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Vasa previa: time to make a difference
Yinka Oyelese, MD

T

here is perhaps no more catastrophic event for the fetus
than rupture of a vasa previa.1 Vasa previa, deﬁned as
unprotected fetal vessels running through the membranes
over the cervix, often ruptures when the membranes rupture,
frequently leading to sudden fetal death.1e4 This used to be a
feared condition among obstetricians, ﬁrst because of its
devastating consequences, but also because, until recently, it
was rarely diagnosed prior to the rupture and hence was
considered unpreventable.1
We have previously shown that when vasa previa is not
diagnosed prenatally, approximately 56% of babies die, while
survival approaches 100% when the diagnosis is made prenatally.4 Fortunately, over the past 30 years or so, ultrasound
has made it possible to diagnose the condition prenatally,
which allows planned cesarean delivery in the late preterm
period prior to spontaneous rupture of membranes, avoiding
the high risk for perinatal death.1e13 There are now several
studies that have documented universally excellent outcomes
when vasa previa is diagnosed prenatally, and planned cesarean delivery is undertaken before the membranes
rupture.1e12
Unfortunately, there has been some reluctance to adopt a
protocol of routinely screening for vasa previa, primarily for 3
major reasons: (1) doubts about the accuracy of ultrasound in
diagnosing vasa previa when applied in the general population,14 (2) concerns about false-positive rates,14 and (3)
medicolegal and liability concerns.13
Two fairly large studies published in this edition of the
journal15,16 add to the already extensive body of evidence that
the overwhelming proportion of cases of vasa previa can be
diagnosed prenatally and that this diagnosis and planned
cesarean delivery before labor lead to almost universally
excellent outcomes.
These studies also ﬁnd, not unsurprisingly, given what we
know from our experience with placenta previa, that a proportion of cases diagnosed in early pregnancy will resolve
prior to delivery.15,16 The investigators of both these studies
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are to be commended. Their ﬁndings mean that women with
vasa previa diagnosed early in pregnancy may not necessarily
need hospitalization and early delivery. Thus, women in
whom vasa previa is diagnosed early in pregnancy should be
counseled of the possibility of resolution and should be
evaluated later in pregnancy, at about 32 weeks.15,16
This brings an important question: what is meant by resolution? Klahr et al15 deﬁne vasa previa as vessels that lie
within a 2 cm radius of the internal os and thus deﬁne resolution as vessels greater than that distance from the internal
os, while Erfani et al16 do not give a deﬁnition of resolution.
Sinkey et al3 and Rebarber et al6 have previously used this
deﬁnition of vasa previa as unprotected fetal vessels within 2
cm of the internal cervical os. However, it is not clear whether
the rationale of using a distance of 2 cm was based on
evidence.
It is likely extrapolated from data regarding placenta previa,
in which it has been found that women with a low-lying
placenta with a lower placental edge 2 cm or greater from
the internal os may safely deliver vaginally.17,18 However, if a
placenta previa bleeds, it has little impact on safe delivery.
Conversely, if vessels in a vasa previa rupture, it would likely
lead to fetal death.
In theory at least, any unprotected fetal vessels that lie
within a 5 cm radius of the internal os are at risk for rupture,
either during labor (given that the cervix dilates to 10 cm) or
when the membranes rupture. When an accoucheur uses an
amnihook, intrauterine pressure catheter, or other such device in labor, unprotected vessels that are close to the internal
os of the cervix may be ruptured. For this reason, it would be
prudent to be more conservative in deﬁning a safe distance
for vessels to be from the internal os to allow labor.
In fact, Klahr et al15 found a case of intrauterine death at 33
weeks following vaginal bleeding in twin A in which the vasa
previa was said to have resolved at 2.8 cm from the internal os
based on examination just 2 weeks earlier, at 31 weeks. Thus,
it can be argued that this vasa previa did not resolve. Unfortunately, the distance from the internal os at which fetal
vessels can be considered safe will be difﬁcult to study. In my
view, however, ethical principles of autonomy do dictate that
the patient should be counseled of unprotected vessels in the
lower uterine segment, irrespective of distance from the internal os, of potential risks of rupture and be allowed to
participate in the decision making regarding mode of
delivery.
Nonetheless, these 2 current studies do present very useful
information: a signiﬁcant proportion of cases of vasa previa
will resolve by delivery. Klahr et al15 found resolution in 39%
of cases, while Erfani et al16 found resolution in 19 of 136 of
cases (14%). Both studies did ﬁnd, as with prior studies on
placenta previa, that the later in gestation the diagnosis is
made, the less the chance of resolution.19
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FIGURE

Algorithm for screening for vasa previa and
subsequent management
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It is important to emphasize that to decide that a vasa
previa has resolved, it is crucial that the sonographer be able
to adequately image the region over the cervix. This often can
be difﬁcult in the third trimester, when the presenting part is
frequently closely applied to the cervix. A recent report does
document a case of vasa previa in which the vessels could not
be seen because the head was well applied to the cervix.20 This
patient was thought to not have a vasa previa. However, on
displacement of the fetal head, the vessels became obvious.
This case would have been missed if the fetal head could not
be displaced in a cephalad direction.20
In conclusion, these 2 studies by Khlar et al15 and Erfani
et al16 add to the body of evidence conﬁrming that vasa previa
can be almost universally diagnosed in the antepartum period
and have excellent outcomes with timely cesarean delivery.
Perinatal death from vasa previa is for the most part a preventable event. There is perhaps no other condition in which
prenatal diagnosis makes such a profound difference between
survival and death for the fetus and/or neonate.13
Ultrasound is now universally used, and while it will detect
countless conditions, very few, if any, of these conditions
allow for a clear simple intervention to save fetal lives, as does
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the prenatal diagnosis of vasa previa.13 Given that ultrasound
is so accurate in the prenatal diagnosis of vasa previa12 and
that there is an effective intervention to prevent perinatal
death, it is time that there is a more universal approach of
screening and diagnosis of this condition.13
There are those who argue that a randomized controlled
trial must be conducted before instituting such a policy.
Unfortunately, given the relative rarity of this condition, a
randomized trial will not be possible, and even if it were, in
my opinion, it would be ethically unacceptable to allow babies
to die a preventable death when there is clearly evidence of
the accuracy of diagnosis and the effectiveness of the intervention in preventing perinatal death.
Risk factors for vasa previa include a second-trimester lowlying placenta/placenta previa (regardless of resolution),
pregnancies with bilobed or succenturiate-lobed placentas,
pregnancies resulting from in vitro fertilization, and multifetal pregnancies.1,2 Some have recommended targeted
screening in pregnancies in which these risk factors are present. However, Klahr et al15 found an absence of risk factors
in 6% of cases of vasa previa.
In our previous study, we found than 14.3% of cases of
vasa previa had no known risk factors.8 A risk-based
screening algorithm would likely have missed those cases.
The American Institute of Ultrasound in Medicine recommends that the placental cord insertion be identiﬁed whenever technically feasible.21 In my view, an attempt should
always be made to identify the placental cord insertion
because it has been shown that it is achievable in between
99% and 100% of second-trimester sonograms and takes very
little time, making no extra demand on equipment and
personnel.22,23
In addition, in cases with the aforementioned risk factors,
the region over the cervix should also be examined with
Doppler.8,9 Pregnancies with second-trimester low-lying
placentas should have a transvaginal ultrasound with Doppler
at about 32 weeks to conﬁrm placental migration and to rule
out vasa previa.2,24 An algorithm for screening for vasa previa,
and management of the condition is shown in the Figure.25
The transvaginal sonographic measurement of the cervical
length is now widely performed to predict risk for preterm
delivery. Adding color Doppler to these examinations will
help detect even more cases of vasa previa, further decreasing
the perinatal mortality from this condition.
Finally, while those with vasa previa are frequently delivered at 34e35 weeks, the recommendations for such early
delivery were made before the risks associated with late preterm delivery had been fully recognized. Our experience has
been that stable cases can be safely delivered at 36 weeks
without worsening outcomes. Thus, I recommend that stable
cases be delivered at 36 weeks.
Klahr et al15 found a vasa previa prevalence of 2.95 per
1000 pregnancies (1 of 338) in their cohort.16 Hasegawa
et al26 previously found a prevalence of 1 in 365 pregnancies.
Thus, vasa previa is likely more common than previously
thought. A unique opportunity exists to prevent perinatal
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mortality from this condition. Prenatal diagnosis accompanied by timely cesarean delivery will prevent deaths from vasa
previa.
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