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Abstract: Placenta previa is an obstetric complication that occurs in the second and third trimester of pregnancy. It may 

cause severe feto-maternal morbidities and mortalities to mother and fetus. The risk of placenta previa increases with the 

history of cesarean section. In the presence of these two risk factors (placenta previa and previous cesarean section) incidence 

of placenta accrete spectrum is also increased. The value of making the diagnosis of placenta previa before delivery is 

important to involve for multidisciplinary planning in an attempt to minimize potential maternal or neonatal morbidity and 

mortality so the feto-maternal outcome can be optimized. The aim of the study is to determine the prevalence of placenta 

previa in developing countries like Pakistan and find out its association with scarred and unscarred uterus. It is a descriptive 

cross sectional study. 207 cases of placenta previa were found in six month of period, among them 138 patients were having 

previously scared uterus, and 69 were having previously unscarred uterus. Most patients 35.74% were between 36-40 years age 

group, and presented with gestational age between 32-35 weeks were 53.62%. Mostly found between G5-G7 i.e. 52.65%. 

While frequency of placenta previa in scarred uterus was 66.66% and in unscarred uterus was 32.45%. Association of placenta 

previa with previous four LSCS was found 33.33%. Occurrence of major degree placenta previa was found 18.84% and minor 

was 81.15%. Prevalence of placenta previa was found 5.78%. Strong association was found between placenta previa and 

scared uterus which is highest with previous four. Our objective is to determine the frequency of placenta previa in scared and 

un-scared uterus. To minimize the rate of cesarean section we can reduce the feto-maternal morbidity and mortality, rising 

trend of cesarean section in turn increases the rate of placenta previa. 
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1. Introduction 

Placenta previa complicates 0.3% - 0.5% of all 

pregnancies and is a major cause of third-trimester 

hemorrhage [1]. 

Almost 30% maternal deaths in the Asian population are 

due to major obstetrical haemorrhage in placenta previa, 

especially due to rise in the incidence of caesarean sections 

[2]. 

Significant maternal morbidity in the form of increased 

incidence of fetal malpresentation, cesarean delivery, 

increased blood loss and peripartum hysterectomy have been 

noted in cases of placenta previa and can lead to prolonged 

hospitalization in these women. Premature deliveries can 

occur which lead to higher admission to neonatal intensive 

care unit and stillbirths [1]. 

Traditionally, placenta previa has been classified according 

to the degree to which the placenta encroaches upon the 

cervix in labour, but in recent times, due to easy availability 

of transvaginal ultrasound, types and grades of placenta 

previa have been defined. Along with history, clinical 

examination and ultrasound (transabdominal and 

transvaginal), MRI (magnetic resonance imaging) has been 

used in patients with placenta previa, especially to diagnose 

adherent placenta. It has been speculated that uterine scarring 

due to trauma, infection or surgery lead to endo-myometrial 

junction abnormality causing abnormal vascularization which 
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reduces the differential growth of the lower segment. This 

prevents placental migration as pregnancy advances [1]. 

Factors like advanced maternal age, previous placenta 

previa multiparity, multiple gestation, previous abortion and 

curettage and smoking during pregnancy have also been 

associated with placenta previa [2, 3]. It is obstetric 

complication [4]. 

The estimated global prevalence of placenta previa is 5.2 

per 1000 pregnant women, although there is significant 

variation where by the prevalence was highest among Asian 

population and lower in sub sharan Afriqa studies [5]. 

Diagnosis of placenta previa is made during the second half 

of pregnancy by vaginal and transabdominal sono graphy [6, 

7]. Such abnormal placentation has been observed and show 

relationship with previous cesarean section [8, 9]. Uterine 

scar is major risk factor for placenta previa and its 

complication like accreta increta and percreta etc [10]. 

Cesarean sections constituted 25% of National Health 

Service (NHS) deliveries during 2010, and the rates have been 

rising for both primary and emergency cesarean section [11]. 

The prime factors responsible for neonatal morbidity and 

mortality in case of placenta previa is prematurity [12]. 

The aim of this study was to determine the prevalence of 

placenta previa and frequency of placenta previa in scarred 

and unscarred uterus. 

2. Subject and Method 

A cross sectional survey was conducted for the period of 6 

months from January 2018 to June 2018 in obstetrics and 

gynecology department of, Ganga Ram Hospital, a teaching 

hospital of Pakistan. A non –probability purposive sampling 

techniques was adopted for enrolling the patients of placenta 

previa. Sample size of 207 pregnant females with placenta 

previa with confidence level of 95% and 10% margin of error 

were calculated by WHO manual. 

Patients, fulfilling the inclusion criteria i.e. age of the 

patient was between 20-40 years, gestational age should be 

between ≥ 28 - 40 weeks, gravidity was between G2 ≥ G7, 

type of placenta previa both minor and major, and previous 

cesarean section from previous 1 to previous 4, also the 

patients with unscarred uterus were included. 

Pregnant females with first gravida, second trimester 

bleeding, scar on uterus other than cesarean section like 

myomectomy, and patient with bleeding disorders like 

decreased platelet counts or deranged coagulation profiles 

were excluded. Data was collected from all those patients 

who fulfill the inclusion and exclusion criteria presented in 

outpatient and emergency department of Ganga Ram 

Hospital. Detailed history was taken, regarding age, gravidity, 

duration of gestation, type of placenta previa (minor or major) 

and number of previous cesarean sections in scarred uterus 

were noted. 

All the information was collected through especially 

designed performa. Informed consent was taken from the 

patient and data was kept anonymous for privacy. All the 

collected data was entered into SPSS version 23. Data was 

presented as frequency and percentages. 

3. Result 

Total deliveries in the above mentioned period were 3581. 

Age distribution of the patients, was done where in 30 

(14.49%) patients between 20-25 years of age group, 64 

(30.91%) between 26-30 years, 39 (18.84%) between 31-

35years, and only 74 (35.74%) were between 36-40 years 

(Table 1). 

Gestational age of the patients revealed 44 (21.25%) 

between 28-31 weeks, 111 (53.62%) between 32-35 weeks, 

and 52 (25.12%) between 36-40weeks (Table 2). 

Gravidity 67 (32.36%) were between G2 - G4, 109 

(52.65%) were between G5 - G7 and 31 (14.91%) were more 

than G7 (Table 3). 

In this study 168 (81.15%) patient were found with 

placenta previa major type and 39 (18.84%) were found with 

placenta previa minor (Table 4). 

Segregation of patient for placenta previa according to 

previous cesarean section was done which showed that out of 

138 cases of placenta previa, 25 (12.07%) had history of one 

LSCS, 61 (29.46%) patients had previous two LSCS, while 

52 (25.12%) had previous three LSCS and 69 (33.33%) had 

previous four LSCS. (Table 5) 

In this study, 138 (66.66%) patients of placenta previa had 

scarred uterus while 69 (32.45%) patients of placenta previa 

had previous vaginal deliveries (unscarred uterus) (Table 6, 

Figure 1). 

The prevalence of placenta previa in developing countries 

was found 5.78% (Table 7). 

Table 1. Age of pregnant females with placenta previa. 

Serial 

number 
Age of patient 

Number of 

patient (207) 
Percentage % 

1 20-25 30 14.49 

2 26-30 64 30.91 

3 31-35 39 18.84 

4 36-40 74 35.74 

Table 2. Gestational age of pregnant females with placenta previa. 

Serial 

number 

Gestational age 

(weeks) 

Number of 

patients (207) 

Percentage 

(%) 

1 28-31 44 21.25 

2 32-35 111 53.62 

3 36-40 52 25.12 

Table 3. Gravidity of pregnant females with placenta previa. 

Serial number 
Gravidity of 

patient 

Number of 

patient (207) 
Percentage (%) 

1 G2 –G4 67 32.36 

2 G5-G7 109 52.65 

3 > G7 31 14.9 

Table 4. Type of placenta previa. 

SERIAL 

NUMBER 
Type of previa 

Number of 

patients (207) 

Percentage 

(%) 

1 Minor 39 81.15 

2 Major 168 18.84 
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Table 5. Number of previous cesarean section in pregnant females with 

placenta previa. 

Serial 

number 

Number of previous 

cesarean section 

Number of 

patient (207) 

Percentage 

(%) 

1 1 25 12.07 

2 2 61 29.46 

3 3 52 25.12 

4 4 69 33.33 

Table 6. Frequency of placenta previa in scarred and un scarred uterus. 

Serial 

number 
Groups 

Number of 

patients (207) 
Percentage (%) 

1 Scarred uterus 138 66.66 

2 Un scarred uterus 69 32.45 

 

Figure 1. Frequency of placenta previa in scarred and un scarred uterus. 

Table 7. Prevalence of Placenta Previa. 

Total Patients Total Placenta Previa Prevalence 

3581 207 5.78% 

 

Figure 2. Prevalence of Placenta Previa. 

4. Discussion 

Placenta previa can have serious adverse consequences for 

both mother and baby, including an increased risk of 

maternal and neonatal mortality [13-15], fetal growth 

restriction and preterm delivery [16], antenatal and intra-

partum hemorrhage [17-19], and women may require a blood 

transfusion [11] or even an emergency hysterectomy. It is a 

relatively uncommon condition, with an overall incidence in 

England of 6.3 per 1000 births [8]. The risk of placenta 

previa in a pregnancy after a cesarean section has been 

reported to be between 1.5 and 6 times higher than after a 

vaginal delivery. A meta-analysis of studies published before 

2000 of previous cesarean section as a risk factor for placenta 

previa found an overall odds ratio of 2.7 [8]. 

The incidence is 2% after one previous caesarean section, 

4.1% after two and 22% after three [20]. Similarly dilation 

and curettage, evacuation of uterus and myomectomy are 

associated with placenta praevia. Placenta praevia is more 

common in older and multi-parous women [10, 12, 21]. The 

reason is not clear but it may be associated with the ageing of 

vasculature of the uterus. This causes placental hypertrophy 

and enlargement which increases the likelihood of the 

placenta encroaching on lower segment [10]. 

In this study, Segregation of patients for placenta previa 

according to previous cesarean section was done which 

showed that out of 138 cases of placenta previa, 25 (12.07%) 

had history of one LSCS, 61 (29.46%) patients had previous 

two LSCS, while 52 (25.12%) had previous three LSCS and 

69 (33.33%) had previous four LSCS. (Table 5) 

In this study, 138 (66.66%) patients of placenta previa 

had scarred uterus while 69 (32.45%) patients of placenta 

previa had previous vaginal deliveries (unscarred uterus) 

(Table 6, Figure 1). Overall prevalence of placenta previa in 

Pakistan is about 5% (Figure 2). Estimated global 

prevalence of placenta previa is 5.2 per 1000 pregnant 

women although there is significance variation where by 

the prevalence is highest among the Asian population as 

compared to sub sahran Africa [5]. So the frequency of 

placenta previa is more in Pakistan (Third world country) as 

compared to developed countries due to rising trend of 

cesarean section. 

5. Conclusion 

It is concluded from the study that there is strong 

association between scarred uterus and incidence of 

placenta previa, and also as the number of cesarean section 

increases the frequency of placenta previa is also increased. 

This study concludes that efforts should be made to reduce 

the rates of cesarean section because there is greater 

likelihood of placenta previa in scarred uterus in subsequent 

pregnancies. In conclusion, primary prevention in the form 

of reduction in the rate of primi-caesarean section must be 

done in order to prevent likelihood of placenta previa in 

scarred uterus. The emphasis should be on institutional 

delivery in a tertiary care centre with multidisciplinary care 

i.e. involvement of senior obstetrician, neonatologist, 

Sonologist and Hematologist. Early diagnosis by 

Ultrasound and planned delivery should be the goal The 

morbidity associated with placenta previa can be reduced 

by detecting the condition in the antenatal period by 

ultrasound, before it becomes symptomatic. This may need 

educating our patients and making them aware of the 

importance of antenatal care and its availability. 
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