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ABSTRACT 

BACKGROUND 

Abruptio placentae denotes separation of a normally implanted placenta after 20 weeks of gestation. This is a uniquely 

dangerous condition to both the mother and the foetus because of its potentially serious pathologic sequelae. Abruptio placentae 

may lead to antagonistic foetal outcomes such as low birth weight, preterm birth, intrauterine growth restriction, birth asphyxia, 

foetal distress, low Apgar score, transfer to neonatal intensive care unit, stillbirth, congenital anomalies and perinatal death. 

The objective of this study is to examine the foetal outcomes in abruptio placentae cases in a tertiary care center in Kerala. 

 

MATERIALS AND METHODS 

This is a retrospective study of Abruptio placentae cases carried at a tertiary centre in, Kerala. In our study we examined 99 

women whose deliveries were complicated by abruption of placenta with onset preceded by the presence of active foetal 

movement. Statistical constants like mean, standard deviation and percentages were computed using appropriate formulae. 

 

RESULTS 

Incidence of Abruptio placentae was 0.32%. It is most common in the women of age group 21-24 years. Regarding the grade 

of abruption, maximum number of cases belonged to Page’s grade 2, and the least number of cases were seen in grade 3. 

Abruption was found to be a major contributor to perinatal mortality, with 43.43% of cases suffering a foetal loss. The causes 

of adverse foetal prognosis were prematurity and foetal hypoxia. The Apgar score of the babies were found to decrease, as the 

severity of abruption increased. 

 

CONCLUSION 

Abruptio placentae is related with poor perinatal outcome. Hence early diagnosis and prompt resuscitative measures would 

prevent perinatal morbidity and mortality. 
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BACKGROUND 

Abruptio placentae is the process of premature separation of 

the normally implanted placenta after 20 weeks of gestation 

and prior to the birth of the foetus. Worldwide it is 

considered as one of the major reason of foetal and maternal 

morbidity and mortality, especially in the developing and 

under developed countiries.1,2,3 Numerous risk factors such 

as former history of abruptio placentae, previous history of 

caesarean section, current diabetes mellitus, multiparity, 

maternal cigarette smoking, multiple gestations, chronic 

hypertension, preeclampsia, premature rupture of 

membranes, thrombophilic disorders, abdominal trauma and 

polyhydramnios are associated with abruptio placentae.4 

The signs of abruptio placentae in patients vary 

depending on the severity of bleeding and degree of 

separation of the placenta.  Clinical presentations of abruptio 

placentae include vaginal bleeding, abdominal pain, uterine 

tenderness, abnormal uterine contractions, premature labor, 

maternal instability and identification of retroplacental clots 

at delivery.5 Diagnosis of abruptio placentae is most 

commonly made in the third trimester, but the term may be 

used after the 20th week of pregnancy when the clinical and 

pathological criteria are met.  

Abruptio placentae may lead to numerous maternal 

complications like atonic postpartum haemorrhage, renal 

failure, disseminated intravascular coagulation and even 

maternal death.6 Besides maternal complications, abruptio 

placentae can also lead to antagonistic foetal outcomes such 

as low birth weight, preterm birth, intrauterine growth 

restriction, birth asphyxia, foetal distress, low Apgar score, 

transfer to neonatal intensive care unit, stillbirth, congenital 

anomalies and perinatal death.7 Researches on neonatal 
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complications due to Abruptio placentae have been carried 

out in developed countries. But only limited studied are 

conducted in developing nations to explore the Abruptio 

placentae complications in foetal outcomes.  

 

Aims and Objectives 

This present study was conducted to determine the foetal 

outcomes in abruptio placentae cases in tertiary care centre 

in Kerala. 

 

MATERIALS AND METHODS 

A retrospective study was carried out at a tertiary care 

centre in Kerala. The sample population of this study consist 

of 99 cases of placental abruption, diagnosed and delivered 

at a tertiary care centre during the study period of two years. 

Ninety-nine patients admitted with clinical presentation 

of Abruptio placentae were included in this study. The 

diagnosis was based on evidence of retroplacental clot 

accompanied by clinical features such as vaginal bleeding, 

pain abdomen or uterine tenderness. All the participants 

were informed about this research and written consents 

were obtained from each participant. To avoid inter observer 

and instrumental bias; all measurements were taken by the 

same measuring instrument/scale and by same person. The 

data were entered into master sheets and necessary 

statistical tables were constructed. Statistical constants like 

mean, standard deviation and percentages were computed 

using appropriate formulae. 

 

RESULTS 

The results of Abruptio placentae in neonatal outcomes are 

depicted in the following tables. We adopted Page’s 

classification for abruptio placenta. Table 1 shows the grades 

of abruption in sample population. Maximum no. of cases 

were noted in grade 2 (44.44%) with foetal distress or death 

and least number of cases were reported in grade 3. The 

amount of retroplacental clot signifies the severity of 

placental separation, and maternal exsanguination, and 

thereby the subsequent maternal & foetal complications. 

The mean weight of retroplacental clot in grade 0 and 1 was 

162.5 grams and 224.7 grams in grade 2 & 3. The standard 

deviation was 108 and 153 for grade 0 & 1 and grade 2 & 3 

respectively. 

 

Grade Frequency Percentage 

Grade 0 11 11.11 

Grade 1 38 38.38 

Grade 2 44 44.44 

Grade 3 6 6.06 

Total 99 100 

Table 1. Distribution According to  
Page’s Grade of Abruption 

 

Table 2 shows the presentation of foetus. Majority of 

the foetuses (92.92%) were in vertex presentation. There 

were 6% cases of breech and 1% case of transverse lie. 

 

 

 

Presentation Frequency Percentage 

Vertex 92 92.92 

Breech 6 6.06 

Transverse 1 1.01 

Total 99 100 

Table 2. Presentation of Foetus 
 

Table 3 portrays the methods of delivery in abruptio 

placental women. In 56 cases (56.56%) the abdominal route 

of delivery was resorted to. 34 cases needed oxytocin 

augmentation after ARM to attain a vaginal delivery.  5 cases 

had a caesarean section in the previous pregnancy and 

underwent repeat section. In 5 cases, abruption developed 

after induction with prostaglandin E2. 

 

Methods of Delivery Frequency Percentage 

Spontaneous delivery 3 3.03 

ARM, Vaginal delivery 6 6.06 

ARM, Oxytocin, Vaginal delivery 34 34.34 

Caesarean Section 56 56.56 

Total 99 100 

Table 3. Methods of Delivery 

 

Relationship between the grade of abruption and the 

route of delivery is shown in table 4. Caesarean section was 

resorted to in 73.46 % cases of grade 0 and 1, while it was 

only 40% in grade 2 and 3. There was statistically significant 

(p value<0.001) difference between two modes of delivery.  

This difference has great bearing on the foetal outcome and 

the prevention of maternal complications.  An early decision 

to terminate the pregnancy by caesarean section has 

improved the perinatal outcome and has helped to reduce 

the maternal complications. 

 

Grade 
Vaginal Delivery Caesarean Section 

Frequency % Frequency % 

Grade 0 and 1 13 13.13 36 36.36 

Grade 2 and 3 30 30.30 20 20.20 

Total 43 43.43 56 56.57 

Table 4. Relationship between the Grade of 
Abruption and the Route of Delivery 
 

Table 5 depicts the sex of baby and occurrence of 

abruption. There is not much difference in the male-female 

distribution.  

 

Sex of Baby Frequency Percentage 

Male 49 49.49 

Female 50 50.51 

Total 99 100 

Table 5. Sex of Baby and Occurrence of Abruption 

 

Table 6 depicts the relationship with the outcome of 

previous pregnancy and current abruptio placentae. The 

obstetric career is found to have a strong bearing on the 

incidence of abruptio placentae. The study group had 5 

cases of foetal loss in the previous pregnancy (5.05%) and 

this includes the case of a patient who had three repeated 

abruptions and foetal loss occurred in all the three. 
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Outcome of Previous Pregnancy Frequency % 

Live birth 33 33.30 

1 trimester abortion 14 14.14 

IUD, still birth or neonatal death 5 5.05 

Primi gravidas 47 50.51 

Total 99 100 

Table 6. Relationship with Previous Pregnancy 
Outcomes and Current Abruptio Placentae 

 

Table 7 depicts the foetal outcomes in placental 

abruption. 56.56% women in the study group had live births, 

while the remaining 43 women had foetal death in the form 

of IUD (27.27%), still birth (8.08%) or neonatal death 

(8.08%). Out of the total 8 neonatal deaths, 3 were due to 

prematurity and 4 were due to birth asphyxia. There was 

one case of foetal death due to anencephaly and 

meningomyelocele. This reflects that abruptio placentae 

may increase the perinatal mortality rate. 

 

Status of Foetal Outcome Frequency Percentage 

Live birth 56 56.56 

Intrauterine death 27 27.27 

Still birth 8 8.08 

Neonatal death 8 8.08 

Total 99 100 

Table 7. Foetal Outcome in Abruptio Placentae 

 

Table 8 depicts the association between foetal outcome 

and grade of abruption. In our study 43 women had foetal 

death in the form of IUD, still birth or neonatal death. 

47.47% foetuses survived in grade 0 & 1, whereas only 

9.09% babies survived in grade 2 & 3. The prenatal mortality 

rate was 41.41% in grade 2 & 3 whereas the mortality rate 

was only 2.02% in grade 0 & 1. This shows an increasing 

rate of adverse effect of severe placental abruption on the 

foetal survival. This difference was statistically significant as 

the p value was less than 0.05.   

 

Grade 
Foetus Survived Not Survived 

Frequency % Frequency % 

Grade 0 & 1 47 47.47 2 2.02 

Grade 2 &3 9 9.09 41 41.41 

Total 56 56.57 43 43.43 

Table 8. Association Between Foetal  
Outcome and Grade of Abruption 

 

In our series, the mean birth weight was 2.39 kg in 

grade 0 & 1 and standard deviation was 0.5. In grade 2 & 3 

the mean birth weight was 1.63 kg and standard deviation 

was 0.6. We found significant difference in the birth weights 

of grade 0&1 and grade 2 & 3. The decreased birth weight 

in grade 2 & 3 was contributed by prematurity and growth 

retardation, which also had its bearing on the perinatal 

outcome. The mean Apgar score in grade 0 & 1 was 8.06 

and 3.9 in grade 2 & 3. The standard deviation was 1.6 and 

2.9 in grade 0 & 1 and grade 2 & 3 respectively. The Apgar 

score was statistically significant (p<0.001) between two 

groups (Grade 0 & 1 and grade 2 & 3).  

 

 

DISCUSSION 

During the study period of two years we found 99 cases of 

abruptio placentae among 30661 deliveries. The incidence 

of abruptio placentae was 0.32%. Ananth et al. reviewed 13 

studies with 1.6 million pregnancies and reported an 

incidence of 1 in 55 cases of placental abruption.8 The 

incidence of abruptio placentae appears to be decreasing 

over years. This may be due to the reduction in the number 

of high parity women cases, community wide availability of 

prenatal care and improved emergency transport facilities.9 

Average age of study group was 26 years with standard 

deviation of 4.1. Maximum numbers of women with 

placental abruption belonged to the age group of 20 to 24 

years and minimum number was found in the age group 

above 35 years old. Incidence of Abruptio placentae 

increases with age of pregnant woman.10 The mean 

gestational age was 34.4 weeks for women with placental 

abruption and the standard deviation was 3.7 weeks. In our 

study there were 47 primi gravidas, 9 fourth gravidas and 1 

sixth gravida. Previous studies confirmed that incidence of 

Abruptio placentae is less than 1% among primi gravidas 

and 2.5% among grand multiparas.11,12 

Abruption of placenta deprives the foetus of oxygen and 

nourishment.13 Babies born after severe placental abruption 

have low Apgar scores.14,15 Intrapartum asphyxia may lead 

to long term consequences among survivors. Chances of 

development of cystic periventricular leucomalacia or 

intraventricular haemorrhage are higher in neonates born 

after severe placental abruption.16,17 The risk increases with 

prematurity and low birth weight. Severe placental abruption 

increases the risk for cerebral palsy and it is also linked with 

sudden infant death syndrome.18,19 Preterm births are often 

associated with birth weight < 2500 g. Other consequences 

of placental abruption include foetal growth restriction, 

anaemia and hyperbilirubinemia of the new-born.20 

Pregnancies complicated by abruptio placenta have 

tenfold increased risk for perinatal death. According to 

Spinillo et al., there is a greater risk for long term abnormal 

neurobehavioral outcomes in infants born after placental 

abruption.21 In abruptio placenta, the incidence of abnormal 

foetal heart tracings and emergency caesarean section are 

high. When caesarean is required in the case of placental 

abruption with foetal bradycardia, a decision to incision 

interval of less than 20 minutes shows a better foetal 

outcome compared to 30-minute interval.22 As 60 percent of 

foetuses may develop foetal bradycardia, continuous foetal 

heart rate monitoring is also required. About 40 percent of 

patients with placental abruption will have demonstrable 

signs of consumptive coagulopathy. A thorough knowledge 

of the natural history of severe placental abruption is 

required for adequate management of abruption with foetal 

demise and consumptive coagulopathy.23 

 

CONCLUSION 

Abruptio placentae is considered to be a dreaded obstetrical 

emergency. If placental abruption is not diagnosed and 

managed at the earliest, it may result in perinatal morbidity 

and mortality.  
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We studied the perinatal outcomes associated with 

abruptio placentae. Most of the factors identified in our study 

were found to be consistent with known risk factors in 

various other studies. We report an incidence of 0.32% of 

Abruptio placentae in our study. When compared with 

normal pregnancies, pregnancies complicated by abruption 

have a tenfold increased risk for perinatal death. Abruption 

was found to be a major contributor to perinatal mortality, 

with 43.43% of cases suffering a foetal loss. Prematurity and 

foetal hypoxia were the causes of adverse foetal prognosis. 

The Apgar score of the babies were found to decrease, as 

the severity of abruption increased. Though we cannot 

prevent the unprecedented occurrence of this form of ante 

partum haemorrhage due to placental abruption, adequate 

antenatal care, education of the patient to report to hospital 

when symptoms occur, better transport facilities, early 

diagnosis and timely decision to conduct prompt delivery and 

adequate blood transfusion will improve both maternal and 

foetal outcomes. 
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