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Ce nu este, deocamdata, cunoscut la subiectul abordat

Pana in prezent, nu au fost calculate frecventa si ponderea
factorilor de risc regionali pentru dezvoltarea unei urgente
obstetricale majore, cum este decolarea prematura de placen-
ta normal inserata.

Ipoteza de cercetare

Gravidele care comporta factori de risc moderati si majori
pentru decolarea prematura de placenta normal inserata ne-
cesita luarea unor masuri profilactice specifice si asigurarea
unei conduite corecte si a sarcinii.

Noutatea adusa literaturii stiintifice din domeniu

Au fost determinate frecventa, aspectele clinico-evolutive si
identificati factorii de risc regionali pentru decolarea prema-
turd de placenta normal inserata.

Rezumat

Introducere. Decolarea prematura de placenta normal in-
serata (DPPNI) este una din cauzele de hemoragii masive in
trimestrele 2 si 3 de sarcina, cauzand o rata de morbiditate si
mortalitate materna si fetald inalti. In prezent, sunt publicate
tot mai multe date despre factorii obstetricali care participa
la realizarea patogenica a DPPNI. Totodatd, aceste date ra-
man controversate, iar factorii de risc pentru DPPNI difera in
functie de regiune, statut socio-economic si nivel de asistenta
medicala.

Material si metode. A fost efectuat un studiu statistic re-
trospectiv a 355 de cazuri de DPPNI, care au avut loc in doua
maternitati de nivel tertiar din Republica Moldova in perioa-
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What is not known yet, about the topic

To date, the incidence and prevalence of regional risk fac-
tors for normally inserted placenta abruption, one of the ma-
jor obstetric emergencies, have not been calculated.

Research hypothesis

Pregnant women, in which moderate and major risk fac-
tors for normally inserted placenta abruption are identified,
require specific preventive measures and a correct manage-
ment of pregnancy.

Article’s added novelty on this scientific topic

The incidence, peculiarities of clinical aspects and regio-
nal risk factors for normally inserted placenta abruption
were determined.

Abstract

Introduction. Abruption of normally inserted placenta
(ANIP) is one of the causes of massive bleeding in 2™ and 3
trimesters of pregnancy, causing a high morbidity and mater-
nal and fetal mortality rates. Currently, more data have been
published about obstetrical risk factors participating in the
pathogenesis of placenta abruption. However, these data re-
main controversial and risk factors for placenta abruption
vary because of region, socio-economic status and different
level of care.

Material and methods. A retrospective statistical study of
355 cases of ANIP that occurred in two maternity units of ter-
tiary level in Moldova between 2010 and 2014 was conducted.



da 2010-2014. Lotul de comparare a constituit 355 de cazuri
obstetricale fara aceasta patologie, care au fost selectate con-
form metodei perechilor potrivite (1. engl. matched pair) dupa
varsta si statut social. Pentru analiza statistica au fost aplicate
testele t-Student, raportul sanselor (OR).

Rezultate. Studiul a cuprins 355 de gestante cu terme-
nul de sarcina dupa 22 de sdaptamani. Nasterea prematura
a fost inregistratd in 49,9% vs. 7% cazuri (p<0,001). Au fost
identificati urmatorii factori de risc, care au contribuit la dez-
voltarea DPPNI: hipertensiunea gestationala (OR=29,36),
hipertensiunea esentiala (OR=18,08), sindromul antifosfoli-
pidic (OR=10,26), moartea antenatald a fatului (OR=10,26),
iminenta de intrerupere a sarcinii prezente (OR=6,84), obe-
zitatea (OR=6,63), preeclampsia (OR=6,46), malformatiile
uterine (OR=4,62), sangerarile vaginale pe parcursul sarcinii
prezente (OR=3,47), restrictia de crestere intrauterina a fatu-
lui (OR=3,12), polihidramniosul (OR=2,66), avortul spontan in
anamneza (OR=2,40) si anemia (OR=1,98).

Concluzie. Gestantele cu anamneza obstetricald prin
avort spontan, nastere prematurd, fie sunt diagnosticate cu
malformatii uterine, ale caror sarcina, pe parcurs, s-a compli-
cat cu sangerdri vaginale, iminenta de intrerupere a sarcinii,
hipertensiune gestationald, polihidramnios, moarte antena-
tala a fatului, restrictie de dezvoltare a fatului si/sau anemie,
necesita includerea in grupul de risc major pentru DPPNI, cu
aplicarea masurilor de profilaxie a dezvoltarii acesteia prin
conduita, rezolvarea corecta si oportuna a sarcinii.

Cuvinte cheie: factori de risc, decolare prematura de pla-
centd normal inseratd, hipertensiune, moarte antenatala a fa-
tului.

Introducere

Hemoragiile obstetricale conditioneaza un nivel inalt al
morbiditatii si mortalitatii materne. Dintre ele, DPPNI ocupa
locul doi dupa hemoragiile atonice si cele hipotonice ale ute-
rului, constituind o pondere de 20-45% [1, 7]. Prin decolarea
prematurd a placentei normal inseratd sau apoplexie utero-
placentara se intelege o dezlipire variabila ca extindere a pla-
centei normal inserate, dupa 22 saptamani de sarcind sau in
timpul travaliului, avand ca urmare un hematom placentar si
un tablou clinic, a carui gravitate depinde de extinderea dezli-
pirii. Conform datelor mai multor cercetatori, frecventa deco-
larii premature de placenta normal inserata constituie 0,5-1%.

In literatura de specialitate, sunt recunoscuti si descrisi
numerosi factori de risc care, posibil, conditioneaza aceasta
urgentd obstetricald, insa cauza dezlipirii de placentd rama-
ne, pana in prezent, necunoscutd. De asemenea, sunt descrise
si cateva mecanisme probabile de dezvoltare a DPPNI. Ele se
refera la tulburdrile hemodinamice in zona utero-placentara
in perioadele de nidatie, implantare si placentatie, combinate
cu dereglarile invaziei citotrofoblastului si, prin urmare, re-
modelarea incompleta a arterelor spiralate. Deseori se inre-
gistreazd o diminuare a mecanismelor anticoagulante, precum
trombofiliile dobandite si cele congenitale. Dereglarile invo-
cate conduc la dezvoltarea tulburarilor circulatorii Tn spatiul

Factori de risc in abruptio placentae

The control group represented 355 obstetrical cases without
placental abruption, which were “matched - pair” according
to age and social status. Statistical analysis was done with the
help of Student’s t test, and odds ratios (OR).

Results. The study included 355 pregnant women, with
more than 22 weeks of gestation. Premature birth was regis-
teredin49.9% vs. 7% of cases (p<0.001). The following risk fac-
tors which contributed to the development of placental abrup-
tion were identified: gestational hypertension (OR=29.36), es-
sential hypertension (OR=18.08), antiphospholipid syndrome
(OR=10.26) antenatal fetal death (OR=10.26), imminence of
pregnancy interruption (OR=6.84), obesity (OR=6.63), pre-
eclampsia (OR=6.46), uterine malformations (OR=4.62) vagi-
nal bleeding present during pregnancy (OR=3.47), intrauter-
ine growth restriction of the fetus (OR=3.12), polyhydramnios
(OR=2.66), history of spontaneous abortion (OR=2.40) and
anemia (OR=1.98).

Conclusions. Pregnant women with an aggravated obstet-
rical history, by the presence of a miscarriage, premature birth,
or that are diagnosed with congenital uterine malformation,
whose pregnancy was complicated with vaginal bleeding, im-
minence of abortion, gestational hypertension, polyhydram-
nios, antenatal fetal death, intrauterine growth restriction of
the fetus and / or anemia should be included in a risk group
for developing placenta abruption, prophylactic measures
must be applied, accurate and timely conduct and resolution
of pregnancy is required as well.

Key words: risk factors, normally inserted placenta abrup-
tion, hypertension, antenatal fetal death.

Introduction

Obstetric hemorrhage is one of the main causes of high lev-
el of morbidity and maternal mortality. Among them abrup-
tion of normally inserted placenta (ANIP) ranks second after
hypotonic bleeding of the uterus, constituting 20-45% [1, 7].
Abruption of a normally inserted placentae or uterine-placen-
tar aploplexy represents a variable detachment of a normally
inserted placenta, after 22 weeks of pregnancy or during labor,
resulting in a placental hematoma and a clinical picture whose
severity depends on the extent of the detachment. According
to several researches, the frequency of ANIP is 0.5-1%.

Numerous risk factors have been described in the litera-
ture, which probably have their own share in the pathogen-
esis of AP, but the main cause, remains so far unknown. Also,
probable mechanisms of the development of ANIP have been
described by some authors. They relate to hemodynamic dis-
orders, violation of the utero-placental blood flow - in the
period of nidation, implantation and placentation, combined
with disorders of the cytotrophoblast invasion and, there-
fore, incomplete remodeling of the spiral arteries. Often a fail
of the anticoagulant mechanisms, such as congenital and ac-
quired thrombophilia is diagnosed. Alleged disorders lead to
the development of circulatory disorders in the intervillous
space and cause placental detachment from the uterine wall



Risk factors in placenta abruption

intervilozitar placentar si provoaca dezlipirea de placenta de
la peretele uterin, care se manifesta clinic prin hemoragie si
sindrom dolor la nivelul uterului.

In ultimii ani, un rol important in dezvoltarea stirii patolo-
gice vizate revine disfunctiilor endoteliale, care stau si la baza
dezvoltarii mai multor patologii obstetricale, ca hipertensiunea
indusa de sarcina, restrictia de dezvoltare a fatului s. a. Astfel,
se pare ca DPPNI si aceste complicatii obstetricale au aceeasi
origine, determinata de tulburarile endotelial-vasculare la ni-
vel de placentd - organ provizoriu, indispensabil sarcinii.

Indiscutabil, in unele cazuri, dezlipirea de placenta este un
proces acut, astfel, un traumatism acut ar putea conduce la
DPPNI; acelasi mecanism ar putea explica si decolarea placen-
tei In caz de o decompresie utering, care rezulta din ruperea
prematura a membranelor amniotice, la o sarcind complicata
cu polihidramnios sau dupa nasterea primului dintre feti, in
sarcina multipla.

Majoritatea cercetdrilor stiintifice, consacrate DPPNI, se
axeaza pe studierea frecventei, strategiilor de conduita a sarci-
nii si nasterii, complicatiilor majore, survenite In urma acestei
urgente obstetricale [2, 3, 5].

DPPNI, prin prezenta hemoragiei, are un impact negativ
asupra starii mamei si fatului si conduce frecvent la dezvolta-
rea socului hemoragic, anemiei post-hemoragice, insuficientei
renale si respiratorii, instalarea sindromului CID, victimizarea
pacientei prin inlaturarea organului reproductiv [1, 4]. DPPNI
conditioneaza si un nivel nalt al morbiditatii si mortalitatii
perinatale. Astfel, dezlipirea prematura a placentei este de 3
ori mai frecvent insotita de dezvoltarea socului hemoragic, de
1,5 ori - de moartea intrauterina a fatului, de 1,6 ori - de asfi-
xia neonatala [2].

Cu referinta la obiectivele studiului actual, ne-am propus
sa identificam factorii de risc pentru dezvoltarea DPPNI in sar-
cind si nastere. Cunoasterea lor ar permite includerea gravi-
delor intr-un grup de risc separat pentru DPPNI pe parcursul
supravegherii sarcinii, cu aplicarea oportund a masurilor de
prevenire si tratament a complicatiilor gestationale.

Material si metode

Pentru determinarea incidentei, particularitatilor anam-
nestice, clinico-evolutive ale sarcinii si nasterii, structu-
rii morbiditatii materne si fetale la femeile cu DPPNI, a fost
efectuat un studiu retrospectiv, care a cuprins perioada ani-
lor 2010-2014. Protocolul de cercetare a fost aprobat la Co-
mitetul de Etica a Cercetarii al Universitatii de Stat de Medi-
cind si Farmacie ,Nicolae Testemitanu” (proces-verbal nr. 15
din 17.12.2014, presedinte CEC - Mihail Gavriliuc, dr. hab. st.
med., prof. univ.).

Astfel, pentru cercetarea retrospectiva de tip caz-control,
au fost create 2 loturi: lotul de baz3, care a cuprins 355 de fe-
mei cu termenul de gestatie mai mare de 22 saptamani, sarci-
na si nasterea carora s-a complicat cu DPPNI si lotul de com-
parare, format din 355 de cazuri de nasteri fara DPPNI. Lotul
de comparare a fost selectat in mod aleatoriu, dupa metoda
loturilor pereche (1. engl. matched-pair groups) si a fost identic
cu lotul de cercetare dupa varsta si statutul social al paciente-
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which clinically is manifested by uterine bleeding and pain
syndrome.

In recent years, endothelial dysfunction has an underpin-
ning role in the development of ANIP that lead to other ob-
stetric pathologies as pregnancy-induced hypertension, fetal
growth restriction etc. Thus, it appears that ANIP and other
obstetric complications have the same origin that appear due
to endothelial disorders at placental level, a provisionally in-
dispensable organ during pregnancy.

Unquestionably, in some cases detachment of the placenta
is an acute process, meaning an acute trauma could lead to
AP; the same mechanism could explain placental abruption in
case of uterine decompression uterine resulting from prema-
ture rupture of the amniotic membranes, in a pregnancy com-
plicated with polyhydramnios or after the birth of the first of
fetuses in a multiple pregnancy.

Most of the scientific research in this field, focus on study-
ing AP incidence, evolution of pregnancy and childbirth and
major complications arising from this emergency obstetric
pathology [2, 3, 5].

Because hemorrhage, is one of the clinical signs of ANIP, it
has a negative impact on the health status of mother and fe-
tus and often leads to the development of hemorrhagic shock,
post-hemorrhagic anemia, kidney and lung failure and DIC
syndrome, disabling the patient by removing the reproductive
organ [1, 4]. ANIP is the cause of a high level of perinatal mor-
bidity and mortality. Thus, premature detachment of the pla-
centa is 3 times more frequently associated with hemorrhagic
shock, 1.5 times more frequently associated with intrauterine
fetal death, and by 1.6 times - with neonatal asphyxia [2].

Referring to the objectives of the current study we aimed
to identify risk factors for the development of ANIP in preg-
nancy and childbirth. Knowing them would allow the inclu-
sion of pregnant women in a separate risk group for ANIP, dur-
ing their pregnancy, applying timely prevention and treatment
methods of gestational complications.

Material and methods

A retrospective study was conducted that had the aim to
determine the incidence of ANIP, peculiarities of medical
history, of the course of pregnancy and childbirth, and the
structure of the maternal and fetal morbidity in women with
ANIP. Medical charts from 2010 to 2014 were analyzed. The
research protocol was approved by the Ethics Committee and
Research of the Nicolae Testemitanu State University of Medi-
cine and Pharmacy (verbal process no. 15 of 12.17.2014, CEC
president - Mihail Gavriliuc, MD, PhD, university professor).

Thus, for the retrospective case-control study, two groups
were established: study group - which included 355 women
with gestational age more than 22 weeks of pregnancy, whose
delivery was complicated by ANIP, and a control group - con-
sisting of 355 cases of births without ANIP. The control group
was randomly selected, by matched-pair groups and was iden-
tical to the research group by age and social status of patients.
This study was conducted in Mother and Child Institute and
Municipal Clinical Hospital no. 1 (Chisinau), where about one
third of all births in Moldova occur.



lor. Studiul dat a fost realizat in Institutul Mamei si Copilului
si Spitalul Clinic Municipal nr. 1 (orasul Chisinau), unde au loc
circa o treime din numarul total de nasteri din Republica Mol-
dova.

Unul din obiectivele propuse al acestui studiu a fost deter-
minarea incidentei DPPNI la 1,000 de nasteri In perioada de
referintd. In prezenta cercetare, au fost utilizate asa metode
de analiza statistica ca testul Student (t) si raportul sanselor
(odds ratio, OR). Un p<0,05 a fost considerat semnificativ din
punct de vedere statistic.

Factorul de risc, conform definitiei OMS, reprezinta orice
atribut, caracteristica sau expunere a unui individ, care creste
probabilitatea de a dezvolta o boala sau leziune. Determinarea
impactului factorilor si prognosticarea nivelului lor de influ-
enta asupra indicelui de morbiditate In DPPNI s-a efectuat,
utilizand riscul relativ.

In cercetarea dati, a fost calculat raportul sanselor pentru
toti factorii de risc posibili. Factorii de risc identificati au fost
grupati in factori de risc moderati (OR intre 1,7 si 2,5), factori
de risc mari (OR>2,5) si factori de risc foarte mari (OR>18),
in functie de valoarea OR obtinuta. De asemenea, au fost ana-
lizate si intervalele de confidenta obtinute, iar in cazul in care
intervalul de confidenta a inclus valoarea ,1”, asocierea intre
posibilul factor de risc si DPPNI a fost consideratd nesemni-
ficativa.

Rezultate

Datele studiului realizat au demonstrat ca in Spitalul Cli-
nic Municipal nr. 1 si in Institutul Mamei si Copilului, incidenta
DPPNI in ultimii ani a crescut, in mediu, de la 0,51% in 2010,
panala 0,83%, in 2014.

Posibilii factori de risc pentru DPPNI au fost selectati din
chestionarele completate cu informatia din fisele obstetrica-
le ale gestantelor, la care s-a dezvoltat maladia data. Chesti-
onarele contineau urmadtoarele compartimente: anamneza
ginecologica (1), anamneza obstetricala (2), patologia soma-
tica prezenta (3), evolutia sarcinii si nasterii prezente (4), sta-
rea intrauterina a fatului (5). Pentru fiecare din aceste com-
partimente, a fost analizatd semnificatia statistica a datelor
obtinute si a fost calculata valoarea OR pentru toti factorii de
risc posibili.

In Tabelul 1, este prezentati structura patologiei gineco-
logice atestate la pacientele cu DPPNI, comparativ cu lotul
martor. Analiza anamnezei ginecologice a pacientelor incluse
in studiu a pus in evidenta faptul c3, in lotul de baza s-au in-
registrat 8 (2,25%, p>0,05) cazuri de interventii chirurgicale
la organele bazinului mic sub forma de metroplastii, miomec-
tomii conservatoare, 5 cazuri de miom uterin (1,4%, p>0,05),
malformatii ale uterului - Tn 22 de cazuri (6,2%, p<0,05) si
8 cazuri de afectiuni ginecologice tubar-peritoneale (2,25%,
p>0,05). Astfel, in 22 (6,2%) de cazuri, gestantele au fost di-
agnosticate anterior cu malformatii ale uterului (uter bicorn,
uter rudimentar, uter septat), comparativ cu 5 (1,4%) cazuri
- In lotul martor, datele fiind statistic semnificative (p<0,001).
in urma calculului raporturilor sanselor, s-a constat ca OR
pentru malformatiile uterine este de 95% CI 1,635 - 14,097.

Factori de risc in abruptio placentae

One of the objectives of this study was to determine the
incidence of ANIP per 1,000 live births in the reference period.
Student test (t) and odds ratio (odds ratio - OR) were used as
methods of statistical analysis in this study. A p value <0.05
was considered statistically significant.

The risk factor, according to the WHO definition, is any at-
tribute, characteristic or exposure of an individual, which in-
creases the likelihood of developing a disease or injury. Deter-
mining the impact of the factors and prognostication of their
level of influence on the index of morbidity in ANIP was per-
formed using relative risk.

0dds ratio was calculated for all possible risk factors. Iden-
tified risk factors were grouped into moderate risk factors (OR
from 1.7 to 2.5), and “high-risk” risk factors (OR>2.5) and ma-
jor risk factors (OR>18), according to OR value obtained. The
obtained confidence intervals have been analyzed and, if the
confidence interval included “1” possible association between
the risk factor and AP was considered insignificant.

Results

The obtained data showed that in the institutions were re-
search was conducted: in the Municipal Clinical Hospital no.
1 and Mother and Child Institute, ANIP’s incidence in recent
years has increased on average from 0.51% in 2010 to 0.83%
in 2014.

Possible risk factors for AP were selected from the ques-
tionnaires filled in with information from medical records of
pregnant women, who developed ANIP. The questionnaires
contained the following sections: gynecological anamnesis
(1), obstetric anamnesis (2) somatic disorders (3), course of
current pregnancy and delivery (4), intrauterine fetal condi-
tion (5). For each entry of above mentioned compartments,
statistical significance was analyzed and OR value was calcu-
lated for all possible risk factors.

In Table 1, the pathological conditions of the reproduc-
tive organs in patients with ANIP are listed, compared with
controls. The analysis of the gynecological anamnesis of pa-
tients included in the study revealed that in the study group, 8
(2.25%, p>0.05) cases of surgery on pelvic organs were regis-
tered - conservative myomectomy, 5 cases of uterine myoma
(1.4%, p>0.05), malformations of the uterus in 22 cases (6.2%,
p<0.05) and 8 cases of gynecologic tubal-peritoneal pathology
(2.25%, p>0.05) were registered. Thus, in 22 (6.2%) cases
pregnant women, were previously diagnosed with malforma-
tions of the uterus (horned womb, rudimentary uterus, uter-
ine septum), compared to 5 (1.4%) cases in control group, data
were statistically significant, p<0.001. Odds ratios for uterine
malformations was determined to be 95% CI 1.635 - 14.097.

Table 2 includes details related to the history of previous
pregnancies of patients and the results of calculating the risk
factors. The analysis of obstetrical anamnesis of patients with
ANIP allowed to identify the following possible risk factors:
medical abortion, miscarriage, caesarean section, preterm la-
bor, previous ANIP etc.

Medical abortion, as a possible risk factor was not identi-
fied statistically significant between groups. However, miscar-
riages occurred in 83 cases in the study group, which repre-



Risk factors in placenta abruption

Tabelul 1. Patologia organelor genitale la pacientele incluse in
studiu.
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Table 1. Pathological conditions of the reproductive organs of
patients included in the study.

Lotulde Lotul
baza, martor,
(n=355); (n=355);
n (%) n (%)

Afectiuni OR (95% CI) t p

Malformatii 22(62) 5(1,4) 4,630(1,635-14,097) 0,62 p<0,001
ale uterului

Miomuterin ~ 5(1,4) 4(1,1) 1,254(0,290-5,596) 0,33 p>0,05
Afectiuni gine-

cologice tubar-

peritoneale 8(21) 6(1,7) 1,341(0,418-4,399) 0,52 p>0,05
Interventii

ginecologice

pe uter 8(2,25) 2(0,56) 2,360 (0,547 -11,60) 1,91 p>0,05

in Tabelul 2, au fost incluse date ce tin de anamneza obste-
tricala a pacientelor si rezultatele calcularii factorilor de risc
respectivi. Studierea anamnezei obstetricale a pacientelor cu
DPPNI a permis identificarea urmatorilor factori de risc po-
sibili: avortul medical si spontan, sarcina oprita in evolutie,
operatia cezariand, nasterea prematurd, prezenta dezlipirii
premature de placenta in anamneza etc.

Tabelul 2. Anamneza obstetricald a gravidelor incluse in cercetare.

Lotul Lotul

de baza, martor,
(n=355); (n=355);
n (%) n (%)

Evenimente OR (95% CI) t p

Avort medical 57 (16,1) 53(14,9) 1,090 0,40 p>0,05
(0,711 -1,670)

Avort spontan 83(23,5) 40(11,3) 2,403 4,34 p<0,001
(1,230 -1,675)

Sarcind opritain 12 (3,4) 8(2,36) 1,517 0,88 p>0,05

evolutie (0,570 -4,116)

Operatie cezaria- 33(9,3) 19(54) 1,812 2,0  p<0,05

na in anamneza (0,975 - 3,388)

Nastere prema- 10 (2,8) 2(0,6) 5116 2,27 p<0,05

turd (1,047 - 34,045)

Decese perinata- 9 (2,5) 2(0,6) 4,591 1,78 p<0,05

le Tn anamneza (0,921 -30,976)

DPPNIinanam- 9 (2,5) 0(0) 19,490 3,01 p<0,01

nezi (1,130 - 336,22)

in ceea ce priveste avorturile medicale, nu au fost identi-
ficate diferente statistic semnificative intre loturile cercetate.
Totodatd, avorturile spontane s-au inregistrat in 83 de cazuri
in lotul de baz3, ceea ce reprezinta 23,5% vs. 40 de cazuri, in-
registrate in grupul de comparatie - 11,3%. Avortul spontan
a fost apreciat drept factor de risc moderat pentru DPPNI,
OR=2,403 (95% CI 1,230 - 1,675).

Cicatricea pe uter dupa operatia cezariana in anamneza a
fost inregistrata in lotul de cercetare in 33 (9,3%) de cazuri,
iar in lotul de comparatie - in 19 (5,4%) cazuri, p<0,05. Cu toa-
te ca diferenta intre loturi este statistic semnificativa, uterul
cicatricial dupa operatia cezariand in anamneza nu reprezinta
un factor de risc pentru DPPNI. Analiza frecventei nasterilor
premature in anamneza pacientelor cu DPPNI denota ca, in

Study Control
group,  group,
(n=355); (n=355);
n (%) n (%)

Pathologies OR (95% CI) t p

Malformations
ofthe uterus 22 (6.2) 5(1.4) 4.630 (1.635-14.097) 0.62 p<0.001

Uterine
myoma 5(1.4) 4(1.1) 1.254(0.290-5.596) 0.33 p>0.05

Gynecological
tubal-perito-
neal diagnosis 8(2.1) 6(1.7) 1.341(0.418-4.399) 0.52 p>0.05

Gynecological
interventions
on the uterus  8(2.25) 2(0.56) 2.360(0.547-11.60) 1.91 p>0.05

sents 23.5% vs. 11.3% - 40 cases in the control group. Miscar-
riage was assessed as moderate risk factor for ANIP, OR=2.403
(95% CI1.230 - 1.675).

Previous caesarean section was recorded in the research
group in 33 (9.3%) cases, and in the control group only in 19
(5.4%) cases, p<0.05. Although the difference between groups
is statistically significant, previous cesarean section was not
determined as a risk factor for ANIP. The frequency of previ-
ous premature births among study patients was analyzed, pre-
mature birth occurred 5 times more frequently in the study
group than in the control group - 2.8% vs. 0.6% (p<0.05). Pre-
vious preterm delivery was assessed as a major risk factor for
ANIP [OR=5.116 (95% CI 1.047 - 34.045)].

Table 2. Relevant obstetrical history of pregnant patients enrolled
in the study.

Study Control
group, group,
Events (n=355);  (n=355); OR (95% CI) t p
n (%) n (%)
Medical abortion 57 (16.1) 53(14.9) 1.090 0.40 p>0.05
(0.711 -1.670)
Miscarriage 83(23.5) 40(11.3) 2.403 4.34 p<0.001
(spontaneous (1.230-1.675)
abortion)
Miscarriage 12 (3.4) 8(2.36) 1.517 0.88 p>0.05
(death of the em- (0.570 - 4.116)
bryo in utero)
Previous caesar- 33(9.3) 19(54) 1812 2.0 p<0.05
ean section (0.975 - 3.388)
Premature birth 10 (2.8) 2 (0.6) 5.116 2.27 p<0.05
(1.047 - 34.045)
Perinatal deaths 9 (2.5) 2 (0.6) 4.591 1.78 p<0.05
in anamnesis (0.921-30.976)
Previous ANIP 9(2.5) 0(0) 19.490 3.01 p<0.01

(1.130 - 336.22)

Data concerning antenatal, intranatal and early neonatal
deaths were analyzed form the medical history of secundipa-
rous and multiparous pregnant women. A statistically signifi-
cant higher frequency of perinatal deaths in the anamnesis of
subjects in the study group was registered - 9 (2.5%) cases,



lotul de cercetare, nasterea prematura a avut loc de 5 ori mai
frecvent decat in lotul de comparatie - 2,8% vs. 0,6% (p<0,05).
Nasterea prematura a fost determinata drept un factor de risc
major pentru DPPNI [OR=5,116 (95% CI 1,047 - 34,045)].

Analiza cazurilor de deces ante- si intranatal al fatului si
neonatal precoce al nou-nascutului in anamneza gravidelor
secundipare si multipare denota o frecventa mai inalt3, statis-
tic semnificativd, a deceselor perinatale In anamneza: in lotul
de baza - 9 (2,5%) cazuri, comparativ cu 2 cazuri, in lotul mar-
tor - 0,8%, (p<0,05). Totodatd, conform calculelor statistice
efectuate, acestea nu reprezinta factori de risc pentru dezlipi-
rea de placentd normal inserata.

Studierea incidentei DPPNI in sarcinile anterioare a
evidentiat ca in lotul de baza s-au inregistrat 9 (2,5%) cazuri,
iar 1n lotul martor nu a fost niciun caz (p<0,05). Astfel, DPPNI
in sarcinile anterioare a fost calculat drept un factor de risc
foarte mare pentru dezlipirea de placenta in sarcinile ulterioa-
re, OR ajustat = 19,49 (95% CI 1,130 - 336,22).

Studierea compartimentului patologiei somatice a permis
de a identifica urmatorii factori de risc pentru DPPNI: hiper-
tensiunea esentiala, cu o frecventa de 15,5 ori mai mare decat
in lotul martor - 9,3% vs. 0,6% (p<0,001); obezitatea de gr.
[-11], care s-a Inregistrat de circa 6,5 ori mai frecvent in lotul de
cercetare -5,4% vs. 0,8%, in lotul de comparatie (p<0,01), ane-
mia 9,6% vs. 5,1%, (p<0,01). Astfel, hipertensiunea arteriala
esentiala a fost apreciatd drept unul din factorii de risc foar-
te mari OR=18,08 (95% CI 4,193 - 109,906) pentru DPPN],
urmata de un factor de risc mare - obezitatea, cu OR=6,635
(95% CI 1,840 - 24,430). Anemia a fost identificata drept fac-
tor de risc moderat, avand OR=1,983, (95% CI 1,060 - 3,737).

Tabelul 3. Evolutia sarcinii la gravidele cu decolare prematura de
placentd normal inserata.

Factori de risc in abruptio placentae

compared with 2 cases in the control group - 0.8% (p<0.05).
At the same time, perinatal deaths were not determined as
risk factors statistically for ANIP.

Studying the incidence of ANIP in previous pregnancies
showed that in the study group 9 (2.5%) cases were record-
ed, while not a single case was reported in the control group
(p<0.05). Thus, ANIP in previous pregnancies was calculated
as major risk factor for ANIP in subsequent pregnancies, ad-
justed OR=19.49 (95% CI 1.130 - 336.22).

The analysis of the somatic compartment made us iden-
tify the following risk factors for ANIP: essential hyperten-
sion with a frequency of 15.5 times higher than in the control
group - 9.3% vs. 0.6% (p<0.001); obesity of 15 to 3™ degree
was recorded 6.5 times more frequently in the research group
- 5.4% vs. 0.8% in the control group (p<0.01) and anemia 9.6
% vs. 5.1% (p<0.01). Thus, essential hypertension was regard-
ed as one of the major risk factors OR=18.08 (95% CI 4.193 to
109.906) for ANIP followed by a high risk factor - obesity with
OR=6.635 (95% CI 1.840 to 24.430). Anemia was identified
as being a moderate risk factor for ANIP OR=1.983 (95% CI
1.060 to 3.737).

Particular attention was paid to the course of pregnancy
and delivery of patients with ANIP. Identified risk factors and
values of the OR with confidence intervals are presented in
Table 3.

The following pathological conditions associated with
pregnancy were identified: imminence of abortion, the pres-
ence of vaginal bleeding during pregnancy, polyhydramnios,
oligoamnios, gestational hypertension, preeclampsia, eclamp-
sia, HELLP syndrome, antiphospholipid syndrome, vaginal

Table 3. Pregnancy evolution in patients with ANIP.

Lotul Lotul
. . .. debaza, martor, 0
Evolutia sarcinii (n=355);  (n=355); OR (95% CI) t p
n (%) n (%)
Iminenta de 95 (26,76) 18(5,07) 4,407 8,27 p<0,001

intrerupere a
sarcinii prezente
Sangerari 20 (5,6) 6(1,7) 6,841 2,79 p<0,001
vaginale pe par- (3,926 - 2,049)

cursul sarcinii

(1,692 - 12,138)

Polihidramnios 23 (6,5) 9(2,5) 2,663 2,58 p<0,01
(1,154 - 6,304)

Oligoamnios 6(1,7) 5(1,4) 1,203 0,29 p>0,05
(0,322 - 4,583)

Hipertensiune 89 (251) 4(1,1) 29,360 6,84 p<0,001

gestationala (10,224 - 95,15)

Preeclampsie 30 (8,5) 5(1,4) 6,462 4,42 p<0,001
(2,354 -19,197)

Eclampsie 3(0,8) 0(0) NA 0,53 p>0,05

Sindrom HELLP 1 (0,3) 0(0) NA 1,03 p>0,05

Sindrom antifos- 10 (2,8) 1(0,3) 10,261 2,71 p<0,01

folipidic (1,351 -215,47)

Colpita 9(2,5) 4(1,1) 2,283 1,32 p>0,05

(0,637 - 8,881)

Study Control
Pregnancy group, group, o
evolution (n=355); (n=355); OR(%CH t p
n (%) n (%)

Imminence of 95 (26.76) 18(5.07) 4.407 8.27 p<0.001

abortion (1.692 -12.138)

Vaginal bleeding 20 (5.6) 6 (1.7) 6.841 2.79 p<0.001

during preg- (3.926 - 2.049)

nancy

Polyhydramnios 23 (6.5) 9(2.5) 2.663 2.58 p<0.01
(1.154 - 6.304)

Oligoamnios 6(1.7) 5(1.4) 1.203 0.29 p>0.05
(0.322-4.583)

Gestational 89(25.1) 4(1.1) 29.360 6.84 p<0.001

hypertension (10.224 - 95.15)

Preeclampsia 30 (8.5) 5(1.4) 6.462 4.42 p<0.001
(2.354-19.197)

Eclampsia 3(0.8) 0(0) NA 0.53 p>0.05

HELLP syn- 1(0.3) 0(0) NA 1.03  p>0.05

drome

Antiphospho- 10 (2.8) 1(0.3) 10.261 2.71 p<0.01

lipid syndrome (1.351-215.47)

Colpitis 9(2.5) 4(1.1) 2.283 1.32 p>0.05

(0.637 - 8.881)
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O atentie deosebitda a fost acordata evolutiei sarcinii si
nasterii la pacientele cu DPPNI. Factorii de risc identificati
si valorile raporturilor sanselor cu intervalele de confidente,
sunt prezentate in Tabelul 3.

Au fost studiate urmatoarele stari patologice, asociate sar-
cinii: iminenta de intrerupere a sarcinii prezente, prezenta
sangerarilor vaginale pe parcursul sarcinii, polihidramniosul,
oligoamniosul, hipertensiunea gestationald, preeclampsia,
eclampsia, sindromul HELLP, sindromul antifosfolipidic, col-
pita. Astfel, diferentele statistic semnificative intre loturi au
fost inregistrate privind urmatoarele patologii: iminenta de
intrerupere a sarcinii prezente - 26,76% vs. 5,07% (p<0,001),
prezenta sangerarilor vaginale pe parcursul sarcinii - 5,7% vs.
1,07% (p<0,001), polihidramniosul - 6,5% vs. 2,5% (p<0,01),
hipertensiunea gestationala - 25,1% vs. 1,1% (p<0,001), pre-
eclampsia - 8,5% vs. 1,4% (p<0,001), sindromul antifosfolipi-
dic - 2,8% vs. 0,3% (p<0,01). Pentru complicatiile obstetricale
descrise, a fost calculat raportul sanselor. Astfel, hipertensiu-
nea gestationala a fost apreciata drept un factor de risc foar-
te mare, OR=29,360 (95% CI 10,224 - 95,152), iar sindromul

Tabelul 4. Sumarul tuturor factorilor de risc calculati pentru
decolarea prematura de placentd normal inserata.

Lotul Lotul

de bazd, martor, Gradul
Factori de ri ’ ’. OR(95% CI
actori de risc (n=355); (n=355); OR (95% CI) de risc
n n
Avort spontan in 83 40 2,403 Risc
anamneza (1,230-1,675) moderat
Anemie 34 18 1,983 Risc
(1,060 - 3,737) moderat
Hipertensiune 89 4 29,360 Risc
gestationala (10,224 - 95,152) inalt
DPPNI in anamneza 9 0 19,49 Risc
(1,130-336,22)  inalt
HTA esentiala 33 2 18,089 Risc
(4,193-109,906) inalt
Sindrom antifosfoli- 10 1 10,261 Risc
pidic (1,351-215,478) inalt
Moarte antenatal3 a 10 1 10,261 Risc
fatului (1,351-215,478) inalt
Iminenta de intreru- 95 18 6,841 Risc
pere a sarcinii prezente (3,926 -12,049) inalt
Obezitate 19 3 6,635 Risc
(1,840 - 24,430)  inalt
Preeclampsie 30 5 6,462 Risc
(2,354-19,197) finalt
Nastere prematura in 10 2 5,116 Risc
anamneza (1,047 - 34,045) finalt
Malformatii uterine 22 5 4,625 Risc
(1,635 - 14,097)  inalt
Sangerari vaginale 20 6 3,473 Risc
pe parcursul sarcinii (1,300 -9,783) Tnalt
prezente
Polihidramnion 23 9 2,663 Risc
(1,154 - 6,304) fnalt
Restrictie de dezvoltare 21 7 3,126 Risc

intrauterina a fatului (1,240 - 8,201) Tnalt
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infection. Thus, statistically significant differences between
groups were recorded in the following cases only: imminence
of abortion during pregnancy - 26.76% vs. 5.07% (p<0.001),
vaginal bleeding during pregnancy - 5.7% vs. 1.07% (p<0.001),
polyhydramnios - 6.5 vs. 2.5% (p<0,01), gestational hyper-
tension - 25.1% vs. 1,1% (p<0.001), preeclampsia - 8.5% vs.
1.4% (p<0.001), antiphospholipid syndrome - 2.8% vs. 0.3%
(p<0.01). For the mentioned above obstetric complications
odds ratio was calculated. Thus, gestational hypertension was
assessed as a major risk factor, OR=29.360 (95% CI 10.224
to 95.152); antiphospholipid syndrome OR=10.261 (95% CI
1.351 to 215.78), signs of imminent abortion OR=6.841 (95%
CI 3.926 to 12.049), preeclampsia OR=6.462 (95% CI 2.354 to
19.197), vaginal bleeding during pregnancy OR=3.473 (95% CI
1.300 to 9.783), polyhydramnios OR=2,663 (95% CI 1.154 to
6.304) were calculated as factors with a very high risk for ANIP.

One of the objectives of the present study was to determine
the correlation between intrauterine fetal wellbeing at the
time of admission to hospital and ANIP development. Thus,
intrauterine growth restriction of the fetus was recorded in

Table 4. Summary of all risk factors calculated for ANIP.

Study Control
group,  group,

. o .
Risk Factors (n=355); (n=355); OR (95% CI) Risk grade
n n

History of miscarriage 83 40 2.403 Moderate
(1.230-1.675) risk

Anemia 34 18 1.983 Moderate
(1.060 - 3.737) risk

Gestational 89 4 29.360 High risk

hypertension (10.224 - 95.152)

History of ANIP 9 0 19.49 High risk
(1.130-336.22)

Essential hyperten- 33 2 18.089 High risk

sion (4.193-109.906)

Antiphospholipid 10 1 10.261 High risk

syndrome (1.351-215.478)

Antenatal fetal death 10 1 10.261 High risk
(1.351 - 215.478)

Imminence of abor- 95 18 6.841 High risk

tion in current preg- (3.926 - 12.049)

nancy

Obesity 19 3 6.635 High risk
(1.840 - 24.430)

Preeclampsia 30 5 6.462 High risk
(2.354-19.197)

History of premature 10 2 5.116 High risk

birth (1.047 - 34.045)

Uterine malforma- 22 5 4.625 High risk

tions (1.635 - 14.097)

Vaginal bleeding 20 6 3.473 High risk

during current preg- (1.300-9.783)

nancy

Polyhydramnion 23 9 2.663 High risk
(1.154 - 6.304)

Intrauterine fetal 21 7 3.126 High risk

growth restriction (1.240-8.201)




antifosfolipidic OR=10,261 (95% CI 1,351 - 215,78), iminenta
de Intrerupere a sarcinii prezente OR=6,841 (95% CI 3,926 -
12,049), preeclampsia - OR=6,462 (95% CI 2,354 - 19,197),
sangerarile vaginale pe parcursul sarcinii prezente - OR=3,473
(95% CI1,300 - 9,783), polihidramniosul - OR=2,663 (95% CI
1,154 - 6,304), au fost calculati drept factori de risc mari pen-
tru DPPNL

Unul din obiectivele propuse, a fost determinarea corelatiei
dintre starea intrauterind a fatului la momentul internarii in
stationar si dezvoltarea DPPNI. Astfel, restrictia de crestere in-
trauterind a fatului a fost inregistrata in 5,9% vs. 2,0%, p<0,01,
fiind unul din factorii de risc mari pentru DPPNI. Insuficienta
circulatorie a fatului de diferit grad a fost confirmata prin exa-
menul ecografic in 3,1% vs. 0,3% cazuri, p<0,01. Hipoxia intra-
uterina a fatului a fost diagnosticata in 11,8% vs. 2,0% cazuri,
p<0,001, fiind stabilitd mai frecvent, In momentul aparitiei
altor manifestari clinice ale DPPNI. Atrage atentia ca atat
insuficienta circulatorie cat si hipoxia intrauterina a fatului
nu au fost apreciate ca factori de risc pentru DPPNI. In acelasi
timp, o importanta mare o are diagnosticul de moarte ante-
natald a fatului, care a fost stabilit in 2,8% vs. 0,3% (p<0,01)
cazuri, OR=10,261 (95% CI 1,351 - 215,78).

Astfel, in total, au fost calculati 15 factori de risc pentru
DPPNI, care sunt divizati in factori de risc moderati, factori
de risc mari si factori de risc foarte mari. Sumarul acestor fac-
tori, raportul sanselor pentru fiecare dintre ei si intervalele de
confidentd, sunt reprezentate in Tabelul 4.

Discutii

Datele prezentei cercetari sunt similare cu datele unui stu-
diu observational efectuat de Tikkanen M. et al., care a estimat
incidenta DPPNI de 0,42%. in urma studiului, autorii au iden-
tificat factori de risc importanti care contribuie la dezvoltarea
decolarii de placenta: malformatiile uterine (OR=8,1; 95% CI
1,7 - 40,0), tabagismul (OR=1,7; 95% CI 1,1 - 2,7), operatia
cezariand in anamneza (OR=1,7; 95% CI 1,1 - 2,8), dezlipi-
rea de placentd In anamneza (OR=4,5; 95% CI 1,1 - 18,0) [6].
Asa factori ca malformatiile uterine si dezlipirea de placenta
in anamneza sunt similari cu cei calculati in studiul nostru. In
acelasi timp, tabagismul si operatia cezariand In anamneza nu
au fost identificati drept factori de risc regionali.

Ghaheh H. et al. (2013), efectudand un studiu pe 78 de ca-
zuri de DPPNI la 7300 nasteri (incidenta fiind de 1%), au iden-
tificat urmatorii factori de risc pentru DPPNI: avortul in anam-
neza (OR=2,71,95% CI 1,57 - 6,83), dezlipirea de placenta in
anamneza (OR=12,07, 95% CI 4,17 - 32,91), operatia cezari-
and In anamneza (OR=2,65, 95% CI 1,91 - 3,41), multipari-
tatea (OR=1,35, 95% CI 1,1 - 1,6 ), termenul sarcinii sub 37
saptamani (OR=3,2,95% CI 1,6 - 5,6), mortalitatea antenatala
a fatului (OR=2,67, 95% CI 3,92 - 9,97), restrictia de crestere
intrauterina a fatului (OR=3,62,95% CI 1,73 - 8,97) [4]. Datele
studiului nostru partial coincid cu cele prezentate mai sus prin
identificarea a 3 factori de risc comuni pentru DPPNI, cu valori
apropiate ale raporturilor sanselor: avortul spontan in anam-
neza, restrictia de crestere intrauterina a fatului si un factor de
risc foarte inalt - dezlipirea de placentd in anamneza.

Prezenta cercetare a pus in evidentd si un asa factor de
risc major pentru DPPNI ca moartea antenatald a fatului

Factori de risc in abruptio placentae

5.9% vs. 2.0%, p<0.01, being one of the major risk factors for
ANIP. Fetal circulatory insufficiency of various degrees was
confirmed by ultrasound examination in 3.1% vs. 0.3% cases,
p<0.01. Intrauterine fetal hypoxia was diagnosed in 11.8% vs.
2.0% cases, p<0.001, more frequently being determined at the
time of further clinical manifestations of ANIP. It is important
to mention, that both circulatory insufficiency and intrauter-
ine fetal hypoxia were not calculated as risk factors for ANIP.
At the same time, the diagnosis of antenatal fetal death, which
was registered in 2.8% vs. 0.3% (p<0.01) cases, has been de-
termined a major risk factor OR=10.261 (95% CI 1.351 to
215.78).

Thus, totally 15 risk factors for AP were calculated, which
are divided into moderate risk factors, high-risk factors and
major risk factors. The summary of these factors, the odds
ratio for each of them and confidence intervals are shown in
Table 4.

Discussion

Data obtained in this research are similar to the findings of
an observational study conducted by Tikkanen M. et al., which
estimated an incidence of 0.42% of ANIP. The study authors
identified significant risk factors that contributed to the devel-
opment of ANIP: uterine malformations (OR=8.1; 95% CI 1.7
-40), smoking (OR=1.7; 95% CI 1.1 - 2.7), previous caesarean
section (OR=1.7; 95% CI 1.1 - 2.8), previous ANIP (OR=4.5;
95% CI 1.1 - 18.0) [6]. Such risk factors as uterine malforma-
tions and previous ANIP are similar to those calculated and
identified in our study. At the same time, smoking and previ-
ous caesarean section were not identified as regional risk fac-
tors for ANIP.

Ghaheh H. et al. (2013), conducting a study on 78 identi-
fied cases of ANIP, from a total of 7300 births (incidence 1%)
identified the following risk factors for ANIP: abortion history
(OR=2.71,95%CI 1,57 - 6.83), previous ANIP (OR=12.07,95%
CI 4.17 to 32.91), history of caesarean section (OR=2.65, CI
1.91 to 3.41), multiparity (OR=1.35, CI 1.1 - 1.6), pregnancies
under 37 weeks of gestation (OR=3.2, CI 1.6 - 5.6), antenatal
fetal death (OR=2.67, CI 3.92 - 9.97), intrauterine growth re-
striction of the fetus (OR=3.62, CI 1.73 - 8.97) [4]. The data
of our study partially match with the above mentioned calcu-
lated risk factors, having identified three common risk factors
for ANIP with very similar values of the OR: previous miscar-
riage, intrauterine growth restriction of the fetus and a major
risk factor - previous ANIP.

This research has highlighted a very high risk factor for
ANIP - antenatal fetal death (OR=10.261). The obtained re-
sults coincide with those reported by Faiz A. et al. (2012) who
calculated a risk almost 4 times higher in women diagnosed
antenatal fetal death (OR=40.2, 95% CI 36.9 - 43.9) [3].

Simultaneously, the results of a systematic review showed
that vaginal bleeding in the first trimester of pregnancy is as-
sociated with an increased risk for AP (OR=1.6, 95% CI 1.1 -
2.6); and if there was identified an intrauterine hematoma at
ultrasound performed in the first trimester, the risk of ANIP
is even higher RR=5.6 (95% CI 2.8 - 11.1) [11]. These data
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(OR=10,261). Rezultatele obtinute coincid cu cele relatate de
Faiz A. et al. (2012), care a calculat un risc aproape de 4 ori
mai mare pentru DPPNI la gravidele diagnosticate cu decesul
antenatal al fatului (OR=40,2; 95% CI, 36,9 - 43,9) [3].

Concomitent, rezultatele unei reviste sistematizate de lite-
raturd au pus In evidentd ca sangerarile vaginale din primul
trimestru al sarcinii sunt asociate cu un risc sporit pentru DP-
PNI (OR=1,6,95% CI 1,1-2,6); iar in cazul in care a fost identi-
ficat un hematom intrauterin la ecografia efectuata in primul
trimestru, riscul de DPPNI este si mai mare, constituind un RR
de 5,6 (95% CI 2,8 - 11,1) [11]. Aceste date coincid cu cele re-
latate In studiul nostru si care confirma ca sangerdrile pe par-
cursul sarcinii sunt un factor de risc mare pentru DPPNI. Date
similare au fost obtinute de catre cercetatorii Lykke ]. et al,
care au evidentiat ca sangerarile vaginale si iminenta de avort
spontan din [ trimestru sporesc riscul dezlipirii de placenta de
la1,0% la 1,4% (OR=1,48,95% CI 1,30 - 1,68) [8].

Trombofiliile materne sunt asociate frecvent cu DPPN], iar
prezentul studiu a demonstrat ca sindromul antifosfolipidic
este un factor de risc mare pentru dezlipirea de placenta. Fap-
tul a fost confirmat intr-o revista sistematizata de literatura,
realizat de Robertson et al,, care a analizat rezultatele a 7 stu-
dii efectuate cu scopul identificarii corelatiei dintre trombo-
filii si DPPNI. Astfel, asociatii semnificative ale DPPNI au fost
determinate atat cu factorul heterozigot V Leiden (OR=4,70,
95% CI 1,13 - 19,59), catsi cu protrombina 20210A (OR=7,71,
95% CI 3,01 -19,76) [10].

Rezultatele studiului efectuat denota ca hipertensiunea
gestationald reprezinta unul dintre cei mai importanti factori
de risc pentru dezvoltarea DPPNI (OR=29,36, 95% CI 10,22
- 95,152). Datele obtinute coreleaza cu rezultatele studiilor
relatate in literatura internationala de specialitate, care atesta
ca acest factor de risc este caracteristic pentru toate regiunile
geografice cu nivel si calitate diverse de asistentd medicala [11].

Hipertensiunea esentiald, de asemenea, este un factor de
risc major pentru DPPNI (OR=18,08, 95% CI 4,19 - 109,90).
Unii cercetatori evidentiazd, ca stdrile hipertensive au origi-
ne comuna cu disfunctiile placentare, determinate de vascu-
lopatii si prezinta un risc majorat (OR=2,38) pentru dezvol-
tarea DPPNI in sarcinile monofetale [1]. Conform datelor lui
Kupferminc M. et al. (2011), tulburarile vasculare placentare
conditioneaza dezvoltarea preeclampsiei care, ulterior, poate
conduce la dezlipirea placentei normal inserate [7]. Aceasta
ipoteza este confirmata prin rezultatele studiului nostru care
demonstreaza ca sansele aparitiei DPPNI la gravidele cu pree-
clampsie sunt de 6 ori mai mari (OR=6,42).

in cercetarea realizati, obezitatea a fost identificati drept
un factor de risc major (OR=6,63), datele fiind confirmate si
de Veerbeek I. et al. (2013) care, in lucrarea lui a demonstrat o
corelatie directa dintre decolarea de placenta si indicele sporit
al masei corpului, sugerand ca obezitatea ar putea conduce la
dezvoltarea patologiei cardiovasculare si la dezlipirile recu-
rente de placenta in sarcinile ulterioare [12].

In literatura de specialitate, rimane discutabil rolul polihi-
dramniosului in dezlipirea prematura de placenta normal in-
serata. Astfel, studiul realizat de Hung T. (2007) demonstreaza
ca acesta este un factor obstetrical important (OR=3.3, 95%
CI 1,4 - 7,7) in dezvoltarea DPPNI [5]. Pe de alta parte, rezul-
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coincide with those reported in our study and confirm that
bleeding during pregnancy is a high risk factor for ANIP. Simi-
lar data were obtained by Lykke ]. et al., which showed that
vaginal bleeding and imminent miscarriage in the first trimes-
ter increase the risk of placental abruption from 1.0% to 1.4%
(OR=1.48,95% CI1 1.30 - 1.68) [8].

Maternal thrombophilia are often associated with ANIP and
the present study showed that antiphospholipid syndrome is
a high risk factor for ANIP. The obtained results concur with
the results of a systematic review conducted by Robertson
et al, who analyzed the results of seven studies conducted in
order to identify the correlation between thrombophilia and
ANIP. Thus, significant associations of ANIP were determined
with both, the heterozygous factor V Leiden (OR=4.70, 95%
CI1.13-19.59) and the prothrombin 20210A factor (OR=7.71,
95% CI 3.01 - 19.76) [10].

According to the results of the present study, gestational
hypertension is one of the most important risk factors for de-
veloping ANIP (OR=29.36, 95% CI 10.22 - 95.152). The data
obtained correlate with the results of studies reported in the
international literature, proving that this risk factor is charac-
teristic for all geographic regions with different level and qual-
ity healthcare [11].

In addition, essential hypertension is a major risk factor
for ANIP (OR=18.08, 95% CI 4.19 - 109.90). Some research-
ers highlight that hypertensive conditions have a common
origin with placental dysfunction caused by vasculopathy and
have an increased risk (OR=2.38) for the development of ANIP
in singleton pregnancies [1]. According to Kupferminc M. et
al. (2011), placental vascular disorders lead to the develop-
ment preeclampsia, which may subsequently lead to ANIP
[7]. This hypothesis is confirmed by the results of our study,
which proves that the chances of a pregnant women with pre-
eclampsia to develop ANIP, are 6 times higher (OR=6.42). In
the conducted research, obesity has been identified as a high
risk factor (OR=6.63), data being confirmed by Veerbeek I. et
al. (2013), which showed that there is a direct correlation be-
tween ANIP and increased body mass index, suggesting that
obesity could lead to the development of cardiovascular pa-
thology and, thus, to ANIP [12].

Literature research confirmed the fact that the role of poly-
hydramnios remains questionable in ANIP. Thus, the study by
Hung T. (2007) demonstrates that this is an important obstet-
rical factor (OR=3.3, 95% CI 1.4 - 7.7) in developing of ANIP
[5]. On the other hand, the results of a research conducted by
Cheng W. et al. shows that polyhydramnios is not linked to
ANIP [2]. As a result of our study, polyhydramnios was identi-
fied as a risk factor for ANIP (OR=2.66, 95% CI 1.15 - 6.30).

Thus, analyzing a considerable number of obstetric cases
complicated with ANIP, during the present research, a number
of regional risk factors for developing placental abruption was
revealed. Their identification within antenatal surveillance
will allow enforcing measures to prevent the development of
AP, and respectively, improve maternal and fetal morbidity in-
dicators.



tatele cercetarilor, efectuate de Cheng W. et al, denota ca po-
lihidramniosul nu conditioneaza DPPNI [2]. In urma studiului
nostru, acestui factor i-a fost atribuit un risc majorat pentru
inducerea decolarii placentare (OR=2,66, 95% CI 1,15 - 6,30).

Astfel, prezentul studiu, in temeiul unui numar conside-
rabil de cazuri obstetricale care s-au complicat cu dezlipirea
prematura a placentei normal inserate, a evidentiat un sir de
factori regionali de risc pentru dezvoltarea acestei stari pato-
logice. Identificarea lor 1n cadrul supravegherii antenatale va
permite aplicarea masurilor de prevenire a dezvoltarii DPPNI
si, respectiv, ameliorarea indicatorilor de morbiditate materna
si fetala.

Concluzii

1) Rezultatele studiului actual demonstreaza ca DPPNI
este o stare patologica obstetricala de urgents, frecventa ca-
reia are o tendinta de crestere, de la 0,51% in anul 2010, pana
la 0,83% in 2014 (procent atestat in institutiile medicale de
nivelul II si III de asistentd medicala perinatald).

2) Prin calculul raporturilor sanselor (OR) si determinarea
intervalelor de confidenta, au fost identificati factorii de risc
moderati si majori pentru dezvoltarea DPPNI. Evaluarea riscu-
lui potential al gestantelor pentru DPPNI permite includerea
lor in grupul de risc pentru aceasta urgentd obstetricala, cu
acordarea asistentei antenatale adecvate si rezolvarea opor-
tuna a sarcinii.
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