CASE REPORT

doi: 10.48095/cccg2024215

Asymptomatic acute massive abruptio placenta
at 30 weeks’ gestation in a primigravida

with no risk factors — clinical presentation

and management

Asymptomatické akutni masivni odlouceni placenty v 30. tydnu téhotenstvi
u primigravidy bez rizikovych faktoru — klinické projevy a lécha
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Summary: Abruptio placenta can be a catastrophic event with a high association with adverse maternal and fetal outcomes. We present a case
of massive abruptio placenta occurring in a young asymptomatic mother at 30 weeks' gestation. Although electronic fetal monitoring and
ultrasound allowed a prompt diagnosis of an 8 x 5cm retroplacental hematoma, the fetus died at the time of emergency cesarean section. The
fetus was intubated, but could not be resuscitated. Histologic examination of the placenta documented thinning and stacked hypercapillarized
villi, with syncytial buds and foci of fibrinoid necrosis in the presence of hyaline streaks on both the maternal and fetal sides.
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Souhrn: Odlouceni placenty muze byt katastrofalni udalosti s nasledky pro matku i plod. Prezentujeme masivni odlouceni placenty, ke kterému
doslo u mladé asymptomatické matky v 30. tydnu téhotenstvi. Ackoli elektronicky monitoring plodu a ultrazvuk umoznily rychlou diagnézu
retroplacentdrniho hematomu o velikosti 8 X 5cm, plod béhem akutniho cisafského fezu odumfel. Plod byl intubovan a resuscitovan, ale
nelspésné. Histologické vysetfeni placenty prokazalo ztencené a na sebe navrstvené choriové klky se zvySenym mnozstvim kapildr a syncitidlnimi
hnizdy a lozisky fibrinoidni nekrézy za pfitomnosti hyalinnich pruht jak na strané matky, tak na strané plodu.
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Introduction

In addition to providing oxygen to the
developing embryo and fetus, the pla-
centa is an essential organ that provides
the fetus with a variety of nutrients, en-
docrine secretions, and protection from
maternal infections. The placenta exerts

its effects by releasing various types of
molecules into the maternal and fetal cir-
culation that act through autocrine, en-
docrine, and paracrine pathways [1-3].
Abruptio placenta is an acute event
that occurs during pregnancy and
can endanger both the mother and

fetus, with an estimated incidence of
1/100-200 deliveries. In severe cases,
abruptio placenta is associated with
high neonatal mortality in the range of
1.2 per 1,000 births [2,4]. The underlying
pathogenetic mechanism is decidual
hemorrhage with secondary develop-

Ceska Gynekol 2024; 89(3): 215-218

215




ABRUPTIO PLACENTAE WITH NO RISK FACTORS

Paal ey 115 b
+ i . <
=] TR P U

—

Folno (<35 | bow | Pl e

e —y 1 S

Fig. 1. Electronic fetal monitoring documenting an ominous pattern (agonal) according to ACOG Class lll classification.
Obr. 1. Elektronické monitorovani plodu dokumentujici nepfiznivy (agonalni) stav podle klasifikace ACOG llI. tfidy.

Fig. 2. Transabdominal ultrasound performed with a Hera
WSB80A apparatus (Samsung Corp., Seoul, South Korea):
the green ROI (region of interest) shows a retroplacental
hematoma measuring 8 x 5 cm.

Obr. 2. Transabdominalni ultrazvuk provedeny na pfistroji
Hera WS80A (Samsung Corp., Soul, Jizni Korea): zelend

ROI (oblast zajmu) ukazuje retroplacentarni hematom

Fig. 3. Detail of the voluminous retroplacental hematoma
measuring 8 X 5 cm on transabdominal ultrasound perfor-
med with a Hera WS80A apparatus (Samsung Corp., Seoul,
South Korea).

Obr. 3. Detail objemného retroplacentarniho hematomu

o rozmérech 8 X 5 cm na transabdominalnim ultrazvuku
provedeném pfistrojem Hera WS80A (Samsung Corp., Soul,

o rozmérech 8 x 5 cm.

ment of retroplacental clots, resulting in
decreased oxygen delivery at the mater-
nal-fetal interface [5].

Case presentation

A 20-year-old primigravida at 30 weeks'
gestation presented with mild to mod-
erate bilateral lumbar pain resembling
renal colic in a previously reported une-
ventful pregnancy. Obstetrical examina-
tion revealed a non-contracted uterus,
closed cervix, and no vaginal bleeding.

Jizni Korea).

As per protocol, electronic fetal monitor-
ing (EFM) was performed and showed
an ominous pattern (agonal) consistent
with American College of Obstetricians
and Gynecologists (ACOG) class lll classi-
fication (Fig. 1) [6].

Immediate transabdominal ultra-
sound showed acute loss of fetal heart-
beat, while examination of the placenta
revealed retroplacental hemorrhage
measuring 8 X 5cm involving the entire
placental bed, resulting in complete de-

tachment of the placenta to the decidua
(Fig. 2, 3). The amniotic fluid was charac-
terized by a large amount of hyperecho-
genic debris and sludge.

An emergency cesarean section was
performed, and although no third tri-
mester hemorrhage was seen clinically,
the postpartum hemorrhage manage-
ment protocol was activated to prevent
subsequent obstetric complications.
After a low segmental uterine incision,
multiple clots were evacuated and the
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Fig. 4. Histological examination of the placenta showed thinned and stacked hypercapilarized villi with syncitial buds
and foci of fibrinoid necrosis in the presence of hyaline streaks on both maternal (A) and fetal (B) sides

(Hematoxylin Eosin, HPF x100).

Obr. 4. Histologické vysetteni placenty ukazalo ztencené a na sebe navrstvené hyperkapilarizované klky se syncitiaInimi
pupeny a lozisky fibrinoidni nekrdézy v pfitomnosti hyalinnich pruh( na mateiské (A) i fetdlni (B) strané (hematoxylin eozin,

HPF x100).

placenta was seen to be completely de-
tached from the myometrium. Histolo-
gical examination of the placenta doc-
umented thinning and accumulation
of hypercapillarized villi with syncytial
buds and foci of fibrinoid necrosis in the
presence of hyaline streaks on both the
maternal (A) and fetal side (B) (Fig. 4).
The fetus was delivered, intubated,
and resuscitated without success.
A B-Lynch suture procedure was per-
formed along with administration of
oxytocin 20 Ul i.v. (intravenous) and
metilergometrin 2 ampoules i.m. (intra-
muscular). The B-Lynch procedure was
followed by placement of a Bacri bal-
loon filled with 180 mL saline at the time
of uterine closure. Misoprostol 200 pg
4 tablets p.r. (per rectum) was also ad-
ministered at the end of the cesarean
section and the Bacri balloon was re-
moved after 24 h. The woman had a fa-
vorable outcome with normal labora-
tory tests (including red blood cell and
platelet counts and coagulation factors)
and was discharged five days after sur-
gery. The woman underwent gyneco-
logical follow-up, which showed a com-

plete recovery with a normal-appearing
uterus. She gave birth to a healthy new-
born weighing 2,910g by planned ce-
sarean section at 38 weeks' gestation
2 years later.

Discussion

In the vast majority of cases, placental
abruption occurs at the level of the ma-
ternal vessels located in the basal de-
cidua, specifically at the interface with
the chorionic villi; rarely, abruption
may originate from the fetal-placen-
tal vessels. The secondary formation of
a hematoma may lead to an autolytic
process or may develop through the de-
ciduo-chorionic interface until the en-
tire placenta is completely detached
from the myometrial wall. This process
may result in abnormal placental gas
exchange, which may jeopardize fetal
well-being. The typical maternal clini-
cal presentation of abruptio placenta
is characterized by vaginal bleeding,
usually accompanied by acute abdomi-
nal pain and increased uterine tone with
tachysystole (increased uterine contrac-
tions), while the reduced/altered gas ex-

change is usually associated with EFM
abnormalities. Although several varia-
bles have been recognized as predispos-
ing factors, such as advanced maternal
age, Asian race, poor obstetric history,
multiparity, and pre-eclampsia [7], our
index case was not associated with any
risk factors. The young mother had an
uneventful pregnancy, normal arterial
blood pressure, no smoking habit or co-
caine abuse, no hypocromic microcytic
anemia, no thrombophylaxis, and no ab-
dominal trauma [8-10].

In our case, the woman presented only
with mild to moderate atypical lower ab-
dominal pain referred bilaterally to the
lumbar region, overlapping those of
renal colic, but with a negative Giordano
maneuver. In addition, vaginal examina-
tion documented the absence of painful
uterine contractions, vaginal bleeding,
and blood pressure was within the nor-
mal range.

EFM showed an ominous pattern (ag-
onal) consistent with an ACOG class IlI
classification [6], and the emergency
transabdominal ultrasound allowed the
detection of a massive abruptio pla-
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centa with a retroplacental hematoma
measuring 8 X 5cm. It is worth mention-
ing that although obstetric ultrasound
has been shown to increase the detec-
tion rate of abruptio placenta, the ab-
sence of ultrasound diagnostic cluster(s)
of the condition does not per se rule out
the possibility of abruptio placenta [11].
Emergency cesarean section and man-
agement of the woman using the pro-
tocol used for mothers with postpar-
tum hemorrhage has made it possible to
prevent serious maternal complications
associated with this condition, such as
disseminated intravascular coagulopa-
thy, hemorrhagic shock, and end-organ
damage [12-14].

During a cesarean section, the de-
velopment of a so-called Couvaliere's
uterus [15] was promptly treated with
uterine massage, B-Lynch suturing as-
sociated with Bacri balloon position-
ing [16,17], and oxytocin administration.
The association of a B-Lynch procedure
with the Bacri balloon has been vali-
dated by medical literature, which re-
ports hemostatic improvement in such
cases [18].

In conclusion, we have presented
a case of acute, massive Abruptio pla-
centa in an asymptomatic young primi-
gravida resulting in fetal stillbirth. This
clinical presentation is of great impor-
tance for obstetricians, medico-legal
practitioners, and health care provid-
ers highlighting the key concept that
even in the absence of clinical risk fac-
tors, obstetric complication(s) may occur
and the application of protocols is man-
datory to prevent, if possible, adverse
perinatal outcome and medical life-
threatening complications for the ma-
ternal-fetal binomial.
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