


PLACENTA PRAEVIA IN A NIGERIAN TERTIARY HOSPITAL: PREVALENCE, RISK FACTORS AND FETOMATERNAL OUTCOMES

ABSTRACT
Background:
Placenta praevia remains a major contributor to maternal and perinatal morbidity and mortality worldwide, with a disproportionate burden in low- and middle-income countries. Strategies aimed at prevention, timely diagnosis, and appropriate management are essential to minimizing the adverse outcomes associated with this condition.
Objective:
This study aimed to assess the prevalence, sociodemographic profile, associated risk factors, and fetomaternal outcomes of pregnancies complicated by placenta praevia.
Study Design:
A retrospective descriptive study of women managed for placenta praevia conducted at the Federal Medical Centre, Yenagoa, Bayelsa State, between 1st January 2018 and 31st December 2020.
Results:
Placenta praevia accounted for 38 of 2,375 deliveries during the study period, resulting in an institutional prevalence of 1.6%. The mean maternal age was 32.7 years. The condition occurred most frequently among women aged 31–35 years and was more common in primiparous women. Booking status did not differ among affected patients. Previous caesarean section was the predominant risk factor identified. Nearly all pregnancies resulted in live births, with only one recorded stillbirth. All women were delivered by caesarean section. Postpartum haemorrhage occurred in 23.6% of cases, while 55.3% of the patients required blood transfusion. No maternal deaths were recorded.
Conclusion:
Placenta previa affected 1.6% of deliveries, predominantly in primiparous women with prior C-sections, and timely caesarean intervention ensured excellent maternal and neonatal outcome.
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INTRODUCTION
Antepartum hemorrhage (APH), like other obstetric emergencies, carries a heightened risk of both maternal and perinatal morbidity and mortality. This risk is compounded by the fact that the obstetrician is simultaneously managing two patients: the mother and the fetus1. APH is defined as bleeding from the genital tract occurring from the 28th week of gestation up to the onset of labour1. It occurs in approximately 2–5% of pregnancies, with most cases involving only minor blood loss 2. Nevertheless, substantial hemorrhage can pose serious health risks to both mother and child. The causes of APH can be categorized as placental, fetal, or maternal1, 2. Placenta previa refers to a placenta that partially or completely covers the lower uterine segment.
Several factors predispose to placenta previa, including advanced maternal age, high parity, previous uterine surgery, intrauterine adhesions, conditions causing a large placenta, abnormalities in endometrial vascularization, prior endometrial or myometrial injury, and conception via assisted reproductive techniques1-3. Placenta previa is the most common cause of third-trimester bleeding, typically presenting as painless, bright-red vaginal bleeding in about 70% of cases1-4. The abdomen is usually soft and non-tender, fetal heart sounds are audible, and many women report prior “herald” bleeds in early gestation resembling threatened abortion1.
Maternal complications associated with placenta previa include hypovolemic shock, disseminated intravascular coagulation, acute renal failure, higher rates of cesarean delivery, peripartum hysterectomy, and postoperative anemia1, 5, 6. Studies have reported maternal mortality rates around 1%6, 7. Fetal complications include preterm birth, low birth weight, birth asphyxia, and intrauterine fetal death1, 5-7. Up to 20% of very preterm infants are born in the context of APH, which has been linked to cerebral palsy primarily due to preterm delivery6. Research from Australia indicated that women with unexplained APH face higher risks of preterm delivery and neonatal hyperbilirubinemia. Moreover, their infants are often smaller, even after adjusting for gestational age and other confounding factors. Long-term neonatal complications may extend into childhood, including neurological deficits within the first year of life8.
OBJECTIVES
1. To determine the prevalence of placenta previa.
2. To examine the sociodemographic characteristics of women managed for placenta previa.
3. To identify the causes of placenta previa.
4. To assess the fetomaternal outcomes of pregnancies complicated by placenta previa.
MATERIALS AND METHODS
This retrospective descriptive study was conducted at the Federal Medical Centre, Yenagoa, over a three-year period. Ethical approval was obtained from the institution’s Ethics and Research Committee prior to the study. All parturients diagnosed with placenta previa between January 1st, 2018, and December 31st, 2020, were identified from labour ward and theatre records. Their case notes was retrieved from the Medical Records Department, achieving a 100% retrieval rate. Total deliveries during the study period were obtained from the hospital’s statistics unit. Relevant information on maternal age, parity, booking status, gestational age at presentation, social status, mode of delivery, fetal sex and weight, and fetomaternal outcomes was extracted using a structured proforma. Data were coded, entered into a spreadsheet, and analyzed using SPSS version 25.0.
RESULTS
Out of 2,375 deliveries during the study period, 38 cases were diagnosed with placenta previa, yielding a prevalence of 1.6%. The mean maternal age was 32.7 years. Placenta previa was most common among women aged 31–35 years and primiparous women. There was no difference in booking status among affected women. The most frequent risk factor was a previous cesarean section. Nearly all women delivered live infants, with only one stillbirth recorded. All cases were managed via cesarean section, and postpartum hemorrhage occurred in 23.6% of cases, while 55.3% required blood transfusion. No maternal deaths were reported during the study period.
Table 1: Sociodemographic characteristics of placenta praevia.
	Factors
	Frequency
	%

	21 – 25
	5 
	13.2

	26 – 30
	5 
	13.2

	31 – 35
	16 
	42.1

	36 – 40
	11 
	28.9

	>40
	1 
	2.6

	Nulliparous
	2
	5.3

	Primipara
	16 
	42.1

	Multipara
	15 
	39.4

	Grandmultipara

	5 
	13.2

	Booked
	19 
	50

	Unbooked
	19 
	50

	Employed  
	28 
	73.7

	Unemployed
	10 
	26.3

	Single
	4 
	10.5

	Married
	34 
	89.5


Most women were aged 31–35 years, primiparous, employed, married with no difference in booking status. 
Table 2: Risk factors of placenta previa.
	Causes
	Frequency (n)
	Percentage (%)

	Previous C/S
	21
	55.3

	Previous placenta previa
	4
	10.5

	Previous D&C
	8
	21.1

	Multiple pregnancy
	2
	5.3

	Previous myomectomy
	3
	7.8

	Total
	38
	100


The most frequent risk factor was a previous cesarean section. 
Table 3: Fetomaternal outcome of patients with Placenta previa
	Outcome
	Frequency
	%

	Live birth
	39 
	97.5

	Stillbirth
	1 
	2.5

	Male
	20 
	50

	Female
	20 
	50

	Preterm
	21 
	52.5

	Term
	19 
	47.5

	Vaginal
	-
	-

	C/S
	38 
	100

	Blood transfusion
	21 
	55.3

	SCBU Admission
	16 
	40

	PPH
	10 
	26.3

	Death
	-
	-


Nearly all women delivered live infants, with only one stillbirth recorded. All cases were managed via cesarean section, and postpartum hemorrhage occurred in 23.6% of cases, while 55.3% required blood transfusion with no maternal deaths reported.
DISCUSSION
The reported prevalence of placenta previa differs considerably across populations and regions. In the present study, a prevalence of 1.6% was observed, which is comparable to the 1.4% reported by Reddy et al¹⁰, higher than the 0.84% documented in Bahrain⁵, but lower than the 2% recorded in a Western Nigerian teaching hospital⁴. A relatively high prevalence underscores the need for intensified preventive strategies, as placenta previa is a well-recognized risk factor for recurrence in subsequent pregnancies.
Placenta previa occurred more frequently among primiparous women and those aged 31–35 years, accounting for 42.1% of cases compared with women of lower parity. This pattern aligns with findings from studies conducted in Kano⁴, Bahrain⁵, and India⁶. Possible explanations include delayed childbearing due to prolonged education and career pursuits, rising divorce rates, increased use of assisted reproductive technologies, and effective contraceptive practices. Given the global trend toward advancing maternal age, it is increasingly important to evaluate associated risk factors. Although the exact mechanism remains unclear, age-related sclerotic changes in intramyometrial arteries, leading to reduced uteroplacental blood flow, have been suggested as a contributory factor⁶.
In contrast to some reports, there was no difference in booking status among patients in this study. This finding differs from that of Takai et al⁴, who reported a predominance of unbooked cases. The higher proportion of unbooked patients in their study may reflect the role of the hospital as a major referral center. This highlights the importance of antenatal care in the early identification and management of women at risk of placenta previa, thereby reducing associated maternal and perinatal morbidity and mortality. Late presentation with complications has been attributed to factors such as illiteracy, cultural practices, and poverty, which often discourage hospital attendance except in emergencies¹,⁴,¹⁰,¹⁴.
Identified risk factors in this study included previous caesarean section (55.3%), prior dilatation and curettage (21.1%), previous history of placenta previa (10.5%), prior myomectomy (7.8%), and multiple gestation (5.3%), findings that are consistent with other studies⁴,¹³,¹⁵. These observations further emphasize the need to reduce unnecessary caesarean deliveries in order to minimize the risk of placenta previa.
Ultrasonography remains the most reliable modality for diagnosing placenta previa, whereas abruptio placentae is largely a clinical diagnosis, consistent with previous reports¹⁰,¹². Obstetric ultrasound is valuable for confirming fetal viability, estimating gestational age, determining placental location, and identifying retroplacental clots in cases of abruption. While initial assessments were performed transabdominally, the introduction of transvaginal ultrasonography since the 1980s has significantly improved diagnostic accuracy¹⁶.
Management of antepartum hemorrhage is individualized, taking into account fetal viability, gestational age, labor status, and the severity of maternal and fetal compromise. Vaginal delivery may be appropriate in cases of intrauterine fetal demise or advanced labor with imminent delivery, whereas caesarean section is preferred in the presence of maternal or fetal compromise or when complications arise during conservative management¹,²,⁹. In this study, all patients were delivered by caesarean section, resulting in a rate of 100%, which is comparable to findings from other studies¹⁷,¹⁸ but differs from reports from India¹⁰. Prompt surgical intervention is known to improve perinatal outcomes.
Live births accounted for 97.5% of deliveries, with a stillbirth rate of 2.5%. This outcome contrasts with findings by Reddy et al¹⁰ but is similar to reports by Nnagbo et al¹⁷ and Lakshmipriya et al¹⁷. The favorable perinatal outcome observed may be attributed to timely operative intervention in cases presenting with significant bleeding or at term.
Special Care Baby Unit (SCBU) admission was required in 40% of cases, and 52.5% of deliveries were preterm, findings consistent with a study from Enugu¹². The high rate of neonatal admissions is likely related to the substantial proportion of preterm births.
Postpartum hemorrhage occurred in 26.3% of patients, a rate comparable to reports from Nigeria⁴,¹² but higher than those from India¹⁰,¹¹. Blood transfusion was required in 55.3% of cases, which was lower than the rate reported by Reddy et al¹⁰ and similar to that of Tyagi et al¹¹. This may be related to the frequency of postpartum hemorrhage observed. No maternal deaths were recorded during the study period, a finding consistent with reports from Enugu¹². This favorable outcome may be due to early presentation, efficient blood transfusion services, and timely expert management. The mean duration of hospital stay was 6.6 days.

CONCLUSION
Placenta previa had a prevalence of 1.6%, occurring most commonly in primiparous women aged 31–35 years. Previous caesarean section was the leading risk factor. Despite high rates of caesarean delivery, postpartum hemorrhage, and preterm births, maternal outcomes were excellent with no deaths, and nearly all infants survived. Early detection and timely intervention were key to these favorable outcomes.
RECOMMENDATIONS
Routine antenatal ultrasonographic screening for placental location should be emphasized, particularly in women with previous caesarean sections or other uterine surgeries. Efforts should be made to reduce unnecessary primary caesarean deliveries. Strengthening referral systems, ensuring availability of blood transfusion services, and promoting early booking for antenatal care will further improve fetomaternal outcomes in pregnancies complicated by placenta previa.
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