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ABSTRACT
Context: Placenta preavia is one of the obstetric emergencies associated with maternal mortality and
morbidity. Itis also amajor cause of prematurity. With prompt and appropriate management the complication
can be drastically reduced.

Objective: The objective of this study is to document the pattern of presentation, mode of management and
the outcome of the management of placenta praevia at Obafemi Awolowo Teaching Hospitals Complex
(I.LH.U.), lle-Ife between January, 1996 to December, 2005. The outcome will help in identifying the women at
risk and offer suggestions to reduce the associated complications.

Materials and Methods: The study involved a ten-year retrospective analysis of the data collected from the
case records of all the cases diagnosed as having placenta praevia during the period under review.

Results: During this period there were 7,515 deliveries and a total of 128 cases of placenta praevia giving an
incidence of 1.65% 1.e. 3 in 200 births. Majority (58.2%) of patients with placenta praevia were unbooked and
77.4% of them were multiparous. Only 20.2% were accessible for diagnosis by ultrasound scanning, while
25.8% of them were delivered before 36 weeks of gestation. The perinatal mortality rate was 177 per 1000
births.

Conclusion: Placenta praevia is still a major cause of obstetric morbidity and mortality. The diagnosis can be
made with routine ultrasound scanning which then allows patient identification and institution of appropriate
and comprehensive treatment aimed at minimizing complications. The role of good referral system, 24 hours
blood banking services and facilities for caesarean section and adequate neonatal backup in preventing
morbidity and mortality associated with the condition can not be over emphasized.
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INTRODUCTION in our environment*’ . Placenta praevia is defined as
placenta that is wholly or partially located in the
lower uterine segment*’. It can be classified into

type I to IV depending on its relationship to the

Maternal mortality constitutes a major problem in
Nigeria even more than a decade after the safe

motherhood conference in Nairobi in 1987'. The
continuing tragedy of maternal deaths in the
developing countries led to the inclusion in the
united nation millennium goals, the reduction of
maternal mortality by 75% by the year 2015.
Regrettably, however, most of the causes of
maternal death are preventable with obstetric
haemorrhage including antepartum haemorrhage
from placenta praevia remaining a major cause'”’.
Placenta praevia is associated with high perinatal
morbidity and mortality partly due to increased
incidence of prematurity and poor neonatal backup
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internal cervical os. It can be further classified as a
or b, if the placenta is located anterior or posterior in
the lower uterine segment. Type I and Ila are
referred to as minor placenta praevia in which
vaginal delivery may still be possible, provided
there is no significant bleeding. While [Ib to IV are
referred to as major placenta praevia. >

The incidence of placenta praevia generally is
approximately 1 in 200 births*’. The risk factors
associated with the occurrence of placenta praevia in
studies around the world include multiparity,
increase in maternal age, previous uterine surgery
including caesaerean section.  Others are
intrauterine synaechiae, multiple pregnancy,
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abnormalities of uterine vascularisation and prior
trauma to the endometrium or myometrium such as
following dilatation and curettage***. The diagnosis
is usually suspected when there is antepartum
haemorrhage which is usually painless and the fetus
is usually not compromised. Ultrasound scanning is
very important in confirming the diagnosis and for
determination of the degree of placenta Praevia in up
to 95% of cases and has since replaced earlier
methods of placental localization such as soft tissue
placentography, pelvic arteriography and isotope
techniques '**°. Magnetic Resonance Imaging (MRI)
may be the most precise method of diagnosis but it is
an expensive method of tissue imaging and not
readily available in our environment”.  The
management of placenta praevia depends on many
factors. These include the amount of uterine
bleeding when present, the viability of the fetus as
well as the degree of the placenta praevia.” Hospital
admission is advised once the diagnosis is made and
ideally the patient should remain in hospital till
delivery’. Two or more units of screened and
compatible banked blood should be crossmatched
and made ready for transfusion"”* Expectant
management is indicated, if the gestational age is less
than 36 weeks and bleeding is minimal'*’.
Emergency caesarean section is however, indicated if
the patient is at term, and major placenta praevia is
confirmed’. Examination under anaesthesia is still
relevant in our environment where mobile ultrasound
facilities are not readily available, if the diagnosis is
in doubt’.This study documents the pattern of
placenta praevia at the Obafemi Awolowo University
Teaching Hospitals Complex, Ile-Ife, with the aim of
identifying the women at risk and offer suggestions
to reduce the incidence of perinatal and maternal
morbidity and mortality.

MATERIALSAND METHOD

The case records of the patient managed for placenta
praevia at Obafemi Awolowo University Teaching
Hospitals Complex, lle-Ife, from January 1996 to
December 2005 were reviewed. During this period
there were 7,515 deliveries and 128 cases of placenta
praevia of which only 124 case notes were available
for analysis.The diagnosis of placenta pracvia were
made based on findings at examination under
anaesthesia and caesarean section, routine ultrasound
scanning or on ultrasound scanning done following
antepartum haemorrhage. Incidental findings of
placenta praevia at caesarean section for other
indications were included. Data related to parity,
booking status, means of diagnosis, gestational age at
delivery, mode of delivery as well as fetal outcome
were obtained and analysed. Statistical analysis was
by simple percentage calculations.
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RESULTS

During the 10 year period, there were 128 cases
diagnosed with placenta praevia and there were 7,515
deliveries giving an incidence of 1.68% or 3 per 200
births. There were no cases of maternal mortality due to
placenta praevia but there were 23 cases of perinatal
death, a perinatal mortality of 177 per 1000 births.
Perinatal mortality due to placenta praevia for the first
5 years of the study was 176 per 1000 births while for the
last 5 years was 178 per 1000 births. Table I shows
that 77.4% of the patients were multipara and 22.6%
were primipara. The age distribution of the patients is as
shown on table I. There was no relationship between
the type of placenta Praevia and maternal age and parity
among the subjects. Forty seven (37.9%) of the patients
had to receive blood transfusion with 31(25%) receiving
two ormoreunitsofblood.

Seventy two(58.1%) of the patients with placenta
praevia were unbooked for antenatal care while
52(41.9%) were booked.The diagnosis was made
clinically in 96(77.4%) of the patients who presented
with antepartum haemorrhage, while diagnosis was
made with routine ultrasound scanning in 25(20.2%) of
the patients.

The remaining 3(2.4%) were found incidentally at
caesarean section for other indications having been
asymptomatic.

Table II shows that 25.8% of the patients were delivered
before 36 weeks of gestation and 58.9% were delivered
between 36-39 weeks of gestation. Nine (7.3%) of the
patients had vaginal delivery while 115(92.7%) had
caesarean section with majority(75%) being emergency
caesarean sections.

Table III shows that 68.5% of the patients had major
type placenta praevia while only 31.5% had minor
placenta praevia. . . _
Twenty three (17.6%) of babies delivered to the patient
managed with placenta praevia had perinatal death. The
large proportions (69.3%) of those with perinatal death
were unbooked for antenatal care and majority of deaths
were due to prematurity.

Table I:Age and Parity Distribution in Patients with
Placenta Praevia

Age(years) Number Percentage(%o)
15-19 5 40
20-24 14 11.3
25-29 43 34.7
30-34 40 323
35-39 15 12.1
40-44 7 5.6
Total 124 100
Parity Number Percentage(%)
1 28 22.6
2 33 26.2
3 31 25.0
4 22 17.8
5 and above 10 8.0
Total 124 100.0
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Table II: Mode of Delivery and Gestational Age at
Delivery

Mode of Delivery Number Percentage(%)
Vaginal delivery 9 7.3
Caesarean section 115 92.7
A. elective 22 17.7
B. Emergency 93 75
Total 124 100
Gestational Age(weeks) Number  Percentage(%)
28-31 7 5.6
32-35 25 20.2
36-39 73 58.9
40 and above 19 15.3
Total 124 100.0

Table I11: Degree of Placenta Praevia
Degree(Type) Number Percentage(%)

I 13 10.5

Ila 26 21.0

IIb 34 27.4

m 33 26.6

v 18 14.5
Total 124 100.0
DISCUSSION

Though, the morbidity and mortality associated with
postpartum haemorrhage can be prevented by active
management of the third stage of labour, the same
cannot be said of placenta praevia. Therefore, it is
necessary for all our pregnant women to book for
antenatal care in a health facility, where this
condition can be diagnosed and appropriate referral
made if necessary.

The incidence of placenta praevia in this study was 3
per 200 births. The study done at Ibadan quoted a
similar incidence of 2 per 200 births’. In the series
from the Lagos Island Maternity Hospital, there was
a low incidence of 0.18 per 200 births’. Population
based study in United State of America quoted an
incidence ranging from 0.5 2.0 per 200 births’. The
incidence was slightly higher in this study, this may
be because our hospital is a referral center and
moreover, majority of uncomplicated deliveries
takes place outside the hospital facilities in Nigeria,
hence most of the complicated cases present in the
referral centres. Placenta praevia is associated with
increase parity as in this study where 77.4% of the
patients were multiparous women. An earlier study
done at Ile-Ife concluded that the risk factors for
placenta praevia were increased parity, history of
retained placenta, previous caesarean section,
previous abortion and maternal age over 35 years"’.
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In 77.4% of patients in this study, diagnosis of
Placenta praevia was suspected after they had
presented with antepartum haemorrhage. However,
in Britain only about 30-40% of their patients with
placenta praevia presented with antepartum
haemorrhage”. This may be due to the policy of a
routine ultrasound scanning in second and third
trimester in that country. Therefore, the diagnosis is
usually made before the onset of antepartum
haemorrhage and appropriate management instituted
to prevent it. The proportion of major placental
Praevia is higher (68.5%) in this study compared to
what was obtained in Britain, where routine
ultrasound scanning is practiced . This may be
because about 80% of deliveries in Nigeria take place
outside the hospital facilities "' and substantial
number of the minor placental Praevia will achieve
uncomplicated vaginal delivery and would have gone
undiagnosed. Moreover ultrasound is not readily
available outside major health facilities and can be
relatively expensive.Prematurity contribute
significantly to the high perinatal mortality and
morbidity associated with placenta praevia """
As much as 25.8 percent of the women in this study
were delivered before 36 weeks of gestation.
Placenta praevia was the second commonest
indication for preterm caesarean section after pre-
eclampsia in the study done in Enugu’. This finding
was also in keeping with population-based study in
the United States of America where placenta preavia
constitute a major cause of preterm delivery’.

There was no maternal death due to placenta
praevia during the period under review. This may be
attributable to the availability of effective 24-hour
blood banking services and quick surgical
intervention in our center. However, the perinatal
mortality was very high, about 176 per 1000 births in
this study. The perinatal mortality rates from
placenta praevia have however fallen steadily from
370 per 1000 in 1973 to 81 per 1000 in 1985 in
Britain'"’. The population based study in United State
of America quoted perinatal mortality of 10.7 per
1000 births’. The high perinatal mortality in this
study may be attributable to our poor neonatal back
up, poor socioeconomic factor and the fact that
majority of the patients present late in the hospital.

In conclusion, placenta praevia is still a major cause
of obstetric morbidity and mortality in our
environment. The diagnosis can be made with
routine ultrasound scanning in third trimester and
measures could be taken to forestall the complication.
"% hence we recommend routine ultrasound
scanning in the third trimester for placental
localization. Training and retraining of health
workers on recognition of high risk pregnancy as well
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as adequate referral system and improved neonatal
care will go a long way in reducing the morbidity and

mortality associated with this condition."

Health

education of the populace on the importance of
antenatal care and the safety of hospital delivery
should be emphasized.” Women empowerment and
improved socio-economic status will impact
positively on our reproductive health
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