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INTRODUCTION 

Abruptio Placentae is early separation of the placenta 

from its uterine attachment before the delivery of a 

fetus. The clinical manifestations of abruption 
typically include bleeding per vaginum and pain in 

abdomen with a wide variety of abnormal fetal heart 

rate patterns. The exact cause of placental abruption is 

not known, but it occurs more frequently among 

smokers, in hypertensive pregnancies, in pregnancies 

with intrauterine growth restriction, in 

chorioamnionitis, in instances of trauma, with 

advance maternal age, with male fetal gender and in 

women who had history of previous placental 

abruption1. Clinical challenges arise when pregnant 

women with this condition present with profound 

vaginal bleeding, necessitating urgent delivery. 
Placental abruption is significant cause of maternal 

and prenatal morbidity and mortality. Maternal 

complications include haemorrhagic shock, 

coagulopathy and disseminated intravascular 

coagulation, uterine rupture, renal failure and 

ischemic necrosis of distal organs2.Neonatal 

complications include death and neuro-developmental 

problems3. Timely diagnosis and effective treatment 

can reduce the number of maternal and perinatal 

complications. Abruption may be “revealed,” in 

which case blood tracks between the membranes and 
the decidua, and escapes through the cervix into the 

vagina. The less common “concealed” abruption 

occurs when blood accumulates behind the placenta, 

with no obvious external bleeding. Finally, abruption 

may be total, involving the entire placenta,in which 

case it typically leads to fetal death. 

 

AIMS AND OBJECTIVES 

• To study incidence and to know risk factors of 

abruptio placenta  

• To determine the maternal outcome in pregnancy 
complicated by abruptio placenta 

• To study the perinatal morbidity and mortality in 

cases of abruptio placenta. 

 

MATERIAL AND METHODS: 

• This is the prospective observational study 

conducted in the Department of Obstetrics and 

Gynaecology at a tertiary care teaching hospital 

during the period of 1 May 2021 to 30 September 

2023. Patients with the abruptio placenta who 

were admitted to Obstetrics & Gynaecology 

Department at our institute were included in the 
present study.   

 

INCLUSION CRITERIA 

1. All pregnant women diagnosed to have abruptio 

placenta with gestational age 28 week or more 

than 28 weeks. 

2. Any variety of abruptio placenta – revealed, 

concealed or mixed. 

3. Irrespective of mode previous delivery- vaginal 

or cesarean. 

 

EXCLUSION CRITERIA 

1. All pregnant women with vaginal bleeding due to 

other causes of Antepartum heamorrhage. 

2. All pregnant women diagnosed to have abruptio 

placenta with gestational age less than 28weeks. 
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3. All patients referred to the hospital for the 

management of postpartum complications were 

excluded from this study. 

 

METHODS     
1. Careful elucidation of history from the 

patients.     

2. Meticulous clinical assessment to exclude from 

placenta previa.     

3. Ultra sonography done for placental localization, 

placental separation and retroplacental clots.     

4. Baseline investigations done & Vital signs are 

monitored regularly.     

5. Blood transfusion and fluid infusion are 

monitored closely.       

6. Coagulation failure treated with fresh blood and 

blood product transfusion.     

 

RESULT AND DISCUSSION 

During this study period total 13726 deliveries were 

conducted out of which 70 cases were diagnosed as 

accidental hemorrhage which giving an incidence of 

0.51%. This can be compared to Pawani C et al4 

0.46%. Shashi Sharma et al5 had incidence 

0.90%.Abruption complicates 0.6% to 1.2% of 

pregnancies6-8. The reported incidence of placental 

abruption varies because of differing criteria used for 

diagnosis9. 

In the present study majority of cases were found 

between age group of 21-25 years accounting for 31 
(44.29%) cases which was comparable to Pawani C et 

al4 52% and  Shashi Sharma et al5 40.28% in the same 

age group. The cases found above 35 years 9 (2.85%) 

and cases below 20 years were 6 (8.57%) were less 

number.  The youngest age at which accidental 

hemorrhage was present was 18 year and the highest 

was 38 year.  54% were between the age group of 20-

25 years while 28% were between the age group of 

26-30 years in study by S. Siddique, H. Afridi, B. 

Riaz et al10. A study by Peter Baumann and 

colleagues showed that, independent of parity, women 

with placental abruption were significantly older than 
the control group. A study conducted at Kuopio 

University Hospital, Finland, shows that advanced 

maternal age is a risk factor for placental abruption11-

12. A study at Queens University Kingston showed 

that placental abruption was highest in mothers over 

40 years of age. In another study by Thieba B and 

colleagues it was seen that placental abruption was 

most frequent with 30 to 34 years old women13-14. 

 

Table: 1 Symptoms On Admission: 

Symptoms Present Study 
 

Mukherje S et al15 2014 

 
No of cases percentage 

 
abdominal pain 55 78.57% 71.70% 

bleeding pv 46 65.71% 90.60% 

absent Fetal movement 23 32.86% 26.50% 

(* more than one symptoms present in some cases) 

 

In the present study, 55 (78.57%) cases had complain 

of abdominal pain, 46 (65.71%) cases had bleeding 

PV and 23 (32.86%) cases had absent fetal movement. 
Out of 70 cases of accidental hemorrhage 43 cases 

had more than one symptoms on 

admission.Mukherjee S et al15 shows that the most 

common presenting symptom was bleeding PV 

(60.6%) followed by abdominal pain (71.7%) and 

absent fetal movement (26.4%) wherein the present 

study most common presenting symptom was 

abdominal pain followed by bleeding PV and absent 

fetal movement. Classic symptoms of abruption 

include vaginal bleeding and abdominal pain. Uterine 

contractions are often present, but contractions are not 

a specific abruption characteristic as painful uterine 

contractions are also present in normal labor. 

Although there is potential for bleeding from fetal 
sources, associated vaginal bleeding is typically of 

maternal origin. Abruption is ultimately a clinical 

diagnosis that requires the exclusion of other causes 

of vaginal bleeding, such as placenta previa and 

cervical dilation with labor, often termed “bloody 

show”16. In an earlier study, 78 percent had vaginal 

bleeding, 66 percent had uterine tenderness or back 

pain, and 60 percent had a nonreassuring fetal status 

(Hurd, 1983). Other findings included frequent 

contractions and persistent hypertonus9. 

 

Table: 2 Associated Obstetric Conditions: 

 Obstetric Condition Present Study 

 

mohapatra s et al18 2020 chavan NN et al17 2019 

 

No of cases percentage 

  anemia 45 64.29% - 32.20% 

hypertension 33 47.14% 58.57% 39.60% 

PROM 25 35.71% 2.86% - 

twins 3 4.29% 2.14% 1.50% 

polyhydramnios 1 1.43% 2.86% 7% 

trauma 0 0% 3% 1.50% 
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h/o previous Abruption 0 0% 5% - 

*more than one obstetric condition present in some cases. 

 

In the present study, 45 (64.29%) cases of accidental 

hemorrhage were associated with anemia. The high 

frequency of anemia may be due to pre-existing 

nutritional deficiency, the effect of blood loss or 

placental separation during accidental hemorrhage. 

Altered angiogenesis during early pregnancy in 

anemic women may explain the increased risk. 
Chavan NN et al17 71 showed that 32.2% cases having 

anemia as main associated obstetric condition. In the 

present study, 29 (47.14%) cases of accidental 

hemorrhage were associated with hypertension 

including preeclampsia. Vasospasm of uteroplacental 

blood vessels causes anoxic endothelial damage 

extravasation of blood in the decidua basalis. 

Mohapatra S et al18 68 shows that hypertension 

including preeclampsia (58.57%) being more common 

associated condition with accidental hemorrhage. 

Chavan NN et al17 71 also showed 39.6% association 
of hypertension with accidental hemorrhage. In the 

present study, 25 (35.71%) cases were associated with 

PROM. In PROM acute reduction in the uterine 

volume and intrauterine surface area leads to 

disruption in the site of placental attachment resulting 

in abruption. In present study, 3 (4.29%) were 

associated with twin pregnancy and 1 (1.43%) case 

was associated with hydramnios. There was no cases 

with a history of trauma or previous history of 

abruption in present study. The risk of abruption is 3- 

to 4-fold higher among pregnant people with chronic 

hypertension and 4- to 6-fold higher among those with 

preeclampsia, particularly preeclampsia with severe 

features and superimposed preeclampsia19. Other 

clinical risk factors for abruption include 

pregestational and gestational diabetes mellitus, 

preterm premature rupture of membranes (PROM), 
chorioamnionitis, and oligohydramnios20. Pregnant 

people with iron deficiency anemia, infection and 

other inflammatory states, folate deficiency, and 

hyperhomocysteinemia are also at increased 

risk16.chronic clinical processes associated with 

oxidative stress, vascular reactivity, and platelet 

activation, such as FGR and preeclampsia, were 

associated with increased risk of abruption across all 

gestations and that acute inflammatory conditions (eg, 

chorioamnionitis and PROM) were more important 

drivers of risk in preterm gestations21. women with 
preeclampsia that experience placental abruption have 

worse maternal, fetal, and neonatal outcomes 

compared with women experiencing abruption alone 

(Han, 2019). From a metaanalysis of 10 studies that 

included term and preterm gestational ages, 

hydramnios was associated with a twofold greater rate 

of placental abruption (Khazaei, 2019). Abrupt uterine 

decompression during membrane rupture may be an 

inciting factor9. 

 

Table: 3 gestational Age 

 Gestational Age(Weeks) Present Study . Surbhitomarsharma et al22 2019 

 

No of cases percentage 

 28-33 42 60% 29% 

34-36 26 37.14% 45% 

≥37 2 2.86% 26% 

 

In the present study, 42 (60%) cases were between the 

28 -33 weeks of gestational age, 26 (37.14%) cases 
belong to 34 – 36 weeks and the rest 2 (2.86%) cases 

were 37 weeks and above gestation. Accidental 

hemorrhage can occur in any stage gestational age and 

it depends on associated obstetric conditions. Surbhi 

Tomar Sharma et al22 found the highest incidence 

between 34-36 weeks gestational age group which 

was 45%. A similar study conducted at  Hospital in 

Multan, showed that 25% were at 28-33 weeks of 

gestation, 35% were at 34-37 weeks of gestation and 
40% had gestational age of 37-40 weeks10 . Thirty 

patients (30%) presented between 28-32 weeks of 

gestation, 20 patients (20%) presented between 33-36 

weeks of gestation while 50 patients (50%) had a 

gestational age between 37-40 weeks at 

presentation10. 

 

Table: 4 Mode Of Delivery 

 Mode Of Delivery Present Study . phadtare s et al23 2017 Shabistashaikh s et al24 2019 

 

No of cases percentage 

  
vaginal 9 12.86% 

23%(1 maternal mortality 

without delivery) 
18% 

LSCS 61 87.14% 76% 82% 

 

In the present study out of 70 cases of accidental 
hemorrhage, 61 (87.14%) cases were delivered by 

cesarean delivery while 9 (12.86%) cases had a 
vaginal delivery.Phadtare S et al23  and Shabista 
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Shaikh et al24  had higher Caesarean delivery rates 

76% and 82% compared to vaginal delivery 23% and 

18% respectively. Out of total 70 cases, 9 cases came 

with good bishop score. This  patients were in labour 

in which augmentation was done with ARM and 
oxytocin. They were delivered vaginally without any 

complication. Factors determine the mode of delivery 

are associated with amount of bleeding, placental 

separation, Bishop’s score, fetal distress, maternal 

complication and available neonatal facility. A study 

at University of Texas, Galveston, showed that 

cesarean delivery was associated with a significant 

reduction in neonatal mortality. The study at Hospital 

in Multan, showed rate of vaginal delivery to be 

67.5% while that of cesarean section to be 35.5%. 

Thieba B and colleagues showed that in cases of 

placental abruption, vaginal delivery was preferred to 
cesarean section in 64.4% of case10. If the fetus has 

died or if it is not considered sufficiently mature to 

live outside the uterus, vaginal birth is preferable for 

the mother. The compromised fetus is usually best 

served by cesarean delivery, and the speed of response 

is an important factor in perinatal outcomes9. 

 

Table: 5 Fetal Outcome 

 

 

 
 

 

 

In the present study, 44 (64.38%) were live births and 

26 (35.62%) were stillbirths. In present study neonatal 

death is low as compared to Alka et al25 and 

Mohapatra S et al18.It was due to early detection, 

availibity of blood and blood products and NICU 

facility in our institute.  

47 (64.38%) neonates had a birth weight between 1.6-

2.5 kg, 12 (16.44%) neonates had a birth weight 
between 1-1.5 kg and 14 (19.18%) neonates had a 

birth weight more than 2.5 kg. It was compared to 

birth weight of Mohapatra S et al18 and SurbhiTomar 

Sharma et al22 studies. There was a higher number of 

low birth weight neonates in both studies.  

In the present study majority 34 (48.57%) cases 

required both blood and blood product transfusion, 18 

(25.71%) required only blood transfusion, 2 (2.86%) 

required only blood component transfusion and 16 

(22.86%) does not require any blood or blood 

component transfusion. Requirement of blood and 

blood product transfusion depends on baseline 
haemoglobin level and severity of accidental 

haemorrhage. Massive hemorrhage in obstetrics is 

often complicated by coagulopathies that arise due to 

placental abruption and postpartum hemorrhage.    

 

CONCLUSION 

Abruption placenta is associated with a high rate of 

maternal and foetal morbidity and mortality. In order 

to reduce the occurrence of accidental hemorrhage, 

careful evaluation of associated obstetric conditions or 

risk factors is required. Unfortunately, neither 
accurate prediction nor prevention of accidental 

hemorrhage is possible at present time. Despite the 

advance in medical technology, the diagnosis of 

accidental hemorrhage is still a clinical one. When 

accidental hemorrhage does occur some strategies 

may help to minimize the risk of morbidity and 

mortality associated with this condition. This includes 

early recognition and prompt delivery of the case in 

which the fetus is mature. Improved attendance to 

antenatal care and timely management of these factors 

may reduce the risk of Abruption placenta and 

associated adverse fetomaternal outcomes. 

Furthermore, better equipped obstetric and neonatal 

units will improve both maternal and perinatal 

outcomes.  
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