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ABSTRACT

Objective: To determine the fetomaternal outcome of placental abruption.

Study Design: Cross-sectional study

Place and Duration of Study: This study was conducted at the Department of Obstetrics & Gynae Unit A, Ayub
Teaching Hospital, Abbottabad from January, 2020 to June, 2020.

Materials and Methods: A total of 115 women were enrolled. Non-probability purposive sampling. Pregnant
females with 24 to 40 weeks of gestation and age group from 20 to 45 years with any gravidity or parity were
included in the study. Patient with RTA, renal disease and thrombopbhilia /ITP, were excluded from the study.
Written informed consent was taken from all samples. The women were observed closely and their outcome was
recorded. Descriptive data was obtained related to age and parity. Frequency and percentage was also deduced. Chi-
square test was performed. All data was tabulated.

Results: Mean age was 29.0% 3.27 years. 20(17%) patients had shock, 35(30%) patients had PPH, 9(8%) patients
developed DIC/Coagulopathy and 7 (6%) patients were transferred to ICU while 5 (4%) patients had maternal death.
Whereas 51(44%) fetuses had low birth weight, 60(52%) fetuses were still born and 19(17%) had neonatal death.
Conclusion: Our study concludes that placental abruption has significant maternal and perinatal morbidity and
mortality.
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INTRODUCTION

Placental abruption is flowing of blood in uterus due to
separation of placenta before its normal time of
segregation. It occurs after 5 months of pregnancy. No
pathology is seen with respect to attachment of
placenta. The segregation may be whole of the placenta
or some part of it'. This abnormality takes place at a
low percentage in countries like USA or UK. In
underdeveloped countries this percentage is more.
Resultantly the fatal outcome percentage is more in
these countries™2. There are multiple risk factors which
lead to this fatal abnormal condition.
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A few of them include age of mother above 40 years,
multiple previous pregnancies, poor families, blowing
of cigrette, nutritional deficiencies, elevation of blood
pressure of mother, thrombus formation, addiction,
sever injuries to abdomen, etc®5. In a few cases no
obvious reason is found®.

How mother will be affected depends upon percentage
of segregation of placenta. Segregation may be
complete or partial. It may lead to hemorrhagic shock
which further needs to giving blood to overcome loss.
Internal bleeding may lead to clot formation. Renal
failure may be one of its complications. Sometimes
uterus is removed to save life of the mother’.

Fetus is also affected very badly. Fetus may be small
for date, early delivery, still born and dead born are also
seen as its complication. Lack of oxygen inhalation is
another result of such abnormality?.

Pain in lower abdomen, blood flow through vagina,
pain on palpation of lower abdomen is leading sign and
symptoms. Confirmation of this abnormality can be
made by doing abdominal ultrasound. Retroplacental
clot confirms placental abruption®.

The fatal outcomes of this pathology can be overcome
by proper antenatal examination in routine. By giving
folic acid supplement. If there is accompanying raised
blood pressure or glues levels then they must be under
control. Health education regarding limiting number of
babies is another preventive measure®®.

In Pakistan the percentage of occurrence of this
abnormality is about seven. Most of these cases show
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no sign other than abrupt collapse of pregnant female. It
is frequent in remote areas of Pakistan®!. This study will
get data about the incidence of this condition in the area
of Abbottabad. That will further help to find out the
most commonly occurring complication in both mother
and fetus which will help to take proper preventive
measures to reduce fatal outcome.

MATERIALS AND METHODS

Study Design: Cross-sectional study.

Study Place: This study was carried out at Department
of Obstetrics & Gynae Unit A, Ayub Teaching
Hospital, Abbottabad.

Study Duration: 6 months (1-1-2020 to 30-6-2020).
Sample Size: A total of 115 women were enrolled.
Sampling Technique: Non-probability purposive
sampling.

Selection criteria: Inclusion criteria:  Pregnant
females with placental abruption, 24 to 40 weeks of
gestation and age group from 20 to 45 years with any
gravidity or parity were included in the study.
Exclusion criteria: Patient with RTA,renal disease and
thrombophilia/ITP, were excluded from the study.
Data Collection: Written informed consent was taken
from all samples. The women were observed closely

A total of 115 patients were included in the study to
determine the fetomaternal outcome of placental
abruption.

Age distribution among 115 patients was analyzed as
49(43%) patients were in age group 20-30 years while
66(57%) patients were in age group 31-40 years. Mean
age was 29 years with standard deviation + 3.27.

Parity among 115 patients was analyzed as 30(26%)
patients were primipara, 60(52%) patients were
multipara, and 25(22%) patients were grand multipara.
Mode of delivery among 115 patients was analyzed as
59(51%) patients had vaginal delivery whereas
56(49%) patients had caesarean section.

Maternal outcome among 115 patients was analyzed as
20(17%) patients had shock, 35(30%) patients had
PPH, 9(8%) patients had DIC/Coagulopathy, 7(6%)
patients was transferred to ICU while 5(4%) patients
had maternal death.

Fetal outcome among 115 patients was analyzed as
51(44%) had low birth weight, 60(52%) had still birth,
19(17%) had neonatal death.

Stratification of maternal and fetal outcome with age
and parity is given in table no 1-4.

Table No.1: Stratification of maternal outcome with
respect to age (n=115)

and their outcome was recorded. The patients were Maternal 20-30 | 31-40 | Total | P value
managed according to unit protocol. Data regarding Outcome years | years
age, parity, outcome with respect to mother as well as Shock Yes 9 11 20 0.8119
fetus was collected. No 40 55 95
Statistical analysis: Date was analyzed using SPSS PPH Yes 15 20 35 | 0.7621
version 20.Descriptive data of age, parity and outcome No 34 40 80
was obtained. Frequency, percentage and standard DIC Yes 4 5 9 0.9076
deviation of all the variables was obtained. Data was No 45 61 106
stratified by age and parity with respect to outcome. To IcuU Yes 3 2 7 0.9890
know significant difference of outcome variable N 6 62 108 '
between different ages and parity, chi-square test at 5% °
significance level was performed Maternal | _Yes 2 3 S 0.9039
' Death No 47 63 110
RESULTS Total 49 66 115
Table No.2: Stratification of maternal outcome with respect to parity (115)
Maternal Outcome Primi para Multi para Grand Total P value
Multi para
Shock Yes 5 10 5 20 0.9271
No 25 50 20 95
PPH Yes 9 19 7 35 0.9437
No 21 41 18 80
DIC Yes 2 5 2 9 0.9615
No 28 55 23 106
ICU Yes 2 4 1 7 0.8854
No 28 56 24 108
Maternal Yes 1 3 1 5 0.9310
Death No 29 57 24 110
Total 30 60 25 115
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Table 3: Stratification of fetal outcome with respect
to age (n=115)

Fetal Outcome | 20-30 |31-40 | Total| P value
years |years
Low | Yes 22 29 51 0.9185
birth | No 27 37 64
weight
Still | Yes 26 34 60 0.8696
birth | No 23 32 55
Neonatal| Yes 8 11 19 0.9612
Death | No 41 55 96
Total 49 66 115
DISCUSSION

Our study shows that among 115 patients, 49(43%)
patients were in age group 20-30 years while 66(57%)

patients were in age group 31-40 years. Mean age was
29 years with standard deviation + 3.27. Thirty (26%)
patients were primipara, 60(52%) patients were
multipara, and 25(22%) patients were grand multipara.
Fifty nine (51%) patients had vaginal delivery whereas
56(49%) patients had caesarean section. Twenty (17%)
patients had shock, 35(30%) patients had PPH, 9(8%)
patients had DIC/Coagulopathy, and 7 (6%) patients
were transferred to ICU while 5 (4%) patients had
maternal death. Whereas 51(44%) fetuses had low birth
weight, 60(52%) had still birth, 19(17%) had neonatal
death. In a study it was found that most of the newborn
delivered to a mother with placental abruption needed
life saving measures to save apnea, asphyxia,
respiratory distress syndrome and prolong hospital
stay??.

Table No.4: Stratification of fetal outcome with respect to parity (n=115)

Fetal Outcome Primi Para Multi para Grand Total P value
Multi para

Low birth weight Yes 13 27 11 51 0.9880
No 17 33 14 64

Still birth Yes 16 31 13 60 0.9887
No 14 29 12 55

Neonatal Death Yes 5 10 4 19 0.9968
No 25 50 21 96
Total 30 60 25 115

Maternal complications depend upon severity of
placental abruption and include shock (20%), need for
blood transfusion (50%), coagulopathy (08%),
postpartum hemorrhage (32%) which can lead to acute
tubular necrosis, transfer to ICU (10%), maternal death
(05%) and peripartum hysterectomy due to couvelaire
uterus (25%). On the basis of complete or incomplete
segregation of placenta, the mother experienced
bleeding through vagina, multiple clot formation in the
blood vessels and kidney failure in descending order?.
Almost same mean age (28) of females with placenta
abruption was found in a study carried out in China.
More than fifty percent were multipara. Seventy three
percent of total females underwent cesarean section.
Almost thirty two percent showed couvelaire uterus and
almost twenty percent showed asphyxia®4.

In a study brought out in Sweden, it was found that less
than one percent females were primigravida. They
showed rise in blood pressure and glucose levels®™. A
research performed in Holland showed that fatal
complication was fits in newborn®. A study indicated
that if detachment of placenta is large enough it leads to
death of fetus. There will be bleeding abnormalities
along with clot formation in blood vessels.

Similar findings were observed in another study
conducted by Abbasi et al., in which a total number of
women admitted in labor ward were 2563. Among
these, 48 patients (1.87%) had abruption placenta. The
patients belonged to the age group ranging from 21-40

years. Most of the women were in the age group 21-30
(31-08%). Most of the women (62.5%) who presented
with abruption placenta were para'’. The maximum
percentage of the women who presented with abruption
placenta had gestational age >36 weeks®. The reasons
leading to placental abruption vary in different
geographical areas of the world?®.

CONCLUSION

Our study concludes that frequency of shock was found
in 20(17%) patients, 35(30%) patients had PPH, 9(8%)
patients had DIC/ Coagulopathy and 7(6%) patients
were transferred to ICU while 5(4%) females died.
Whereas 51(44%) fetuses had low birth weight,
60(52%) had still birth, 19(17%) had neonatal death.
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