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Abstract: Objective: To identify the risk factors associated with retained placenta. Material and methods: A 

retrospective case control study done in Maternity and Children's Hospital, Jeddah for 4 years (1423-1426). All 

women with singleton delivered pregnancy at gestational age between 26-42 weeks and who had vagiral delivery 

and had retained placenta were included in the study (case group). All pregnant women before the case were taken 

as control group. The factors which were looked are: parity, gestational age, induction of dilatation and curettage, 

spontaneous rupture of membrane, previous history of retained placenta, amount of blood loss, need for blood 

transfusion and placental weight. Results: There were 138 cases. There were 32 cases with previous dilatation and 

curettage (D/C) P.098, induction of labor in 7 cases P.008, spontaheous rupture of membrane in 80 cases P.000, 28 

cases with previous history of cesarean section (C/S) P.020 parity between 0-4 in 104 cases placental weight 200-

600gm in 108 cases and 4 cases with history of retained placenta and 52 cases with preterm labor. Conclusion: 

These findings could be use developed a predicative procedure for identify high risk case or retained placenta. 
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1. Introduction: 

Post-partum hemorrhage is significant cause of 

maternal mortality in the non industrialized world. 

Many cases of post-partum hemorrhage are associated 

with retained placenta, a condition that affects 0.6-

3.3% of normal deliveries (1-3). 

The changes in the use of oxytocines (4,5), and 

active management of labor (6,7), may greatly 

influence the rate of retained placenta. 

 

2. Material and Methods: 

A retrospective case control study done at 

Maternity and Children's Hospital, Jeddah during the 

period (1423-1426)- All singleton pregnancies at 24-

42 weeks of gestation admitted d to the hospital and 

had vaginal delivery complicated by retained placenta 

were taken As study cases, while patients admitted 

before each study case were taken as a control. 

The data were collected by reviewing patients 

medical records during the study period. The 

following possible risk factors were studied for their 

frequency and association With retained placenta: 

parity, previous abortion, previous history of dilatation 

arid curettage, history of previous cesarean section, 

history of previous retained placenta, premature 

rupture of membrane (PROM), induction of labor, use 

of syntocinon, amount of blood loss, need for blood 

transfusion and weight of placenta. 

We exclude multiple pregnancy and patient 

delivered by cesarean section. 

The data were entered using SPSSS version 10. 

 

 

3. Result: 

The total number of deliveries during the period 

of the study were 28433. There were 138 cases with 

retained placenta. This gives and incidence of about 

4.8 per 1000 deliveries. 

When the obstetrics history of the study cases 

was compared with that of the controls, it was found 

that the various factors considered were more 

significantly prevalent among patients than with 

controls. For example previous history of cesarean 

section was reported in 28 cases (66.7%) of the cases, 

as compared to 14 patients (33.3%) for the control, 

pervious history of dilatation and curettage was 

reported in 32 (60.4%) of the cases and 21 (39.6%) of 

the controls, previous history of retained placenta was 

4 cases, while nil in the control. 

Labor was induced only in 7 cases (100%) while 

non in the control. Preterm labor (less than 36 weeks) 

occurred in 52 cases and only 6 of the control. 

The parity in both groups was not significantly 

different. There were 107 cases of parity less than 4, 

and 26 cases with parity of more than 5 as compared 

to 104,30 respectively in the control group. 

Placental weight was shown to relate inversely to 

the incidence of retained placenta, in placental weight 

of 200-600 gm there were 108 cases with retained 

placenta (62.1%) as compare to 66 (37.9%) in the 

control group. 

Blood loss was also in the range of 100-500 ml, 

was shown to be of more significance in relation to the 

incidence of retained placenta. There were 121 

patients who lost blood between 100-500 ml with 

retained placenta. The result shown in table 1. The 
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mean gestational age at delivery was 34.2 ± 7.0 weeks 

for the patient and 39.1±2.2 for the control. 

After Ibgistic regression analysis, the covenants 

that related most significantly to retained placenta 

were gestational age, premature rupture of membrane, 

amount of blood loss, and induction of labor, shown in 

table 2. 

 

Table 1 

Risk factors Case No % Control No % P value OR CI 

Previous c\s 28 66.7 14 33.3 0.020 2.2 1.1-4.5 

Previous D\s 32 6.4 21   39.6 0.098 1.7 0.91-3.1 

IOL 7  2.5 0 .008 2.04 1.8-2.3 

PROM 80   78.4 22 21.6 .000 7.2 4.1-12.7 

Gestational age 52  0.000   

24-29 weeks 33 97.1 1  2.9    

30-35 weeks 19  79.2 5  20.8    

36-41 weeks 77  38.1 125  61.9    

Parity   0.66   

0-4 107  50.7 104 49.3    

5-9 26  46.4 30  53.6    

>10 5  62.5 3  37.5    

Placental weight      

200-600 gm 108  62.1 66  37.9 0.000 3.6 2.1-6.3 

700-1100 26  31.3 57  68.7    

History of retained placenta 4  100 0 0.045 2.01 1.8-2.3 

Amount of blood loss      

500-1000 ml 121  47.1 136  52.9 0.000 0.059 0.008-0.46 

1100-5000 15  93.8 1  6.3    

 

Table 2 

Risk factor  

Gestational age 0.00 

Premature rupture of membrane 0.00 

Amount of blood loss 0.005 

Induction of labor 0.059 

 

3. Discussion: 

From this study, several factors have been 

identified as risk factors lightly associated with 

retained placenta including: induced labor, small 

placental weight, parity of 0-4, previous history of 

cesarean section and dilatation and curettage, previous 

history of retained placenta and preterm labor. 

The significant association of high parity with 

retained placenta could be explained on the basis of 

increased abnormalities of placental implantation in 

the multipara (4,8,9). 

With repeated pregnancies, it has been postulated 

that the uterine muscles get replaced by more fibrous 

tissue, thereby reducing the contractile power of the 

uterus which may lead to atony, and therefore retained 

placenta (10). 

Similar to other studies Dilatation and curettage 

and cesarean section, as well as a history of retained 

placenta were associated with retained placenta in our 

study (11,10,12). 

The risk of repeat retained placenta is about 2 to 

4 times of those without history (11). 

It is believed that infiltration of the uterine 

muscles at the site of the previous injury by the 

chorionic villi of the implanted ovum may have 

accounted for this because of damaged endometrium. 

This may explain why it happens when placenta 

accrete is retained (4). 

Both induced labor and preterm labor were show 

to be highly associated with retained placenta. These 

finding are in consonance with the findings in other 

studies (11,13,1,4). 

It is possible that the factors which predisposed 

to preterm labor, particularly infarcts and fibrin old 

degeneration of decidual arteries, as well as acute 

atherosclerosis which was found to be associated with 

preterm labor, still birth and intra uterine growth 

restriction (14), may also cause placental 

abnormalities, which may result in retained placenta. 

On the other hand, it has been postulated that the risk 

may be due to the fact that the normal duration of the 

third stage of labor may be longer in preterm labor 

than in term pregnancies (13,15). 

The finding of smaller size among patient with 

retained placenta, compared well with controls. It is 

possible that the pathological changes associated small 

Placenta, particularly the replacement of their 
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chorionic tissue with fibrous or infracted tissue may 

account for placental retention (14). 

Early detection of potential high risk cases for 

retained placenta would probably require designing a 

predictive model for placenta derived from the 

utilization of data on factors known to be associated 

with its occurrence. 

 

References: 

1. Combs CA Laros RK Jr- Prolonged second stage 

of labour: Morbidity and risk factors. Obstet 

Gynecol 1991;77:863-7. 

2. Gordon JE, Gideon H, Wyon JB. Midwifery 

practices in rural Punjab, India. Am J Obstet 

Gynecol 1965; 93:734-742. 

3. Tandberg A, Albrechtsen S, Iverson OE- Manual 

removal of placenta- Actå Obstet Gynecol Scand 

1999;78:33-36. 

4. Thornton S, Davison JM, Saylis PH- Plasma 

oxytocin during third stage of labour cbfnparison 

of natural and active management. Br Med J 

1986; 167-9. 

5. Hammer M, Bostrom K, Borgvell B. Comparison 

between the influence of methyl ekgometrine and 

oxytocin on the incidence of retained placenta in 

the third stage of labour- Gynecol Obstet Invest 

1990; 30:91-3. 

6. Thilaganathab B, Cotner A, Latimer J, Beard R. 

Management of the third stage of l Åuour in 

women at low risk of postpartum haemorrhage. 

Eur J Obstet Gynecol Rebrod Biol 1993;48:19-

22. 

7. Van Coverden-de- Groot HA, Howland RC 

Vader CG- Management of third stake of labour 

in a midwife obstetric unii in Cape Town. S Afr 

Med J 1982; 62:478-80. 

8. Chhnge A. Larkin P. Esler EJ- Condie R, 

Morrison J- The obstetrics performance of {he 

gråndmultipara- Med J Aust 1977; 1:330-2. 

9. Mwambihgu FT. Al Meshari AA. Akeil A The 

problem of grandmultiparity in current dbstetrics 

practice- Int J Gynecol Obstet 1988; 26:355-9. 

10. Behziey j M. Complications of the third stage of 

labour- In: Whitfield CR (Ed). Bewhurst 

Textbook of Obstetrics and Gynecology for 

postgraduates- 4 i 5 Ed. ELBS, p. 412. 

11. Sldnes RW. Paterson CM, Sounders NJ. Risk 

factors for major obstetrics hädmorrhage. Eur J 

Obstet Rerod Biol 1993; 48:15-8. 

12. bråss A, Misch KA Endemic placenta acreta in a 

population of remote village in New Ganinea. Br 

J Obstet Gynecol 1990;97:551-3. 

13. kotnero H, Hsn VC, Athanassiadis AP, Hagay Z, 

Avila C, Norris J et al. Preterm dehvery-a risk 

factor for retained placenta Am J Obstet Gynecol 

1990;163:823-5. 

14. Rltshuler G. Abnormalities of the placenta, 

membranes and umbilical dord. th dbsteffics and 

Gynecology ( Danforth and scoff. Eds) Edn 

Philadelbhiæ J.B. Lißbincoh Company, 1986. 

 

  

 

8/15/2017 


