The 
main intraoperative findings which were noted and 
filled in proforma were amount of blood loss, 
intraoperative hypotension (systolic less than 70 
mmHg) major artery ligation or hysterectomy during 
caesarean section or during reexploration. Major 
complications such as oliguria, injury to bladder and 
maternal death were analyzed. 

Placenta accreta is a general term for morbidly 
adherent placenta. The diagnosis of placenta accreta 
is made on the basis of difficulty on removal of 
placenta from uterine wall, making it possible to 
remove piecemeal or preventing complete removal 
and causing severe haemorrhage, even in the hands 
of experienced obstetricians. The diagnosis, 
therefore is clinical one, except in case of 

hysterectomy, when specimen was sent for 
histopathology and confirmed the diagnosis of 
morbidly adherent placenta to the uterine connective 
tissue or myometrium with the absence of intervening 
decidua. Three groups of patients with placenta 
praevia were compared  
1. Placenta praevia with no previous C- section. 
2. Placenta praevia with  prior C-section. 
3. Placenta praevia accreta and prior C- section. 
 

RESULTS 
 

During one year period of Jan 2010 to Dec 2010, 
total 4120 women delivered at NSSH.3835 women 
with unscarred uterus, while 185 women had 
previous caesarean section. In a series of 3835 
patients 28(0.73%) underwent caesarean section 
because of placenta praevia but with no history of 
previous caesarean section. 7.56% (14/185) placenta 
praevia with previous caesarean section which is 
higher as compared to placenta praevia and 
unscarred uterus  (table 1). As the number of 
caesarean section increases, the incidence of 
Placenta praevia also increases. In my study it is 
5.71% in case of previous 1 cesarean section to 10% 
in case of previous 2 more caesarean section.  

 
Incidence of placenta Praevia and placenta accreta 

Deliveries No  Placenta praevia including Accreta  Placenta Accreta  P - value 

Total 4120 42 (1.01%) 12 (28.5%) 0.012  

Unscarred uterus  3835 28 (0.73%) 3 (10.7%)  

Previous CS 185 14 (7.56%) 9 (64.2%)  

Previous 1 105 6 (5.71%) 1 (16.6%)  0.124 

Previous 2 or more 80 8 (10%) 8  (100%)   
 

There was a significant association between the outcome and the history of previous section (p –value< 0.005), 
but the outcome was independent of the number of CS,(p –value > 0.05) 
 

Complications related to placenta praevia (P value 0.003) 

Complications No previous CS Pervious CS 

Haemorrhage  4 (14.28%) 10 (71.42%) 

Intraoperative hypotension 2 (7.14%) 6 (42.85%) 

hysterectomy  2 (7.14%) 4 (28.57%) 

Re-exploration 1 (3.57%) 0 (0%) 

Maternal Death 1 (3.57%) 0 (0%) 

No complication  18 (64.29%) 3 (21.42%) 

Total 28 (100%) 14 (100%) 

 

The risk of placenta accreta also increases with 
increasing number of caesarean section The range is 
10.7%in case of unscarred uterus to 64.24% in case 
of patient with previous 2 or more cesarean section. 
Although the incidence of placenta praevia was 
higher  with increased maternal age & parity there 
was no significant difference in age and parity 
distribution with in groups of placenta previa, 
placenta previa with previous c/s and placenta previa 
accreta. Those having placenta praevia accreta and 

previous caesarean section had the lowest mean 
gestational age ,indicating  early onset of ante partum 
haemorrhage in these cases. Obstetrical 
hysterectomy was performed in these cases due to 
severe, uncontrolled post partum haemorrhage. It 
was performed for 2 cases (2/28--7.14%) of placenta 
peravia with unscarred uterus and 4 cases (4/9-
44.4%) of those having placenta previa with previous 
CS. There was a significant risk of haemorrhage 
requiring blood transfusion, intraoperative 
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hypotension and hysterectomy in a group of placenta 
previa accreta and prior caesarean section as 
compared to group of placenta praevia with no prior 
caesarean section. One maternal death is due to 
severe post partum haemorrhage in placenta praevia 
group with unscarred uterus.  
 

DISCUSSION 
 

When placenta is partly or completely implanted in 
lower uterine segment, it is called placenta praevia

4
. 

It is one of the main causes of vaginal bleeding in the 
third trimester. This is not a common pregnancy 
complications as 1in every 2500 pregnancies may 
have placenta  praevia

5
 there is strong association 

with previous caesarean sections
6,7,8

 high parity
9
 

advanced maternal age
10

 history of previous  
caesarean section

11
 and placenta praevia history in 

previous delivery
12

.  
 The rate of Caesarean section is increasing  in 
most countries, in Pakistan one study by  Haider et al 
shows 64.7%

15
. However, long term maternal 

outcome  and obstetric future of women with previous 
cesarean section need further evaluation

13,14
.  

 Placenta praevia is strongly associated with 
placenta  accreta, recent reports suggest a frequency 
per delivery between 1-2500 and 1-1100

16,17,18
.  

My study showed 7.5% risk of placenta preiva 
with previous caesarean sectin. Another study in 
Ganga Ram Hospital has shown frequency of 
placenta previa previous caesarean section to be 
21.5%

19
. Many studies conducted around the world 

has shown 2 to 5 fold increase risk of placenta 
praevia with previous history of caesarean 
section

20,21
. 

 This sequence of previous of caesarean 
section,placenta praeive,placenta accreta and 
possible hysterectomy is of great concern in 
Pakistan,where the social preference is for a large 
family size. The phenomenon  is further compounded 
by progressive  increase in caesarean section rate 
9.9% 1985 to 67% in one study in Pakistan. 
Incidence of placenta praevia accreta with previous 
caesarean section is 64.24% which is quite high as 
compared to 10.21% Leung

3
, 15% by clark SL

25
 and 

35% by clark et al
2
 and 16% by Nelson et al

22
. 

The higher incidence of placenta accreta with 
previous caesarean section in my study is considered 
to the related to increasing awareness of 
condition,the diagnostic criteria being clinical and 
prospective nature of the study made us more 
conscious about the diagnosis of the condition. 
Histological documentation of abnormal implantation 
is desirable, but can not be obtained without 
 

hysterectomy and it was confirmed in all 4 cases of 
placenta praeiva accreta. The risk of placenta previa 
accreta with previous caesarean section is well 
documented and risk increases with increasing 
number of cesarean section

 24, 25, 26
. My study shows 

100% of placenta accreta with 2 or more CS 
compared with 3(10.7%) in case of unscarred uterus. 
This is because of complete absence of decides 
basalis over the scarred area of uterus. This 
association of placenta previa accreta and previous 
caesarean section is particularly important cause of 
caesarean hysterectomy, 2(7.19%) in case of 
placenta previa with unscarred uterus and 4(28.57%) 
in case previous caesarean section including 
placenta previa accreta. 

This is inspite of the fact that obstetric 
hysterectomy is a procedure which impairs fertility 
and in Pakistan, trend is towards large family 
because of social reason and high neonatal mortality 
rate. The risk of obstetrical hysterectomy is 
significantly increased because of excessive post 
partum haemorrhage and presence of placenta 
accreta

27
. The overall incidence of hysterectomy for 

placenta previa accreta is 50% in Bermingham
28

, 
64% in Kuwait

29
 and 55% in Italy

30
 

In my study rate of obstetric hysterectomy is 
high because of high incidence of placenta accreta 
with previous caesarean section and high incidence 
of post  partum haemorrhage, low reserve of 
multiparous patient and less then ideal blood 
transfusion facilities, low socio economic labour class 
patients.  

Conservative approach leading to disseminated 
intravascular coagulation is avoided. Conservative 
approach has high incidence of re-exploration and 
then obstetrical hysterectomy is always difficult to 
perform at that stage with poor blood reserve. There 
is one maternal death of grand multipara because of 
post partum haemorrhage with uterine atony and 
intra operative hypotension leading to irreversible 
shock and death. Placenta accreta is one of the 
feared complication which increases maternal 
morbidity and mortality. Five out of 6 maternal deaths 
in Hibbard’s

31
 series of placenta previa are due to 

placenta accrete. Sturdee and Rushton
32

 found the 
combination of a placenta praevia and previous 
caesarean section very risky. 37% of patient of 
placenta accreta had previous caesarean section. 

In a series of Clark et al
2
 82% of patients had 

placenta previa accreta with previous caesarean 
section and they underwent hysterectomy. Another 
study by Abu-Heija et al reported peri partum 
hysterectomy in 41.2% of case due to abnormally 
adherent placentation

33
.  
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CONCLUSION 
 

Placenta pravia is high risk obstetrical condition. Its 
incidence is increasing because of high parity, 
increasing maternal age and high incidence of 
elective and emergency caesarean section. In view of 
this these women with placenta previa should be 
managed with appropriate precautions. They need 
elective caesarean section, an experienced surgical 
team led by a senior obstetricians, anesthetist, 
experienced assistants who have the experience to 
deal with a major surgery including caesarean 
hysterectomy in collaboration with pathologist/ 
haemologist, blood transfusion, resuscitation and 
intensive care team. So this obstetrical emergency 
should be dealt in tertiary care centre which should 
be equipped with all these facilities.  
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