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THE MANAGEMENT OF A PACIENT WITH UTERO-PLACENTAR APOPLEXY: A CASE 
REPORT (Abstract): Abruptio placentae or placental abruption is defined as the detachment of a 
normally inserted placenta after the first 20 weeks of pregnancy or during labor, which consequen-
tially causes a placental hematoma with variable clinical manifestations, depending of the degree 
of the separation. We present a case of a 19 years old pregnant patient, with 36 gestational weeks, 
followed-up by her ob-gyn from 10 weeks of gestation. She was diagnosed with essential hyperten-
sion at the age of 15, with dietary treatment. The patient underwent an emergency C-section di-
agnosed with: primigravida primiparous 36 weeks of gestation, severe fetal distress, untreated 
chronic hypertension, secondary anemia. Emergency C-section was performed under general an-
esthesia with oro-tracheal intubation, from which a male exitus fetus was extracted, weighting 
3140 grams. During the surgery, no pathological aspects of the uterus were identified, and normal 
contractility and hemostasis were achieved. 40 minutes after the surgical intervention, the patient 
complained of severe bleeding, which led to a secondary emergency surgery. During this reinter-
vention, the following aspects were found: enlarged, atonic uterus, with multiple petechiae, and 
a hematoma localized between the bladder and the uterus. Interadnexal subtotal hysterectomy was 
performed. The prognosis in this type of cases is poorer due to hemorrhagic shock and severe 
anemia, with a subsequent risk of neurological sequelae. Key-words: PLACENTAL ABRUPTION, 
POSTPARTUM HEMORRHAGE, INTRAPARTUM DEATH, EMERGENCY C-SECTION

BACKGROUND
Abruptio placentae or placental abruption is 

defined as the detachment of a normally inserted 
placenta after the first 20 weeks of pregnancy 
or during labor, which consequentially causes 
a placental hematoma with variable clinical 
manifestations, depending of the degree of the 
separation. Uteroplacental apoplexy, known as 
Couvelaire uterus, refers to the intraoperative 
aspect (during C-section) of intramyometrial 
and subserosal extended blood extravasation, 
due to placental abruption.

The minor clinical form of placental abrup-
tion can be unnoticed, while, in the more seri-

ous form, the symptomatology can be severe 
and can lead to maternal and/or fetal death.

According to the surface of separation and the 
size of hematoma, we distinguish three grades:
• grade I - separation up to 1/6 of the placen-

tal surface, with a small hematoma (50-100 
ml),

• grade II - separation up to 1/3 - 1/2 of the 
placental surface, with a hematoma of 150-
500 ml,

• grade III- separation of more than 1/2 of the 
placental surface, with a hematoma that ex-
ceeds 500-1000ml.
In the mild forms of placental abruption, the 
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physician must consider the following clinical 
profile:
• absent or minimal, sometimes recurrent 

vaginal bleeding,
• slight uterine tenderness,
• normal maternal blood pressure and heart 

rate,
• normal coagulation profile,
• no signs of fetal distress or evidence of fetal 

distress.
In the moderate and severe forms of placen-

tal abruption, the physician must consider the 
following manifestations:
• vaginal bleeding variations from absent to 

abundant,
• tetanic uterus/ high consistency on palpa-

tion,
• alarm vital signs: maternal tachycardia, hy-

povolemia and even shock
• alterations of coagulation: hypofibrinogen-

emia (50-250 mg/dl) or disseminated intra-
vascular coagulation/consumptove coagulo-
pathy,

• evidence of fetal distress (alarm cardioto-
cography) or fetal death.

CAse rePOrT
We present the case of a 19 years old preg-

nant patient, with 36 gestational weeks, previ-
ously diagnosed with essential hypertension (at 
the age of 15), with dietary treatment.

The pregnancy was followed-up by an ob-
stetrician from 10 gestational weeks. First tri-
mester morphology, TORCH profile and rou-
tine pregnancy tests had normal values. At 16 
weeks of gestation the patient underwent car-
diological examination which found mild values 
of blood pressure and tachycardia and the car-
diologist recommended treatment with methyl-
dopa 250mg once daily. 

At 36 weeks of gestation, the patient was 
admitted in the hospital due to hypogastric and 
lumbar pain. The clinical examination found: 
blood pressure of 144/97mmHg, a heart rate of 
122 bpm, without any pathological signs. Using 
Leopold maneuvers, a cephalic presentation 
was determined, with obstetrical examination 
in normal limits. The speculum vaginal exami-
nation showed a physiological leucorrhea and 
a posteriorly oriented cervix with closed exter-
nal orifice.

The abdominal ultrasound showed a monofe-
tal pregnancy, with fetal biometry of 36 weeks 
and 2 days, and estimated weight of 3087g. The 

placenta had a posterior insertion, 2nd-3rd de-
gree, and showed no signs of abruption. Am-
niotic fluid was found in normal quantity. The 
only pathological evidence was of fetal brady-
cardia: the fetal heart rate was of 50-60/min-
utes. The lab results showed anemia and leu-
kocytosis: the hemoglobin was 9,2 g/dl and 
number of leukocytes was 22,625/mm3. 

Due to acute fetal distress (severe bradycar-
dia), the patient underwent an emergency sur-
gery (C-section). General anesthesia and oro-
tracheal intubation were performed. A male 
exitus fetus was extracted, weighting 3140 
grams. During the surgery, no pathological as-
pects of the uterus were identified, and normal 
contractility and hemostasis were achieved. 
Anesthesia went without any major events. The 
patient had increased blood pressure at the be-
ginning of the C-section, subsequently hemo-
dynamic stability was achieved.

40 minutes after the surgical intervention, 
the patient complained of severe bleeding, which 
led to administration of 100 micrograms carbe-
tocin (Pabal). Subsequently, the patient devel-
oped decreased blood pressure (which required 
vasopressor support with noradrenaline) and 
tachycardia, suggesting hemorrhagic shock. The 
blood tests highlighted the hemorrhagic shock, 
with severe blood loss, Hgb=1,6 g/dl, thrombo-
cy topenia of 108*103/μl, metabolic acidosis, 
pH=7.02, pCO2=34mmHg, HCO3=8,8 
mmol/l, dyselectrolithemia and severe coagula-
tion profile (APTT=120sec, fibrinogen = 52,2 
mg/dl, Quick time=120 sec).

A secondary emergency surgery was per-
formed. During this reintervention, the follow-
ing aspects were found: enlarged, atonic uter-
us, with multiple petechiae, and a hematoma 
localized between the bladder and the uterus 
(Figures 1, 2). Interadnexal subtotal hysterec-
tomy was performed.

During hospitalization, the patient received 
blood and plasma transfusions. Intraoperative-
ly, 4 units of ABIV+ fresh-frozen plasma and 
2 units of ABIV+ erythrocitary concentrate 
were administered. Postoperatively, the patient 
received 1 unit of ABIV+ fresh-frozen plasma 
and 3 units of ABIV+ erythrocitary concen-
trate and also 13 vials of 5 mg recombinant 
VIIa coagulation factor (rFVIIa) (NovoSeven). 
Due to the hemorrhagic shock, the subclavian 
vein was also catheterized. 

Postoperatively, the clinical response of the 
patient was favorable. The usual anticoagulant, 
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antibiotic and antalgic therapy was adminis-
tered. The patient was discharged with a hemo-
globin of 8,8 g/dl.

DISCUSSIONS
Detachment of a normally inserted placenta, 

also known as placental abruption (abruptio 
placentae), is the most common cause of an-
tepartum bleeding and involves the separation 
of the normally located placenta from the uter-
ine wall after 20 weeks of gestation and before 
birth (1). Abruptio placentae is a severe com-
plication that occurs in about 1% of pregnan-
cies (2,11). In addition, about two-thirds of 
these cases can be classified as severe due to 
maternal, fetal, and neonatal morbidity and 
mortality (3). The Couvelaire uterus refers to 
the uteroplacental atony, widespread extravasa-
tion of blood into the uterine musculature and 
beneath the serosa which can be noticed during 
the surgical intervention. Effusions of blood are 
also seen beneath the tubal serosa, between the 
leaves of the broad ligaments, in the ovarian pa-
renchyme, and free in the peritoneal cavity (5).

The exact etiology of placental abruption is 
unknown, but several risk factors have been 
identified, such as: high parity, advanced ma-
ternal age, low socioeconomic status, tobacco 
smoking, abdominal trauma, alcohol consump-
tion, cocaine use during pregnancy, maternal 
hypertension, polyhydramnios, multiple preg-
nancy, thrombophilia and personal history of 
placental abruption (6,8,14). Among these risk 
factors, the reported rate of abruptio placentae 
in women with mild chronic hypertension has 
ranged from 0.7% to 1.5% (13).

Sometimes there are no identifiable respon-
sible factors. As previously presented, the less 
severe forms of placental abruption cannot al-
ways be accurately recognized in clinical prac-
tice, so the diagnosis is one of exclusion. Ul-
trasound is of little use because the placental 
tissue and recent blood clots may have similar 
imaging characteristics (5). A sensitivity of only 
24% in 149 consecutive cases with suspected 
placental abruption has been reported (7).

Among the maternal and fetal complications 
of placental abruption, Li and co-workers iden-
tified (in descending order of frequency): 
utero-placental apoplexy, neonatal asphyxia, 
maternal hemorrhagic shock, disseminated in-
travascular coagulation, in utero fetal death, 
hysterectomy and neonatal death(10). In the 
case of uterine apoplexy, 15% of the fetuses 
who show signs of oxygen deficiency eventu-
ally die antepartum (9).

Postpartum bleeding or postpartum hemor-
rhage (PPH) is often defined as the loss of more 
than 500 ml or 1000 ml of blood in the first 24 
hours after birth. Acute postpartum hemorrhage 
is the leading cause of maternal death globally 
and a major contributor to morbidity (15). The 
4 main causes of PPH are: uterine atony, per-
ineal trauma, retained placenta, and coagula-
tion disorders.

There are many known risk factors that can 
lead to PPH, including placenta praevia, abrup-
tio placentae, multiple gestation, chorioamnio-
nitis, etc. (5).

In a study published by Bateman et al., PPH 
complicated 2.9% of all births, and 79% of 
these cases had uterine atony as the etiology. 

fig. 1. Intraoperative aspect 
of Couvelaire uterus

fig. 2. Intraoperative aspect: 
uterine petechiae
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PPH was associated with 19.1% of all postpar-
tum deaths (4).

Regarding the emergency peripartum hyster-
ectomy, Sahin and colleagues mention the most 
common indications as abnormal placentation 
(50%), uterine atony (36%) and uterine rupture 
(9%) (12).

In the present case, the occurrence of mas-
sive post-operative hemorrhage due to uterine 
atony superimposed on a case of uterine apo-
plexy that did not show specific signs inopera-
tive at the time of the cesarean section, nor 
specific symptoms, but which showed specific 
signs during the urgent reintervention, similar 
cases being rarely cited in the literature.

Mortality is very high in such cases, as the 
patient presented uterine hypotonia non-respon-
sive to uterotonic treatment, complicated with 
hemorrhagic shock, uterine apoplexy and se-

vere coagulopathy in a young primiparous wom-
an, occurring shortly after CST.

CONCLUsIONs
Abruptio placentae is a rare but serious com-

plication and one of the major etiological fac-
tors in postpartum hemorrhage. If it is not rec-
ognized and is not treated promptly, it exposes 
both the mother and the fetus to important 
risks, including life-threatening complications.

The prognosis in such cases is very reserved 
due to hemorrhagic shock and severe anemia, 
with the possibility of neurological sequelae. 
There are rare cases in which the uterine apo-
plexy is not detected intraoperatively, a condi-
tion that can subsequently cause possibly fatal 
complications in the absence of  emergency 
intervention by a multidisciplinary team.
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