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Introduction

Delayed placenta delivery can result in postpartum hemorrhage [1-3]. Postpartum hemorrhage 
is the leading cause of maternal mortality globally and retained placenta accounts for nearly 20% of 
severe cases [3]. Unattended retained placenta is the second leading cause of postpartum hemorrhage 
(PPH) [2]. 

A placenta is considered retained if it is not expelled within 30 minutes after the delivery of the 
fetus [3]. Normally, this expulsion is rapid [3], spontaneous in most (90%) cases [3], and even faster 
with routine protocol of active management of third stage labor [1-3]. Retained placenta occurs in 
1-3% of vaginal deliveries [2,3] with significant postpartum hemorrhage occurring in approximately 
1% [1].

Attempting manual removal of the placenta (MROP) is a standard recommendation where the 
placenta is not expelled within 30 min to 1 h after the fetal delivery [4,5]. However, risks associated 
with persistent placental tissue following a failed or incomplete removal include heavy bleeding, 
hysterectomy, increased morbidity, and mortality [1,2,6]. 

Ignoring placental delivery by active management of third stage of labor or failure of MROP 
is associated with risk of hemorrhage and infection [1,6]. Surgical intervention may be necessary 
to prevent hemorrhage and sepsis when placenta delivery fails, making conservative management 
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a logical option in selected cases [1,2]. Although conservative 
management, allowing for spontaneous placental expulsion or 
resolution, has been reported as successful [1,2], its unpredictability 
specially in term pregnancies is still a matter of concern [1]. A success 
rate of 77% has been documented without surgical intervention. 
Placental expulsion, resorption, or removal has been shown to occur 
at a median of 3-4 months postpartum, with some cases persisting 
for up to a year [1,6].

The duration of disappearance may vary based on surveillance 
method used— MRI, ultrasound, hysteroscopy—as well as the 
duration of follow-up. Hysteroscopy is considered the most reliable 
method and has been documented in one case to detect retained 
placenta as long as 201 days postpartum [1]. Earlier gestation 
pregnancies tend to show a faster time to disappearance [1].

Retained placenta is generally seen in cases of uterine atony, 
abnormally adherent placenta —such as placenta accreta spectrum—
or when the cervix closes before placental expulsion [2].

An unsuccessful attempt at manual removal of the placenta is 
common in cases of morbidly adherent placenta or placenta accreta 
spectrum, often resulting in postpartum hemorrhage [2,6,7]. 

Most complications of retained placenta were reported 
within the first 60 days postpartum in a case series [1]. Placental 
disappearance was faster when manual removal of placenta was done 
compared to cases where no attempt was made. The lower gestational 
age at delivery was associated with a shorter time to spontaneous 
disappearance of retained products of conception or placenta, as 
well as a more rapid decline in β-human chorionic gonadotropin 
(β-HCG). The rate of β-HCG decline may serve as a predictor of 
complication risk [1]. 

A follow up study of women with retained placental tissue 
revealed that all grades of bleeding were limited within 60 days 
postpartum. Human chorionic gonadotropin was also found to have 
dropped below the measurable threshold at a median of 67 days 
postpartum with an average of 23 to 113 [1].

Case

The patient was a 39-year-old female, Para 4 (4 alive) who was 

referred to our facility due to intractable massive vaginal bleeding 
lasting for two days. She had attended her antenatal care at a 
maternity home, where she had also delivered all her previous vaginal 
births. The last confinement was 19 months prior to presentation. 
Her pregnancy and labor were said to be uneventful. She had weaned 
her baby from breastfeeding at one year, however her menstrual 
cycle was yet to return. Two weeks prior to presentation, she visited 
a primary health care center with complaints of amenorrhea and 
abdominal fullness, At that time, her quantitative serum beta human 
chorionic gonadotropin levels were less than 5 international units. 
Other hormone profile results including luteinizing hormone (LH), 
follicle-stimulating hormone (FSH), testosterone, and thyroid-
stimulating hormone (TSH), were essentially normal. A pelvic 
ultrasound scan revealed a bulky uterus measuring 84 x 66 mm 
with a regular outline and homogenous myometrial echotexture, 
the endometrium was distended by a heterogenous mass with 
cystic changes, measuring 54 x 53 mm. No increase in internal or 
peripheral vascularity was observed with Doppler interrogation. She 
was subsequently referred to a secondary health facility for further 
assessment but had not attended her appointment before the onset 
of bleeding. 

She was then brought to our facility with two days of torrential 
vaginal bleeding. Her vital signs on arrival were as follows: SO2 of 
96%, Pulse rate 126 bpm, Respiratory rate 24 cycles per minute, 
BP- 90/50 mmHg. Her Packed cell volume was 20%. Her serum 
tumor markers on arrival showed: Ca-125 of 33.12 (0 – 35 U/ml), 
AFP 3.25(0 - 8 IU/ml), LDH 471.94 ↑ (225 - 450 IU/L). CEA 2.02 
(5.0 - 8.5 ng/ml), B-HCG 1.58 (0 - 5 mIU/ml). She was resuscitated 
with intravenous crystalloid and blood transfusion. A Bedside 
pelvic ultrasound scan showed similar findings. Subsequently, she 
consented to a total abdominal hysterectomy, as she had completed 
her family size. Her post-operative recovery was satisfactory, and 
she was discharged on the third post-operative day with a packed 
cell volume of 31%. Histology revealed numerous degenerating 
chorionic villi lined by typical trophoblastic epithelium within a 
background of blood clot. The myometrium and fallopian tubes 
are unremarkable. Her histological findings were consistent with 
retained placental tissue. 

 

 

 

Figure 1. Gross surface and cut section of the uterus, respectively.

Citation: Nwogu CM, Adefemi AK, Adenekan MA, Ugwu AO, Sonusi SE, Omisakin SI. Undiagnosed retained placenta nineteen months post-partum 
presenting with massive hemorrhage- A case report. J Clin Exp Reprod Med. 2025;2(1):1-5. 



3J Clin Exp Reprod Med. 2025;2(1):1-5.

 

 

 

 
Figure 2. Micrographs of histological sections of retained placental tissue within the uterus at different magnifications.
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Discussion

Most authorities recommend manual removal of placenta if it 
remains undelivered after 30 minutes to 1 hour after delivery, with 
back up plans in place to manage potential hemorrhage if it occurs 
[4,5].

Risk factors for retained placenta parallel those for uterine atony 
and morbidly adherent placenta such as prolonged oxytocin use, 
high parity, preterm birth, prior uterine surgery, congenital uterine 
anomalies, conceptions by IVF, and a history of retained placenta 
[2].

Complications may include major hemorrhage, endometritis, 
or persistent placental tissue leading to delayed hemorrhage or 
infection [2].

Retained products of conception or placenta tissues typically 
appear as a heterogeneous intrauterine mass on ultrasound in the 
postpartum period [7]. Antenatal detection of placenta accreta 
spectrum is possible with ultrasound in 90% of cases [8], and 
accuracy improves with color Doppler [9,10]. The ante-natal 
diagnosis in the second or third trimester makes for anticipation 
and improved maternal outcomes by early activation of postpartum 
protocol [11]. MRI is more expensive and useful in the diagnosis of 
placenta accreta spectrum [9,12].

The size of retained products of conception on ultrasound, 
blood flow on Doppler ultrasound, contrast enhanced CT, contrast-
enhanced MRI are all not predicative of success of spontaneous 
disappearance [1].

Forced manual removal of the placenta, aimed at completely 
emptying the uterus, was more associated with postpartum 
hemorrhage than when not performed in asymptomatic cases [1,6]. 
In the setting of morbidly adherent placenta or placenta accreta 
spectrum, this approach should be avoided due to a higher risk of 
massive postpartum hemorrhage compared to caesarean hysterectomy 
[6], which is considered the standard in cases where future fertility 
is not needed, offering lower maternal morbidity. Alternatively, a 
fertility-preserving conservative approach may be considered [6]. 
The drawbacks of the conservative approach include the need for 
strict adherence to treatment and long-term postpartum follow-up. 
There remains a persistent risk of severe bleeding or infection for 
weeks or even months after delivery, with the possibility of interval 
or delayed hysterectomy occurring at a median of 22 weeks and in 
some cases up to 45 weeks postpartum [6]. 

Cesarean hysterectomy with the placenta in situ, especially 
in cases of morbidly adherent placenta or placenta previa, is 
typically more technically demanding than other elective cesarean 
hysterectomies, often resembling a modified radical hysterectomy. 
This complexity arises from the need for greater caution to maintain 
a safe margin from the vascular cervical-placental mass while 
simultaneously protecting the urinary system [13].

Delayed or interval hysteroscopic resection or morcellation of 
retained products of conception has been documented with complete 
resection in 90% of cases with fewer complications from perforation 
and intrauterine adhesion compared to blind curettage [14-16].

Medical treatment with methotrexate has also been used for 
retained products of conception in late pregnancy [6,17] but its 
effectiveness remains unproven. Methotrexate has been proposed 

as adjuvant treatment to improve the success rate of conservative 
treatment and hasten the postpartum involution of the placenta [6]. 

Conservative management alongside delayed or interval 
hysterectomy is now becoming more common [18-20] with careful 
patent selection and follow up due to risks of sepsis or hemorrhage 
requiring urgent hysterectomy [19].

In our case, acute severe hemorrhage warranted urgent definitive 
surgical intervention with delayed hysterectomy, as the patient had 
no desire for future fertility. 

Conclusion

Retained placenta after vaginal delivery can result in significant 
hemorrhage and associated maternal morbidity. The practice of active 
management of the third stage of labor has reduced the likelihood of 
retained placenta or placenta tissues after vaginal delivery. Awareness 
of risk factors enables the implementation of preemptive measures to 
mitigate hemorrhage risk. Expectant, medical and surgical treatments 
are management options. Expectant, medical, and surgical treatments 
are management options. Surgical management by hysterectomy 
may be performed as a cesarean hysterectomy, interval hysterectomy, 
or delayed emergency hysterectomy, depending on the indication, 
particularly in cases of significant bleeding.
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