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Acute posthaemorrhagic anaemia is often fatal in the foetus. Foetal 
bleeding has five forms of which placental and umbilical cord bleeding, their 
occurrence, diagnosis and treatment are discussed on the basis o f some illus­
trative cases.

The first case was that of a premature infant born with placenta 
praevia and admitted with symptoms of haemorrhagic shock. The condition 
improved promptly on the transfusion of blood.

Another case was that of a dysmature premature infant admitted 
with posthaemorrhagic anaemia, after velamentous insertion o f the cord 
with ruptured vessels. Two transfusions of blood ensured rapid improvement.

Acute foetal posthaemorrhagic anae­
mia is a rare condition which always 
endangers life. According to  S c h a f f e r  
[5] foetal blood loss may ensue from 
five causes.

(i) placental bleeding;
(ii) umbilical cord bleeding (vasa 

praevia) ;
(iii) placental injury during Cae­

sarian section;
(iv) foeto-maternal bleeding;
(v) foeto-foetal bleeding.

P l a c e n t a l  B l e e d in g

This is a rare condition, the  number 
of reported cases being less than  a 
hundred. M a c a f e e  [3 ] found th a t  of 
20 foetal deaths due to  placenta prae­
via 9 were the  result of blood loss. 
W ic k s t e r  and Ch r is t ia n  [ 7 ] reported 
five, W i e n e r  [8] three, and S c h a f ­

f e r  [5 ]  six similar cases. Placental 
bleeding threatens, according to lite­
rature, the life of the foetus rather 
than that of the mother. Among the 
52 cases of placenta praevia surveyed 
by R u c k e r  and T u r e m a n  [4 ] ,  in 3 
newborns death was due to haemor­
rhagic anaemia. The majority of the 
fatal cases were premature infants 
with symptoms of asphyxia and 
haemorrhagic shock.

Case No. 1. The mother was admitted 
with slight bleeding and weak labour 
pains, but developed a sudden massive 
haemorrhage after 18 hours. Placenta 
praevia was diagnosed with a blood loss 
of 1000 ml. By means of Caesarian section 
a baby of 1600 g was delivered. The weakly 
whimpering baby displayed extreme pallor 
and no tonicity. The pulse rate was 100/min, 
the respiration shallow with slight sternal 
retraction. Since cyanosis and increasing 
frequency of respiration were pointing to
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respiratory distress, an alkaline solution 
was administered. Although this treatment 
reduced the degree of cyanosis, the pallor 
became still more pronounced and the 
pulse rate still higher. RBC was 2,660,000 
three hours after admission. In view of the 
severe state of shock the infant was given 
12.5 mg of prednisolone and then 35 ml 
of blood. The condition improved consid­
erably thereafter, both the cyanosis and 
the signs of anaemia disappeared almost 
completely in two hours. RBC rose to 
3,400,000 at five hours. After a second 
transfusion of 26 ml of blood, breathing 
and circulation became normal and the 
skin pink. The baby made an eventless 
recovery.

Case No. 2. The mother was admitted 
with placenta praevia with profuse bleed­
ing. She received a blood transfusion of 
1440 ml during delivery. The premature 
female baby had a weight of 2200 g; both 
mother and child were A Rh-positive. 
The weakly whimpering and slightly cya­
notic infant displayed a pulse rate of 120/ 
min., the ECG record showed signs of 
hypoxia. RBC amounted to 3,400,000 in 
the first hour of extrauterine life, the 
haemoglobin was 14.2 g per 100 ml. Imme­
diately 26 ml of blood and an infusion of 
alkaline glucose solution were given, after 
which the condition showed rapid improve­
ment. Next day, heart rate was normal, 
the skin assumed a pinkish colour, haemo­
globin was 15.4 g per 100 ml, the reticulo­
cyte count 120 per 1000, the packed cell 
volume 39%. The child subsequently 
developed hyperbilirubinaemia without iso­
immunization. The indirect bilirubin value 
was 18 mg per 100 ml on the fifth day. 
The patient responded favourably to light 
treatment, the jaundice decreased rapidly, 
and the baby was discharged with a body 
weight of 2500 g, in good health.

Considering the frequency of vagi­
nal bleeding during pregnancy, it is 
remarkable that the foetus should 
lose blood so rarely. In the case of

placen ta  praevia the anatom y favours 
bo th  foetus and m aternal bleeding. 
The p lacen ta  lying above th e  internal 
u terine orifice is thin, and it is a t its 
lower edge th a t the cord is a ttached  
[5]. There are less severe cases in 
which th e  blood loss is slow, b u t in the  
m ajo rity  of cases the infant is born 
w ith shock and does no t survive. 
Those who survived had  received 
massive blood transfusions a few 
hours a fte r  delivery.

U m b il ic a l  Co ed  B l e e d in g

A cute neonatal haemorrhagic anae­
mia caused by cord bleeding is even 
rarer th a n  a blood loss due to  p lacenta 
praevia: its  incidence is 1 : 5500 [6]. 
Foetal m ortality  due to cord haema- 
tom a was estimated a t 47%  by 
I b a n i  [ 2 ]  who had lost two of his 
th ree cases. In  the case of a velamen- 
tous insertion of the cord the  vessels 
overlie th e  cervix uteri, constituting 
a form  o f vasa praevia quite as dan ­
gerous for th e  foetus as a cord haema- 
tom a. The cord is not directly attached  
to  th e  placenta; its vessels, ru n ­
ning betw een amnion and chorion, 
insert in to  the  membranes and reach 
the p lacen ta  a t different places. Yela- 
m entous insertion is a serious com­
plication since the umbilical vessels 
are compressed when the head of the  
foetus passes into the pelvis, and th is 
may lead to  foetal asphyxia, grave or 
fatal haemorrhage. Foetal m ortality  
am ounts to  60 % in cases of th is kind 
[!]•

Case No. 3. The baby was born after a 
normal pregnancy in asphyxia with a
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weight of 2500 g and started breathing 
after 10 min. only. The umbilical cord was 
velamentously inserted into the placenta 
and a rupture of the vessels was clearly 
visible. The dysmature baby was anaemic, 
in a weak condition, with wrinkled skin, 
cyanosed face and extremities. The mucous 
membranes were pallid and dry; the infant 
was atonic, flaccid, breathing was rapid, 
the pulse rate 160/min. Infusion of alkaline 
glucose elicited no response, the pulse 
became worse, heart sounds were hardly 
audible, and the child vomited frequently. 
RBC was 2,800,000. Repeated dextrose 
infusion had a favourable effect but the 
RBC remained unchanged. Transfusion 
of 30 ml of blood relieved the cyanosis, 
RBC rose to 3,800,000 and next morning 
the haemoglobin value was 12.4 g per 
100 ml. The child was still pale but its 
pulse was vigorous. After a second trans­
fusion of 35 ml of blood, the condition 
improved rapidly and on the 17th day 
the baby was discharged with a body weight 
of 2500 g.

D is c u s s io n

Placental or cord bleeding is of a 
prime paediatric im portance since in 
these cases even small losses of blood 
may lead to  shock w ith fatal outcome. 
The newborn is asphyxie and there­

fore it  is only after resuscitation th a t 
the posthaemorrhagic anaemia is de­
tected. Acute neonatal haemorrhagic 
anaem ia has to  be differentiated 
from asphyxia and respiratory dis­
tress. The anaemic newborn baby is 
limp and pale; the  pulse rate  is rapid 
and the  respiratory amplitude small. 
The baby is crying and responds 
weakly to  stim ulation. Owing to  the 
inflow of extravascular fluid and the 
vasoconstriction it  is sometimes dif­
ficult to  diagnose or to  rule out the 
acute haemorrhagic anaemia; still, 
its early diagnosis is highly impor­
ta n t since the condition calls for imme­
d iate  treatm ent.

N eonatal loss of blood due to  pla­
cental or cord bleeding carries, accord­
ing to  literature, a m ortality  ra te  of 
50% .

The task  of the  paediatrician is 
facilitated if he has the  assistance 
of the  obstetrician to  call his a tten ­
tion to  the  possibility of a blood loss. 
Timely transfusion is the  only method 
of saving the life of the  newborn in 
such cases.
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