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N 1870 Goodell' laid down as the principles of treatment for pre-
mature separation of the normally implanted placenta the dietum of
Theodore Mayern that the uterus should be evacunated as soon as pos-
sible (**Praestantissimum remedium est foetus extractio’”). Cesarean
section has always appealed to the obstetrician as the most effective and
rapid method of accomplishing this end. In the early days, however,
patients were brought to the hospital alter many hours of labor and
in a state of shock so that all of .the earlier writers reported high mor-
tality rates for cesarvean section,as opposed to the vaginal method of
delivery. .

During recent years many faetors have combined to reduce the
dangers of cesarean section. The most important of these is the adop-
tion of a cavefully individualized anesthesia, given by the most skilled
anesthetists available. Of equal importance is also the modern attitude
toward operation in shock. It has been found that prompt and repeated
transfusions can place an otherwise desperate patient in satisfactory
condition to withstand operation,

In 1870 Goodell wrote ‘‘by far the moest frequent symptom is an
alarming state of eollapse.”” This is not trne-today for there are many
communities, in which my own is included, where prenatal care is all
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but universally given by physicians who are well acquainted with the
danger signs of bleeding in the last trimester of pregnancy. In my
community, as in many others, hospitalization of obstetrie patients is
practically universal, and transportation to the hospital is quickly ac-
complished, In 1890 Holmes? wrote, ‘‘ Cesarean section will be of value
in selected cases, but never will be popular, for the conditions and sur-
roundings favoring celiotomy will seldom be at hand.”” This is no
longer true in my eommunity.

Notwithstanding rvecent papers by DeNormandie,? Me(ilinn and
Harer,* IFalls,” Montgomery,® and Stander,” we find that Irving,® and
Holmes,? as late as 1937 and 1940, respectively, considered cesarean
seetion as a dangerous method of delivery eompared with the vaginal
methods, and voiced the opinion that hysterectomy in such cases greatly
inereases the mortality, Holmes quotes Irving’s tables showing 4.9
per cent mortality for the conservative type treatment as against 16.8
per cent mortality for cesarean section, and Irving in his review of the
subject gives a mortality of 2.9 per cent for conservative as against
14.5 per cent for the cesarean method, Irving further states that sinece
giving up the use of cesarean sections for this purpose at the Boston
Lying-in Hospital there has been only one death since 1931. 1Ile quotes
DeSnoo who gives 6 per cent mortality for the conservative treatment
as against 33 per ecent for the more radieal method in eases where the
placenta has about half separated.

I wish to protest against such use of mortality figures. This is not
justified for two reasons: First, no account has been taken of improve-
ment in the matter of transfusions and anesthesia; and second, it is
obvious that cesarean sections, and especially hysterectomies, were done
in the more serious type of case, Comparing such operative mortalities
with those of the vaginal deliveries, where many cases of minor degree
are ineluded, is a fundamental statistical error. We have learned from
studies of the end results of cancer treatment that we must compare
groups of cases whieh, at the beginning of treatment, have arrived at
similar stages of the disease, otherwise the comparisons of the results
of one clinic with another are quite meaningless. The same holds true
in this diseussion.

The attitude of obstetricians at the Hartford Hospital is in line with
that advoeated by MeGlinn and Harer,® which is briefly as follows:
Delivery by the vaginal route is warranted only when delivery is actu-
ally immediately impending or may be promptly accomplished by use
of an obstetrical mancuver. In all other cases cesarean section is in-
dieated. Stander? puts it as follows: ‘“most cases . . . exeept those in
which the cervix is dilated and delivery can be quickly accomplished
shonld be subjected to cesarean section.”” As will be seen from the
various tables which follow, death of the fetus is not considered a
contraindication to cesarean seetion. We believe that cesarean seetion
is best used very early, as soon as the diagnosis is made, before the con-
dition of the patient and of the uterus has become grave and if pos-
sible before the baby has died.



MILLER: CESAREAN SECTION IN PREMATURE SEPARATION OF PLACENTA T47

It is obvions that elinies where most of the patients are hrought in
late in labor, and in bad eondition, have been prejudiced against
cesarean section and in favor of vaginal methods. Teachers of ob-
stetries who are preparing praetitioners for home deliveries will aceent
those maneuvers whielh the practitioner must know how to perform in
the absence of ideal surroundings. We believe, however, that the de-
liberate choice of the vaginal method of delivery early in labor and
where ideal surroundings arve present is justified neither by our elinical
experience nor by our understanding of the progressively malignant
process which is going on in the uterus.

MATERIAL

The present review is a study of 120 ecases which have heen found
on eareful search of the records of the Hartford Hospital from Oet. 1,
1916, to Oet. 1, 1940, These dates were chosen beeause my experience
in the hospital covered this period and my previous studies of hospital
histories have heen made on admissions sinee 1916, In all fairness it
should be said at the outset that one death following eesarean seetion
done for premature separation of the placenta is recorded in the vear
1914, This is the only such death in the hospital's cesareéan section
experience. The patient was severely toxie, was operated upon by an
inferne under staff supervision, while in shoek, with gas-oxygen-ether
anesthesia. Both the mother and baby died, the mother surviving the
operation by two hours. Prior to 1916 adequate records do not permit
statistical study in this field. During the years covered by this study,
hospital deliveries inereased from 985 to 2,371 per yvear. Eleven hundred
and sixty-two cesarean sections were performed from 1927 to 1940: 4.6
per cent for placenta previa and 4.7 per eent for premature separation
of the placenta. During the last nine years the ineidence of cesarean
section for the whole elinie was 5.0 per eent, and the mortalities for 883
cesarean sections was (L68 per cent. Since the last death affer cesarean
section, there have been, up to Oect. 1, 1940, 332 consecutive cesarean
sections without a death. It will be appreciated, therefore, that cesarean
section is done on very liberal indications. While it is undoubtedly
true that some of the cesavean seetions done for premature separation
might have been avoided in favor of vaginal delivery, adverse eritieism
cannot be based on our mortality record.

Table I is a synopsis of the individual case histories. It will be noted
from the hospital history serial numbers that the use of cesarean sec-
tion, especially in the more serious eases, is a development of the more
recent years. Tt will be noted that very few such diagnoses were made
prior to 1926, the histories of which period are numbered below 200,000,
For the vears prior to 1926 all cases which had cesarean sections are
listed, whereas it is probable that many of the milder cases delivered
by the vaginal route failed to be included. The omission of these cases
prior to 1926 does not materially change the enumerations. This table
arranges the cases in what we believe to be the order of their severity,
giving primary consideration to the estimate of the degree of separa-
tion. The scale of one to four is used in which one is the least and four
the greatest. The secondary items of arrangement concern the estimated
blood loss, shock, the degree of rigidity, and in cesarean section cases
the degree of apoplexy. In the absence of such aceurate data as those
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who work in University clinies are aceustomed to find, it is obvious that
certain errors in assigning the degree of severity for all these lactors
may ereep in.  Sufficient records, however, were available to furnish a
shrewd guess for the purposes of this study.

Table IT summarizes Table T and clearly shows that in all enumera-
tions, except toxemia, the more serious cases tended to be handled by
eesarean section and the less serious by the vaginal route.

TaABLE TI. PREMATURE SEPARATION OF THE PracENTA, HArTroRD Hosprran 1916-1940
Comparison (by Grades) of Cesarean Seetion vs, Vaginal Deliveries

GRADES VAGINAL CESAREAN GRADES VAGINAL CESAREAN
Separation Rigidity
4 7 12 4 3 11
3 4 7 3 2 fi
2 6 18 2 1 8
1 34 18 1 0 2
? 10 4 0 53 24
o1 59 ! 2 8
61 a9
Blood Loss
4 1 1 Toxemia
3 13 Eel. 2 q
2 16 a4 4 2 0
1 a9 10 3 ! 3
? 7 1 2 4 5
G 5 ] 2 5
1] 43 44
Shock ? 4 0
4 1 1 61 a9
1 0 4
2 0 7
1 2 3
0 a6 44
7 2 o
61 59

Table TII shows the division aecording to the number of pregnancies
and the duration of gestation.

TasrLe I1I. PREMATURE SEPARATION OF THE PLACENTA

Harrroryd Hoseiran 1916-1940

Total 120 Private 79 Ward 41

Gravida i 50
Gravida ii-v a4
Gravida vi and over 16

<

Gestation up to 28 wk,
Gestation 29 to 31 wk.
Gestation 32 to 35 wk.
Gestation 36 and over
Not stated

s L
s =

Table IV shows the number of the various grades of toxemia. It is
highly probable that, in the five instances where toxemia was not stated,
the degree was either ‘‘zero’ or ‘“‘one.”” It would seem from this
table that private patients received closer prenatal supervision than
ward cases.
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Tapre IV, PREMATURE SEPARATION OF THE PLACENTA

Harrrorp Hosprran, 1916-1940

Toxemin Grade 0 88

1 7

2 10

3 D

1 5

Not stated 5

Eclampsia 3
Private cases with no toxemin 909
Ward cases with no toxemin T0%,

Tables V and VI attempt to analyze the relationship between toxemia
and hemorrhagie infiltration of the uterine musele in cesarean sections.
It is elearly evident that severe toxemia, in our experience, has played
a very small part in the produection of the uterine lesion.

Table VII shows comparison of the fetal loss hy the two methods of
delivery according to the degree of separation of the placenta. Tor

Tasre V. PREMATURE SEPARATION oF PrAceENTA, HarTrorp Hosprran 1916-1940

Cezarean sections 59 Toxic 15
5 APOPLEXY GRADE
IOXEMIA GRADE 3 i 5 T 7 o

0 24 a 11 2 2 44
1 2 0 b 0] ] 5
2 2 1 2 1 0 6
3 1 1] 2 (0 0 h
4 ] {] () 1] 1] 0
Eelampsia 1 ] 0 0 0 1
30 6 15 h 2 a9

Tapre VI. PREMATURE SEPARATION 0F PraceNTA, Hartrorp Hosrrtan 1916-1940

Cesarean sections 59, Apoplexy (hemorrhagic infiltration of uferine muscle) 29

APOPLEXY GRADE WITII TOXEMIA NONTOX10
1 1 b
2 7 11
2 oA 2
4 0 2
9 20

TABLE VII. PREMATURE SEPARATION OF THE PLACENTA, HARTFORD HOSPITAL
1916-1940

Fetal Loss by Cesarean Section vs, Vaginal Deliveries
(By Degree of Separation of the Placenta)

METHOD OF . " = . NEONATAL

DEGREE OF S er PRI LIVE BABIES STILLBIRTHS EATHS
SEPARADION .8, VAG. .5, VAG. .8, VAG. C.5. VAG.

1 18 | 35 4 30 2 3 3 2

2 18 6 15 2 2 3 1 0

3 7 4 0 0 7 3 0 1

4 12 7 0 0 12 7 0 0

? 4 9 3 3 1 4 0 2

Totals 50 i1 32 36 24 20 3 5
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this series there is very little difference in the number of live babies
which were discharged from the hospital after the neonatal period. It
is also evident, as it was in Table I, that cesarean sections were done
more frequently in the serious eases.

Table VIII shows the comparison of our cases with those of the
Boston Lying-in Hospital, published by Goethals.® A striet comparison
of these two series should not be made, for the greater number of the
Hartford Hospital group was handled in the fourteen years after
the Boston series ended. The number of primiparas in our series is
appreciably greater. The periods of gestation and the number of non-
foxic cases are almost identical. The greater number of eclampsia,
cesarean section deaths, fetal deaths, maternal mortality, and severe
degrees of detachment and rigidity in the Boston series undoubtedly
indicate to some extent the greater severity of the cases in the early
period.

Tasre VIII. PREMATURE SEPAEATION OF THE PrAcENTA, HARTFORD HOSPITAT
1916-1940

Boston Lying-in Hospital and Hartford Hospital Series Compared

B.L.-1. 1016-26 H.L 1916-40
Total 128 120
Gravida i 39 a0
36 weeks + 85 83
Nontoxie 91 8
Eclampsia 6 3
Cesarean section (deaths) 39-(3) 59-(0)=
Rigidity (3 and 4) 42 22
Detachment (4) 35 21
Mothers died 11 2
Fetus died 80 52

*One death after cesarean section in 1914. (The only such death in the Hartford
Hospital cesarean history.)

Objection can be raised against the use of cesarean section where
vaginal delivery might be employed on the score that subsequent child-
bearing will be diminished. Table IX shows that our experience in
this regard does not bear out such eriticism. Whatever limitation to sub-
sequent childbearing might have been caused by the employment of
cesarean section, there was still greater loss of subsequent productive
fertility in cases where cesarean section was not employed.

Tapre IX. PREMATURE SEPARATION OF THE PLACENTA, HARTFORD HOSPITAL
1916-1940

Subsequent Pregnancies in Patients Delivered as Shown Prior to Oct. 1, 1939,
Comparing Cesarean vs. Vaginal Deliveries

CESAREAN SECTION VAGINAL
Total 49 51
Hysterectomies 6 0
Sterilized 1 0
Possibly fertile 42 51
No known pregnancies 29 41
Subsequently pregnant 13 10
Subsequent pregnancies 17 11
Live babies 13 7
Subsequent cesarean section 11 2
Subsequent premature separation 3 3
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Objection to the cesarean method may be raised also on the score
of danger of rupture of the uterine sear in subsequent pregnancies.
The records of all subsequent pregnancies were studied and in only one
instance was there observed a poorly healed uterine incision. [In that
instance I had personally sutured the uterus with eare. The uterns was
not hemorrhagic in any degree, nor was the patient toxie, and the fail-
ure of adequate healing cannot in my opinion be aseribed to anything
but the cesarean method.] In this case, however, a subsequent cesarean
seetion was done at the time of election without a rupture of the uterus,
and a live baby was obtained.

MORTALITY

The two deaths recorded in this series were of patients who were de-
livered by the vaginal method. A synopsis of these cases is given.

Cast 1.—TIn 1920 a private ease of a general praetitioner, gravida vii, para vi,
28 years of age. She bled severely on ndmission and after delivery. Her total
labor lnsted six hours. She was packed before admission, following which the
packing was removed, bag inserted and manual dilatation was performed. A still-
born fetus was delivered spontaneonsly under ehloroform anesthesia. The patient
died on the fourth day, her temperature having rigsen to more than 100.4* F. on one
day only. Albumin and casts were present in large amounts, and she died with the
appearance of cardiac decompensation with pulmonary edema.

CAsE 2.—The second patient, gravida ii, para i, 34 years of age, was delivered in
1927 (private case of an obstetrician). She came in promptly after the onset of
pains which awakened her from sleep. The pains were accompanied by considerable
blood loss. On admission the cervix was dilated manually from one to three fingers.
The edge of the placenta was felt and the membranes were rupfured, allowing the
head to descend. Bleeding then stopped. It was noted, however, that the uterus
was boardlike, and when she delivered spontaneously (six hours after onset of
labor), a stillborn baby and placenta were extruded with a very large amount of
fluid and clotted blood. In spite of uterine tamponade which was carried out twice,
the patient died (ten hours after the first pains) hefore a transfusion eould be
arranged, The diagnosis in this ease was both a placenta previn marginalis and
premature separation of the low-lying placenta. An autopsy was not obtained.

This second death recalls the cases presented by Rudolph™ in which
he was able to observe at cesarean section a typical hemorrhagic uterus
and found the placenta attached to the lower posterior wall. Not only
Rudolph but Montgomery® and Kellogg'* report that numerous such
instances of premature separation with low-lying placenta are en-
countered. Such cases raise the question as to whether the classical
definition of this condition is fully justified. I do not agree, however,
with Montgomery that these cases with retroplacental hematomas,
spasm of the uterus, and hemorrhage in the musele should be called
placenta previa.*

In his paper on ‘‘Ablatio Placentae,’’ Holmes? said ‘‘failure to find the placenta
within reach of the finger makes the diagnosis certain. In placenta previa the dis-
covery of the afterbirth is positive, no pain so characteristic of ablatio is present,
and no distention ix met with.’’ His definition recognizes only anatomie boundaries,
viz., if the placenta has attuched above that portion of the uterus which must dilate,
the case is properly ecalled ablatio. It would seem that this definition does not
include some of the undoubtedly typical cases.

*It would be convenient for us to use the customary classification, for if we did so
our whole series would present no death since 19820,
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DISCUSSION

The necessity of removing the uterus has undoubtedly been exag-
gerated and our group in Hartford is convinced that too many uteri
have been removed. The conservative school has shown that hemor-
rhage seldom persists after the uterus is emptied. We reeall, how-
ever, the case reported by Frank'® of a severe Clouvelaire uterus emptied
by low elassical cesarean seetion. Pituitrin was injeeted into the uterine
musele and a firm uterine and vaginal pack was later employed whieh
failed to stop the bleeding. Hysterectomy was done six hours after the
cesarean section and the patient survived, due undoubtedly to repeated
transfusions. Urine and blood pressure were normal.

Some hysterectomies have been done as the easiest way to sterilize
where this was desirable. Where the hemorrhagic process has ex-
tensively involved the wall of the uterus, it has been removed, having
in mind the disastrous results of necrobiosis of the uterine musele re-
ported by Coventry and Moe."

Since we have been doing cesarean seetions very early and have ob-
served the hemorrhagie lesion in the absence of toxemia, trauma or
other discernible factors, we have beeome dissatisfied with the many
explanations of etiology whieh have heen advanced, and it is suggested
that renewed efforts be made to study the blood vessel lesions not only
in the late but in the carly eases, making use of rvecently developed
injection and special staining techniques. Tt is not yet elear why the
separation of the placenta within the uterus should cause hemorrhagie
infiltration which is invariably confined to the outer and mot the inner
layers of the uterus. May we not be dealing with a process which
should bhe investigated as a result of isoimmunization reactions, bringing
this lesion in line with many spontaneous abortions, misearriages, and
unexplained fetal deaths, and perhaps with erythroblastosis fetalis?
(Levine, Katzin, Burnham.'")

CONCLUSIONS

1. Indieations for eesarean scetion in the freatment of premature
separation of the mormally implanted placenta should he extended
wherever ideal conditions are obtainable.

2. Under ideal surroundings cesarean section, even in the presenee
of shoek, ean be safely employved. provided adequate methods are used
to combat shoek by transtusions and fluid administration, and provided
the operation is skillfully performed under expertly administered an-
esthesia whieh ig suited to the patient’s needs.

3. Experience of the Hartford Hospital over many years has shown
that cesarean section can be employed without inerease in mortality
and without severely limiting subsequent childbearing, and further
that in the presence of a live child, fetal losses are greatly diminished.

4. Attention is called to the inadequacy of a purely anatomie division
hetween premature separation of the normally implanted placenta and
placenta previa.
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5. Hope is expressed that observation of early lesions with study of
the vaseular lesions by modern methods may furnish us with a elearer
understanding of etiology.
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DISCTUSSTION

DR. RUDOLPH W. HOLMES, Uxivegsity. Va—Those who have written on
ante-partum placental separation have erected a structure of hypotheses elaborated
from presumptive evidence, and based upon conjectural notions us to the etiology.
Truth will be derived only when there shall be a discovery of the specific etiologic
factors. Dr. Miller and T disagree on many fundamentals, In faet, the tenor of his
paper, refleeting the experience and observation of the Hartford Hospital Staff,
tends to eontrovert the prevalent coneepts held by most authorities,

An analysis of his tables reveals that practically all of his cases were definitely
benigm, in sharp contrast to the tragie eases reported hy most writers on the subjeef.
Tt is noteworthy that there is an entire absence of the tetrad in any single patient
of severe toxemia, severe hemorrhage, excessive shoek and complete placental
separation, He makes no mention of excessive distention or severe uterine pain,
which are both characteristic of ablatio. Toxemia was noted in only 27 (239
per cent) of his 120 case reports. No mention is made of the Couvelaire ntero-
placental apoplexy.

The relative mildness of Dy, Miller’s complications may be aseribed to a high
order of prenatal eare in Hartford, for 98.8 per cent of all parturients in 1938 were
attended by physiciang, and 984 per cent of such patients were confined in four
hospitals. In the same year the Hartford Hospital housed 54 per cent of all the
city births, Ablatio oceurred 79 times in private, and 41 times in ward patients,
which reverses the figures for relative frequency supplied by most autherities. Hart-
ford is n commercial city with a notable absence of a large population domiciled in
tenement and slums, which may account Lor the differences from the type of patients
seen in large municipal hospitals of maritime or manufacturing ecities,

Dr. Miller’s tabulation of fhe cases of uterine apoplexy has put my mind in =
quandary, for, so far as T am aware, evory authority has maintained that apoplexy
wag invariable evidence of u Couvelaire type of separation. The enthusiasts for
cesarean section have indeed defended the operation on the score that by this means
alone a diagnosis of a true uteroplacental apoplexy might he made. Tn Dr, Miller's
report of 59 seetions 37 had notations regarding apoplexy, and this condition was
noted in 28 cases as being present, only 8 of which were of toxie origin, Dr. Miller
states, “*1{ is not yet elear why the separation of the placenta . . . sghould eause
hemorrhagie infiltration which is invariably confined to the outer, and not the inner,
Inyers of (he uterns,”’ It may be conceived that trauma might produce such
cechymotie spots, but so far s I am aware this does not hold true of toxic
apoplexies, All layers are involved, especially in the site of the placental attachment.
It is the extravasation of blood in the serotina which inaugurates separation and
the placental cotyledons participate in this hemorrhagic infiltration,

The elimination of eclampsia as an indication for section has probably contributed
more to the lessening of the mortality of the disease and of the section than all
the improved therapy of the one, and the bettered technique of the other. There is
a peeulinr analogy between eclampsia and ablatio, and specifieally for the foxie
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type. Eelampsia and toxie ablatio have poisons bathing maternal and fetal tissues,
great nervous depression and eoma, destruction of nephritic and hepatic tissue with
an arrest of function. As a result of their similarity it is as illogieal to perform
cesarean sections for ablatio as for eclampsia, Tt is necedless to state contributory
indications may make a seetion imperative.

There is a clear trend of the world’s experts to limit, even to discard, cesarean
section for all types of placental separation. The experience of the Rotunda Hos-
pital, and of Trving is indicative of this trend. As late as 1939 the IFrench
Obstetrieal Congress devoted a lengthy session to the consideration of placental
separation. In 1,000 cases they reported the mortality following sections was 19
per cent, and for the conservative vaginal handling it was 6 per ecent. Further-
more, in no sense is hysterectomy an essential part of the management, although
special circumstances may require it.

So far as we know there is nothing in the physiology or anatomy of the normally
implanted placenta which would lead to a toxic or montoxie premature separation,
and prevent an associated separation in placenta previn, The prompt escape of the
blood in placenta previa prevents uterine distention from retained blood. The
relative absence of case reports of toxie apoplexy with placenta previn must be
aseribed to a lack of observation.

DR. RAYMOND E. WATKINS, PorTraND, ORE—During the ten-year period
from 1951 to 1941, there have been 9,051 deliveries of pregnant women in the
Obstetric Clinic of the University of Oregon Medical School. All were indigent
patients. Premature separation of the placenta was diagnosed clinically in 30 in-
stances. All gestations were twenty-eight weeks or more. In 24, premature separa-
tion was proved hy pathologic examination, making a true incidence of ome to
377. Of the remaining 6, three showed no evidence of separation on examination
of the placenta, and in 3 others the placenta unfortunately was not deseribed. All
6 patients had had typical symptoms and findings previous to delivery.

We divided our cases according to the degrec of severity into (a) mild, 2; (b)
moderate, 14; and (e) severe, 8.

There was a noticeable lack of prenatal supervision in these patients, 9 having
none before admission to {he hospital, and 10 inadequate care. TFifteen of our
24 patients showed an absence of the fetal heart beat upon admission to the hospital
affer symptoms of placental separation had oceurred, making live birth possible in
but 38 per cent.

The bleeding occurred vaginally in 21, but in 3 it was concealed. Only one
with econcealed hemorrhage was considered a gevere case and a low cervieal section
was performed in this instance.

The degree of separation was partial in 21 and complete in 3. Fourteen patients
entered the hospital in active labor, Twenty-one were delivered vaginally while
2 required cesarean seetion, The low cervical operation was performed in each in-
stance,

The summary of our freatment is as follows: (1) Twenty-one trented ex-
pectantly; (2) membranes ruptured 8 times as a method of controlling bleeding and
to induce labor; (3) foreeps used in 3 patients; (4) blood transfusions in § patients;
(5) low cervieal sections in 3 severe cases; (6) manual dilatation of the ecervix
wag not done, nor were bags used to dilate the cervix in any case.

Our maternal mortality, 4.1 per cent, consisted of one patient, who was delivered
vaginally, She was a para ii who suddenly began to hemorrhage three hours after
delivery with complete placental sepnration and died while the uterus was being
packed. In retrospeet we think this patient might have been saved had the uterus
heen packed immediately following delivery.

Eight, or 3314 per cent, of our 24 babies were born alive, but one premature baby
died thirty-six hours after birth.

The management of patients with premature separation of the placenta has
been a much disputed subject. There are those who advoeate active interference
oarly, in an effort to save both mother and child, and others who treat all patients
conservatively. Both elaim equally good results. Certainly mno eriticism could be
made of the maternal and fetal mortality in the large series of cases Dr. Miller
has presented, for his results are remarkable, both as to fetal and maternal survivals.
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In our own experience we have not thought it advisable to do so many cesarean
sections, The chance of error in early diagnosis is not inconsiderable. Im 3, or 11
per cenf, of our patients, the clinicnl diagnosis was not substantiated on examination
of the placenta. The early death of the fetus is also worthy of comment in this con-
nection. Should the woman with slight or moderate premature separation who has
a dead baby be subjected to seetion, if by conservative measures such as artifieial
rupture of the membranes, the hemorrhage can be controlled? Prompt transfusions
will restore her blood loss. Tf no further hemorrhage occurs, this method seems to
us the logical one to follow,

There is a high percentage of toxemia found in every group studied. Sueh
patients do mnot tolerate major surgery well. With added blood loss their risk
is undoubtedly increased. The severe separation may foree our hand to do a
section, but, for the mild or moderate case, it has been our policy to treat the
patient conservatively, delivering vaginally if possible.

Regardless of the method of delivery used the resistance of the patient must be
bronght to the highest level, by the arrest of hemorrhage, repeated transfusions, and
other supportive treatment. KEach patient presents an individual problem, and the
method of management must be determined in each case by the degree of separation
and the condition of the patient. No hard and fast rule can he established.

DR. JAMES R. McCORD, Arranta, GA—T would like to present 92 cases of
separation of the placenta, all of which were delivered from below and the great
majority of them spontancously. The total moriality was approximately 6.5 per
cent,

In my opinion, in evaluating mortality in premature separation of the placenta,
the condition should be divided into three groups, mild, moderate, and severe, and
each group discussed separately. I do feel very strongly, and more so as the years
go by, that a severe separation of the placenta is not only not an indication for a
cesarean section, but is an indieation for conservative treatment.

Tables T and IT show our results.

TaBLE I. ABRUPTIO PLACENTAE, 92 CASES

.

MILD MODERATE SEVERE
Number of cases 46 30 16
Multiparas 71 80 87.5
Hypertension 11 66 62.5
Albumin 38 50 o3
External hemorrhage 08 80 81
Shoek 4.5 36 100
Rigidity 78.5 96 100
Spontaneous delivery I 90 03
Fetal loss 543 76 03
Mortality ] 6.6 a1
Tasre 1T
CAUSES OF DEATH OPLRATIONS
Eclampsia 2 Low forceps 3
Lobar pneumonia 1 Version and extraction 3
Uremia 1 2 Shoulder presentations
Cardiae decompensation 1 1 Transverse presentation

DR. RUDOLPH A, BARTHOLOMEW, Arnanra, Ga—Several decades ago, it
came to be realized that the employment of foreible measures of delivery, such ai
internal version and extraction, manual dilatation of the cervix, difficult forceps
delivery or cesarean section, was a lnrge factor in the high mortality of eclampsia.
Substitution of supportive measures, induction of labor, and a minimum of trauma
effected a reduction in mortality from the figures of 15 to 20 per cent to 5 to 7 per
cent. We are coming to the same viewpeint in regard to separation of the placenta.
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Eclampsia and separation of the normally implunted placenta are fundamentally
of the same nature. The latter is preceded by typical manifestations of toxemia in
the majority of cases, and the pathology in the placenta is identical with that of
oclampsia, However, in separation of the placenta, we are confronted with two
complications: hemorrhage and a marked tendeney to shoek, the latter being par-
ticularly dangerous,

I believe that the employment of conservative freatment is most important. By
that T mean when the patient is first seen, dismiss the idea of delivering her, but
rather give supportive treatment with glucose solution, whole blood or plasma in-
travenously, along with sedatives. Following improvement in her condition, rupture
the membranes, apply an abdominal binder if necessary, and await within reason
& spontaneous delivery. This will obiain mueh better results than if we Tush in
immediately with operative procedures, I think the impression should go out,
particularly to the average man, that {his is a condition which he ean treat with
greater success by conservative methods regardless of surroundings.

This is a case of separation of the placenta. You see the dark areas of acute in-
farction seattered through the whoele strip identical in every way with those seen
in eclampgin. The consistency and similarity of the placental findings in each condi-
tion have heen such as to make me realize that cases of separation of the placenta are
practieally all on a toxie basis and that the cases due to trauma are negligible,

DR. MILLER (closing).—If our experience has served anything, it is fo show
that where one is confronted with a severe ablatio and what you would all recognize
ag an absolute indication for cesarean section, you can still do a cesarean safely
if you pay attention to the fundamentals of blood loss replacement and anesthesia.
Our experience has not met with the forebodings of those who have threatened us
with dire consequences.

We had one death three weeks ago, since this series ended. That pationt had had
a systolic blood pressure of over 200 for more than three years and died with massive
cerebral hemorrhage two hours after the cesarean section was done under bloek anes-
thesia, with a substitution of 1,000 e.e. of citrated hlood. Persomally, I should not
have done a cesarean section in this case, though T believe that the operation had
little to do with her death,
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