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Introduction 

lacenta previa refers to the presence of placental tissue 

that extends over the internal cervical os (ACOG, 2002). 

Placenta previa and placenta accreta are associated with 

high maternal and neonatal morbidity and mortality (silver, 

2015). 

The rates of placenta previa and accreta have increased 

and will continue to do so as a result of rising rates of caesarean 

deliveries, increased maternal age and use of assisted 

reproductive technology (ART) (Bowman et al., 2014). 

The estimated incidence of placenta previa at term is 1 

in 200 pregnancies (Silver, 2015).  

Placenta accreta is a histopathological term first defined 

by Irving and Hertig in 1937, as the ―abnormal adherence of the 

afterbirth in whole or in parts to the underlying uterine wall in 

the partial or complete absence of decidua”(Irving and 

Hertig,1937). 

Depending on the depth of villous tissue invasiveness, 

placenta accreta was subsequently subdivided by modern 

pathologists into ‗creta‘ or ‗adherenta‘ where the villi 

adheres superficially to the myometrium without interposing 

decidua; ‗increta‘ where the villi penetrate deeply into the 

uterine myometrium down to the serosa; and ‗percreta‘ 

P 



 Introduction 

 
2 

where the villous tissue perforates through the entire uterine 

wall and may invade the surrounding pelvic organs, such as 

the bladder (Fox et al., 2007). 

Thus, placenta accreta is a spectrum disorder ranging 

from abnormally adherent to deeply invasive placental tissue 

(Luke et al., 1996). 

The current reported prevalence of placenta accreta 

ranges between 1 in 300 and 1 in 2000 pregnancies 

(Benirschke et al., 2012). 

A cesarean delivery is always indicated when there is 

sonographic evidence of placenta previa and a viable fetus 

(Zosmer et al., 2012).  

Advances in antenatal surveillance and early diagnosis 

have led to significant improvements in outcomes associated 

with placenta previa. Current surgical, anesthetic, and blood 

component therapeutics have also greatly improved maternal 

and fetal morbidity and mortality (Lede´e et al., 2001).  

Nonetheless, placenta previa and placenta accreta 

continue to present clinical challenges with many associated 

complications. Hemorrhage remains the major complication 

of abnormal placentation, often necessitating premature 

delivery with its own perinatal impact.
 
Emergent surgical 

intervention due to hemorrhage is associated with multiple 
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risks and may require hysterectomy to control blood loss 

(Kastner et al., 2002). 

The blood supply of the uterus arises from the anterior 

division of the internal iliac artery which gives origin to the 

uterine artery (Pelage et al., 1999).  

However, complex anastomosis between the aorta and 

branches of the internal iliac artery ensure adequate blood 

supply to the uterus such as the anastomosis between the 

ovarian artery which is a direct branch from the aorta and the 

uterine artery. Ligation of these arteries can dramatically 

decrease the blood flow to the uterus and hence arrest 

bleeding (O’Leary, 1995). 

The stepwise uterine devascularization was successful 

as a conservative form of surgical management of placenta 

previa and accrete with preserving the uterus and fertility, 

saving patient‘s life and minimizing major surgical 

interventions in all patients (Palacios et al., 2004). 

Surgical uterine de-vascularization may represent the 

first-line procedure to control persistent hemorrhage during a 

cesarean section (Kelekci et al., 2015). 

Optimal uterine devascularization may necessitate 

multiple arterial ligations; these include bilateral uterine 

arteries (O‘Leary stitch), ovarian arteries and internal iliac 

arteries (Walker et al., 2013). 


