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Congenital malformations are not very 
uncommon. There are the minor ones 
which pass unrecognised. It is rare for 
the major deformities to cause dystocia, 
because they are often associated with 
abortion or premature labour. With the 
early diagnosis of a gross deformity 
treatment is simple, while with delayed 
diagnosis there may be a grave risk to 
the mother or severe injury to the lower 
genital tract due to forcible extraction. 

The incidence of congenital deformities 
is difficult to estimate. Some deformities 
are so severe as to cause death in utero, 
others are compatible with survival for 
a few hours or days, others are incom­
patible with life unless special surgical 
treatment is carried out in the neonatal 
period and yet others are so trivial as to 
present no threat to survival. 

Following is a case of a congenital mal­
formation in a foetus associated with 
severe degree of placenta praevia and an 
extremely short umbilical cord. 

Case Report 
. M.D., 28 years old multigravida was ad-
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mitted on 15-3-71 at 8.45 P.M. with the 
complaint of amenorrhoea for seven months, 
bleeding per vagina for three days and 
pain in the abdomen for one day. She had 
previous four full term normal deliveries 
(Two alive, two died). The last delivery 
was two years back. Her menstrual history 
was normal. There was no history of any 
significance in any of the previous trimes­
ters. 

On examination, the general condition of ( 
the patient was poor. She was of thin 
built with pallor of moderate degree, pulse- < j 
140/min. regular, B.P. 100!70 mm of Hg. 
and temperature 101 °F with dehydration. I 
On systemic examination nothing abnormal �~� 

detected. 

On abdominal examination, the fundal 
height was 28 weeks, LOA vertex present­
ing, mild uterine contractions present. No 
uterine tenderness. Foetal heart sounds 
were present 180/min. regular. Blood was 
arranged and an intravenous drip was 
started. Patient was given 1!6th gr. mor- \ 
phine sulphate intramuscularly immediately I 
after admission to combat' shock and allay 
her anxiety. As the patient presented with t 
antepartum haemorrhage the operation 
theatre was prepared for caesarean section. 
On examination in the theatre the uterus 
was found to be actively contracting. Since 
the patient was in active labour, and there 
was slight bleeding, a vaginal examination 
was done. The cervix was more than three 
fifth dilated, fully taken up, membranes 
were absent and a hand was found hanging 
through the dilated os. The edge of placenta 
was found anterolaterally. The head wai 
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high up towards the right side in the brim. 
Since there was no active bleeding and baby 

./ also very premature to survive, it was 
decided to avoid an abdominal delivery. 

Under deep general anaesthesia internal 
podalic version was done without any un­
toward difficulty and gently breech extrac­
tion was performed. During breech ex­
traction some boggy mass was felt on the 
foetal abdomen, which was later on dis­
covered as a major degree of exomphalos 
covered with membranes only. Placenta 
delivered immediately after breech extrac­
tion. Injection methergin, one ampoule, 
intravenous was given stat. There was a 
mild postpartum haemorrhage. Patient had 
an uneventful puerperium. There was no 
sepsis as prophylactic was given. Patient 
was discharged on fourth day with anti­
anaemic treatment, as her haemoglobin was 
6 gms% on discharge. 

On examination of the foetus, major 
exomphalos covered with membranes with 
a very short cord was found. Both the lower 
limbs were extended at the hip joint as 
well as at the knee joint and lying poste­
riorly. External genitalia were formed, it 
was a male foetus. It was a fresh stilbirth, 
weighing two pounds two ounces. 

On examination of the placenta, it was 
comparatively bigger in size, very friable, 
not healthy looking, cotyledons were 
oedematous; cord was inserted �e�c�c�e�n�t�r�i�~� 

cally on the foetal surface of the placenta. 
Cord length was one inch (2.5 em.) appro­
ximately, weight of placenta was two 
pounds. Thus, foetal placental ratio was 1:1. 
The foetus and the placenta were sent for 
histopathology to know further details and 
to exclude other deformities. 

Histopathological Report 
Six months old foetus with a membrane 

covered mass projecting from the umbilicus 
(12 em.). On cutting the abdominal wall 
it was deficient and there was protrusion 
of liver, loops of intestines and kidney. 
Small cord (2.5 em.) attached to the upper 
portion of the mass. Placenta was discoid, 
spongy, grey in colour. Liver showed ex­
tramedullary haematopoesis. Placenta and 
other organs did not show any �r�~�m�a�r�k�a�l�?�l�~� 

patholosical change. 

• 

Comments 
MJ'llpas (1937) found 294 malforma­

tions in 13964 total births in Liverpool 

Maternity Hospital, an incidence of 2.1 
per cent. Logan (1951) reported an in­
cidence of 2.5 percent. McKeown (1960) 
published a record of a survey of 
56760 births in Birml.ngham. He collected 
data from doctors and midwives of 
children two weeks after birth and fol­
lowed 80 per cent of these upto five years. 
The incidence of deformities in babies 
within two weeks of birth was 17.3 per 
1,000 total births. Total number of mal­
formations estimated after five years was 
23.8 per 1,000. Since more malformations 
come to light as the child gets older, the 
observed incidence upto five years was 
higher than at birth. These are, therefore, 
defects which are compatible with life 
and are easily missed at birth. Some de­
formities may pass unrecognised unless 
a postmortum examination is performed, 
when a baby dies of pneumonia or any 
other disease. 

Exotnphalos, hernia of abdominal con­
tents, when it occurs in a minor form is 
compatible with life if an early surgical 
repair is done. When it is of a major 
degree i.e. an infant is born with a large 
hernia covered with amnion, practically 
all the intestines and usually a part of 
the liver lie outside the shrunken abdo­
minal cavity; the umbilical cord is asym­
metrically attached to the 'apex of the 
amnion with a gross deficiency of the 
abdominal integuments. Exomphalos of 
such major degree is incompatible with 
life. The baby usually dies of other asso­
ciated abnormalities or because of local 
infection. It is reported that 20% of cases 
of exomphalos have major cardiac lesions 
and 5% of cases are associated with ecto­
pia vesicae. 

The shortest cord length reported by 



208 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

Eastman was 0.5 em. and the longest cord 
reported was 198 ems. It has been shown 
that when the placenta is situated in the 
fundal area, the minimal length of the 
cord which will allow normal vaginal de­
livery of the child without undue traction 
on the cord is about 3'5 em. and when the 
placenta is in the lower uterine segment 
the minimum length o£ the cord required 
is 20 ems. (Eastman & Hellman) . 

Shortness of the cord, whether abso­
lute or relative, may cause>. malpresenta­
tion and position of the foetus, premature 
separation of the placenta, premature 
rupture of membranes, prolonged labour, 
rupture of cord, intrauterine foetal death, 
exomphalos and rarely inversion of the 
uterus (as in Dyhenfurth's case, 1911). 
Absolute shortness of the cord below 8'' 
(20 em.) is rare except in association with 
foetal malformation, notably exomphalos 
(Brews and Bender). Similar case to 
this has · been reported by Rajpal and 
Mallik (1966), the length of the cord in 
their case was 2" ( 5 ems.) . In our case 
the length of the cord was 11

' (2.5 ems.). 

It is difficult to comment on the asso­
ciation of severe degrees of placenta prae­
via in such type of cases. Since the 
placental site is determined prior to the 
development of the cord and the rest of 
the foetus it is obvious that the shortness 
of the cord is not as a result of placenta 
praevia. 

It is known that herniation of abdo, 
minal viscera is a normal condition in 
human embryos between the 10 mm. (end 
of fifth week) and the 40' mm (third 
months). The rapidly growing liver and 
the developing mesonephros encroach on 
the available space in the coelom so much 

that the U-loop of intestines is extruded 
into the portion of the extra embryonic 
coelom which becomes included in the 
umbilical cord. The part of . the extraem­
bryonic coelom included in the' umbilical 
cord acts as a sac for the normal umbilical 
hernia which characterise the embryo 
between sixth and the tenth week. After 
the disappearance of this hernia the re­
maining of the extraembryonic coelom 
normally becomes obliterated. Under ab­
normal conditions, it may persist as 
exomphalos at birth. 

Summary 

An interesting case of an extremely 
short cord associated with exomphalos 
and major degree of placenta praevia is 
presented with the review of literature. 
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