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Clinical Case
A 43-year-old eleventh gravida was admitted to the Maternal 

Infant Department at 41 weeks of gestational age for polyhydramnios. 

The course of the pregnancy was normal till the 30 weeks of 
gestational age. Afterwards the women underwent therapy with 
antithrombotic for the venous stagnation in the legs and with antibiotics 
for urinary tract infection. 

Maternal antibodies for TORCH complex - Toxoplasma gondii, 
Rubella virus, Cytomegalovirus, Herpes simplex virus- and for 
hepatitis virus C and C, Human immunodeficiency virus and syphilis 
were negative for active infection. All the ultrasounds tests performed 
during the pregnancy revealed normal findings of fetus, placenta and 
umbilical cord. 

Onset of labor was spontaneous as well the membrane rupture 
with appearance of large amount of clear amniotic fluid. Fetal heart 
tones remained strong and regular until the delivery that occurred after 
two hours from the onset of labor and no signs of fetal distress were 
recorded. The fetal head engaged in the left occiput transverse position 
and afterwards it rotated easily to right occiput anterior position until 
the cervix was fully dilatated. One umbilical cord knot was around the 
fetal neck, however the fetus was delivered with no traction. During the 
expulsion phase of the labor a complete spontaneous severance of all 
the three umbilical vessels occurred at fetus side while umbilical cord 
was regularly attached to the placenta side.

No appearance of abnormal vaginal bleeding was noted during the 
labor or during the extraction phase of the fetus. At birth the infant was 

Abstract
Stillbirth is a major obstetric complication. There are at least 3.2 million stillbirths worldwide every year. Umbilical cord abnormalities account for 3.4–15% of 
stillbirths. Among these, rupture of umbilical vessel is estimated to occur in about 1:6.000 deliveries and when rupture does occur in utero, the fetal mortality rate is 
of approximately 50%.

A 43-year-old eleventh gravida was admitted to the hospital at 41 weeks of gestational age.  Continuous fetal heart rate monitoring was regular until the delivery. 
Although the fetus was delivered with no traction and no signs of fetal distress were recorded, the fetus appeared with complete severance of all the three umbilical 
vessels at the fetus end. 

A prompt surgery was necessary to stop the acute haemorrhage of the infant that was in good clinical conditions although the active bleeding from the umbilical 
vessels.

Our case may represent a previously undocumented case of neonatal haemorrhage at birth caused by a rupture of umbilical vessels in an apparently normal umbilical 
cord, and not associated with no fetal co-morbidity or other cord or placenta abnormalities. 

The issue of aberrant umbilical cord as a cause of fetal harm and stillbirth is unaddressed in modern reproductive care and identification of umbilical cord abnormalities 
is still a demanding problem in obstetrics.

in good clinical condition although he presented active bleeding from 
the umbilical vessels. The Apgar score was 9 at 1st and 5th minute. A 
prompt surgery was necessary to stop the ongoing acute haemorrhage.

Examination of the placenta revealed a normal cord insertion with 
2 arteries and 1 vein.  The length of umbilical cord was normal as well 
the amount of Wharton gelatine even if several areas of less strength 
were noted along the length of the cord. The following clinical course 
of the baby was normal. No infection was detected, the neonate made 
a full recovery from the accident and was discharged from the hospital 
at third day of life.  

The frequency of cord accidents is not truly known. A review 
of stillbirths suggests that umbilical cord accident have at least an 
incidence of 1.5 stillbirths/1000 births [1-4].

Umbilical cord  abnormalities are numerous, ranging from false 
knots, which have no clinical significance, to vasa previa, which often 
leads to fetal death [5,6]. Among the abnormalities the rupture of the 
cord is not uncommon but significantly underreported [7]. 
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A review of the literature reveals that most often ruptures occur at 
the placental side, where the cord tends to be the weakest and that cord 
rupture is often associated with other abnormalities such as hematoma, 
underwater births, short cord, ascending cord inflammation prior to 
the time of delivery and velamentous cord insertions [7,8]. 

According to the reasons, umbilical cords rupture can be associated 
with normal or adverse perinatal outcomes leading to stillbirth, 
asphyxia, fetal distress, and neurologic damage. When rupture does 
occur in utero signs of fetal distress appear and fetal mortality rate is 
approximately 50% [8-10].

In our case the pregnancy course was physiological, the fetal tracing 
showed normal fetal heart rate during all the stages of labor. We did 
not have the opportunity to perform the histological examination of 
the umbilical cord. However, at the gross inspection the umbilical cord 
was normal and the placenta did not show any gross abnormalities. In 
addition, the fetal growth was regular during all the pregnancy and thus 
we did not have any significant factors to believe that the histological 
exam of the placenta and the cord could show any abnormalities. 

The massive acute haemorrhage at birth was not fatal for the infant, 
maybe because occurred during the expulsion phase of the labor, or 
because the surgery was prompt and the highly developed media of the 
arteria cord is capable of extraordinary vasospasm. 

To our knowledge our report may represent a previously 
undocumented case of neonatal hemorrhage at birth caused by a 
rupture of umbilical vessels in an apparently normal umbilical cord, 
and not associated with fetal co-morbidity or other cord or placenta 
abnormalities.

We can hypothesize that in our case the rupture of aberrant fetal 
vessels occurred during the expulsion phase of the labor because the 
fetal heart rate tracing did not show any signs of fetal distress during 
all the labor. However, despite the ultrasonography and Doppler 
flow measurements were normal during the prenatal care, we cannot 
exclude the presence of microscopical umbilical cord abnormalities 
because these techniques are often not able to identify them.

The absence nowadays of safe and specific techniques capable to 
detect umbilical cord problems during the prenatal care and during the 
three stages of labor, makes the issue of aberrant fetal vessels still not 
completely addressed in modern reproductive care.  

The surveillance and timely identification of umbilical cord 
abnormalities as a cause of fetal damage and still birth is mandatory to 
reduce perinatal mortality.
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