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Abstract: 
Background: Antepartum hemorrhage is one of the most dangerous and devastating group of disorders in 
obstetrics. Placenta previa contributes to 1/3rd of the cases of antepartum hemorrhage. Advanced maternal age, 
high parity and previous LSCS are common risk factors.   
Aim and Objective: The aim of present study is to study the fetomaternal outcome in cases of placenta previa.   
Methods: A Prospective observational study is conducted in department of OBG, Vijaynagar institute of medical 
sciences, Ballari for a period of 18months (jan2018- june2019.) Out of 12,071 deliveries during this period, 100 
cases were included in study, data collected and results analyzed.  
Results: Majority belonged to age group 20 -29 yr (83%). 55% presented with vaginal bleeding as chief complaint. 
Major risk factor is previous caesarean delivery (38%).2 cases were complicated with placenta accrete. 17% cases 
had PPH. Peripartum hysterectomy was performed in 4%. Perinatal mortality is 15.4% and 18.23% newborns 
required NICU admission.  
Conclusion: Placenta previa contributes significantly to maternal and perinatal morbidity and mortality. Maternal 
complications are because of massive hemorrhage and fetal complications are due to prematurity. Appropriate 
antenatal care and timely referral to tertiary care center with 24hr blood bank facility, multidisciplinary approach 
and neonatal back up can reduce the morbidity and mortality associated with this condition.  
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Introduction

Antepartum haemorrhage is one of the most 
dangerous and devastating group of disorders in 
obstetrics. Placenta praevia contributes to 1/3rd of 
the cases of antepartum haemorrhage.   Placenta 
previa involves bleeding from placental site, which 
is located in the lower uterine segment either 
partially or completely. As the lower uterine 
segment stretches, the bleeding is seen near term or 
in labour. The associated bleeding is inevitable. Risk 
factors for placenta previa are advanced maternal 
age, high parity, twins, previous placenta previa, 
previous caesarean delivery, myomectomy, large 
placenta and placental abnormalities. Most common 
presentation is painless, cause less and recurrent 
vaginal bleeding [1,2]. 

Maternal death due to placenta previa is <1% or 
even zero in developed countries.  But in developing 
countries because of wide gap of the extension of 
medical facilities and also the difference in patient 

profile between urban and rural population, maternal 
mortality from placenta praevia ranges from less 
than 1% to as high as 5%. The ultimate cause of 
death was haemorrhage and shock. The catastrophic 
complication not only poses a risk to the baby but 
also endangers the mother’s life. [3] 

The fetomaternal outcome can be definitely 
improved in placenta previa as it can be diagnosed 
by antenatal USG even before the first episode of 
bleeding. Once the condition is diagnosed, the case 
should be judiciously managed. These cases are to 
be managed only in centres where there are facilities 
for blood transfusion, immediate operative 
intervention and NICU. Even better ANC and 
thorough screening of the patient with second 
trimester scan, better referral system, transport 
facility and more hospitals with 24 hours blood bank 
facilities are need of the hour. [1,4,5] 
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Aims and Objectives of Study 

1. The aim of present study is to study the 
fetomaternal outcome in cases of placenta 
previa. 

2. The objectives are to study the maternal and 
fetal outcome, risk factors and complications of 
placenta previa. 

Material and Methods  

A Prospective observational study is conducted in 
department of OBG, Vijaynagar institute of medical 
sciences, Ballari for a period of 18months (jan2018- 
june2019)).  All the cases of placenta previa 
admitted to labor ward, department of OBG, VIMS 
Ballari during 18 months study period and satisfying 
the inclusion and exclusion criteria are included in 
the study. Number of cases of placenta previa at 
VIMS Ballari in the year 2017 is 57. Sample of 100 
for 18 months was appropriate. If 100 cases are not 
there then all the cases of placenta previa in study 
period will be included.  

Inclusion Criteria 

1. All patients admitted with history of painless 
vaginal bleeding to labour ward after 28weks of 
gestational age 

2. Ultrasonological diagnosis of placenta previa 

Exclusion Criteria 

1. Haemorrhage in early pregnancy <28weeks 
2. abruption placenta 
3. local causes of bleeding PV –cervical and 

vaginal causes 

Details of their age, parity, gestational age and 
clinical features at presentation, detailed history of 
current and previous pregnancies, period of 
gestation at which placenta previa was diagnosed, 
history of warning bleeding etc., will be noted. 
Duration of hospital stay, need for blood transfusion, 
period of gestation at delivery, route of delivery, 
need for extra surgical procedures in case of 
bleeding like cevico isthamic stitch, uterine artery 
ligation, stepwise devascularization and 

hysterectomy and need for ICU admission are noted 
down. The patient and the baby are followed up till 
their discharge from the hospital. Results were 
analyzed and tabulated in the form of numbers and 
percentages. 

Results  

Total of 100 cases of placenta previa are included in 
present study.  The incidence of placenta previa is 
highest in the age group 20 -29years (83%). (Table -
1). The incidence of placenta previa is highest in 
multiparous (78%) (table -2). Out of 100 cases 32 
cases had minor degree placenta previa and 68 cases 
had major degree placenta previa .24, 19, 25 and 32 
cases had type I, II, III and IV placenta previa 
respectively. Highest number of cases are seen in 
type IV group (table-3). 19 % of cases were 
asymptomatic. Highest number of cases presented 
with bleeding per vagina that is 55%, 45 % of cases 
presented with pain abdomen, 22 % had both pain 
abdomen and pv bleeding. 2 cases presented with 
shock. 38 cases give history of previous LSCS. 
Labour augmentation with ARM and oxytocin was 
done in 5cases and they delivered vaginally. 
Maximum number (95) of cases delivered by 
caesarean section. (Table- 5). 63cases were 
>36week, 23 cases were 34-36weeks and 14 cases 
were 28-34 weeks Antepartum complications like, I 
and II trimester bleeding, severe anaemia, 
malpresentations, preterm labour, PIH, IUD, 
hypotension were seen in 19,14,10,37,6,3, and 2 
cases respectively. Postpartum complications are 
tabulated in table – 6. Maternal mortality due to 
placenta previa in present study is nil.  In present 
study 50 % of patients received blood transfusion. 
Out of 17 cases of postpartum haemorrhage, 5 cases 
were managed medically, placental bed suturing 
done in 7 cases, uterine tamponade done in 2 cases, 
uterine pack was kept for 1, uterine artery ligation 
done for 10 cases, internal iliac artery ligation done 
for 3 cases. Peripartum hysterectomy done for 4 
cases. In the present study maximum perinatal death 
are due to prematurity and hyaline membrane 
disease (9%). Perinatal mortality in present study is 
16 %. There were 3 cases each of IUD and MAS.

Table 1: Correlation of Maternal Age and Placenta Previa 
Age group No. of cases Percentage 
less than 20 2 2% 
20-≤29 83 83% 
30-≤35 14 14% 
>35 1 1% 
Total 100 100% 

Table 2: Correlation of Parity and Placenta Previa 
Parity  No. of cases  Percentage 
PRIMI 18 18% 
MULTIPARA (2to 3) 78 78% 
GRANDMULTI (>=4) 4 4% 
Total 100 100% 
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Table 3: Distribution of Cases According to types of Placenta Previa 
Type of placenta previa No. of cases Percentage 
ONE 24 24% 
TWO 19 19% 
THREE 25 25% 
FOUR 32 32% 
Total 100 100% 

 
Table 4: Distribution of Cases According to History of Previous LSCS 

PREVIOUS LSCS No. of cases  Percentage  
No  62 62% 
1 33 33% 
2 4 4% 
3 1 1% 

  
Table 5: Distribution of Cases According to mode of Delivery 

Mode of delivery Frequency Percentage 
ELCS 11 11% 
EMCS 84 84% 
FTVD 4 4% 
PTVD 1 1% 

 
Table 6: Intra Operative and Post Operative Complications 

Complication  No. of cases Percentage 
PPH 17 17% 
Adherent placenta 2 2% 
ARF 1 1% 
Bladder injury 1 1% 
Bowel injury 0 0% 
Sepsis 0 0% 
Febrile morbidity 0 0% 
Anaemia 16 16% 
Hypovolemic shock 1 1% 
Maternal mortality  0 0% 

 
Table 7: Perinatal Mortality in Placenta Previa 

Cause of death  Number of cases   Percentage  
HMD/preterm 9 9% 
IUD 3 3% 
MAS 3 3% 
STILL BORN 1 1% 
None  84 84% 

 
Discussion 

Mean maternal age in our study is 26.7years, which 
is comparable to mean maternal age -25.6yr and 
29yr, obtained in study by Maunica Reddy 
Sorakayalapeta et al and Lavanyakumari Sarella et 
al. [6,7,8] Incidence of placenta previa is highest in 
multiparous (78 percent) in our study. Sarojini et al 
and Manohar rangaswamy et al in their study states 
that incidence in multi para is highest, 80.2% and 
75.9% respectively. [9,10] Highest number of cases 
presented with bleeding pv (55%) in our study. 32%, 
65%and 66% of case presented with bleeding pv in 
studies by Sarojini et al, Lavanyakumari sarella et al 
and Maunica Reddy Sorakayalapeta et al 
respectively. [7,8,9] Major risk factor is previous 

LSCS (40cases) in our study, comparable to results 
from sarojini el al (48cases). [9]  In our study PPH 
is seen in 17 cases, 1 case had bladder injury, 1 case 
developed ARF, 2 had accrete, 16 case were 
anaemic and 1 had hypotension on table. In study by 
Manohar Rangaswamy et al 10% (16 cases) of cases 
had atonic PPH and 2 case ended up in 
hysterectomy. [10] In study by, Lavanyakumari 
Sarella et al 27.8% (17 cases) of had atonic PPH and 
2 case ended up in hysterectomy. In study by 
Sarojini et al, 12% (13 cases) had PPH. Cervico 
isthamic stitch (4.7%), B lynch (2.8%), uterine 
Artery ligation (1.9%), hysterectomy (4.9%), 
internal iliac artery ligation (0.9%) are done.[8] In 
present study perinatal morbidity and mortality is 
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19.23% and 15.35 % [9]. In study by Manohar 
Rangaswamy et al, 19 babies required NICU 
admission and 5 perinatal deaths were noted [10]. 
Maternal mortality is 0.76% (1 in 131 cases) in study 
by Maunica reddy sorakayalapeta et al. [7] Similar 
to our study maternal mortality is nil in studies by by 
Manohar Rangaswamy et al, Sarojini et al and 
Lavanyakumari sarella et al. [8,9,10] 

Conclusion 

Placenta previa contributes significantly to maternal 
and perinatal morbidity and mortality. Maternal 
complications are because of massive haemorrhage 
and fetal complications are due to prematurity. 
Accurate diagnosis, appropriate management and 
timely delivery can have favourable outcome. The 
current study suggested that previous caesarean 
delivery and abortion are the high-risk factors for 
placenta previa. Placenta previa in case of previous 
LSCS carries risk for adherent placenta. Placenta 
previa with adherent placenta has more maternal 
morbidity All cases of placenta previa should be 
referred to tertiary care centre with 24hr blood bank 
facility, multidisciplinary approach and neonatal 
back up to prevent the morbidity and mortality 
associated with this condition. 

Ethical Approval: ethical approval obtained from 
IEC  

References 

1. Cunningham FG, Leveno KJ, Bloom, Haulh JC, 
Gilsrap LC, Wenstrom KD, editors. Obstetric 
hemorrhage. In: Williams Textbook of 
Obstetrics, 24nd edn. New York: McGraw-Hill; 
2014.p799-808 

2. Bindya Gupta, Renu Mishra, Antepartum 
hemorrhage. In: Renu mishra, editor. Ian 
Donalds practical obstetric problems, 7th edn, 
New Delhi: Wolters Kluwer;2016.p.315-323. 

3. Dr NeebhaOjha, Obstetric factors and 
pregnancy outcome in placenta previa.  Journal 
of Institute of institute of medicine. 2012; 32(2): 
38-41. 

4. Mehnaz Raees, Zeenat Parveen, Mustafa Kamal 
et al. Fetomaternal outcome in major     degree 
placenta previa. Gomal journal of medical 
sciences.2015;13(3);173-176. 

5. Dr. Purvi M Parikh, Dr. Shaiesh Makwana, Dr. 
Sapana Shah, Dr Vivek Vithalaniet al. 
Fetomaternal Outcome in Placenta Previa in 
Scarred Uterus Vs Non-Scarred Uterus. IOSR 
journal of dental and medical sciences. 
2016;15(1):69-73. 

6. Ayesha Shaukat, Fareed Zafar, Samina Asghar, 
Nighat, Ayoob, Nafeesa Ambreen, Ayesha 
Rahim Zenab Aziz et al. Frequency of 
placetaprevia with previous C-section. PJMHS. 
2009;3(3):233-237.  

7. Maunica reddy Sorakayalapeta, manoli NS. 
Maternal and perinatal outcome in placenta 
previa: an observational study at a tertiary care 
hospital in mysore, Karnataka, India. Int J 
Reprod Contracept Obstet Gynecol 2019; 8: 
1322-6  

8. Lavanyakumari Sarella, Arjunjyothi Chinta et 
al. A study on maternal and Perinatal Outcome 
in Placenta Previa. Scholars Journal of Applied 
Medica Sciences.2014;2(5A):1555-1558. 

9. Sarojini, Malini K.V, Radhika et al. Clinical 
study of placenta previa and its effect on 
maternal health and fetal outcome. International 
Journal of Reproduction, Contraception, 
Obstetrics and Gynecology:2016;5(10):3496-
3499 

10. Rangaswamy M, Govindaraju K. Fetomaternal 
outcome in placenta previa - a retrospective 
study in teaching hospital. Int J Reprod 
Contracept Obstet Gynecol 2016;5:3081-4

 


