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INTRODUCTION 

Obstetric haemorrhage is the most important cause of 

maternal morbidity in the developing world.1 Placenta 

previa exists when the placenta is inserted wholly or in 

part into the lower segment of the uterus. Reported 

incidence of placenta previa averages 0.3% or 1 case in 

300 to 400 deliveries.2 Multiparity, advanced maternal 

age, cigarette smoking, previous caesarean delivery, 

history of abortions or uterine surgical procedures are 

some of the risk factors contributing to the development 

of placenta previa.3-7 

Massive obstetrical haemorrhage in placenta previa is 

associated with severe maternal morbidity and mortality. 

In a report of Registrar General India, haemorrhage 

accounts for 38% amongst all causes of maternal deaths.8 

Studies have shown that placenta previa carries greater 

risks of surgical complications including obstetric 

hysterectomy and massive haemorrhage requiring blood 

transfusion.9 
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hysterectomy was required in 3.5% of total cases. 10.7% cases required the ICU admission after delivery. There was 

no maternal mortality in the study group. The mean gestational age at delivery was 35±2.4weeks. The mean APGAR 
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A significant number of mothers can be saved if right 

approach of management is followed in placenta previa. 

With the rising incidence of caesarean section combined 

with increasing maternal age, the number of cases of 

placenta previa and its complications, including placenta 

accreta is expected to increase.10,11 Prematurity has been 

reported as a consistent finding in the cases of placenta 

previa in many studies.11-15 

Aims and objectives 

1. To study risk factors of placenta previa 

2. To study maternal and perinatal outcome in cases of 

placenta previa 

3. To audit Placenta Previa management in view of 

rising trends of repeat cesarean section morbid 

adhesions. 

METHODS 

The present case study is a retrospective analysis carried 

out in SGRDIMSAR from 1st Jan 2014 to 31st Dec 2016. 

Our Institution is a tertiary care centre situated in rural 

area in the periphery of Amritsar. The study included 

antenatal patients diagnosed as placenta previa on 

sonography at or > 26 weeks of pregnancy. All patients 

included had delivery in our institution. After taking 

approval from institution ethics committee, data was 

retrieved by reviewing obstetric admission register, 

operative register and case records.  

Each case record was analysed in detail with special 

emphasis on maternal profile, clinical presentation, 

surgical procedure done, complications, if any and 

neonatal status. Parameters studied were 

sociodemographic profile, risk factors, type of placenta 

previa, anaemia, interventional procedures done, number 

of blood transfusions required, ICU stay for mother. 

Parameters studied for neonatal outcome were gestational 

age at delivery and APGAR score of the neonate. Preterm 

births were subcategorised according to WHO 

classification into extremely preterm (<28 weeks), very 

preterm (28 to <32 weeks), moderate to late preterm (32 

to <37 weeks) Data was compiled and statistically 

analysed for audit purpose. Data analysis was done using 

SPSS version 20.0. The multinomial regression model 

was used to assess the association of type of placenta 

previa, as a dependant variable with APGAR score at 5 

mins. Chi square test was used to assess the association 

of gestational age at birth with the type of placenta 

previa. P value <0.05 was taken as statistically 

significant. 

Inclusion criteria 

Patient with sonographic report showing singleton 

pregnancy and abnormal placental attachment as low 

lying placenta, placenta previa or placenta accreta at or 

after 26 weeks of gestation. 

Exclusion criteria  

Exclusion criteria of the study was multiple pregnancies, 

APH due to any other cause. 

RESULTS 

During the 3-year period study, the total number of 

deliveries was 10432. Of these 56 were singleton 

pregnancies with PP, resulting in an incidence of PP of 

0.54%. 

Out of these, there were 9 (16.1%) patients with type I 

Placenta previa, 15 (26.8%) patients with type II or 

marginal placenta previa, 17 (30.4%) patients with type 

III incomplete placenta previa and 13 (23.2%) patients 

with type IV or complete placenta previa diagnosed 

antenatally on the ultrasonography. 2 patients (3.6%) 

were diagnosed with placenta accreta on sonography 

during the antenatal period. in both cases colour doppler 

was done and findings were suggestive of placenta 

accreta. Both these cases had history of previous 

caesarean sections. 

Table 1: The incidence, demographic profile and risk 

factors for Placenta previa. 

Parameter   
No. of 

patients 
%  

Age (yrs) 

<20 3 5 

21-30 35 61.4 

31-40 18 31.6 

Parity 

0-1 12 21.4 

2-4 38 67.9 

>=5 6 10.7 

Registration 

status 

Booked 25 44.6 

Unbooked 1 1.8 

Referred 30 53.6 

Type of 

placenta 

I 9 16.1 

II 15 26.8 

III 17 30.4 

IV 13 23.2 

Placenta Accreta 2 3.6 

Obstetric 

history 

Previous 1 LSCS 12 21.1 

Previous 2 LSCS 27 47.4 

Previous >2 

LSCS 
2 3.5 

Previous 

Curettage 
15 26.7 

Anemia 

Mild (10-10.9 

g/dl) 
19 33.9 

Moderate (7-

9.9g/dl) 
22 39.3 

Severe (<7 g/dl) 3 5.4 

The maximum number of patients in the study group 

belonged to the age group 20-35 years and the mean 

maternal age for the development of placenta previa was 

27.9±4.4yrs. 
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None of the patients in our study had a history of 

smoking. 

Being a tertiary care institute, 30 (53.6%) patients were 

referred to us for safe confinement. 25 (44.6%) cases 

were booked in our institute. Only 1 (1.8%) patient was 

admitted unregistered and undiagnosed.  

Out of the 56 women, 12(21.4%) belonged to the 

nulliparous/ primiparous group. 44(78.6%) patients were 

multipara. 

41patients had history of previous caesarean section 

accounting to 73.2%.12 out of 56 patients had history of 

previous 1 LSCS which accounted to 21.4 %. 27 women 

had previous 2 LSCS which accounted for 47.4%. Two 

women 3.5% had history of >2 previous LSCS. 

15 cases had history of both previous curettage and 

caesarean section accounting to 26.7% 1 case (1.78 %) 

had previous vaginal delivery (unscarred uterus). 

Mild anaemia at the time of admission was found in 19 

cases which accounted to 33.9% amongst the total 

patients, moderate anaemia was found in 22 patients 

accounting to 39.2%, severe anaemia was found in 3 

cases which accounted to 5.4%. Only 12 (21.4%) patients 

had Hb> 11gm at the time of admission. All these 

patients were booked cases, getting regular antenatal 

check-ups. 

Malpresentations at the time of delivery were seen in 21 

cases (37.5%).  

Duration of Pre–operative stay in hospital in diagnosed 

cases during conservative management ranged from 1-31 

days. 

Out of the 56 women with placenta previa, 55 were 

patients delivered by caesarean section making it to 

98.2%. Only 1 (1.78%) patient with type I placenta previa 

at gestational age 27wks 5 days delivered vaginally. In 

the caesarean section group, 27 (48.2%) patients had an 

emergency surgery and 29(51.8%) patients had an 

elective caesarean section. Out of the 56 patients, 

4(7.14%) patients presented with heavy bout of bleeding 

with shock. 

Intraoperatively, B lynch suturing was required in 2 cases 

which accounted to 3.5% of the total cases. Uterine artery 

ligation was required in 4 cases accounting for 7.1% of 

the total cases. Internal artery ligation was required in 1 

patient (1.78%) of the total cases. Obstetric hysterectomy 

was required in 2 out of the total 56 women at time of 

cesarean section which accounted to 3.5%. Both cases 

were pre operatively diagnosed as placenta accreta. Re–

laparotomy followed by hysterectomy for PPH was 

required in 1 case accounting to 1.78% of the total cases. 

No case of bladder, ureteric or bowel injury was there in 

study period. 

Blood and blood components were required in 30 patients 

accounting to 53.5%. Requirement of PRBCs ranged 

from 1 - 5 units. 2 patients (3.57%) required transfusion 

of FFPs. The remaining 26 (46.4%) patients did not 

require blood or its components. Only 6 out of 56 patients 

were admitted to the ICU after delivery accounting to 

10.7%. 52(89.3%) patients did not require ICU 

admissions and were managed in the obstetric wards. 

Fortunately, there was no maternal mortality in the study 

group. No case of post-operative sepsis, DIC, renal 

failure occurred in the study period. ICU stay in shifted 

patients ranged from 1-3 days only. No case of 

nosocomial infection was found. 

Table 2: Distribution of gestational age at birth. 

Mean gestational age at delivery (in 

weeks) 
No. % 

Extremely Preterm (<28 weeks) 1 1.8 

Very Preterm (28-32 weeks) 5 8.8 

Moderate to late preterm (32-37 weeks) 41 73.2 

Early Term (37-38 weeks) 8 14.2 

Full Term (>39 weeks) 1 1.8 

The mean gestational age at delivery was 35 +/-2.4wks 

weeks ranging from 27.5 wks-39 wks (Table 2). No 

differences in the gestational age at delivery were 

observed for the different types of placenta previa when 

Chi square test was applied (p value = 0.2 non-

significant) (Table 3). 

Table 3: Association of gestation of newborns with 

type of placenta previa. 

Gestational age at 

delivery 

Type of placenta previa 

I II III IV 

Extremely preterm (<28 

weeks) 
1 0 0 0 

Very preterm (28-32 

weeks) 
0 3 0 2 

Moderate to Late preterm 

(32-37 weeks) 
6 10 15 10 

Early term(370/7- 386-7wks) 2 2 2 2 

Full term >39wks 0 0 0 1 

Chi –square = 13.906; df = 12; p= 0.307 

The mean APGAR at 1 min was 8+/-2.02. The mean 

APGAR at 5 min was 9±2.2. Out of 56 neonates, 2 could 

not be revived. Multinomial logistic regression analysis 

revealed no significant association between the APGAR 

and the placental location (Table 4). 

The reference category was type IV placenta previa. The 

multinomial logistic regression analysis revealed no 

significant results between APGAR score at 5 mins with 

the placental location. 
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Table 4: Multinomial regression analysis between 

APGAR score at 5 minutes with type of                     

placenta previa. 

    
Adjusted 

ODDS ratio 

CI 

(95%) 
P value 

APGAR 

at 5 

mins 

Type I 

PP 
0.722 

0.465-

1.12 
0.146 

Type II 

PP 
0.715 

0.474- 

1.07 
0.110 

Type 

III PP 
0.850 

0.556- 

1.30 
0.454 

DISCUSSION 

Varying incidences have been reported in literature. One 

study reports incidence as 0.4-0.5%, another study reports 

incidence as 1.9%.13,16 

In our study, out of the 56 women 78.6% patients were 

multiparae. This is consistent with earlier studies where 

multiparity is reported as a risk factor.3-6,13 

In our study 41patients had history of previous cesarean 

sections accounting to 73.2%. Previous cesarean section 

has been reported as the most common risk factor for 

Placenta Previa in earlier studies also.4,5,13,16 

RCOG guidelines recommend that Women with a 

previous caesarean section require a higher index of 

suspicion as there are two problems to be excluded: 

placenta praevia and placenta accreta. If the placenta lies 

anteriorly and reaches the cervical os at 20 weeks, a 

follow-up scan can help identify if it is implanted into the 

caesarean section scar.17 

Smoking has been reported as a risk factor for Placenta 

Previa in earlier studies.5,6,16 But none of the patients in 

our study had a history of smoking. This can be because 

of different demographic profile and behaviour of 

different populations. 

Being a tertiary care institute, 30 (53.6%) patients were 

referred from outside and 25 (44.6%) cases were booked 

in our institute. Only 1 (1.8%) patient was admitted 

unregistered and undiagnosed. This can be attributed to 

better utilisation of health services in present days. 

Availability of free 108 ambulance service helps people 

from remote areas to reach hospitals timely. 

Only 4 patients (7.14%) presented to us in a condition of 

shock (shock index > 0.7). Rest were haemodynamically 

stable at time of admission. 

Severe anaemia (<7g/dl Hb) was found in 3 cases which 

accounted to 5.4%. Only 12 (21.4%) patients had Hb> 

11gm at the time of admission. All these patients were 

booked cases, getting regular antenatal check-ups. This 

further emphasises the importance of regular antenatal 

care and iron supplementation. 

Out of the 56 women with placenta previa, 55 patients 

were delivered by caesarean section making it to 98.2%. 

Only 1 (1.78%) patient with type I placenta previa at 

gestational age 27wks 5 days delivered vaginally in our 

study. Out of the caesarean section group, 27 (48.2%) 

patients had an emergency surgery. 29 (51.8%) patients 

had an elective caesarean section.  

Intraoperatively B lynch suturing was required in 3.5% of 

the total cases. And uterine artery ligation was needed in 

7.1% of the total cases. Internal artery ligation was 

required in 1 patient (1.78%) of the total cases. 

Obstetric hysterectomy was required in 2 cases of 

placenta accreta at time of caesarean section which 

accounted to 3.5% of total cases and 100% for placenta 

accreta cases. 

Re - laparotomy followed by hysterectomy for PPH was 

required in 1 case accounting to 1.78% of the total cases. 

These figures stress the need of senior obstetrician for 

cases of placenta previa. In our institute as a protocol we 

have a senior and a junior obstetrician consultant team 

dealing with placenta previa cases. For cases of placenta 

accreta prior presence of urologist is sought. The benefits 

of team approach in placenta previa and placenta accreta 

have been studied in one earlier study by Kassem G, 

Alzahrani A.18 

Out of 7 cases which required devascularisation surgical 

consultant had to be called in one case for internal iliac 

ligation. 

There was no case of bladder, ureteric or bowel injury in 

our study. Cases of bladder involvement in placenta 

accreta and need of a urologist have been reported in 

literature.19 

Blood and blood components were required in 53.5% 

patients. Requirement of PRBCs ranged from 1-5 units. 

3.57% patients required transfusion of FFPs. 46.4% 

patients did not require blood and had a good maternal 

outcome. Studies have shown that placenta previa carries 

greater risks of surgical complications including obstetric 

hysterectomy and significant risk of bleeding thus 

requiring blood transfusion.9,20 So round the clock 

availability of blood and blood components is mandatory 

in centres dealing with these cases. 

7.1% patients needed ICU care after delivery. 

No case of post-operative sepsis, DIC, renal failure 

occurred in the study period. ICU stay in shifted patients 

ranged from 1-3 days only. No case of nosocomial 

infection was found. 

Fortunately, there was no maternal mortality in the study 

group. In a study conducted by A.G Eller benefits of 

multidisciplinary care for women with suspected placenta 

accreta have been evaluated They found that women 



Sood R et al. Int J Reprod Contracept Obstet Gynecol. 2017 May;6(5):2050-2055 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 6 · Issue 5    Page 2054 

managed by a multidisciplinary team were less likely to 

experience composite early morbidity (prolonged 

maternal admission to the intensive care unit, large-

volume blood transfusion, coagulopathy, ureteral injury, 

or early reoperation) than women managed standard 

obstetric care.21 

The mean gestational age at delivery was 35±2.4 weeks 

ranging from 27.5wks - 39 wks. Prematurity as a neonatal 

complication has been reported in earlier studies also.11-14 

According to RCOG guidelines elective delivery by 

caesarean section in asymptomatic women is not 

recommended before 38 weeks of gestation for placenta 

previa or before 36-37weeks for placenta accreta.17 

No significant association between the APGAR score and 

type of placenta previa was found in our study. One 

earlier study has reported lower mean APGAR score in 

neonates of mothers with incomplete placenta previa 

when compared with complete placenta previa.22 Two 

neonates in our study could not be revived. Adverse 

perinatal outcome in placenta previa have been reported 

in earlier studies.11,12  

One case in study needs special mention. Patient was 

diagnosed on USG as type II placenta previa and 

presented with on and off spotting per vaginum. On per 

speculum examination, bleeding was found to be from a 

cervical polyp. Polypectomy was done at 32 weeks of 

gestation under anaesthesia and later on patient 

underwent caesarean section after 4 weeks. This case 

highlights the importance of doing per speculum 

examination in all cases of APH diagnosed as placenta 

previa on USG. 

This hospital based retrospective study was conducted in 

a tertiary level setting in Amritsar and thus conclusions 

cannot be generalized. The facility for uterine artery 

embolization is lacking in our institution presently. 

However, the following recommendations can be 

considered. 

1. Antenatal registration should be done for all pregnant 

women. 

2. Patients who are diagnosed with low lying placenta; 

in mid trimester should be informed about the various 

complications associated with placenta previa. 

Patients and attendants should be sensitized about the 

need of delivery at a tertiary care centre.  

3. All women should be prepared for any emergency 

situations; the emphasis being on anemia correction 

and management of comorbid conditions. 

4. In cases with previous history of caesarean section 

and curettage placental localization should be 

specially looked for. 

5. Prior alerts as availability of transport, infrastructure, 

blood bank facility, expertise go a long way in saving 

lives of mother. 

6. Training of obstetrician in stepwise devascularisation 

and peripartum hysterectomy is must with increasing 

rates of caesarean section. 

Audit parameters 

The discussion centres around following: 

1. Maternal morbidity - severity and type if any is to be 

reduced 

2. Maternal mortality- targeted to minimal zero in 

placenta previa 

3. Neonatal morbidity and mortality - risk reduction and 

improvisation required 

4. Infrastructure and facility provision - all interventions 

are available except uterine artery embolization. The 

provisions for the modalities are sought after. 
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