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Prolapse of the umbilical cord occurred 69 times 
in 30,112 deliveries. The incidence was higher in 
abnormal presentations, particularly in compound 
presentation (11.l per cent), and in breech pres
entation (2.9 per cent), especially when these oc
curred in association with prematurity. 

No relationship could be found between parity 
and cord prolapse as, although the ratio of primi
gravid to multigravid patients was 24:45, this ratio 
reflected the normal ratio of the total deliveries in 
the hospital. 

Cord prolapse occurred in 5 patients with twin 
pregnancy. On 3 occasions it was associated with 
breech presentation of the first twins, who weighed 
2880, 2930 and 3340 Gm., respectively; and the 2 
instances of cord prolapse which complicated de
livery of the second twin were associated with 
transverse lie (birth weight 3060 Gm.) and vertex 
presentation (birth weight 2900 Gm.) of the fe
tuses, respectively. 

Cord prolapse occurred after amniotomy in 15 
patients (21.7 percent). Four patients were known 
to have cord presentation and amniotomy was 
performed at full cervical dilatation and immedi
ate delivery was effected. In 10 of the remaining 
11 patients the presenting part was freely mobile 
above the pelvic brim at the time of arnniotomy. 

Twenty-five of the 69 infants died (perinatal 
mortality rate 36.2 percent). Of these, 21 infants 
(30.4 per cent) were dead at the time of diagnosis 
of cord prolapse, as there was no pulsation evident 
in the prolapsed umbilical cord and no fetal heart 
beat was audible. Thirteen ofthese 21 fetuses were 
presenting by the breech, 6 were cephalic presen-

tations and 2 were compound presentations. 
Ali infants survived when cord prolapse oc

curred at the time of arnniotomy, but 4 of the 48 
infants who were alive at the time of diagnosis of 
cord prolapse died either during delivery or in the 
neonatal period. Two infants had assisted breech 
deliveries, but died from hyaline membrane dis
ease (birth weight 700 and 1380 Gm., respectively). 
Two other infants died from complications of 
breech extraction-! infant, weighing 2130 Gm., 
was stillbom when its head was trapped in an 
incompletely dilated cervix, and the other, weigh
ing 4300 Gm., died of an intracerebral hemorrhage 
after breech extraction at full cervical dilatation. 

Nine other infants were delivered by breech 
extraction (7 at full cervical dilatation and 2 before 
the cervix was fully dilated), but survived without 
apparent perinatal morbidity. Forceps delivery 
was performed before full cervical dilatation on 
two occasions; one of these infants showed evi
dence of severe cerebral damage, but survived, 
while the mother sustained extensive vaginal and 
cervical lacerations. Another infant, who was de
livered by forceps as soon as cord prolapse was 
recognized, survived, and showed no neonatal 
morbidity in spite of the absence of cord pulsation 
before delivery. 

Cesarean section was the most common mode 
of delivery when the fetus was alive at the time of 
cord prolapse, and was performed on 18 occasions 
(37.5 per cent). Ali infants delivered by this 
method survived and showed no neonatal morbid
ity. 

(This study confirms others concerning prolapse of the umbilical cord. The 
complication is a 1 in 1000 risk for a patient with a vertex presentation, 3 per cent 
in a breech, 2 per cent with transverse lie, and 11 per cent with compound 
presentation. Footling and complete breech positions predispose to prolapse of 
the cord while frank breech does not. 

In 10 of the 69 patients, cord prolapse occurred after elective amniotomy while 
the presenting part was freely mobile above the pelvic brim. It is wise to avoid 
elective amniotomy if the presenting part has not entered the pelvis. 

If the fetus is dead when the clinician is faced with the problem of prolapsed 
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cord, vaginal delivery can occur unless a transverse lie of the fetus is also present. 
The fetus was dead in 30 per cent of the cases in this study when the prolapse was 
discovered. 

If the cervix is not fully dilated at the time the cord prolapses, cesarean section 
is necessary to save a living fetus. Attempts at vaginal delivery when the cervix is 
not fully dilated usually lead to fetal death and extensive maternai lacerations. 
Prompt cesarean section for patients with prolapse of the umbilical cord and an 
undilated cervix gives excellent perinatal results. Eighteen patients in this group 
had an emergency cesarean section and there were no perinatal deaths. 

If a patient experiences prolapse of the umbilical cord in the presence of a vertex 
presentation, the cord is usually longer than average. With abnormal presenting 
fetuses, the cord need not be excessive in length in order to prolapse. 

Manual attempts to replace a prolapsed umbilical cord within the uterus should 
be avoided. Such attempts are never successful and only increase fetal hypoxia 
through resultant spasm of umbilical vessels. While preparing for delivery, the 
cord should be protected from constrictive pressure by the presenting part by 
lifting the vertex away from the pelvic inlet while giving the mother oxygen. This 
can be done with a band in the patient's vagina while the patient is in marked 
Trendelenburg position or in the knee-chest position. 

Forty-eight fetuses were alive at the time the diagnosis of prolapse of the 
umbilical cord was made. Only 4 of the 48 failed to survive (8 per cent perinatal 
loss). The overall perinatal loss counting those fetuses dead on arrivai with 
prolapse of the cord was 36 per cent.-Ed.) 
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Fifty children with marked neurological abnor
mality manifested by moderate or severe motor 
disability and severe mental retardation were com
pared with a large control population with respect 
to prospectively ascertained perinatal characteris
tics. None of 60 prenatal factors distinguished the 
affected group from controls. In labor and deliv
ery, lowest fetal heart rate in the second stage of 
labor, arrested progress of labor, and use of mid
forceps discriminated between the two groups. 

Extensive differences between groups emerged 
in the neonatal period. Thirty-three percent (16) 
of the severely handicapped had one minute Apgar 
scores of 3 or Jess, compared with 5 per cent of the 
controls; at five minutes 22 per cent ( 10) of the 

handicapped still had Apgar scores Jess then 4, 
compared with 1 per cent of controls. 

Meconium staining of the amniotic fluid oc
curred in 41 per cent (20) compared with 19 per 
cent of con trois; 34 percent (17) required resusci
tation in the first five minutes of life, and 26 per 
cent ( 13) needed it after the first five minutes. 
Fourteen per cent (7) had primary apnea, 8 per 
cent (4) had a single apneic episode and an addi
tional 8 per cent had multiple apneic episodes. 
Twenty per cent of the handicapped group ( 10) 
were judged to have moderate or severe respiratory 
difficulty of various causes. Ali these events oc
curred much Jess frequently among the controls. 

Affected neonates were smaller, as reflected in 
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