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ABSTRACT

One of the actual problems of modern clinical medicine is
coagulopathic bleedings in premature detachment of normally
situated placenta, which complicate pregnancy in 1-2% of cases.
In recent decades, their frequency increases. The frequency of
occurrence of the premature detachment of normally situated
placenta (PDNSP) on the average makes 0.5% of all pregnancies.
According to the histological investigations of the placenta after

parturitionmeetsmuchmoreoften:upto2.1-3.8%ofallparturitions.
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INTRODUCTION

Placental abruption is defined as all the cases of
premature detachment of the placenta from its places
of attachment which occurs prepartum - during

pregnancy or childbirth. [1, 12].
Classification

1. Mild degree - no signs of deterioration of the
mother or the fetus;

2. Moderate degree - signs of the deterioration of the
mother and fetus;

3. Severe degree - with the death of the fetus.
A - without coagulopathies (2\3);
B - with coagulopathy (1\3).
Depending on the area, there is partial and complete
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detachment of the placenta. In partial detachment of the
placenta: part of the entire placenta exfoliates from the
uterine wall; in complete, the entire placenta. Partial
PDNSP can be marginal when the edge of the placenta
exfoliates or central, when the central part exfoliates
respectively. Partial detachment of the placenta can
be progressing or not progressing. The evaluation
of the severity of prenatal bleeding (placental and /
or uterine) is not established with evidence- based
guidelines. The severity is recognized by the amount
of blood loss and often underestimated, while there
is no way to assess the amount of blood lost into the
cavity, cannot present a total blood loss. An important
indicator of the amount of bleeding is the risk for fetal
disorders or even fetal death. [1, 2, 3, 25, 26].

Risk factors

Risk factors for placental abruption may include the
following: 1) vascular (vasculopathy, angiopathy
of placental bed, surface cytotrophoblast invasion
in the defective endometrium); 2) hemostatic
(thrombophilia); and 3) mechanical (trauma,
obstetrical complications and manipulations).

- During pregnancy: vascular extragenital pathology
(hypertension, glomerulonephritis); endocrinopathies
(diabetes); autoimmune conditions (antiphospholipid
syndrome,  systemic  lupus  erythematosus);
combined preeclampsia on the background of
glomerulonephritis; infectious and allergic vasculitis;
thrombophilia, genetic defects of hemostasis,
predisposing to thrombosis.

- Placental abruption in the previous pregnancies, in
the anamnesis - from 1.0% to 1.4% [9, 10, 22, 23];

- The bleeding in the first trimester, as well as
the presence of retroplacental hematoma on
ultrasonography, increases the risk of placental
abruption [10, 13, 24];

- Other risk factors for placental abruption include:
pre-eclampsia, pelvic presentation, polyhydramnios,
oligohydramnios, prenatal amniorrhea, intrauterine
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growth restriction syndrome (IUGR), multiparous
[21], pregnancy resulted from assisted reproductive
technologies [17], abdominal trauma, smoking and
misuse of medications during pregnancy, drug abuse
[2,6,13,16].

- During  parturition:  amniorrhea  during
polyhydramnios; uterine hyperstimulation with
oxytocin; birth of the first fetus in multiple pregnancy;
short umbilical cord; chorioamnionitis. Forcible
placental abruption in result of falling and injury,
external obstetric rotation, amniocentesis is possible.

Diagnostics

Ultrasound signs of placental abruption has a low
prognostic value. The diagnosis of placental abruption
is largely a clinical one. Caesarean section should
not be delayed for conducting an ultrasound if there
is clinical evidence of an unstable condition for the
mother and the fetus. The absence of retroplacental
hematoma on ultrasound does not rule out placental
abruption (in 20% of cases - is not visualised) [11,
19].

MAIN BODY

The management of patients with premature
detachment of normally situated placenta

Primary actions at progressing placental abruption
described in Figure 1 [27-30].

Basic actions at moderate and severe degree of
placental abruption, in the absence of parturient
activities are the following: 1) deploy the operation
unit (no more than 20 min); 2) regardless of the
duration of pregnancy, an emergency surgical delivery
by cesarean section [27-30].

Primary actions at mild degree of abruption in the
first and second stage of parturition include: 1)
there may be vaginal delivery, if the condition of the
mother and fetus are stable; 2) continuous monitoring
of the hemodynamic parameters of mother; 3)
continuous monitoring of the fetus condition (CTQG)
[27-30].

Basic actions at moderate degree of placental
abruption in the first stage of parturition are the
following: regardless of the duration of pregnancy, an
emergency surgical delivery by cesarean section [27-
30].
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Primary actions at severe degree of placental
abruption in the first stage of parturition include:
1) operative vaginal births, If there are conditions for
its carrying out: if it is possible to achieve adequate
progress of parturition or the end of the first stage
of parturition, and it is possible to maintain a stable
condition of the mother, the doctor has the skill for
carrying out an operative vaginal birth; 2) emergency
caesarean section in the absence of conditions
for a vaginal birth and/or there is testimony from
the mother; 3) if on the testimony of the mother is
necessary to conduct Caesarean section in the presence
of coagulopathy, primarily, before the operation, must
be entered the fresh frozen plasma [27-30].

Basic actions at moderate degree of placental
abruption in the second stage of parturition
described in Figure 2 [27-30].

Basic actions at severe degree of placental
abruption in the second stage of parturition
include: 1) operative vaginal births, If there are
conditions for its carrying out: have the opportunity
to maintain a stable condition of the mother, the
doctor has the skill for carrying out an operative
vaginal childbirth (emergency extraction of the
fetus); 2) emergency caesarean section in the absence
of conditions for a vaginal birth and/or there is
testimony from the mother; 3) if on the testimony of
the mother is necessary to conduct Caesarean section
in the presence of coagulopathy, primarily, before the
operation, must be entered the fresh frozen plasma
[27-30].

Primary actions at placental abruption and the
presence of coagulopathy are the following:

Ifonthe testimony of the motheris necessary to conduct
Caesarean section in the presence of coagulopathy the
fresh frozen plasma must be administered, primarily,
before the operation. In severe coagulopathy,
antifibrinolytic therapy (Tranexam) (Level C) may
have a significant positive effect. Additionally, if it
is indicated, platelet, red blood cell mass should be
introduced and if available cryoprecipitate also [27,
28, 30].

Basic actions at placental abruption and the
presence of coagulopathy include:

If on the testimony of the mother is necessary to
conduct Caesarean section in the presence of
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REVIEWS

Estimate the condition of the mother
(pulse, blood pressure, respiratory rate,
body temperature) and the fetus
(CTG)

Call the neonatologist and prepare for
primary neonatal resuscitation

Catheterise peripheral vein; the access
necessarily in 2 large veins with
Vasocan of large size (Nel6-14)

Make sure that there is a sufficient
amount of blood and blood substitutes

Start the infusion of saline solution in
the amount of 3: 1 to the amount of
the estimated blood loss (for 15
minutes, 1 L of crystalloid), If there
are signs of shock - replenishment at
least 2 liters of crystalloids

Catheterise the urinary bladder

Figure 1. Algorithm of actions at progressing placental abruption

The tactic is determined by the
location of the presenting part in the
small pelvis

If the presenting part of the fetus is in
the widest part of the pelvic cavity and
above and / or there are no conditions
for conducting a vaginal birth,
cesarean section is recommended

3. If the presenting part of the fetus is
located in a narrow part of the pelvic
cavity and lower and there are
conditions fora vaginal birth, then at
cephalic presentation vaginal
operative births are possible by the use
of vacuum extractor or an obstetric

forceps and at breech delivery an
extraction of the fetus is produced for
pelvic end

U

Call the neonatologist and prepare for
primary neonatal resuscitation

-

Make sure that there is a sufficient
amount of blood and blood substitutes

-

Catheterise the urinary bladder

Figure 2. Algorithm of actions at moderate degree of placental abruption in the second stage of parturition

coagulopathy, primarily, before the operation,
must be entered the fresh frozen plasma. In severe
coagulopathy, especially positive effect may have
antifibrinolytic therapy (Tranexam) and additional
introduction by indications the platelet, red blood cell
mass and cryoprecipitate if available [17, 18, 20, 29].

In case of a postpartum hypotonic bleeding, start
infusion of Oxytocin of 20 units to a 1000 ml of saline
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(atarate of 60 drops per minute and not more than 3 L).
Inthe absence of the effect from Oxytocin, sequentially
administered Methylergometrin 0.2 mg IV or IM
up to 5 doses (1.0 mg) (contraindicated in severe
preeclampsia), Enzaprost 2.5-5 mg into the muscle of
the uterus up to 8 doses (20 mg) and Misoprostol in
a dosage of 800-1000mkg per rectum. Changing the
course of uterotonic drugs should be determined by
clinical effect. In case of continues bleeding use the
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mechanical methods to stop bleeding: compression of
the aorta, bimanual compression of the uterus. In the
absence of the effect of above-mentioned measures
to cessation of bleeding, required a laparotomy in
order to conduct surgical haemostasis: compression
sutures, B-Lynch sutures, ligation of the major vessels
(uterine, ovarian); ligation of the internal iliac vessels
(in the presence of trained surgeons) [4, 5, 7, 8, 13,
14, 19].

If the woman’s condition is unstable, there are
significant changes in the blood coagulation system
markers, the uterus is badly reduced, total or subtotal
hysterectomy and abdominal drainage should
be performed on the background of coagulation
regulation. Hysterectomy during a bleeding should
be carried out before any hemodynamic disturbances.
Reimplementation of methods proven ineffective in
the first implementation is unacceptable.

Upon detection of Couvelaire uterus during
laparotomy, it is recommended to:  caesarean
section in the first stage, treating with uterotonics
and imposing compressive sutures by the B-Lynch.
If the surgeon has sufficient experience of carrying
out surgical hemostasis, he can conduct the ligation
of tubal and internal iliac artery. If within 30 minutes
of observation and conducting of surgical hemostasis
there are no significant changes in the indicators
of the blood coagulation system and the uterus is
well reduced, council a physician on the issue of
preservation of the uterus, in so far as after childbirth
imbibed blood resorbed spontaneously (D). In case of
continuous bleeding and in absence of the effect of
surgical total or subtotal hysterectomy and abdominal
drainage haemostasis should be carried out [3, 19].
The infusion of blood components in the presence of
indications: Fresh frozen plasma (FFP), packed red
blood cells, anti-fibrinolytic therapy with intravenous
administration of tranexamic acid (level C) 500-
1000mg for 200 ml of saline [4, 5, 17, 18, 20].

CONCLUSION

Due to the urgency of the topic for the modern
obstetrics, it is necessary that each obstetrician knows
effective measures for the prevention, early diagnosis,
identification and management of patients at the given
pathology.
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