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ABSTRACT

Background: Abruptio placentae contributes significantly to maternal and perinatal morbidity and
mortality globally particularly in the developing world. The role of prevention, early detection and
prompt management in reducing morbidity and mortality associated with this condition cannot be
overemphasized.

Objective: To determine the incidence and feto-maternal outcome of pregnancies complicated by
abruptio placenta in the university of Port Harcourt teaching hospital (UPTH).

Materials and Methods: This was a retrospective study involving all pregnant women who had
abruptio placenta from January 1, 2014 to December 31, 2018. Data on sociodemographic
characteristics, risk factors and fetal and maternal morbidity and mortality were extracted from
patients’ case notes for analysis.

Results: The mean age of the subjects was 31.34+ 3.7 years. The incidence of abruptio placenta
was 0.9%. Multiparity was the most important risk factor seen in 73.8% of cases. Birth asphyxia was
the major perinatal morbidity and occurred in 27.9% of babies whereas 29.5% were stillbirths. There
were 21 perinatal deaths giving a perinatal mortality rate of 344 per 1000 births. The Caesarean
section rate was 78.7%. Thirty-seven (60.7%) had blood transfusion, 28 cases (45.9%) had
postpartum haemorrhage and 26.2% had postpartum anaemia. There was one maternal death
giving a case specific fatality rate of 1.6%.
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Conclusion: Abruptio placentae is associated with adverse maternal and fetal outcome. Lack of
antenatal care, increasing maternal age and multiparity are independently associated with abruptio
placentae and this has significant impact on the fetomaternal outcome. Early diagnosis and prompt
management will significantly improve fetomaternal outcome.
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1. INTRODUCTION

“Abruptio placentae is derived from a Latin word
meaning “rendering asunder of placenta” which
denotes a sudden accident” [1]. Thus, placental
abruption is also known as accidental
haemorrhage.

“By definition, abruptio placentae is a partial or
total separation of a normally situated placenta
after the age of foetal viability but before the
delivery of the foetus” [2,3]. “It is one of the major
causes of antepartum haemorrhage and
accounts for 30% of third trimester bleeding” [4].
‘It is associated with serious obstetrics
complications with antecedent increased risks of
perinatal and maternal morbidity and mortality.
The perinatal mortality from abruptio placentae
ranges from about lin 830 (0.12%) to about
65%, with a fatality rate of about 3%” [5].

“The incidence of abruptio placentae varies
worldwide, with an average of about 0.8-1% of all
pregnancies and 1.2% in twin pregnancies
worldwide” [4,6,7]. The incidence in USA is about
1%, [8] while that in Asia country is about 4.4%,
[9] in Nigeria, it ranges between 0.4% - 0.8%
[4,5,10].

“The exact aetiology of abruptio placenta is
unknown but hypothesis suggest placenta or
vascular abnormality due to failure of secondary
invasion of trophoblastic villi may be responsible”
[4]. “The abnormal pathological separation of a
normally situated placenta from its uterine
attachment results in bleeding from the open
sinuses into the decidua basalis” [2,3]. “This
leads to the development of a retroplacental clot
between the placenta and the decidua basalis,
hence interferes with the supply of oxygen to the
foetus  thereby causing distress. The
haemorrhage may be concealed, revealed or
mixed type” [2,3]. “The concealed type is
particularly dangerous because the amount of
blood loss does not correlate with maternal vital
sign and also, it has been noted to have higher
foetal deaths” [2,3].

Some predisposing factors have been associated
with  abruptio  placentae  which  include

hypertensive disorders of pregnancy, previous
episode of abruptio placentae, extreme of ages

(<20 and >3b5years), multiparity, uterine
overdistention (multiple pregnancy,
polyhydramnios, uterine leiomyoma), use of
tobacco products, cocaine use, uterine

abnormality, blunt abdominal trauma, premature
rupture of membrane, short umbilical cord, blood
clotting disorder and low socio-economic status
[4,6,11].

“The diagnosis is mainly clinical and it is based
on history and examination findings” [2,3,12].
“The most common presentations are painful
vaginal bleeding and abdominal pain” [13,14].
Ultrasound is relatively insensitive for diagnosis
but can be used to exclude placenta praevia
[1,15]. “This is partly because a retroplacental
haematoma is sometimes isoechoic to placenta
on ultrasonography” [1,15]. “MRI is diagnostically
effective and can accurately depict placental
abruption” [15].

A recognised maternal sequel of abruptio
placentae is postpartum haemorrhage. This
could be due to poor uterine contractility as a
result of abruptio or Couvelaire uterus or
Disseminated Intravascular Coagulopathy [1,16].
Other complications associated with abruptio
placentae include shock, consumptive
coagulopathy, acute renal failure, increased
operative delivery and their sequelae and in
some cases maternal death [1,3,16]. Fetal
sequelae include fetal distress, birth asphyxia,
prematurity, severe anaemia, intra-uterine deaths
[16,17].

“Abruptio placentae can re-occur in subsequent
pregnancy. A recurrent rate of 4-12% has been
reported [1]. Some preventive measures include
treatment of maternal hypertension in pregnancy,
prevention of maternal trauma/domestic violence,
avoidance of smoking and substance abuse and
folic acid supplements in pregnancy” [1,18].

“The management of abruptio placentae entails
assessing the patient’s clinical status, amount of
blood loss, foetal maturity, whether the patient is
in labour or not, presence of any complication
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and degree of placental abruption. In most
cases, immediate delivery is imperative either
through vaginal route or by caesarean section”
[1,2,3,18]. “The route of delivery is dependent on
the severity of the abruptio placentae, foetal
condition, state of the cervix and the severity of
the bleeding. Expectant management is rarely
done except in carefully selected cases where
bleeding is slight or has stopped, foetus is alive
with reactive cardiotocography and remote from
term. The goal of such management is to prolong
the pregnancy with hope of improving foetal
maturity and survival without compromising
maternal health” [3,18,19].

2. OBJECTIVES

The objective of this study is to determine the
prevalence and feto-maternal outcome of
pregnancies complicated by abruptio placentae
in the University of Port Harcourt Teaching
Hospital (UPTH) over a 5-year period.

3. MATERIALS AND METHODS

This was a retrospective study carried out in the
department of Obstetrics and Gynaecology of the
University of Port Harcourt Teaching Hospital,
Port Harcourt. Ethical clearance was obtained to
access the patient record from the labour ward.
The file number of patients who had abruptio
placentae were extracted. Their case notes were
retrieved from the medical records department of
the hospital. The case records and antenatal
data of all the women with abruptio placentae
delivered at University of Port Harcourt Teaching
Hospital, Port Harcourt, from 1st January, 2014
to 31% December, 2018 were retrieved and
analysed with respect to their age, parity,
gestational age at presentation, occupation,
booking status, and socio-economic status of the
patient (using a scoring system by Olusanya et
al), [20] risk factors, presenting complaints,
packed cell volume, mode of delivery and the
fetal and maternal complications as well as fetal
outcome (birth asphyxia, birth weight, fetal
demise). Data were entered into a structured
proforma.

The data were analyzed using Statistical
Package for Social Science, IBM SPSS statistics
Version 25. Chi-square (x2) test was employed to
examine the significant association within
variable groups such as parity, socioeconomic
status and booking (booked and unbooked)
status. Unbooked mothers are mothers who did
not receive specialized antenatal care in the

index pregnhancy but later presented in UPTH
following complications while booked mothers
are those who received specialized antenatal
care including those who had antenatal care in
UPTH. Statistical significance was set at p<0.05.
The results are presented as mean with standard
deviations and simple percentages.

4. RESULTS

During the study period a total of 61 cases of
abruptio placentae were managed out of a total
deliveries of 6803, giving an incidence of 0.9%.
The mean age of the patients was 31.34 + 3.70
years. From the results of this study, abruptio
placentae occurred more in the age group of 30-
34 years while patients in the age range of 20-24
years were the least affected as shown in
Table 1.

Also, from the result of this study, the incidence
of abruptio placentae was highest among
traders, accounting for 40.9% of cases and the
lowest incidence was seen amongst students (4,
6.56%). Forty-three (70.5%) were unbooked
patients while 18 (29.5%) were unbooked
mothers.

Women with a parity range of 2-4 were most
affected (36, 59.02%) while the least occurrence
was among grand-multiparous women (9,
14.75%). Women who had had 2 or more
previous deliveries were significantly more likely
to have abrupio placentae (x2 = 2757, P =
0.0000002, Odds ratio = 27.57).

Abruptio placentae was commoner among the
unbooked patients (43, 70.5%), as compared to
the booked patients and the difference was
statistically significant (x2:20.49, P=0.000006,
Odds ratio= 5.71). Unbooked mothers are about
six times more likely to develop abrupio
placentae than booked mothers.

Patient with low socio-economic status had more
occurrence of abruption placentae (44, 72.1%)
as compared with those with high socio-
economic status which had none in this study.
Low socio-economic status was significantly
associated with abruptio placentae (x°=23.98, P
= 0.000001, Odds ratio= 6.70). Women with low
socioeconomic status were seven times more
likely to have abruptio placentae than those with
a higher social class.

Majority of the patients (42, 68.9%) presented
with both vaginal bleeding and abdominal pain as
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shown in Table 3. The mode of delivery of most
of the patient (48, 78.7%) was by Caesarean
section while 13 (21.3%) had vaginal delivery.
The most common maternal complication was
postpartum hemorrhage 28 (49.5%) while the
least was disseminated intravascular
coagulopathy 1(1.6%) as shown in Table 4.

Majority of the patients 37(60.7%) had blood
transfusion. There was one maternal death
giving a case fatality rate of 1.6%. The maternal
death occurred in an unbooked patient who
presented very late to the hospital in irreversible
shock having had massive hemorrhage at the
home of a traditional birth attendant.

Table 1. Socio-demographic characteristics of patients

Characteristics Number (61) % P-Value

Age distribution
20-24 1 1.64
25-29 17 27.87
30-34 25 40.98
>35 18 29.50

Parity distribution
0-1 16 26.23
2-4 36 59.02 0.0000002
>5 9 14.75

Booking Status

Booked 18 29.51
Unbooked 43 70.49 0.000006

Educational level
No formal education 1 1.64
Primary education 12 19.67
Secondary education 33 54.10
Tertiary education 15 24.59

Occupation
Trader 25 40.98
Housewife 16 26.23
Civil servant 8 13.11
Student 4 6.56
Others 8 13.11
Socioeconomic class
Low Class 44 72.13 0.000001
Medium Class 17 27.87
High Class 0 0.00
Table 2. Maternal risk factors for abruptio placentae

Risk factors Number Percentage
Multiparity 45 73.8
Low socio economic status 44 72.1
Maternal blood group O 24 39.3
Severe preeclampsia and eclampsia 14 23.0
Extreme of maternal ages <20 >35 13 21.3
Previous caesarean section 8 131
Idiopathic 6 9.8
Spontaneous rupture of membrane 5 8.2
Previous abruptio placentae 3 4.9
Maternal trauma 3 49
Chronic hypertension 2 3.3
Multiple gestation 2 3.3
Polyhydramnios 2 3.3
Multiple uterine fibroid 1 1.6
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Table 3. Presenting complains of abruptio placentae

Clinical features No %
Vaginal bleeding and Abdominal pain 42 68.9
Vaginal bleeding 9 14.8
Abdominal pain 8 13.1
None 2 3.3

Table 4. Maternal postpartum complications

Complications No %
Post-partum haemorrhage 28 45.9
Post-partum anaemia 16 26.2
Hypovolaemic shock 5 8.2
Puerperal sepsis 5 8.2
Couvelaire uterus 3 4.9
Acute renal failure 2 3.3
Disseminated intravascular coagulopathy 1 1.6
Maternal death 1 1.6

Table 5. Perinatal Outcome and birth weight of babies with abruptio placenta

Parameters No Percentage
Term baby (37-42 weeks) 40 65.6
Normal birth weight (=2.5kg) 38 62.3

Low birth weight (<2.5 kg) 25 41.0
Preterm baby (< 36weeks) 21 34.4

SCBU admissions 20 32.8
Intrauterine death/stillbirth 18 29.5

Birth asphyxia 17 27.9

Early neonatal deaths 3 4.9

The total birth was 63 and there were 45 (73.8%)
live births out of which 17 (27.9%) had birth
asphyxia and 20(32.8%) was admitted into the
special care baby unit (SCBU) as shown in Table
5. There were 21 perinatal deaths (stillbirth and
early neonatal death) giving a perinatal mortality
rate of 344 per 1000 births. The causes of deaths
were severe birth asphyxia and prematurity.
Thirty-four (55.7%) babies were males and
twenty-seven (44.3%) were females.

5. DISCUSSION

Abruptio placentae is a significant cause of
maternal and perinatal morbidity and mortality,
the fetal and maternal outcomes are function of
the duration and severity of abruption.

“The incidence of abruptio placenta in this study
was 0.9% and this is similar to estimates from
other studies” [4-10]. “About 40.9% of the
subjects with abruptio placenta were between the
ages of 30 -34 years and most were para 2 and
above. Advanced maternal age and high parity

are well documented risk factors for abruptio
placenta” [1-3,5]. “This means that an effective
patient education programme coupled with good
family planning services can help in decreasing
the incidence of abruptio placenta in our
community. The majority of patients (70.4%) in
this study were unbooked. Similar result were
reported in other studies” [1,6]. The association
of abruptio placenta with hypertensive disorders
was demonstrated in this study. Twenty-three
percent has severe pre-eclampsia (occurrence of
hypertension with proteinuria in a previously
normotensive, non-proteinuric pregnant mother)
/leclampsia (convulsions in a patient with
preeclampsia) while 3.3% had chronic
hypertension. Similar findings were also reported
in other studies [3,5,14]. This study showed that
low socioeconomic status was the second
leading factor accounting for 72.1% risk. Some
authors have connected low socioeconomic
status to lack of antenatal booking [3]. Such
patient may also be poorly educated and likely to
seek care from traditional birth attendants who
will appreciate the warning signs of abruptio
placentae such as severe hypertension. This
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brings to the fore, the deleterious effect that
poverty, ignorance and low socioeconomic status
have on their obstetric performance.

Other risk factors were multiple pregnancy,
extreme of maternal age, male fetal sex,
previous Caesarean section as was noted in
other studies [4,5,6]. In this study, it was noted
that previous abruptio placenta accounted for
4.9% of cases. This is in tandem with a report
that it had a recurrent rate of 4-12% [1]. “Majority
(78.7%) of patients were delivered by emergency
Caesarean section. This corresponds with other
studies” [1,5,6]. However, some other studies
indicated a larger proportion of patients having
vaginal delivery” [4]. “The reason for the disparity
in the mode of delivery may be due to the status
of the fetus at the time of presentation.
Caesarean delivery is a better option for patients
with abruptio placenta with live baby as this
mode of delivery can reduce the perinatal death
rate by 20-50%” [3,5]. “Vaginal delivery is
preferred when the fetus is dead, mother is
haemodynamically stable with no other
contraindication to vaginal delivery” [2,5].

The most common maternal morbidity noted in
this study was postpartum haemorrhage and
postpartum anaemia. Similar findings were
reported other studies [1,5,16]. Over 60.7% of
patients had blood transfusion. The case fatality
of 1.6% found in this study agrees with that found
in Abuja [5]. “The only maternal death from
abruptio placenta in this study was from an
unbooked patient who presented late to the
hospital in irreversible shock following massive
haemorrhage. This underscores the importance
of early presentation and expert management to
prevent the adverse maternal and foetal
morbidity and mortality associated with abruptio
placenta. Abruptio placenta is often associated
with high perinatal morbidity. It has been
recorded to account for about 1 in 830 (0.12%)
with a case fatality of about 3%” [5]. “In this
study, there were about 21 (34.4%) perinatal
deaths, giving a perinatal mortality rate of 344
per 1000 births. This is higher than that report
Adewole et al.” [5].

6. CONCLUSION

Abruptio placenta is an important pregnancy
complication in UPTH which adversely affect
feto-maternal outcome. Multi-parity, unbooked
status and low socioeconomic factor were
significantly associated with abruptio placentae in
this study. Ensuring specialized antenatal care

and the eradication of poverty will improve the
feto-maternal outcome of abruptio placentae
amongst the study population.
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