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ABSTRACT 
Objective: To find the frequency of placenta previa in females undergoing hysterectomy during cesarean delivery at term.  
Material and methods: This Cross sectional study was conducted at Department of Obstetrics & Gynecology, Lady Willingdon 
Hospital, Lahore for 6 months. Total 90 females who will fulfill selection criteria were enrolled in the study from operation theatre. 
Informed consent was obtained. Demographic features was obtained. Then females undergone cesarean section and planned 
hysterectomy. All surgeries were done by researcher herself. The location of placenta was noted ultrasound before cesarean 
and placenta previa was labeled if present. Location of placenta previa was also confirmed during cesarean section.  
Results: There were total 90 patients in our study among them the mean age was 36.61±4.31 years. There were 60(66.7%) 
women who underwent caesarean section previously. There were 12(13.3%) women with placenta previa. Frequency of 
placenta previa in different age groups was 41.7% in 30-34 years, 25% in 35-39 and 33.3% in women whose age was >40 
years. (p- value=0.71). No statistically significant association was seen between gestational age of women and placenta previa. 
i.e. (p-value-0.106) Gestational age 37-38: 25% (3/12) & Gestational age 39-40: 75% (9/12). Statistically significant association 
was seen between parity status of women and placenta previa. i.e. (p-value-0.000) Parity-1: 0(0%), Parity-2: 0(0%), Parity-
3:5(41.7%) and Parity-4:7(58.3%). No statistically significant association was seen between previous cesarean section of 
women and placenta previa. i.e. (p-value-0.366) No previous CS: 25% (3/12), One previous CS: 33.3% (4/12), Two previous 
CS: 16.7% (2/12) & Three previous CS: 25% (3/12).  
Conclusion: High frequency of placenta previa was noted in our study among females undergoing postpartum hysterectomy. 
Keeping in mind the results of this study it can be concluded that the placenta previa being a risk factor for emergency obstetrics 
hysterectomy should be identified and screened antenatally to improve disease prognosis to achieve desired clinical outcomes.  
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INTRODUCTION 
Placenta previa, a common obstetrical complication whose 
incidence is increasing day by day, in which placenta is located in 
the lower uterine segment.1, 2 Patients presenting with placenta 
previa having scarred uterus are reported to have 16 % risk of 
underlying emergency peripartum hysterectomy than that of 2 – 4 
% among patients having un scarred uterus. The combination of 
different underlying conditions such as increasing parity, number of 
previous cesarean sections, miscarriages, previous currettings are 
significantly associated with high burden of placenta previa and 
high risks of abnormally adherent placenta.3-5 Available literature 
has documented that burden of abnormal placenta has linear 
relationship with number of previous cesarean deliveries and 
abnormal placental adherence remains most common cause of 
emergency peripartum hysterectomy.6 
 In recent years, classical indication for emergency 
peripartum hysterectomy has gradually shifted from uterine atony 
to abnormally adherent placenta while burden of emergency 
peripartum hysterectomy is being reported to vary from 0.24 to 8.9 
per 1000 deliveries. 7-9 
 According to one study the indication for emergency 
peripartum hysterectomy was placenta previa, it was present in 
33.9% cases 10 but it was 45-73.3% for placenta previa later 
on.11,12 
 Knight et al., reported that placenta previa was cause of 
cesarean hysterectomy in 39% cases.13 But in a local study, the 
frequency of placenta previa was reported in 2.5% cases of 
hysterectomy.14 
 This study was done to assess the frequency of placenta 
previa in females undergoing hysterectomy during cesarean 
delivery at term. It has been reported that placenta previa is one of 
the major cause of hysterectomy in females of reproductive age 
group. In international studies, the frequency of placenta previa as 
a cause of cesarean hysterectomies was found to be high but in a 
local study, the frequency was very low. So this study was 
conducted to find whether the frequency of placenta previa is really 

high for cesarean hysterectomies or it is very low as reported in 
previous local study.  
 

MATERIAL AND METHODS 
This Cross – sectional study was done Department of Gynecology 
& Obstetrics, Lady Willingdon Hospital, Lahore using non – 
probability purposive sampling technique from February 2016 till 
July 2016. 
 Patients of age 30-45 years, planned to undergo 
hysterectomy during cesarean delivery due to excessive blood loss 
(>1000ml) during pregnancy at term (gestational age >36weeks 
were included in our study while patients with Multiple 
pregnancies, Placental malformation (succenturiated placentas, 
accessory placenta), Patients that the location of placenta not 
clearly shown in medical records were excluded from our study. 
Sample size of 90 cases was calculated with 95% confidence 
level, 10% margin of error and taking expected percentage of 
placenta previa i.e. 33.9% among females undergoing cesarean 
hysterectomy. Total 90 females who fulfilled selection criteria were 
enrolled in the study from operation theatre of Department of 
Obstetrics & Gynecology, Lady Willingdon Hospital Lahore. 
Informed consent was obtained. Demographic features (name, 
age, gestational age, parity and number of previous cesarean 
sections) were obtained. Then females underwent cesarean 
section and planned hysterectomy. Placenta previa was labeled if 
placenta partially or wholly blocks the neck of the uterus, so 
interfering with normal delivery of a baby detected on ultrasound 
and confirm during cesarean section. It was defined as permanent 
removal of a woman's uterus or womb due to excessive blood loss 
(>1000ml) at term (gestational age>36 weeks). Blood loss during 
cesarean section will be assessed by number of sponges used and 
collection of blood in sucker. Weight of dry sponge will be 
subtracted from soaked sponge and 1gm will be considered equal 
to 1ml. All surgeries were done by researcher herself under 
supervision of consultant surgeon having experience of 4 year 
residence. The location of placenta was noted ultrasound before 
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cesarean and placenta previa was labeled if present. Location of 
placenta previa was confirmed during cesarean section. All this 
information was recorded through proforma. 
 Data was entered and analyzed through SPSS version 21. 
Quantitative variables like age, gestational age were calculated as 
mean and standard deviation. Qualitative variables like parity, 
number of previous cesarean sections and placenta previa were 
calculated as frequency and percentage. Data was stratified for 
age, gestational age, parity and number of previous cesarean 
sections. Post-stratification, chi-square was applied to compare 
stratified groups taking p-value≤0.05 as significant. 
 

RESULTS 
There were total 90 patients in our study their mean age was 
36.61±4.31 years. Minimum age was 30 years and maximum was 
45 years. The mean gestational age of the women was 
38.56±1.072 weeks. Minimum gestational age was 37 weeks and 
maximum was 40 weeks. There were 12(13.3%) women whose 
parity was 1, 30(33.3%) women presented with parity 2, 33(36.7%) 
with parity 3 and 15 (16.7%) women presented with parity 4. There 
were 60(66.7%) who had caesarean section previously. There 
30(33.3%) patients who had no caesarean section, 27 (30%) 
women had one cesarean section previously, 23(25.6%) had two 
cesarean sections and 10(11.1%) had three cesarean sections 
previously. There were 12(13.3%) women with placenta previa. 
There was no significant association between placenta previa and 
age groups of women. Frequency of placenta previa in different 
age groups was 41.7% in 30-34 years, 25% in 35-39 and 33.3% in 
women whose age was >40 years. (p- value=0.71). No statistically 
significant association was seen between gestational age of 
women and placenta previa. i.e. (p-value-0.106) Gestational age 
37-38: 25% (3/12) & Gestational age 39-40: 75% (9/12). 
 Statistically significant association was seen between parity 
status of women and placenta previa. i.e. (p-value-0.000) Parity-1: 
0(0%), Parity-2: 0(0%), Parity-3:5(41.7%) and Parity-4:7(58.3%).  
 No statistically significant association was seen between 
previous cesarean section of women and placenta previa. i.e. (p-
value-0.366) No previous CS: 25% (3/12), One previous CS: 
33.3% (4/12), Two previous CS: 16.7% (2/12) & Three previous 
CS: 25% (3/12). 
 

DISCUSSION 
Obstetric hysterectomies in the developed nations are generally 
performed for certain gynecological indications including 
sterilization and leiomyoma 14. However in low and middle income 
countries, it is generally performed when conservative options 
have already failed to control the hemorrhage and recent estimates 
have reported increasing incidence all over the world 15.  
 There were total 90 patients in our study their mean age was 
36.61±4.31 years. Minimum age was 30 years and maximum was 
45 years. Similar results have been reported in other studies, A 
study conducted in Nigeria by Gbadebo et al 16 has also reported 
32.4 years mean age of the women undergoing postpartum 
hysterectomy, similar to our results. Fayyaz et al 17 from Peshawar 
has reported 29.69 ± 7.10 years mean age, also similar to our 
results. Javed et al 18 from Lahore also reported majority of patients 
belonging to age groups 25 – 36 years. Sultana et al 19 from 
Rawalpindi also reported majority of patients were aged more than 
30 years, similar to that of our results. Fatima et al 20 from Lahore 
also reported 30 years man age, similar to our results.  
 The mean gestational age of the women was 38.56±1.072 
weeks. Minimum gestational age was 37 weeks and maximum was 
40 weeks. Fatima et al 20 from Lahore also reported 38 weeks, 
similar to our results.  
 There were 12(13.3%) women whose parity was 1, 
30(33.3%) women presented with parity 2, 33(36.7%) with parity 3 
and 15 (16.7%) women presented with parity 4. A study conducted 
in Nigeria by Gbadebo et al 16 has also reported similar results. 
Javed et al 18 from Lahore also reported 38.46 % had parity 1 – 2 

while 46.15 % had parity 3 – 5, similar to our results. Sultana et al 
19 from Rawalpindi also reported 65 % women having parity up to 
4, similar to our results. Fatima et al 20 from Lahore also reported 
similar results.  
  There were 60(66.7%) who had caesarean section 
previously. There 30(33.3%) patients who had no caesarean 
section, 27 (30%) women had one cesarean section previously, 
23(25.6%) had two cesarean sections and 10(11.1%) had three 
cesarean sections previously. A study conducted in Nigeria by 
Gbadebo et al 16 has also reported 68 % previous history of 
cesarean section, similar to our results. Javed et al 18 from Lahore 
also reported 84 % cesarean section. Fatima et al 20 from Lahore 
also reported 86 % cesarean section, similar to our results.  
 There were 12(13.3%) women with placenta previa. There 
was no significant association between placenta previa and age 
groups of women. A study conducted in Nigeria by Gbadebo et al 
16 has also reported 9% placenta previa in postpartum 
hysterectomy, similar to our results. Javed et al 18 from Lahore 
reported 38 % placenta previa which is slightly higher than that of 
our findings. Sultana et al 19 from Rawalpindi also reported 11.53 
placenta previa, close to our results.  
 Frequency of placenta previa in different age groups was 
41.7% in 30-34 years, 25% in 35-39 and 33.3% in women whose 
age was >40 years. (p- value=0.71). No statistically significant 
association was seen between gestational age of women and 
placenta previa. i.e. (p-value-0.106) Gestational age 37-38: 25% 
(3/12) & Gestational age 39-40: 75% (9/12). Javed et al 18 from 
Lahore also reported similar results.  
 Statistically significant association was seen between parity 
status of women and placenta previa. i.e. (p-value-0.000) Parity-1: 
0(0%), Parity-2: 0(0%), Parity-3:5(41.7%) and Parity-4:7(58.3%). A 
study conducted in Nigeria by Gbadebo et al 16 has also reported 
similar results.  
 No statistically significant association was seen between 
previous cesarean section of women and placenta previa. i.e. (p-
value-0.366) No previous CS: 25% (3/12), One previous CS: 
33.3% (4/12), Two previous CS: 16.7% (2/12) & Three previous 
CS: 25% (3/12). Javed et al 18 from Lahore also reported similar 
results.  
 In this study it was observed that frequency of placenta 
previa was 13.3% among women undergoing hysterectomy during 
cesarean delivery at term. However no statistically significant 
association was seen between placenta previa and age groups of 
women, gestational age of women and number of previous 
cesarean section. However a statistically significant association 
was seen between placenta previa and parity status of women. 
According to the results of a recently published Indian study in 
which among (8.9%) women placenta previa was the indication for 
emergency obstetric hysterectomy.21 However according to the 
results of a local study the persistent bleeding from placental site 
was the etiology in 3(2.5%) patients with major degree of placenta 
previa necessitating hysterectomy.14 Both the studies from 
Pakistan and India showed a low frequency of placenta previa in 
women undergoing hysterectomy during cesarean delivery at term. 
These findings supports the results of this study that in our set up 
women who were undergoing hysterectomy during cesarean 
delivery at term frequency of placenta previa is low although in 
literature it was reported as one of the major and significant risk 
factors. In 1984, Stanco et al had documented that 43.4% of total 
emergency hysterectomies were performed in which 33.9% were 
done due to placenta previa with accrete 22. Joana Ferreira 
Carvalho in his study reported that the second most common 
indication for hysterectomy was placenta previa (2/13:15.38%).23 

Thus higher frequency reported in international literature might be 
due to many systematic and methodological issues or difference in 
sample size or other systematic criteria. Marian Knight in his study 
reported the frequency of placenta previa as 16% in women who 
Have Had a Peripartum Hysterectomy and Previous Cesarean 
Delivery.24 Jin R in his study reported that placenta previa is an 
independent and significant risk factor for emergency peripartum 
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hysterectomy. placenta previa (OR: 6.9; 95% CI 1.6-2.9, p-value = 
0.008).25 

 

CONCLUSION 
High frequency of placenta previa was noted in our study among 
females undergoing postpartum hysterectomy. Keeping in mind the 
results of this study it can be concluded that the placenta previa 
being a risk factor for emergency obstetrics hysterectomy should 
be identified and screened antenatally to improve disease 
prognosis to achieve desired clinical outcomes.  
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