
INTRODUCTION death (6.6 deaths/million Live births) in a report 
12Postpartum hemorrhage (PPH) being a leading from UK.  Primary PPH without signs of shock 

cause of maternal mortality accounts for 5.6% should be closely monitored, grouped and 
1 13deaths.  Global maternal mortality estimates to be screened.  Accurate global data does not exist but 

599.00 deaths per year with ratio of 400 maternal likely enough that the numbers are significant with 
2deaths per 10,000 live births.  It accounts for one co-morbidities and a poorly maternity infra 

14quarter of all maternal deaths i.e about 25%, structures.  Cervical lacerations occur in more than 
3 15epecially in developing countries.  The incidence of half of the vaginal deliveries.  Persistent heavy 

PPH for vaginal is 3.91% and 6.4% for cesarean bleeding in the presence of a firmly contracted 
4

deliveries.  The true incidence may be under uterus in PPH, suspicion goes to  laceration of 
estimated by up to 30 to 50% due to difficulties in cervix; lower uterine segment or vagina along with 

16accurately measuring the true blood loss. genital trauma but its full extent is underestimated.  
Primary PPH is defined by WHO technical group as Here in our province data regarding PPH and 
bleeding in excess of 500ml in first 24 hours after retained placenta is scarce, so present study was 

5delivery.  Uterine atony is the most frequent cause undertaken to have baseline data regarding this 
6,7 important issue along with association with factors and trauma to the uterus, cervix and vagina  and 

7 like age and suggest preventive remedies for it. trauma to genital tract being 10% of cases.  The risk 
factors for cervical and vaginal tears in cases of 

7 METHODOLOGY primary PPH are nulliparity (12%),  precipitous 
8 9labor (18.2%),  fetal macrosomia (26%),  cervical 

10
cerculage (14%),  vacuum vaginal deliveries 
(18.7%), forceps deliveries (15.9%) and induction 

11
of labor (68.7%).

Ethical considerations were duly taken Hemorrhage was the third highest cause of maternal 

This cross sectional study was conducted at 
Gynecology & Obstetric ward of Khyber Teaching 
Hospital, Peshawar, Pakistan for a period of six 
months after approval from the institutional review 
board and 

Objectives: To determine the frequency, causes Results: Out of 130 patients, 13% (n= 17) 
of retained placenta, its association with age and belonged to 25-30, 27% (n= 35) in 31-35 and 60% 
suggest preventive strategies (n=78) in 30-40 years age group. Mean age was 
Methodology: This cross sectional study was 32+1.23 years. Frequency of retained placenta 
conducted at Gynecology & Obstetrics unit of with post partum hemorrhage was 70% (n=91). 
Khyber Teaching Hospital, Peshawar, Pakistan. Association of retained placenta with age 
One hundred and thirty female patients of 20- 40 distribution was found to be significant (0.002).
years with post partum hemorrhage being Conclusion: Retained placenta is a frequent 
delivered at labor room as booked patients were cause of maternal morbidity. (Rawal Med J 
enrolled in the study through consecutive 201;43:276-279).
sampling technique. Demographic and clinical Key Words: Retained placenta, post partum 
data were recorded. SPSS version 11 was used hemorrhage, premature birth.
for statistical analysis.
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Table 1. Retained placenta Frequency and its association care of. Sample size was determined using 11.4% 
7 among age groups.prevalence  with 5.5% as margin of error and 95% 

confidence interval through WHO software. One 
hundred and thirty female patients of 20-40 years 
who presented with PPH after normal vaginal 
delivery in the hospital's labor room were included 
in the study through consecutive sampling 
technique. Patients who had primary PPH due to 
causes other than retained placenta like abnormally 

Blood transfusion was received by 124 females adherent placenta (accrete, increta or percreta) 
(76.06%). The causes of retained placenta were diagnosed on ultrasound or any abnormality in 
mostly due to morbid adhesion i.e 52.76%, 38.65% uterus like fibroid or previous cesarean scar leading 
because of uterine inertia and 7.98% attributed to less to morbid adherence of placenta, cervical or vaginal 
expulsive efforts of the patients. Morbid adhesion tears on clinical examination, bleeding disorders, 
main causative factor involved was placenta accreta history of anticoagulants and those delivered 
contributing 96.51%. Hospital stay varied from 1-3 elsewhere were excluded to avoid confounding 
days. As the outcome, 98.77% improved while effect and bias in the study.
1.23% patients died of irreversible shock. The demographic with clinical data such as name, 

age, time of placental delivery and PPH (small size 
DISCUSSIONkidney tray or slow per vaginal trickling soaking 
Retained placenta accounts for 5-10% of PPH cases. three or four sanitary pads in one hour) in normal 
According to our results, retained placenta was vaginal delivery was recorded. Vaginal examination 
found in 70% of total admissions. The mean age of and laboratory investigations were used for the 
the participants was 32.19±1.23 (range 36 to 40 confirmation of diagnosis. All patients were 
years). Demographic factors showed that females managed by a single consultant obstetrician to 
were multipara, illiterate, belonging to low income control bias in the study. Chi square test was used for 
group and of poor socio-economic status. According statistical analysis with cut off significance taken at 
to the study results, the causes of retained placenta p<0.05 using SPSS version 11.  
were morbid adhesion (52.76%), uterine inertia 
(38.65%) and 7.98% due to less expulsive efforts of RESULTS
the patients. 
Major cause of morbid adhesion was placenta 
accrete (96.51%). Among total retained placenta 
cases 98.77% patients improved and 1.23% patients 
died of irreversible shock due to PPH. These 

6,7,17
findings are consistent with previous studies.  A 
study reported an incidence of retained placenta of 

2
23.54% in 601 retained placenta cases.  Retained 
placenta was found to be 2.90% of total admissions 

2,19in another study.  Incidence of home (92.8%) and 
hospital (2.86%) deliveries were reported in a study 
whereas this was 68.75% (home) and 31.25% 

5,6
(hospital deliveries) in another two studies.  In 
present study, as all deliveries (130) were hospital 
based. 
Menstrual regularities were reported in 19.63%, 
17.79% had evacuation and curettage, 4.29% with 

Total number of the vaginal deliveries conducted in 
the labor room during the study period was 130. Out 
of which 91 patients developed retained placenta 
with an incidence of 70% of the total admissions. 
The mean age of the patients was 32.19±1.23 with 
mostly between 36 to 40 years. Most of the females 
were multipara, poor and illiterate. Deliveries 
conducted between 37-40 weeks gestation were 
64.42% (Table 1). Among the study, 23.92% 
females had evacuation & curettage, retained 
placenta removed manually. History of menstrual 
regularities recorded in 19.63%, which were not 
significant with retained placenta. 1.84% had 
undergone cesarean after traumatic vaginal delivery 
and ended up having retained placenta while 
96.93% of the patients had manual removal of 
retained placenta. 
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manual removal of retained placenta and 1.84% had do not correlate with the present study as maternal 
undergone cesarean. Predisposing factors of mortality was not calculated in this study.
retained placenta were found to be 23.92%. A study Limitation of this study was that it was conducted in 
showed 32% recurrence of retained placenta only one city of the province (Peshawar) and in only 
however placenta accreta with a history of multiple one of the main Tertiary Care Hospitals. Thus, the 

5 results cannot be generalized to the entire retained products were responsible for recurrence.  
6 population. The study did not determine the Past history of retained placenta was 16%  with 

morbidity and mortality ratios and rates.16.9% having previous uterine surgery. Females 
with PPH and shock were 49.07% while 1.23% 

20 CONCLUSIONwithout shock.  A study showed 36.61% women in 
This study showed that retained placenta wass still state of severe shock. 
common and responsible for maternal morbidity Complications of retained placenta were 4.29% as 
and mortality. Frequency of retained placenta was perineal tears, 3.68% with sepsis, 1.80% of uterine 
found to be 70% among 30-40 years age group being prolapsed and 1.23% of acute uterine inversion. 
multipara, poor and illiterate. Uterine inertia and Retained Placenta causes PPH and associated genital 

7 morbid adhesion with mismanagement of 3rd stage tract injury aggravates it further.  This is 
of labor were seen as a contributing factor leading to mismanagement of labor in all stages by unskilled 
retained placenta and hemorrhage. This can be persons. 96.93% of the patients needed manual 
minimized with essential obstetric services packed removal of placenta. This is inconsistent with the 

6 20 health facilities through skilled and competent results of studies conducted by Chohan  and Rizwan  
health personals confirming safe clean delivery and in which incidence was 0.6% and 81.25%, 
effective management of third stage of labour. respectively. These findings are inconsistent with 
Identification of the risk factors and properly present study results where incidence was 96.93%. 
conducted labor can reduce the frequency of In this study, 124 (76.07%) patients received blood 
retained placenta cases. transfusion, which greatly differs from the findings of 

21Bibi et al.  It is due to the fact that pregnant women 
ACKNOWLEDGEMENT here suffer more from iron deficiency anemia. Need 
We are grateful to the endless support rendered by of blood was more than the amount transfused as 
Professor Dr. Anwar Sultana in conducting this patients were non affording and non availability of 
study at Khyber Teaching Hospital. Thanks are due blood. Present study results varied with that of 

6 to the participating patients.Chohan,  as this study found retained placenta 
attribution to morbid adhesions as 52.76% and 37.5% 
for uterine inertia whereas Choha reported 38.65% 
and 62.5%, respectively. Partial morbid adhesions 
(96.51%) were due to placenta accreta. 
The American College of Obstetricians and 
Gynecologists claim that women who have 
undergone two or more cesarean deliveries with 
anterior or central placenta had nearly a 40% risk of 

20,21 7 developing placenta accrete.  Another study
showed this rate of placenta accreta as 98 per 
1,000,000 deliveries. About 98.77% of the 
respondents improved and discharged but 
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