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P LACENTA previa is not a frequent 
comphcation of pregnancy. Statistics 
from obstetrica cIinics indicate an inci- 

dence far in excess of the actua1 frequency. 
In our own service, in a series of 7981 

cases studied by P. H. Smith, pIacenta pre- 
via was encountered 60 times, or 0.75 per 
cent, or once in 133 cases. The incidence of 
the Chicago Lying-In HospitaI as reported 
by Davis was 9.02 per 1000. Irving gives 
the incidence of the Boston Lying-In Hos- 
pita1 as one in 92. In the Cook County 
HospitaI of Chicago the frequency was one 
in 352. The actua1 incidence has been esti- 
mated at from I in 500 to I in IOOO and a 
figure somewhere between these two prob- 
abIy wouId indicate its frequency as 
accurateIy as is possibIe. The frequency in 
obstetric cIinics is far greater than in the 
hands of the practioner because women 
who bIeed severeIy are sent, if possibIe, to 
a hospita1. It is more frequent in muItiparae 
than in primiparas (64 to 35, Davis; 61 to 
39, Marr; 8 to I, Irving; 41 to 19, Evanston 
HospitaI). 

The first evidence of the presence of 
pIacenta previa is painIess hemorrhage 
which occurs without reIation to any 
trauma. It is usuaIIy in the Iast two months. 
It may occur whiIe asIeep, the woman 
awaking to find bIood in the bed. The first 
bIeeding may be smaI1 in amount and usu- 
aIIy is not enough to be dangerous. It is 
aIways foIIowed by Iater bIeeding, the sub- 
sequent hemorrhages increasing in amount. 
The progressive deveIopment of the lower 
uterine segment separates ,an increasing 
area of the uterine surface from the pIa- 
centa, thus increasing the area from which 
bIood may be lost. If Iabor begins, efface- 

ment and diIatation of the cervix aIso in- 
creases the area from which bIeeding may 
occur. The occurrence of painIess bIeeding 
toward the end of pregnancy in a woman 
otherwise perfectIy we11 raises at once the 
presumption of pIacenta previa. As the 
primary purpose of this paper is the dis- 
cussion of the management of pIacenta 
previa we wiI1 proceed at once to its 
consideration. 

In generaI, it may be stated definiteIy 
that the most important thing in the man- 
agement of pIacenta previa is the conserva- 
tion of blood. Death rareIy occurs from the 
first Ioss of blood but later bleedings be- 
come more and more severe. The first Ioss 
of bIood may, if necessary, be remedied by 
transfusion but continued hemorrhage wiI1 
be fata1. The earIier in the progress of the 
case the bIeeding is brought under contro1 
the greater the chance of the mother. The 
conduct of the case must be such that 
trauma to the cervix and Iower uterine 
segment is avoided, as tears of the cervix 
may invoIve a portion of the pIacenta1 site 
and greatIy increase the Ioss of bIood. 
Asepsis is essentia1 as women with pIacenta 
previa are often anemic and therefore far 
Iess resistant to infection. Upon the admis- 
sion to the hospita1 of a patient with 
pIacenta previa, even though immediate 
transfusion may not be needed, donors 
shouId be secured, and necessary matching 
and cross-matching compIeted, in order 
that bIood may be avaiIabIe immediateIy at 
any time. 

It is better not to have a hard and fast 
ruIe for treatment. Management shouId be 
chosen according to the conditions pre- 
sented by the individua1 patient. In 
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choosing the method of management the 
mother’s interests are paramount, the 
consideration given the child varying with 
the length of the pregnancy, the type of 
placenta previa, the degree of dilatation of 
the cervix and the amount of blood loss. In 
a considerable proportion of cases the child 
is premature. In 16 cases of the 60 studied 
in our service fetal heart tones were absent 
on admission to the hospital or disappeared 
before delivery. It is desirable to save a 
child at or near term which is ahve 
and apparently in good condition but 
the mother shouId never be subjected to 
additiona risk to save a dead or dying 
infant. 

PIacenta previa may be divided into 
central or total placenta previa, or those 
cases in which the OS is entirely covered by 
placenta, IateraI or partial placenta previa, 
only a part of the OS being covered, and 
margina pIacenta previa, the edge of the 
placenta being felt beside the OS. It is im- 
portant to know which type is present 
before deciding upon the treatment. Many 
years ago Jaggard stated the principIe that 
there is no conservative treatment of pla- 
centa previa. Further hemorrhage is in- 
evitable, and, as blood is present in the 
vagina, the risk of infection cannot be 
ignored. Bacteria are always present in the 
vagina and cervix and in some women 
organisms of a viruIent character are found. 
The presence of infection increases the 
danger of any form of interference. This 
rule has been modified by some obstetri- 
cians to the extent that, provided hemor- 
rhage has not been severe, the woman in 
good condition, the child alive but of 
doubtful viability, observation may be 
continued in the hope that the chiId may 
develop suffrcientIy before intervention so 
that its chance of Iife may be greater. If 
this is done the patient shouId always be 
placed in a hospital with everything in 
readiness for immediate action. The patient 
and the physician must accept a definite 
risk for severe hemorrhage may occur sud- 
denI_ at any time and may be great enough 
to compromise seriousIy the chances of a 

successfu1 outcome. If viabilitv is doubtfu1, 
the Iikelihood of gaining suflicient time to 
alter materially the fetal prognosis is not 
great. This pIan shouId be adopted rarely 
and onIy after careful consideration. 

Methods of Treatment. Prior to deter- 
mining the mode of attack a carefu1 and 
gentle vagina1 examination should be made, 
under a11 aseptic precautions, to determine 
the type of pIacenta previa, the degree of 
dilation and the presentation. AI1 prepara- 
tions for immediate intervention should 
have been made before this is done. AI- 
though there may be no bIeeding at the 
time the examination is done a profuse 
hemorrhage may follow. Recta1 examina- 
tion may also cause hemorrhage. Examina- 
tion should not be done in the home unless 
the patient is seen in a place in which 
hospitaIization is impossibIe. Preparation 
should be made for such interference as is 
contempIated or which is possible before 
examination. Early cases of pIacenta previa 
usually can be moved. The conditions found 
at the examination wiI1 influence the choice 
of a method of management. If the initial 
hemorrhage has been severe, or if a number 
of bleedings have caused an anemia, trans- 
fusion at once wiI1 be of great vaIue. The 
initiation of treatment should not be de- 
Iayed after transfusion as further blood loss 
is inevitable. A temporary benelit from 
transfusion is of little use to the patient if 
further loss of blood is aIIowed to take 
place. In the absence of a donor glucose 
solution may be used and a solution of gum 
acacia intravenously may be of great 
vaIue. While these solutions are of great 
help in restoring the volume of circulating 
fluid, particuIarIy the gum acacia solution 
because it tends to remain in the vascuIar 
system longer than glucose solutions, none 
of them suppIy the hemoglobin which is 
imperativeIy needed and without a sufh- 
cient supply of which Iife cannot continue. 
Transfusion is the onIy way in which this 
vita1 need may be supphed. It is best, if 
the woman is seen when onIy a slight 
hemorrhage has occurred, to prevent fur- 
ther severe blood 10s~. 
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the cervix shouId be exposed. The pack 
shouId HI the cervix and Iower uterine 
segment tightIy as we11 as the vagina. The 
gauze shouId contain some weak antiseptic 
to prevent, as far as possibIe, the deveIop- 
ment of infection from bacteria in the 
vagina and cervix. Gauze impregnated 
with a $5 per cent soIution of creso1 serves 
very weI1. If the pack is successfu1 in con- 
troIIing the bIeeding it may be Ieft unti1 
diIatation is compIete, after which it is 
removed and deIivery compIeted by version 
and extraction. The defects of this form of 
treatment are (I) the uncertainty of con- 
tro1 of hemorrhage, (2) the dificuIty of 
knowing exactIy when diIatation is com- 
pIete, and (3) the IikeIihood of infection. 

Rupture of the Bag of Waters. In cases 
of margina pIacenta previa and in some 
cases of IateraI pIacenta previa this simpIe 
maneuver controIs bIeeding. It is used best 
when a diIatation of 3 or 4 mc. is present. 
It aIIows the head to sink into the Iower 
uterine segment, compressing the pIacenta 
and thus controIIing the bIeeding. The 
rupture of the amniotic sac tends to Iessen 
further separation of the pIacenta from the 
uterine waI1. No further interference may 
be needed and Iabor may compIete itseIf 
spontaneousIy. In cases to which it is 
adapted this simpIe procedure is very vaIu- 
abIe. It can be done quickIy and without 
the need of an anesthetic. The rupture of 
the membranes usuaIIy stimuIates contrac- 
tions which drive the head downward 
against the pIacenta and hasten Iabor. If 
pains do not begin or are weak pituitrin 
may be administered in doses of I to 3 
minims intramuscuIarIy. Care must be 
taken if pituitrin is used as a too active 
response may cause the head to be driven 
too forcibIy against the cervix causing a 
too rapid diIatation. This may resuIt in 
Iaceration with severe bIeeding. 

Packing. This is the Ieast e&cient 
method for the contro1 of hemorrhage, and, 
in addition, it carries with it a distinct risk 
of infection, especiaIIy if any other method 
of treatment foIIows it. It cannot be 
recommended as a method for use in the 
hospita1 and in our own service we have 
never used it. A pack rareIy compIeteIy 
controIs bIeeding. It is assumed that a pack 
pIaced firmIy against the cervix wiI1 com- 
press the pIacenta against the head but one 
cannot depend upon this even though a 
tight binder is used. BIood may coIIect in 
the Iower part of the uterus above the pack. 
In a IocaIity in which hospitaIization is 
quite impossibIe, and anesthesia and suff~- 

cient heIp for the appIication of some one 
of the other methods of treatment are aIso 
not avaiIabIe, a pack may be empIoyed 
in defauIt of something better. 

Infection may foIIow the use of a pack. 
When appIied at home it wiI1 rareIy be 

Metreurysis. In many cases the inser- 
tion of a bag is a very satisfactory method. 
It is particuIarIy usefu1 in a muItipara 
with a margina or IateraI pIacenta previa 
and with a diIatation of 3 or 4 cm. aIthough 
a smaIIer diIatation does not precIude its 
use. The membranes shouId be ruptured 
and the bag pIaced intraovuIarIy. Intra- 
ovuIar insertion is far more efficient than 
insertion outside the membranes. A weight 
of one pound is attached by a tape to the 
bag, the tape passing over a puIIey at the 
foot of the bed. A bag of proper size and 
properIy pIaced wiI1 contro1 bIeeding as 
Iong as it remains within the cervix. A 
woman upon whom metreurysis has been 
performed must be kept under constant ob- 
servation as the bag must be removed 
from the birth cana as soon as it escapes 
from the cervix. This can be readiIy as- 
certained by gentIe recta1 examination. If 
the bag escapes from the cervix and remains 
in the birth cana bIood may accumuIate 
above it, a considerabIe quantity being re- 
tained. Recurrence of bIeeding demands 
immediate further intervention. CompIete 
diIatation foIIowing metreurysis may be 
foIIowed by spontaneous deIivery which 
is the most favorabIe outcome for the 
chiId and spares the mother further 
intervention. 

Metreurysis is ranked among the con- 
properIy inserted. To pack at a11 efficientIy, servative forms of therapy. It gives exceI- 
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lent resuIts for the mother if the bag is put 
in early before serious blood loss has taken 
place and provided that the mother is 
watched constantly, to forestal1 further 
blood Ioss after the expuIsion of the bag 
from the cervix. Spontaneous deIivery is 
most favorabIe both for mother and chiId 
but in some instances cannot be awaited. 
After the expulsion of the bag, if diIatation 
is not compIete Braxton Hicks or podalic 
version may be needed to keep bIeeding 
under contro1. No attempt to compIete the 
delivery should be made unti1 diIatation 
is compIete. If version is required it must 
not be foIIowed by an attempt to compIete 
deliver?- until dilatation is compIete. It is 
best to aIIow the breech to be expeIIed by 
the forces of Iabor and to intervene to 
compIete the Iabor onIy after this has hap- 
pened. As the pIacenta occupies the Iower 
uterine segment and cervix, these structures 
contain the Iarge bIood sinuses which al- 
ways lie under the pIacenta. An attempt to 
complete deIivery before diIatation is 
complete is IikeIy to cause lacerations of the 
cervix and lower uterine segment with con- 
sequent severe bleeding. If after the re- 
mova1 of the bag, the head settles into the 
Iower uterine segment and cervix and con- 
trols bIeeding, Iabor must be permitted to 
continue untii diIation is compIete. The 
bag itself, as Irving points out, is reIativeIy 
without danger. It is the method of de- 
Iivery which influences materna1 and feta1 
mortaIity. 

Braxton Hicks version was suggested first 
by Hicks in 1864. A diIatation sufficient 
to permit the introduction of two fingers is 
essentia1. In many cases it wiI1 be a diffIcuIt 
procedure, especiaIIy for the physician 
whose experience in operative obstetrics 
is Iimited. One foot is grasped and brought 
down through the cervix, the buttocks and 
the other thigh of the child tamponing the 
lower uterine segment and compressing 
the placenta. It is an exceedingly effective 
method of controIIing bleeding. It is essen- 
tia1 that no attempt at delivery be made 
after the version. Nothing more should be 
done except, if necessary, to appIy some 

traction to the leg in order to compress 
the placenta more effectiveI>-. Fetal mor- 
tality is high. MaternaI resuIts are excelIent 
provided delivery is not attempted unti1 
dilatation is compIete. 

Podalic Version. PodaIic version may 
be used in patients with marginal or latera 
pIacenta previa who are admitted to the 
hospita1 with sufficient dilatation to permit 
the entrance of the whole hand into the 
uterus, or when metreurysis has been done 
and sufficient diIatation has been secured 
to aIIow the operation to be done. The 
inexperienced operator may be greatIy 
tempted to compIete the delivery after 
version is compIeted. UnIess dilatation is 
compIete at the time the version is done 
extraction shouId not be attempted. This 
should await the compIetion of diIatation 
and the spontaneotis extrusion of the breech. 

Cesarean Section. Tait in I 869 suggested 
cesarean section, and abdominal delivery 
was also recommended by DudIey in 1900. 
The use of cesarean section has greatly in- 
creased in this country. It is true that a 
larger number of infants may be born alive 
when cesarean section is used widely but 
this must not obscure the fact that many 
of these babies are premature. Cesnrean 
section, to yieId reasonabIe results for the 
mother, must be done whiIe the patient is 
stiI1 surgicaIIy clean. AbdominaI deIivery 
after packing, the introduction of a bag or 
repeated examination, is not safe. Many 
cases of pIacenta previa occur in communi- 
ties in which no trained obstetrician is 
avaiIabIe and the IocaI surgeon is asked to 
Iend his aid. As he is usualIy quite unfamiI- 
iar with operative obstetrics but feeIs abIe 
to perform a Iaparotomy, cesarean section 
is usuaIIy chosen. A Iack of information as 
to the relative risks of the cesarean section, 
done as an elective procedure and when it 
is performed after more or Iess extensive 
interference from below, pIays a Iarge part 
in the continuance of the far too large 
maternal mortality after cesarean section. 
To obtain satisfactory results it should be 
done as a primary procedure, not following 
some form of interference from below. 
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For many years the cIassica1 operation 
was done excIusiveIy. In Iate years the Iow 
cervica1 section has dispIaced it in some 
cIinics. In our own service for some time 
after adopting the Iow cervica1 operation 
as the routine procedure we continued to 
do cIassica1 sections when a cesarean was 
chosen as the treatment of pIacenta previa. 
This was because we feared that an incision 
in the Iower uterine segment might cause 
further serious bIeeding by reason of in- 
vasion of the pIacenta1 site. Experience has 
shown that this is not the case and the Iow 
cervica1 operation is used at present in 
nearIy a11 cases in which abdomina1 de- 
Iivery is used. It may seem iIIogica1 that an 
incision made from above does not increase 
the risk, whiIe diIatation or cutting opera- 
tions, such as vagina1 hysterotomy, are 
graveIy dangerous. The chief reason for this 
difference is that, whiIe incision from beIow 
or Iacerations foIIowing attempts at diIata- 
tion of the cervix may extend upward far 
enough to precIude effective management 
from beIow, the incision in the Iower uterine 
segment made through the Iaparotomy 
wound is throughout its extent under the 
eye and bIeeding from its edges may be 
effectiveIy checked. BIeeding sinuses on 
the posterior waI1 may be cIosed by suture. 
Extension into inaccessibIe areas does not 
occur. 

Cesarean section shouId be chosen in tota 
or centra1 pIacenta previa and in patients 
with IateraI or margina previa in which 
there is IittIe or no diIatation. In the minor- 
ity of cases in which it occurs in primipara 
it offers the quickest and often the Ieast 
traumatic method of deIivery. UnIess the 
hazards of deIivery from beIow seem great 
it is preferred if the baby is dead or 
non-viabIe. 

If bIeeding continues after the deIivery 
of the chiId and the remova of the pIacenta, 
the uterus can be packed, the end of the 
pack being passed through the cervix into 
the vagina. It may be removed from eight 
to twenty-four hours Iater. 

If infection is present, a cesarean section 
shouId be foIIowed by amputation of the 

uterus. This greatIy decreases the danger 
of sepsis after operation. This procedure 
shouId be chosen if the mother is infected 
or if it is seriousIy feared that infection is 
present. The prognosis is much better than 
when an infected or potentiaIIy infected 
uterus remains. When infection is feared, 
deIivery from beIow is usuaIIy wiser but, 
in case the preservation of the chiId is 
desired greatIy, and the condition of the 
chiId is such that it appears probable that 
it may be deIivered aIive and with a fair 
prospect of continued Iife, the Porro cesa- 
rean may be done. 

Vaginal Cesarean Section or Vaginal flys- 
terotomy. Th is procedure cannot be rec- 
ommended. For a time it received the 
recommendation of some German writers 
but has not been accepted wideIy in this 
country. In view of the conditions found in 
pIacenta previa it does not seem a IogicaI 
method of attack. The incision invades the 
subpIacenta1 area and the operator can 
never be quite certain that an upward 
extension of the incision may not occur. 
This may cause the cervica1 wound to 
reach an inaccessibIe area. We have never 
used this method of treatment and beIieve 
that it is a dangerous procedure. 

Willett’s Forceps. This mode of manage- 
ment is carried out by grasping the scalp, 
in a cephaIic presentation, with an instru- 
ment resembIing a voIseIIum, and making 
traction downward in order to cause the 
head to compress the pIacenta. It shouId 
be confined to dead infants aIthough a few 
cases have been reported of the birth of 
Iiving infants. We have had no experience 
with it as it has not appeared to us to be 
an eflicient procedure. 

Accouchement Forck and Manual Dila- 
tation. Accouchement for& is Ieft to the 
Iast and shouId be mentioned onIy to be 
condemned. In view of the condition from 
which the bIeeding comes it is apparent 
that it is a compIeteIy iIIogica1 method 
of treatment. In our service it has not been 
used. It beIongs to the dark ages of obstet- 
rics and shouId be regarded as a procedure 
which has no pIace in modern practice. 
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J’IanuaI dilatation is open to the same 
criticism. ManuaI diIatation usuaIIy means 
compIetion of diIatation after the cervix 
has already reached a diameter of 5 or 6 cm. 
ManuaI ddatation varies onIy in degree 
from the more traumatic accouchement. 
Any attempt to compIete diIatation by 
operative intervention is an invitation to 
disaster. After deIivery of the chiId, the 
placenta shouId be removed manuaIIy un- 
Iess it is expeIled promptly. This shouId be 
done gently in order to avoid any wounding 
of the pIacenta1 site. 

After deIivery is compIeted, if this is 
accomplished through the birth cana1, and 
if bIeeding continues, the uterus shouId be 
packed. In any case in which doubt exists 
as to the abiIity of the uterus to contro1 
postpartum bleeding, packing shouId be 
used. In these cases, as in others, it must 
be remembered that an efficient pack ex- 

tends from the fundus of the uterus to the 
vuIva. A pack which occupies the lower 
part of the uterus only, or Ieaves a part of 
the uterine cavity unoccupied, ma\r allow 
blood to accumuIate above it. 

CONCLUSIONS 

The successful management of placenta 
previa depends, (I) upon its early recogni- 
tion; (2) upon a prompt and proper choice 
of procedure, remembering that the saving 
of bIood is the thing of outstanding im- 
portance, and (3) painstaking asepsis. In 
we11 managed obstetric clinics the maternal 
mortality may be kept to 5 per cent. A con- 
siderable feta1 mortality cannot be avoided. 
WhiIe this shouId be kept as Iow as pos- 
sible, the safety of the mother shouId not 
be jeopardized in favor of a premature 
infant whose chance of survival at best is 
questionable. 
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