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CORD PROLAPSE, ASSOCIATED FACTORS AND FETAL OUTCOME: A report
of 47 cases from the Yaounde Central Hospital, Cameroon.
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ABSTRACT

Cord prolapse is a condition in which the umbilical cord comes ahead of the presenting part. Fetal demise occurs as a
consequence of the compression of the cord by the presenting part. We conducted this study to determine profile of pregnancy
and its outcome at the Central Hospital Yaounde, Cameroon. This was an observational, descriptive and retrospective study of
deliveries complicated by cord prolapse between January 2003 and December 2006 at the Central Maternity of the Central
Hospital Yaounde. Data was retrieved from patient’s files, operation room registers and admission registers. During this period,
there were a total of 6924 deliveries amongst which 47 were complicated by umbilical cord prolapse (2.8 per 1000 deliveries).
Among the women with cord prolapse, 62.2% were delivered by emergency caesarean section. Fetal demise was reported in 32
% of the women upon admission. An abnormal pelvis was seen in 25.5% of the women. Artificial rupture of membranes was
carried out in 40.4%. This study shows that cord prolapse is associated with severe fetal consequences in our unit. A good
knowledge of the risk factors, prompt diagnosis and rapid intervention by medical staff are required.
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PROCIDENCE DU CORDON OMBILICAL, ETIOLOGIE ET PRONOSTIC
FŒTAL: A propos de 47 cas à  l’Hôpital Central de Yaounde, Cameroun.

RESUME

Le prolapsus du cordon ombilical est une condition dans laquelle le cordon ombilical est observé en avant de la présentation.
Le décès fœtal se produit comme la conséquence de la compression du cordon par la présentation. Nous avons mené cette
étude pour déterminer le profil de grossesse et son résultat en cas de procidence du cordon à l’Hôpital Central le Yaoundé,
Cameroun. C’était une étude descriptive et rétrospective d’observation des accouchements compliqués par le prolapsus du
cordon ombilical entre janvier 2003 et décembre 2006 à la Maternité  de l’Hôpital Central le Yaoundé. Les données ont été
collectées à partir des dossiers des malades, des registres de la salle opératoire et  des registres de l’admission. Pendant cette
période, les 6924 accouchements se sont produits parmi lesquels 47 accouchements étaient compliqués d’une procidence du
cordon ombilical (2.8 par 1000 accouchements). Soixante-deux pour cent de femmes ont accouché par une césarienne d’urgence.
Le décès fœtal a été rapporté dans 32% de cas à l’admission. Un pelvis anormal a été observé chez 25.5% de femmes. La rupture
artificielle de membranes a été rapportée dans 40.4%. Le prolapsus du cordon est associé aux conséquences fœtales sévères
dans notre unité. Une bonne connaissance du risque, du diagnostic et des attitudes de prise en charge rapide doit être
encouragée.

MOTS CLES: Prolapsus - Cordon ombilical - Morbidité périnatale et mortalité  -  Césarienne -  Accouchement vaginal.
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I- INTRODUCTION

Umbilical cord prolapse is a rare obstetric
complication occurring in about 1 to 3 per
1000 deliveries [1-3]. Cord prolapse is usually

the result of a sudden decompression of the uterus due

to spontaneous or artificial rupture of membranes, with
the cord observed in front of the presenting part [1, 4].
Several factors predispose to cord prolapse, amongst
which are breech presentation, abnormal lie and
presentation, hydramnios and long cord [2-3, 5-7].
Perinatal mortality is the most feared complication and
often seen in up to 91% of cases [8-9].
Little is known about the pattern of umbilical cord
prolapse in Cameroon as no previous study has been
published on this subject [5].
We decided to review all cases of cord prolapse
managed in the service over a period of four years
period inorder to:
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and the general reported prevalence of fetal death varies
between 36% and 91% [2-3,9]. Some studies reported
that multiparity was a risk factor for cord prolapse
[1,10]. In their series they reported 76 % and 64% rates
of multiparity in women presenting with cord prolepse.
In the present study, multiparous women represent 54
% of all patients, and this was slightly lower than theirs
but confirms the multiparity predominance as a risk for
cord prolapse. Relaxation of the uterine myometrium as
a consequence of successive deliveries and the increasing
amount of fibrosis within the myometrium may play a
contributory role.
A preterm delivery rate of 28 % was reported in our
series. DUFOUR et al, reported a similar rate (26 %)
of preterm delivery [1].  The major complication of cord
prolapse is an increased perinatal mortality [2-3,9]. This
was evident, as 32 % of the fetuses on admission had
no fetal heart tones and only 31.8% of the babies were
alive after five minutes. Several authors have reported
on the poor fetal outcome associated with cord
prolepses [2-3, 9].  Multiple pregnancies were reported
in 23.4% of our patients. This is higher than the 1.8%
incidence of twinning in our environment [11]. Other
authors have also reported the risk of cord prolapse in
twin pregnancies [1, 3]. When this does occur the
second twin is most concerned as was seen in our study
with 91 % of second twin involvement. The delivery of
the first twin is usually followed by a refractory phase
characterized by absent uterine contractions. The uterus
is thus soft, with increased risk of malpresentation and
malposition because of excess space within the uterus.
The probability of cord prolapse is multiplied 9-folds in
breech presentation, 4-folds in shoulder presentation and
much lower with cephalic presentation. The breech
presented in 42.5 % of the women in our study, closely
followed by the cephalic 31.9% and shoulder 12.8 %.
Malpresentation was therefore seen in 68.1% of the
women. The membranes ruptured spontaneously in
59.6% of the cases. Artificial rupture was reported
40.4% and is lower than the 51% to 74% reported by
others respectively for pre-term and term pregnancies
[12] and 32.4 %. Artificial rupture of membranes
especially when conducted before engagement of the
presenting part favors cord prolapse [12].
Pathological pelves have also been associated with cord
prolapse. Cord prolapse is an obstetric emergency and
an indication for emergency caesarean section if the fetus
is alive. We reported a 61.7% rate of caesarean section
which is similar to a report from Mali in West Africa [3].
This high rate of caesarean section is probably due to
the fact that information on most if not all women delivered
by caesarean section  was readily retrieved from the

theatre registers, while the files of most women delivered
vaginally were difficult to find or were incomplete. A
36.2 % perinatal mortality after two days was reported
in our series. Most authors do recognize the fact that
fetal outcome is intimately related to the time lapse
between diagnosis and effective management [12-13].
The diagnosis to delivery interval 10 to 20 minutes for
50 % of patients in Saudi Arabia and no fetal death was
observed [13].  Similar mean time from diagnosis to
treatment at 20 minutes was reported in USA [12] and
only 5 severe asphyxias were observed among the 48
cases. But time lapsed in our series was very long (180
minutes) and can explain the poor fetal outcome
observed. A positive fetal heart tone of 61.8% seen in
our series is certainly higher than real, because fetal
demise at birth and at five minutes was 68.2%.
Supportive treatment measures such as maintaining the
examining hand on the presenting part or filling the
bladder with 500ml of normal saline practiced in the
service might have contributed  in improving fetal
outcome [14-15]. Fetal death was, more common with
preterm babies or babies with fetal weight less than
2500gms. This increased fetal loss rate was certainly
not a consequence of cord prolapse alone, prematurity
in itself is associated with an increased perinatal morbidity
and mortality. Live births may occur following cord
prolapse, but this will be influenced by the level of
obstetric care, the experience of the team and the
availability of basic material and infrastructure.
We acknowledge that there are some limitations related
to retrospective studies such as the incomplete nature
of files and poor documentation in our services, which
certainly have influenced the results of this study.

IV- CONCLUSION

Cord prolapse are associated with severe fetal
consequences at the Central Hospital Maternity in
Yaounde Cameroon. A good knowledge of the risk
factors, quick diagnosis and prompt management of cord
prolapse is needed for preventing its complications in
our setting 
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