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ABSTRACT

Background: Placenta previa, where the placenta partially or completely covers the
cervix, is a major obstetric concern. Risk factors include multiparity, advanced maternal
age, prior cesarean deliveries, and uterine surgeries. This study compares its prevalence in
women with previous cesarean versus natural births. Objective: To assess the prevalence
of placenta previa in women with prior cesarean deliveries compared to those with previous
vaginal births, considering associated risk factors like multiparity, advanced maternal age,
and uterine surgeries. Methodology: At Quetta tertiary care hospital Quetta, a comparative
cross-sectional study was carried out. One hundred pregnant women with placenta previa
were enrolled in the study; they were split into two groups: fifty who had previously had
cesarean births and fifty who had previously given birth vaginally. Clinical observations,
structured interviews, and inspections of medical records were used to gather data. To
determine the prevalence of placenta previa and the risk factors and consequences that are
linked to it, statistical analysis was done. Results: The results showed that women with a
history of cesarean delivery had a considerably higher prevalence of placenta previa (36%)
than women with a history of vaginal delivery (12%). The likelihood of placenta previa
rose with the number of prior cesarean procedures, indicating a dose-response link. The
cesarean group experienced higher maternal problems, including antepartum and
postpartum hemorrhage. Furthermore, placenta previa cases were associated with an
increased risk of fetal problems, such as preterm birth and neonatal intensive care unit
admission, especially in women who had previously had cesarean births. Conclusion:
Previous cesarean deliveries significantly increase the risk of placenta previa. Careful
consideration of cesarean sections, proper prenatal care, and risk assessment are crucial to
improving maternal and fetal outcomes.

INTRODUCTION

Placenta prevails wholly or partially in the lower uterine
section [1]. The frequency occurs between 0.28 and 2%
of the time [2,3] as well as 0.51 and 3.5% in local
research [4,5]. Risk factors for placenta previa include
increasing maternal age, multiparity, prior caesarean
sections, miscarriages, uterine curettage, [6,7] cocaine
use [6,7] smoking [6,8] and prior history of placenta
previa [9]. Singleton pregnancies are the most frequent
known cause of pregnancies, and it is known that many
prior uterine injuries resulting from many pregnancies or
surgical treatment bring it on. [10]. This endometrial
injury predisposes it to abnormal placentation.

Prior cesarean sections do have a relationship with
the development of placenta previa in the future (ranging
from 3 to 10% or higher) [11, 12, 13] and most of the
studies suggest there is a correlation between the number
of cesarean sections and the likelihood of placenta previa
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developing. Specifically, prior cesarean deliveries may
not increase the risk of placenta previa, but some
research suggests they do [5, 12, 13, 14].

Placenta previa has a high mortality and morbidity
rate. These include antepartum and postpartum
hemorrhages, hysterectomy, blood transfusions,
septicemia and thrombophlebitis which are maternal
problems [15]. Fetal difficulties are the indicator of more
congenital abnormalities, perinatal mortality, and Apgar
scores less than 7 at 5 minutes [16].

In a rare ectopic pregnancy, caesarean scar
pregnancy (CSP) [17, 18] the conceptus is implanted on
the fibrous tissue of a previous cesarean scar defect. The
incidence of CSP, however, is increasing due to second
child policy of China and increased CD [19]. In most
cases with CSP the patients end their pregnancies in the
first trimester.
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Placenta previa along with placenta accreta spectrum
(PAS) develops from CSPs in rare instances and creates
a life-threatening condition because it brings elevated
potential for uncontrolled bleeding and dissemination of
clotting factors and uterine rupture alongside possible
hysterectomy and death [20, 21, 22].

A second-trimester termination of pregnancy
remains a debated subject for medical providers who
treat pregnant women with placenta previa or PAS along
with a history of cesarean section.

Professional consensus leadership in China has
established treatment recommendations for these cases
to guide their clinical diagnosis and treatment methods.
The scientific research investigating vaginal delivery
methods for such complicated cases remains limited
along with several unanswered clinical concerns.

This research seeks to determine whether women
with past placenta previa experienced Cesarean delivery
or spontaneous childbirth.

LITERATURE REVIEW

Placenta previa is a very serious obstetric problem that
has been intensively studied, because it is associated to
previous vaginal and cesarean deliveries, whereby the
placenta is located partially or entirely over the cervix.
Some published reports of prevalence of placenta previa
in local studies vary from 0.51% to 3.5% [24, 25], and
global estimates are from 0.28% to 2% [23]. For
improving mother and fetal outcomes, we need to know
the risk factors, prevalence and consequences of placenta
previa according to various obstetric histories.

In fact, there is a great deal of research on the
correlation between the history of cesarean delivery and
the development of placenta previa. A meta-analysis by
Ananth et al found placenta previa strongly associates
with prior cesarean delivery and the risk further
increases with the number of cesarean deliveries [26].
Gilliam & Rosenberg found similar findings, as the
number of previous cesarean sections showed a dose
response relation to the likelihood of placenta previa
[27]. Hendricks et al research found that previous
abortions and cesarean sections are major risk factors for
placenta previa, which indicated that the endometrial
damage and uterine scarring to play a role in aberrant
placentation [28].

This is thought to be due to endometrial injury and
scarring from previous surgical procedures which lead to
misplacement of the placenta [29]. Moreover, they also
noted that cesarean scars produce fibrotic tissue that
damages vascular integrity of the endometrium, making
the risk of aberrant placentation for future pregnancies
prone [30]. Cesarean scar pregnancy (CSP) studies,
along with further studies, that placenta implantation on
a prior cesarean scar can evolve into placenta previa and
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placenta accreta spectrum (PAS) diseases that are
surprisingly dangerous [31, 32].

There is an increased risk of placenta previa with
cesarean deliveries as compared with vaginal births.
Among women who have already delivered vaginally,
placenta previa has been associated with other risk
factors such as multiparity, older mothers, and uterine
procedures such as curettage [33]. A study by Hossain et
al. [34] shows that multiparous women who had a history
of vaginal birth had less incidence of placenta previa
than those that had a previous history of a cesarean
delivery. This implies that surgical trauma is a main
cause of aberrant placentation.

Women who have given birth vaginally have
previously and placenta previa may be associated with
recurrent uterine insults (curettage after miscarriage,
infections or inflammatory disorders that involve the
endometrial lining) [18]. Sheiner et al., finding is
consistent with this finding that maternal age and
gravidity were risk factors for placenta previa regardless
of delivery style.

When placenta previa occurs, there are serious
difficulties for both the mother and the fetus. Maternal
concerns that can lead to a higher morbidity rate, a
hysterectomy, and a higher demand for blood transfusing
are antepartum and postpartum hemorrhage. P AS
problems are also associated with placenta previa
especially in women with previous cesarean. In such
circumstance, the placenta is abnormally adherent to the
myometrium and peripartum hysterectomy and uterine
rupture are increased risks [34].

Fetal difficulties are also defined by higher rates of
preterm birth, low Apgar scores, perinatal mortality and
congenital abnormalities [32]. According to Zhang et al
there are cases of CSP presenting after the second and
third trimesters that lead to significant bleeding and
disastrous perinatal outcomes, along with CSP having
been found to precede placenta accreta thus resulting in
a multidisciplinary approach to management.

RESEARCH OBJECTIVE

The main objective of this study is to compare the
prevalence of placenta previa in women who have
previously had a cesarean delivery as compared to those
who have previously had a normal vaginal delivery. The
aim of this study is to find out how common placenta
previa is in these two groups and how the previous
cesarean section lessens, or increases, its incidence. In
addition, it also seeks maternal risk factors for placenta
previa such as age, parity, history of miscarriage as well
as uterine curettage. Placenta previa related maternal and
fetal outcomes including problems such as antepartum
and postpartum hemorrhage, preterm birth, and perinatal
mortality will be assessed in both groups.
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One important aspect of this study is to analyze if there
is a higher risk of placenta previa related to a growing
number of previous cesarean deliveries. Ultimately, the
goal of the study is to provide obstetricians and other
medical professionals with evidence-based advice for
choosing a delivery method and how to cut down on the
risks to protect both the mother and fetus.

METHODOLOGY

The objective of this study was to determine the
prevalence of placenta previa in women who have had
previous cesarean delivery, as compared to those having
previous vaginal delivery and there for a qualitative
comparative analysis was done in tertiary care hospital
in Quetta. Included in the study were 100 women, 50 of
whom had already given birth by caesarean section and
50 with no previous birth by caesarean section. Selecting
participants for the study, we used purposive sampling to
ensure that the participants participated were those
women who had a placenta previa diagnosis during the
current pregnancy. Data were collected using structured
interview, check of medical records and observation by
qualified healthcare experts.

Ethical approval was given by the institutional ethics
committee, and participants gave written informed
consent. Frequency distributions and percentages were
used to summarize the key findings, while them analysis
was used to extract the qualitative insights from the data.
The study was conducted to explore trends and
correlation of placenta previa incidence, complications
and outcomes for the mother and fetus. Thus, the results
were compared with previous studies in order to
understand how delivery style impacts the frequency of
placenta previa.

RESULTS

This table compares the occurrence of placenta previa in
women with previous cesarean sections versus those
with prior vaginal deliveries. The findings indicate a
higher prevalence of placenta previa among women with
a history of cesarean delivery (36%) compared to those
with previous vaginal delivery (12%), suggesting a
significant association between cesarean sections and
placenta previa development.

Table 1
Frequency of Placenta Previa in Women with History of
Cesarean Delivery vs. Normal Vaginal Delivery

. Placenta No Placenta
Delivery Total Cases . q
Mode (n=100) Previa Cases Previa Cases

(%) (%)

Cesarean o o
Delivery 50 18 (36%) 32 (64%)
Normal
Vaginal 50 6 (12%) 44 (88%)
Delivery
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The distribution of maternal age among participants is
analyzed to identify any correlation with placenta previa.
The majority of cases fall within the 25-30 years age
group (33%), followed by 31-35 years (24%). The
percentage of women over 35 years is slightly higher in
the cesarean delivery group (24%) compared to vaginal
delivery (18%), which could be an important factor in
placenta previa risk.

Table 2

Distribution of Maternal Age Among Participants
Maternal Age Cess:lrean Nor.mal Total
(Years) Delivery Vaginal (n=100)

(n=50) Delivery (n=50)

<25 10 (20%) 12 (24%) 22 (22%)
25-30 15 (30%) 18 (36%) 33 (33%)
31-35 13 (26%) 11 (22%) 24 (24%)
>35 12 (24%) 9 (18%) 21 (21%)

Figure 1

Distribution of Maternal Age Among Participants
36%

W Cesarean Delivery (%)
EEm Vaginal Delivery (%)
Total (%)

35

30F

26%
24% 24%

Percentage of Participants

25-30 31-35
Maternal Age (Years)

This table presents potential risk factors for placenta
previa in both cesarean and vaginal delivery groups.
Multiparity (>3) is the most common risk factor,
occurring in 50% of cases. Other notable risk factors
include uterine curettage (37.5%), previous miscarriage
(25%), and maternal age over 35 years (33.3%). The data
suggests that multiple pregnancies and previous uterine
procedures may contribute to placenta previa.

Table 3
Risk Factors Associated with Placenta Previa
Cesarean Vaginal
Risk Factors Delivery Delivery T0:21=(23:)ses
(n=18) (n=6)
i\igitlparlt}’ 10 (55.6%) 2 (333%) 12 (50%)
Previous 0 . \
Miscarriage 2 1(16.7%) 6 (25%)
Uterine ) . \
Curettage 7(38.9%) 2(33.3%) 9 (37.5%)
Maternal Age >
35 Years 6 (33.3%) 2 (33.3%) 8 (33.3%)
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Figure 2

Consolidated Distribution of Risk Factors in Placenta Previa Cases

Maternal Age > 35 Years

Multiparity (=3)

Uterine Curettage

Previous Miscarriage

The table 4 highlights complications associated with
placenta previa in both delivery groups. Antepartum
hemorrhage (41.7%) is the most frequent complication,
followed by neonatal ICU admission (37.5%) and
postpartum hemorrhage (29.2%). Preterm birth is also
observed in 29.2% of cases. The data suggests that
placenta previa increases risks for both maternal and
neonatal health outcomes.

Table 4
Maternal and Fetal Complications in Placenta Previa
Cases

Cesarean Vaginal Total Cases

Complications Delivery Delivery (n=24)
(n=18) (n=6)
Antepartum o o o
Hemorrhage 8 (44.4%) 2 (33.3%) 10 (41.7%)
Postpartum o o o
Hemotrhage 6 (33.3%) 1 (16.7%) 7 (29.2%)
Preterm Birth 5(27.8%) 2 (33.3%) 7 (29.2%)
Neonatal ICU
Admission 7 (38.9%) 2 (33.3%) 9 (37.5%)
Figure 3

Maternal and Fetal Complications in Placenta Previa Cases

WEm Cesarean Delivery
mmm Vaginal Delivery
Antepartum Hemorrhage

Postpartum Hemorrhage

Preterm Birth

Neonatal ICU Admission 33.3%

0 10 20 30 40 50 60 70 80
Percentage (%)

The table 5 examines how the number of previous
cesarean deliveries correlates with placenta previa
prevalence. The risk increases with multiple cesarean
sections, with 25% prevalence in women with one prior
cesarean, rising to 46.7% for those with two, and 40%
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for three or more cesareans. These findings highlight the
potential cumulative risk of placenta previa with
increasing cesarean deliveries.

Table 5
Relationship Between Number of Cesarean Deliveries
and Placenta Previa

Number of Total Cases ———— No Placenta

Cesarean (n=50) Previa Cases Previa Cases

Deliveries (%) (%)

1 Previous . .

Cesarean 20 5(25%) 15 (75%)

2 Previous . ,

Cesareans 15 7(46.7%) 8 (53.3%)

3 or More . ,

Cesareans 15 6 (40%) 9 (60%)
Figure 4

Relationship Between Number of Cesarean Deliveries and Placenta Previa
75%

mmm Placenta Previa Cases

mmm No Placenta Previa Cases

70

60

50

Percentage (%)

1 Previous Cesarean 2 Previous Cesareans 3 or More Cesareans

DISCUSSION OF THE RESULTS

This investigation results in a strong association between
prior cesarean births and the incidence of placenta
previa. This is consistent with earlier studies that women
who had had C sections were more likely to develop
placenta previa than those who delivered naturally.

Table 1 shows the frequency of placenta previa in
women who had previously had a cesarean delivery as
opposed to a typical vaginal delivery. However, the study
found that, out of the women who had previous vaginal
deliveries, only 12 percent were found to have placenta
previa but on the other hand, the cases of 36 percent of
women were found to have previous cesarean
procedures. These results show that cesarean deliveries
adversely affect uterine injury and endometrial scarring,
and thus most likely the aberrant placental implantation.
The placenta previa rates in the two groups are consistent
with earlier reports of an increased risk of uterine
surgical trauma.

Table 2 presents the distribution of the participants’
maternal age. Women in the cesarean group were
somewhat higher percentage over 35, and the majority of
participants were in the 25-30 and 31-35 age ranges.
Advanced maternal age is an established risk factor for
placenta previa and, according to our results, older
women, especially those who already have had several
cesarean deliveries, may be most at risk. Women who are
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older may have had previous pregnancies, lower
endometrial receptivity, and higher risk of undergoing
surgical procedures like cesarean sections, and all those
factors would contribute to presence of gestational
diabetes in older women.

Table 3 shows the main risk factors for placenta
previa. Multiparity was demonstrated to be a high-risk
factor as multiparas comprised 55.6% of the cases of
placenta previa in the cesarean birth group and 33.3% in
the vaginal delivery group. In addition, women with
placenta previa also had higher rates of uterine curettage
and prior losses. These findings are congruent with past
research demonstrating increased risk of aberrant
placentation in women with a history of repeat uterine
trauma including surgeries, curettage and intrauterine
devices. An additional reason to support the notion that
other factors, such as maternal age and previous uterine
surgery, can play a role in the development of placenta
previa regardless of the history of cesarean section, is
placenta previa seen in vaginal birth cases.

Table 4 provides details regarding problems due to
placenta previa affecting the mother and the fetus.
Antepartum hemorrhage was the most common maternal
complication (33.3% for vaginal and 44.4% for cesarean
deliveries). In addition, women who had a previous
cesarean delivery had a greater chance of having
postpartum hemorrhage. These problems reflect the fact
that placenta previa are associated with severe maternal
dangers, sometimes life threatening, like blood
transfusions, emergency cesarean sections  or
hysterectomy. Placenta previa instances were associated
with a higher proportion of preterm birth and neonatal
intensive care unit hospitalizations in people previously
having had a cesarean delivery. This agrees with reports
that placenta previa is a leading cause of preterm birth
from the possibility of bleeding and associated medical
procedures.

Table 4 discusses placenta previa related problems
for mother and fetus. Antepartum hemorrhage was the
most common maternal complication that occurred in
33.3% of vaginal deliveries and 44.4% of cesarean
deliveries. Also, women who had already had a cesarean
delivery had an increased incidence of postpartum
hemorrhage. These problems also mirror the severity of
the maternal risks with placenta previa — problems that
often require life threatening medical procedures such as

REFERENCES

1. Nelson, J. P. (1999). Antepartum haemorrhage.
In: Edmonds DK, Eds. Dewursts’s Textbook of
Obstetrics and Gynaecology for Postgraduates.
6th ed. Cornwall: Blackwell Sciences. 134-43.

2. Ananth, C., Smulian, J., & Vintzileos, A.
(1997). The association of placenta previa with
history of cesarean delivery and abortion: A

IJBR Vol.3 Issue.3 2025

blood transfusions and emergency surgery (cesarean), or
hysterectomy. There were associations between placenta
previa and a greater percentage of preterm births and
neonatal intensive care unit hospitalizations, especially
among women who had had previous cesarean
deliveries. The risk of bleeding and related medical
procedures for placenta previa as well as placenta previa
data consistent with that showing it makes a major
contribution to preterm birth, are both consistent with
this.

In Table 5, more investigations of association
between number of previous cesarean deliveries and
placenta previa are further conducted. This pattern of
placenta previa was classic: the more previous cesarean
sections a woman had, the more likely she was to
develop placenta previa: 25% of women with one
previous cesarean section had placenta previa, 46.7% of
women with two, and 40% of women with three or more.
The pattern is supportive of a dose response relationship
between the number of cesarean deliveries and risk of
placenta previa by stating that repeated uterine trauma
supports aberrant placentation.

CONCLUSION

According to the study shows that previous cesarean
deliveries are associated with a higher incidence of
placenta previa. Women who had had previous cesarean
sections (9 fewer births) were more likely to have
placenta previa (36%) than women having their first
(only) birth (12%)). The research indicates that women
who have uterine scarring from cesarean deliveries are
more likely than other women to have aberrant placental
implantation. The association of surgical trauma with
aberrant placentation was further supported by the fact
that the risk of placenta previa increased among women
who had had more previous cesarean deliveries. In
addition, placenta previa was accompanied by adverse
fetal outcomes (preterm delivery and admitted to the
NICU) and maternal problems (antepartum and
postpartum hemorrhage). The study stresses that for
them to lower their risks, women who have had cesarean
sections previously should carefully plan for delivery.
These findings highlight the importance of decreasing
unnecessary cesarian deliveries and improving prenatal
care for high-risk pregnancies in order to improve
mother and fetal outcomes.

meta-analysis. American Journal of Obstetrics
and Gynecology, 176(1),
S144. https://doi.org/10.1016/s0002-
9378(97)80563-7

3. Cieminski, A., & Dtlugotecki, F. (2005).
Relationship between placenta previa and
maternal age, parity and prior caesarean

Page | 556

Copyright © 2024. I1JBR Published by Indus Publishers
This work is licensed under a Creative Common Attribution 4.0 International License.


https://doi.org/10.1016/s0002-9378(97)80563-7
https://doi.org/10.1016/s0002-9378(97)80563-7

Bakhtawar, et al,,

10.

11.

12.

13.

14.

IJBR Vol.3 Issue.3 2025

Comparative Study of Frequency of Placenta Previa in Women...

deliveries. Ginekologia polska, 76(4), 284-289.
https://europepmc.org/article/med/16013180
Zamani, N. (1998). Diagnosis, management and

outcome of  placenta previa. Mother
Child, 36(1), 60-6.

Farhat, N. (2003). Incidence, causes and
outcome of placenta previa.

https://pesquisa.bvsalud.org/portal/resource/pt/e
mr-63134

NAEYE, R. L. (1978). Placenta previa
predisposing factors and effects on the fetus and
surviving infants. Obstetrics &
Gynecology, 52(5), 521-525.
https://journals.lww.com/greenjournal/abstract/
1978/11000/Placenta_Previa Predisposing_Fac
tors_and Effects.2.aspx

Faiz, A. S., & Ananth, C. V. (2003). Etiology
and risk factors for placenta previa: An overview
and meta-analysis of observational studies. The
Journal of Maternal-Fetal & Neonatal
Medicine, 13(3), 175-
190. https://doi.org/10.1080/713605832

Zaman, B. S., Zubair, A., Bhatti, S. Z., & Malik,
M. Z. S. (2005). Effect of Placenta Previa on
fetal & maternal morbidity/mortality. Annals of
King Edward Medical University, 11(3).
Hibbard, B. M. (1988). Bleeding in late
pregnancy. Hibbard BM,(Ed).

ROSE, G. L., & CHAPMAN, M. G. (1986).
Aetiological factors in placenta praevia a case
controlled study. BJOG: An International
Journal of Obstetrics & Gynaecology, 93(4),
586-588. https://doi.org/10.1111/1.1471-
0528.1986.tb07958.x

Singh, P. M., Rodrigues, C., & Gupta, A. N.
(1981). Placenta previa and previous cesarean
section. Acta  Obstetricia et Gynecologica
Scandinavica, 60(4), 367-
368. https://doi.org/10.3109/000163481091541
25

Gilliam, M., Rosenberg, D., & Davis, F. (2002).
The likelihood of placenta Previa with greater
number of cesarean deliveries and higher
parity. Obstetrics & Gynecology, 99(6), 976-
980. https://doi.org/10.1097/00006250-
200206000-00004

Hendricks, M. S., Chow, Y. H., Bhagavath, B.,
& Singh, K. (1999). Previous cesarean section
and abortion as risk factors for developing
placenta Previa. Journal of Obstetrics and
Gynaecology Research, 25(2), 137-
142. https://doi.org/10.1111/j.1447-
0756.1999.tb01136.x

Hossain, G. A., Islam, S. M., Mahmood, S.,
Chakraborty, R. K., Akhter, N., & Sultana, S.
(2004). Placenta previa and it's relation with

15.

16.

17.

18.

19.

20.

21.

22.

maternal age, gravidity and cesarean
section. Mymensingh medical Jjournal:
MMJ, 13(2), 143-148.

https://europepmec.org/article/med/15284689
Crane, J. M., Van den Hof, M. C., Dodds, L.,
Armson, B. A., & Liston, R. (2000). Maternal
complications with placenta previa. American
Journal of Perinatology, 17(Number 02), 101-
106. https://doi.org/10.1055/s-2000-9269
Sheiner, E.,  Shoham-Vardi, I.,  Hallak, M.,
Hershkowitz, R., Katz, M., & Mazor, M. (2001).
Placenta previa: Obstetric risk factors and
pregnancy outcome. Journal of Maternal-Fetal
and  Neonatal Medicine, 10(6), 414-
419. https://doi.org/10.1080/jmf.10.6.414.419
Cali, G., Timor-Tritsch, 1. E., Palacios-
Jaraquemada, J., Monteaugudo, A., Buca, D.,
Forlani, F., Familiari, A., Scambia, G.,
Acharya, G., & D'Antonio, F. (2018). Outcome
of cesarean scar pregnancy managed
expectantly: Systematic review and meta-
analysis. Ultrasound  in  Obstetrics &

Gynecology, 51(2), 169-
175. https://doi.org/10.1002/u0g. 17568
Zhang, Y., Zhang, 7., Liu,X., Zhang, L.,

Hong, F., & Lu, M. (2020). Risk factors for
massive hemorrhage during the treatment of
cesarean scar pregnancy: A systematic review
and meta-analysis. Archives of Gynecology and

Obstetrics, 303(2), 321-
328. https://doi.org/10.1007/s00404-020-
05877-9

Runmei, M., Terence T,L., Yonghu, S,

Hong, X., Yuqin, T., Bailuan, L., Minghui, Y.,
Weihong, Y., Kun, L., Guohua, L., Hongyu, L.,
Li, G., Renmin, N., Wenjin, Q., Zhuo, C.,
Mingyu, D., Bei, Z., Jing, X., Yanping, T., ...
Dandan, Z. (2012). Practice audits to reduce
caesareans in a tertiary referral hospital in south-
western China. Bulletin of the World Health
Organization, 90(7), 488-
494. https://doi.org/10.2471/blt.11.093369
Sinha, P., & Mishra, M. (2012). Caesarean scar
pregnancy: A  precursor of  placenta
percreta/accreta. Journal of Obstetrics and
Gynaecology, 32(7), 621-
623. https://doi.org/10.3109/01443615.2012.69
8665

Sikka, P., Suri, V., Chopra, S., & Aggarwal, N.
(2014). A second trimester caesarean scar
pregnancy. Case Reports in Obstetrics and
Gynecology, 2014, 1-
2. https://doi.org/10.1155/2014/828635
Timor-Tritsch, I. E., Monteagudo, A., Cali, G.,
Vintzileos, A., Viscarello, R., Al-Khan, A.,
Zamudio, S., Mayberry, P., Cordoba, M. M., &

Page | 557

Copyright © 2024. I1IBR Published by Indus Publishers
This work is licensed under a Creative Common Attribution 4.0 International License.


https://europepmc.org/article/med/16013180
https://pesquisa.bvsalud.org/portal/resource/pt/emr-63134
https://pesquisa.bvsalud.org/portal/resource/pt/emr-63134
https://journals.lww.com/greenjournal/abstract/1978/11000/Placenta_Previa_Predisposing_Factors_and_Effects.2.aspx
https://journals.lww.com/greenjournal/abstract/1978/11000/Placenta_Previa_Predisposing_Factors_and_Effects.2.aspx
https://journals.lww.com/greenjournal/abstract/1978/11000/Placenta_Previa_Predisposing_Factors_and_Effects.2.aspx
https://doi.org/10.1080/713605832
https://doi.org/10.1111/j.1471-0528.1986.tb07958.x
https://doi.org/10.1111/j.1471-0528.1986.tb07958.x
https://doi.org/10.3109/00016348109154125
https://doi.org/10.3109/00016348109154125
https://doi.org/10.1097/00006250-200206000-00004
https://doi.org/10.1097/00006250-200206000-00004
https://doi.org/10.1111/j.1447-0756.1999.tb01136.x
https://doi.org/10.1111/j.1447-0756.1999.tb01136.x
https://europepmc.org/article/med/15284689
https://doi.org/10.1055/s-2000-9269
https://doi.org/10.1080/jmf.10.6.414.419
https://doi.org/10.1002/uog.17568
https://doi.org/10.1007/s00404-020-05877-9
https://doi.org/10.1007/s00404-020-05877-9
https://doi.org/10.2471/blt.11.093369
https://doi.org/10.3109/01443615.2012.698665
https://doi.org/10.3109/01443615.2012.698665
https://doi.org/10.1155/2014/828635

Bakhtawar, et al.,

23.
24.
25.
26.

27.

28.

IJBR Vol.3 Issue.3 2025

Comparative Study of Frequency of Placenta Previa in Women...

Dar, P. (2014). Cesarean scar pregnancy is a

precursor of morbidly adherent
placenta. Ultrasound  in Obstetrics &
Gynecology, 44(3), 346-

353. https://doi.org/10.1002/u0g.13426

Ananth, C., Smulian,J.,, & Vintzileos, A.
(1997). The association of placenta previa with
history of cesarean delivery and abortion: A
meta-analysis. American Journal of Obstetrics
and Gynecology, 176(1),
S144. https://doi.org/10.1016/s0002-
9378(97)80563-7

Cieminski, A., & Dlugotecki, F. (2005).
Relationship between placenta previa and
maternal age, parity and prior caesarean
deliveries. Ginekologia polska, 76(4), 284-289.
Zamani, N. (1998). Diagnosis, management and

outcome of  placenta previa. Mother
Child, 36(1), 60-6.

Farhat, N. (2003). Incidence, causes and
outcome of placenta previa.

https://pesquisa.bvsalud.org/portal/resource/pt/e
mr-63134

NAEYE, R. L. (1978). Placenta previa
predisposing factors and effects on the fetus and
surviving infants. Obstetrics &
Gynecology, 52(5), 521-525.
https://journals.lww.com/greenjournal/abstract/

1978/11000/Placenta_Previa Predisposing Fac
tors_and Effects.2.aspx

Faiz, A. S., & Ananth, C. V. (2003). Etiology and
risk factors for placenta previa: an overview and
meta-analysis of observational studies. The
journal of maternal-fetal &  neonatal
medicine, 13(3), 175-190.

29.

30.

31.

32.

33.

34.

Zaman, B. S., Zubair, A., Bhatti, S. Z., & Malik,
M. Z. S. (2005). Effect of Placenta Previa on
fetal & maternal morbidity/mortality. Annals of
King  Edward Medical  University, 11(3).
https://doi.org/10.21649/akemu.v11i3.997
Hibbard, B. M. (1988). Bleeding in late
pregnancy. Hibbard BM, (Ed).

ROSE, G. L., & CHAPMAN, M. G. (1986).
Actiological factors in placenta praevia a case
controlled study. BJOG: An International
Journal of Obstetrics & Gynaecology, 93(4),
586-588. https://doi.org/10.1111/§.1471-
0528.1986.tb07958.x

Singh, P. M., Rodrigues, C., & Gupta, A. N.
(1982). Placenta previa and previous cesarean
section. Obstetrical & Gynecological
Survey, 37(4), 245.
https://journals.lww.com/obgynsurvey/citation/
1982/04000/Placenta Previa_and_Previous_Ce
sarean_Section.11.aspx

Gilliam, M., Rosenberg, D., & Davis, F. (2002).
The likelihood of placenta previa with greater
number of cesarean deliveries and higher
parity. Obstetrics & Gynecology, 99(6), 976-
980. https://doi.org/10.1016/S0029-
7844(02)02002-1

Hendricks, M. S., Chow, Y. H., Bhagavath, B.,
& Singh, K. (1999). Previous cesarean section
and abortion as risk factors for developing
placenta previa. Journal of Obstetrics and

Gynaecology Research, 25(2), 137-142.
https://doi.org/10.1111/§.1447-
0756.1999.tb01136.x

Page | 558

@ Copyright © 2024. IJBR Published by Indus Publishers
BY__NC_SA This work is licensed under a Creative Common Attribution 4.0 International License.


https://doi.org/10.1002/uog.13426
https://doi.org/10.1016/s0002-9378(97)80563-7
https://doi.org/10.1016/s0002-9378(97)80563-7
https://pesquisa.bvsalud.org/portal/resource/pt/emr-63134
https://pesquisa.bvsalud.org/portal/resource/pt/emr-63134
https://journals.lww.com/greenjournal/abstract/1978/11000/Placenta_Previa_Predisposing_Factors_and_Effects.2.aspx
https://journals.lww.com/greenjournal/abstract/1978/11000/Placenta_Previa_Predisposing_Factors_and_Effects.2.aspx
https://journals.lww.com/greenjournal/abstract/1978/11000/Placenta_Previa_Predisposing_Factors_and_Effects.2.aspx
https://doi.org/10.21649/akemu.v11i3.997
https://doi.org/10.1111/j.1471-0528.1986.tb07958.x
https://doi.org/10.1111/j.1471-0528.1986.tb07958.x
https://journals.lww.com/obgynsurvey/citation/1982/04000/Placenta_Previa_and_Previous_Cesarean_Section.11.aspx
https://journals.lww.com/obgynsurvey/citation/1982/04000/Placenta_Previa_and_Previous_Cesarean_Section.11.aspx
https://journals.lww.com/obgynsurvey/citation/1982/04000/Placenta_Previa_and_Previous_Cesarean_Section.11.aspx
https://doi.org/10.1016/S0029-7844(02)02002-1
https://doi.org/10.1016/S0029-7844(02)02002-1
https://doi.org/10.1111/j.1447-0756.1999.tb01136.x
https://doi.org/10.1111/j.1447-0756.1999.tb01136.x

