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This Quick Summary Document (QSD) is a resource for all clinicians working in healthcare in Ireland 
who are involved in the care of women who experience cord prolapse in pregnancy. 

Following a comprehensive literature review a number of evidence-based recommendations for the prevention, 
diagnosis and management of cord prolapse were agreed upon.

Key Recommendations

Section 1: Definitions

1.	 We recommend that cord prolapse is defined as the descent of the umbilical cord through the cervix and 
beyond the presenting part. Best Practice

2.	 We recommend that cord prolapse be categorised into occult (occurring alongside the presenting part) or 
overt (prolapsing past the presenting part). Best Practice

3.	 We recommend that cord presentation is defined as the presence of one or more loops of the umbilical cord 
between the presenting part and the fetal membrane overlying the cervix. Best Practice

Section 2: Risk Factors

4.	 We recommend that it is best practice to identify pregnancies with antenatal risk factors for cord prolapse 
to allow measures to be taken to minimise its risk and the associated perinatal morbidity and mortality. Best 
Practice

5.	 We do not recommend routine ultrasound examination to identify cord prolapse or cord presentation, except 
in a research setting. Grade 1C

6.	 We recommend that elective hospital admission in pregnancies with high risk of cord prolapse after 37+0 
weeks’ gestation should be discussed with the woman. Best Practice

7.	 We recommend that a woman with preterm prelabour rupture of membranes with non-cephalic presentation 
should be managed as an in-patient. Grade 1C

8.	 We recommend that clinicians be aware of the risk factors for cord prolapse, so that it can be promptly 
recognised and managed. These include obstetric interventions such as induction of labour methods 
(amniotomy and balloon catheter), manipulation or rotation of fetal head on vaginal examination, application 
of fetal scalp electrode or intrauterine pressure catheter and external cephalic version in woman with ruptured 
membranes. Best Practice

9.	 We recommend that high-risk intrapartum procedures should be performed with caution, in a controlled 
environment with immediate access to an operating theatre. Grade 1C

10.	 We recommend that precautions should be taken to avoid excessively elevating the fetal head during head 
manipulation and placement of fetal scalp electrode or intrauterine pressure catheter. Grade 1C

Section 3: Management

11.	 Cord prolapse should be suspected when an abnormal fetal heart rate is auscultated, in the presence of 
ruptured membranes. Best Practice

12.	 We recommend that if there is a suspicion of cord prolapse, a vaginal examination should be performed as 
soon as possible with the woman’s consent, to exclude or confirm the diagnosis. Best Practice

13.	 Multidisciplinary management, including senior midwives, obstetricians, neonatologists, anaesthetists and 
theatre team, is recommended. Grade 1C
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14.	 We recommend that techniques and manoeuvres to relieve cord compression should be used immediately 
from diagnosis until the birth of the baby, including positioning the woman and elevating the presenting part 
off the prolapsed cord. Grade 1C

15.	 We recommend evidence-based manoeuvres to elevate the presenting part; manual elevation of the 
presenting part vaginally, knee-to-chest position, Trendelenburg position and exaggerated Sims position. 
Grade 1C

16.	 Bladder filling may have a role in a community setting or midwifery-led unit where delayed diagnosis to 
delivery is expected, longer than 30 minutes, and immediate access to theatre is not available. Grade 1C

17.	 We recommend that tocolytics are not used as first line management and that providers are aware of the risk 
of uterine atony with their use. Grade 1C

18.	 In terms of management of cord prolapse in pregnancies at the threshold of viability, a multidisciplinary 
approach acknowledging the individuality of each case should be taken. Best Practice

19.	 We recommend that a woman planning for a home birth should be assessed for suitability at the first visit 
and continue to be reassessed for any risk factors for cord prolapse throughout pregnancy. Best Practice

20.	 We recommend that immediate transfer to hospital should be arranged following recognition of cord prolapse 
outside of a hospital setting, with the estimated time of arrival provided by the paramedics when they are 
en-route. Best Practice

21.	 A diagnosis to delivery interval of less than 30 minutes is recommended to achieve optimal neonatal outcome. 
Grade 1C

22.	 Giving birth by the safest method possible is recommended. While this is usually by Caesarean section, 
vaginal birth may be facilitated if suitable. Grade 1C

23.	 We recommend the use of ISBAR tool as an effective, clear communication in this obstetric emergency. 
Grade 1C

24.	 We recommend clear communication between staff members involved in cord prolapse, as well as effective 
communication with the woman and her birthing partner throughout. Best Practice

25.	 Women should be provided with debriefing opportunities to address concerns and answer questions about 
the event. These should be offered both while the woman remains as inpatient postnatally, and at a postnatal 
review/clinic appointment in the weeks/months after the birth. Best Practice

26.	 We recommend debriefing the healthcare team involved to allow reflection and evaluation of the event as a 
team. Best Practice
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Algorithm

Management of Cord Prolapse

IMMEDIATE DELIVERY

•	 Assess cervical dilatation and clinical situation

•	 Delivery should be completed in the fastest method possible – this is usually Caesarean section, 
but may be facilitated by spontaneous vaginal birth/assisted vaginal birth if suitable

•	 Ensure clear communication between team members at all times using ISBAR

•	 A diagnosis to delivery interval of 30 minutes is recommended

RELIEVE PRESSURE ON THE CORD

Pushing up

Elevation of the presenting part – manual 
elevation transvaginally

Other methods to relieve pressure 
on the cord

•	 Knees to chest (Trendelenburg position)

•	 Left lateral with pillow under left hip 
(Exaggerated Sim’s position)

Consider tocolysis if persistent fetal heart 
rate abnormalities 

CALL FOR HELP

In hospital

•	 Call for help

•	 Emergency bleep

•	 ISBAR – requesting Senior Registrar/
Consultant on call, Birthing Suite Midwife, 
Neonatologist, and Theatre, Portering staff 
if required.

•	 Auscultation of fetal heart – CTG where 
possible

•	 IV Access

In the community

•	 Dial 112 or 999

•	 Inform hospital team of transfer

POST BIRTH

•	 Paired umbilical cord gases

•	 Clinical incident form and Cord Prolapse proforma for documentation of events

•	 Debriefing of parents and relatives

•	 Debriefing for staff involved

•	 Birth Reflections Service available to women up to two years after the birth of their baby

CORD PROLAPSE DIAGNOSED
•	 Cord palpable on vaginal examination
•	 Cord protruding outside of vagina
•	 Abnormal fetal heart rate/Abnormal cardiotocograph findings 
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Options to elevate the presenting part off the cord

Image 1. Manual elevation of the presenting part

Wong L, Kwan AHW, Lau SL, Sin WTA, Leung TY. Umbilical cord prolapse: revisiting its definition and management. 
Am J Obstet Gynecol. 2021;225(4):357-66.

Image A:  
Knee to chest position 
(Trendelenburg)

Image B:  
Left side with bed tilted head-down 
(Exaggerated Sim's)

Image A and B from PROMPT Annual Update 2022/23 Scenario facilitation handbook for Cord Prolapse

Auditable standards

Audit using the key recommendations as indicators should be undertaken to identify where improvements are 
required and to enable changes as necessary, and to provide evidence of quality improvement initiatives.

Auditable standards for this guideline include:

1.	 Decision to delivery time in the context of cord prolapse 

2.	 Completion of debriefing with a senior Obstetrician after a cord prolapse event 

3.	 Percentage of midwives (hospital and community) and obstetricians (all grades) attending MDT training for 
obstetric emergencies every two years 

4.	 Adverse maternal and perinatal outcomes associated with cord prolapse in the following settings: 

a. Homebirth 

b. Hospital 
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