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EVIDENCE-BASED ANSWER

A

 When is the best time 
to clamp the umbilical cord 
after routine vaginal delivery?

 sometime between 30 seconds
  and 2 minutes after delivery ap-
pears to be the best interval. In term infants, 
delayed clamping (waiting 1 or 2 minutes 
or until the cord stops pulsating) improves 
hemoglobin and ferritin levels, but slightly 
increases the risk of neonatal jaundice re-
quiring phototherapy (strength of recom-
mendation [SOR]: A, meta-analysis). 

In preterm infants less than 37 weeks 
of age, cord clamping between 30 and 
120 seconds after delivery reduces the 
need for blood transfusion (number 
needed to treat [NNT]=4) and frequency 
of intraventricular hemorrhage (NNT=8) 
compared with clamping in less than 
20 seconds (SOR: A, meta-analyses).

Evidence summary 
A 2008 Cochrane meta-analysis reviewed 
11 randomized controlled trials (RCTs), en-
rolling more than 2900 women who had term 
vaginal deliveries, that compared early cord 
clamping (ECC) with delayed cord clamp-
ing (DCC).1 All of the trials defi ned ECC 
as clamping less than 1 minute after birth. 
DCC was variously defi ned as clamping after 
1 minute, after 2 minutes, or after the cord 
stopped pulsating. 

DCC was associated with increased new-
born hemoglobin values (weighted mean 
diff erence [WMD]=2.2 g/dL; 95% confi dence 
interval [CI], 0.3-4.1) and increased mean 
ferritin levels that persisted for as long as 
6 months (WMD=12 mcg/L; 95% CI, 4.1-20). 
However, signifi cantly fewer infants who 
underwent ECC required phototherapy for 
jaundice (relative risk [RR]=0.59; 95% CI, 
0.38-0.92; NNT=45). 

Th is meta-analysis was limited by varia-
tions in the defi nition of DCC, the level at 
which newborns were held in relation to the 
placenta (above, below, or level with), and the 
use of uterotonics. Th ese limitations also apply 
to the other systematic reviews discussed here. 

But is hyperbilirubinemia signifi cant?
A 2007 meta-analysis of 15 clinical trials 
(8 randomized and 7 nonrandomized) with 
1001 term infants in the DCC group and 911 
in the ECC group found results similar to 
the Cochrane review.2 When compared with 
ECC, delayed clamping at least 2 minutes 
after birth was associated with signifi cantly 
higher hematocrit (WMD=3.7%; 95% CI, 2-4), 
ferritin (WMD=18 mcg/L; 95% CI, 17-19), 
and stored iron (WMD=20 mg; 95% CI, 8-32), 
as well as decreased risk of anemia (RR=0.5; 
95% CI, 0.4-0.7). 

Infants in the DCC group had an in-
creased risk of asymptomatic polycythemia 
(RR=3.9; 95% CI, 1.0-15). Delayed clamping 
was also associated with an increased rate 
of phototherapy for hyperbilirubinemia that 
didn’t reach statistical signifi cance, although 
the confi dence interval was wide (RR=1.78; 
95% CI, 0.71-4.46).

Early clamping poses risks 
for preterm infants
A 2008 meta-analysis (using Cochrane meth-
odology) identifi ed 10 RCTs enrolling 454 in-
fants born at less than 37 weeks’ gestation.3 
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ECC was defi ned as less than 20 seconds after 
delivery and DCC as greater than 30 seconds 
(and up to 120 seconds). 

Th e review found ECC to be inferior to 
DCC. Early clamping was associated with 
an increased risk of transfusion for anemia 
(3 studies, 112 patients; RR=2.1; 95% CI, 
1.2-3.3; NNT=4), increased number of 
blood transfusions (4 studies, 170 patients; 
WMD=1.2; 95% CI, 0.52-1.8), and increased 
rate of intraventricular hemorrhage (RR=1.9; 
95% CI, 1.3-2.8; NNT=8). 

Recommendations
Th e World Health Organization (WHO) rec-
ommends against clamping the umbilical 

cord any earlier than is necessary to apply 
traction to the placenta in the active man-
agement of the third state of labor.4 (WHO 
estimates this would normally take around 
3 minutes.) Early clamping may be required if 
the baby is asphyxiated and needs immediate 
resuscitation. 

Th e Society of Obstetricians and Gy-
necologists of Canada recommends delay-
ing cord clamping by at least 60 seconds in 
premature newborns (<37 weeks’ gestation) 
to reduce the risk of intraventricular hemor-
rhage and the need for transfusion.5 For term 
newborns, the Society advises clinicians to 
weigh the increased risk of neonatal jaundice 
against the benefi t of greater iron stores on a 
case-by-case basis.                  JFPJFP
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