
Sess:on No. 1-17 January 1957
From Unit "A"-Kandang Kerbau Hospital jor Women.
Moderator: PROFESSOR B. H. SHE'ARES.

In opening the Seminar Professor
Sheares said that he had selected this
case for presentation as he thought it was
of interest for three reasons:

(1) It was not an uncommon type of
presentation of the foetus, as its
frequency is about 1 In 200
labours

(ii) It raised certain Droblems with
regard to management

(ill) The estimation of the size of the
foetus is not easy to assess in
the transverse lie, and one is
likely to settle for an Internal
version in the conviction that thE'
foetus is too premature and
regret after the foetus Is delivered
In that it could possibly have
been salvageable had caesarean
section been resorted to.

Presented by Doctor Tay Kah Seng.
Case No. 973 ~ Unbooked. Chinese-

Para-I. GravIda 2.
Last Menstrual Period 27th July 1956

Estimated Date of Delivery 2nd May
1957.

Maturity 24 3/7 weeks.

First baby delivered by forceps in
Kandang Kerbau Hospital 1 year ago-a
stillbirth weighing 7 pounds 10 ounces.

Present Pregnancy: Admitted Into HospItal
on 14-1-57 at 12.55 with history of
leaking liquor amnli since 03.00.14-1-57.
and lower abdominal cramps occurring
half-hourly.

On Examination in the admission room
General condition satisfactory.
Blood Pressure 130/90. No oedema.
Urine proteIn free.
Heart and Lungs _. NothIng Abnormal
Detected.

Abdomen-Fundus of uterus at level of I
Inch below umbil1cus; uterus "squat.'
Foetus clinically estimated to be 2
weeks mature. Transverse lie. Right.
sacral anterior: Foetal heart heard.

Vaginal Exa:mination - Foetus' left hand
palpable In vagIna extending out 01
cervix to level of mid-forearm. An-
other limb which felt like the right
elbow could also be felt. Os-2 fingers
dilated. Membranes ruptured.

Diagnosis-Transverse lie with hand pro-
lapsed.

In the Labour Wara:
Second vaginal examInation was

carried out at 13.20.

The above-noted findings were
confirmed, including the degree of
cervical dilation, except that the pro-
lapsed second limb was proved to bE'
the left foot left in situ. With exter-
nal abdominal manoeuvres the trans-
verse lie was transformed into a
breech with footling presentation. The
cord did not prolaDse. Foetal heart.
could be heard.

At 13.30 hrs : Oxygen Inhalation gIven to
mother.
The breech with both legs
descended untn the buttock
presented on the pelvic fioor.
However, at this moment.
foetal heart disappeared.

At 13.50 hrs.: Foetal heart still not audible.

At 16.00 hrs.: Breech was extracted - a
still-,born foetus weighing 4
pounds.
Placenta was manually re-
moved under general anaes-
thesIa.
At the end of the 3rd stage
mother's condition was
satisfactory.
Pulse 90/ mInute Blood
Pressure 115/70.



Discussion
Doctor Tay Kah Seng, in openIng the

discussion, said that bipolar versIon was
performed in this case because it was
erroneously thought that the baby was
much smaller than it actually turned out
to be, and when the breech came down on
t.o the perinaeum as soon as version had
been completed it was decided not to
extract the foetus there and then because
the as was only 2 fingers' breadth dilated.

Doctor Chong Tuck Kwang then askej
whether any reliance could be placed on
the statement made by some obstetricians
that when a hand is in the vagina the
thumb always points toward the head.

Professor B. H. Sheares said that when
he was first informed of the case, after
t.he version had been performed, he con-
curred with Doctor Tay's management
which was underlined by studious avoid-
ance of extraction through an incompletely
dilated cervix. Two hours later, however,
the foetus had to be extracted because,
although the os was nearly fully dilated.
the greater portion of the small foetus
had left the uterine cavity and the uterus,
therefore, had no more pushing power on
it.

Had it been known that the foetus
was as large as it turned out to be, a
caesarean section would perhaps haVf~
been the best line of treatment.

The line of treatment adopted in this
case would have been quite in order had
the baby not been more than 30 weeks
mature.

He did not think that the "rule of
thumb" mentioned by Doctor Chong was
always a very reliable one, An absolutely
reliable indication of the position of the
foetal head by vaginal examination is t:1
note the direction in which the apex of
the axilla points. That would be the
direction of the head. He said that the
mode of delivery in cases of tra.nsverse
presentatior. could be divided into three
main categories:

m Abdominal delivery.
(11) Vaginal delivery after version.
(iiD Embryotomy.

In continuing, he sald that circum-
stances would indicate the method of
management. Before labour an X'ray

should be carried out. especially in the
case of the primigravida. in order to ex-
clude the presence of contracted pelvis or
placentapraevia. Early in labour. if the
membranes are intact. external version
should be attempted. If this failed labour
should be allowed to continue. The obstet-
rician must remain with the patient in
order to carrv out internal version as soon
as the membranes rupture. If the mem-
branes rupture early in labour before the
cervix reaches 3/4 dilatation, especially if
the cord prolapses, caesarean section
would be indicated. His observation had
been that when the back of the foetus
overlies the pelvic brim the membranes
are likely to be preserved until almost full
dilatation of the cervIx. The key to foetal
salvage is the interval between the time
internal version is done and the delivery
of the foetus: the shorter this version-
delivery interval the better the prognosis
for the foetus.

Early in labour. if the membranes are
ruptured at 2 to 3 fingers dilatation of
the cervix, and the foetus viable, the
safest line of management would be caesa-
rean section. Late in labour, if the foetus
is alive, again caesarean section is the
treatment. Decapitation in the case of a
dead baby should only be carried out by
an obstetrician experienced in this opera-
tion; otherwise caesarean section is a far
safer procedure

Spontaneous evolution rarely occurs
and it is Nature's last, least likely and
most dangerous effort. The foetus is
almost never alive as the extreme stretch-
ing of the vital organs is not compatible
with life.

Doctor Goon Sek Mun then pointed
out that in the clinical notes only the
estimated maturity in weeks was men-
tioned and not the estimated weight of
the foetus. He considered that an estima-
tion of the weight of the foetus should
always be noted in the case-sheet especi··
ally if there might be a disparity between
the maturity as stated by the patient and
the probable weIght of the foetus as
estimated by the obstetrician.

Doctor Seah Cheng Siew suggested
that the case under review might have a
compound presentation Le., a breech and
hand presentation. and if so the result
might have been more favourable for the
foetus had obstetrical manipulaton not
been resorted to. except if delay had



occurred. In that case all that would
have been necessary was reposition of the
hand

Professor Sheares sald that Doctor Tay
was the only person who examined the
patient. and. therefore. we should accept
his diagnosis of transverse lie. However.
Professor Sheares emphasised the import-
ance of excluding the possib1l1ty of a
compound presentation when the hand is
prolapsed. The absolute diagnosis of trans-
verse presentation when the patient is In
labour is by vaginal examination. and it I:;
made on feeling the ribs of the foetus
which cannot be felt when the hand is
prolapsed beside the head or the breech in
compound presentation.

In the light of our experience it would
appear that the best management of com-
pound presentation is watchful waiting.
Almost always the hand w1l1slip back as
the cervix reaches full dilatation and the
head descends. In exceptional cases where
the prolapse of the' arm is so extreme
that the forearm as well as the hand can
be palpated per vaginam reposition may
be indicated. In cases of pelvic contrac-
tion caesarean section is often desirable.
Both from the viewpoint of the mother and
the chlld version and extraction 1s the
the most dangerous form of management.
When complicated by prolapse of the cord.
the prognosis as well as the management
is that of prolapsed cord.


