
Session No. 20-30th August 19.56.

From Unit "B," Kandang Kerbau Hospital f9r Women.
Moderator: DR. A. C. SINHA:

CASE I
Regd. No. 15466: C.S.M. Chinese. Age 28

years. (Unbooked).
Admitted: 11.8.56at 10 a.m.

liistory:-
11.8.56-10.30 a.m.

Para. 5. Gravida 6.
Previous pregnencies ended in normal
deliveries.
L.M.P.-15.12.55
E.D.D.---,.22.9.56
Pericd of gestation-34 weeks.
Complained of sudden painless bleeding
P. V. at 9 a.m. followed by a "gush of
waters" and continuous bleeding from
then en.

Clinical Examination:-
B.P.-IGO/110.
No oedema of legs.
Heart and Lungs-N.A.D.
Atdomen;-uterus enlarged to size of

30 weeks pregnancy, tense. Pre-
senting part high.
F.P.N.F., F.M.N.F., F.H.N.H.

Cliniclal Diagnosis:-
Ante-partum haemorrhage, probably
accidental haemorrhage.

11.8.56-12.45 a.m.
Vaginal EXl.lmination done in theatre
unq,er G.A. Placenta felt and seen at
vaginal introitus. Without further
waiting the placenta was delivered
and the foetus found to be in a
transversa position with shoulders
impacted. Internal podalic version
was done and the breech extracted.
There was minimal blood loss of 6 ozs.
Foetus was stillborn; weight 4-8 OlS.
(female).

Progress Notes:
Puerperium normal.
Discharged 15.8.1956.

CASE II:
Regd. No. 15751: L.S.K. Chinese. Age 27

years. SN/3291/56/AN
Admitted: 15.8.56at 3.20 a.m.

History:-
15.8.56-6.45 a.m.

Para 7. Gravida 8.
Stillborn 4. All at 8 months pregnancy.
L.M.P.-1.2.55
E.D.D.-8.11.56
Period of gestation-28 weeks.
Complained of labour pains starting
at 2.30 a.m. Membranes ruptured at
4.30 a.m. followed by profuse bleeding
P.V. for about 40 ozs.

Past history:
She was admitted previously on
16.7.56 (Ref. No. 13683) complaining
that the size of the abdomen was
getting smaller.
On examination uterus was found to
be the size of 28 weeks gestation.
F.P.F., F.M.F., (m) i F.H.N.H.
Toad test positive.
K.T. negative.
X-ray small foetus and suggestive of
foetal death.

Clinical Examination:-
Pallor t.
B.P.-80/0.
Pulse 136 per minute.
Heart and Lungs-N.A.D.
Abdomen;-uterus enlarged to size of

30 weeks pregnancy. Foetus small
about 1-2 lbs. in weight.
F.H.N.H., F.M.N.F.,

Clinical Diagnosis:-
Ante-partum haemorrhage suggestive
of placenta praevia.

15.8.56-8.30 a.m.
still oozing blood P.V.
B.P.-I08/50.
Head floating.

11.15 a.b.
Vaginal eXiamination done in theatre.
Cervix fully dilated.
Clots t in vagina.
Placenta felt to be in vagina and was
delivered, followed by the foetus
enveloped in its sac with entirety.
Foetus stillborn-21bs. 4 ozs. (female).

Progress Notes:
Puerperium normal.
Discharged on 17.8,1956,



Discussion:
DR. O. H. YEOH: Presented the two

cases of prolapsus placentae and gave an
account of the etiology.

Prolapse of the placenta is an infre-
quent complication of labour that rarely
is reported. Stander (1945) believes that
most of the recorded cases were probably
instances of placenta praevia; although
now and again, such an accident may
occur even when the placenta is inserted
normally. Munchmayer states that pla-
centa praevia should not be listed among
the causes, of prolapse of the placenta
because she maintains, there must be a
normal implantation to start with. Rucker
and de Vink disagreed with this. True pro-
lapse of placenta is a most rare condition,
De Lee (1947) states that only 8 cases
have been reported in the last 20 years.
ETIOLOGY: Etiology of prolapse of the
placenta is unknown. It almost always
occurs in multipara and frequently occurs
in premature lrnbours. Burczak (1932)
states that the etiologic factors of prolapse
of the placenta are the same as those for
abruptio placentae. Multiple pregnancy,
presentation, hydramnios, and narrow
pelves are also very important etiolcgic
factors. Prolapse also occurs during
attempts at version, espechilly with an
associated placenta praevia.
PATHOGENIS: Prolapse of the placenta is
favoured by the following factors:-

1. Site of Im.plantation: When the
placenta is placed over or near the
dilating cervical os, detachment
may occur as the cervix dilat~s.
When the site of nidation is higher,
or the placenta is normally im-
planted, some other factor or com-
bination of factors must come int::>
play. De Vink postulates that ther2
is a deficiency of the trophoblast
and the decidua which allows for
the initial separation. Other pos-
sible factors may be endometritis
of the decidua with degeneration of
the placental site, toxaemias of
pregnancy with infarctions of the
placenta, and possibly some hor-
monal upset. Other things which
have been considered are heart
disease. tUberculosis. syphilis, and
severe nutritional diseases.

2. Mechanical Factor: This factor is
usually something that will cause a
change of the intra-uterine pres-
sure or uterine volume, so as to

allow separation of the contracting
uterus from the non-contracting
placenta. Such things may be,
delivery of the first baby in mul-
tiple pregnancies, sudden rupture
of the membranes in hydramnios,
short umbilical cord, trauma to the
abdomen. or intra-uterine manipu-
lation.

3. Uncovered Cervical Os: This is a
failure of the presenting part ta
adapt itself to the cervix. so that
the as is not blocked. Thus, trans-
verse presentation, a narrow pelvis
with a high riding foetal head, or
certain monstrosities favour such a
phenomenon.

CLINICAL FEATURES: Surprisingly, the
clinical picture is much less acute than
abruptio placentae. Unless prolapse of the
placenta occurs as a complication of
placenta praevia. bleeding during preg-
nancy is rare. Usually, the patient is a
multipara, and has a normal course during
pregnancy. The placenta loosens during
labour without notice. The bleeding is
frequently minimal, or it may be entirely
absent. Occasionally, some severe bleed-
ing may occur. and rarely does collarse
ensue.

The prognosis for the child is bad.
For live births, delivery must follow very
soon after prolapse of the placenta.

The danger to the mother lies in
atony of the uterus, with haemorrhage
when the placenta is separated or expelled.
There is also danger of infection along
the umbilical cord to the placental site.

DR. T. K. CHONG: Enlarged on the
management of placenta praevia since
most of the cases of prolapse placentae
were associated with it.

Closely associated with placenta previa
is prolapse of the placenta which occurs
most frequently in multiparas and in pre-
mature labour and the management is as
for placenta previa. Prolapse of the pla-
centa may also be associated with abruptio
placentae and toxaemia in which case the
treatment of choice is immediate delivery
if possible from below usually by version
and extraction.
EXPECTANT TREATMENT OF

PLACENTA PREVIA:
One of the most interesting develop-

ments has been the adoption of expectant
treatment in selected cases in hospital
which improved the foetal prognosis im-



mensely without adding in any way to the
risks to the mother. Thus, in this way
Macafee in 1944 reported a maternal mor-
tality of only 0.57% and a foetal mortality
of 23.6%.

The following important points under-
lay the scheme of treatment:-

(l) The first bleeding is very r'\rely
fatal provided no vaginal interfer-
ence is undertaken.

(2) It follows that all cases of ante-
partum haemorrhage should be
sent to hospital without vaginal
examination done.

(3) Digital examination should only be
done in the operating theatre.

(4) After the initial bleeding, the hae-
moglobin level should be restored
to normal by blood-transfusion to
forestall further bleeding.

On admission to hospital the patient
should be confined to bed for a few days
during which time, an attempt should be
made to arrive at a clinical and radiolo-
gical diagnosis and a complete blood
examination, ABO and Rh grouping should
be carried out.

Intervention is indicated (1) when there
is severe or recurrent haemorrhaeg endan-
gering the life Of the mother: (2) When
bleeding is complicating the first or second
stage of labour. (3) When further con-
servation has been rendered pointless by
death of the foetus. (4) When pregnancy
is at or near term and there is good evi-
dence Of placenta previa even though no
antepartum haemorrhage has occurred.
Grant in 1955 in a, series of 200 casE',
Belfast had no maternal deaths and the
foetal loss was only 12%.

Spontaneous delivery may occur in the
lesser degree of placenta previa. This occurs
in 15.7% of placenta previa out of 286
cases as reported in Kandang Kerbau
Hospital in the years 1953 and 1954.

ACTIVE TREATMENT:
In 1945 after Macafee's paper most

authors agree that in hospital practice the
active treatment had "boiled down" to
rupture of the membranes of Caesarean
Section. The older methods have been
more or less discarded. This. assisted by
modern methods of blood transfusion,
chemotherapy and antibiotics have result-
ed in a much better outlook for the
mother,

In type I and type II placenta previa
with an anterior placenta, where the head
can be made to engage in the pelvis,
rupture of the membranes usually suffices
as the method of treatment. In type II
placenta previa with a posterior placenta
which Stallworthy in 1951 calls "the dltn-
gerous placenta," during descent of the
head into the pelvis, the cord, especially
one with a low insertion is apt to be
compressed, so that Caesarean Section is
indicated. In type III and IV placenta
previa, Caesarean Section is usually the
treatment of choice. It may be wise to
proceed to Caesarean Section at once and
to dispense with vaginal examination in
any case in which severe bleeding is oc«ur-
ring in the absence of labour.

Bringing down a leg should not be
regarded as entirely obsolete. This is the
most efficient method of controlling bleed-
ing than any other vaginal manipulation
and is perhaps a justifiable method for
controlling severe haemorrhage in a mul-
tignavida who is already far advanced in
la,oour or where the foetus is pre-Viable,
deformed or already dead.

When a case of placenta previa is to
be delivered vaginally, the delivery must
on no account be hurried because of the
risk of cervical tearing post-partum hae-
morrhage and sepsis which must be
especially guarded agaJnst.

Finally despite all the care and atten-
tion in the management of placenta pre-
via many infants will be delivered prema-
ture. Hence, the utmost care and
attention should be given to these prema-
ture infants to reduce the foetal
mortality.

DR. A. C. SINHA: Said that this
conditicn was a rare complication and not
many cases have been seen at the
Kandang Kerbau Hospital.

DR. J. W. F. LUMSDEN: Commented
that De Lee called the condition "A"
prolapse of a normally situated placenta,"
not placenta praevia. If it was due to
placenta praevia, then the condition must
be common, for if a Caesarean Section was
not done, the head must needs push the
placenta out before it. He recalled a case
where on vaginal examinatioon he felt the
placenta and then it slipped away; he
could not say whether such a case was a
placenta praevia or placenta prolapsus,



DR. A. C. SINHA: Said it is difficult to
see how a normally situated placenta could
be pushed before the head. Another
interesting feature was that these two
cases were seen in labour-the placentae
were delivered with surprisingly little
bleeding, whereas in central placenta
praevia profuse bleeding was the rule.

DR. J. W. F. LUMSDEN: Suggested
that because the labour was premature
the head. pressed on the placenta and
arrested the bleeding.

PROF. B. H. SHEARES: Observed that
the condition was an obstetrical curiosity
and he had seen only five cases. These
were all in premature labour. He had
noted that in miscarriage the placentae
were usually delivered first, especially
where the sacs were intact. Two of the
five cases he saw f:howed separation of a
normally situated placenta, one in a case
of chronic nephritis with super-imposed
pre-eclamptic toxaemia and the other in a
case of accidental haemorrhage. The
other three cases occurred in total placenta
praevia with the placenta covering the
internal os.

DR. A. C. SINHA: He said the
separation must have been recent, because
bleeding started when the patient was in
labour.

PROF: B. H. SHEARES: Wondered if
expectant treatment in placenta praevia
was worthwhile since so many premature

I babies died. Furthermore in one out of
three cases of placenta praevia, Within
24 hours of admission one was forced to
do Caesarean Section because of bleeding,
and sometimes even during expectant
treatment one m;.ght get nervous because
of slight bleeding and do a Caesarean
One out of five cases treated expectantl~'
fell into labouor and had a premature
baby. Fifty per cent of cases were
terminated by Caesarean Section.

DR. A. C. SINHA: Asked to what extent
could conservative treatment be carried.

PROF: B. H. SHEARES: Replied that
by replacing blood looss in placenta
praevia there was a better chance of the
mother carrying the foetus to term.

DR. A. C. SINHA: Made the suggestion
that ecbolics might not be effective in

placenta praevia
uterine segment
efficiently.

DR. T. K. CHONG: replied that the
lower segment had been shown to be
contractile, therefore ecbolics were
recommended.

because
did not

the lower
respond as

DR A. C. SINHA: Asked if internal
podalic version still had a part to play in
the management of placenta praevia.

DR. C. S. OON: Did not think that it
should be done in hospital practice as she
had seen a death resulting from the
delivery of such a case.

PROF. B. H. SHEARES: Observed that
the placenta after separ:ation must first
tear off from the membranes before it
could prolapse-in such cases the
membranes were macerated.

DR. S. M. GOON: Was of the opinion
that the incidence of prolapsus placentae
was directly proportional to the number of
placenta praevia allowed to deliver
spontaneously. He had seen four such
cases.

PROF: B. H. SHEARES: Added that
most cases of prolapsus placentae were
seen in abortions-in the second trimester.
The investigation of 61 cases of spastic
paraplegic children by Eastman ~nd
Latham of Johns Hopkins' Hospital
indicated that 40% of the children
presented a history of maternal
haemorrhage during various periods of the
gestation.

DR. C. S. OON: Suggested that
therefore abortions should be terminated.

DR. S. M. GOON: Referred to Dr.
Johnson's offer of $1,000 (Gold) to anybody
who could prove a death without digital
examination in a case of placenta praevia.

Dr. A. C. SINHA: Asked about the
association of placenta accreta with
placenta praevia.

DR. T. K. CHONG: In reply said that
there should be more cases of placenta
accreta than were seen, because the
endometrium of the lower uterine segment
was poorly developed and hence the trop-
hoblast penetrated further.


