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Abstract
Background: Placental abruption is a serious obstetric complication associated with significant maternal and perinatal morbidity and mortality, particularly in low-resource settings. Despite advances in obstetric care, outcomes remain poor due to late presentation and limited diagnostic and management facilities.
Objective: To review the risk factors, clinical presentation, management, and maternal and perinatal outcomes of placental abruption at Enugu State University Teaching Hospital (ESUTH), Parklane, over a five-year period.
Methods: This was a retrospective descriptive study conducted at ESUTH, Enugu, Nigeria, reviewing cases of placental abruption from January 2021 to December 2025. Data were obtained from labour ward registers, case notes, theatre records, and neonatal records using a structured proforma. Variables analyzed included socio-demographic characteristics, clinical features, obstetric parameters, and maternal and neonatal outcomes. Data were analyzed using SPSS version 25.0, with results presented as frequencies and percentages. Chi-square test was used to assess associations, with significance set at p < 0.05.
Results: A total of 108 cases were analyzed. The majority of patients were aged 30–39 years (50%), married (62%), unemployed (56.5%), and of low socioeconomic status. Most patients (63.9%) were unbooked. The most common clinical features were abdominal pain (99.1%) and uterine hypertonicity (97.2%), while vaginal bleeding occurred in 55.6% of cases. Hypertensive disorders were present in 48.1% of patients. Most women were multiparous (72.2%), and 66.7% of pregnancies were at term. Caesarean section was the predominant mode of delivery (71.3%). Maternal complications included blood transfusion (30.6%), disseminated intravascular coagulation (5.6%), shock (9.3%), and acute kidney injury (1.9%), with a maternal mortality rate of 7.4%. Perinatal outcomes showed a mortality rate of 7.4% and NICU admission rate of 11.1%. Low Apgar scores (<5) were observed in 8.3% of neonates.
Conclusion: Placental abruption remains a major obstetric emergency at ESUTH, associated with significant maternal and perinatal morbidity and mortality. Hypertension and lack of antenatal care were key contributing factors. Improved antenatal surveillance, early diagnosis, and prompt intervention are essential to improving outcomes.
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INTRODUCTION
Placental abruption is an uncommon but serious obstetric complication, occurring in approximately 0.4% to 1.0% of pregnancies worldwide, and frequently necessitates emergency intervention [2]. The majority of cases develop before 37 weeks of gestation and contribute significantly to maternal morbidity and perinatal mortality [3]. Affected women are at risk of severe haemorrhage, requiring blood transfusion, hysterectomy, and may develop complications such as disseminated intravascular coagulation, acute kidney injury, and even death [4]. Massive blood loss may also result in Sheehan syndrome (postpartum pituitary necrosis). Notably, up to 70% of affected patients are classified as low risk, highlighting the difficulty in predicting placental abruption based solely on known risk factors [5].
Despite advances in blood transfusion services and obstetric care, maternal mortality from placental abruption has declined but remains a significant contributor to overall maternal deaths. Neonatal complications include preterm birth, low birth weight, perinatal asphyxia, stillbirth, and neonatal death. Interestingly, the incidence of placental abruption has been increasing in many regions despite improvements in antenatal care and monitoring techniques, suggesting a multifactorial and poorly understood aetiology [6].
In high-income countries, improved antenatal surveillance and timely obstetric interventions have contributed to declining maternal mortality; however, perinatal morbidity remains substantial [7]. In contrast, studies from low- and middle-income countries such as Nigeria, Ethiopia, and Tanzania report higher incidence rates (0.8%–2.2%) and significantly worse maternal and foetal outcomes [8]. In Nigeria, hospital-based studies indicate that placental abruption accounts for a considerable proportion of obstetric emergencies and contributes up to 10–15% of perinatal deaths in some tertiary centres [9], although lower incidence rates of 0.44% have also been reported within the same region [10].
The diagnosis of placental abruption remains largely clinical, particularly in low-resource settings. While ultrasound is useful in excluding placenta praevia and determining placental location, its sensitivity for diagnosing placental abruption is limited because early bleeding may mimic surrounding placental tissue [11]. Most patients present with the classical clinical triad of vaginal bleeding, abdominal pain, and uterine hypertonicity on examination. This clinical presentation remains a key diagnostic tool and helps distinguish placental abruption from placenta praevia.
The burden of placental abruption is significant for both clinicians and patients due to its sudden onset and the need for urgent intervention. In many developing countries, delayed presentation, lack of diagnostic facilities, and limited access to emergency obstetric care worsen outcomes. Evidence suggests that while both mother and foetus are at risk, the foetus is particularly vulnerable to immediate complications. In settings where prompt intervention within an optimal timeframe (often cited as 20 minutes in severe cases) is not feasible, perinatal survival is markedly reduced.
The aetiology of placental abruption is not fully understood. However, several risk factors have been identified, including maternal hypertension (accounting for approximately 44% of cases), trauma, smoking, alcohol use, cocaine use, polyhydramnios, short umbilical cord, premature rupture of membranes, multiple gestation, and previous history of abruption [9]. Additionally, pregnancies conceived via assisted reproductive technology have been associated with an increased risk, with an adjusted odds ratio of 1.42 compared to spontaneous conception [12].
The underlying pathophysiology is thought to involve chronic uteroplacental vascular pathology combined with an acute triggering event. Mechanisms such as thrombosis, inflammation, infection, and impaired spiral artery remodelling contribute to placental infarction, shallow trophoblastic invasion, and chronic placental hypoperfusion [7]. Currently, there are no specific laboratory tests for diagnosing placental abruption; investigations are mainly supportive, particularly in assessing complications such as consumptive coagulopathy [13].
Management remains challenging, especially in low-resource settings where continuous foetal monitoring, cardiotocography, skilled personnel, and reliable power supply may be lacking. The decision between conservative and active management in cases of partial abruption continues to be a clinical dilemma. Ultimately, prognosis depends largely on early recognition and prompt intervention.
In many tertiary healthcare institutions in Nigeria, including Enugu State University Teaching Hospital (ESUTH), there is limited long-term institutional data evaluating effective prevention and management strategies for placental abruption. Despite efforts to reduce known risk factors, there has been no substantial decline in incidence or improvement in outcomes, largely due to the idiopathic nature of many cases. Therefore, this study aims to review five years of experience with placental abruption at ESUTH, Parklane, Enugu, with a view to evaluating its incidence, risk factors, clinical presentation, management, and maternal and perinatal outcomes.

METHODOLOGY
Study Design and Setting
This study was a retrospective descriptive study conducted at the Department of Obstetrics and Gynaecology, Enugu State University Teaching Hospital (ESUTH), Enugu, Nigeria. ESUTH is a tertiary referral centre that provides comprehensive obstetric and neonatal services to the South-East region of Nigeria. The study reviewed cases over a five-year period from January 2021 to December 2025.
Study Population
The study population comprised women who had abruptio placentae at ESUTH during the study period. Eligible cases were identified from labour ward registers and delivery records.
Sample Size Determination
The sample size for this study was determined using a total population sampling approach. Given the retrospective design, all available and eligible cases of women who had abruption placenta within the study period were included. This approach was adopted to ensure comprehensive data capture, minimize selection bias, and enhance the representativeness of the findings within the institutional context.
Over the five-year period, records of all women who met the inclusion criteria were systematically identified and reviewed. Cases with incomplete or missing essential data were excluded to maintain data integrity. By including the entire accessible population rather than selecting a subset, the study was able to provide a more accurate reflection of real-world clinical practice and outcomes within the institution.
Inclusion Criteria
Women were included in the study if they were managed as a case of abruption placenta provided the gestational age was ≥28 weeks 
Exclusion Criteria
No woman was excluded in this study except for those whose data were incomplete.
Data Collection
Data were obtained from labour ward registers, patient case notes, delivery records, theatre registers, and neonatal records. A structured data extraction proforma was used to ensure uniformity and completeness of data collection. Variables collected included maternal socio-demographic characteristics, parity, gestational age, essentially history obtained from the patient on presentation. Our centre being a teaching hospital, all the patients had detailed clerking and documentation of both sociodemographic characteristics, and family and social history. Outcome measures included maternal and neonatal outcomes, development of immediate and intermediate complications, and the blood transfusion rate. 
Neonatal outcomes included Apgar scores at 1 and 5 minutes, need for neonatal resuscitation, and admission to the neonatal intensive care unit (NICU).
Data Analysis
Data were entered and analysed using Statistical Package for Social Sciences (SPSS) version 25.0 (IBM Corp., Armonk, NY, USA). Continuous variables were summarized as means and standard deviations, while categorical variables were presented as frequencies and percentages. 
RESULTS 
Table 1.  Socio-demographics characteristics of the research participants
	Variable
	2021
	2022
	2023
	2024
	2025
	TOTAL
	X2 (p)

	Age
	
	
	
	
	
	
	

	<20 years
	3(12.5)
	2(11.1)
	3(12.5)
	3(13.6)
	2(10)
	13(12)
	4.92(0.99)

	20-24 years
	4(16.7)
	2(11.1)
	5(20.8)
	4(18.2)
	4(20)
	19(17.6)
	

	25-29 years
	4(16.7)
	3(16.7)
	6(27.3)
	6(27.3)
	3(15)
	22(20.4)
	

	30-34 years
	6(25)
	5(27.8)
	5(22.7)
	5(22.7)
	6(30)
	25(23.1)
	

	35-39 years
	7(29.2)
	6(33.3)
	4(18.2)
	4(18.2)
	5(25)
	29(26.9)
	

	Marital Status
	
	
	
	
	
	
	

	Married
	16(66.7)
	12(66.7)
	13(54.2)
	12(54.5)
	14(70)
	67(62)
	3.92(0.86)

	Single
	6(25)
	4(22.2)
	8(33.3)
	9(40.9)
	4(20)
	31(28.7)
	

	Others
	2(8.3)
	2(11.1)
	3(12.5)
	2(10)
	2(10)
	10(9.3)
	

	Occupation
	
	
	
	
	
	
	

	Unemployment
	14(58.3)
	11(61.1)
	10(41.7)
	14(63.6)
	12(60)
	61(56.5)
	4.81(0.78)

	Employed
	6(25)
	5(27.8)
	9(37.5)
	6(27.3)
	7(35)
	33(30.6)
	

	Others
	4(16.7)
	2(11.1)
	5(20.8)
	2(9.1)
	1(5)
	14(13)
	

	Education
	
	
	
	
	
	
	

	None
	5(20.8)
	6(33.3)
	7(29.2)
	6(30)
	6(30)
	28(25.9)
	10.02(0.62)

	Primary
	6(25)
	9(50)
	12(50)
	8(40)
	8(40)
	45(41.7)
	

	Secondary
	10(41.7)
	2(11.1)
	4(16.7)
	5(25)
	5(25)
	27(25)
	

	Tertiary
	3(12.5)
	1(5.6)
	1(4.2)
	1(5)
	1(5)
	8(7.4)
	

	Income
	
	
	
	
	
	
	

	<50,000
	15(62.5)
	14(77.8)
	16(66.7)
	11(50)
	8(40)
	64(59.3)
	8.76(0.36)

	50,000-100,000
	8(33.3)
	4(22.2)
	6(25)
	8(36.4)
	9(45)
	35(32.4)
	

	>100,000
	1(4.2)
	0(0)
	2(8.3)
	3(15)
	3(15)
	9(8.3)
	





Table 2.  Distribution of clinical features and risk factors among patients with placental abruption

	Variables
	2021
	2022
	2023
	2024
	2025
	TOTAL
	X2 (p)

	Abdominal pain
	
	
	
	
	
	
	

	No
	1(4.2)
	0(0)
	0(0)
	0(0)
	0(0)
	1(0.9)
	3.53(0.47)

	Yes
	23(95.8)
	18(100)
	24(100)
	22(100)
	20(100)
	107(99.1)
	

	Vaginal pain
	
	
	
	
	
	
	

	No
	10(41.7)
	8(44.4)
	13(54.2)
	10(45.5)
	7(35)
	48(44.4)
	1.72(0.78)

	Yes
	14(58.3)
	10(55.6)
	11(45.8)
	12(54.5)
	13(65)
	60(55.6)
	

	Hyper-Tonicity
	
	
	
	
	
	
	

	No
	0(100)
	0(100)
	3(12.5)
	0(100)
	09100)
	392.8)
	10.80(0.03)*

	Yes
	24(100
	18(100)
	21(87.5)
	22(100)
	20(100)
	105(97.2)
	

	HTN dx
	
	
	
	
	
	
	

	No
	12(50)
	10(55.6)
	11(45.8)
	10(45.5)
	13(65)
	56(51.9)
	2.22(0.69)

	Yes
	12(50)
	8(44.4)
	13(54.2)
	12(54.5)
	7(35)
	52(48.1)
	

	Previous Abruption
	
	
	
	
	
	
	

	No
	23(95.8)
	18(100)
	24(100)
	21(95.5)
	20(100)
	106(98.1)
	2.75(0.60)

	Yes
	1(4.2)
	0(0)
	0(0)
	1(4.5)
	0(0)
	2(1.9)
	

	Pre-term Prom
	
	
	
	
	
	
	

	No
	22(91.7)
	17(94.4)
	23(95.8)
	22(100)
	20(100)
	104(96.3)
	3.24(0.52)

	Yes
	2(8.3)
	1(5.6)
	1(4.2)
	0(0)
	0(0)
	4(3.7)
	

	Poly-Hydramnious
	
	
	
	
	
	
	

	No
	21(87.5)
	18(100)
	24(100)
	20(90.9)
	20(100)
	103(95.4)
	7.36(0.12)

	Yes
	3(12.5)
	0(0)
	0(0)
	2(9.1)
	0(0)
	5(4.6)
	

	Trauma
	
	
	
	
	
	
	

	No
	24(100)
	15(83.3)
	24(100)
	21(95.5)
	20(100)
	104(96.3)
	11.14(0.03)*

	Yes
	0(0)
	3(16.7)
	0(0)
	1(4.5)
	0(0)
	4(3.7)
	

	Shock
	
	
	
	
	
	
	

	No
	19(79.2)
	18(100)
	20(83.3)
	22(100)
	19(95)
	98(90.7)
	9.91(0.04)*

	Yes
	5(20.8)
	0(0)
	4(16.7)
	0(0)
	1(5)
	10(9.3)
	

	Acute kidney injury (AKI)
	
	
	
	
	
	
	

	No
	23(95.8)
	18(100)
	23(95.8)
	22(100)
	20(100)
	106(98.1)
	2.54(0.64)

	Yes
	1(4.2)
	0(0)
	1(4.2)
	0(0)
	0(0)
	2(1.9)
	



Table 3. Obstetric variables and pregnancy outcomes among women with abruption

	Variable
	2021
	2022
	2023
	2024
	2025
	TOTAL
	X2 (p)

	Parity
	
	
	
	
	
	
	

	Nulliparious
	8(33.3)
	5(27.8)
	7(29.2)
	6(27.3)
	4(20)
	30(27.8)
	0.99(0.91)

	Multiparious
	16(66.7)
	13(72.2
	17(70.8)
	16(72.7)
	16(80)
	78(72.2)
	

	GA
	
	
	
	
	
	
	

	28-36
	9(37.5)
	8(44.4)
	8(33.3)
	6(27.3)
	5(25)
	36(33.3)
	2.17(0.70)

	>37
	15(62.5)
	10(55.6)
	16(66.7)
	16(72.7)
	15(75)
	72(66.7)
	

	Booking status
	
	
	
	
	
	
	

	Booked
	8(33.3)
	6(33.3)
	8(33.3)
	10(45.5)
	7(35)
	39(36.1)
	1.06(0.90)

	Unbooked
	16(66.7)
	12(66.7)
	16(66.7)
	12(54.5)
	13(65)
	69(63.9)
	

	Mode of delivery
	
	
	
	
	
	
	

	Vaginal
	10(41.7)
	6(33.3)
	9(37.5)
	4(18.2)
	2(10)
	31(28.7)
	7.67(0.10)

	C/S
	14(58.3)
	12(66.7)
	15(62.5)
	18(81.8)
	18(90)
	77(71.3)
	

	Apgar score
	
	
	
	
	
	
	

	6-7
	13(54.2)
	7(38.9)
	8(33.3)
	11(50)
	10(50)
	49(45.4)
	9.12(0.33)

	8 and above
	9(37.5)
	10(55.6)
	11(45.8)
	11(50)
	9(45)
	50(46.3)
	

	0<5
	2(8.3)
	1(5.6)
	5(20.8)
	0(0)
	1(5)
	9(8.3)
	

	Type of pregnancy
	
	
	
	
	
	
	

	Singleton
	23(95.8)
	18(100)
	20(83.3)
	21(95.5)
	20(100)
	102(94.4)
	8.01(0.09)

	Multiple
	1(4.2)
	0(0)
	4(16.7)
	1(4.5)
	0(0)
	6(5.6)
	













Table 4.  Maternal and neonatal outcomes in placental abruption

	Variable
	2021
	2022
	2023
	2024
	2025
	TOTAL
	X2 (p)

	Blood transfusion
	
	
	
	
	
	
	

	No
	13(54.2)
	12(66.7)
	17(70.8)
	18(81.8)
	15(75)
	75(69.4)
	4.61(0.33)

	Yes
	11(45.8)
	6(33.3)
	7(29.2)
	4(18.2)
	5(25)
	33(30.6)
	

	DIC
	
	
	
	
	
	
	

	No
	23(95.8)
	17(94.4)
	22(91.7)
	21(95.5)
	19(95)
	102(94.4)
	0.49(0.97)

	Yes
	1(4.2)
	1(5.6)
	2(8.3)
	1(4.5)
	1(5)
	6(5.6)
	

	Maternal death
	
	
	
	
	
	
	

	No
	22(91.7)
	17(94.4)
	23(95.8)
	20(90.9)
	18(90)
	100(92.6)
	0.77(0.94)

	Yes
	2(8.3)
	1(5.6)
	1(4.2)
	2(9.1)
	2(10)
	8(7.4)
	

	NICU.ADM
	
	
	
	
	
	
	

	No
	22(91.7)
	14(77.8)
	22(91.7)
	20(90.9)
	18(90)
	96(88.9)
	2.74(0.60)

	Yes
	2(8.3)
	4(22.2)
	2(8.3)
	2(9.1)
	2(10)
	12(11.1)
	

	Perinatal mortality
	
	
	
	
	
	
	

	No
	22(91.7)
	17(94.4)
	22(91.7)
	21(95.5)
	18(90)
	100(92.6)
	0.61(0.96)

	Yes
	2(8.3)
	1(5.6)
	2(8.3)
	1(4.5)
	2(10)
	8(7.4)
	



Discussion
This study reviewed five years of experience with placental abruption at Enugu State University Teaching Hospital (ESUTH), Parklane, and highlights important socio-demographic, clinical, and outcome patterns consistent with findings from similar settings, while also revealing some notable differences.
The age distribution in this study showed that the highest proportion of patients fell within the 30–39 years age group (50%), with peak occurrence among women aged 35–39 years (26.9%). This is comparable to the finding at the University of Nigeria Teaching Hospital (UNTH), Enugu, where an increased incidence among women in their third and fourth decades of life was reported [10]. Similar trends have been documented in other Nigerian studies, suggesting that advanced maternal age is an important risk factor for placental abruption [14]. This may be explained by increasing prevalence of comorbidities such as hypertension with advancing age.
Most patients in this study were married (62%), unemployed (56.5%), and had only primary education (41.7%), reflecting a relatively low socioeconomic status. This aligns with findings from studies in south western Nigeria, which reported that poor socioeconomic status is associated with delayed presentation and worse obstetric outcomes [8]. Low income (<₦50,000) was also predominant (59.3%), further emphasizing the role of socioeconomic disadvantage in access to antenatal care and timely intervention.
Clinically, abdominal pain (99.1%) and uterine hypertonicity (97.2%) were the most consistent presenting features, both of which were statistically significant in some comparisons across the years (p < 0.05 for hypertonicity). This supports the classical clinical triad described in literature; abdominal pain, vaginal bleeding, and uterine tenderness [14]. However, vaginal bleeding was present in only 55.6% of cases, highlighting that its absence does not exclude placental abruption. This finding is consistent with reports that concealed haemorrhage may occur in a significant proportion of cases [7].
Hypertensive disorders were present in 48.1% of patients, reinforcing their role as a major risk factor. This is comparable to reports that maternal hypertension accounts for up to 44% of placental abruption cases [15]. In contrast, other risk factors such as trauma (3.7%), polyhydramnios (4.6%), and previous abruption (1.9%) were relatively uncommon in this study, similar to findings from other Nigerian tertiary centres.
The majority of patients (63.9%) were unbooked, indicating poor utilization of antenatal services. This is consistent with findings from studies in northern and southeastern Nigeria, where unbooked status has been strongly associated with adverse maternal and perinatal outcomes [16]. Late presentation remains a critical challenge in low-resource settings and contributes significantly to poor prognosis.
In terms of obstetric characteristics, most patients were multiparous (72.2%), which agrees with earlier findings that multiparity is associated with increased risk of placental abruption [14]. Additionally, the majority of pregnancies were at term (>37 weeks) (66.7%), although a substantial proportion (33.3%) were preterm, reflecting the known association between placental abruption and preterm delivery.
Caesarean section was the predominant mode of delivery (71.3%) in this study, closely aligning with 74% reported by in earlier study done at ESUT Teaching Hospital [17]. This finding is consistent with current obstetric practice aimed at reducing perinatal mortality in cases of foetal distress or severe abruption. This finding is also comparable to studies from other Nigerian tertiary centres, where caesarean delivery rates in placental abruption cases range from 60% to 80% [18]. The relatively lower rate of vaginal delivery (28.7%) may reflect the severity of cases presenting to this tertiary facility.
Maternal complications observed included blood transfusion (30.6%), disseminated intravascular coagulation (5.6%), acute kidney injury (1.9%), and shock (9.3%), with statistically significant variation in trauma and shock across the years (p < 0.05). These findings are consistent with global reports that haemorrhage and coagulopathy are major contributors to maternal morbidity in placental abruption [7]. The maternal mortality rate in this study was 7.4%, which, although high, is comparable to reports from other low-resource settings in sub-Saharan Africa, where maternal mortality from placental abruption remains significant [8].
Perinatal outcomes showed a mortality rate of 7.4% and NICU admission rate of 11.1%. These figures are lower than some earlier Nigerian reports, which documented perinatal mortality rates as high as 10–30% [18], suggesting some improvement in neonatal care. However, they remain higher than rates reported in high-income countries, where improved monitoring and rapid intervention have significantly reduced perinatal deaths [7].
The Apgar scores further reflect neonatal compromise, with 8.3% of neonates having severe depression (Apgar <5). This underscores the vulnerability of the foetus in placental abruption, particularly in settings where immediate intervention may be delayed.
Overall, this study confirms that placental abruption remains a significant obstetric emergency in Enugu, with substantial maternal and perinatal morbidity and mortality. The findings are largely consistent with previous studies in Nigeria and other low-resource settings, although some improvements in outcomes may be attributable to better emergency obstetric care. Persistent challenges such as late presentation, high proportion of unbooked patients, and limited diagnostic resources continue to impact outcomes.
Conclusion
Placental abruption remains a major obstetric emergency at ESUTH, associated with significant maternal and perinatal morbidity and mortality. Hypertension and lack of antenatal care were key contributing factors. Improved antenatal surveillance, early diagnosis, and prompt intervention are essential to improving outcomes
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