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ABSTRACT

Background: Placenta previa complicates 0.3% - 0.5% of all pregnancies and is a major cause of third-trimester
hemorrhage. 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 cesearean sections. Significant maternal morbidity in the
form of increased incidence of fetalmalpresentation, cesearean 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.
Methods: This retrospective study was conducted in the Department of Obstetrics and Gynecology at Cama and
Albless Hospital (Sir J.J Group of Hospitals), Mumbai. Cases of placenta previa from January 2013 to December
2015 were studied.

Results: Significantly high number of patients delivered before 37 weeks of gestation in Group A (66.7%) than that
in group B (20%). (p=0.003, Hsig). There was only case of placenta accreting in Group A (6.7%) and only this patient
required an obstetric hysterectomy. Both Groups showed a favourable fetal outcome (Group A 100%, Group B 96%).
Conclusions: In conclusion, primary prevention in the form of reduction in the rate of primi cesearean section must
be done in order to prevent likelihood of placenta previa in scarred uteri. Early diagnosis by Ultrasound and planned
delivery should be the goal.
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INTRODUCTION

Placenta previa complicates 0.3% - 0.5% of all
pregnancies and is a major cause of third-trimester
hemorrhage.> 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
cesearean sections.? Significant maternal morbidity in the
form of increased incidence of fetalmalpresentation,
cesearean 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.*

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
causingabnormal vascularization which reduces the
differential growth of the lower segment. This prevents
placental migration as pregnancy advances.! Factors like
advanced maternal age, previous placenta previa,
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multiparity, multiple gestation, previous abortion and
curettage and smoking during pregnancy have also been
associated with placenta previa.?*

The aim of this study was to examine the risk factors and
outcomes in placenta previa in previously scarred uterus
and compare them to placenta previa in unscarred uterus.

METHODS

This retrospective study was conducted in the
Department of Obstetrics and Gynecology at Cama and
Albless Hospital (Sir J.J Group of Hospitals), Mumbai.
Cases of placenta previa from January 2013 to December
2015 were studied.

Women over 28 weeks of gestation with all types of
placenta previa were identified. They were divided into
two groups, Group A in which placenta previa occurred
in a previously scarred uterus and Group B in which
placenta previa occurred in an unscarred uterus.

Both booked cases and unbooked cases were included.
Placental localisation was achieved by trans abdominal
ultrasounds in these patients.

Risk factors in terms of maternal age, parity, gestational
age, previous placenta previa, multiple pregnancies,
previous curettage and previous uterine surgery
(myomectomy, ceserean section and hysterotomy) were
compared.

Chi square test was used to compare quantitative data and
p < 0.05 was determined to be statistically significant.

Data tabulation

Total number of deliveries = 6451

Total number of scarred cases = 1126

Total number of placenta previa = 40
Overall incidence of placenta previa= 0.62%
Incidence in scarred uteri =1.33%

Incidence in unscarred uteri = 0.47%.
RESULTS

The overall incidence of placenta previa in this study was
0.62% (Figure 1). The incidence in scarred uterus
(1.33%) was higher than that in unscarred uterus (0.47%)
(Figure 2). Majority of the patients in the study were
between 25-30 years of age (Group A 53.3%, Group B
48%). 26.7% of women with scarred uteri were over 36
years of age as compared to 4% of women in Group B
(p=0.04, Sig) (Table 1). There were no primipara with
placenta previa in Group A and 28% in Group B (p=0.01,
Sig) (Table 2).

There was a history of previous placenta previa in 20% of
patients in Group A and 4% in Group B (p=0.10, Nsig).
(Table 3) High number of patients were unbooked both in
Group A (80%) and Group B (84%) (p=0.74, Nsig).
(Table 4)75% of booked and 87.5% of unbooked cases
were anemic (p=0.37, Nsig) (Table 5).

Table 1: Age distribution of cases.

No. % No. %
<25 1 6.7 10 40 11 (27.5%)
25-30 8 53.3 12 48 20 (50%) P=0.04
31-35 2 13.3 2 8 4 (10%) Significant
>36 4 26.7 1 4 5 (12.5%)
Total 15 100 25 100 40
Table 2: Parity Distribution.

No. % No. %
0 0 0 7 28 7 (17.5%) p=0.01
1 13 86.7 10 40 23 (57.5%) Sigﬁificant
>2 2 13.3 8 32 10 (25%)
Total 15 100 25 100 40
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Table 3: Distribution of cases by previous history of placenta previa.

Previous Group a (scarred uterus Group b (unscarred uterus

- No. : |
Yes 3 20 1 4 4 (10%) P=0.10 |
No 12 80 24 96 36 (90%) Not significant
Total 15 100 25 100 40 |

status P value |
Booked 3 20 4 16 8 (20%) P=0.74 I
Unbooked 12 80 21 84 32 (80%) Not significant
Total 15 100 25 100 40 |
Incidence of Grade Il and Grade IV placenta previa was Significantly high number of patients delivered before 37
highest in Group A (66.7% each), whereas maximum weeks of gestation in Group A (66.7%) than that in group
number of patients in Group B had a Grade 2 placenta B (20%). (p=0.003, Hsig) (Table 6). There was only case
previa (32%) (p=0.99, Nsig). (Table 11) 66.7% of scarred of placenta accrete in Group A (6.7%) and only this
uteri had anterior placentae, while 68% of unscarred uteri patient required an obstetric hysterectomy. (Table 8,9)
had posterior placentae (p=0.03, Sig) (Table 12). Both Groups showed a favourable fetal outcome (Group

A 100%, Group B 96%) (Table 7).

Table 5: Incidence of anemia.

Anemia (hb<11gm %)  Booked cases _Unbooked cases _Total P value

No. % No. % P=0.37 [
Yes 6 75 28 87.5 34(85%) Not significant |
No 2 25 4 12.5 6(15%) [
Total 8 100 32 100 40 |

Gestational age (wks P value
~ No. : 1
<37 10 66.7 5 20 15 (37.5%) P=0.003, |
>37 5 33.3 20 80 25 (62.5%)  Significant [
Total 15 100 25 100 40 |

Fetal outcome

Alive 15 100 24 96 39 (97.5%)
Stillbirths 0 0 0 0 0 (0%)
Neonatal deaths 0 1 4 1 (2.5%)
Total 15 100 25 100 40
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Table 8: Incidence of Adherent placenta.

Adherent placenta _ Group a (scarred uterus) ~ Group b (unscarred uterus _Total

No. % No. %
Placenta accreta 1 6.7 0 0 1 (2.5%)
Placenta percreta 0 0 0 0 0
Non adherent placenta 14 93.3 25 100 39 (97.5%)
Total 15 100 25 100 40

Yes 1 6.7 0 0 1(2.5%)
No 14 933 25 100 39(97.5%)
Total 15 100 25 100 40

Blood transfusion

P value

Yes 5 333 7 24 12(30%) Not significant
No 10 66.7 18 76 28(70%)
Total 15 100 25 100 40

Grades of placenta Group b (unscarred uterus) Total P value

No. % No. % P=0.99, Not significant |
| 2 13.3 4 16 5(12.5%) |
1l 5 33.3 8 32 14(35%) |
1 4 66.7 7 28 11(27.5%) |
v 4 66.7 6 24 10(25%) |
Total 15 100 25 100 40 |

Table 12: Distribution of type of placenta previa.

Group a (scarred uterus)

Types of placenta previa

Group b (unscarred uterus)

|

No. % No. % P=0.03 |

Anterior 10 66.7 8 32 18(45%) Significant |
Posterior 5 33.3 17 68 22(55%) |
Total 15 100 25 100 40 |

DISCUSSION

The overall incidence of placenta previa in our study is
0.62% which is similar to that found in the study by
Gayatri et al (0.62%) and Reddy et al (0.5%).% A slightly
higher incidence was found in the study by Ahmed et al
(1.3%).% The incidence of placenta previa was higher in
the women with previous cesaerean section as compared
to those with no previous uterine scar i.e. 1.33% and
0.47% respectively. This was comparable to the study by
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Gayatri et al (Incidence in scarred uterus = 1.2%) and
Ahmed et al (2.2%).2

On studying risk factors for placenta previa, it was found
that the incidence of placenta previa goes on increasing
as maternal age advances. In our study, maximum
numbers of women in both scarred (53.3%) and
unscarred group (48%) were between 25-30 years of age.
Significant numbers of women with scarred uteri (26.7%)
were over 36 years of age as compared to 4% of women
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in unscarred group. While Gayatri et al reported the
incidence of placenta previa as 68% in 26-30 years in
scarred cases and 65% in 20-25 years in unscarred cases.’
Reddy et al reported 73% incidence in 20-29 years age
group.* According to the study by Hung et al, 71.3% were
in aglge group of 20-35 yrs and 28.5% over 35 years of
age.

Our study shows increasing parity increases with risk of
placenta previa, Para 1 or more were 100% in scarred
uterus and 72% in unscarred uterus. The results are
consistent with Reddy et al in which 69% were
multiparous and Gayatri et al Para 3 in scarred uterus was
45% and in unscarred cases in Para 2 cases, was 30%.>*

Incidence of placenta 2732 cesaerean is greater in
patients with prior 2732 cesaerean section than in
unscarred uterus. In our study, 6.7% out of the scarred
uterus constitute placenta 2732 cesaerean and percreta,
which is consistent with the study of Gayatri et al 5.8 %.°
Ahmed et al reported a very high incidence of 26.4% of
adherent placenta in their study, hence concluding that
probability of placenta 2732 cesaerean is greater in
patients with prior 2732 cesaerean section.?

Anterior previa is commoner in patients with previous
2732 cesaerean section. In our study, significantly higher
number of 66.7% cases have anterior previa in scarred
uterus and only 32% cases in unscarred uterus (p value =
0.03 S). This is comparable to that found in the study by
Gayatri et al 85.3% anterior placenta in scarred uterus
and 36.8% in unscarred uterus.® 20% of women in scarred
group and 4% in unscarred group had a previous history
of placenta previa in our study. Hung et al reported an
incidence of 0.2% of repeat placenta previa.*

Assessment of fetal outcome in terms of premature birth,
66.7% women had preterm births in scarred uterus group
as compared to 20% in unscarred group (p=0.003,HS).
Similar results were found by Gayatri et al where babies
delivered at <37 weeks of gestation, 58% in scarred and
47% in unscarred group.’

There were no still births in our study as compared to
13.2% in the study by Ahmed et al.? Incidence of still
births was 9% and 24% in scarred and unscarred group in
the study by Gayatri et al.®

There was no maternal death in this study as in the study
by Ahmed et al.?
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CONCLUSION

In conclusion, primary prevention in the form of
reduction in the rate of primi caesearean section must be
done in order to prevent likelihood of placenta previa in
scarred uteri. The emphasis should be on institutional
delivery in a tertiary care centre with multidisciplinary
care i.e. involvement of senior obstetrician, neonatologist,
Sonologist and Haematologist. Early diagnosis by
Ultrasound and planned delivery should be the goal.
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