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INTRODUCTION: The term "placental abruption" refers to a condition in which the fetus remains within the 

uterus beyond the 20th week of pregnancy, and the placenta separates from the uterine wall, either completely 

or partially [1]. Despite having a low frequency of around 0.4–1%, placental abruption accounts for 10% of 

neonatal fatalities in affluent nations [2,3]. Based on the information at hand, stomach discomfort (occurs in 

70% of instances), vaginal bleeding (occurs in 35–80% of cases), uterine contractions or soreness, and 

anomalies in the fetal heart rate (occurs in 75% of cases) are the most prevalent signs of abruption placenta 

[4]. Mei et al. found a substantial negative correlation between the clinical appearance of abruption placenta 

and worse outcomes for both the mother and the fetus, particularly when the condition was associated with 

stomach discomfort [5]. 

Uterine hypertonicity, non-reassuring fetal heart rate rhythm, and severe vaginal bleeding coupled with tetanic 

uterine contractions are the clinical features of abruption. The exact cause of abruption is unknown, but there 

are a few risk factors that have been linked to the condition, including high parity, advanced maternal age, low 

socioeconomic status, cigarette smoking, abdominal trauma, alcohol use, crack cocaine use during pregnancy, 

maternal hypertension, polyhydramnios, multiple pregnancies, thrombophilia’s and abortive history [4]. 

Unfavorable fetal outcomes are also noted in instances with abruption placenta, and these include intrauterine 
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growth restriction, preterm delivery, low birth weight, fetal distress, poor Apgar score, transfer to the newborn 

intensive care unit, stillbirth, congenital abnormalities, and perinatal mortality, which may range from 4.4 to 

67.3% [6]. In women with placental abruption and intrauterine fetal demise, bleeding during delivery was 

substantially higher with caesarean delivery than during vaginal birth. On the other hand, instances with vaginal 

deliveries had serious complications, including uterine rupture and maternal mortality. Regardless of the 

delivery method, women experiencing placental abruption with intrauterine fetal demise should be managed 

carefully [7,8]. The prevalence of placental abruption is around 6.7% in Pakistani population and most of them 

tend to be asymptomatic, where the diagnosis is made when antenatal hemorrhage starts or done by the 

presence of retro-placental clot postpartum. The purpose of this research is to ascertain the effects on the fetus 

and mother when a pregnant woman presents with placental abruption. This study exclusively evaluated the 

outcomes of placental abruption. However, these have not been documented before. Typically, women with 

placental abruption remain asymptomatic in start and present late when complications start, putting them at risk 

for hazardous outcomes (e.g., anemia, HELLP syndrome, intrauterine fetal death, postpartum hemorrhage or 

preterm birth). Therefore, this study was planned to confirm the extent of problems in local population. So that 

in future, we may counsel females to attend antenatal visits properly to timely diagnose abruption and prevent 

its adverse consequences. This study would not only provide evidence for policymakers but would also alert 

healthcare providers to emphasis on concentrating on this problem. 

 

METHOD:  This descriptive, cross-sectional multi-centric study was conducted at Department of Obstetrics 

& Gynecology, of different hospitals in Lahore for 6 months May 2024 to November 2024. By using 95% 

confidence level, 5% margin of error and percentage of HELLP syndrome i.e. 6.25% among females with 

abruption placenta, sample of 100 cases was calculated [8]. All the females were enrolled by applying 

Nonprobability, consecutive sampling as who fulfilled following selection criteria. Females of age 18-45 years, 

parity <5, presenting at gestational age >24 weeks (assessed by their LMP) diagnosed with placental abruption 

were enrolled in the study. Females do not want to take part in study, placenta previa or accreta, lower genital 

tract, with bleeding disorders were excluded from the study. 

Placental abruption was defined as separation of placenta from uterine wall due to maternal high blood 

pressure, abdominal trauma and substance misuse. Females present with painful vaginal bleeding. On 

examination, the uterus may be tense and painful on palpation were enrolled in the study. Prior written informed 

consent was obtained. Name, age, parity, BMI, gestational age, length of symptoms, and reason of anemia and 

abruption placenta were among the demographic characteristics that were also recorded. Maternal anemia was 

checked in females, and HELLP syndrome was identified. Anemia was labeled as if hemoglobin level of mother 

was <10 g/dl in last trimester. Cardiotocography was used on females to assess the fetal status. Intrauterine 

death was recorded on cardiotocography if there was no fetal movement or heart rate seen on 2-4 occasions. 

After that, the manner of delivery was observed, and the females were monitored till delivery. Preterm birth was 

identified as occurring before the full 37 weeks of gestation. If vaginal birth takes place, the vaginal delivery was 

labelled as successful. A stillbirth was also reported to have occurred. Females were sent to post-delivery wards 

after giving birth, where they received 24-hour follow-up care. A diagnosis of postpartum hemorrhage was made 

if the amount of blood loss was more than 500 milliliters in less than two hours after vaginal delivery and blood 

loss was more than 1000 milliliters in less than two hours after cesarean section. It was also observed that there 

was uterine atony. The whole hospital stay was recorded. This data was all entered into proforma records. 

Statistical Analysis: All data was entered into and analyzed in SPSS v. 25.0. Mean and standard deviation were 

calculated for age, BMI, gestational age, duration of hospitalization Frequency and percentage were calculated 

for parity, preterm delivery, maternal anemia, mode of delivery, postpartum hemorrhage, uterine atony, HELLP 

syndrome, still birth. Chi-square test was applied for comparison, keeping p-value ≤0.05 as significant. Ethical 

approval was taken from Central Park Teaching Hospital, Lahore (ERC letter number: 1482, dated 31-5-2024.). 

 

RESULTS: The mean age of females was 31.51 ± 7.70 years. The mean BMI was 25.30 ± 4.14 kg/m2. The 

mean gestational age at presentation was 30.70 ± 3.42 weeks. Out of 100 females, 27 (27%) were primiparous 

while 73 (73%) were multiparous. Out of 100 females, 52 (52%) females had booked status and were following 

antenatal visits properly, while 48 (48%) were un-booked females and present in emergency. The mean 

duration of abruption symptoms was 5.16 ± 1.48 days. Table 1The major cause of abruption was anemia 36 
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(36%), followed by pregnancy-induced hypertension 33 (33%), abnormal amniotic fluid index 28 (28%) and 

trauma (3 (3%). Fig 1 
 

Table 1: Baseline Information of Females Enrolled in the Study: 

 
Study Variables (n=100)  F (%)/ mean ± SD 

Age (years)  31.51 ± 7.70 

BMI (kg/m2) 
 

25.30 ± 4.14 

Gestational age (weeks) 
 

30.70 ± 3.42 

Parity Primiparous 27 (27%) 

 
Multiparous 73 (73%) 

Booking status Booked 48 (48%) 

 
Unbooked 52 (52%) 

Duration of symptoms (days)  5.16 ± 1.48 

 

 
Fig-1: Cause of abruption in presenting females (n = 100) 

 
On fetal surveillance, intrauterine death was noted in 4 (4%) cases. Preterm delivery occurred in 56 (56%) 

cases and still birth was noted in 8 (8%) cases. Table 2 

Table 2: Outcome of Females with Placental Abruption: 

 
Outcomes of Patients (n=100) F (%), mean ± SD 

HELLP syndrome 15 (15%) 

Intrauterine death 4 (4%) 

Preterm delivery 56 (56%) 

Still birth 8 (8%) 

Blood loss (ml) 887.89 ± 564.94 
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Postpartum hemorrhage 40 (40%) 

Uterine atony 17 (17%) 

Hospital stay (days) 4.29 ± 1.67 
 

 
On clinical examination, HELLP syndrome was detected in 15 (15%) females. All females underwent delivery 

through cesarean section (100%), and mean blood loss was noted as 887.89 ± 564.94 ml. There were 40 (40%) 

who developed Postpartum hemorrhage after delivery. Uterine atony occurred in 17 (17%) females which was 

later controlled. The mean hospital stay of females was 4.29 ± 1.67 days. Table 2. Among booked and 

unbooked females, outcome of booked females was better than unbooked females, although the difference 

was insignificant (p-value >0.05) on appliance of chi-square test as explained in Table 3. 

Table 3: Comparison of Outcome in Booked and Unbooked Females: 

 
 

 
Study Variables 

 
n(%) 

  

 
p-value 

 
Unbooked (n=)52 Booked (n=48) 

 

HELLP syndrome 7 (13.5%) 8 (16.7%) 0.654 

 
Intrauterine death 

 
2 (3.8%) 

 
2 (4.2%) 

 
0.935 

 
Preterm delivery 

 
30 (57.7%) 

 
26 (54.2%) 

 
0.723 

Still birth 7 (13.5%) 1 (2.1%) 0.036 

Postpartum hemorrhage 19 (36.5%) 21 (43.8%) 0.462 

Uterine atony 

Hospital stay >3 

 
7 (13.5%) 

 
31 (59.6%) 

 
10 (20.8%) 

 
28 (58.3%) 

0.327 
 

 
0.896 

 

DISCUSSION:  In this study, it was indicated that the average length of time abruption symptoms persisted 

was 5.16 ± 1.48 days. Anaemia 36 (36%), pregnancy-induced hypertension 33 (33%), abnormal amniotic fluid 

index 28 (28%) and trauma 3 (3%), were the leading causes of abruption. Upon clinical examination, it was 

found that 15 (15%) of the female patients had HELLP syndrome, 4 (4%) had intrauterine death, 56 (56%), had 

preterm delivery, 8 (8%) had stillbirths, 40 (40%) had postpartum haemorrhage, and 17 (17%) had uterine 

atony. Memon et al., conducted a similar study and observed that the key risk factors were preterm membrane 

rupture, low birth weight foetus, anaemia, multiple gestations, multigravidity, pregnancy-induced hypertension, 

pre-eclampsia, and recurrent caesarean sections. We also observed few of them in our study. Anaemia, 

pregnancy-induced hypertension; abnormal amniotic fluid index; and trauma were the leading causes of 

abruption in our studied population. Accordign to study by Memon et al., among the 83% of women with 

placental abruption who were anaemic, 91% got blood transfusions [9]. 

According to Siddique et al., 34% of infants were stillborn or died in utero, while 66% of newborns were delivered 

alive. The foetal outcome was influenced by the gestational age at presentation. Sixty-six percent of the 30 

newborns that appeared before 32 weeks of gestation were stillbirths or intrauterine deaths. Of the patients, 

42% underwent a caesarean section and 58% gave birth vaginally. Of the patients, 32% had grade I abruption 

and 34% suffered grade 3 abruption. In 18% of cases, there were postpartum haemorrhages. They came to 

the conclusion that all labour ward personnel needed to be knowledgeable about the origins, symptoms, and 



Feto-maternal Consequences of Placental Abruption: A Multi-center Study… 

220 | P a g e 

 

 

 

consequences of diseases, and that prompt action might assist lower the morbidity and death rates for mothers 

and newborns [10]. 

Siddiqui et al., found in a different research that abruptio placentae had considerably higher rates of perinatal 

death and stillbirths (52.97% against 18.18% and 534/1000 versus 230/1000, respectively; p < 0.01). In abruptio 

placentae, there were also noticeably more near-miss occurrences (22.27% vs 11.18%; p < 0.01). Abruptio 

placentae also had considerably higher rates of hypovolemic shock and coagulation failure (p < 0.05) [11]. 

Although it is a relatively uncommon occurrence, placental abruption has to be managed quickly. Most placental 

abruptions happen before to 37 weeks of gestation. One of the main causes of neonatal death and maternal 

morbidity is placental abruption. The woman who has placental abruption faces many risks, including bleeding 

disorders, particularly disseminated intravascular coagulopathy, hysterectomy, haemorrhage and the 

requirement for blood transfusions, and renal failure. Sheehan syndrome and postpartum pituitary gland 

necrosis may arise from them [12,13]. 

In addition to being far more prevalent, maternal anaemia and excessive blood loss were also seen in females 

with placental abruption. When only patients who had undergone caesarean sections were included, no 

statistically significant variations in blood loss were seen across the groups. Uterine atony or subatony instances 

were not seen [8]. It is important to note that the implications of placental abruption, regrettably, extend far 

beyond the perinatal stage and impact the long-term prognosis for mothers. Numerous regional investigations, 

meta-analyses, and a newly released umbrella review all indicated an elevated risk of cardiovascular morbidity 

and death [14]. Despite the lack of clarity around the association between cardiovascular illnesses and 

placental abruption, the extensive literature suggests that the two ailments may have an etiological component. 

Patients who had a history of placental abruption also had a decreased risk of breast cancer and a greater risk 

of lung cancer, according to findings recently presented by Riihimaki et al [15]. They were also more likely to 

die and had a tendency to pass away earlier than women without a history of placental abruption [16]. 

Placental abruption has also been linked in a number of studies to lower birth Apgar scores, a higher risk of 

cerebral palsy, neonatal hypoxic-ischemic encephalopathy, intracranial hemorrhage, coagulation dysfunction, 

breathing difficulties, longer hospital stays, and a higher frequency of intensive care unit admissions [17-19]. 

There exists a correlation between the proportion of prematurely split placenta and the severity of newborn 

problems [20,21]. In our investigation, 8 still births were found during delivery, out of which 7 were from 

unbooked group. Nevertheless, other investigators have shown higher rates of stillbirth and neonatal mortality 

in cases of placental abruption. It's interesting to note that placental abruption also increased overall mortality 

in children, who mostly survived, by 10-fold in the first year of life (28–365 days) and 15-fold in the newborn 

period (0–27 days), with the rise continuing to be substantial even after the period of time that the children were 

born occurred [22,23]. 

This was a multi-centric study. But for a multi-centric study, the sample size was very small. During study period, 

we also observed few other rare complications. But could not be recorded. So in future studies, comparative 

studies should be done to calculate risk of complications de to placental abruption with larger number of cases. 

In future, proper screening methods and awareness programs should be introduced to make females aware of 

the placental abruption and prevent its consequences. 

 
CONCLUSION: In this study, we observed that the risk of adverse feto-maternal consequences are high in 

females having placental abruption, especially preterm delivery and post-partum hemorrhage. These 

complications are alarming. Now in future, we will advise females with risk of placental abruption or present 

with placental abruption to take special care in order to prevent feto-maternal adverse consequences. 
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