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ABSTRACT 
 

BACKGROUND 

To find out the changing trends in occurrence of placenta previa cases. 

 

MATERIALS AND METHODS 

It is a retrospective study of 82 cases of pregnancy beyond 28wks of gestation, complicated with placenta previa during 1 year 

period at Department of OBG, Gandhi Hospital. 

 

RESULTS 

Total No. of placenta previa cases were 82. Incidence comes to be 0.9%. Predisposing factors causing placenta previa where age, 

parity, previous h/o D & C, MTP’S, LSCS, or any other gynaec surgeries or any injury were evaluated. In this study 70.7% of cases 

were found to be in younger age group 20–24 years. Primi para contributing 29.2% without any predisposing factors. This is clearly 

showing increasing in the incidence of placenta previa in primigravida. This needs conformation by doing a larger study. The no of 

previa with previous LSCS were 26 (31%), abortions (12%), D & C were 6 (7.3%), hysterotomy were 2 (2.4%). 
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INTRODUCTION 

Placenta previa is an obstetric complication in which the 

placenta is inserted partially or wholly in the lower uterine 

segment.1 It is a leading cause of antepartum haemorrhage                

(V bleeding). It affects approximately 0.3% or 1 case per 300 

to 400 deliveries. It was reported to be almost 1 in 300 

deliveries in USA in 2003 (Martin, 2005) the frequency at 

Parkland Hospital from 1988 through 2012 was 

approximately 1 in 360 for 366,000 births. These reported 

frequencies are remarkably similar considering the lack of 

precision in definition and classification.2 In the last trimester 

of pregnancy the isthmus of the uterus stretch and forms the 

lower segment. 

Though the causes of placenta previa were commonly 

like previous h/o D & C.3 LSCS.4 myomectomy.5 age factor, 

repeated abortions, multi gravid, rarely seen in primi gravida. 

Now this study showed that there is increased in incidence of 

previa as well as increased in primi gravida. Exact cause of 

placenta previa is unknown. It is hypothesized to be related 

to abnormal vascularisation of the endometrium caused by 

scarring or atrophy from previous trauma, surgery, or 

infection. These factors may reduce differential growth of 

lower segment, resulting in less upward shift in placental 

position as pregnancy advances.6 Term migration is clearly a 

misnomer, because decidual reaction by chorionic villi on 

either side of cervical OS persists. 
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There is a differential growth of upper and lower 

uterine segments as pregnancy advances. With great upper 

uterine blood flow placental growth more likely will be 

towards the fundus-trophotropism. So many of those 

placentas that migrate most likely never were 

circumferentially implanted with true villous invasion that 

reached cervical OS. Finally, a low-lying placenta is less likely 

to migrate within a uterus with a prior caesarean 

hysterotomy scar. Traditionally, four grades of placenta 

previa were used, however now it is more common to simply 

differentiate between 'Major' and 'Minor' cases.7 

In minor degree of placenta previa, placenta is in the 

lower segment, lower edge does not cover the internal OS. 

In major degree of placenta previa, it is in the lower segment 

and also covers the internal OS. Previa can be confirmed with 

an ultrasound. Transvaginal ultrasound has superior 

accuracy as compared to transabdominal one, thus allowing 

measurement of distance between placenta and cervical os. 

This has rendered traditional classification of placenta previa 

obsolete.8,9,10,11 False positives may be due to following 

reasons.12 Overfilled bladder compressing lower uterine 

segment. Myometrial contraction simulating placental tissue 

in abnormally low location 
 

AGE 

The frequency of previa increases with maternal age. 

At Parkland Hospital this incidence increases from a low 

rate of approxmately1 in 1660 for women 19yrs or younger 

to almost 1 in 100 for women older than 35yrs. The FASTER 

TRIAL, which included more than 36000 women cited the 

frequency of previa to be 0.5% for women younger than 35yrs 

compared to 1.1% in those older than 35yrs (Clearly-

Goldman2005) in present study we observed that the 

incidence was high for women between 20-24yrs which 

accounts to be 29.2%. All cases were below 35yrs only. 
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So in contrast to previous studies younger women are 

also at risk of previa, where cause might be early marriages 

or some other unknown reasons that have to be further 

studied. 
 

20-24 20 
25-29 6 
30-35 2 

Table 1: Age 
 

PARITY 

The risk for previa increase with parity. Exact cause of 

placenta praevia is unknown. It is hypothesized to be related 

to abnormal vascularisation of the endometrium caused by 

scarring or atrophy from previous trauma, surgery, or 

infection. These factors may reduce differential growth of 

lower segment, resulting in less upward shift in placental 

position as pregnancy advances. 
 

Primis 24 (29.2%) 

2-4 54 (65.8%) 

>=5 4 (4.8%) 

Table 2: Parity 
 

In present study 24 cases were in primis, multies 54 

(65.8%) and grandmulties were 4 (4.8%). Incidence is 

increasing with parity. At our center total no. Of deliveries 

were 9127. So multies accounts to be 1.03%. 
 

Total No. 

of  

Deliveries 

Total 

No. of  

Primis 

Total 

No. of  

Multies 

Total 

No. of  

LSCS 

Total No. 

of  

Placenta 

Previa 

9127 3509 5618 3434 82 

 0.68% 1.03% 0.76% 0.89% 

Table 3: Parity Distribution 
 

Previous caesarean section: 26 cases (0.76%) of 

placenta previa cases had previous caesarean section. 80% of 

cases were anterior placentas, out of all these one had 

adherent placenta resulting in caesarean hysterectomy. 

Incidence of previa in such cases is 0.76%. In present study 

24% of cases were with 1 caesarean section & 17% was with 

2 sections. 

A meta-analysis showed that the rate of placenta previa 

increases with increasing numbers of caesarean deliveries 

with a rate of 1% after 1 caesarean delivery, 2.8% after 3 

caesareans, and as high as 3.7% after 5 caesarean deliveries.1 
 

No. C. S 
No. of Placenta 

Previa 

% of Placenta 

Previa 

1 20 24 

2 6 17 

3 0 0 

Table 4: Distribution as per Previous C. S. 
 

6 
months 

Upto 
1yr. 

Upto 
1 ½ 
yr. 

Upto 
2yrs. 

Upto 
3yrs 

Upto 
4yrs. 

Upto 
5yrs. 

3 25 25 2 1 1 1 
Table 5: Duration between Previous Procedure and 

Pregnancy with Placenta Previa 
 

This present study shows that as duration between the 

previous procedure and present pregnancy with previa is 

indirectly related to occurrence of placenta previa. About 

67% of cases were within 2yrs period and rest beyond 2 

years. This gives information that minimum period between 

any uterine procedure and pregnancy should be at least 2 yrs. 

to reduce this association. 
 

Abortions 

Out of 82 cases of placenta previa cases 10 cases were with 

h/o abortions. 2 were with medical methods and 8 

underwent check curettage following incomplete abortion. 

There were 6 placenta previa cases with h/o D&C done. Exact 

reason for this procedure is unknown, 2 out of 6 were done 

for infertility. 

2 cases out of 82 placenta previa. One case had h/o 

injury by Road Traffic Accident, where uterine tear was 

repaired earlier, in that case hysterectomy have to be 

performed for severe bleeding. Other case had hysterotomy 

performed earlier, developed placenta previa in next 

pregnancy. Emergency pre term LSCS was done for profuse 

bleeding per vagina. 
 

CONCLUSIONS 

Due to newer technologies and new procedures performed as 

part of treatment for infertility, for uterine anomalies, there is 

increase in incidence of placenta previa. Early diagnosis of 

placenta previa is also contributing factor for increasing 

incidence. 

We can say that there is a changing trend in occurrence 

of placenta previa from multies to primis. There is increasing 

number of primigravida with placenta previa were exact 

cause is not known. 

There should be a large study to know the exact causes 

resulting in placenta previa in primigravida. 
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