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OBSTETRICAL PROGNOSIS AFTER PLACENTAL ABRUPTION
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ABSTRACT

Introduction: Placental abruption is the premature separation of normally situated placenta after
24 completed weeks of pregnancy and before delivery of a baby. It is self extending process with
accumulation of blood clots leading to more separation of placenta. The study was conducted to
assess the perinatal mortality, morbidity in relationship to the severity of placental abruption and
to estimate the magnitude of abruption. It is a descriptive and observational study. The study was
conducted in the department of obstetrics and gynaecology, Sir Ganga Ram Hospital, Lahore over
a period of one year from May, 2009 to May 2010.

Patients and Methods: A total of 80 patients with the diagnosis of placental abruption after 24 com-
pleted weeks of gestation were included in this study. Neonates were evaluated at the time of birth
and followed upto 46 hours after birth.

Results: Among the 80 patients, only 14 were (17.5%) booked, while 66 (82.5%) remained unbo-
oked. A total of 27 (33.75%) patients had pregnancy induced hypertension, 65 (81%) were anaemic.
Polyhydramnios and multiple pregnancy were seen in 3 and 4 patients respectively. Majority of
patients i.e. 47 (58.75%) delivered by abdominal route. Regarding the fetal outcome alive born ba-
bies with placental abruption were 41 (51.25%) in which 23 (28.75%) were preterm and 18 (22.5%)
were full term. Thirty six (45%) intrauterine dead fetus and in whome 25 (31%) were preterm and
11 (13.75%) were full term, only 3 were still births. Twenty four (30%) neonates required resuscita-
tion, while 20 (25%) neonate were shifted to neonatal intensive care unit. Iatrogenic prematurity
was the underlying cause of most complications.

Conclusion: Perinatal morbidity and mortality is significantly high in patients of abruption placen-

tae. Hypertension is a major predisposing factor for placental abruption.
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INTRODUCTION

Placental abruption is the premature separation of
normally situated placenta after 24 completed wee-
ks of pregnancy and before delivery of a baby. It is
self extending process with accumulation of blood
clots leading to more separation of placenta.

Basic cause is unknown but placental abruption
has strong association with high parity, pre-eclam-
psia and hypertension.! It leads to fetal hypoxia and
in sever cases may cause sudden fetal death.2 About
5% of perinatal death is attributed to placental abru-
ption.3

Pregnancy with placental abruption must be co-
nsidered high risk pregnancy because of increased
risk of small for gestation babies and its association
with pregnancy induced hypertension, high mater-
nal and perinatal mortality and morbidity.4

The purpose of study is to make assessment
plan for pregnancy with placental abruption to red-
uce the risk of perinatal mortality and morbidity.

MATERIAL AND METHOD
The study was conducted in Obstetrics / Gynae-

cology Unit of Sir Ganga Ram Hospital, Lahore. It
was descriptive / observational study conducted
over one year from May, 2009 to May 2010. A total
of 80 patients were included in this study. Patients
with the diagnosis of placental abruption after 24
completed weeks of gestation, were included. Pati-
ents with unexplained APH, co-existent placenta
praevia were excluded.

Neonates were evaluated at the time of birth
and followed upto 48 hours after birth. The variable
that affected the morbidity and mortality of the ba-
bies, the duration of gestation, mode of delivery,
weight of baby, Apgar score of the baby at birth and
5 min later. The admission in the neonatal unit mo-
re than 48 hours and development of any complica-
tion considered as morbid. The statistical tests app-
lied.

RESULTS

Total 80 patients having the placental abruption
included in the study. There were only 14 patients
(17.5%) booked and while 66 (82.5%) remained un-
booked. The mean age of patient was 27.5 + 6.4 year
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(18 — 42 year).

46 patients (57.2%) were 20-30 year, 4 patients
(5%) had age less than 20 years. Only 3 patients
were more than 40 years. The mean parity was
(4.59 + 2.19), 36 patients had parity 2 — 4 while 20
patients were 5-7 para. 16 patients were primigra-
vida and 8 patients were para 7.

It was observed that most of the patients 33
(41.25%) presented at gestational age between 32 —
37 weeks (Table 1). Only 17 (21.25%) patients pre-
sented less than 32 weeks. The mean gestational age
was 36.4 + 3.92 weeks.

Table 1: Gestational age at the time of presenta-

tion.
Gestational Age Number Percentage
< 32 weeks 17 21.25%
32 — 37 weeks 33 41.25%
>37 30 37.50%
Mean + SD (36.4 + 3.94)

Majority of patients 39 (48.75%) had moderate
degree of placental abruption while 26 (32.5%) had
severe abruption only 15 (18.75%) had mild abrup-
tion. Main presenting complaints of patients inclu-
ded in the study were bleeding per vaginum, abdo-
minal pain, loss of fetal movements. Maximum nu-
mber of patients 63 (78.75%) presented with vaginal
bleeding while 59 (73.75%) presented with labour
pains and only 38 (47.5%) patients presented with
loss of fetal movements. Association of placental ab-
ruption and other predisposing factors is shown in
the table.

Table 2: Association of abruption and other pre-

disposing factor.
Factors Number Percentage
Hypertension 27 33.75%
Anaemia 65 81.25%
Polyhydramnios 03 3.75%
Multiple pregnancy 04 05.0%

Sixty five patients were anaemic. Polyhydram-
nios and multiple pregnancy were seen in 3 and 4
patients respectively. No history of smoking obser-
ved among these patients (Table 2). Majority of pa-
tients i.e 47 (58.75%) delivered by abdominal route
and frequency of caesarean section was maximum
in case of severe abruption (Table 3).

Table 3:
Mode of delivery Number Percentage
Vaginal delivery 33 41.25%
Abdominal delivery 47 58.75%

Regarding the fetal outcome, live born babies
with placental abruption were 41 (51.25%) of these
23 (28.75%) were preterm and 18 (22.5%) were full
term. Thirty six were (45%) intrauterine dead fetus
and in which 25 (31.25%) were preterm and 11
(13.75%) were full term, whereas 3 were still births
(Table 4).

Table 4: Fetal outcome of placental abruption.

Fetal Outcome Number Percentage
Alive babies (n=4)

Preterm 23 28.75%
Term 18 22.50%
Dead Babies

Preterm 25 31.25%
Term 11 13.75%

Table 5: Fetal outcome of placental abruption in
relation to Apgar Score.

At birth )
No % At 5 min
<4 21 26.25% o7 8.75%
4-7 20 25.00 22 27.5%
>7 - - 12 15
Table 6: Fetal morbidity.
Complications Number Percentage
Resuscitation required 24 30%
Admission to Nursery 20 25.0
Neonatal jaundice 7.5%
Anaemic 4 5%
Respiratory problem 10 12.5%

The fetal outcome in relation to Apgar score is
shown in Table 5. The table 6 shows that fetal mor-
bidity was also very high of them 24 (30%) neona-
tes required resuscitation, 20 (25%) neonates were
shifted to neonatal intensive care unit, 6 (7.5%)
developed jaundice and 4 (5%) neonates suffered
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from anemia and needed blood transfusion. Ten
(12.5%) babies suffered from respiratory problem
and 5 admitted babies expired after 48 hours in the
NICU. Iatrogenic prematurity was the underlying
cause of most complications.

DISCUSSION

Placental abruption is a common obstetrical prob-
lem associated with considerable maternal and fetal
morbidity and mortality. The date collected in this
study showed that 45% patients were para 2 — 4 and
57.5% mothers were between 20 — 30 years of age.

The studies shown that incidence slightly incre-
ases with high parity, lower socio-economic group
and advanced maternal age.5

Results of this study have shown that 41.75% of
cases presented at gestational age between 32 — 37
weeks, 37.5% of cases at gestational age more than
37 weeks. Only 21.25% presented at les than 32 we-
eks. The results are comparable with international
studies.6

Majority of the patients 48.75% had moderate
degree of placenta while 32.5% cases had severe pla-
cental abruption. As most patients came from peri-
pheral areas and referred from primary care centre
so late diagnosis and delay in arrival to hospital may
be the cause of increase in moderate abruption.”

Studies showed that patients of abruption clas-
sically present with vaginal bleeding, abdominal
pain and loss of fetal movement. In this study maxi-
mum number of patients 78.75% presented with
vaginal bleeding following by labour pains and loss
of fetal movement.!

Hypertension is a major pre-disposing factor for
placental abruption and is more strongly associated
with moderate and severe cases in which nearly
50% are hypertensive.24 Study shows that 33.7%
patients with hypertension. Hibbard and Golditch
described folic acid deficiency increases the inciden-
ce of abruption placenta.8 Risks factor identified in
the study were anaemia, hypertension, multiple pre-
gnancy.

Abruptio placentae is associated with high peri-
natal mortality and morbidity.9

According to the Green, it is the most common
cause of intrapartum fetal death and account for
nearly 15% of perinatal mortality.112

This study shows fetal morbidity was also very
high. 30% neonates required resuscitation while
25% were shifted to neonatal intensive care unit, in
which 7.5% neonates developed jaundice and 5%
neonates suffer from anaemia, while 12.5% neonates
suffer from respiratory problem and 6.25% expired
after 48 hours in the neonatal intensive care unit.
PMR was high among premature than full term ba-
bies.13:14

Management of placental abruption depend
upon the degree of placental abruption, associated
complication, state of mother and fetus and gesta-
tional age. Mode of delivery depend different factor.
Operative delivery was high in severe abruption.is

Anenth CV, Oyelese Y, Srinivas N. Preterm pre-
mature rupture of membrane, intrauterine infection
and oligohydramnios are risk factor for placental
abruption. Obstet Gynecol 2004; 104: 71.

It is concluded from current study that perina-
tal morbidity and mortality is significantly high in
patients of abruptio placentae. Perinatal outcome is
poor in un-booked patients. Severe placental abrup-
tion is found to be a cause of poor Apgar in majority
of newborn, hypertension is a major predisposing
factor for placental abruption. Perinatal morbidity
and mortality is high among premature than in full
term babies.

ACKNOWLEDGEMENTS
I thank Dr. Humaira Akram for her valuable gui-
dance and cooperation.

REFERENCES

1. DucKitt and Harrington D. Risk factor for pre-eclam-
psia at antenatal booking: Systemic review of control-
led studies. Br Med J 2005; 330: 565.

2. Tasleem H, Tasleem S, Adil MM. Correlation of preg-
nancy induced hypertension with placental abruption
and effect of antihypertensive therapy. Rawal Med J
July — Dec 2005; 301: 59-61.

3. Neilson PJ. Antepartum hemorrhage. In: Dewhurt’s
textbook of obstetric and gynaecology for post gra-
duate. 6% ed. London: Blackwell Science Ltd. 1999:
134-44.

4. Sujdha S. Salgedo, Pethmes Swaran A. Effect of pla-
cental infarction on fetal outcome in pregnancies co-
mplication by hypertension. J Coll Physician Surg
Pak Apr 2008; 18 (4): 213-6.

5. Rasmussen S, Irgens LM, Dalaker K. Outcome of pre-
gnancies subsequent to placental abruption a risk as-
sessment. Acta Obstet Gynecol Scand 2000; 79: 496-
501.

6. Shennan AH. Recent development in antenatal care.
Br Med j 2003; 327: 604-8.

7. Department of Health 2001. Why mother Die, 1197-
1999. Report on confidential enquiries into maternal
death in the United Kingdom. London: RCOG press.

8. Golditch IA, Bojee NE. Management of abruptio pla-
centae. J Am Med Assoc 1970; 212: 288-93.

9. Zaheera, Khan AZ, Naheed F. Fetal outcome varies
with different grades of placental abruption. Ann
King Edward Med Coll Jan — Mar 2003; 9 (1): 40-2.

10. Green JK. Placental abnormalities, placenta previa
and abruption placenta. In: Creasy RK, Resmik R,
edition Maternal fetal medicines Philadelphia: W. B.
Saunders 1984: 539.

11. National Institute for Clinical Excellence (2003). NI-
CE Guidelines CG6 Antenatal Care — Routine Care
for the Healthy Pregnant Women: London: NICE.

Biomedica Vol. 26 (Jul. - Dec. 2010)



176

ALIA NASEER-UD-DIN, HUMAIRA AKRAM, AFSHAN S. USMANI et al

12.

13.

14.

Challis JR and Lye S. Endocrine and paracrine regu-
lation of birth at term and preterm. Endocr Rev
2000; 21 (5): 514-50. Review.

Terzidou V & Bennett PR. Preterm labour. Curr Opin
Obstet Gynaecol 2002; 14 (2): 105-13. Review.

Clark SL. Placenta previa and abruption placentae.

15.

In: Creasy RK: Resmk R. editors maternal fetal medi-
cine. 4t ed. Philadelphia. W. B. Saunders Company
1999: 629.

Ananth CN, Wilcox AJ. Placental abruption and peri-
natal mortality in the United State. Am J Epidemil
2001; 153: 332-7.

Biomedica Vol. 26 (Jul. - Dec. 2010)



