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INTRODUCTION 

Abruptio placentae is defined as placental detachment 

before and during delivery.
1
 It occurs in about 0.38–1 % 

of singleton births, and the incidence increases among 

twin pregnancies, ranging from 1 to 2 %.
2,3

 It is a 

dangerous obstetric complication associated with an 

increased risk of foetal and maternal morbidity and 

mortality.
1,4–6

 Over 50 % of all perinatal deaths attributed 

to abruptio placentae pregnancies are accompanied by 

premature delivery.
7
 In addition, abruptio placentae 

accounts for 20–25 % of antepartum haemorrhages, and it 

is also associated with an increased risk of disseminated 

intravascular coagulopathy, severe maternal shock, renal 

failure, postpartum haemorrhage and maternal death.
1,8-10

 

Furthermore, abruptio placentae has been associated with 

adverse foetal outcomes including low birth weight, 

preterm birth, intrauterine growth restriction, birth 

asphyxia, fetal distress, low Apgar score, transfer to 

neonatal intensive care unit, stillbirth.
1,10–12

  

Several risk factors have been associated with abruptio 

placentae including young or advanced maternal age (<20 

years or >=35 years), previous history of abruptio 

placentae, previous history of caesarean section, current 

diabetes mellitus, multiparity (especially grand 

multiparity), multiple gestations, chronic hypertension, 

preeclampsia, premature rupture of membranes, 
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ABSTRACT 

Background: Abruptio placentae (AP) which is a major cause of maternal morbidity, mortality and perinatal 

mortality.  Abruptio placentae are one of the leading causes of perinatal deaths. Abruptio placentae increase the 

neonatal morbidity and mortality. It is one of the recognized causes of low birth weight. The purpose of this study was 

to examine the risk factors for abruptio placentae together with the maternal and fetal outcome in a tertiary care 

government medical college hospital. 

Methods: All cases of abruptio placentae admitted in the Department of Obstetrics, Government Raja Mirasdar 

Teaching Hospital, attached to Government Thanjavur Medical College, Tamilnadu, India during the period August 

2014 to July 2015 for the period of one year were included in the study. All infants born to those cases were analyzed 

as live birth or stillbirth.  Apgar score and weight of live born infants were also analyzed. Maternal complications 

such as DIVC, Renal failure, PPH were also analyzed. 

Results: The total number of abruptio placentae collected during this period was 102, while the total number of births 

during the same period was 14620 giving and incidence of 102/14620 (0.69% or 6.9 per thousand live births) for 

abruptio placentae. The combined stillbirths and first month deaths were 20.2%. Abruptio placentae were associated 

with pre-eclampsia, diabetes, polyhydramnios and hypertension. Parity and maternal age were not associated with an 

increased incidence of abruption placentae. 

Conclusions: We found an increased risk for abruptio placentae associated with maternal diabetes, hypertension, pre-

eclampsia and polyhydramnios. Abruptio placentae were associated with adverse maternal and foetal outcomes. 
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thrombophilic disorders, and polyhydramnios.
4,9,14–21

 The 

objective of this study was to determine the frequency, 

risk factors for abruptio placentae and feto-maternal 

outcomes associated with abruptio placentae. 

METHODS 

This study was conducted in the Department of Obstetrics 

and Gynaecology, Government Raja Mirasdar Teaching 

Hospital, attached to Government Thanjavur Medical 

College, Tamilnadu, India during the period August 2014 

to July 2015 for the period of one year. Annually, around 

15000 deliveries are conducted at, Government Raja 

Mirasdar Teaching Hospital, attached to Government 

Thanjavur Medical College .All women with clinical 

suspicion of abruption placenta were included in the 

study. The total numbers of deliveries during the study 

period were 14,620. 

Detailed history was elicited on mother’s and father’s 

socio-demographic factors including occupation, 

education, age, marital status, alcohol and smoking 

during pregnancy, body mass index variables (pregnancy 

and the end of pregnancy). Details on obstetric 

characteristics as well as medical complications included 

pre-pregnancy conditions, mother’s conditions during 

pregnancy and after delivery. Information on pregnancy 

outcome includes child status, still birth, birth weight and 

gestational age. The duration of hospital stay was 

calculated as the number of days from admission to the 

discharge date. 

Diagnosis of abruptio placentae 

Diagnosis of abruptio placentae was based on routine 

clinical examination and ultrasound performed by the 

attending obstetrician. The diagnosis was based on 

evidence of retroplacental clot accompanied by clinical 

features such as vaginal bleeding, abdominal pain, 

abdominal tenderness, hypertonic uterus and hard 

abdomen with clinical features of haemorrhage.  

All the routine basic investigations, USG, CTG, RFT and 

Coagulation profile were done. PPH, renal failure and 

DIVC were analyzed. This study was approved by 

College Research Ethics Committee, Government 

Thanjavur Medical College, Tamilnadu, India. The 

informed consent was obtained from all women included 

in the study. 

Statistical analysis 

Age distribution is shown in table-1.the mean age in our 

study population was 29.5years. Women with abruptio 

placentae had significantly higher mean age as compared 

to women without abruptio placentae. In our study the 

age group between 20-25 years was only 10 (9.8%). 

 

RESULTS 

Table 1: Age of study population (n=102). 

Age in years n=102 % 

20-25 years 10 9.8 

26-30 years 60 58.82 

31- 35 years 20 19.6 

>36 years 12 11.7 

Table 2: Parity wise distribution (n=102). 

Gravidity n=102 % 

Primi gravida 28 27.4 

Gravida 2   38 37.2 

Gravida 3 26 25.4 

Gravida 4 10 9.8 

In our study, 28 (27.4%) women were primigravidae and 

74 were multigravida. Parity wise distribution is shown in 

Table 2. 

Table 3: Pregnancy duration in weeks at presentation. 

Gestational age n=102 % 

<30 weeks 18 17.6 

30-36Weeks 42 41 

>36 weeks 42 41 

Table 4: Obstetrics risk factors. 

Risk factor N=102 % 

Chronic hypertension 08 7.8 

Gestational hypertension 41 40.1 

Preeclampsia 24 23.5 

eclampsia 06 5.8 

Post caesarean pregnancy 05 4.9 

polyhydramnios 04 3.9 

PROM 03 2.9 

Multiple pregnancy 02 1.9 

idiopathic 07 6.8 

Recurrent abruption 01 0.9 

Short cord 01 0.9 

A total of 14,620 deliveries were analyzed. The incidence 

of abruptio placentae during the study period was 0.69 % 

(102/14,620). Demographic and obstetric characteristics 

of the participants are described in Table I. Women with 

abruptio placentae had significantly higher mean age as 

compared to women without abruptio placentae, (29.5) 

Those who residing in rural areas and low socioeconomic 

were all at increased risk for abruptio placentae. 

Furthermore, the proportion of abruption increased with 

high parity, although an association with maternal 

smoking and alcohol consumption during pregnancy was 

not attributable since none of them in the study group 

were smoking and alcohol consumption. 
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Demographic and obstetric characteristics of the study 

participants 

Risk factors for abruptio placentae 

Risk factors associated with abruptio placentae are 

summarized in Table 4. The risk factors of abruptio 

placentae in this population were chronic hypertension 

among 08 women (7.8%) gestation hypertension was 

diagnosed in 41 women (40.1%), preeclampsia were 24 

(23.5%) and eclampsia were 6 (5.8%). Prior caesarean 

section delivery were 5 (4.9%) complicated by abruption 

Other known risk factors for abruptio placentae such as 

multiple gestations and male infant gender were not 

significantly associated with abruptio placentae in this 

population. 

Maternal and foetal outcomes are associated with degrees 

of severity of placental abruption. 

Degrees of severity of placental abruption 

Mild (grade 1): This is not recognized clinically before 

delivery and usually diagnosed by the presence of a 

retroplacental clot. This is a retrospective diagnosis. 

Moderate (grade 2): This is an intermediate grade in 

which the classical clinical signs of abruption are present 

but the fetusis still alive. The frequency of fetal heart 

abnormalities is high. 

Severe (grade 3): This is the severe grade in which the 

fetus is dead and coagulopathy may be present. The 

volume of blood loss is appreciable in this condition. 

Table 5: Maternal outcome associated with Abruptio 

placenta. 

 n=102 % 

Antepartum haemorrhage 78 76.4 

Concealed haemorrhage 14  13.7 

Acute renal failure 5 4.7 

Postpartum haemorrhage 10 9.8 

Disseminated intravascular 

coagulation 
8 7.8 

Caesarean delivery 82 80.3 

hysterectomy 2 1.9 

Maternal death 2 1.9 

Maternal outcomes associated with abruptio placentae 

Maternal outcomes associated with abruptio placentae are 

illustrated in Table 5. In our study it is observed that 78 

(76.4%) had antepartum haemorrhage, 14 (13.7) women 

had concealed haemorrhage. 5 (4.7%) had acute renal 

failure. 10 (9.8%) women had postpartum haemorrhage 

and 8 (7.8%) had disseminated intravascular coagulation. 

Caesarean section delivery needed in 82 (80.3%). 

Hysterectomy done for two women (1.9%) who had 

atonic PPH not responding to conservative medical and 

surgical measures. There were two maternal deaths 

(1.9%) in our study which were related to disseminate 

intravascular coagulation and hypoxic ischemic 

encephalopathy. Similarly, women with abruptio 

placentae were more likely to have prolonged hospital 

stay. Moreover, patients with abruptio placentae had 

increased need for being transferred to intensive care unit, 

but the association did not reach statistical significance. 

Table 6: Fetal outcomes associated with abruptio 

placentae. 

Fetal outcome Number of patients n % 

Live babies 60 58.8 

Still born 42 41.1 

The foetal outcomes associated with abruptio placentae 

have been summarized in Table VII. After infants born to 

women with abruptio placentae had increased risk of low 

birth weight, perinatal death, early neonatal death and 

stillbirth especially fresh stillbirth. In addition, infants 

born to women with abruptio placentae had increased risk 

of low Apgar scores (below 7) at 1st and 5th min. The 

association between abruptio placentae with preterm birth 

and fetal distress was not statistically significant. Overall, 

abruptio placentae contributed to perinatal mortality rate 

of 2.8 per 1000 births 40/14620). 

DISCUSSION 

In this study, we found that the incidence of abruptio 

placentae was 0.69%. The risk factors for abruptio 

placentae were chronic hypertension, 

preeclampsia/eclampsia, previous caesarean delivery or 

abruptio placentae, poor attendance to antenatal care and 

high parity. Patients with abruptio placentae had 

increased risk of adverse maternal and foetal outcomes. 

Post-partum haemorrhage was an important predictor 

maternal death. 

Comparison with previous studies 

The incidence of abruptio placentae in our study 

corresponds with incidence of 0.69% which has been 

reported previously.
18

 This figure also falls within the 

range of 0.3-2%, reported by others, but it is lower than 

what has been reported previously in Uganda and 

Israel.
2,3,8,13,22,23

 The difference in incidence could partly 

be explained by the differences in the studied 

populations, study designs and diagnostic criteria. 

Previous studies reported the association between 

increased risk of abruptio placentae with chronic 

hypertension and preeclampsia/eclampsia.
15,19,21,22,24-29

 

Our results are in general agreement with previous 

reports. 
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Previous studies reported the association between 

previous caesarean delivery and increased risk of 

abruptio placentae. The risk of abruptio placentae 

increased by nearly 2-fold for women with prior 

caesarean section delivery. Similar observation was 

reported elsewhere.
18-20,30

 In contrast the association with 

previous caesarean delivery is less in our study 4.9%. The 

increased risk of abruption among women with prior 

caesarean delivery may imply that these women had 

ruptured scar from the previous caesarean. The 

differences in risk of abruption placentae between our 

study and those of others may be explained by the 

differences in pre-existing conditions which are 

associated with abruptio placentae between the studied 

populations. 

Abruptio placentae in a previous pregnancy are an 

important risk factor for abruptio placentae in subsequent 

pregnancies, which is not in correlation in our study.
32

 An 

association between prior abruptio placentae and its 

recurrence in the subsequent pregnancies was 

demonstrated by Rasmussen and colleagues in a 

Norwegian cohort were they reported a 5-fold increase in 

relative recurrence risk of abruptio placentae.
33

 This 

indicates that more persistent risk factors such as 

preeclampsia and chronic hypertension. 

In the present study, the occurrence of abruptio placentae 

was higher in women with high parity and multigravida 

as compared to nulliparous or primigravida women. 

These results are in line with many previous 

studies.
24,25,34–38

 Previous studies have reported that both 

maternal cigarette smoking and alcohol consumption 

during pregnancy are associated with abruptio 

placentae.
4,5,27,28,39

 We could not correlate these variables 

in our study since there were no smokers and alcoholics 

in our study. 

The occurrence of abruptio placentae has been associated 

with an increased risk of maternal and foetal morbidity 

and mortality in previous studies.
1,3,6,22

 Pregnancy with 

severe haemorrhage may be more likely to be recorded as 

abruptio placentae if the baby dies.  

The observed maternal death rate 1.9% related to 

abruptio placentae in our study is above the maximum 

acceptable rate of 1%.
7
 In our study, women with 

pregnancies complicated by abruptio placentae had six-

fold risk of delivering an infant with low birth weight . 

Similar finding was reported in Uganda.
22

 The high risk 

of low birth weight delivery among women with abruptio 

placentae may be explained by the effect of preterm birth 

due to premature termination of pregnancy performed by 

clinicians due to severity of abruptio placentae or effect 

of intrauterine foetal growth retardation. The risks of 

stillbirth, early neonatal death and perinatal death were 

also higher among women with abruptio placentae as 

compared to women without abruptio. These results are 

in consistent with previous studies.
1,6,9,13,21,23

 It has been 

previously reported that the magnitude of stillbirth is 

dependent on the degree of separation of placentae, 

particularly when it exceeds 50%.
12

 This could be the 

case for some women in the present study, which in turn 

could be the reason for the observed high risk of perinatal 

death and its components. However, the observed excess 

risk in perinatal death may also likely to be caused by 

prematurity and intrauterine foetal growth restriction. It is 

worth noting that the perinatal mortality rate observed in 

our study is 2.8 per 1000 deliveries reported elsewhere.
6
 

Furthermore, patients with abruptio placentae were more 

likely to deliver a baby with low Apgar score at 1
st
 and 5

th
 

minutes respectively. The high risk of low Apgar score 

may be due to prematurity. 

CONCLUSION 

Our study confirmed that chronic hypertension, 

preeclampsia/eclampsia, previous caesarean delivery or 

abruptio placentae and high parity are independent risk 

factors for abruptio placentae. Abruptio placentae are 

associated with adverse maternal and fetal outcomes. Our 

results provide clinicians with important information to 

consider when counselling women during prenatal care 

about the risk factors for abruptio placentae, early 

identification of women at risk of abruptio placentae and 

develop individual follow up plan with specific 

intervention. Improved attendance to antenatal care and 

timely management of these factors may reduce the risk 

of abruptio placentae and associated adverse feto-

maternal outcomes. Furthermore, better equipped 

obstetric and neonatal units to improve both maternal and 

perinatal outcomes in this setting are warranted. 
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