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Introduction
Placenta previa is the placement of the placenta in 
the inferior segment of the uterine cavity.  This de-
fective implantation of the placenta is in most cas-

es due to a defective vascularization of the decidua. 
Multiparity, great mother’s age, previous abortions, 
previous caesarean section, multiple pregnancy, fe-
tal abnormalities, leiomyoma uteri act., constitute 
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Placenta previa is the placement of the placenta in the 
inferior segment of the uterine cavity. This defective im-
plantation of the placenta is in most cases due to a de-
fective vascularization of the decidua. Multiparity, great 
mother’s age, previous abortions, previous caesarean 
section, multiple pregnancy, fetal abnormalities, leio-
myoma uteri act., constitute some risk factors that favor 
the development of placenta previa. In report to the de-
gree of coverage of the internal orifice of the uterus from 
placental tissue, placenta previa divided into: placenta 
previa totalis, placenta previa partialis, placenta previa 
marginalia and low-lying placenta. The dominant clini-
cal signs are vaginal bleeding, which varies from light 
spotting to heavy bleeding that could seriously endan-
ger the woman’s life. In diagnosing of placenta previa 
helpsymptoms and signs U/S examination is used for di-
agnosis with up to 95 percent accuracy. Placenta previa 
complications appear on 0.5% of all pregnancies. These 

complications can be; maternal and fetal. All these com-
plications have an effect on the increase of maternal and 
fetal or neonatal mortality rate. We report a case of a 
31-year-old woman  admitted to our hospital in the  de-
partment of Obstetrics and Gynecology with signs and 
symptoms of placenta previa. One day later, the patient 
gave birth  by caesarean section to a healthy baby, but 
two hours later, the patient’s condition was complicat-
ed by postpartum hemorrhage (PPH). The diagnosis was 
based on symptoms and signs as continuous bleeding 
‘ex utero’, clots in vagina, uterine atony, distended blad-
der, blood loss greater than 1,000 ml, there were signs 
of a clinically apparent shock. Using a conservative ap-
proach  such as the application of uterotonic drugs and 
uterine massage, we managed to save the uterus of the 
patient.
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some risk factors that favor the development of pla-
centa previa1,2. In report to the degree of coverage 
of the internal orifice of the uterus from placental 
tissue, placenta previa is divided into: placenta pre-
via totalis, placenta previa partialis, placenta previa 
marginalia and low-lying placenta. The dominant 
clinical signs are vaginal bleeding, which varies from 
light spotting to heavy bleeding that could seriously 
endanger the woman’s life. In diagnosing of placen-
ta previa help symptoms and signs U/S examination 
is used for diagnosis with up to 95 percent accuracy. 
Placenta previa complications appear on 0.5% of all 
pregnancies3. These complications can be; maternal 
and fetal. Maternal complications of placenta previa 
are: hemorrhage, higher rates of blood transfusion, 
preterm delivery, placental abruption, disseminat-
ed intravascular coagulopathy, postpartum endo-
metritis etc.4 while complications of placenta pre-
via in the fetuses and neonate are: fetal intrauterine 
growth retardation (IUGR), fetal anemia and rhe-
sus isoimmunisation, abnormal fetal presentation, 
low birth weight, neonatal respiratory distress syn-
drome, sudden infant death syndrome (SIDS), jaun-
dice, longer hospital stay, etc.5 All these complica-
tions have an effect on the increase of the maternal 
and fetal or neonatal mortality rate4,5.

Case report
A 31-year-old woman, with body mass index (BMI): 
33.1 kg/m2, smoker (2 packs per day for 5 years). 
She had two children born by Cesarean section and 
a spontaneous abortion in the tenth week. The indi-
cations for the first cesarean delivery were; incom-
plete breech presentation, oligohydramnios, obesi-
ty, while for the second Cesarean delivery were: late 
decelerations during labor, previous cesarean deliv-
ery, obesity. Spinal anaesthesia was used. There were 
nocomplications in her previous deliveries. At week 
38 of pregnancy, she was admitted to the hospital in 
the department of Obstetrics and Gynecology with 
sudden heavy vaginal bleeding. The blood was red 
and without clots. Pulse was 97 beats/minute, blood 
pressure 100/70 mmHg, respiratory rate; 19 breaths 
per minute, color of skin and the mucous membranes 

pale, the patient was oriented in time and space. On 
bimanual examination, uterus was soft and painless. 
Fetal movements were normal. Uterine contractions 
were uncoordinatedand later disappeared. During 
cardiotocographic monitoring, fetal heart rhythm 
was 155 beats per minute, intrauterine pressure 
during contraction was 20 mmHg, with frequency 
one contraction every 10 minutes and the duration 
was approximately 30mm/seconds. In ultrasonog-
raphy, the placenta was fully covering the orificium 
internum uteri, so the diagnosis was placenta pre-
via centralis. There was no fetal anomaly. Full blood 
count was taken in order to measure hemoglobin lev-
el that was 9,2 gr/dL, hematocrit: 32.1%, bleeding 
time was 4 minutes, platelet number; 211.000 plate-
lets per microliter of blood, prothrombin time (PT); 
13 seconds, partial thromboplastin time (PTT); 32 
seconds, International normalized ratio (INR); 1.0, 
Fibrinogen; 3 g/l. The patient was being treated with 
supplements of iron and folic acid (60 mg of elemen-
tal iron + 0.4 mg folic acid, one supplement daily), 
since the 24th week of gestation. The woman claimed  
that since week 16 of pregnancy had spotting, while 
at week 28 spontaneous vaginal bleeding appeared, 
which  waspainless and profuse. At this time she was 
diagnosed with placenta previa. For this reason she 
was hospitalized and treated for two weeks. Initial-
ly, she took  tocolytics as indomethacin 100 mg sup-
positories two times daily, per two days, then anti-
anemic drugs as Tothema ampoules of 10 ml, one 
time daily and bed rest. She was released from hos-
pital with instructions and a prescription. During her 
last hospitalization, 4 units of blood were provided, 
ISO-group, ISO-rhesus, and fresh frozen plasma, be-
cause the possibility of hemorrhage was predict-
ed during and after birth. Because the pain calmed 
down, birth did not performed immediately. It was 
programmed by Caesarean section in the morning, 
with the presence of  anesthesiologist and neonatol-
ogists. An  informedconsent was taken by the patient 
in case of  emergency obstetric hysterectomy. Initial-
ly, abdominal wall was opened and then opened the 
uterus wall. During operative intervention is used in 
spinal anaesthesia, ASA Score is ASA II,  hematocrit 



111

www.hjog.org

VOLUME 15, ISSUE 4, OCTOBER - DECEMBER 2016

was 32.1%, placenta was found on the internal orifice 
of the uterus and completely covering it. Amniotic 
cavity was opened on the upper side of the placenta 
and delivered to the child, with Apgar scores (1st: 7, 
5th: 9) and body weight 3,650 grams/ height 53 cm. 
Placenta was extracted of complete. She had bleed-
ing from the uterine venous sinuses, which was con-
trolled by ligation and application of oxytocin crys-
talloid 20 IU in perfusion with a speed 10-15 UI/min. 
Because of hemorrhage, we started with the blood 
transfusion with two units of blood, with blood group 
A Rh-D positive. Two hours later, the doctor found a 
postpartum hemorrhage (PPH), a serious emergen-
cy. The diagnosis was based on symptom and sign as 
continuous bleeding ex utero, clots in vagina, uter-
ine atony, distended bladder, blood loss greater than 
1,000 ml, there were signs of a clinically apparent 
shock. The pulse of the mother was 122 beats per 
minute, respiratory rate; 19 breaths per minute, 
blood pressure were 75/45 mmHg, and had a con-
siderable amount of blood on the bed. Color of skin 
and the mucous membranes were very pale. A Major 
PPH was diagnosed. We continued the blood trans-
fusionand we started massage of the fundus of the 
uterus, 0.5mg ergometrine IV and 10UI oxytocin IV 
in physiological solution 0.9%, with 30 drops/min 
have been applied. A speculum examination was 
done, and  some of the blood clots  were removed, 
and was observed that flow of  fresh arterial blood, 
continues. During the U/S exam the uterine cavity wa 
sfull of blood. Because the bleeding continues (more 
than 2 hours and blood loss > 1,000 ml), the decision 
was taken for relaparotomy. During laparotomy the 
uterine incision was found intact. Uterus was slight-
ly contracted. Prostaglandins were injected in the 
uterine muscle (250 micrograms prostaglandin F2 
Alpha into the uterine wall, to arrive a quick tetanic 
contraction of the uterine muscle), and direct pres-
sure was exerted, over uterus with both hands for 25 
minutes. Woman’s condition was stabilized (bleeding 
stopped, the normal contraction of the uterine mus-
cle, pulse was 83 beats per minute, respiratory rate; 
16 breaths per minute, blood pressure was stabilized 
110/75mmHg, hematocrit was 34.2 %) and the ab-

domen was closed. After the operation, the patient 
was  monitored for abnormal bleeding from the gen-
ital tract for thirty minutesand  there was no bleed-
ing. The woman was monitored in intensive unit care 
for 24 hours. Her condition was stable. She was satis-
fied by the fact that her uterus  had been preserved.

Discussion
Placenta previa is an obstetric complication that oc-
curs in 1% to 3.7%, in women with previous caesar-
ean section, and increases with the increase of num-
ber of births by caesarean section6. Placenta previa 
affects about 1 in 200 pregnant women in the third 
trimester of pregnancy, but in the 16th week of preg-
nancy, it can go up to 15 percent7.

A meta-analysis showed that the rate of placen-
ta previa increases with a rate of 1% after 1 cesar-
ean delivery, 2.8% after 3 cesarean deliveries, and as 
high as 3.7% after 5 cesarean deliveries6.

A 7-year study has concluded that a history of 
previous cesarean section was associated with a 
significant increase in maternal morbidity, includ-
ing massive hemorrhage, placenta accreta, and 
hysterectomy8.

Our case was a patient who has had two births by 
caesarean section, but her third pregnancy was com-
plicated by placenta previa.  In a prospective study, 
from 41,206 consecutive deliveries 1,851 had had 
a previous caesarean section and 222 had placen-
ta previa9. Also, a prospective study shows that the 
risk of placenta previa was 0.25% with an unscarred 
uterus and 1.22% in patients with one or more pre-
vious cesarean section10. 

Birth by caesarean section is indicated for all pa-
tients who have placenta previa diagnosed on ultra-
sound11, 12. In these births, the doctor must be aware 
of the possibility of rapid blood loss during the birth 
process. The moment of separation of the placenta, 
bleeding is controlled by uterine contractions and 
contraction of the myometrial fibers around spiral 
arterioles13.

Because of the lower uterine segment is often con-
tracted less than the upper segment, severe bleeding 
may occur in the place of implantation of the placen-
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ta. Approximately 1.5% - 4.1%, uterine contractions 
are totally absent, the condition is called atony of 
the uterus14.

1 in 20 births are complicated with uterine ato-
ny15, one of the reasons is the placenta previa. Phys-
iological blood losses during childbirth are depend-
ent on the type of delivery. The average blood loss in 
a birth by caesarean section is 1,000 ml16. For con-
trol of postpartum hemorrhage, uterotonics and 
uterine massage represent the first line of treatment 
in most of guidelines for the treatment of PPH17, 18.

The importance point in our case report  is that no 
radical surgical treatment was used for the manage-
ment of the postpartum hemorrhageand the prob-
lem was solved with conservative treatment such as 
uterine massage (direct pressure with both hands 
for 25 minutes) and uterotonics.

Conclusion
It is known that cesarean deliveries predispose to 
placenta previa, placenta accreta and possibility of 
postpartum complications, in the form of antepar-
tum, intrapartum and postpartum hemorrhage. It is 
very important that delivery must be done quickly. 
Maternal mortality is related to slow and uncertain 
decision-making4, 5. Using a conservative treatment 
such as the application of uterotonic drugs and uter-
ine massage, woman’s uterus can be saved. There-
fore only these two actions are often sufficient to 
save the uterus. 
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