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Abstract

Antepartum Hemorrhage (APH) has always been one of the most feared obstetric emergencies which contribute to
significant maternal and perinatal mortality and morbidity. Aims and objectives: To determine the causes of Antepartum
Hemorrhage. To study the maternal and fetal outcome in various types of antepartum hemorrhage. Methods: It is a study
conducted in OPD,Labour room and Intensive Care Unit(ICU) admissions in Department of Obstetrics and
Gynaecology, Government General Hospital, Kakinada over a period of one year from April 2018 to March 2019 were
analysed retrospectively. All cases of APH with gestational age more than 28 weeks whether diagnosed previously or
during antental visits or during delivery, referred from other hospitals, emergency admissions are included in the study.
Data was statistically analysed using SPSS 20 software. Results: The present study included 70 patients who was
diagnosed as having placenta previa, abruptio placentae or APH due to undetermined causes presented with or without
bleeding per vaginum in OPD, labour room,ICU. Majority of the patients (57.1%) had Placent previa while 41.4% had
abruptio placentae; one case of APH is due to undetermined cause. Most of the cases of APH (64.3%) belong to the mean
age group of 20-24 years both in placenta previa(57.5%) and abruptio placenta(75.9%) .65% of the cases are unbooked
cases in placenta previa and 72.4% of the cases are unbooked cases in abruptio placenta. 90% of the cases of placenta
previa are delivered by Caesarean section.55.8% of the cases of abruptio placenta are delivered by vaginal route. There
were 3 maternal deaths (4.1%) 21 (30%) neonatal deaths. Conclusion: The most common cause of APH is placenta
previa followed by abruptio placenta which was more common in unbooked cases with maternal risk factors. Antenatal
booking,early identification of high risk cases and timely referral to tertiary care centres with good neonatal intensive
care facilities, early intervention, blood and blood components transfusion, have a role in reducing maternal and perinatal
morbidity and mortality.
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INTRODUCTION

Antepartum Hemorrhage (APH) has always Hemorrhage is one of the leading causes of

been one of the most feared complications in obstetrics.
Any bleeding from the genital tract during pregnancy
after period of viability until the delivery of the baby is
defined as antepartum hemorrhage. APH could be due
to placenta previa, abruptio placentae, indeterminate
causes or local causes although these are not common.
APH complicates about 3-5% [1] of all the pregnancies
with incidence of placenta previa about 0.33- 0.55%[2],
incidence of abruptio placentae is about 0.6-1%][3].

maternal morbidity and mortality. Hemorrhage emerges
as the major cause of severe maternal morbidity in
almost all near miss audits in both developed and
developing countries [4]. According to World Health
Organisation(WHO) hemorrhage was a direct cause of
maternal mortality in 25% cases. Antepartum
hemorrhage contributes to significant amount of
maternal and perinatal mortality and morbidity.
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The maternal complications in patients with
APH are malpresentations, preterm labour, postpartum
hemorrhage, sepsis, shock, retained placenta, acute
renal  failure, and disseminated intravascular
coagulation. Fetal complications are prematurity, low
birth weight, birth asphyxia, congenital malformations,
and intrauterine death [5].

Maternal mortality due to APH in India is
about 4.08/1000 live births. In developing countries
widespread pre-existing anemia, decreased awareness
among the people, difficulty in accessing the medical
care is responsible for high maternal mortality rate.
Perinatal mortality is about 60/1000 livebirths in India

[6].

APH is one of the complications of pregnancy
that has to be managed before it can be diagnosed.
Although APH cannot be prevented maternal and
perinatal morbidity and mortality can be significantly
reduced by aggressive expectant ~management.
Presently increased use of ultrasonography techniques,
improved obstetrical and anaesthetic facilities,
increased use of blood and its products, advanced
neonatal care facilities collectively played an important
role in reducing maternal and perinatal morbidity and
mortality [7].

AIMS AND OBJECTIVES
To study and determine the causes of
Antepartum Hemorrhage. To study the maternal and

fetal outcome in various

hemorrhage.

types of antepartum

METHODS
STUDY DESIGN

It is a retrospective study conducted in
OPD,Labour room and Intensive Care Unit(ICU) in
Department of  Obstetrics and  Gynaecology,
Government General Hospital, Kakinada

STUDY PERIOD
The study was conducted over a period of one
year from April 2018 to March 2019(70 cases).

INCLUSION CRITERIA
All cases of APH with gestational age more
than 28 weeks

EXCLUSION CRITERIA
All cases of APH with gestational age of less
than 28 weeks

RESULTS

The present study included 70 patients who
was diagnosed as having placenta previa, abruptio
placentae or APH due to undetermined causes presented
with or without bleeding per vaginum in OPD, labour
room, ICU. Majority of the patients (57.1%) had
Placent of one year from April 2018 to March 2019.

Table-1: Distribution of patients according to Cause of APH

TYPE OF APH NUMBER | PERCENTAGE
PLACENTA PREVIA 40 57.1%
ABRUPTIO PLACENTA 29 41.4%
UNDETERMINED CAUSE 1 1.4%
TOTAL 70 100%

Majority of the patients (57.1%) had Placenta previa while 41.4% had abruptio placentae, one case of APH is

due to undetermined cause.

Table-2: Booked versus Unbooked patients

BOOKED UNBOOKED TOTAL
TYPE OF APH NUMBER % NUMBER % NUMBER %
PLACENTA PREVIA 14 35% 26 65% 40 100%
ABRUPTIO PLACENTA 8 27.6% 21 72.4% 29 100%
UNDETERMINED CAUSE 0 0 1 100 1 100%
TOTAL 22 31.4% 48 68.6% 70 100%
65% of the cases are unbooked cases in cases in abruptio placenta but the difference is

placenta previa and 72.4% of the cases are unbooked

statistically not significant (p value-0.514).

Table -3: Distribution of patients according to age group(in years):

PLACENTA PREVIA ABRUPTIO UNDETERMINED TOTAL
PLACENTA CAUSE
AGE GROUP NUMBER % NUMBER % NUMBER % NUMBER %
20-24 23 57.5% 22 75.9% 0 0 45 64.3%
25-29 13 32.5% 6 20.7% 1 100% 20 2.6%
30-35 3 7.5% 1 3.4% 0 0 4 5.7%
>35 1 2.5% 0 0 0 0 1 1.4%
TOTAL 40 100% 29 100% 1 100% 70 100%
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placenta(75.9%). The difference is not statistically
significant (p value-0.257).

Mean age group of distribution is between 20-
24 years in both placenta previa(57.5%) and abruptio

Table-4: Distribution according to number of pregnancies

PLACENTA PREVIA | ABRUPTIO UNDETERMINED TOTAL
PLACENTA CAUSE
NUMBER % NUMBER | % NUMBER | % NUMBER | %
PRIMI 14 35% 14 48.3% 0 0 28 40%
G2 16 40% 11 37.9% 1 100 28 40%
G3 6 15% 4 13.8% 0 0 10 14.3%
G4 3 7.5% 0 0 0 0 3 4.3%
>G5 1 2.5% 0 0 0 0 1 1.4%
TOTAL 40 100% 29 100% 1 100 70 100%

primigravida. The difference is clinically significant but
statistically not significant (p value-0.409).

35% of the cases of placenta previa are
primigravida and 48.3% cases of abruptio placenta are

Table-5: Gestational age at the time of admission (in weeks):

PLACENTA ABRUPTIO UNDETERMINED
PREVIA PLACENTA CAUSE
GESTATIONAL NUMBER % NUMBER % NUMBER % NUMBER %
AGE
28-32 5 12.5% 4 13.8% 1 100% 10 14.3%
33-36 19 47.5% 15 51.7% 0 0 34 48.6%
>36 16 40% 10 34.5% 0 0 26 37.1%
TOTAL 40 100 29 100 1 100% 70 100%

47.5% cases of placenta previa are admitted
between 33-36 weeks of gestational age and 51.7%
cases of abruptio placentae are admitted between 33-36

weeks of gestational age. The difference is statistically
not significant.

Table-6: Gestational age at the time of termination (in weeks)

PLACENTA ABRUPTIO UNDETERMINED
PREVIA PLACENTA CAUSE
GESTATIONAL NUMBER % NUMBER % NUMBER % NUMBER %

AGE

28-32 4 10% 4 13.8% 1 100% 9 12.9%

33-36 16 40% 15 51.7% 0 0 31 44.3%

>36 20 50% 10 34.5% 0 0 30 42.8%

TOTAL 40 100 29 100 1 100% 70 100%

36 weeks of gestational age. The difference is

statistically not significant (p value-0.601).

40% cases of placenta previa are terminated
between 33-36 weeks of gestational age and 51.7%
cases of abruptio placentae are terminated between 33-

Table-7: According to Fetal Heart Sound(FHS)

PLACENTA PREVIA | ABRUPTIO PLACENTA | UNDETERMINED CAUSE TOTAL
FHS NUMBER % NUMBER % NUMBER % NUMBER %
Good 33 82.5% 7 24.1% 0 0 40 57.1%
Absent 3 7.5% 17 58.6% 1 100% 21 30%
Distress 4 10% 5 17.2% 0 0 9 12.9%
Total 40 100% 29 100% 1 100% 70 100%

fetal heart rate. The difference is statistically significant
(p value-0).

82.5% of the cases of placenta previa are
admitted with good fetal heart rate. Most of the cases of
abruptio placentae (58.6%) are admitted with absent
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Table-8: Associated factors

PLACENTA PREVIA | ABRUPTIO PLACENTA | UNDETERMINED CAUSE
NUMBER NUMBER NUMBER
Anemia 8 3 0
PIH 0 14 0
Previous D&C 2 2 0
Previous LSCS 11 2 1
Uterine Anomaly 1 0 0

Table-9: Mode of delivery

PLACENTA PREVIA | ABRUPTIO PLACENTA | UNDETERMINED CAUSE TOTAL
NUMBER % NUMBER % NUMBER % NUMBER %
Vaginal 4 10% 16 55.2% 0 0 20 28.6%
LSCS Elective 14 35% 0 0 0 0 14 20%
Emergency 22 55% 13 44.8% 1 100% 36 51.4%
Total 40 100% 29 100% 1 100% 70 100%

90% of the cases

of placenta previa are

delivered by Caesarean section.55.8% of the cases of

abruptio placenta are delivered by vaginal route. The
difference is statistically significant (p value-0).

Table-10: Indication for Caesarean section

PLACENTA ABRUPTIO UNDETERMINED TOTAL
PREVIA PLACENTA CAUSE
NUMBER % NUMBER % NUMBER % NUMBER %
Elective 14 35% 0 0 0 0 14 28%
Emergency
Fetal Distress 5 22.7% 4 30.8% 0 0 9 25%
Hemorrhage 12 54.6% 9 69.2% 1 100% 22 61.1%
Malpresentation 3 13.6% 0 0 0 0 3 8.3%
PROM 2 9.1% 0 0 0 0 2 5.6%

Most of the cases

of placenta previa are

delivered by elective caesarean section(35%).13 cases
of abruptio placenta delivered by emergency caesarean

section(44.8%).This is statistically significant(p value-

0.024).

Table-11: Maternal Outcome

PLACENTA PREVIA | ABRUPTIO PLACENTA | UNDETERMINED CAUSE
Anemia 15 12
Shock 3 1
Couvellaire 0 1
Caesarean Hysterectomy 2 0
PPH 9 6
Renal failure 1 1
Maternal Death 2 1
Table-12: Fetal Outcome
PLACENTA PREVIA | ABRUPTIO PLACENTA | UNDETERMINED CAUSE
Prematurity 13 13
Low birth weight 15 14
Birth Asphyxia 6 4
Jaundice 15 3
Respiratory Distress syndrome 3 1
Early neonatal death 1 1
Still Birth 0 0
IUFD 3 18 1
DISCUSSION

In the present study
were determined clinically,

various causes of APH
radiologically during

pregnancy and during the delivery.

Incidence of

placenta previa is 57.1% followed by abruptio placenta
41.4% and one case of APH is due to undetermined
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cause 1.4%. Taylor et al. [8] observed a high incidence
of Placenta previa in women of Asian origin.

In the present study 68.6% cases were
unbooked and 31.4% cases were booked. 72.4% cases
of abruptio placenta were unbooked, 65% cases of
placenta previa were unbooked and the case with
undetermined cause is unbooked. The difference is
statistically not significant (p value-0.514). Baskette et
al. [9]. Reported that 75% cases were unbooked and
stressed the importance of regular antenatal checkups.

Most of the cases of APH (64.3%) belong to
the mean age group of 20-24 years both in placenta
previa(57.5%) and abruptio placenta(75.9%) and the
unclassified hemorrhage belongs to the age group of
25-29 wyears. The difference is not statistically
significant (p value-0.257). William et al. [10] reported
increasing risk of abruptio placenta with increasing age.

35% of the cases of placenta previa are
primigravida and 48.3% cases of abruptio placenta are
primigravida. The difference is clinically significant but
statistically not significant (p value-
0.409).Chakraborthy et al.[11] reported that prevalence
of APH is more common in multigravidas.

47.5% cases of placenta previa and 51.7%
cases of abruptio placenta were admitted in between 33-
36 weeks of gestation. 50% cases of placenta previa
were terminated after 36 weeks of gestation, 40% were
terminated between 33-36 weeks of gestation. 51.7%
cases of abruptio placenta were terminated between 33-
36 weeks of gestation. The difference is statistically not
significant (p value-0.601).

FHS is an indicator of fetal wellbeing on
which the obstetric management of the APH case is
partially dependant. In placenta previa 82.5% cases had
good FHS at the time of admission, 10% had fetal
distress and 7.5% had absent FHS. In abruptio placenta
58.6% had absent FHS, 24.1% had good FHS, 17.2%
had fetal distress. The difference is statistically
significant (p value-0). The case with unclassified
hemorrhage had absent FHS.

Out of the 40 cases of placenta previa,
11(27.5%) had previous caesarean section. Out of the
29 cases of abruptio placenta 2(6.9%) had previous
caesarean section. One case of unclassified hemorrhage
had previous caesarean section. Gilliam et al. [12]
found that 20% cases had a history of previous
caesarean section.

2 cases (5%) of placenta previa and 2
cases(6.9%) of abruptio placenta had a history of
previous abortion. Kedar K et al. ** reported that 11.7%
cases of placenta previa and 2.94% cases of abruptio
placenta.

14 cases (48.3%) of abruptio placenta had
hypertensive disorders of pregnancy Placenta previa is
not associated with hypertensive disorders of
pregnancy. Hibbard et al. [14] found hypertensive
disorders of pregnancy complicating 7.4% patients with
APH.

In placenta previa 4 cases (10%) were
delivered vaginally, 36 cases (90%) were delivered by
Caesarean section out of which 14(35%) were delivered
by elective section and 22 cases (55%) were delivered
by emergency section. In abruptio placenta 16 cases
(55.2%) were delivered vaginally and 13 cases (44.8%)
cases were delivered by emergency caesarean section.
The difference is statistically significant (p value-0).

Hemorrhage (61.1%) is the most common
indication for caesarean section followed by fetal
distress (25%). Malpresentation in 3 cases of placenta
previa and PROM in 2 cases of placenta previa are the
indications for caesarean section. Cotton et al. [15]
reported hemorrhage as an indication for caesarean
section in 70.6% cases of APH in their study.

In the present study anemia is the most
common complication seen in 15 cases of placenta
previa and 12 cases of abruptio placenta. The difference
is clinically significant but statistically not significant (p
value-0.908). Postpartum hemorrhage is the second
most common complication seen in 9 cases of placenta
previa and 6 cases of abruptio placenta. The difference
is clinically significant but statistically not significant (p
value-0.857).Chakraborthy et al. [11] reported an
incidence of 16.25% cases of APH.

Caesarean hysterectomy is done in two cases
(5%) of placenta previa who had placenta accreta. A
2016 study conducted using the National Inpatient
Sample found that the overall rate of placenta accreta in
the United States was 1 in 272 due to increased
cesarean rate. Couvellaire uterus is seen in one case
(1.4%).Rai et al. [17] reported couvellaire uterus in
10.5% of APH patients.

Maternal death is seen in 3 cases (4.2%), 2
cases of placenta previa and 1 case of abruptio placenta
due to haemorhagic complications.

In the present study 15 cases of placenta
previa, 14 cases abruptio placenta were of low birth
weight. The difference is not statistically significant (p
value-0.371).13 cases of placenta previa and 13 cases of
abruptio placenta were preterm.

Neonatal jaundice is the most common
complication seen in 15 cases of placenta praevia and 3
cases of abruptio placenta. Birth asphyxia is seen in 6
cases of placenta previa and 4 cases of abruptio
placenta. Respiratory distress is seen in 3 cases of
placenta previa and 1 case of abruptio placenta.
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19 cases of abruptio placenta and 3 cases of
placenta previa presented with IUFD. The difference is
clinically significant (p value-0). Early neonatal death is
seen in one case of placenta previa and one case of
abruptio placenta.

CONCLUSION

The most common cause of APH is placenta
previa followed by abruptio placenta but more maternal
and neonatal morbidity and mortality seen in abruptio.
Regular antenatal checkups, early identification high
risk cases and timely referral to tertiary care centres,
early intervention, expectant management till fetal
maturity in necessary cases, blood and blood
components transfusion, good neonatal intensive care
facilities will ~ reduce the maternal and neonatal
morbidity and mortality.
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