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1 Placental abruption (also called
abruptio placentae) refers to
bleeding at the decidual-placental
intferface that causes partial or total
placental detachment prior to
delivery of the fetus. The diagnosis is
typically reserved for pregnancies
over 20 weeks of gestation. The major
clinical findings are vaginal bleeding
and abdominal pain, often
accompanied by hypertonic uterine
contractions, uterine tenderness, and
a nonreassuring fetal heart rate (FHR)
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Table 5. Possible Causes Of Vaginal
Bleeding In Gestations > 20 Weeks

. Placenta previa
Placental abruption
Vasa Previa
Premature or term labor
Genitourinary lesions or lacerations
Genitourinary infections
Congenital or acquired bleeding disorders




7 On the mother:

A large loss of blood or hemorrhage may require
blood fransfusions and intensive care after delivery.
'APH weakens for PPH to kill'.

The uterus may not contract properly after delivery so
the l;no’r?er may need medication to help her uterus
contract.

The mother may have problems with blood clotting
for a few days.

If the mother's blood does not clot (particularly during
a caesarean section) and too many fransfusions

A severe case of shock may affect other organs,
such as the liver, kidney, and pituitary gland. Diffuse
cortfical necrosis in the kidney is a serious and often
fatal complication.

In some cases where the abruption is high up in the
uterus, or is slight, there is no bleeding, though
extreme pain is felt and reported.




On the baby:

1 If alarge amount of the placenta separates from the uterus,
the baby will probably be in distress until delivery and may
die in utero, thus resulting in a stillbirth.

1 The baby may be premature and need to be placed in the
newborn intensive care unit. He or she might have problems
with breathing and feeding.

1 If the baby is in distress in the uterus, he or she may have a
low level of oxygen in the blood after birth.

1 The nTeWborn may have low blood pressure or a low blood
count.

1 If the separation is severe enough, the baby could suffer
brain damage or die before or shortly after birth.

1 The newborn may have learning issues at later development
stages, often requiring professional pedagogical aid.
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Types of Abruption

01 whether the blood remains inside a
woman's uterus or flows out through
her vagina. A woman with placental
abruption always bleeds, but sometimes
the blood stays within her uterus and can
be seen only through an ulirasound. An

abruption of this sort is called a
concealed abruption. About 20% of
abruptions are concealed; and
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Classification of Abruptio Placentae




0 the amount of placenta that has broken
away from the vterine wall. Sometimes just
a small part of the placenta breaks away,
while at other times the entire placenta
separates. A doctor will use a
percentage-anywhere from 10 to 100%-to
indicate how much of the placenta has
separated. The more the placenta has
separated, the greater the risk to the
mother and her baby.
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Figure 2. Revealed Versus Concealed
Placental Abruption

Concealed
hemocrhage

Placonta

Umbilical

Types of abruption: A. With revealed abruption, biood tracks between
the membranes and escapes through the vagina and cervix. B. With
concealed abruption, blood coliects behind the placenta, with no
evidence of vaginal bleeding. Reprinted with permission from: Oyelese
Y. Anathe C. Placental Abruption. Obstet Gynecol. Volume 108(4).

October 2006.1005-1016. lllustration by John Yanson.
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Abruptions are classified according to
severity in the following manner:

1| Grade 0: Asymptomatic and only diagnosed through
post partum examination of the placenta.

| Grade 1: The mother may have vaginal bleeding with
mild uterine fenderness or tetany, but there is no i
distress of mother or fetus.

| Grade 2: The mother is symptomatic but not in shock.
There is some evidence of fetal distress can be found
with fetal heart rate monitoring.

Grade 3: Severe bleeding (which may be occult)
leads to maternal shock and fetal death. There may
be maternal disseminated intravascular coagulation.
Blood may force its way through the uterine wall into
the serosa, a condition known as Couvelaire uterus.




PLACENTAL ABRUPTION
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1 Symptoms

1 contractions that don't stop (and may follow
one another so rapidly as to seem
continuous)

pain in the uterus
tenderness in the abdomen

vaginal bleeding (sometimes)
uterus may be disproportionately enlarged
pallor
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Table 7. Clinical Features Associated With
Placental Abruption

Classic Symptoms And Signs

Vaginal bleeding
Abdominal pain
Uterine irritability or hypercontractile state

Other Signs And Symptoms

Back pain (especially with posterior placentas)
Idiopathic preterm labor

Fetal distress or fetal unrecognized fetal demise
Coagulopathy or diffuse inseminated coagulation
Shock — hypovolemic or septic







0 Diagnosing Placental Abruption

When a woman has placental abruption,
the most common signs are:

vaginal bleeding;
abdominal tenderness or back pain;
contractions; and
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abnormalities in the baby's heartbeat.
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Treatment

.

2.
3.

Isotonic solution (by amount of blood loss
10 %)

Vit K(0,015 g * 3 fimes)
Nifedipine '




Treatment

0 TREATMENT WILL VARY DEPENDING
UPON GESTATIONAL AGE AND THE

STATUS OF MOTHER AND FETUS l
| 0 TREATMENT OF HYPOYOLEMIC SHOCK: )
P INTENSIVE TRANSFUSION WITH BLOOD
0 ASSESSMENT OF FETUS

1 TERMINATION OF PREGNANCY: CS OR =
VAGINAL DELIVERY




Treatment

0 TREATMENT OF CONSUMPTIVE
COAGULOPATHY I

1. SUPPLEMENT OF COAGULATION
TACTORS: FRESH BLOOD, FROZEN
BLOOD PLASM#A, FIBRINOGEN, BLOOD
PLATELET.

2. HEPARIN: HIGH COAGULATION
3. ANTI-FIBRINOLYSIS
0 PREVENTION OF RENAL FAILURE




