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ABSTRACT
Context: Prolapseof theumbilical cordisalivethreatening obstetric emergency for thefetus-infant.

Obj ective: Todetermine, theincidenceof cord prolapsein the hospital.

Methodsand Materials: A-12 %2 year retrospective study of all women who presented with cord prolapsein
labour at auniversity teaching hospital.

Results: During the period there were16633 deliveriesand 34 women presented with cord prolapse, giving an
incidence of 2.0 per 1000 (1 in 504 deliveries). Highest incidence occurred in women of 35 years and above
(5.0 per 1000); in the 25-29 years group 2.3 per 1000 and in those less than 20 years old 1.3 per 1000. The
highest incidence of cord prolapse wasin the para’5 and over, 2.4 per 1000; para0, 2.0 per1000 and paras 1 4,
1.9 per 1000. Theincidence of cord prolapsein the unregistered women was5.2 per 1000, andintheregistered
1.5 per 1000. The highest incidence was in the Hausa/ Fulani ethnic group 3.4 per 1000; the Yoruba ethnic
group, 2.1 per 1000 ; the Northern minority ethnic group, 2.0 per 1000; the Ibo ethnic group, 1.0 per 1000. No
case of cord prolapse was recorded among women of Southern minority ethnic group. The incidence of cord
prolapse among preterm births was, 62.7 per 1000, breech, 32.5 per 1000; shoulder, 133.3 per 1000, twin
births.16.8 per 1000 and cesarean births, 11.4 per 1000.

Conclusion: Cord prolapseisan uncommon obstetric complication, theincidence of which isdetermined by

theinfluenceof variousfactorsacting individually or insynergy.
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INTRODUCTION

Prolapse of the umbilical cord is a rare obstetric
complication with reported incidence varying
between 1 in 162 to 1 in 714 births. * It is said to
occur when the fetal membranes rupture, and at
physical examination the umbilical cordisfoundto
be situated in advance of the presenting part of the
fetus. It can result in feto-infant mortality or
morbidity andincreasesmaternal risk.

An important instrument for improving quality of
obstetric care is clinical information gathering and
management that will enable service auditing. This
isknownto be expensive. Thishascontinued to pose
significant problems, most especialy for developing
countries especialy, where ingtitutional data are
often used as nationa figures for many obstetric
events. There is the hope however, that one day, al
these different institutions with all their diversity
will harmonise their method of data gathering and
eventually form the nuclei for wider nationa
surveys.
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It isthese authors belief that meaningful progressin
maternity care can only be made when accurate data
isavailable. Much has not been achieved in the fight
to reduce maternity mortality for example, in Nigeria
because the operators of the various programs that
seek to addressit, do not even know the extent of the
problem.

The objective of this study therefore, is not only to
determine the incidence of cord prolapse in the
hospital, but also to bring the attention of those that
care, about the urgent need for a National Maternity
Audit Group that will begin to address the issue of
record keeping and auditing in maternity care in
Nigeria

MATERIALSAND METHODS

This is a retrospective study of 34 women who
presented with cord prolapse in labor at Ahmadu
Bello University Teaching Hospital (ABUTHK),
from January 1* 1990 to June 30", 2002. ABUTHK is
atertiary institution situated in Kadunaformer capital
of Northern, Nigeriabut now capital of KadunaState.
Using Case Record Forms, thefollowing variables
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were extracted for each woman from the respective
case notes. year of delivery ,age, parity, ethnic
group, booking status, duration of pregnancy, feta
presentation and mode of delivery. For the purposes
of thisstudy, pregnancy issaidto betermwhenit has
completed 37 weeks in duration. Furthermore, a
woman is said to be booked for antenatal care, if she
had attended the ABUTHK antenatal clinic at least
oncebeforeadmissiontothelabour suite.

The Southern and Northern minority ethnic groups
here mean a grouping for the numerous ethnic
groups in both North and South of Nigeria that are
neither 1bo, Yorubanor Hausa/Fulani. The diagnosis
of umbilical cord was accepted if the umbilical cord
was palpated below the presenting part on physical
examination with membranes already ruptured
Satistical analysiswasdoneusing The- EPI. INFO 6
Version-July 1996 Software (C.D.C., USA; WHO
Geneva, Switzerland). A probability value of < 0.05
wastaken assignificant.

RESULTS

During the period there were 16633 deliveries. Two
thousand eight hundred and seven (287) were
preterm, 493 breech, 4 shoulder, 476 twinsand 1228
cesarean deliveries, Thirty four (34) women
presented with cord prolapse, giving an incidence of
2.0per 1000 (1in504 deliveries). The average of the
women was 29.4 years with standard deviation of
6.04 and arange of 18-40 years; their mean parity
was 3 with astandard deviation of 3, 07 and arange
of 0-11.

Highest incidence occurred in women of 35 years
and above (5.0 per 1000); in the 25-29 years group
2.3 per 1000 and in those less than 20 years old 1.3
per 1000. The highest incidence of cord prolapsewas
in the para 5 and over, 2.4 per 1000; para 0, 2.0 per
1000and paras14,1.9 per 1000. (Tablel)

Tablel: Incidenceof Cord Prolapse by Age Group
and Parity of Mothers

Age No. of No. of Inddence Proportion
Group Delivaries Cases /1000 (%)
Of Cord
Prolapse
<20 1515 2 13 013
20-24 3648 5 14 0.14
25-29 5740 13 23 023
0-34 3915 5 13 0.13
>=35 1815 9 50 0.50*
** Par ity
0 3984 8 20 0.20
1-4 8956 17 19 0.19
>=5 3693 9 24 0.24
TOTAL 16633 A 20 0.20

* X* =10.02, P value = 0.040019 ; **X’=3.04,P
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Table 2: Incidence of Cord Prolapse by Booking
Satus

Booking No. of No. of Cases Incidence Proportion

Status Ddiveries of Cord /1000 (%)
Prolapse

Yes 14324 22 15 0.15

No 2309 12 5.2 0.52*

TOTAL 16633 34 2.0 0.20

*X*=10.2, P value=0.0014045.

Table 3:
Group

Incidence of Cord Prolapse by Ethnic

EthnicGroup No. of No. of Inddence Proportion

Deliveries Casesof /1000 (%)

Cord

Prolapse
Hausa 3BU1 13 34 0.34
Ibo 2046 2 10 0.10
Northern 5521 1 20 0.20
Minority
Yoruba 3802 8 21 021
Southern 1453 0 00 0.00
minority *
TOTAL 16633 A 20 0.20

X*=3.98, P value=0.263501. * Not included in this
anaysis.

The incidence of cord prolapse in the unregistered
women was 5.2 per 1000, and in the registered, 1.5
per 1000. (Table2)

Thehighest incidencewasintheHausa/ Fulani ethnic
group, 3.4 per 1000; the Yoruba ethnic group, 2.1 per
1000 ; the Northern minority ethnic group 2.0 per
1000; the Ibo ethnic group, 1.0 per 1000. No case of
cord prolapse was recorded among women of
Southern minority ethnic group. (Table3)

The incidence of cord prolapse (18) among preterm
birthswas, 62.7 per 1000; Breech (16), 32.5 per 1000;
Transverse lie (4), 133.3 per thousand; twin births
(8).16.8 per 1000 and cesarean hirths(14), 11.4 per
1000.

DISCUSSION
The incidence of cord prolapse is lower than was
reported from Ile Ife’ But within the range of figures
reported from other partsof theworld. ***" Thehigh
incidence of cord prolapse recorded in the first two
years of the study, could be explained by the high
number of unregistered women attending the unit at
that time and other yet to be determined reasons.
However fore the rest of the study period, the yearly
incidence remained stable aswasthe finding of Yeap
etal *and Dufour etal.’

The greatest contribution was in the age group 25-
29years. That is not surprising though since
Onwuhafua et al
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that appears to be the group with highest
reproductive activity, so cases are bound to be more
in this group.The higher incidence in women of 35
years and above isin agreement with findings from
other studies. " The older woman has been
associated with poor reproductive performancesince
of old ** and cord prolapse may just be one the
hazardsof beingold.

Cord prolapse has been reported to occur moreinthe
multiparae ™ **but inthisstudy rather, the extremes
of parity not only contributed the largest number of
casesbut also thehighestincidence of cord prolapse.
Some of the reasons adduced for the high incidence
of cord prolapse among multiparae include,
increased incidence of malpresentations and
malpositions, polyhydramnios, pregnancies
complicated by muitiple fetuses and preterm births.
It is important to also remember the importance of
none engagement of the presenting part until latein
the birth process in the multipara. Furthermore, the
length of the umbilical cord, a known factor for
prolapse has been reported to be longer aso in the
multipara thereby enhancing occurrence of cord
prolapse.”"*

The unbooked woman isoften ahigh risk individual
for many obstetric complications according to
Ekwempu. * The educational and screening
opportunities offered by Prenatal care are not
received by the unbooked woman. The high risk
nature of the unbooked woman is manifest in this
study, where the difference of about three times
existsin favor of the booked. Thisfinding issimilar
tothefindingsof Dareetal *and, Twizeretal.”

In thisstudy, women of the old Northern Nigeriaand
moreespecially the Hausa/Fulani ethnic group had a
greater incidence than those of the old South. Ethnic
disparities in the incidence of cord prolapse exist
between different ethnic groups. According to
Savageet a *° cord prolapse is more common among
the Negroes than in whites and also Kahana et a*
found a difference of incidence between the
Bedouins Arabs and the ethnic Israelis of southern
Israel

This ethnic disparity in the incidence of cord
prolapse in Nigeria cannot be explained only on the
basis of biological differences but very likely also
differences in socio-economic status and obstetric
practices, which complete the cycle for either good
or poor obstetric performance.

Note worthy a so isthe fact that no woman from the
so-called South- South geopolitical region presented
with cord prolapse. It is not unlikely that though the
indigenous South- south women may be indeed
poorest as a result of utter neglect from the
government until very recently, thesewomen now
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resident in Kaduna, may have achieved agreater level
of socio-economic prosperity and imbibed informed
obstetric practices than the women of the other ethnic
groups. Perhaps a larger ethnic survey of this
condition will elucidate the ethnic vagaries of this
rareobstetric complication.

Cord prolapse is an uncommon obstetric
complication, the incidence of which appears to be
determined by the influence of various factors acting
individually or in synergy with each other.
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