Prolapsed
Umbilical
Cord




Risk Factors

Abnormal
Presentation
* Breech

« Compound
* Shoulder

Prematurity or
Macrosomia

Multiple

Gestation

* Delivery of 2"
twin

Uterine Tumors

* Leiomyomas
(fibroids)

Uterine
Anomalies

Pelvic
Abnormalities

Poly-
hydramnios

Preterm
Premature
Rupture of
Membranes

Multiparity

Long cord

Placenta Previa

Vasa Previa



latrogenic
risk
factors

* Amniotomy with
unengaged
presenting part

* External cephalic
version

* Vigorous pelvic exam




Overt
Prolapse

Cord is out of cervix and can
be palpated by vaginal exam

Cord is out of the vagina

Any degree of occlusion may
compromise circulation

Coolinior manipulation will
r

exacerbate




Occult
Prolapse

Cord can not be
seen or

palpated

e cord lies just above
the fetal head

* occlusion may
worsen with
descent




Recurrent variables

What might

yoOu see on Prolonged
the FHR decelerations

tracing? Bradycardia




= |eft lateral : hands and knees

39 week prolapsed cord



BP 109/65, MHR 71

Prolonged
deceleration



Nursing
Assessment/Identification

Assess FHR after rupture of
membranes

Can you feel something odd, lumpy
or pulsating

You can see it outside of the vagina

If it is pulsating this is a cord

https://www.monetnicole.com/stories//the-beautiful-incredible-umbilical-cord




When a cord is
found:
use positioning,
as needed, to
relieve the
pressure on the
cord

* Knee-chest
* Trendelenburg
* Lateral Sim’s

* Any position
which may
possibly relieve
cord compression




ink about presentation

Th




Assessments/Interventions

Relieve cord
compression

Notify
Notify

Assess

Consider

Prepare

Gentle upward displacement of the presenting
part; change pt’s position if appropriate; do not
take hand out of vagina

Staff: Get help in the room

Notify Provider who has surgical privileges

Assess FHR

Consider Intrauterine Corrective Measures:
d/c Pitocin, IV Bolus, consider terbutaline

Prepare for cesarean



MNEMONIC FOR CORD PROLAPSE

e C- call for Help: Continuously stay at bedside & prep for urgent

delivery

- O- off of Cord: Elevate presenting part until delivery,

try not to continuously palpate cord as can cause

vasospasm

* R- Reposition: Knee chest or Trendelenburg

depending where cord is located

- D- Deliver ASAP: CS unless vaginal delivery is

imminent, Decrease contractions- Consider
terbutaline if pt is contracting and surgeon is not in

house.

https://www.naxlex.com/nursing/assets/images/study_guides/ati6_1694597011






References

* Barth, W. H. (2025). Malpresentations and malposition. In M. B. Landon, H. L.
Galan, E. R. M. Jauniaux, D. A. Driscoll, V. Berghella, W. A. Grobman. S. J.
Kilpatrick, & A. G. Cahill (Eds.). Gabbe’s obstetrics: Normal and problem
pregnancies (sth ed., pp.319-329). Elsevier.

* Lowdermilk, D. L., Cashion, K., Alden, K. R., Olshansky. E. F., & Perry, S. E. (2024).
Labor and birth at risk. In Maternity and women’s health care (13th ed., pp.
685—692). Elsevier.

* Simpson, K. R.. & O’Brien-Abel. N. (2021). Labor and birth. In K. R. Simpson, P. A.
Creehan, N. O’Brien-Abel, C. K. Roth, & A. J. Rohan (Eds.), AWHONN'’s perinatai
nursing (5sth ed., pp. 326—412). Wolters Kluwer.

* Thorp. J. M., Jr., & Grantz, K. L. (2022). Clinical aspects of normal and abnormal
labor. In L. Dugoff & J. M. Louis (Eds.). Creasy and Resnik’s maternal-fetal
medicine: Principles and practice (sth ed., pp. 750-755). Elsevier



