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Abstract:

The aim of this review was to give background knowledge of placenta previa, risk factors for

preterm delivery and placenta previa, and their connection. We conducted detailed search through

online databases as; PubMed, and Embase to find related studies published in English with human

subjects till June, 2018.Placenta previa is an obstetric condition where the maturing placenta

partially or entirely obstructs the internal cervical os. It is a major source of third-trimester bleeding

and has been connected with serious maternal complications and unfavorable perinatal outcomes.

Maternal issues connected with placenta previa include hemorrhage needing blood transfusion,

disseminated intravascular coagulation and partial or overall hysterectomy. Maternities

complicated by placenta previa also cause greater regularities of prematurity and fetal and neonatal

fatality. Threat factors for placenta previa include previous uterine scar, smoking cigarettes,

mother's age over 35 years, grandmultiparity, recurrent abortions, and low socioeconomic position.

Introduction:

Among the outcomes of raising cesarean delivery rates over the last 2 decades is a rise in placental

implantation abnormalities (PIAs) including placenta previa, placenta accreta, vasa previa, and

velamentous cord insertion [1-3]. Considering that PIAs could have disastrous complications for
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both the mommy and unborn child, efforts have been concentrated on decreasing mother's and fetal

threat by not enabling the pregnancy to advance to term, thus resulting in preterm delivery.

Actually, adhering to ischemic placental condition, PIAs are the 2nd most usual cause for indicated

preterm delivery, making up 5.6-8.7% of indicated preterm deliveries at <35 weeks' pregnancy [4].

Placenta Previa specified as a problem that happens in maternity when the placenta atypically

implanted in the lower uterine sector, Partially or entirely covering the interior cervical os

[5].Complete placenta previa is when it shields the interior os, partial is when the placenta partly

covers the os, and marginal is when the placenta comes close to the border of the os [6].The rising

incidence of cesarean areas in the last half a centery is partially an original variable to the raising

variety of cases of placenta previa [7].The overall prevalence of placenta previa reported in the

literature is roughly 4.0 per 1000 births. Threat factors connected with a boosted risk of placenta

previa were advanced maternal age, grand multiparity, history of previous C/S, previous abortion,

and smoking cigarettes while pregnant [8].

The aim of this review was to give background knowledge of placenta previa, risk factors for

preterm delivery and placenta previa, and their connection.

Methodology:

We conducted detailed search through online databases as; PubMed, and Embase to find related

studies published in English with human subjects till June, 2018. The search strategy using terms

relating to ‘preterm delivery’, ‘placenta praevia’ and ‘pregnancy’.. The reference lists of eligible

studies were hand searched to identify further publications. The full search strategy is available

upon request.

Discussion:
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· Placenta Previa

The placenta is a structure that establishes inside your uterus while pregnant, supplying oxygen

and nutrition to and removing wastes from your baby. The placenta attaches to your child via the

umbilical cord. In many pregnancies, the placenta attaches at the leading or side of the womb.

Placenta previa(figure1) is an unusual form of impaired placentation where placenta lies low in the

uterine cavity, covering entirely or partly the interior cervical ostium and consequently avoiding

normal vaginal delivery. This problem has been reported to happen in 3-- 20 per 1000 pregnancies.

It is one of the major reasons for vaginal bleeding in the third trimester [9], and a substantial root

cause of mother's [11] and perinatal morbidity and death [12].The incidence of placenta previa in

expecting ladies is about 0.3-0.8%, depending after the populace explored [10],[13].A fad of

enhancing placenta previa incidence was observed in the previous decade primarily as a result of a

raising cesarean section rate and advancing maternal age at the time of first pregnancy [14].

Brilliant red vaginal bleeding without pain during the 2nd fifty percent of maternity is the primary

indicator of placenta previa. Some women likewise have contractions.The etiology of placenta

previa remains greatly odd, yet numerous medical and epidemiological research studies have

observed raised event of placenta previa amongst ladies with advanced maternal age, multiparity,

male fetuses, multiple pregnancy, prior Cesarean delivery and previous spontaneous or induced

abortion [15].Furthermore, behavior variables that have been linked with increased occurrence of

placenta previa consist of maternal cigarette smoking and substance abuse while pregnant. Finally,

women with a background of placenta previa in a previous maternity are at greater threat of creating

this problem in a subsequent pregnancy.

Significant complications can be Bleeding and Preterm birth. Severe, potentially life-threatening

vaginal bleeding (hemorrhage) can occur throughout labor, delivery or in the very first couple of
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hrs after delivery.Severe bleeding might prompt an emergency situation C-section before your baby

is complete term.

Figure 1.Illustration of normal placenta and stages of placenta previa.

· Preterm delivery

Preterm delivery stays a significant factor to brief- and long-lasting morbidity and mortality both

to the mommy and her newborn [16].In the United States, approximately 60% of preterm delivery

are spontaneous and 40% are suggested [17].It's formerly determined that 5.6% of shown preterm

births at <35 weeks' pregnancy were connected to placenta previa and an added 3.1% were

connected to "unexplained blood loss" [4]. Because placental abruption was a different category

because data set, it is very likely that unexplained bleeding could have included lots of PIA

instances. As a result, the payment of PIAs to the shown preterm distributions at <35 weeks'

gestation could be as high as 8.7% [4].

· Risk factors for preterm delivery and placenta previa, and their connection

Placenta previa is a risk factor for preterm birth [18], [20].Certainly, regarding 60% of the patients

with placenta previa in the research delivered preterm, mainly as a result of vaginal bleeding. It has
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been proposed that in instances of placenta previa a particular level of spontaneous placental

separation is an unpreventable outcome of the formation of the reduced uterine segment and

cervical dilatation, resulting in severe hemorrhage [27] and indicated preterm birth. Additionally,

there is evidence to support the delivery of females with placenta previa in between 36 to 37 weeks,

this method is accordinged to the searchings for of Ananth et al. [19], who showed that females

with placenta previa have a boosted perinatal death after 37 weeks of gestation. Collectively, the

combination of extreme vaginal bleeding that jeopardizes the mother and the increased inexplicable

stillbirth in these patients after 37 weeks adds to the high percentage of preterm deliveries reported

in patients with placenta previa. However, it is unclear from the present literary works whether the

increased threat for preterm birth is restricted to the pregnancy impacted by placenta previa or does

it affect the subsequent ones too.

Shortening of the uterine cervix throughout gestation is a threat element for preterm birth in patients

with normal placentation [28], recent researches suggest that this is the very same in patients with

placenta previa [25].Certainly amongst ladies with placenta previa, those that had a cervical length

<30 mm at the 3rd trimester had a greater rate of preterm delivery and a higher proportion of them

required delivery due to hemorrhage in comparison to those with longer cervical length [24].On

top of that, Ghi et al. [23] reported that patients with placenta previa who had emergency cesarean

section due to bleeding at < 34 weeks of pregnancy had a significantly shorter cervical length than

those who had elective cesarean delivery later on throughout gestation. The writers concluded that

a short cervix in patients with placenta previa could declare early beginning of labor and possible

detachment of the placenta from its reduced insertion [23].

Vaginal bleeding can be the only manifestation of intra-amniotic infection and/or inflammation

[29].Without a doubt, among patients with placenta previa and genital bleeding the percentage of
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intra amniotic infection was 5.7% and intra-amniotic inflammation was detected in 17.9% of these

patients [22].In addition, among patients with placenta previa, those that had intra-amniotic

infection or inflammation had a greater rate of delivery within 48 hours from admission and a lower

mean gestational age at delivery compared to those without it [22].In a different research, females

with placenta previa who were admitted with an episode of preterm labor with intact membrane

layers had a rate of 4.9% of intra-amniotic infection and 16.7% of intra-amniotic inflammation

[21].Additionally, ladies with placenta previa that provide with preterm labor and have intra-

amniotic inflammation had a higher threat of intra-amniotic infection and a much shorter admission

to delivery interval. Thus, in a similar way to ladies with typical placentation, infection and or

inflammation might become part of the systems that prematurely activate the typical path of

parturition in patients with placenta previa, resulting in preterm labor that is linked in a few of the

instances with genital bleeding and eventually proceed to preterm birth.

The searching for that females with placenta previa who supplied preterm are at increased danger

for spontaneous preterm birth in the subsequent delivery regardless to the website of placental

implantation is novel. Preterm delivery is a recurrent illness; both spontaneous and showed preterm

births are connected with a boosted risk for recurrence in succeeding maternities [4],[30].In

addition, there is an inverse connection between the gestational age at delivery and the risk for

recurring preterm birth [4], [30] and patients that experienced a spontaneous preterm parturition,

have a higher reappearance rate than the general population for any gestational age where the

preterm delivery occurred.

Amongst multiparous patients, a prior preterm birth is the most noticeable threat aspect for a

recurring preterm shipment [31].This is very important considering that in our accomplice the rate

of previous preterm birth did not vary substantially between the study hall; recommending that the
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independent threat for recurrent preterm birth in ladies with placenta previa who delivered preterm

is an unique observation that does not the arise from their obstetric history. Likewise to spontaneous

preterm birth, placenta previa is a reoccurring pathology. In our mate, the recurrence rate of

placenta previa was 2.7%. This is in accord with previous reports that the reappearance rate of

placenta previa in various population differs from 2.3% to 3.2% [26].The unique searching for of

this study that ladies who had a preterm delivery as an outcome of placenta previa have an

independent raised threat (OR 3.6) for a spontaneous preterm birth in the subsequent pregnancy,

even in the lack of frequent placenta previa, is of importance. This odds ratio is more than that for

duplicated placenta previa (2.65 ), and resembles the danger of reoccurring preterm birth in patients

who had a previous spontaneous preterm birth [32]; even more sustaining the assumption that the

systems bring about spontaneous preterm birth might be also associated with preterm parturition

amongst patients with placenta previa.

Table 1.Risk factors for obtaining placenta previa.

cesarean section high parity
advanced maternal age previous spontaneous or induced abortions
increasing number of previous cesarean sections previous placenta previa
smoking previous uterine operations
substance abuse during pregnancy multiple gestation
uterine scar infertility treatment
hemorrhagic complications male gender

The higher threat of placenta previa connected with progressing mother's age. Among older

females, there may be atherosclerotic modifications in the uterine capillary triggering compromised

uteroplacental blood flow. This has been revealed by microscopic researches of placentae from

older ladies that have revealed uteroplacental underperfusion and large placental infarcts [33].To

keep ideal blood circulation, an enhanced surface area may be required for placental attachment,

and this might result in placental advancement on the reduced uterine sector [33].There is a higher
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threat of placenta previa with greater parity, confirming findings from earlier studies. This might

be due to endometrial scarring at the site of prior placental attachments causing lower placental

implantation.  The  other  opportunity  could  be  that  capillary  at  the  sites  of  previous  placetal

attachments go through changes that could lead to lowered uteroplacental blood circulation

[34].This, consequently, could result in a bigger placenta elbowing in on the cervical os with

repeated maternities.

There is a boosted danger of placenta previa amongst women with a background of previous

Cesarean delivery and previous abortion. There is a greater risk of placenta previa with cigarette

smoking and mother's cocaine use throughout maternity, as formerly reported. Placental

enhancement has been noted among females who smoke cigarettes and this has been credited to

the vasoactive residential or commercial properties of nicotine and to chronic hypoxia connected

with carbon monoxide [34].

The etiology of placenta previa stays mostly obscure.The greatest link was found between previous

history of cesarean area [33], high parity, and advanced mother's age, yet the strength of the

connection differs from research to study. In addition, in many cases the results of the studies are

contradictory and deserve further assessment. Various other prospective threat variables with even

more confounding impact on the development of placenta previa include background of previous

spontaneous or stimulated abortions, enhancing number of previous cesarean sections, previous

uterine procedures, previous placenta previa, smoking or drug abuse while pregnant, numerous

pregnancy, and child sex at birth [34].

· Prevention and management of preterm delivery in placenta previa

The population-attributable danger for placenta previa shows that smoking cigarettes has the best

result (26%) complied with by previous abortion (16%) and Cesarean distribution (10%). This
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indicates that, if all ladies were to quit smoking during pregnancy, 26% of placenta previa cases

would possibly be preventable. As cigarette smoking is preventable, it would be useful to urge

expectant women to stop cigarette smoking, specifically those women presumed of being at raised

danger for placenta previa. In a similar way, Cesarean deliveries and abortions must be performed

with more caution and only in situations where there is proof of fetal or maternal distress, in order

to lower the risk of placenta previa in future pregnancies.

Various records have revealed that aggressive management of placenta praevia, consisting of

tocolytic therapy, duplicated blood transfusion, and extended medical facility remain causes

improved end results [35].Besinger et al [36] demonstrated that tocolytic usage postponed delivery

and was associated with a boost in birth weight.Towers et alia [37] have shown that there was no

rise in morbidity and mortality connected with an aggressive management strategy in a tertiary

setting. Cervical cerclage has been shown to prolong pregnancy in females with second trimester

vaginal blood loss yet there is presently inadequate evidence to advise this technique beyond a

clinical test [38], [39].Results from retrospective research studies to this day suggest that females

with medical threat aspects of 2nd trimester bleeding or the presence of uterine tightenings could

gain from close surveillance in healthcare facility, tocolytic treatment, and repeated blood

transfusion. Refresher courses in this group of patients, specifically those with 2nd trimester blood

loss, will certainly help to specify the role of such treatment in decreasing preterm delivery and

boosting professional outcome. Furthermore, recognizing that these women go to raised risk of

preterm delivery, the alternative of more aggressive treatment need to be discussed and supplied to

this patient team.
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Conclusion:

Placenta previa is an obstetric condition where the maturing placenta partially or entirely obstructs

the internal cervical os. It is a major source of third-trimester bleeding and has been connected with

serious maternal complications and unfavorable perinatal outcomes.Maternal issues connected

with placenta previa include hemorrhage needing blood transfusion, disseminated intravascular

coagulation and partial or overall hysterectomy. Maternities complicated by placenta previa also

cause greater regularities of prematurity and fetal and neonatal fatality. Threat factors for placenta

previa include previous uterine scar, smoking cigarettes, mother's age over 35 years,

grandmultiparity, recurrent abortions, low socioeconomic position, and male gender. Along with

hemorrhagic difficulties, placenta previa is connected with abruptio placentae, congenital

malformations, uncommon presentations, and preterm delivery.

Understanding obstetric aspects inclining females for placenta previa advancement in our populace

is essential for selecting appropriate preventive procedures for these women. Doctor should suspect

placenta previa especially if female is over 34 years of age, has had 3 or more previous maternities,

parity of 2 and even more, and elevating variety of previous abortions and cesarean sections. These

females need to receive therapy as soon as pregnancy is validated. This is specifically important in

non-compliant ladies with feasible bad antenatal care. Mindful monitoring of these high-risk

pregnancies is of utmost relevance, specifically regarding cautious ultrasonographic examination

with specific placental location throughout the 2nd trimester of maternity. Early recognition and

proper surveillance of placenta previa could decrease the possibility of bad consequence in sudden

large vaginal bleeding.
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