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ABSTRACT 
 

Background: Abruptioplacentaie separation of placenta before delivery of fetus, is an obstetric emergency and 

associated with high maternal and perinatal mortality and morbidity, so it is necessary to know about the risk 
factors and its effects in our population so that effective measures can be taken to avoid it. 
Aim: To determine the risk factors and feto-maternal outcome in cases diagnosed as abruptioplacentae 
Methodology: This retrospective case series was done at department Of Gynecology and Obstetrics Unit –II, 

BITH, Central Park Medical College, over one year period from May 2016 to May 2017. All 100 women presenting 
at or after 28thweeks of gestation, diagnosed as abruptioplacentae after excluding placenta previa, ruptured 
uterus, local causes of vaginal bleeding and unexplained vaginal bleeding both clinically and with the help of U/S 
Results: The mean age of patients was 27.67±5.411 years. There were 28(28.0%) booked and 76(76.0%) had no 

education. A total of 54% cases had anemia and (25%) females had thrombocytopenia. A total of 30(30%) cases 
were hypertensive and prolonged rupture of membrane was seen in 4(4%) cases. Previous history of Cesarean 
Section was reported by 18(18%) females while Polyhydramnios was diagnosed in 2(2.0%) cases.   
Conclusion: Most of the females were uneducated, unbooked, belonged to lower social class, hypertension was 

common among risk factors. A total of 94% cases had cesarean section and two patients needed cesarean 
hysterectomy for controlling PPH while one patient developed renal failure. Intrauterine fetal death and low birth 
weight was  the highest among fetal poor outcome.  
Keywords: Frequency, Abruptio placentae, Risk factors, Feto-maternal outcomes.  

 

INTRODUCTION  
 

The premature rupture of placenta prior to delivery is called 
placental abruption. In most cases of vaginal bleeding 
during second or third trimester, placental abruption is 
responsible1. It affects almost 0.4 to 1% of all 
pregnancies1,2. It is one of the commonest risk factors of 
maternal and perinatal mortality as well as morbidity 
particularly in developing countries4. Also, in developed 
countries, approximately 10% preterm births and 10 to 20% 
of overall perinatal mortality is due to placental abruption1.  
Though rare, maternal mortality with placental abruption is 
seven times higher than overall maternal mortality1,9. The 
clinical symptoms are critical to diagnose this problem that 
include dark colored bleeding, uterine contractions and 
abdominal cramps3.  

The effects of placental abruption are different for 
maternal and perinatal outcomes. The severity of problem 
mainly determines the maternal outcomes whereas, both 
severity as well as gestational age of occurrence of 
abruption determine the perinatal outcome2. Some of the 
major risk factors of abruption are smoking, multifetal 
gestation, preeclampsia, hypertension, thrombophilias, 
advanced maternal age, intrauterine infections, drugs, 
trauma, hydramnios, and trauma2. Additional risk factors 
include history of abruptio placentae, previous cesarean 
section delivery, less antenatal visits and high parity4,5. 
Moreover, maternal risks of abruption are obstetric 
hemorrhage, disseminated intravascular coagulopathy, 
emergency hysterectomy, renal failure and requiring blood 
transfusions. 
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Fetal death may occur if abruption involves greater 
than 50% of placenta and the chances of maternal mortality 
cannot be denied in severe cases6,7,8. The perinatal 
outcomes are preterm delivery, low birth weight, stillbirth, 
asphyxia and perinatal mortality. Therefore it is crucial to 
identify risk factors of placental abruption among pregnant 
women in order to avoid worse maternal and feotal 
outcomes4. The current study is designed to determine the 
risk factors and feto-maternal outcome in cases diagnosed 
as abruptioplacentae.  
 

PATIENTS AND METHODOLOGY 
 

This retrospective case series was done at department Of 
Gynecology and Obstetrics Unit II BITH, Central Park 
Medical College, over one year period from May 2016 to 
May 2017. All 100 women presenting at or after 28th weeks 
of gestation, diagnosed as abruptioplacentae after 
excluding placenta previa, ruptured uterus, local causes of 
vaginal bleeding and unexplained vaginal bleeding both 
clinically and with the help of ultrasound. All cases were 
taken with prior diagnosis of placental abruption with any 
parity and age 20-45 years. The study was completed in 12 
months and data was collected using non-probability 
consecutive sampling. Diagnosis of abruptio placentae was 
based on routine clinical examination and ultrasound 
performed by the attending physician. The diagnosis was 
based on clinical features such as vaginal bleeding, 
abdominal pain, abdominal tenderness, hypertonic uterus 
and hard abdomen with the fundal height greater than the 
gestational age. Protocol for management was restoration 
of circulating volume followed by delivery which was in 
most cases by cesarean section for live baby and for dead 
baby cesarean section was done for transverse lie, 
previous cesarean section and heavy vaginal bleeding with 
failure to progress. 
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RESULTS  
 

Table 1: Descriptive statistic of mother’s age (years) 

 Age 

Mean 27.67 

S. D 5.41 

Range 23 

Minimum 20 

Maximum 43 

 
Table 2: Frequency distribution of maternal characteristics and 
outcome  

 Frequency Percent 

Booking status 

Booked 28 28 

Un booked 72 72 

Education status 

Educated 24 24 

Non educated 76 76 

Socioeconomic status 

Low 76 76 

Middle 24 24 

Hypertension 

Yes 30 30 

No 70 70 

Multiple Pregnancy 

Yes 8 8 

No 92 92 

Prolonged rupture of membranes>24 hours 

Yes 4 4 

No 96 96 

History of folic acid intake in first Trimester 

Yes 44 44 

No 56 56 

Previous history of Cesarean section 

Yes 18 18 

No 82 82 

Polyhydramnia 

Yes 2 2 

No 98 98 

Intra uterine fetal death 

Yes 21 21 

No 79 79 

Blood transfusion 

Yes 82 82 

No 18 18 

Postpartum hemorrhage 

Yes 11 11 

No 89 89 

Renal failure 

Yes 1 1 

No 99 99 

Mode of Delivery 

SVD 6 6 

C/s 94 94 

Thrombocytopenia(<150,000/cmm) 

Yes 25 25 

No 75 75 

 
Table-3: Frequency distribution of neonatal outcome  

 Frequency Percent 

Early neonatal death 

Yes 8 8.0 

No 92 92 

Preterm Birth(<37Wks) 

Yes 27 27 

No 73 73 

Fetal Weight 

Low birth weight 
(<2.5Kg) 

96 96.0 

Normal weight  4 4.0 

Intra Uterine Fetal Death 

Yes 21 21 

No 79 79 

 

The mean age of patients was 27.67±5.411 years. The 
mean of parity was 1.75±0.73 with the minimum and 
maximum parity was 1 and ≥5. According to social 
economic status there were 76(76%) who belonged to 
lower and 24(24%) belonged to middle class. There were 
28(28%) booked and 72(72%) unbooked cases, 24(24%) 
female were educated and 76(76%) had no education. A 
total of 54% cases had anemia. According to platelet count 
25(25%) females had thrombocytopenia. A total of 30(30%) 
cases were hypertensive, there were 8(8%) females who 
had multiple pregnancy and prolonged rupture of 
membrane was seen in 4(4%) cases, history of Folic acid 
intake in first trimester was reported by 44(44%) cases. 
Previous history of Cesarean Section was reported by 
18(18%) females while Polyhydramnios was diagnosed in 
2(2%) cases. Postpartum hemorrhage occurred in 11(11%) 
while 1(1%) female had renal failure, according to mode of 
delivery only 6(6%) females delivered vaginally while 
94(94%) cases delivered through cesarean section and 
2(2%)patients needed hysterectomy for control of PPH. 
Intrauterine fetal death was seen in 21(21%) females, early 
neonatal death was occurred in 8(8%) of the cases, 
96(96%) babies had low birth weight, blood transfusion was 
done in 82(82%) of the cases. 
 

DISCUSSION  
 

The placental abruption is a critical health issue that 
remains a common cause of various worse feto-maternal 
outcomes. Hemorrhage at the decidual placental interface 
is one important pathophysiological factor for this problem3. 
Though the exact etiology of this problem remains 
unknown, but most often it occurs in hypertensive pregnant 
women, or those with uterine growth restriction (IUGR), 
with trauma, increased age, male gender of baby, and 
having a history of placental abruption5. Many factors are 
responsible for this problem, such as drugs and alcohol 
consumption and smoking to name a few5. A study with 
similar objectives reported the most frequent age group of 
patients was >30 years 51(44.35%) with mean ± SD age of 
30.02±7.648 years10. In another study reported by 
Mukherjee et al average age of patients was 34.5 years 
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(range: 18-44 years) and 45% of patients were above 30 
years11. According to another study, in women with 
abruption placentae, 50% patients were in the age of 30-40 
years12. Sarwar et al showed that ages of patients in his 
study ranged from 18 to 45 years, with a mean age of 
31.55 ± 6.21 years. 13Another study by Saeed et al 
reported that the maternal age ranged between 16-42 
years12. In current study the mean age of patients was 
27.67±5.411 years. The mean age is almost similar to 
above cited studies.  

Mukherjee et al reported that in his study, among the 
cases of abruptio placentae there were two-third who 

belonged to lower socioeconomic status. 11  In another 
study the majority of patients 41(77.4%) belonged to the 
poor socio-economic group, while the remaining patients 
12(22.6%) were in the middle (satisfactory) socio-economic 
group13 whereas there were 76(76%) patients who 
belonged to lower and 24(24%) belonged to middle class. 
They also reported that among women with pregnancies 
complicated by abruptio placentae, parity ranged from 0 to 

11 children, with a mean of 3.92±2.5619. The parity 
distribution in study by Sarwar et al  was found to be 0 in 
06 patients (11.3%) (Primigravida), 1-4 in 26 patients 
(49.1%) (Multigravida) and 21 cases (39.6%) had parity 
more than 4 (Grand Multigravida)13. Abu-Hei ja  e t  a l  
showed that  the incidence of abruptio placenta was 
found to be higher in women with high parity14. While 
another study reported mean±SD parity of 4.98±3.068 
yrs10.. 

Out of the various risk factors associated with 
abruption placentae some were studied and compared in 
current study. One study showed that almost all patients 
were anemic with 80.7% having a haemoglobin range of 6-
10gms and 19.3% were severely anemic with hb level 
below 6 gms15. In another  study, most of the patients 
(89%) with abruptio placentae were anaemic at the time of 
admission. 16 Another study by Saeed et alreported that 
28% patients had anaemia12. In current study a total of 
54% cases had anemia. In one study the univariate 
analysis for variables associated with abruptio placentae 
revealed an association between bleeding and platelet 
count <60,000/mm3.17. 

A study reported that among 115 cases only 11 
(9.57%) were booked 10whilst Saeed et al published that 
30% patients in his study were booked whereas 70% were 
unbooked. 12According to another study all cases of 
abruptio placentae presented as unbooked.13 In current 
study there were 28(28.0%) booked and 72 (72.0%) 
unbooked cases. We found that history of Folic acid intake 
in first trimester was reported by 44(44.0%) cases. In a 
study women with pregnancies complicated by PROM were 
more than three times as likely to develop placental 
abruption (OR 3.05, 95% CI 2.16–4.32).18A retrospective 
analysis of all patients with prolonged, preterm PROM led 
to an estimated risk of 4% for the development of abruptio 
placentae during the course of expectant management of 
such patients and a high index of suspicion for abruptio 
placentae is appropriate when patients with prolonged, 
preterm PROM develop vaginal bleeding19 In a study 
reported by  Hossain et al women with abruptio placentae, 
Prelabour premature rupture of membranes was present in 

8%(7/81)20. 

In current study a total of 30(30.0%) cases were 
hypertensive, whereas in another study higher 
hypertension i.e. 72.4% was reported 21 This may be due to 
the fact that most patients would have been having ongoing 
bleeding that masked the underlying hypertension22 
According to another study, women with abruption 
placentae had significant association with chronic 
hypertension and pre-eclampsia/eclampsia. Incidence of 
eclampsia, chronic hypertension and preeclampsia of 
23.6%, 10% and 2.3% respectively have been reported 
previously and is consistent with our results22. Another 
study by Macheku et al reported that the risk factors of 
abruptio placentae in the subjectsincluded chronic 
hypertension (OR 4.1; 95% CI 1.3–12.8) and preeclampsia/ 
eclampsia (OR 2.1; 95 % CI 1.1–4.1)23. A total of 13 cases 
(9.3%) of gestational hypertension were reported in another 
study21 and 25%, 11%, & 10.4% of cases were associated 
with hypertension in a different study11 while 50% pts had 
pregnancy induced hypertension in one study12.  

In current study there were 8(8.0%) females who had 
multiple pregnancies and prolonged rupture of membrane 
was seen in 4(4.0%) cases. Out of the various risk factors 
associated with abruption placentae, the ones that were 
found influential in the study include multigravidity and 
multiparity, 45.7%.(1) Another study by Saeed et al 
reported that 10% patients had multiple pregnancy12 

Studies report that past cesarean section increases 
the risk of placental abruption by approximately 40% and 
short interpregnancy interval after cesarean section further 
increases this risk24 Macheku et al reported that previous 
caesarean delivery was associated with abruptio placentae 
(OR 1.3; 95% CI 1.2-4.2)25.. 

In a study total of 53 cases of abruptio placentae were 
recorded out of 1194 cases (4.4%) admitted for delivery 
during the study period with major complication as intra 
uterine fetal demise (31/53, 58.5%).13 In current study we 
found intrauterine fetal death was seen in 21(21.0%) 
females. All patients in the study required blood transfusion 

depending on the amount of blood lost and whether DIC or 
anemia was operative. 19 patients (22.9%) required 
massive transfusion and a total of 47 (56.6%) required 
component transfusion. Out of those requiring massive 
transfusion, 6 expired either directly due to irreversible 
hypovolemic shock or indirectly due to multi organ damage 
resulting in acute renal failure or transfusion induced lung 
injury15. In a study PIH was most common risk factor of the 
abruptio placentae where most of the patients (89%)  were 
anaemic at the time of admission and majority of them 
required blood transfusion. 16 In this study blood transfusion 
was done in 82(82%) of the cases. In a study, among 
women with pregnancies complicated by abruptio 
placentae, post-partum haemorrhage occurred in 
10(18.9%) cases, while 43 (81.1%) cases did not have any 
post-partum haemorrhage. Hysterectomy for controlling 
post-partum haemorrhage was performed in only one 
(1.9%) case13 which is exactly the same as in our study i.e., 
2%, while another study reported by Macheku et al 
reported that postpartum haemorrhage had much higher 
risk of abruptio placentae (OR 17.9; 95% CI 8.8–36.4)23. 
Muker jee et  al  s tudy showed that  obstetric 
hysterectomy was required in seven patients for control of 
postpartum hemorrhage (PPH) .11According to another 
study, in women with abruption placentae risk of 
Postpartum infection was in 6.96% cases.10 Another study 
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by Dudhrejia et al reported that primary postpartum 
hemorrhage was found in 12 (14.4%) patients15. In current 
study postpartum hemorrhage occurred in 11(11%). In 
current study 1(1%) female had renal failure while another 
study showed similar statistics that 48 patients (1.87%) had 
abruptio placenta among whom renal failure was present in 
6.25% cases of abruption26. A study by Dudhrejia et al 
reported that among cases of abruptio placentae, acute 
renal failure was present in 13 (15.6%)15.  

In another study, adverse fetal outcomes associated 
with abruptio placentae included low birth weight (OR 5.9; 
95% CI 3.9-8.7)25. In a study by Hossain et al the mean 
foetal birth weight was 2400 gms20. Pi taphrom et al  
a lso showed that  the mean birth weight was 2,269.4 ± 

737.7 grams28. In current study 96% neonates had low birth 

weight that was higher than other discussed studies.  In 
current study according to mode of delivery only 6(6%) 
females delivered vaginally while 94(94%) cases delivered 
through cesarean section. In one study reported by Dars, 
among cases of abruptio placentae women who delivered 

vaginally were 74(64.35%) whereas 41(35.65%) underwent 
operative delivery10. Another study reported by Sumangala 
Dwvi showed that the mode of delivery in cases of 
abruption studied was caesarean section in 81 cases 
(57.9%) and in 58 cases (41.4%) vaginally21. According to 
another study the mode of delivery was vaginal in 

37(69.8%) cases, while caesarean section was performed 
in 16(30.2%) cases13. In a study a rate of 44 cases of 
abruptio placentae per 1000 deliveries was observed, and 
caesarean section was performed in 16 (30.2%) cases13. In 
another study on the foetal outcomes, early neonatal death 
was associated with abruptio placentae (OR 5.3; 95% CI: 
3.8–17.9)25. A retrospective cohort study conducted by 
Berhan et al, 50(11.6%) early neonatal deaths were 
reported27. In current study we found 8% early neonatal 
death15.  
 

CONCLUSION 
 

Most of the females were uneducated, unbooked, belonged 
to lower social class, hypertension was common among 
risk factors. A total of 94% cases had cesarean and two 
patients needed cesarean hysterectomy for controlling PPH 
while one patient developed renal failure.  
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