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HIGHLIGHTS ABSTRACT

· Abruption caused severe morbidity.   

· Hypertension was major risk factor.     

· Transfusions were universally required. .   

· Perinatal mortality remained high.  

· Early diagnosis improved outcomes.

Introduction: Placental abruption is a significant obstetric emergency and a leading 

cause of antepartum hemorrhage, characterized by premature separation of the 

placenta from the uterine wall. It is associated with high maternal and perinatal morbi-

dity and mortality, particularly in developing countries. This study aims to evaluate 

the fetomaternal outcomes in cases of placental abruption. Aims & Objectives: To 

evaluate the clinical presentation, risk factors, management, and fetomaternal 

outcomes in patients with placental abruption. Material & Methods: This 

retrospective case series was conducted at a tertiary care center over six months 

(January to June 2025). A total of nine pregnant women diagnosed with placental 

abruption were included. Clinical presentation, risk factors, management, and 

maternal and fetal outcomes were analyzed and summarized. Results: Most patients 

were aged 21–35 years. Hypertensive disorders of pregnancy and polyhydramnios 

were the most common risk factors. The predominant presenting symptoms included 

vaginal bleeding, abdominal pain, and decreased or absent fetal movements. Many 

patients had anemia, tachycardia, and elevated blood pressure. Emergency cesarean 

section was performed in cases with a live fetus, while vaginal delivery was preferred 

in stable patients with intrauterine fetal demise. Blood loss ranged from 1 to 2.5 liters, 

and all patients required blood transfusions. Maternal complications included 

postpartum hemorrhage, acute kidney injury, disseminated intravascular coagulation, 

and one case required peripartum hysterectomy. Perinatal outcomes were poor, with a 

high incidence of intrauterine fetal death and an overall mortality rate of 67%. 

Conclusion: The Placental abruption remains a life-threatening condition with 

significant adverse maternal and perinatal outcomes. Early diagnosis, timely referral, 

adequate antenatal care, and availability of blood transfusion services are crucial in 

improving the survival and reducing complications.
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INTRODUCTION

Placental abruption, also known as abruptio placentae, is a 

serious obstetric complication characterized by the premature 

separation of a normally implanted placenta from the uterine 

wall before delivery of the fetus. It remains one of the leading 

causes of antepartum hemorrhage and contributes significantly 

to maternal and perinatal morbidity and mortality worldwide. 

The condition presents as a clinical spectrum ranging from mild, 

asymptomatic separation to severe cases associated with catas-

trophic hemorrhage, disseminated intravascular coagulation 

(DIC), and fetal demise [1,2].

The reported incidence of placental abruption varies geographi-

cally, with approximately 0.5–1% in developed countries and up 

to 3-4% in developing regions. This disparity is largely attributed 

to differences in antenatal care, nutritional status, prevalence of 

hypertensive disorders, and accessibility to healthcare facilities. 

Despite advances in obstetric care, placental abruption continues 

to pose a significant challenge, particularly in low resource sett-

ings [3,4].

The pathophysiology involves bleeding into the decidua basalis, 

usually due to rupture of the uterine spiral arteries, leading to the 

formation of a retroplacental hematoma. This results in varying 

degrees of placental separation and compromised fetoplacental 

circulation. Clinically, placental abruption is classified into 

revealed, concealed, or mixed types. In revealed abruption, 

blood escapes through the cervix, while in concealed abruption, 

blood accumulates behind the placenta without visible vaginal 

bleeding, often leading to delayed diagnosis and worse outcomes 

[5,6]. 

Several risk factors have been identified, including hypertensive 
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disorders of pregnancy (such as preeclampsia and chronic hyper-

tension), anemia, polyhydramnios, trauma, smoking, advanced 

maternal age, and previous history of abruption. Among these, 

hypertensive disorders remain the most significant and consiste-

ntly reported association. Poor antenatal care and maternal 

malnutrition further exacerbate the risk, particularly in rural 

populations [7]. Clinically, patients typically present with vagi-

nal bleeding, abdominal pain, uterine tenderness, and decreased 

or absent fetal movements. Maternal hemodynamic instability, 

tachycardia, & hypertension may also be present. In severe cases, 

complic-ations such as hypovolemic shock, DIC, acute kidney 

injury (AKI), & postpartum hemorrhage (PPH) may occur. Fetal 

complications include intrauterine fetal demise (IUFD), preterm 

birth, low birth weight, and neonatal asphyxia [8,9].

Early diagnosis is primarily clinical, supported by ultrasound 

findings, although imaging may not always detect concealed 

hemorrhage. Prompt management is crucial and depends on the 

severity of abruption, gestational age, and maternal-fetal 

condition. Immediate delivery, often via emergency lower 

segment cesarean section (LSCS), is indicated in cases with live 

fetus and maternal instability, whereas vaginal delivery may be 

preferred in cases of IUFD with favorable conditions [10,11].

Given the high burden of adverse outcomes associated with 

placental abruption, especially in developing settings, it is esse-

ntial to evaluate fetomaternal outcomes and identify modifiable 

risk factors. Retrospective studies provide valuable insights into 

clinical presentation, management patterns, and outcomes, 

helping to improve protocols and preparedness. Fetomaternal 

outcomes and complications related to placental abruption 

(Figure 1).

Figure 1: Schematic representation of fetomaternal outcomes and complications associated with placental abruption.
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The present retrospective study aims to analyze the fetomaternal 

outcomes in cases of placental abruption managed at a tertiary 

care center. By examining clinical profiles, risk factors, mana-

gement strategies, and outcomes, this study seeks to highlight 

key determinants of morbidity and mortality and emphasize the 

importance of timely intervention, multidiscip-linary care, and 

improved antenatal surveillance in reducing adverse outcomes.

MATERIALS & METHODS 

This case series study was conducted at a tertiary care centre, 

KIMS, koppal from January 2025 to June 2025. Ethical 

approval has been obtained from the Ethical Approval Committ-

ee of KIMS, koppal.

Study Population

This retrospective case series included nine pregnant women 

diagnosed with placental abruption. Women of varying ages, 

predominantly between 21 and 35 years, presenting with 

clinical features such as vaginal bleeding, abdominal pain, and 

altered fetal movements were considered. Cases with associated 

risk factors like hypertensive disorders and polyhydramnios 

were also included to assess fetomaternal outcomes in this study 

group.

Data Analysis

Data were analyzed descriptively and presented in tabular form, 

focusing on maternal and perinatal outcomes. Variables such as 

age distribution, risk factors, clinical presentation, mode of 

delivery, complications, and transfusion requirements were 

examined. Frequencies and proportions were used to summar-

ize findings, including incidence of postpartum hemorrhage, 

ICU admission, and perinatal mortality. Comparative statistical 

tests were not applied due to small sample size, and results were 

interpreted based on observed clinical patterns overall.

RESULTS

A retrospective study of fetomaternal outcome in placental 

abruption showed that most cases occurred in women aged 

between 21 and 35 years, with a total study size of 9 cases inclu-

ded in the analysis. Placental abruption identified several asso-

ciated risk factors, with hypertensive disorders of  pregnancy 
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ved, while anemia was present in most patients. Thrombo-

cytopenia was seen in some cases, and coagulopathy was noted 

in selected patients (Figure 2). Placental abruption showed that 

the most common presenting complaint was per vaginal 

bleeding, with abdominal pain also frequently reported. Many 

patients presented with decreased or absent fetal movements, 

and the duration of symptoms ranged from 30 minutes to 5 

hours and 40 minutes. Increased blood pressure was observed in 

the majority of cases, and tachycardia was a common clinical 

finding (Table 1). Placental abruption indicated that 

management was tailored according to the clinical condition, 

with cases involving a live fetus and unstable maternal or fetal 

status managed by emergency lower segment cesarean section 

(LSCS), while stable patients with intrauterine fetal death 

(IUFD) and a favorable cervix were managed by vaginal 

delivery (Table 2). Placental abruption showed that estimated 

blood loss ranged from 1 to 2.5 liters, with retroplacental clots 

observed in all cases. All patients required packed red blood cell 

(PRBC) transfusion, and additional transfusions such as 

random donor platelets (RDP) and fresh frozen plasma (FFP) 

were administered in cases complicated by coagulopathy 

(Table 3). Postpartum hemorrhage was observed in all patients, 

while acute kidney injury occurred in some cases. Severe cases 

required ICU admission, and prolonged hospital stay was 

common. One case required peripartum hysterectomy, while 

shock and disseminated intravascular coagulation were 

reported in one to two cases each. Despite these complications, 

all mothers were eventually discharged with supportive care 

(Table 4). Intrauterine fetal death was the most frequent 

perinatal outcome, while preterm live births often required 

neonatal intensive care. The overall perinatal mortality rate was 

found to be 67 percent (Table 5). Placental abruption 

demonstrated that cases with severe abruption and instability 

were associated with high maternal morbidity, including post-

partum hemorrhage, need for ICU care, and blood transfusion, 

with intrauterine fetal death being common. Moderate cases 

managed with timely intervention and transfusion support 

showed the possibility of preterm survival, while stable cases 

with intrauterine fetal death were associated with favorable 

maternal recovery despite fetal loss (Table 6).

Table 1: Clinical Presentation

Symptom / Sign Description 
PV bleeding

 
Most common presenting complaint

 
Abdominal pain

 
Frequently reported

 Decreased/absent fetal movement

 

Common presentation

 Duration of symptoms

 

30 minutes to 5 hours 40 minutes

 
Increased BP

 

Seen in majority

 
Tachycardia

 

Common finding

 

 

Table 2: Case-Based Management Approach

Case Type / Condition Management Approach 
Live fetus

 
with unstable condition

 
Emergency LSCS

 Stable patient with IUFD + favorable cervix

 
Vaginal delivery
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Figure 2: Risk Factors Associated with Placental AbruptionGroup Control Case 

Count  85 85 

Mean 56 58.8 

Std Dev 8.9 7.2 

Min 46 46 

25% 50 54 

Median  52 59 

75% 61 64 

Max 81 78 

P-Value  0.024  
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Figure 2: p53 Positive - High Power View

Figure 3: p53 Negative Expression

Table 3: Intraoperative & Hematological Findings

Table 4: Maternal Outcomes (Case-wise Complications)

Parameter Observation 
Estimated blood loss

 
1–2.5 liters

 Retroplacental clot

 

Seen in all cases

 
Blood transfusion

 

PRBC required in all patients

 

Additional transfusion

 

RDP & FFP in coagulopathy cases

 

 

Maternal Outcome / Case Type Description 
Postpartum hemorrhage (PPH) Seen in all patients 

Acute Kidney Injury (AKI)
 

Observed in some cases
 

ICU admission
 

Required in severe cases
 Prolonged hospital stay

 
Common

 Peripartum hysterectomy

 
1 case

 Shock

 

1–2 cases

 Disseminated Intravascular Coagulation (DIC)

 

1–2 cases

 Final outcome

 

All mothers discharged with supportive care

 

 
Table 5: Perinatal Outcomes (Case Distribution)

Outcome Type Description 
Intrauterine fetal

 
death (IUFD)

 
Most frequent outcome

 Preterm live birth

 

Required NICU care

 Perinatal mortality rate

 

67%

 

 

Table 6: Summary of Case Outcome Patterns

Case Category Maternal Outcome Fetal Outcome 
Severe abruption + instability High morbidity (PPH, ICU, transfusion) IUFD common 

Moderate cases with intervention
 

Managed with transfusion support
 

Preterm survival possible
 

Stable IUFD cases
 

Favorable maternal recovery
 

Fetal loss
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The bar graph highlights that Point-of-Care Ultrasound 

(POCUS) significantly reduces diagnostic time across 

various maternal emergencies. The greatest time saving is 

seen in ectopic pregnancy (55 minutes), followed by 

Figure  1: A xial  CECT  Chest  Images Demonstrating a  Large  Homogenous  Soft T issue  

Mass  in  the  Mediastinum  with  Encasement  of V ascular  Structures  and  Mass  Effect
Figure 2: Chief Complaints of Patients with Cerebrovascular Accident

In cerebrovascular accident patients, most had a gradual onset of symptoms (65%), while a smaller proportion (35%) experienced 

a sudden onset

Table 4: BMI of Patients with Cerebrovascular Accident
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Symptoms No. of patients Percentage (%) 

Pain abdomen 123 60.2 

Fever 100 49 

Jaundice 69 33.8 

Others (Cough, 

Diarrhea, altered sensorium) 

18 8.8 

 

 
Addiction  

No of Patients   
p-value  

Total  N (%)  
Alcohol  105(51.47)  0.0544  

Tobacco  70(34.31)  0.203  

 

DISCUSSION

Placental abruption remains a life-threatening obstetric emergen-

cy with significant implications for both maternal and fetal 

outcomes. Ananth CV, et. al; 1996, highlighted the strong 

association between hypertensive disorders of pregnancy and the 

occurrence of placental abruption. In this study, the majority of 

patients belonged to the age group of 21–35 years, which 

corresponds to the peak reproductive age, similar to observations 

in other developing country settings [13,14].

Hypertensive disorders emerged as the most prominent risk 

factor, reinforcing the pathophysiological role of vascular 

compromise and endothelial dysfunction in the development of 

abruption. Polyhydramnios and anemia were also noted as 

contributing factors, with anemia being highly prevalent among 

the study population. Maternal anemia not only predisposes to 

poor placental perfusion but also worsens outcomes in the event 

of hemorrhage, thereby increasing the need for transfusion and 

critical care [15,16].

The clinical presentation in this study was typical, with vaginal 

bleeding, abdominal pain, and decreased fetal movements being 

the most common symptoms. However, the variability in the 

duration of symptoms from as early as 30 minutes to several hou-

rs emphasizes the unpredictable nature of the condition and the 

importance of early recognition. The presence of hypertension 

and tachycardia in most patients indicates significant maternal 

hemodynamic stress at presentation [17].

Spahn DR & Rossaint R. 2005, supported the severity of the 

condition, with widespread anemia and occasional thrombocyto-

penia and coagulopathy. These findings are indicative of ongoing 

blood loss and consumptive coagulopathy, particularly in severe 

cases. The universal requirement for blood transfusion in this 

study underscores the critical need for readily available blood 

products in managing such emergencies [18].

Management strategies were largely dictated by fetal viability 

and maternal condition. Emergency cesarean section was 

performed in all cases with a live fetus or maternal instability, 

aligning with standard obstetric guidelines. Vaginal delivery was 

reserved for cases of intrauterine fetal demise with favorable 

cervical conditions. The presence of retroplacental clots in all 

cases confirms the diagnosis and reflects the severity of placental 

separation [19,20].

Maternal outcomes in this study were marked by a high incidence 

of postpartum hemorrhage, which was observed in all patients. 

This is consistent with the known association between placental 

abruption and uterine atony or coagulopathy. Other complicati-

ons such as acute kidney injury, ICU admission, and prolonged 

hospitalization further highlight the systemic impact of the 

condition. The occurrence of peripartum hysterectomy in one 

case indicates the severity of hemorrhage and the need for life-

saving surgical intervention. Despite these complications, the 

absence of maternal mortality suggests effective management 

and timely intervention at the tertiary care center [21].

Perinatal outcomes, however, remained poor, with a high incide-

nce of intrauterine fetal demise and an overall perinatal mortality 

rate of 67%. This is comparable to other studies conducted in 

similar settings, where delayed presentation and limited antenatal 

surveillance contribute to adverse fetal outcomes. Preterm live 

births requiring neonatal intensive care further emphasize the 

burden on neonatal services and the long-term implications for 

infant health [22].

The disparity between maternal and fetal outcomes in this study 

reflects the relative success in managing maternal complications 

compared to fetal salvage, which is highly dependent on early 

diagnosis and intervention. Delayed referral and presentation 

remain critical barriers to improving perinatal outcomes [23].

Corso KJ & Robertson S. 2015, underscored the importance of 

early risk identification, particularly among women with 

hypertensive disorders and anemia. Strengthening antenatal care 

services, improving awareness, ensuring timely referral, and 

maintaining adequate blood bank facilities are essential measures 

to reduce the burden of placental abruption. A multidisciplinary 

approach involving obstetricians, anesthesiologists, intensivists, 

and neonatologists is crucial for optimizing both maternal and 

fetal outcomes [24].

CONCLUSION

Abruptio placenta is one of the most serious hemorrhagic 

complications of pregnancy and contributes significantly to high 

maternal and perinatal mortality and morbidity. Factors predict-

ing adverse maternal outcomes include malnutrition, anemia, 

preeclampsia, inadequate antenatal care, postpartum hemorrh-

age, disseminated intravascular coagulation, and maternal shock. 

Predictors of perinatal death include low birth weight, preterm 

delivery, birth asphyxia, low APGAR scores, and delayed inter-

vention. Improving awareness about antenatal care, ensuring go-

od nutritional status, enabling prompt diagnosis, early interven-

tion, and strengthening institutional preparedness with adequate 

blood and blood products can greatly enhance maternal and fetal 

survival outcomes.

LIMITATIONS & FUTURE PERSPECTIVES

The study's limitations include a single-centre setting, a relatively 

small sample size, and a short study duration, which may limit the 

broader applicability of the results. Future studies should incor-

porate multicentre designs with larger populations to enhance 

validity, assess long-term outcomes, and investigate advanced 

diagnostic & management approaches. Such efforts will improve 

overall patient care and help minimize complications.

CLINICAL  SIGNIFICANCE

The clinical significance of this study lies in its potential to bridge 

the gap between research findings and practical healthcare 

applications. It emphasizes the importance of trans-lating 

scientific observations into meaningful improve-ments in patient 
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