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Clinico-Demographic Profile and Pregnancy Outcome in Placenta Previa:  A Study from 
Tertiary Care Hospital
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ABSTRACT
Introduction:  Placenta previa is an obstetric complication which causes considerable maternal and fetal morbidity and mortality 
during pregnancy. This study is done with the objective to find out the clinico-demographic factors associated with placenta previa 
and to analyze maternal and perinatal outcome in these cases. Methods: This was a retrospective study done in the department of 
Obstetrics and Gynecology of Nepalgunj Medical College Teaching Hospital, Nepalgunj, a tertiary care hospital from Midwestern 
Nepal. Relevant data were retrieved from maternity register from June 2015 to May 2017. All women who had undergone caesarean 
section for placenta previa were included in this study. Result: Out of total 5812 deliveries during the study period there were 50 
caesarian sections done for placenta previa which is 0.86% of total deliveries. Maximum number of mothers belonged to 26- 30 years 
of age group. Commonest type of placenta previa was minor type. About 72% were multiparous. 20%  had previous LSCS and 24% 
had previous abortion. Postpartum hemorrhage was present in 36% mothers and 32% received blood transfusion. About 64%  new 
born were preterm and low birth weight. 34%  babies had less than 7 apgar score at 5 min. Still births were 6%. Conclusion: Placenta 
previa poses greater risk and need of blood transfusion to mother as well as birth of preterm and low birth weight babies which leads 
to perinatal morbidity and mortality. Timely diagnosis, regular antenatal check up and effective management may improve 
pregnancy outcome.
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INTRODUCTION
Placenta previa is an obstetric complication which causes 
considerable maternal and fetal morbidity and mortality 

1during pregnancy . When the placenta is inserted wholly or 
partially in the lower uterine segment it is termed as placenta 
previa. The incidence is approximately 4-5 per 1000 

2,3pregnancies . About one-third cases of antepartum 
4hemorrhage belong to placenta previa . For clinical purpose, 

placenta previa is graded into major and minor types. If the 
placenta lies over the cervical os it is considered as a major 

5previa, else it is a minor previa . Advancing maternal age, 
multiparity, previous Cesarean delivery, abortion and male 

3fetuses all conferred increased risk for placenta previa . 
Pregnancies complicated with placenta previa had significantly 
higher rates of second-trimester bleeding, pathological 
presentations, abruptio placentae, congenital malformations, 
perinatal mortality, Cesarean delivery, Apgar scores at 5 min 
lower than 7, postpartum hemorrhage, postpartum anemia 
and increased hospital stay as compared to pregnancies 

6without placenta pravia . Present study was to find out  the 
clinico-demographic factors associated with placenta previa 
and to determine  maternal and perinatal outcome.

MATERIAL AND METHODS
This is a retrospective study done in the department of 
Obstetrics and Gynecology, Nepalgunj Medical College 
Teaching Hospital,  Nepalgunj, a tertiary care hospital from 
Midwestern Nepal. Relevant data were collected from 
maternity register for the period of two years  from June 2015 
to May 2017. Approval for the study was taken from 
department. Study population was 50 mothers. All women who 
had undergone caesarean section for placenta previa were 
included in this study. Relevant clinico-demographic data were 
collected and maternal and neonatal outcome were observed, 
tabulated, analysed and presented in percentage.

RESULT

During the two year period there were 5812 deliveries, out of 

them 1692  were undergone caesarian section. Among them, 

caesarean section done for placenta previa was 50, which is 

0.86 percent of total deliveries. Table I shows 16 (32%)  

belonged to 26- 30 years of age group followed by 15 (30%) to 

21- 25 years age group and 12 (24%) to 31-35 years of age 

group. Four (8%) women were more than 35 years of age. 

Age group (yrs) N=50 Frequency (%)

<20 3 6

21-25 15 30

26-30 16 32

31-35 12 24

>35 4 8

Total 50 100

Table I: Distribution of mothers according to age group

Obstetric profile

Primi 14 28

Multi 36 72

Previous LSCS 11 22

Previous abortion 12 24

Malpresentation 10 20

Placental abnormality 1 2

(morbid adherent placenta)

No other associated factors 16 32

Table II: Obstetric profile of subjects

N=50 Frequency (%)

Parity

Factors N=50 Frequency (%)

Postpartum Hemorrhage 18 36

Blood transfusion 16 32

No complication 16 32

Table III: Obstetrical complications

Major
15(30%)

Minor
35(70%)

Figure 1 shows type of placenta previa. 

Out of 50 participants, 15(30%) constituted major type while 35 
(70%) were minor type. Majority of women i.e. 36(72%) were 
multi para. 11 (22%) were  undergone previous LSCS and 
12(24%) had history of previous abortion. Malpresentation was 
present in 10 (20%) subjects. One woman had morbid adherent 
placenta. 18(36%) cases of placenta previa were complicated 
by postpartum hemorrhage and 16(32%)  women were given 
blood transfusion. No maternal mortality observed from 
placenta previa.

Table IV shows neonatal outcome. About 32(64%) babies were 

preterm and same numbers of babies were low birth weight. In 

17(34%) babies, apgar score in 5 minute was less than 7. The 

still birth deliveries were 3(6%). Male baby outnumbered 

female baby, 29(58%) of all deliveries.

DISCUSSION
Placenta previa invites serious complications during pregnancy 
which is 

In this study out of total 5812 deliveries, 0.86% cases were 
undergone caesarian section for placenta previa. This finding is 
slightly higher than the result obtained by Ojha N. who did 
similar study at TUTH, Kathmandu and found that 0.55% of 

7caesarian sections were done for placenta previa . This finding 
could be due to the reason that Nepalgunj medical college 
hospital is a major tertiary referral centre in mid western and 
far western region. High risk cases are usually referred from 
various district hospitals of the region. In the meta analysis 
reviewing studies on placenta previa between 1950-1996, 
among 13,992 patients diagnosed with placenta previa, the 
reported incidence of placenta previa ranged from 0.28%-

82.0% . This is similar with our observation. In this study, almost 
1/3rd of subjects were more than 30 years of age and similar 
number belonged to 26- 30 years age group. This finding is 

7similar with the finding obtained by Ojha N . Minor type of 
placenta previa was the most common diagnosis in this study 

7which is also similar to same study .

Study reveals that placenta previa was more common in 
multiparous women i.e. in 72% of cases. Various studies have 
shown that multi parity is an important risk factor for placenta 

9,10previa . Similar finding was reported in the study done by 
11Lama S. et.al.  Findings suggest that 22% of participants were 

undergone previous LSCS and 24% had history of previous 
abortion. Study done by Ananth CV et al. shows a strong 
association between a previous cesarean delivery, 
spontaneous or induced abortion, and the subsequent 

8  development of placenta previa . In a different study done by 
A.S Anzaku et.al. in   135 cases of placenta praevia among 
10,895 deliveries found previous history of caesarean section in 

1240.7% and previous history of abortion in 20.4% .

associated with increased maternal and perinatal 
morbidity and mortality.

Factors

28-33 13 26

34-36 19 38

>37 18 36

Preterm birth 32 64

<1500 3 6

1500-2499 29 58

2500-3500 14 28

>3500 4 8

Low birth weight babies 32 64

Apgar score (<7 in 5 minutes) 17 34

Apgar score (>7 in 5 minutes) 30 60

Still birth (Apgar score 0) 3 6

Male baby 29 58

Female baby 21 42

Table IV:  Neonatal outcome

N=50 Frequency (%)

Gestational age 

(weeks)

Baby weight

(gms)
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This study indicates 18 (36%) cases of placenta previa were 
complicated by postpartum hemorrhage and 16 (32%) women 
were given blood transfusion. Similar result was observed in 

7the study done by Ojha N  In a A Systematic Review and Meta-
Analysis by Dazhi Fan et.al, who draw result from 1148 studies, 
11 included in the meta-analysis, which involved 5146 unique 
pregnant women with placenta previa found that overall 

13pooled incidence of PPH was 22.3% .

Regarding neonatal outcome, Infants born to women with 
placenta previa had significant number of low birth weight, 
prematurity, Apgar scores of <7 at 5 min. and stillbirth. This 

7,14,15observation is consistent with previous studies . The 
possible explanation for these could be that the bleeding 
associated with placenta previa may lead to hypoxia, 
intrauterine growth restriction, and prematurity with 
underdeveloped organ systems. There was slight 
preponderance of male babies in our study. This finding is 

16consistent with the study done by Wen SW et al .

CONCLUSION
Placenta previa is one of the main indications for caesarian 
sections. Grand multiparty mother has got more risk to have 
abnormal placentation. Placenta previa also commonly invites 
complications like post partum hemorrhage followed by blood 
transfusion. So that early detection of placentation by 
ultrasound and timeliness intervention prevents the maternal 
and perinatal morbidity and mortality.
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Acute Respiratory Distress and Its Risk Factors among Neonates Admitted in a Tertiary 
Care Center of Western Nepal

1 2 3Adhikari J ,  Aryal S ,  Gupta V

ABSTRACT
BACKGROUND: Neonatal period is defined as a period from birth to under 4 weeks (<28 days) of age. It is a highly vulnerable time for 
an infant, who is completing many of the physiologic adjustments required for extra uterine existence. The term Respiratory distress 
(RD) is used to indicate signs & symptoms of abnormal respiratory pattern. Methods: All neonates admitted in neonatal intensive 
care unit of Nepalgunj Medical College, Kohalpur with respiratory distress were included. Same number of age and sex matched 
controls without RD were selected. Results: male: female ratio 1.4:1

 was neonatal sepsis (51.6%), followed by hyaline membrane disease (17.8%), TTN (12.7%), meconium 
aspiration syndrome (6%), birth asphyxia (5.08%), tracheoesophageal fistula (2%) and pneumothorax (2%). Newborns with poor 
APGAR score requiring resuscitation were more likely to develop RD (p=0.025). Newborns with birth weight <2.5 kg and >4 kg were 2 
times likely to develop RD as compared to control group (p<0.012). There was 7 times higher risk of developing MAS when a baby was 
born through thick MSL as compared to control group (P<0.022). Inadequate ANC visit significantly increased RD in newborns 
(p<0.001). Babies born to mother with PROM for more than 18 hours were 5.5 times likely to develop RD (p<0.001) whereas those 
born to mother who had any source of infection were about 6 times at risk of developing respiratory distress than control group 
(p=0.007). Conclusion: Certain measures that could be taken to reduce the number of RD are: 1. discouraging early marriage and 
teenage pregnancy. 2. Increasing awareness regarding temporary and permanent contraceptive measures. 3. Promoting education 
of girls. 4. Increasing coverage of ANC visit in rural areas and 5. formulating integrated plan and policies from the Government level.

Key words: I espiratory distress,  risk factors

The NICU based hospital incidence of RD was 9.1% with . The 
most common etiology

ncidence, r

INTRODUCTION
Neonatal period is defined as the first 28 days after birth. It is a 
highly vulnerable time for an infant, who is completing many of 
the physiologic adjustments required for extra uterine 
existence. The high neonatal morbidity and mortality rates 
attest to the fragility of life during this period; of all deaths 
occurring in the 1st yr of life two thirds are in the neonatal 

1period . Respiratory distress (RD) constitutes the commonest 
cause of morbidity in newborn babies and pulmonary 
pathology is the most frequent autopsy findings in the 

2neonates .

The term Respiratory distress (RD) is often used to indicate 
1signs & symptoms of abnormal respiratory pattern . A newborn 

with RD is characterized by tachypnoea (more than 60 breaths 
per min), nasal flaring, stridor, grunting, dyspnoea, wheezing, 
central cyanosis, chest wall retractions & working of accessory 
muscles. Presence of two or more signs persisting for four 

1,3hours or more suggest respiratory distress . Severity of RD can 
4be assessed by Downe's scoring system . 
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RD is one of the most common emergency problems seen in 
newborn responsible for 30-40% admission in neonatal 

5period . The importance of RD in neonates can be realized from 
the fact that the neonates with respiratory distress are 2-4 
times more likely to die than those without respiratory distress 
so its prevention and adequate management will decrease 

6mortality . Failure to readily recognize symptoms and treat the 
underlying cause of respiratory distress in newborn can lead to 
short and long-term complications, including respiratory 
failure and even death as short term and chronic lung disease 

7,8or recurrent pneumonia as long term complication . There are 
many identifiable maternal and neonatal risk factors causing 
respiratory distress which if recognized in time can give better 
neonatal outcome. 

MATERIALS AND METHODS
A prospective case control study was carried out among 
newborns with respiratory distress admitted to neonatal 
intensive care unit (NICU) from labor room and obstretic ward 
of Nepalgunj Medical college Teaching Hospital, Kohalpur, 
Banke over the period of one year from January 2016 A.D to 
December 2016 A.D. Total of 118 neonates developed 
respiratory distress and all were included in the study. Another 
118 newborns without respiratory distress were taken 
delivered at the same time, matched age and sex wise as a 
control group to determine the risk factors of respiratory 
distress. All newborns whose mothers were willing to 
participate and delivered in NGMCTH were included in the 
study whereas those mothers not willing to participate, 
delivered outside NGMCTH and neonates without respiratory 
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