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INTRODUCTION: Manual removal of placenta is a common obstetric procedure performed in the
third stage of labor as a treatment of the retained placenta when it is undelivered for more than 30
minutes, according to WHO.[1 The incidence of retained placenta varies greatly, it is about 0.1% to
3.3% of vaginal deliveries.l2] In spite of many developments in the field of obstetrics, retained
placenta continues to be the leading cause of maternal deaths due to high case fatality rate,
hemorrhage and the complication related to its removal. The incidence and severity may vary in
relation to low socio economic class, existing malnutrition, anemia, home deliveries and lack of
facilities to manage hemorrhage and its complication.3]This can be improved by health education,
avoiding home delivery, provision of facilities for essential obstetric services by skilled health care
providers in ensuring proper conduct of deliveries.l*! And avoiding life threatening conditions like
PPH and maternal death.[5! We hereby present a case of retained placenta in non-communicating type
of unicornuate uterus.
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CASE REPORT: 23 years old, P1L1 on immediate post natal day, was referred from PHC with history
of retained placenta for duration of 4hrs. She delivered at 8:40pm and reached our hospital at
12:45am. On examination patient had severe pallor, PR-108 per minute, BP-110/70 mmHg. On per
abdominal examination, Uterus was contracted and retracted about 24-26 weeks size. Per speculum
examination cord was seen through external os with minimal bleeding. Per vaginal examination cord
felt through the external os, internal os was closed. Her Hb was 7.0 gm%, blood group was a positive,
platelet count and coagulation profile were within normal limits.

After arranging adequate blood, patient was posted for MRP. Under general anesthesia, MRP
was tried and was unsuccessful, and immediate decision for laparotomy was taken. On opening the
abdomen, a unicornuate uterus with non-communicating horn of about 24-26weeks size with plenty
of blood vessels at the fundal region fig. (a) the bladder was identified, separated and pushed down.
Hysterotomy was done, placenta found separated and retained in the cavity was removed in Toto.
Uterine incision was closed in two layers. Post-operative period was uneventful. Sutures were
removed on 8th post-operative day and patient was discharged. With counseling about spacing for
future pregnancy and if pregnancy occurs she is a high risk case, should report to hospital early with
regular ante-natal care. If unsuccessful, then manual removal of the placenta should be done.

DISCUSSION: Retained placenta is potentially life threatening condition and a common cause of
maternal death from post-partum hemorrhage (PPH).[561 About 15-20% of maternal deaths are from
PPH due to retained placenta, which requires manual removal of placenta. The manual removal of
placenta is a common obstetric procedure performed in third stage of labor as treatment for retained
placenta, when it is undelivered for more than 30minutes, manual removal is advised at any time
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between 30minutes to 1hour in the third stage.[23] Again the choice of removal depends upon balance

between PPH if placenta is undelivered. Sometimes there may be spontaneous expulsion after
60minutes or medical methods like IV oxytocin, intraumbilical oxytocin injections, improstadine and
per rectal misopristol are given to expulsion of placenta.

There are well known risk factors as already stated for retention of placenta. In our case the
rudimentary non-communicating unicornuate uterus was the cause for retention. According to
American Fertility Society Classification of Mullarian Anomalies it fits in Class2 group, where
unicornuate uterus can present alone or with rudimentary horn or bulb on opposite side. According
to Heinmen and associates most rudimentary horns were non-communicating and most of the times
it may be associated with urinary tract anomalies like pelvic, horse-shoe kidney or hypoplasic or
absent kidney.

The reproductive performance according to them in a unicornuate uterus is poorest with fetal
survival (40%) of all uterine anomalies, the abnormal shape, in sufficient muscle mass, reduced
uterine volume and inability to expand are causes for poor obstetric outcome. The other obstetric
problem encountered with this anomaly is that if pregnancy occurs in rudimentary non-
communicating uterine horn, there may be signs and symptoms of ectopic pregnancy which
eventually rupture, if not detected early there may be severe intraperitoneal hemorrhage and shock.
Sometimes death can occur within few minutes.

The risk factors for retention of placenta are:
1. Manual removal of placenta at a previous birth.
Vigorous and repeated curettage.
Presence of sub mucous fibroids, with subsequent atrophy of overlying mucosa.
Placenta previa.
Pregnancy in a uterine diverticulum.
Previous caesarean scar.

NOo U s WD

After previous treatment by radioactive radium.

Of all the above factors, before attempting for manual removal of placenta, the diagnosis like
whether placenta separated and retained or non-separated and retained has to be confirmed and risk
factors for retention has to be ruled out, and plan of management must be tailored accordingly, so
that the procedure is uneventful. As the unicornuate uterus was the cause for retention of placenta in
our case the findings of laparotomy revealed- uterus lying obliquely, after opening the uterus the
placenta was lying in the uterine cavity which was separated and internal os was closed tightly.
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(Fig. 1A & 1B) Retained placenta removed surgically through hysterotomy.

Fig. 1 (A) 1 (B)

Fig. 2 (A): Unicornuate Uterus with rudimentary non Communicating horn.
Fig. 2 (B): unicornuate uterus at the end of the procedure.

Fig. 2 (A), 2 (B)

CONCLUSION: Retained placenta still remains a potentially life-threatening condition if not treated
early due to associated hemorrhage, infection, as well as complications related to its removal. The
incidence and severity may be decreased by active management of third stage of labor and early
anticipation of problems related to retention of placenta. The skilled person should train birth
attendants, who are rendering the services in remote area to handle the situations or early referral of
cases to higher centers for further management which can definitely reduce this catastrophe.

] of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 4/ Issue 29/ Apr 09, 2015 Page 5080



DOI: 10.14260/jemds/2015,/741

CASE REPORT

REFERENCES:

1. WHO (2009) World Health Organization guidelines for the management of postpartum
hemorrhage and retained placenta. World Health Organization, Geneva.
http://whglibdoc.who.int/publications/2009/9789241598514_eng.pdf Accessed 30/11/2012

2. Weeks, A.D., (2008), the retained placenta. Best Practice & Research Clinical Obstetrics and
Gynecology, 22,1103-1117. doi:10.1016/j.bpobgyn.2008.07.005.

3. Eifediyi, R. A., Eigbefoh, J. 0., Isabu, P.A.,, Omorogbe, F. 1., Ukponmwan, O0.G. and Momoh, M.
(2011) Retained placenta: Still a cause of maternal morbidity and mortality in a Nigerian semi-
urban population. Sudan Journal of Medical Sciences, 6, 33-38.

4. Etuk, S.]. and Asuquo, E. E. (1997), maternal mortality following post-partum hemorrhages in
calabar a 6-year review. West African Journal of Medicine, 16, 165-169.

5. Soltan, M. H. and Khashoggi, T. (1997) Retained placenta and associated Risk Factors. Journal of
Obstetrics and Gynecology, 17, 245-247. doi: 10.1080/01443619750113159.

6. Daftary, S. N. and Nanawati, M.S. (1996) Management of postpartum hemorrhage. In: Buckshee,
K., Patwardhan, V. B. and Soonawala, R. P., Eds., Principles and Practice of Obstetrics and
Gynecology for Postgraduates. FOGSI Publication, Jaypee Brothers Medical Publishers, New
Delhi.

NAME ADDRESS EMAIL ID OF THE
CORRESPONDING AUTHOR:

Dr. B. Vijayalakshmi,

Associate Professor,

AUTHORS:
1. B.Vijayalakshmi
2. Kaveri Shavi

PARTICULARS OF CONTRIBUTORS: Department of Obstetrics & Gynaecology,
1. Associate Professor, Department of VIMS, Bellary.
Obstetrics & Gynaecology, VIMS, Bellary. E-mail: vijaya.b.yadav72@gmail.com
2. Junior Resident, Department of Obstetrics
& Gynaecology, VIMS, Bellary. Date of Submission: 03/03/2015.

Date of Peer Review: 04/03/2015.
Date of Acceptance: 30/03/2015.
Date of Publishing: 09/04/2015.

FINANCIAL OR OTHER
COMPETING INTERESTS: None

. 1
] of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 4/ Issue 29/ Apr 09, 2015 Page 5081


http://whqlibdoc.who.int/publications/2009/9789241598514_eng.pdf%20Accessed%2030/11/2012
mailto:vijaya.b.yadav72@gmail.com

