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ABSTRACT

Aims: To review the clinical features of abortion and intrauterine fetal demise with histopathological findings in their placenta

Methods: A retrospective study conducted at Kathmandu University Dhulikhel Hospital from 2008 to 2018.

Results: A total of 431 placentas were examined over one decade. One third of them (33.2%) had abortion. Mean age of the patients with
abortion was 24.72+5.5 years and that of intrauterine fetal demise (IUFD) was 25.36+5.4 years (p=0.2288). Two thirds of patients with
abortion presented with vaginal bleeding and/or lower abdominal pain; 73% of IUFD presented with decreased fetal movement. Gross
anomaly was the most common comorbid condition in abortion group while pre/post term, antepartum hemorrhage and PIH were the
commoner conditions in TUFD group. In this study, 17.4% abortion cases and 18.3% IUFD cases were with histopathologically proven
infection.

Conclusions: Placental examination helps in revealing unseen pathologies in cases of poor obstetric outcomes in the form of abortion
or fetal demise. The service provider should collect and provide required clinical information before studying the placenta to establish a
hidden diagnosis.
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INTRODUCTION

Fetus receives its nutritional requirements and gets
its metabolic and immunological substances from
the placenta. It is a principal organ for maintaining
pregnancy and promoting fetal development.
Abortion is the commonest complication of pregnancy.
Fifteen percent of recognized pregnancies terminate
in spontaneous abortion.! Vaginal bleeding affects
approximately 15-20% of first trimester pregnancies
with a foetal loss rate of approximately 50%.21t is well
known that a high number of spontaneous abortions
have genetic aberrations. The fetal developmental
abnormality is associated with fetal part of placenta.’
There may be local, systemic and combined means of
recognition of abnormal placental development and
induction of abortion.*

Incidence of intrauterine fetal demise (IUFD) was

2.13% in the year 2010 and 2011.° The cause of [IUFD
canbe maternal, fetal or placental. Several studies have
shown placental pathology as a major contributor
to IUFD, hence stressing the importance of its
examination.®® When fetal death occurs, determining
time of death in utero is always important and is
based on macroscopic and histological changes of
the placenta and fetus.*!

The study of the placenta helps in revealing
undiagnosed or unsuspected pathologies in cases
of poor obstetric outcomes." Histopathological
examinations (HPE) of placenta were regularly being
done in abortion and IUFD cases in Dhulikhel Hospital
(DH). This study was undertaken to relate the clinical
features of abortion and IUFD with histopathological
findings in their placenta among those treated in
DH. There were very limited publications related to
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placental findings from Nepal; and there was only one
publication on the topic from DH."

Patients in early pregnancy with gestational age <12
weeks were enrolled into the study. The demographic
parameters of the patients were noted. Center for
Epidemiologic Studies Depression (CES-D) Scale
was used to assess the presence of depression.!’
Patients with a CESD score of 16 or greater was taken
to be having depression. QOL was measured using the
World Health Organization QOL BREF (WHOQOL
BREF)."! WHOQOL BREF consists of 26 questions
with a possible score of 1-5 for each question. The
instrument covers physical, psychological, social and
environmental domains. The scores for each domain
are added separately and transformed to a score of
0-100. Higher scores reflect better QOL. A validated
Hindi version of WHOQOL BREF was used for
Hindi speaking patients.'”” Hindi and English version
of WHOQOL BREF and English versions of CESD
were used. Patients not conversant with Hindi and
English were assisted by the investigators.

The data were analyzed using OpenStat software.
The means of continuous variables were compared by
Student’s “t test”, and the categorical variables were
compared by Fisher’s exact test. A value of p<0.05
was considered significant for Student’s “t test” and
Fisher’s exact test. Pearson’s correlation coefficient
was calculated between depression and QOL. For
correlations, p<0.01 was considered statistically
significant. The study was approved by the Institution
Ethics Committee.

METHODS

This was retrospective study of clinical features
of abortion and IUFD cases and histopathological
findings in their placenta among those treated in DH
from 2008 to 2018. Cases traced from the records at
the Department of Obstetrics and Gynecology and
Department of Pathology. Ethical clearance was
taken from the hospital research committee. All data
were analyzed by SPSS 16 packages. Frequency and
mean were calculated. Chi-square test was used to
analyze certain outcomes; p-value less than 0.05 was
considered significant.

RESULTS

Mean age of the patients with abortion was 24.72+5.5
years and that of IUFD was 25.36+5.4 years
(p=0.2288). From unadjusted demographic profile,

there were 38 (26.6%) abortions and 79 (27.4%)
IUFD of Tamang caste. One-third (32%) of IUFD
were associated with preterm, postterm, PIH, breech,
abnormal liquor, twins and [UGR; whereas the gross
anomaly was present in 14% of abortions [Table-1].

Table-1: Comorbid conditions in patients with abortion
and IUFD

Abortion
Comorbid condition | (n=143) IUFD (n=288)
Frequency | % | Frequency | %
1. PIH 4 2.8 11 3.8
2. IUGR - - 7 2.5
3. Anomalies 10 7.0 2 0.7
4. Anencephaly 5 35 - -
5. Hydrocephalus - - 3 1.1
6.  Hydrops 5 3.5 4 1.4
7.  Down’s : } 1 03
syndrome
8. Abnormal 3 |21 9 |32
liquor
9. APH - - 12 42
10. Twin pregnancy - - 7 2.5
11.  Pre term - - 23 8.0
12. Post term - - 12 4.2
13. CPD - - 4 1.4
14. Cord prolapsed - - 5 1.8
15. Hand prolapsed - - 3 1.1
16. Transverse lie - - 7 2.5
17. Breech - - 10 3.5
18. Nuchal cord - - 4 1.4
19. Single uterine : ) 5 18
artery
20. Morbid
adherent - - 3 1.1
placenta
Total 27 18.9 119 41.7

Besides, there were 29 missed abortion cases, three
cervical incompetence and two molar cases. There
were seven hypothyroidism, three UTI, three vaginitis,
two PTB and each case of TTP, VDRL positive,
dermoid cyst and fibroid. Twenty cases were medically
terminated for different reasons. There were four
previous cesarean cases; additional twelve and two
cases underwent LSCS and hysterotomy respectively;
and 73.4% IUFD cases presented with decreased fetal
movement for at least one day. Infection, chorangiosis
and infarction were the common abnormal findings
detected in placental examination in case of poor
obstetric outcome [Table-2].
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Table-2: HPE findings in abortion and IUFD

HPE Abortion (n=143) | IUFD (n=288)
Frequency | % | Frequency | %

Normal 115 80.4 (213 74.0
Infection 25 174 |53 18.3
Chorioamnionitis | 10 7.0 |24 8.3
Extraplacental 11 7.6 |21 7.3
membranitis
Funisitis/umbilical | 3 2.1 6 2.1
cord perivasculitis
Villitis 1 0.7 |2 0.6
Chorioangiosis - - 10 3.5
Infarction 3 2.1 |8 2.8
Chorioangioma - - 3 0.9
Intervillous - - 1 0.3
haemorrhage
Total 143 100.0 | 288 100.0

Certain pathologies were notified in pregnancy with
one of the clinical problems even though this was not
statistically significant [Table-3].

Table-3: Association of clinical conditions and

pathological findings

(C)gﬂgI'ﬁICC)NS Abnormal HPE reports Normal
Polyhydramnios (2) - 2
Oligohydramnios (10) | Amnionitis (2), infarction (1) 7
Twin pregnancy (7) Infarction (1) 6
Abruptio/APH (12) Amnionitis (3), single UA (1) 8
Hand prolapsed (3) Chorangiosis (1) 2
Cord prolapsed (5) Amnionitis (2), chorangiosis (2) 1
Transverse lie (7) Amnionitis (2), chorangiosis(2) 3
Postterm (12) Funisitis (3) 9
Preterm (23) (Cll;ogz/gaxlr:iljlin(lt;; (4), chorangioma 18
PET (15) Infarction (1), single UA (1) 13
IUGR (7) Infarction (3) 4
Rh negative (2) Amnionitis (1) 1
Hypothyroidism (1) - 1
VDRL positive (1) - 1
FETAL CONDITIONS

Down’s syndrome (1) | - 1
Hydrocephalus (3) s 3
Anencephaly (5) Membranitis (1), infarction (1) 3
Hydrops (9) 8];0::;:1;:1;);1?11; (1), chorangioma 6
Other anomalies (12) gﬂg:nériils)(l)’ Vi (1), 9
DISCUSSION

According to World health Organization, intrauterine
fetal demise encompasses any abortion or fetal demise

28 NJOG/VOL 14/NO.2 /Issue 29 / July -Dec, 2019

prior to expulsion from its mother, and recommends
different protocols according to gestational age.

Both the first trimester abortion and second
trimester fetal demise are classified differently in
different literatures. Third trimester fetal demise is
of more concern as the extrauterine fetal survival is
increasingly better in this trimester."*"> Implantation
anomalies can lead to neurological damage and
increased risk of fetal loss.'®!” The gestational age,
placental lesions and placentation are determining

factors for fetal complications.!!

According to Nepal Demographic and Health Survey
(NDHS) 2016, of total pregnancies, 81% were
live births, 9% were induced abortions, 9% were
miscarriages and 1% was fetal deaths. The proportion
of pregnancies ending in abortions and fetal deaths
among under 20, 20-34 and 35-49 years were 9.5,
8.5 and 14.3; and 1.5, 1.2 and 2.7 respectively.18
There may be many more abortions (30-40 % of all
conceptions) in early and unrecognized pregnancies.!

Incidence of intrauterine fetal demise was 2.13% in
DH.’ Shrestha J et al, found the rate of fetal death as
2.2% in Western Nepal."”

In DH, the mean age of patient with abortion at
the presentation was 23.96+3.89 years (n=104)
(Kayastha B, 2015, unpublished data). And that of
mothers with abortion was 24.72+5.5 years in this
study (p=0.2288). In a study of 111 abortion cases,
mean age was 25.09+5.58 years;'? and majority (94%)
cases with [UFD were in 21-30 years of age group.*

Mothers in fetal death group were slightly older than
mothers of live-born infants (25.47+5.64 years vs
23.62+4.31 years, p value=0.000). A slightly higher
proportion of women in the stillbirth group were of
Tamang caste (28.9%, p=0.011).% In this study, mean
age of mothers with ITUFD was 25.36+5.4 years and of
Tamang caste was 27.4%.

The impaired placental function in terms of abnormal
placental morphology or histology accounts for the
fetal and neonatal complications. The pathology
of spontaneous abortions is an important aspect of
understanding the etiology.1Hence the obstetrician
should collect relevant clinical information and a
list of queries; and the pathologist is responsible
for placenta examination to correlate pathological
findings with clinical implications.?!?
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Abortion cases usually present with vaginal bleeding
and lower abdominal pain. Vaginal bleeding in first
trimester occurs in about 25% of the pregnancies
and 5% of pregnancies in second trimester.? In this
study, two thirds of patients with abortion presented
with vaginal bleeding and/or lower abdominal pain.
The mean gestational age at the time of bleeding for
the case was 11.36+5.3 weeks (Kayastha B, 2015,
unpublished data).

In a study (n=436), the mean age of the pregnant ladies
came with decreased fetal movement was 24.11+3.85
years. And 82.6% complained of decreased fetal
movement for 24 hours (maximum 10 days)
(Manandhar S, 2016, unpublished data). In this study,
the mean age of patient with IUFD was 24.72£5.5
years. These cases presented with decreased fetal
movement of one day (at least) (73.4%), prelabor
rupture of membranes (watery discharge) (17%), pain
lower abdomen and abnormal presentations (8.3%
each) and bleeding per vaginum or abnormal vaginal
discharge (3.1% each).

The ascending/adjacent infection as a subclinical
condition present in 20% of cases. Histological
analysis allows the diagnosis of acute/subacute
chorioamnionitis and should be classified. This
condition may be associated with maternal
hypertension, diabetes, IUGR, oligohydramnios,
hydrops fetalis and poor perinatal evolution.”*?* In
this study 17.4% abortion cases and 18.3% IUFD
cases were with histopathologically proven infection.

Massive chronic intervillositis is a medical condition
also singularly diagnosed with histology and is
associated with IUGR and fetal death and commonly
described in recurrent abortions. In 70% of cases,
this condition is present simultaneously with chronic
villitis and is related to prematurity and neurological
injury.?

Differenthistological lesions in chorionic villiincluded
hydropic change, number of vessels, patency of
vessels, fibrosis, fibrinoid degeneration and Hofbauer
macrophages. Fibrosis is the final common pathway
for nearly all forms of disease that progress towards
end stage organ failure. Fibrinoid degeneration is the
deposition of fibrinoid material, initially external to

basement membrane of syncytiotrophoblast. Later it
appears in the villous stroma.?”’” Chorangioma (CA),
chorangiosis (CH) and chorangiomatosis (CM) are
incompletely understood and overlapping villous
capillary (VC) lesions believed by some to be related
to hypoxia.?* Chorangiosis has correlation with
perinatal complications.

Sarin et al showed that intravillous fibrin deposition
was observed in three times more in spontaneous
abortions (46.1%) and nine times more hyaline
change in spontaneous abortions (67%).?* The study
has revealed that inflammation and fibrin deposition
are the major findings in the histopathological
examination of decidua.'

Massive perivillous fibrin deposition is the main
diagnostic features of maternal floor infarction, a
placental lesion with incidence of 0.5%. Extensive
placental infarction is usually seen in placentae
from preeclamptic mothers when there is a vascular
abnormality which predisposes to thrombosis.
Placental infarction can be associated with fetal
intrauterine growth retardation (IUGR), microcephaly
and neurological complications.?*

In a study of 65 IUFD cases, Patil NJ et al found
placenta related death in 77% with chorioamnionitis
(55.5%), utero-placental insufficiency (UPI) 22.2%.
and twin-twin transfusion syndrome. Fetal causes
included congenital anomalies (anencephaly; two-
chambered heart) and Rh incompitability. Causes not
directly related to placenta showed chorangiosis and
amnion nodosum.? In this study, varied form of HPE
findings in abortion and IUFD were found.

CONCLUSIONS

Placental examination helps in revealing unseen
pathologies in cases of poor obstetric outcomes in
the form of abortion or fetal demise; and it requires
adequate clinical information to correlate the
pathology. Histopathological examination of placenta
in case of poor obstetric outcome should be made
mandatory.
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