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ABSTRACT

Placenta praevia is an abnormal implantation of the placenta in the lower uterine segment and it is a
significant contributor to obstetric haemorrhage worldwide. This study was done to review the presentation,
management modalities as well as obstetric outcome of placenta praevia with or without vaginal bleeding.
This was a retrospective analysis of 125 cases of placenta praevia between 1% January, 2011 and 31
December, 2015. Information retrieved from case notes include the age, booking status, parity, level of
education, gestational age at diagnosis, gestational age at delivery, symptoms at presentation, diagnosis,
mode of delivery, past reproductive performance, blood transfusion as well as fetal and maternal outcomes.
There were 8,735 deliveries in the period under review of which 125 patients had placenta praevia. This
gave a prevalence of 1.4% or 14 cases per 1,000 deliveries. The mean age of occurrence was 30.9 + 2.107
years. Majority of the patients were primipara with previous uterine surgeries (uterine evacuation,
Caesarean section or myomectomy) and presenting mainly in unbooked patients (67.2%). Diagnosis was
made at term in 38.4% of the patients and 60.8% of the patients had warning bleeding or incidental
ultrasound finding of placenta praevia before term. The commonest type of placenta praevia was type Il
(48.8%) while the least common was type | (7.2%). The delivery was by Caesarean section in 98.4% of the
patients with 71.2% having emergency Caesarean section. Out of a total of 130 babies born to these
patients, 109 (83.8%) were live births. Seventy-seven women (61.6%) of the studied population had blood
transfusion out of which 60 (78%) had at least 2 pints of blood transfused. There was no maternal mortality.
In conclusion, the no maternal mortality recorded in this study could be attributed to the presence of highly
skilled birth attendants, prompt surgical intervention and readily availability of blood transfusion services.
Attendance of antenatal clinic and third trimester ultrasonography will reduce high rate of emergency
delivery and better survival of babies.
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INTRODUCTION

Placenta praevia is an obstetric complication and
classically defined as painless vaginal bleeding during
the second or third trimester secondary to an abnormal
placentation near or covering the internal cervical os
(Calleja-Aguis et al., 2006; Tower, 2011; Nelson, 1995;
Jennifer and Uzelac, 2007; Omu, 2004; Cunningham et
al., 2001).

The incidence varies from one institution to another
with a general variation from 0.2 to 1.8% of all deliveries

(Tower, 2011; Nelson, 1995; Jennifer and Uzelac, 2007;
Omu, 2004; Cunningham et al.,, 2001; Kwawukume,
2002; Nyago et al.,, 2010; Ikechebelu and Onwusulu,
2007; Cieminski and Dlugolecki, 2005; Kiay, 2003; Bhat
et al., 2004; Rosenberg et al., 2011; Sheiner et al., 2001;
Ananth et al., 2001; Ananth et al., 2003; Loto and Onile,
2008). It contributes significantly to  obstetric
haemorrhage which is the leading cause of maternal
mortality especially in developing countries (Calleja-Aguis



et al., 2006), where the predisposing factors include high
parity, advancing age, conditions with large placenta area
such as multiple pregnancy, previous uterine surgeries
like caesarean section, myomectomy, and hysterotomy,
smoking, previous uterine instrumentation for induced
abortions, infertility treatment and abnormal forms of
placentation such as succenturate lobe (Tower, 2011;
Nelson, 1995; Jennifer and Uzelac, 2007; Omu, 2004;
Cunningham et al., 2001; Nyago et al., 2010; Ikechebelu
and Onwusulu, 2007; Cieminski and Dlugolecki, 2005;
Bhat et al., 2004; Rosenberg et al., 2011; Sheiner et al.,
2001; Loto and Onile, 2008; Eniola et al., 2002; Gurol-
Uganzi et al., 2011).

Previous uterine surgery(ies) appeared to be the most
prominent association as earlier confirmed by Rose and
Chapman in 1986 and women with previous uterine scars
are at increased risk of having morbidly adherent
placenta which includes accreta or percreta (Tower,
2011).

A study from Eastern Europe shows a two to three fold
increase in the incidence of Placenta praevia subsequent
to liberalization of abortion law in 1960s. The suggested
mechanism is that scarring of the endometrium from
vigorous uterine curettage may lead to an abnormal site
of placental implantation in subsequent pregnancies due
to failure of differential growth of the lower segment of the
uterus (Clarke et al., 1985).

In humans, the blastocyst is completely embedded in
the substance of the endometrium so abnormalities of
endometrial vascularization, delayed ovulation and prior
trauma to the endometrium/myometrium appear to
influence the site of implantation, therefore contributing to
the probability of placenta praevia (Lavery, 1990).

The classification of placenta praeviais based on
location of the placenta in the lower uterine segment.® In
marginal placenta praevia, the placenta is near the edge
of the cervix but does not reach as far as the cervical os
(also called type 1) (Nelson, 1995; Omu, 2004). In partial
placenta praevia, the placenta partially covers the cervix,
this represents both type Il and type IlI (Omu, 2004;
Bendetti, 2002). In total placenta praevia also called type
IV placenta praevia, or placenta centralis, the placenta
totally covers the cervix (Omu, 2004; Bendetti, 2002).

The diagnosis of placenta praevia is aided by the
history, clinical findings and investigations. The patient
often presents with painless vaginal bleeding (Calleja-
Aguis et al., 2006; Tower, 2011; Nelson, 1995; Jennifer
and Uzelac, 2007; Omu, 2004; Cunningham et al., 2001,
Hanretty, 2003). Some patients might have experienced
spotting during the first and second trimesters (Nelson,
1995; Jennifer and Uzelac, 2007), it may however be
asymptomatic with diagnosis being an incidental finding
following routine obstetric ultrasound scan (Omu, 2004).

The uterus is usually soft, relaxed and non-tender while
the presenting part is high with a high likelihood of
abnormal presentation (Nelson, 1995; Omu, 2004).

Trans-abdominal ultrasonography can identify up to
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95% of placenta praevia (Jennifer and Uzelac, 2007).
Trans-vaginal ultrasonography is recommended as a
confirmatory method of placenta praevia suspected at
trans-abdominal ultrasound scanning in mid-pregnancy
(Nelson, 1995). Magnetic resonance imaging could also
be used but it is very expensive (Nelson, 1995). The
differential diagnosis of placenta praevia includes
placenta abruptio or circumvalate placenta (Jennifer and
Uzelac, 2007).

The management of placenta praevia depends on the
amount of uterine bleeding, the duration of pregnancy
and viability of the fetus; and whether or not labour has
begun (Jennifer and Uzelac, 2007; Bendetti, 2002).
Expectant therapy is indicated if initial haemorrhage is
slight and it occurs before fetal pulmonary maternal and
fetal pulmonary maturity (Jennifer and Uzelac, 2007;
Omu, 2004). Maternal and fetal condition must also be
stable (Jennifer and Uzelac, 2007; Omu, 2004), and the
woman must not be in labour (Jennifer and Uzelac, 2007;
Omu, 2004). Such expectant management has been
found to improve both maternal and neonateal outcome
(Jennifer and Uzelac, 2007; MacAfee, 1945). In such
instances, the patient is hospitalized, anaemia is
corrected and blood is made ready at all time (Omu,
2004), in case of need for emergency delivery.
Dexamethasone or betamethasone to aid lung maturity
may also be considered (Jennifer and Uzelac, 2007,
Omu, 2004), while close ultrasonic monitoring is also
indicated (Nelson, 1995; Omu, 2004). However, if there is
massive haemorrhage, immediate resuscitation with
blood is mandatory (Nelson, 1995; Omu, 2004) and
Caesarean section is carried out promptly irrespective of
the maturity of the fetus if the baby is to be salvaged
(Nelson, 1995). It is also safer for the mother (Nelson,
1995).

There are complications that are associated with
placenta praevia both to the fetus and mother. Preterm
delivery is more common among woman with placenta
praevia (Ananth et al., 2001). Antepartum bleeding before
32 to 34 weeks is a strong predictor for preterm birth and
emergency delivery (Fishman et al., 2011; Fishman and
Chasnen, 2011).

Neonatal anaemia is also a possible complication. In
addition, neonatal mortality rate is higher with placenta
praevia than among other pregnancies without praevia
(Ananth et al., 2003). The risk of low birth weight is
increased slightly among woman with praevia, chiefly due
to preterm delivery and to a lesser extent fetal growth
restriction (Ananth et al., 2001). Other complications from
placenta praevia include severe blood loss resulting in
cardiovascular collapse and renal failure, increased risk
of primary postpartum haemorrhage, recurrent placenta
and risk of therapeutic hysterectomy (Omu, 2004)5 death
may also result (Jennifer and Uzelac, 2007).

Placenta praevia contributes greatly to obstetric
haemorrhage and its consequences. However, the
mortality rate can be greatly reduced if ideal obstetric and



newborn care is given (Jennifer and Uzelac, 2007).

Studies carried out on the prevalence as well as
fetomaternal outcome of placenta praevia were done in
industrialized areas and a true picture of the same cannot
be implied in a rural centre hence this study.

The main goal of this study is to determine the current
prevalence, pattern of clinical presentation and type of
placenta praevia, treatment modalities as well as
maternal and neonatal outcome of placenta praevia in a
Nigerian suburban population with specific objectives to
determine the sociodemographic characteristics of
patients with placenta praevia, prevalence of placenta
praevia in ISTH and the pattern of presentation of
placenta praevia

MATERIALS AND METHODS

This was a retrospective analysis of cases of placenta praevia with
or without antepartum bleeding seen over a five year period
(January 1% 2011 and December 31% 2015); at a tertiary health
facility in Edo central senatorial district in Edo State, south-south,
Nigeria. Subjects were all women with placenta praevia delivered
between 1% January 2011 and 31% December 2015.

Permission was obtained from the ethics research committee of
the hospital to embark on the study. The names of all patients were
obtained from the antenatal ward, emergency unit, labour ward and
the theatre records. The clinical case records of all these patients
were retrieved from the case records department and cases of
placenta praevia were selected from the poll. Information obtained
from these records include patients age, parity, booking status, past
obstetric performance, symptoms as well as maternal and fetal
outcome indices. The data obtained were fed into Microsoft excel
and analysed using descriptive statistics, percentages and tables.

RESULTS

A total number of 125 cases of placenta praevia were
managed during the study period (1% January, 2011 to
31% December, 2015). There were a total of 8,735
deliveries thus giving the prevalence of placenta praevia
of 1.4%.

In Table 1, the mean age of the women with placenta
praevia during the study was 30.9 + 0.02 years with an
age range of 22-45 years. In term of parity, 27.2% of the
patients were para 1, 17.6% were para 2, 23.2% were
para 3, while 18.4% were para 4 and above. However,
13.6% of the patients were nulliparous. Most of the
patients 84(67.2%) were unbooked and presented on
referral from other centres to the hospital. More than 60%
of the patients had at least secondary level of education
while 8% had no formal education. The level of education
of 11.2% of patients was not documented.

Table 2 shows that majority of the patients 115 (92%)
presented with symptoms (bleeding) and 10(8%) were
asymptomatic (discovered on routine ultrasound scan).
Fifty (40%) patients had previous uterine evacuation,
7(5.6%) had previous Caesarean section, while one had
a myomectomy scar (0.8%). Type Il placenta constituted
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48.8% of the cases while type | was the least with only
7.2% of cases.

Table 3 shows the relationship between gestational age
and placenta praevia. The diagnosis was at term in
38.4% of cases while delivery was at term in 45.6%. The
mean gestational age at diagnosis was 35.6weeks while
the mean gestational age at delivery was 36.6 weeks.
More than half (52.8%) of the cases were delivered
premature.

As shown in Table 4, in majority of the cases (48%), no
additional procedures apart from simple closure of the
uterus to control haemorrhage, the main additional
surgical procedure done was the application of stitches to
the placenta bed in 28% of cases and peripartum sub-
total hysterectomy in 9.6% of cases. An additional 6.4%
of the women had sub-total hysterectomy after uterine
artery ligation was done and in 5.6% of cases uterine
artery ligation sufficed without the need for hysterectomy
while in 2.4% of cases other procedures such as
intrauterine catheterization was done.

Table 5 shows there were five cases of twin gestation
with placenta praevia during the study period constituting
4% of total cases of placenta praevia. Two of the patients
delivered vaginally while been prepared for Caesarean
delivery.

Majority of the patients were discharged within 5 to 7
days on admission (57.6%) while only two patients
stayed more than 10 days on admission.

We also found that 77 patients (61.6%) received blood
transfusion with the majority (78% of those transfused)
receiving up to 2 or more units of blood.

DISCUSSION

In this study, the prevalence of placenta praevia was
1.4% or 14 cases per 1,000 deliveries. This was
comparable to an incidence of 1.65% reported by
Ikechbelu and Onwusulu (2007) and Loto and Onile
(2008) which is at variance with an incidence of 0.5% by
Ananth et al. (2001), 0.2% by Cieminski and Dlugolecki
(2005), 0.6% by Bhat et al. (2004), 0.42% by Rosenberg
et al. (2011) and 0.38% by Sheinar et al. (2001).

Most of the patients were in the age range of 35 to 39
years, confirming advanced maternal age as a risk factor.
Similar finding was reported by Ciemniski and Dlugolecki
(2005) and Bhat et al. (2004). The lowest incidence was
found in the age group below 25 years of age.

In this study, 86.4% of the woman have had previous
parous experiences while previous uterine evacuation
was found in 40%. This showed that multiparity and
previous uterine evacuations are major risk factors
associated with were associated with placenta praevia.
Ikechebelu and Onwusulu (2007) reported that 50% of
cases in their study were associated with previous uterine
scar while Niyogo et al. (2010) found that previous
uterine evacuation was found in 35.4% of cases and
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Table 1. Demography of the selected patients.

Parameters Number of patients (n = 125) Percentage
Age

15-19 0.0 0.0
20-24 20 16.0
25-29 34 27.2
30-34 30 24.0
35-39 36 28.8
40-44 4.0 3.2
45-49 1.0 0.8
Parity

0 17 13.6
1 34 27.2
2 22 17.6
3 29 23.2
4 12 9.6
5 10 8.0
6 1.0 0.8
Booking status

Booked 41 32.8
Unbooked 84 67.2
Level of education

None 10 8.0
Primary 23 18.4
Secondary 52 41.6
Tertiary 26 20.8
Not documented 14 11.2

Caesarean section scar was found in 5.2% of cases
which is comparable to 5.6% found in this study.
Cieminski and Dlugolecki (2005), Bhat et al. (2004),
Rosenberg et al. (2011) and Eniola et al. (2002) found
multiparity as a strong risk factor in their separate
studies.

In this study, antepartum haemorrhage was the
presenting complaint in 92%.This is similar to the report
of lkechebelu and Onwusulu (2007) who found most
patients  (77.3%) presenting  with antepartum
haemorrhage. This showed that painless vaginal bleeding
remains the commonest presentation of placenta praevia.
Most of the patients were unbooked (67.2%). This was
due to the fact that our centre is a referral centre. In lle—
Ife, Loto and Onile (2008) also discovered that majority of
the patients with placenta praevia and having antepartum
bleeding were unbooked (58.2%).

Diagnosis and delivery at term are 38.4 and 45.6%
respectively. In Enugu, Ikechbelu and Onwusulu (2007)
discovered a similar trend. The use of conservative
management when indicated in our centre apparently
increased the percentage of those pregnancies carried to

term. Majority of the patient were delivered by Caesarean
section (98.4%) similar to Ikechbelu and Onwusulu
(2007) who reported a Caesarean delivery rate of 90.9%
in their study. Prompt intervention through abdominal
delivery in these patient when they presented with
marked bleeding or when at term at our center also
contributed to the good outcome reported. The
commonest type of placenta praevia in the study was
type 1l (48.8%) and the same finding was reported by
Ikechebelu and Onwusulu (2007). Major placenta praevia
(type llIb-1V) was responsible for 79.2% of cases as
against 72% reported by Bhat et al. (2004).

More than third (34.6%) of the babies weighed below
2.5 kg and the perinatal mortality was 162 per 1,000
births. Ikechebelu and Onwusulu (2007) reported a low
birth weight rate weight rate of 27.3% (lkechebelu and
Onwusulu, 2007) while Loto and Onile (2008) in lle-Ife
reported a perinatal mortality rate of 177 per 1,000 births
(Loto and Onile, 2008). Thus low birth weight
(predominantly from preterm delivery) and increased
perinatal mortality rate are associated with placenta
praevia. Ananth et al. (2001) in their study also reported



Table 2. Antepartum events.
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Parameters Number of patients (n = 125) Percentage
Mode of presentation

Symptomatic 115 92
Asymptomatic 10 8.0
Previous uterine surgeries

Uterine evacuation only 50 40
Caesarean section only 7 5.6
Myomectomy only 1 0.8
Caesarean section and uterine evacuation 5 4.0
No prior uterine surgery 62 49.6
Type of placenta praevia by 36 wks USS

1A 5 4.0
B 4 3.2
A 19 15.2
11B 8 6.4
1 60 48.0
\Y, 29 23.2
Type of placenta praevia introperative

1A 6 4.8
B 3 24
1A 17 13.6
11B 10 8.0
1] 61 48.8
[\ 28 22.4

Table 3. Gestational age at diagnosis and delivery.

Parameters Number of patients (n = 125) Percentage

Gestational age at diagnosis
28 - 33 wk 6 days

34 - 36 wk 6 days

37 - 42 wk

>42 wk

Gestational age at delivery
28 - 33 wk 6 days

34 - 36 wk 6 days

37 - 42 wk

>42 wk

33 26.4
43 34.4
48 38.4
1 0.8
13 9.6
54 43.2
57 45.6
1 1.9

that low birth weight and neonatal mortality are more with
babies born from pregnancy complicated by placenta
praevia.

In this study, 61.6% of patients were transfused with
blood and 78% of those transfused received two or more
units of blood. The ready availability of blood transfusing
services at our centre drastically helped to prevent

maternal mortality.

In primary postpartum haemorrhage arising from
placenta bed, Foley’s catheter balloon tamponade may
also be considered (Albayrak et al., 2011) in addition to
judicious use of oxytocic agents, internal iliac artery
ligation and ultimately hysterectomy as last resort (Tower,
2011).
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Table 4. Additional surgical procedures and manoeuvers carried out to control bleeding.

Surgical procedures

Number of patients (n = 125) Percentage (%)

Simple uterine repair with no additional surgical procedures 60 48
Emergency peripartum subtotal hysterectomy 12 9.6
Uterine artery ligation 7 5.6
Uterine artery ligation followed by subtotal hysterectomy 8 6.4
Under-running stitches to the placenta bed 35 28
Other procedures (e.g. intrauterine catheterization) 3 2.4
Table 5. Maternal and fetal outcome.
Parameters Number of patients (n = 125) Percentage
Type of gestation
Singleton 120 96.0
Twins 5 4.0
Mode of delivery
EMLSCS 89 71.2
ELLSCS 34 27.2
SVD 2 1.6
Fetal outcome
Live births 109 (including 5set of twins) 83.8
Stillbirths and ENNDs 21 16.2
Length of stay
5-7 72 57.6
8-10 51 40.8
>10 2 1.6
Foetal births weights
1.5-1.9 12 9.2
2.0-2.4 33 25.4
25-29 39 30.0
3.0-34 24 18.4
3.5-3.9 11 8.5
4 and above 3 2.3
Not recorded 8 6.2
However, pelvic arterial catheterization and embolization Limitation

have proven to be safe and effective in intractable
postpartum haemorrhage and this might eliminate the
need for hysterectomy, thus preserving the woman’s
reproductive potential (Jang et al., 2011).

Only two women stayed more than 10 days on
admission after delivery. No maternal mortality was
reported during the study period. This was as a result of
the good obstetric care provided at our centre. It
supported the fact that mortality rate from placenta
praevia can be greatly reduced if ideal care is given
(Jennifer and Uzelac, 2007).

The study is hospital based and may not reflect the
finding in the community; this is a review and not a case
controlled study.

Poor record keeping was also a limitation as the birth
weight of some of the babies were not documented.

CONCLUSION

Antepartum haemorrhage is the commonest mode of



presentation of placenta praevia which contributes
significantly to poor perinatal as well as maternal
outcome. An improvement in antenatal care delivery in
the country’s health care delivery system so that all
pregnant women with placenta praevia are identified
early and without delay attended to at secondary and
tertiary centres will result in very low maternal and fetal
complications.

Enlightenment campaigns of the general public on the
need for voluntary blood donation should be embarked
upon, and medical personnel should be regularly trained
on the management of obstetric haemorrhage.
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