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ABSTRACT
Objective. To investigate clinical and anamnestic risk factors for placenta previa in pregnant
women with a uterine scar.

Materials and Methods. A retrospective comparative study included 80 pregnant women
with a uterine scar. The control group consisted of 50 women with normal placental location, while
the study group included 30 women with placenta previa. Socio-demographic characteristics,
obstetric and gynecological history, menstrual function, extragenital diseases, and gynecological
pathology were analyzed.

Results. Women with placenta previa were characterized by a higher parity, a greater
frequency of third and subsequent deliveries, a history of induced abortions, and the presence of
two or more uterine scars. Chronic arterial hypertension was significantly more common in the
study group (p=0.031). No significant differences were found in menstrual function parameters.
Most types of extragenital and gynecological pathology showed no statistically significant
association with placenta previa.

Conclusion. The most significant risk factors for placenta previa in pregnant women with a
uterine scar are multiple uterine scars, high parity, induced abortions in medical history, and
chronic arterial hypertension. These findings may contribute to the identification of high-risk
patients and improve early diagnosis of abnormal placentation.

Keywords: placenta previa, uterine scar, cesarean section, risk factors, abnormal placentation,
pregnancy.
D®AKTOPBI PUCKA MTPEAJIEXKAHUSA IIJMIAIIEHTBI Y BEPEMEHHBIX )KEHIIIWUH
C PYBIHOM MATKE: PETPOCIIEKTUBHOE CPABHUTEJIBHOE UCCJIEJJOBAHUE

Lesb nccneq0BaHusl — HM3YYUTh KIMHUKO-aHAMHECTHYECKUE (DAKTOPBI PUCKA TPEIICKAHUS
IUTALEHTHI Y OepeMEeHHBbIX ¢ pyOLIOM Ha MaTKe.

Marepuansl u Meroabl. IIpoBeneHO pETPOCNEKTUBHOE CPABHUTEIBHOE HCCIEIOBAaHUE,
BKurounBIee 80 OepeMEHHBIX KEHIIMH ¢ pyOroM Ha MaTke. B koHTposbHYIO rpynmy Bomumm 50
MalUEHTOK C HOPMAJIbHBIM PACIOJIOKEHUEM IUIALEHTHI, B OCHOBHYIO rpymnmny — 30 ManueHToK ¢
MpeJIe)KaHUeM TUTALCHTHI. BBIMOTHEH aHaIM3 COIUAIBHO-IEMOTPadUICCKUX XapaKTePUCTHK,
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AKYHICPCKO-THHEKOJIOTMYECKOIr0 aHaMHE3a, MCHCpr&J’ILHOfI Q)YHKI_[I/II/I, BKCTpaFeHI/ITaJILHOﬁ n
THMHEKOJIOTHYECKOM HNaTOJOTUH.

PesyabTaThl. YCTaHOBIIEHO, UTO NMALIMEHTKHU C IPEUICKAHUEM IUIALEHTHI YaIlE UMEIIU BbI
COKHI TapHUTET, TPEThH U MOCIEIYIONUe POAbI, apTUHUIHATIbHBIE a00PTHl B aHAMHE3e, a TaKKe
nBa U Oosee pyOla Ha MaTKe. XpOHHMUYECKas apTepHalbHas T'MIIEPTEH3Us JOCTOBEPHO Yalle
BCcTpewyanach B ocHOBHOM rpymnme (p=0,031). Ilokasarenm MeHCTpyanbHOH —(yHKINH
CTaTUCTUYECKM 3HAYMMO HE pa3Iu4aauch MexAy rpynnamu. CylecTBEHHBIX pa3iIvduid II0
60J'IBH_H/IHCTBy BUI0B 3KCTpaFCHHTaHBHOfI ¥ THHEKOJIOTUYECKOM MMAaTOJIOTUH HE BBISABIICHO.

3akiouenne. HawmbGonee 3HauumbIMH (akTOpaMH pHCKAa TPEAICKAHUS IUIALCHTH Yy
OepeMeHHBIX C pyOLlOM Ha MaTKe SIBJIAIOTCSA HalIW4Me JBYX U Oojiee pyOLOB Ha MaTKe, BHICOKUMN
MMapuTeT, apTHq)HHHaHBHBIe a60pTBI B aHAaMHC3C M XPOHHUYCCKad apTCpHaJIbHAad TUIICPTCH3UA.
[Tonmy4yeHHble 1aHHBIE MOTYT OBITh MCHOJBb30BaHBI /ISl (POPMHUPOBAHUS I'PYII BBICOKOI'O PHUCKA U
COBCPUICHCTBOBAHUSA MCTOA0B paHHCI\/JI JUAarHOCTUKHU MaTOJOTHYECKOM IranceHTanuu.

KiarueBble ciioBa: MNpEAJICKAHUC TIALICHTHI, py6eu Ha MATKE, KECapCBO CCUCHUC, q)aKTOpBI
pHUCKaA, NNATOJIOIrMYCCKaa IIanCHTanus, 6epeMeHHOCTL.

Placental presentation remains one of the pressing issues in modern obstetrics due to the high
risk of massive obstetric hemorrhages, premature births, and maternal and perinatal morbidity [1,2].
In recent decades, there has been an increase in the incidence of this pathology, which is largely
linked to the increasing frequency of cesarean sections and the number of women with uterine scars
[3.4].

The presence of a scar on the uterus is considered one of the leading risk factors for the
disruption of implantation and placental processes [5,6]. Damage to the endometrium and
myometrium after surgical interventions can contribute to the abnormal attachment of the placenta
and the development of its anteriority [7]. In addition, the pregnant woman's age, high parity, the
presence of artificial abortions, and concomitant somatic pathology are of significant importance
[8,9].

Despite a significant number of studies dedicated to this issue, the role of individual clinical
and anamnesic risk factors in pregnant women with uterine cicatrices requires further study [10].

The presented observational comparative study was conducted between 2022 and 2025. To
address the set tasks, the stratification of patients with a high risk of placenta previa (placenta
prolapse, suspicion of prolapse according to ultrasound data) who were delivered at the 2nd
Maternity Complex of Tashkent State Medical University was performed.

To clarify the risk factors for the development of placental prolapse, the birth histories of 997
patients with uterine scar were retrospectively studied, including 50 women with uterine scar and
normal placental attachment (control group) and 30 women with uterine scar and placenta previa
(main group).

Clinical and statistical analysis of anamestic data and the characteristics of pregnancy and
childbirth were conducted based on specially developed maps and filled in by determining the
studied parameters from individual maps, birth histories, and medical history collection. The
subjects were aged 18 to 44 years.

The exclusion criteria were as follows: decompensated extragenital pathology, multiple

pregnancy.



http://www.bgpulseusa.com/index.php/bg

BG Journal

B

BG PULSE JOURNAL

E
8=

Table 1 - Retrospective analysis of the age of the examined pregnant women
Groups of subjects
Control group, with a Comparison group, Total
Age scar on the uterus without with a scar on the n=80
placenta previa n=50 uterus with placenta previa
n=30
Abs. % Abs. % Abs %
18-20 2. 4.0 0 0.0 2. 2.5
21-25 17 34.0 4 13.3 21 26.3
26-30 23 46.0 5 16.7 28 35.0
31-35 4 8.0 10 333 14 17.5
36-40 4 8.0 9 30.0 13 16.3
>40 0 0.0 2. 6.7 2. 2.5

Analysis of the age structure of the examined women showed that reproductive-age patients aged
21-30 predominated in both groups. The most numerous age category was 2630 years, accounting for
28 (35.0%) observations, of which 23 patients were in the control group and 5 patients in the
comparison group. In the comparison group, a higher proportion of women of older reproductive age
(31-35 years) and 36-40 years was noted compared to the control group. Patients over 40 years of age
were found only in the comparison group (2 cases). The obtained data indicate a trend toward an older
age composition of women with placental prolapse and prolapse.

Table 2 - Education Level in the Study Groups

education Groups of subjects
Control group, with a Comparison group,
scar on the uterus without with a scar on the p
placenta previa n=50 uterus with placenta previa
n=30
Abs. % Abs. %
higher education 2% 530 . 33
Secondary
specialized education 14 28.0 11 36.7
Medi
eaum 10 20.0 12 40.0
0.03
P 3

Analysis of the education level showed statistically significant differences between the
compared groups (p=0.033). In the control group, women with higher education predominated—26
(52.0%) patients—while in the group with non-adjoining placenta, their share was significantly
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lower, amounting to 7 (23.3%). Conversely, secondary education was more frequent in Group [—
12 (40.0%) women compared to 10 (20.0%) in the control group. 14 (28.0%) patients in the control
group and 11 (36.7%) women in Group I had secondary specialized education. The data obtained
indicate a lower level of education among patients with placental presentation compared to women
in the control group (Table 2).

According to N.A. Arkhangelsky (2019), women's educational status is an important factor
influencing not only the average number of children born but also a woman's reproductive behavior.
The results generally confirm a global trend: women with a high educational status have an average
of fewer children than women with a lower level of education; the former also have a higher average
age of the mother when the first child was born and larger intergenetic intervals.

The number of births across groups was distributed as follows (Table 3).

Table 3 - Parity and number of pregnancies by groups

parity Groups of subjects
Control group, Comparison group, R
with a scar on the with a scar on the
uterus without uterus with placenta
placenta previa n=50 | previa
n=30
Abs. % Abs. %
Fi irth
irst births 17 34.0 4 13.3 0.065
S d birth
ceond bIrtis 20 40.0 9 30.0
Third birth
1 DITHS 10 20.0 13 433 0.040
Fourth and
births GO 3. 6.0 4 133 0.416
Hist f induced
dbortion Y 0N 15 30.0 24 80.0 <0.001
History of
spontaneous abortion 3 10.0 6 20.0 0.315
Non-developing
pregnancy 3. 6.0 4 13.3 0.416

P-statistical significance of differences between the control group and Group L.

Parity analysis showed that among women in the control group, repeat births with second
births were more frequent (20 (40.0%) cases), while in the group with placental prolapse without
prolapse, patients with third births predominated (13 (43.3%). The frequency of third births was
statistically significantly higher in Group I compared to the control group (43.3% vs. 20.0%;
p=0.040). The proportion of women with first births was lower in Group I (13.3%) compared to the
control group (34.0%), but the differences did not reach statistical significance (p=0.065).

Upon analysis of the reproductive history, it was established that artificial abortions occurred
significantly more frequently in Group I patients—24 (80.0%) women compared to 15 (30.0%) in
the control group (p<0.001). The frequency of spontaneous abortions and non-developing
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pregnancy was also higher in Group I, but no statistically significant differences were found
between the groups (p>0.05). The results obtained indicate a correlation between high parity and
the presence of artificial abortions in the anamnesis and the development of placental presentation
in women with uterine cicatrices.

Table 4 - Number of uterine scars in the examined patients

Groups of subjects

Number of scars in Control group, with a Comparison group,
the uterus scar on the uterus without with a scar on the uterus
placenta previa n=50 with placenta previa
n=30
Abs. % Abs. %
1 uterine scar 18 36.0 3. 10.0
2 uterine cicatrices 21 42.0 19 63.3
3 uterine cicatrices 11 22.0 8 26.7

Analysis of the number of scars in the uterus showed differences in the structure of patients in
the study groups. In the control group, women with two scars on the uterus were most frequently
observed — 21 (42.0%) cases, while in the group with placental prolapse without prolapse, their
proportion was significantly higher and amounted to 19 (63.3%). One uterine scar was noted in 18
(36.0%) patients of the control group and only in 3 (10.0%) women of Group I. Three uterine scars
were identified in 11 (22.0%) patients of the control group and in 8 (26.7%) patients of Group 1.
The obtained data indicate that in women with placental presentation, two or more uterine scars are
more common, allowing for the consideration of repeated surgical deliveries as one of the likely
risk factors for the development of this pathology.

Thus, the number of scars in the uterus should be considered a significant prognostic factor for
the development of abnormal placentation in pregnant women. (Table 4).

Table 5 - Menstrual function in the examined patients

Groups of subjects
Control group, Comparison group,
Menstrual function | with a scar on the uterus with a scar on the
index without placenta previa | uterus with placenta R
n=50 previa
n=30
Menarche age 13.5 13.2 p=0.284
[13,2:13,9] [12,9:13,6]
Age of onset of 17.8 17.8 p=0.917
sexual life [16,8:18,1] [17.4:18.3]
Duration of 29.4 28.2 p=0.438
menstrual cycle [22,4;34,3 [22,1;33,3]
Duration of 34 3.8 p=0.512
menstrual bleeding [2.9; 5.6] [3,2;4,6]
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P-statistical significance of differences between the control group and group I

Analysis of menstrual function indicators revealed no statistically significant differences between
the examined groups. The average age of the menarche was 13.5 [13.2—13.9] years in the control group
and 13.2 [12.9-13.6] years in the group with placental anteriority without prolapse (p=0.284). The age
of onset of sexual life in both groups was practically the same and was 17.8 years (p=0.917).

The duration of the menstrual cycle also did not differ significantly between groups, amounting to
29.4 [22.4-34.3] days in the control group and 28.2 [22.1-33.3] days in Group I (p=0.438). The duration
of menstrual bleeding was comparable and amounted to 3.4 [2.9-5.6] and 3.8 [3.2-4.6] days,
respectively (p=0.512).

Thus, menstrual function indicators in patients of both groups were homogeneous, and the
identified differences did not reach statistical significance, indicating the absence of influence from the
characteristics of menstrual function formation and nature on the development of placental presentation
in women with uterine cicatrices.

Table 6 - Extragenital pathology in the subjects

Indicators of Groups of subjects Total P
extragenital pathology Control group, Comparison n=80
with a scar on the group,
uterus without with a scar on
placenta previa the uterus with
n=50 placenta previa
n=30
Abs % Ab % Ab %
. S. S.
Diseases of the 10 12 0.
urinary system > .0 > 16.7 10 .5 842
Respiratory 8. 10 0.
diseases 4 0 4 13.3 8 .0 917
Myopia 12 16 0.
6 0 7 233 13 3 643
Type 1 and 2 4. 3. 0.
diabetes mellitus 2 0 ! 33 3 8 733
Gestational 4. 3. 0.
diabetes mellitus 2 0 ! 33 3 8 733
Chronic arterial 4. 11 0.
hypertension 2 0 ’ 233 ? 3 031
obesity 14 15 0.
7 0 5 16.7 12 0 501

* - statistical significance of differences between groups I and II.

Analysis of the structure of extragenital pathology showed that most comorbidities occurred in
both groups with a comparable frequency. Urinary system diseases were identified in 10.0% of
patients in the control group and 16.7% of women in Group I (p=0.842), while respiratory system
diseases were identified in 8.0% and 13.3% of patients, respectively (p=0.917). The incidence of
myopia also did not differ significantly between groups and was 12.0% and 23.3%, respectively
(p=0.648). Type 1 and 2 diabetes mellitus, as well as gestational diabetes mellitus, were rare and
had no statistically significant intergroup differences (p=0.733). Obesity was noted in 14.0% of
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patients in the control group and in 16.7% of women in Group I (p=0.521).

A statistically significant difference was identified only regarding chronic arterial
hypertension, which was significantly more frequent in patients with placental anteriority without
prolapse — 7 (23.3%) women versus 2 (4.0%) in the control group (p=0.031). The obtained data
allow for the consideration of chronic arterial hypertension as one of the possible factors associated
with the development of placental presentation in women with uterine cicatrices.

Table 7 - Structure of gynecological pathology in patients of the studied groups

Indicators of Groups of subjects
gynecological pathology Control group, with a Comparison group,
scar on the uterus without with a scar on the R
placenta previa n=50 uterus with placenta
previa
n=30
Abs. % Abs. %
Abnormal uterine 4 8.0 7 233 0.214
bleeding
Inflammatory diseases 6 12.0 8 26.7 0.287
of pelvic organs
Benign ovarian tumors 3. 6.0 4 13.3 0.451
Uterine myoma 1 2.0 3 10.0 0.196
Endometriosis 1 2.0 1 33 0.874
Infertility 4 8.0 2. 6.7 0.628

P-statistical significance of differences between the control group and group I,

Analysis of the structure of gynecological pathology showed no statistically significant
differences between the study groups across all studied indicators (p>0.05). At the same time,
patients with placental anteriority without prolapse exhibited a higher incidence of several
gynecological diseases.

Abnormal uterine bleeding was observed in 23.3% of women in Group I, compared to 8.0% in
the control group (p=0.214). Inflammatory diseases of the pelvic organs were also more frequently
recorded in Group I patients at 26.7% compared to 12.0% in the control group (p=0.287). Benign
ovarian tumors were identified in 13.3% of patients in Group I and 6.0% of women in the control
group (p=0.451), and uterine fibroids in 10.0% and 2.0%, respectively (p=0.196).

The incidence of endometriosis was low and practically identical in both groups (2.0% and
3.3%; p=0.874). Anamnestic infertility was noted in 8.0% of patients in the control group and 6.7%
of women in Group I (p=0.628).

Thus, despite the higher prevalence of individual gynecological diseases in patients with
placental presentation, no statistically significant relationship has been established between the
studied forms of gynecological pathology and the development of placental presentation in women
with uterine cicatrices (Table 7).

At the same time, in the vast majority of observations, the surgery performed was a cesarean
section (Table 8).

Table 8 - Number of surgical interventions performed in patients of the clinical groups
| Groups of subjects | R
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Transferred operations Control group, with Comparison group,
a scar on the uterus with a scar on the
without placenta previa uterus with placenta
n=50 previa
n=30
Abs. % Abs. %
Caesarean section 50 100.0 30 100.0
Conservative 2 40 1 33 p=0.7
myomectomy 33
Ectopic pregnancy ) 40 3 10.0 p=0.5
. . . . 71
Appendectomy 1 20 ) 6.7 p=0.3
. . . ’7
‘ Operations on the 3. 6.0 3. 10.0 p=0.9
uterine appendages 14

P-statistical significance of differences between the control group and group I

Analysis of the surgical interventions performed showed that all patients in both groups had a
cesarean section in the anamnesis, which was determined by the inclusion criterion in the study.
The frequency of other surgical interventions did not differ statistically significantly between the
groups (p>0.05).

Conservative myomectomy was performed on 2 (4.0%) patients in the control group and 1
(3.3%) in Group I (p=0.733). Ectopic pregnancy in the anamnesis was noted in 2 (4.0%) patients of
the control group and in 3 (10.0%) women of Group I (p=0.521). Appendectomy was performed in
1 (2.0%) patient in the control group and in 2 (6.7%) patients in Group I (p=0.387). Operations on
the uterine appendages occurred in 6.0% and 10.0% of women, respectively (p=0.914).

Thus, no significant differences were identified in the structure of surgical interventions
performed between the groups. The results obtained indicate that the studied surgical interventions,
with the exception of cesarean section as a general factor, did not have a significant impact on the
development of placental presentation in women with uterine cicatrices.

Thus, the presence of surgical interventions on the uterus should be considered one of the
leading risk factors for the development of placental prolapse in pregnant women, which once
again confirms the known link between previously performed cesarean section and placental
attachment pathology [2,6,9].

Conclusion. The conducted retrospective analysis showed that the development of placental
presentation in pregnant women with uterine cicatrices is associated with high parity, the presence
of third and subsequent births, artificial abortions in the anamnesis, and two or more uterine
cicatrices. In patients with placental presentation, chronic arterial hypertension was significantly
more frequently identified. Menstrual function indicators did not exhibit significant intergroup
differences. A higher prevalence of pelvic inflammatory diseases, uterine fibroids, and abnormal
uterine bleeding was noted in the main group of patients, but these differences did not reach
statistical significance. The results obtained confirm the multifactorial nature of placental
presentation formation and can be used to identify high-risk groups for early diagnosis and
prevention of pregnancy complications.
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