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ABSTRACT
Objective: To compare the morbidity associated with placenta previa with and without previous caesarean
sections.
Study Design: Retrospective comparative study.
Place and Duration of Study: From March 2014 till March 2016 in the department of Obstetrics and Gynaecology
at PNS Shifa hospital Karachi.
Material and Methods: After the approval from hospital ethical committee, antenatal patients with singleton
pregnancy of gestational age >32 weeks, in the age group of 20-40 years diagnosed to have placenta previa
included in the study. All patients with twin pregnancy less than 20 years and more than 40 years of age were
excluded. The records of all patients fulfilling the inclusion criteria were reviewed. Data had been collected for
demographic and maternal variables, placenta previa, history of previous lower segment caesarean section
(LSCS), complications associated with placenta previa and techniques used to control blood loss were recorded.
Results: During the study period, 6879 patients were delivered in PNS Shifa, out of these, 2060 (29.9%) had
caesarean section out of these, 47.3% patients had previous history of LSCS. Thirty three (1.6%) patients were
diagnosed to have placenta previa and frequency of placenta previa was significantly higher in patients with
previous history of LSCS than previous normal delivery of LSCS i.e. 22 vs. 11 (p=0.023). It was observed that the
frequency of morbidly adherent placenta (MAP) and Intensive care unit (ICU) stay were significantly higher in
patients with previous history of LSCS than previous history of normal delivery.
Conclusion: Frequency of placenta previa was significantly higher in patients with history of LSCS. Also placenta
previa remains a major risk factor for various maternal complications.
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INTRODUCTION

and admission to intensive care unit. MAP is an
abnormal adherence of the placenta to the uterine
wall owing to absent or faulty decidua basalis2. It
has become the leading cause of emergency
obstetrical hysterectomy3. MAP in association
with placenta previa and previous caesarean
section is a condition of increasing clinical
significance because of rising caesarean section
rates worldwide4,5. Predisposing factors for MAP
are previous uterine damage due to prior uterine
surgery leading to scarred uterus as in caesarean
section, myomectomy, uterine perforation,
advanced maternal age, short inter pregnancy
interval, placenta previa, and sub mucous
myoma. Women with placenta previa have high
chances of MAP, if placenta is anterior and they
have previous caesarean section. Along with all
these factors myometrial impairment due to

Placenta previa is the partial or complete
attachment of placenta in lower uterine segment.
Maternal and fetal morbidity and mortality from
placenta previa is considerable and associated
with high demands on health care resources.
Morbidly adherent placenta (MAP) including
placenta accrete, increta and percreta is a life
threatening condition often associated with
massive postpartum hemorrhage and sometimes hysterectomy1. The condition results in
significant maternal morbidity and mortality and
socioeconomic cost in terms of need for invasive
surgical intervention, prolonged hospital stay
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caesarean and dilation and curettage are major
influencing aspects13. There is a dose response
relationship between MAP and increasing
number of prior caesarean section6. The development of new imaging techniques, such a magnetic
resonance imaging (MRI) and trans-vaginal
colour doppler sonography has allowed antenatal
diagnosis of this condition and elective preoperative planning both by obstetrician and
anesthetist7. The aim of the study was to compare
the frequency of placenta previa between cases
with and without prior caesarean section and to
assess the relationship of placenta associated
morbidity and complications with prior history of
caesarean section.

placenta previa and techniques used to control
blood loss. Statistical analysis was carried out
using SPSS version 17. Descriptive statistics were
used to describe the variables i.e frequency and
percentages for qualitative variables. Chi-squares
test/Fisher exact test was applied to compare the
frequency of placenta previa and associated
complications between the two groups. A p-value
<0.05 was considered as statistically significant.
RESULTS
Over the period of two years 6879 patients
were delivered in PNS Shifa, out of these 2060
LSCS patients, 970 (47.1%) patients had positive
previous history of LSCS while 1090 (52.9%) had
negative previous history of LSCS. A total of 33
(1.6%) patients were diagnosed to have placenta
previa, which was confirmed by trans abdominal

MATERIAL AND METHODS
This retrospective comparative study was

Figure: Frequency of placenta previa among maternal age groups.
conducted, from March 2014 till March 2016 in
ultrasonography (TAU). Frequency of placenta
the department of Obstetrics and Gynecology at
previa was significantly higher in patients with
PNS Shifa hospital Karachi with a sample size
positive previous history of LSCS than negative
of 6879 inducted through non probability
previous history of LSCS i.e. 22 vs 11 (p=0.023).
convenient sampling technique. After approval
To study the complications associated with
from hospital ethical committee, antenatal
placenta previa, patients were divided into two
patients with singleton pregnancy of gestational
groups i.e group-1 included patients of placenta
>32 weeks, within 20-40 years of age and
previa with previous LSCS (n-22) while group-II
diagnosed to have placenta previa were included
included patients of placenta previa without
in the study. All patients with normal delivery
previous LSCS (n-11). Maternal age of patients of
or with twin pregnancy were excluded. The
both the groups is shown in figure.
records of all the patients fulfilling the inclusion
Complications associated with placenta
criteria were reviewed. Data had been collected
previa were compared between the two groups
for demographic and maternal variables, placenta
(table-I). It was observed that the frequency of
previa, history of previous LSCS/previous
MAP and ICU stay were significantly higher in
normal delivery, complications associated with
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group-I than in group-II. Although frequency of
other complications were also higher in group-I
than in group-II but it could not achieve the
significance. Various techniques are used to
control blood loss intra operatively as shown in
table-II.

history of caesarean sections12. In this study, the
association of MAP with previous caesarean
section was 1.3%. The relationship of placenta
previa with previous caesarean section was
2.256%. According to different studies, it has been
seen that the development of placenta previa is
associated with previous caesarean sections with
a frequency of 3%-10%. Some studies have found
even higher frequency of placenta previa in
women having history of caesarean section14. A
single caesarean section increases the risk by
0.65% and it is increased to 10% by four or more
c-sections15. In this study, 38% of placenta previa

DISCUSSION
Hemorrhage in pregnancy is the most
important cause of maternal deaths worldwide.
Its contribution to maternal mortality rate is even
more striking in countries with low resources8.
Placenta previa is one of the most dreaded
complication in obstetrics due to its associated

Table-I: Comparison of complications associated with placenta previa between the groups.
Group-I (n-22)
Group-II (n-11)
p-value
Complication
n(%)
n(%)
MAP
13 (59)
0 (0)
0.001
APH
10 (45.4)
7 (63.6)
0.324
PPH
8 (36.4)
2 (18.2)
0.43
Bladder repair
5 (22.7)
0 (0)
0.143
Anemia
17 (77.3)
9 (81.2)
1
Wound Infection
6 (27.3)
3 (27.3)
1.000
ICU Stay
18 (81.8)
5 (45.4)
0.049
Table-II: Techniques used for control of blood loss intra operatively.
Group-I (n-22)
Group-II (n-11)
p-value
Complication
n(%)
n(%)
Placental bed Haemostatic sutures
5 (22.7)
6 (54.5)
0.117
Uterotonics
9 (40.9)
3 (27.3)
0.702
Internal iliac artery ligation
1 (4.5)
0 (0)
1
Uterine artery ligation
3 (13.6)
2 (18.2)
1
Hysterectomy
4 (18.2)
0 (0)
0.131
adverse maternal and perinatal outcome. In our
study placenta previa complicated 0.47% of all
deliveries, which was within the range of
0.3%-0.8% as observed in other studies9,10. The
frequency of caesarean section is increasing
worldwide with a parallel rise in maternal
mortality and morbidity. The higher incidence of
caesarean delivery today is strongly associated
with greater frequency of placenta previa. The
incidence of morbidly adherent placenta has
increased dramatically over the last three decades
with increase in caesarean delivery rate11. Many
studies conducted around the world confirm a 25 fold increase of placenta previa with previous

was noted in patients with previous 4 or more
caesarean sections while 32% of placenta previa
was observed in previous 3 caesarean sections.
This is comparable to many studies conducted
in different regions21,22. In this study, 46% of
obstetrical hysterectomies were carried out in
patients with pervious 4 or more caesarean
sections, 34% of patients were in age group of
26-30 years, while 27% were in the 31-35 years
age group. Our results match with the study
conducted by Quddusi and Shafi, where it was
noted that frequency of placenta previa was
higher in old age group16. Studies shows that
placenta previa with accreta occurs in
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approximately 1:1000 deliveries with a reported
range from 0.04% rising up to 0.9%12. Over the
last few decades indications for emergency
hysterectomy have shown a change of trend. It is
attributable to increasing caesarean section rates
which increases risk of placenta previa and MAP.
Abnormal placentation was the primary cause of
caesarean hysterectomy in many studies as
reported by Majeed et al and Chisara et al17,18.
Prompt surgical interventions like hemostatic
sutures in placental bed, uterine and internal
iliac artery ligation and application of B-lynch
suture in combination with quick resuscitation,
management and expertise of a surgeon
minimizes morbidity and mortality19,20. Need for
blood transfusion remained 100% in this study as
compared to a similar study conducted by Anjali
and Rekha21. There was no maternal mortality
noted, that is probably because of efficient
antenatal care and triage of high risk patients in
our setup along with well-planned, timely
intervention and good teamwork.

declare by any author.
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