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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. Thiswas 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. Datawasretrieved from patient’ sfiles, operation room registers and admission registers. During this period,
therewere atotal of 6924 deliveries amongst which 47 were complicated by umbilical cord prolapse (2.8 per 1000 deliveries).
Among thewomen with cord prolapse, 62.2% were delivered by emergency caesarean section. Fetal demisewasreportedin 32
% of the women upon admission. An abnormal pelviswas 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 therisk factors, prompt diagnosis and rapid intervention by medical staff are required.
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PROCIDENCE DU CORDON OMBILICAL, ETIOLOGIE ET PRONOSTIC
FCETAL: A propos de 47 cas a I'Hbpital Central de Yaounde, Cameroun.

RESUME

L e prolapsus du cordon ombilical est une condition dans laquelle e cordon ombilical est observé en avant de la présentation.
Le déces fadal se produit comme la conséguence 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 al’ Hépital Central le Yaoundé,
Cameroun. C' était une étude descriptive et rétrospective d’ observation des accouchements compliqués par e prolapsus du
cordon ombilical entre janvier 2003 et décembre 2006 a la Maternité del’Hopital Central le Yaoundé. Les données ont été
collectées a partir des dossiers des malades, des registres de la salle opératoire et des registres de |’ 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.
Ledécesfodal aétérapporté dans 32% de casal’ admission. Un pelvisanormal aété observé chez 25.5% de femmes. Larupture
artificielle de membranes a été rapportée dans 40.4%. L e prolapsus du cordon est associé aux consequences fogtales severes
dans notre unité. Une bonne connaissance du risque, du diagnostic et des attitudes de prise en charge rapide doit étre
encouragée.

| MOTS CLES: Prolapsus- Cordon ombilical - Morbidité perinatale et mortalité - Césarienne- Accouchement vaginal.

I-INTRODUCTION to spontaneousor artificia rupture of membranes, with
the cord observed infront of the presenting part [ 1, 4].
Several factorspredisposeto cord prolapse, amongst

which are breech presentation, abnormal lie and

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

theresult of asudden decompression of theuterusdue
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presentation, hydramnios and long cord [2-3, 5-7].
Perinata mortdity isthemost feared complication and

often seenin up to 91% of cases[8-9].

Little is known about the pattern of umbilical cord
prolapsein Cameroon as no previous study has been
published onthissubject [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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¢ Determine the socio-demographic profile of the
women presenting with cord prolapse.

¢ Determine materno-fetal factors that may have
precipitated the prolapse.

¢ Determine the fetal outcome of the babies.

It- PATIENTS AND METHODS

This was an observational descriptive and retrospective
study of deliveries complicated by cord prolapse
between January 2003 and December 2006 at the
Matemity of the Central Hospital Yaoundé. All women
with gestation ages equal or greater than 28 weeks were
included.

Data was retrieved from patient’s files, operating room
registers and admission registers. The variables of
interest were: age of the mother at delivery, the parity,
the marital status, the number of fetuses, the mode of
delivery (caesarean delivery or vaginal delivery), fetal
weight, and Apgar score. Data analysis was done using
Epi-info 2000 and expressed using tables and
percentages.

- RESULTS

During this period, the overall 6924 deliveries occurred
among which 47 umbilical cord prolapses were identified
(2.8 per 1000 deliveries). The mean age was 25.6 + 6
years. Primiparity, multiparity and grand-multiparty was
seen in 22 women (46. %), 13 women (27.7 %) and
12 women (25.5 %) respectively.

Mal-presentation (68.1 %) was predominant with
breech occurring in 42.5 % of cases. However, complete
breech was most frequent (16 of 20 cases), frank or
footling breech in 4 0f 20 cases (Table I).

Table I- Distribution of the patients according to the
fetal presentation at admission.

Type of Type of
presentation presentation
N=47
N %
Breech 20 42.6
Cephalic 21 44.7
Shoulder 6 12.8

In 11 of the 47 cases, cord prolapse occurred in a twin
pregnancy and in 10 of 11 cases (91%), it concerned
the second twin. In 59.6 % (25) of the cases membranes
ruptured spontaneously, artificial rupture was conducted
in 40.4 % (19), while 6.4 % had premature rupture of
membranes. The bony pelvis was clinically evaluated as
abnormal (borderline or absolutely contracted) in 25.5
% of the cases. Delivery occurred vaginally in 38.3%
and caesarean delivery in 61.7%.

Neonatal asphyxia was frequent (i.e. Apgar score <7 at
the 5" minute) among the babies alive and symptoms
persisted two days after delivery (59.5 %). Among the
babies born alive premature delivery was found in 6.4%.
The incidence of fetal macrosomia was similar in the
two groups. However, 28% of the study population was
preterm pregnancies, which is similar to the 29.8 % of
babies born with weights less than 2500gms (Table II).

Table II- Outcome characteristics of the fetus at birth
and after two days.

Characteristics Fetal
outcome
Alive Death
N=30(63.8%) N=17(36.2)
N (%) N (%)
Apgar score at 5 minute
0 0(0.0) 15 (31.9)
1-3 28 (59.5) 2(4.3)
4-7 2(4.3) 0 (0.0)
Fetal weight at delivery (grams)
<2000 0(0.0) 4(8.5)
2000-2499 3(6.4) 7(14.9)
2500-3499 19(40.4) 2(4.3)
3500-3999 6(12.0) 2(4.3)
> = 4000 2(4.3) 2(4.3)
IV-DISCUSSION

We conducted a study intended to bring about our
contribution for providing knowledge on the pattern of
cord prolapse in Cameroon. The mean age of patients
was 25.6 + 6 years, with a slight multiparous and grand
multiparous predominance (54 %).

We found a prevalence rate of cord prolapse at 2.8 per
1000 deliveries; though this, value might be slightly lower
than the real estimates, due to inadequate documentation
and the exclusion of missing files. The prevalence of cord
prolapsed in our report, is similar to that reported by
otherauthors [1-3]. KOUAM et al, also published similar
rates for the University teaching hospital Yaoundé [5].
We found the fetal death of 68.2% among the
pregnancies complicated by cord prolapse. Cord
prolapse is associated with a high risk of fetal jeopardy
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andthegenerd reported prevalence of feta deeth varies
between 36% and 91% [ 2-3,9]. Some studiesreported
that multiparity was arisk factor for cord prolapse
[1,10]. Intheir seriesthey reported 76 % and 64%rates
of multiparity inwomen presenting with cord prolepse.
In the present study, multiparouswomen represent 54
% of al patients, and thiswasdightly lower thantheirs
but confirmsthe multiparity predominanceasarisk for
cord prolgpse. Relaxation of the uterinemyometriumas
aconsequenceof successveddiveriesand theincreasng
amount of fibrosiswithinthe myometrium may play a
contributory role.

A preterm delivery rate of 28 % was reported in our
series. DUFOUR et al, reported asimilar rate (26 %)
of pretermddivery [1]. Themgor complication of cord
prolapseisanincreased perinatd mortdity [2-3,9]. This
wasevident, as 32 % of thefetuses on admission had
nofeta heart tonesand only 31.8% of the babieswere
aliveafter five minutes. Several authorshavereported
on the poor fetal outcome associated with cord
prolepses[2-3, 9]. Multiple pregnancieswerereported
in 23.4% of our patients. Thisishigher than the 1.8%
incidence of twinning in our environment [11]. Other
authorshave a so reported therisk of cord prolapsein
twin pregnancies [1, 3]. When this does occur the
second twinismost concerned aswas seenin our study
with 91 % of second twininvolvement. Theddivery of
thefirsttwinisusually followed by arefractory phase
characterized by absent uterine contractions. The uterus
isthus soft, withincreased risk of mal presentation and
mal position because of excess space withintheuterus.
Theprobability of cord prolgpseismultiplied 9-foldsin
breech presentation, 4-foldsin shoulder presentationand
much lower with cephalic presentation. The breech
presentedin 42.5 % of thewomeninour study, closaly
followed by the cephalic 31.9% and shoulder 12.8 %.
Mal presentation 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 islower than the 51% to 74% reported by
othersrespectively 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].

Pathologica pelveshaved so been associated with cord
prolapse. Cord prolapseisan obstetric emergency and
anindicationfor emergency caesarean sectionif thefetus
isaive. Wereported a61.7% rate of caesarean section
whichissimilar toareport fromMdi inWest Africa[3].
Thishighrate of caesarean sectionisprobably dueto
thefact thet informationonmostif not al womenddivered
by caesarean section wasreadily retrieved from the

theatreregigters, whilethefilesof most womenddivered
vaginaly weredifficult to find or wereincomplete. A
36.2 % perinatal mortality after two dayswasreported
inour series. Most authors do recognize thefact that
fetal outcomeisintimately related to the time lapse
between diagnosi sand effective management [ 12-13].
Thediagnosisto ddlivery interval 10to 20 minutesfor
50% of patientsin Saudi Arabiaand nofetal deathwas
observed [13]. Similar meantimefrom diagnosisto
treatment at 20 minuteswasreportedin USA [12] and
only 5 severe asphyxiaswere observed among the 48
cases. But timelapsedin our serieswasvery long (180
minutes) and can explain the poor fetal outcome
observed. A positivefetal heart tone of 61.8% seenin
our seriesiscertainly higher than real, becausefetal
demise at birth and at five minutes was 68.2%.
Supportivetreatment measuressuch asmaintaining the
examining hand on the presenting part or filling the
bladder with 500ml of normal saline practicedinthe
service might have contributed in improving fetal
outcome[14-15]. Fetd death was, more commonwith
preterm babies or babies with fetal weight lessthan
2500gms. Thisincreased fetal lossrate was certainly
not aconsegquence of cord prolapse alone, prematurity
initself isassociated with anincreased perinata morbidity
and mortality. Live births may occur following cord
prolapse, but thiswill be influenced by the level of
obstetric care, the experience of the team and the
availability of basic materid andinfrastructure.

We acknowledgethat there are somelimitationsrel ated
to retrospective studies such astheincompl ete nature
of filesand poor documentationinour services, which
certainly haveinfluenced theresultsof thisstudy.

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 diagnosisand prompt management of cord
prolapseisneeded for preventing itscomplicationsin
our setting m
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