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All women at Queen Mary Hospital, a university affiliated
hospital in Hong Kong, presenting with umbillical cord prolapse Figure 1: Women with risk factors for cord prolapse in our cohort Figure 2: Methods used to avoid cord compression
between Jan 2016 and Dec 2021 were included into the study. | Delivery Fetal outcome
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assessing the performance in the management for minimising | (8/11) of cases with gestation over 27 weeks. For the remaining 3 | blood samples were documented in 12/15 (92%) cases with
cord compression when delay in delivery, application of cases; 2 cases had category 1 emergency Caesarean section PH< 7.251n 6/12 (30%).
continuous fetal monitoring (CTG), attendance of within 15 minutes and the other case had a vaginal breech Clinical governance
oaediatrician at delivery, collection of paired umbilical cord delivery in 3 minutes. All patients were debriefed following delivery.
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Background demographics for our cohort are shown in figure 1.




