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Reproductive and non-reproductive health status of

women aged 15 years and above in southern Jordan
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ABSTRACT Failure to address women's health, including their reproductive health needs, increases health care
costs and social inequity. This descriptive study assessed the reproductive and non-reproductive health status of
women over 15 years old in poverty pockets in the southern region of Jordan. Two villages were selected using
purposive sampling and all women in the villages were invited to participate in a “healthy family week”: 259
responded to the invitation. Although 49.4% of the surveyed women were overweight or obese, only 8.5% had
high blood pressure. Reproductive health concerns included the high proportions of women married at an early
age (15-20 years) (76.8%), having 5+ children (43.1%) and with haemoglobin level <12 g/dL, indicating anaemia
(55.5%). Urinary tract infection was the most common health problem (29.0%). Health care providers should be
sensitized to the health needs of Jordanian women in general and those living in disadvantaged areas in particular.

Etat de santé génésique et non génésique des femmes agées de 15 ans et plus au sud de la Jordanie

RESUME L'absence de prise en compte de la santé des femmes, et notamment de leurs besoins en santé
génésique, augmente le colt des soins de santé et |'inégalité sociale. La présente étude descriptive a évalué
['état de santé génésique et non génésique de femmes de plus de 15 ans dans des poches de pauvreté de la
région méridionale de Jordanie. Deux villages ont été sélectionnés selon un échantillonnage dirigé et toutes les
femmes des villages ont été invitées a participer a une « semaine de la santé de la famille » : 259 ont répondu a
l'invitation. Bien que 49,4 % des femmes interrogées étaient en surpoids ou obeses, seules 8,5 % présentaient
une hypertension artérielle. Une forte proportion (76,8 %) de femmes mariées jeunes (entre 15 et 20 ans), le fait
d'avoir cing enfants ou plus (43,1 %) et un taux d'hémoglobine inférieur a 12 g/dl, indiquant une anémie (55,5 %)
comptaient parmi les préoccupations de santé génésique. Les infections urinaires étaient le probleme de santé
le plus fréquent (29,0 %). Les prestataires de soins de santé devraient étre sensibilisés aux besoins sanitaires des
femmes jordaniennes en général et des femmes vivant dans des zones défavorisées en particulier.
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Introduction

Women's reproductive health prob-
lems and illnesses, which are often
preventable, harm not only the women
but also their children and families
and consequently the quality of life in
a region. The health of many women
in developing countries has been
traumatized by difficult environmental
conditions, excessive workload at home
and outside, repeated child bearing and
inadequate diet and health care [1]. Yet
the health status of women has only
recently been addressed [2,3].

Failure to address women'’s health
care needs throughout their lifespan,
including their reproductive health
needs, increases both health care costs
and social inequity in the Eastern
Mediterranean region [4]. In view of
this, the content of the 2007 Jordanian
Family Health Survey was expanded to
include additional data on ever-married
women's reproductive health, knowl-
edge of sexually-transmitted infections,
domestic violence and early childhood
development [S]. Previous studies in
Jordan indicated that women suffer
from an appreciable level of morbidity
as they approach menopause, includ-
ing urinary incontinence, urinary tract
infections (UTTI), reproductive tract in-
fections (RTI) and genital prolapse [1].
The health awareness of these women
lagged behind the identified prevalence
of the studied conditions. Similar results
were reported by a study of women aged
50-65 years in underprivileged areas
of southern Jordan [6]. Women were
reported to have multiple menopause-
related symptoms and morbidities. The
majority of them did not receive any
health education about this phase of
their life, and preventive health practices
and health-promoting behaviours were
relatively uncommon. Another 2-phase
community based study in Belqa gov-
ernorate indicated that three-quarters
of women suffered from one or more
reproductive and/or non-reproductive
disease [3]. It also indicated that women

generally tended to underestimate the
degree to which they were affected by

these morbidities.

The present study aimed to assess
the reproductive and non-reproductive
health status of women aged over 15
years in the southern region of Jordan.
The results might provide data that can
be used by health care administrators
and providers in establishing new, more
effective national guidelines and proce-
dures for health care services tailored to
the health needs of women in disadvan-
taged regions.

Data for this study were derived from a

project entitled “Integrating Health and
Empowerment of Women in the South
Region”. The study utilized a 2-phase
survey design to assess the reproductive
and non-reproductive health status of
women in 2 target areas in the southern
region of Jordan.

Setting and sample

Southern Jordan is a disadvantaged re-
gion compared with other regions of the
country, containing 6 of the country’s
20 poverty pockets according to the
2004 report Jordan poverty assessment
[7]. The project chose its focal areas
from these poverty pockets, where an
intensive effort was to be made to im-
prove the situation of women’s health
as well as enhancing their empower-
ment by taking an integrated and multi-
sector approach. Using a purposive
sampling procedure, a village from
Agaba governorate and another from
Ma'an governorate, which fulfilled the
criteria for inclusion, were selected to
represent the southern region of Jor-
dan. Criteria for the selection of the
communities for this study included:
being a focal area; existence of strong
leadership with a community leader
(sheikh); community members’ willing-
ness to carry out collective voluntary
work for the community; and existence
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of a community-based organization
(jamaich).

All women aged 15 years and above
in the selected villages were invited to
participate in a healthy family week by
visiting the nearest primary health care
centre where health examinations and
treatments were carried out. The sample
included 259 women who responded
to the invitation; 113 from Aqaba gov-
ernorate and 146 from Ma'an governo-
rate The overall response rate was 56.4%
(71.5% in Agaba and 48.5% in Ma’an)
based on 2006 census data.

Study tool

Adata collection tool to assess the health
condition of women was developed
by the researchers with the assistance
of a representative from the Jordanian
Ministry of Health (MOH) and the
physicians who were part of the data
collection team. Development of the
tool was based on a thorough review of
the literature and a review of the health
assessment tools available at the MOH
and other health care sectors that had
been tested for validity and reliability.
The tool comprised 2 parts. Part 1 col-
lected data on: demographic variables;
reproductive health history; and physi-
cal and physiological measurements
(including height, weight and blood
pressure). Part 2 was the results of a
current health assessment (including
measurement of haemoglobin level and
a reproductive health examination).
Several meetings were conducted
between the consultants, the project
managers from Japan International
Cooperation Agency and the MOH
and the physicians (data collectors)
to validate the data collection instru-
ment, to ensure that ethical issues were
considered and to agree on the data
collection method to be followed in
order to ensure inter-rater reliability.

Data collection

The study proposal and data collection
tool were approved by the Directorate
of Research and Technical Office at the
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MOH that was assigned the responsi-
bility as an institutional review board.
The tribal leaders of the 2 villages were
contacted, informed about the purpose
of the study and asked for assistance in
distributing the invitations for participa-
tion. The tribal leader of the selected
villages encouraged the population to
participate. Men who support the tribal
leader visited and talked to the heads
of the household and handed over the
invitation cards directly to them. They
also encouraged the heads of the house-
holds to let target women participate in
the event by ensuring health checkups
would be done free and that medicines
would be provided free according to
need. Moreover, since the communities
consisted of the same family (tribe),
there was a strong network within the
community where information could
spread easily. Transport was arranged
by the project for one of the 2 com-
munities where the members could not
reach to the event venue on foot.

Two consecutive healthy family
weeks (1 in each village) were set up for
data collection purposes. Each healthy
family week extended over 6 days (from
9-14 June and from 2328 June 2007).
Five professional nurses, 3 midwives, 6
female physicians (2 gynaecologists, 2
family physicians and 2 paediatricians)
and 3 laboratory technicians collected
the data. All members of the data collec-
tion team were MOH staff. They were
trained prior to the data collection on
the methods of conducting interviews
and performing health assessments.

Data collection in each village was
designed as a 2-phase process. The first
phase was conducted by nurses and
midwives and consisted of a structured
personal interview to collect demo-
graphic data and data related to the
women’s general and reproductive
health history and an measurements
of body temperature, blood pressure,
height and weight. Three successive
measurements each of vital signs, weight
and height were taken to assure the reli-
ability of the measures. The successive

measurements agreed within 0.1 cm
for height and 0.1 kg for weight and
were used for the calculation of body
mass index (BMI) (weight in kg/height
in m*). During this phase, the women
were familiarized with the purpose of
the study and their verbal consent to
participate in the second phase was ob-
tained. They were informed that their
participation was voluntary and that
they could withdraw at any time.

The second phase was conducted
by the physicians and involved a follow-
up physical examination, including a
pelvic examination, and blood sample
for haemoglobin testing. All women
(100%) were interviewed and con-
sented to the physical examination.
Single women and those suspected or
confirmed pregnant were not eligible
for the pelvic examination, leaving 196
eligible of whom 131 consented.

Ethical considerations including pri-
vacy and confidentiality were ensured
throughout the survey to protect hu-
man rights. Additionally medical inter-
ventions were provided when needed.
Ethical approval for the study was
sought through the Jordanian MOH
ethics committee.

Definitions

BMI was classified as underweight
(<20 kg/m?), normal (20-25 kg/m?),
overweight or obese (> 25kg/m?) [8,9].
Hypertension was defined as systolic
blood pressure > 140 and/or diastolic
blood pressure and > 90 mmHg [10].
Hb levels were classified as: low (< 12
g/dL), critically low (<50 g/dL) or
normal (> 15 g/dL) [11],

Data analysis

Statistical analysis was performed using
the statistical software package SPSS,
version 11.5. Cross tabulation of the
frequencies and percentages was done
for all items under investigation. The
chi-squared test was used to measure
the relationship between the 2 villages in
terms of all items and the null hypothesis
was rejected at the 5% level (P < 0.05).

Demographic characteristics

The majority of the women in the sam-
ple were married (64.3%) and 38.2%
were illiterate (Table 1). The great ma-
jority of participants from both Agaba
and Ma’an governorates were not
working at the time of the study (96.4%
and 91.8% respectively). There were
no significant differences between the
women in the 2 villages in terms of age
distribution, marital status or employ-
ment status. However, the educational
level was significantly higher in Ma'an
than Aqaba (P < 0.001).

Physiological and physical
measurements

Table 2 shows selected physiological
and clinical measurements. Half of sur-
veyed women (49.4%) had high BML
Participants from Ma’an governorate
had significantly higher BMI than those
from Aqaba governorate (61.5% versus
33.9% respectively) (P < 0.001). The
majority of the women had normal
blood pressure levels (91.5%), with a
highly significant difference between
the 2 villages (P < 0.001).

Of the 216 (83.4%) women whose
Hb concentration was checked more
than half (55.5%) had abnormally low
levels (< 12 g/dL), with no significant
difference between Agaba and Ma'an
(61.8% and 51.2% respectively) (P =
0.12). None of the women in either
village had Hb > 15 g/dL and none of
the women approached the critically
low limit of Hb < 5.0 g/dL [11]. Only
2 women (from Ma'an governorate)
(1.6%) had Hg 8-< 9 g/dL. The oth-
ers had Hb between 9-< 12 g/dL
(Table 2).

Reproductive health history

Table 3 shows that the majority of the
survey sample (76.8%) were married
at an early age (15-20 years). Around
half of the sample (58.5%) has been
pregnant S+ times while 43.1% had S+
children and 2% had S+ dead children.
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Demographic characteristic

Age (years)
15-20
21-25
26-30
31-35
36-40
41-45
46-50
> 51
Marital status
Single
Married
Divorced
Widowed
Educational level
Illiterate
Elementary
Preparatory
High school
Diploma
Bachelor degree
Postgraduate degree
Employment status
Working
Not working

Table 1 Demographic characteristics of the sample of women in 2 governorates of south Jordan

23 204 21 14.4
21 18.6 18 12.3
14 124 32 21.9
8 71 15 10.3
17 15.0 16 1.0
2.7 1 7.5

6.2 9 6.2

20 17.7 24 16.4
26 23.0 36 24.8
76 673 90 62.1
1 0.9 2 14
10 8.8 17 1.7
50 44.2 49 33.6
23 204 17 11.6
24 21.2 29 19.9
11 9.7 35 24.0
1 0.9 8 515
3 27 5.5
1 0.9 0 0.0
4 3.6 12 8.2
107 96.4 134 91.8

44 17.0 0.14
39 151
46 17.8
23 8.9
33 12.7
14 54
16 6.2
44 17.0
62 24.0 0.80
166 64.3
3 1.2
27 10.5
99 38.2 <0.001
40 15.4
53 20.5
46 17.8
9 Bi5
1 4.2
1 04
16 6.2 0.10
241 93.8

“Data were missing in some categories.

There were no significant differences
between women from the 2 villages in
any of the variables, except for age at
marriage. A higher percentage of wom-
en from Aqaba governorate (86.4%)
were married when they were <20 years
old compared with women from Ma’an
governorate (69.1%) (P < 0.001).

Only 25.9% of the women used a
family planningmethod. Although there
was no significant difference between
Aqaba and Ma’an governorates in the
proportions using family planning there
were significant differences regarding
the methods used (P < 0.001). The
most commonly used family planning
method in Aqaba was the intrauterine
device (IUD) (30.8%), while in Ma’an
it was breastfeeding (50.0%).

Few of the sample women (11.6%)
had a history of infertility. More than
one-third of the sample (37.9%) had
a history of spontaneous or induced
abortion. The difference between par-
ticipants from the 2 villages were not
statistically significant

Current health problems

The top 12 most common health prob-
lems (experienced by more than 3% of
the sample), as reported by the women
and confirmed by physicians, in the 2
villages are presented in Table 4. UTI
was the most common health problem
overall (29.0%), followed by congested
throat, gastric problems, atrophic va-
gina and RTI (bacterial vaginitis and
candida). Anaemia ranked 7th and was

diagnosed for only 6.6% of women.
There were differences in the pattern of
health problems between the 2 villages;
e.g. the most common health problem
in Agaba governorate was UTI (29.0%),
while in Ma'an it was congested throat
(25.3%).

Discussion

Demographic characteristics

The 2 selected villages in the present
study are from poverty pockets in
Jordan, and this was reflected by an il-
literacy rate of 38.2% which is much
higher than the illiteracy rate of women
in the general population of Jordan

(12%) [S]. This may explain the high
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Measurement

Temperature (°C)
<375

BMI
Underweight

Normal weight

Overweight/obese

(Missing data)
Blood pressure

Normal

Hypertension
Haemoglobin

Normal

Anaemic

(Missing data)
Haemoglobin level (g,/dL)

08-<9

09-<10

10-<T11

1-<12

12-<13

13-<14

14-<15

Table 2 Selected physiological and physical measurements of the sample of women in 2 governorates of south Jordan

110 97.3 136 93.2 246 95.0 0.10
27 241 10 7.0 37 14.5 <0.001
47 42.0 45 31.5 92 36.1
38 33.9 88 61.5 126 494

3 2.7 10 6.8 13 5.0
111 98.2 126 86.3 237 91.5 <0.001
2 1.8 20 13.7 22 8.5
34 38.2 62 48.8 96 444 0.12
55 61.8 65 51.2 120 55.5
24 - 19 - 43 -
(n=289) (n=127) (n =216)
0 0.0 1.6 2 0.9 0.12
2 2.2 1.6 4 1.9

20 22.5 18 14.2 38 17.6
33 371 43 33.9 76 35.2
22 24.6 37 291 59 274
12 13.5 19 15.0 31 14.4

0 0.0 6 4.7 6 2.8

“Percentages were calculated based on the total number of women with data recorded in each category.

BMI = body mass index.

level of unemployment (93.8%), al-
though the unemployment rate in the
present study did not agree with the
results of a community-based survey of
women in southern Jordan conducted
in 2005 in which only 4.6% of women
were working[12].

Physiological and clinical
measurements

BMI has been widely used and accepted
as a simple method to determine the
risk of developing health problems by
weight status [8,9,13]. Half of surveyed
women were overweight or obese and
this finding agrees with several other
studies conducted in Jordan [2,6,14].
The rate of obesity/overweight is a
health concern in the Jordanian com-
munity [15]. It has been linked to dys-
lipidaemia and type 2 diabetes, which

in turn, elevate the risk of cardiovascular
disease (CVD) [6]. Moreover, obesity
causes serious medical complications
and impairs quality of life and, in older
persons, it can exacerbate the age-relat-
ed decline in physical function and lead
to frailty [9].

Only 8.5% of the women surveyed
had high blood pressure levels. This
contradicts a WHO report in 2005 in-
dicating that 21% of Jordanian women
had high blood pressure [15] and 2
other studies that reported higher
percentages of women with elevated
blood pressure in southern [6] and in
northern Jordan [16]. The statistical
significant difference between women
from the 2 villages is consistent with
the differences in the rate of obesity. A
relationship has been shown between
obesity and elevated blood pressure.

A high rate of hypertension has been
linked to increased CVD mortality
among overweight individuals [17]. In
addition to BMI, high blood pressure is
positively associated with illiteracy [18].
However, this disagrees with the results
of this survey as women from Ma'an
governorate had higher BMI but lower
illiteracy rates than women from Aqaba.

Although no statistics about anae-
mia have been published for Jordan
since 1991, anecdotal evidence and
discussions between health care clini-
cians indicate that it is prevalent among
the Jordanian population [19] and this
was confirmed by other studies [1,16]
and by the situation analysis conducted
by the Communication Partnership
Program in Jordan [20]. In the present
study none of the women in either vil-
lage whose Hb level was checked had

Lo 1 32 denall Aol
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Table 3 Reproductive health indicators of women in 2 governorates of south Jordan

Indicator
Age at marriage (years)
15-20 76 86.4 76 69.1 152 76.8 <0.001
21-25 6 6.8 28 255 34 17.2
26-30 3 34 5 4.5 8 4.0
31-35 3 34 1 0.9 4 1.0
No. of pregnancies
0 4 4.7 4 3.7 8 41 0.99
1 6 7.0 7 6.4 13 6.7
2-3 16 18.6 19 174 35 179
4-5 10 11.6 15 13.8 25 12.8
>5 50 58.1 64 58.7 114 58.5
No. of children
0 7 8.0 7 6.5 14 72 0.95
1 10 11.5 10 9.3 20 10.3
2=3 17 19.5 24 222 41 21.0
4-5 15 17.2 21 194 36 18.5
>5 38 43.7 46 42.6 84 43.1
No. of dead children
0 55 63.2 80 72.7 135 68.5 0.46
1 19 21.8 17 15.5 36 18.3
2=3 7 8.0 7 6.4 14 71
4-5 3 34 5 4.5 8 4.1
>5 3 34 1 0.9 4 2
History of abortion
0 49 55.7 74 67.3 132 62.1 0.39
1 17 19.3 15 13.6 32 16.2
2=3 18 20.5 15 13.6 33 16.7
>4 4 4.5 6 54 10 5.0
Infertility
No 80 92.0 95 85.6 175 88.4 0.26
Primary 3 34 4 3.6 7 35
Secondary 4 4.6 12 10.8 16 8.1
Family member first degree relative with breast cancer
Yes 1 1.0 = = 1 0.4 041
No 102 99.0 145  100.0 247 99.6
Delivered in the last 40 days
Yes 3 34 6 5.5 9 4.6 0.37
No 85 96.6 103 945 188 95.4
Current pregnancy status
Pregnant 12 14.0 20 18.9 32 16.7 0.55
Not pregnant 70 81.4 83 78.3 153 79.7
Don't know 4 4.7 3 2.8 7 3.6
Use of family planning
Yes 21 244 29 271 50 259 0.40
No 65 75.6 78 72.9 143 74.1
Type of family planning method
Intrauterine device 8 30.8 10 294 18 30.0 <0.001
Breastfeeding - - 17 50.0 17 28.3
Oral contraceptive pill 7 26.9 3 8.8 10 16.7
Lactational amenorrhea method 5 19.2 2 5.9 7 1.7
Condom 2 77 - - 2 33
Progesterone implant (Implanon®) 2 77 - - 2 33
Periodic abstinence or withdrawal = = 1 2.9 1 1.7

“Percentages were calculated based on the total number of women with data recorded in each category.
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Health problem

Urinary tract infection

Congested throat
Gastric problem®
Atrophic vagina
Bacterial vaginitis
Vaginal candidiasis
Anaemia
Cystocele
Bronchial asthma
Otitis media
Cardiac problem®

Diabetes mellitus

Table 4 Most common health problems as reported by the survey sample of women in 2 governorates of south Jordan

39.8
17.7
23.9
24.8
15.9
13.3
4.4
6.2
6.2
5.3
6.2
0.9

20.6 29.0
25,3 22.0
15.8 19.3
1.0 17.0
12.3 13.9
13.0 13.1
8.2 6.6
4.1 5.0
2.7 43
2.7 3.9
14 3.5
4.8 31

“Stomach ache and burning sensation; *Valvitis.

normal Hb levels and more than half
had levels < 12 g/dL, with no signifi-
cant difference between the 2 villages.
According to international criteria this
classifies the women as having anaemia
[10,21,22]. Khader et al. argued that in
developing countries anaemia prob-
ably reflects a nutritional deficiency
due to poor economic status. They
questioned the role of menorrhagia
and hypermenorrhoea in causing anae-
mia among women of child-bearing
age [16]. Anaemia lowers women’s
tolerance of blood loss and resistance
to infection, contributing to maternal
illness and death [4]. Fortunately, none
of the women approached the critically
lowHb level of < 5.0 g/dL [21].

Reproductive health history

The mean age at first marriage in Jor-
dan has risen significantly during the
period 19792004 (from 21.0 years in
1979t025.6 yearsin 2004) and this has
contributed to lowering the number of
expected births to Jordanian woman
during this shortened reproductive
period [11]. However, the results of
the present survey show that a majority
of the survey women were married at
an early age. The rate of early marriage
reported in this study was much higher

than those reported by other stud-
ies of Jordanian women [11,12,19].
This may be related to differences in
educational level and literacy which
were lower for this sample of women
in rural areas than the general popula-
tion. According to the Department
of Statistics education had a tangible
impact on delaying the marriage time
for females and correlates inversely

with child deaths [11].

According to Youssef a steady in-
crease in contraception use has been
reported among Jordanian women
in the last 12 years, with considerable
variation between different regions
[6]. The prevalence of current con-
traception use among women in the
central region (58%) was higher than
among women in the northern region
(54%) and reached its lowest level
(48%) among women in the southern
region. The differentials in the use of
modern contraceptives followed the
same pattern [9]. Similar results were
reported by the Atlas of Health Indica-
tors in 2004 [23] by Shakhatreh et al.
in 2006 [6]. The present survey found
even lower rates, with only one-quarter
of the participants using a family plan-
ning method, most commonly IUD
and breastfeeding.

Current health problems

The results showed that UTI was the
most common health problem among
women overall, followed by congested
throat and gastric problems. There were
also variations in health problems be-
tween the 2 villages. Previous findings
indicated hypertension was the main
problem in southern Jordan, followed
by hyperglycaemia, RTI, anaemia, vari-
cose veins, bronchial asthma and peptic
ulcer [6]. In the present survey, hyper-
tension was not ranked among the most
common problems, which agrees with
the relatively low percentage of women
with high blood pressure. Anaemia only
ranked 7th while diabetes mellitus was
ranked 12th. According to the WHO
list of noncommunicable diseases and
risk factors among women in Jordan,
physical inactivity is ranked first fol-
lowed by obesity, high blood pressure
and high cholesterol at the same level,
then diabetes and finally smoking [24].
Data on risk factors associated with
nutrition-related noncommunicable
diseases indicate a high prevalence of
these risk factors in this population [ 14].
Southern Jordan is a disadvantaged re-
gion and economic and health-related
indicators lag far behind those of other
parts of the country [6].
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Another study in the south of Jordan
found results that were relatively similar
to our results. It indicated that 39% out
of 117 women who agreed to a vaginal
examination had signs ofa RTTand 31%
reported symptoms of UTI, including
dysuria, frequency of micturition or
both. Yet that study was conducted on
women over S0 years of age and was fo-
cused mainly on menopause-associated
problems [1]. Another study reported
that RTT were diagnosed in 55% of the
women, anaemia in 40%, genital pro-
lapse in 229 and UTT in 149%.

This comparison reveals some kind
of consensus on at least 4 main health
problems: UTI, RTI, anaemia and
obesity (with all its associated risks).
This finding is congruent with that of
the MOH Communication Partnership
Program that emphasized that the so-
called lifestyle diseases, such as diabetes,
obesity and CVD, have begun to replace

References

infectious diseases as the leading causes
of morbidity and mortality in Jordan
[20]. More importantly, many women
did not realize they had a treatable health
problem such as anaemia. According
to Roudi-Fahimi, although anaemia is
common throughout the Middle East
and North Africa (regardless of a coun-
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Conclusion

The study results support the idea that

women in southern Jordan experience
considerable reproductive-related
and other morbidities. Health care
providers should be sensitized to the
health needs of women in general and
those living in disadvantaged areas in
particular. Provision of the necessary
information related to healthy lifestyles
and abnormal signs and symptoms is
an essential element for women’s em-

powerment.
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WHO research shows effective simplified approach to preventing postpartum haemorrhage

Between 2009 and 2010, UNDP/UNFPA/WHO/World Bank Special Programme of Research, Development and
Research Training in Human Reproduction coordinated a randomized controlled trial in 8 countries that studied a
simplified approach to management of the third stage of labour without controlled cord traction. The study, in which
more than 24 000 women participated, showed that omitting controlled cord traction has little effect on the risk of
severe bleeding and indicates that effective prevention of postpartum haemorrhage could be accomplished with just a
uterotonic agent (primarily oxytocin). The findings have important implications for expanding access to effective care

and could have a substantial impact on maternal survival in places where access to skilled medical staffis difhicult.

Results of the study were published in the Lancet, Early Online Publication, 6 March 2012 (http: //wwwithelancet.com/

journals/lancet/article/PIISO 140-6736(12)60206-2 /abstract).
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