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Coagulation Failure in Abruptio Placentae
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Summary

Obstetrics i “hloody business”. Coagulation failure has been tound to complicate 45 ot cases o
abruptio placentac, 5 cases who presented swith coagulation tailure during a period ot crghteen months
(1

farbure was L300 In 3 cases the abruption delivery interval was more than 8 hours and m 4 cases

NS

3060 9] were studied at Sassoon General Hospital Pune. The incadence of coaculation
o

rchroplacental clotweighed more than 8 hours and in 4 cases retroplacental clot weighed more than
Mo Toall the cases coagulation profile was maintained and CVEP monitored m 3 cases. 4cases were

fanstuscd with blood and FEPL T ease landed in AR and T died undelivered.

Introduction

Obstetries is “bloody business” —are the words
of Willam Flunter, 3570 of all pregnancies are associated
with thind trimester bleeding and 3270 are diagnosed as
placental abraption fDouglas Knab - 1978].

Coagulation tailure s one ot the most grave
comphoations of acadental haemaorrhage. It has been
observed to complicate 4 570 of cases of abruptio

placentac.

Anvanalysis of tive cases of coagulation tailure
treated over a pertod of cighteen months [171, 1993 to
30060 Y9 at Sassoon general hospital, Punce is

presented herewith,
Observations
Table I: Shows the incidence of coagulation failure.

Fotal number of cases admitted with the diagnosis of
accrdental haemorrhage were To, out of which 5 cases

presented with coagulation failure giving an incidence
of £.3% which is comparable to Pafaniappan’s .2
(1984).

4 cases developed coagutation tarlure atte
delivery while 1 had coagulation abnormuadite o

admission and died undelivered.

TableI:Incidence of Coagulation failure

Total number of cases Ilo
Number of cases with coagulation fatlure (13

Table I1 Shows the clinical features

- Allthecases presented with bleedmy fronm the vt

- Inaddition 3 cases presented awith bacmaturic and
devcloped bleeding from the prick sites.

Table Il : Clinical Feature

Bleeding sites s Uterine S
Hacematuria 3
Pricksite 3
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Table Il Shows mode of delivery

al Theabruption admission interval in 2 cases was leoss
than & hours while in 3 cases it was more than 15
hours. Tabour was induced in all the cases with
amniotomy followed by oxytocin.

b] 3 cases delivered vaginally while 1 case was subjected
to 1 SCS tor furious haemorrhage with closed cervix.
Al the cases delivered fresh stillbirth. 1 case died
undelivered within 2 hours of admission.

¢] Theabruption delivery interval inonlv one case was
fess than S hours.

Table I11: Mode of delivery

A
Vagimal 3
[ SCS 1
[ ndelin ered 1
Bl Abruption admission interval
[ s than 8 hours 2
More than 15 hours 3
ClAbruption *-ery interval
[ .ess than 8 hours 1
NMore than 8 hours 3

Table IV Shows the weight of retroplacental clot.

Blood loss 10 concealed haemorrhage is large
and clinrcaliy ditficult to estimate resulting into serious
undertranstusion. Only one case had clot weighing
00gm while 3 cases had clot weight more than 500gm.
O'Driscoll ot al (1966) has described use of CVP as a
cuide to adequate blood replacement and lowering the
incidence ot renal complications. In 3 cases volume
status was monitored with a CVP line.

Table IV Weight of RP clot

A00g
more than 500 gm

S

Table V Shows the coagulation profile maintained

In all the cases monitoring of coagulation status
was done with the help of bedside tests like bleeding
time: clotting time; clot observation test whereas
laboratory investigations include platelet estimation and
prothrombin time. The values were found to be abnormal
inall the cases and platelet count was < 50,000 /cmm. in

| casce.

Table V : Coagulation profile

Bedside tests Laboratory

Platelet estimation
Prothrombin time

Bleeding time
Cloting time
Clot obseryation test

Table VI Shows the treatment given.

The amount of replacement transtusion v aried
from 4 to 7 bottles of blood and 2 units of tresh trozen
plasmato every case. Blood components like tibrinogen
were not available. Only FI'P was available which was
immediately given in all cases. In addition 3 caseswho
suffered from atonic PPH were given Injection PGE2alta.
2 cases were monitored on Dopamine drip.

Table VI: Treatment given

Blood transfusion 4
FFP 1
Injection PGI+ 2 alfa 3
Dopamine

Table VIl Shows the complications encountered

1 case presented here manitested with ARI- at
home. The abruption delivery interyalwas 21 hours. She
was anuric for 36 hours and required hacmodialysis
twice. 1 case died within 2 hours of admission. Shew as
brought in a critical condition. The abruption admission
interval was 22 hours. She could not reach the hospital
early due to domestic and transport ditficultios.

Tahle VII: Complications encountered

AKE I
Death |
Conclusion

Diagnosis of abruption i~ often missed al
periphery due to concealed haemorrhage. Fhigh mdex of
suspicion and timely referral needs to be emyphasized.
The diagnostic acumen of medical practitioners at
periphery should be improved stressing the significance
of severe pallor with tachycardia and foctal death in
tavour of abruption.

Laboratory facilitios should beimproved which
includes estimation of fibrinogen and FOP levels

For the treatment of coagulation tailure liberal
and prompt fresh blood transfusion is a must. Blood
components should also be made available. Adequacy
of blood replacement should be ensurced by correct
monitoring of volume status by measuring C\'I

Efforts must be made to hasten delivery and
surg.ical intervention should not be delaved tor cases
with unsatisfactory responsc to induction proce fures.
Such cases should be managed in tertiary centers whete
adequate replacement facilitics arc available which can
help to reduce maternal morbidity and mortaiity.
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