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FOREWORD

The Government of the Republic of Zambia attaches great importance to maternal and new born health and has been implementing
various programs to reduce the high levels of maternal and neonatal morbidity and mortality. The Zambia Demographic and Health
Surveys (ZDHS) showed that in 2002, Maternal Mortality Ratio was at 749/100 000 live births, 591/100,000 live births in 2007 and
398/100 000 live births in 2013. The Maternal mortality ratio of 398/100 000 live births significantly fell short of the National Health
Strategic Plan and Millennium development goal target of 162/100 000 live births by 2015.

Moving forward, Zambia has set an ambitious, yet attainable target of reducing its maternal mortality ratio from 398/100,000 to less
than 100/100,000 live births by 2021 as articulated in the National Health Strategic Plan 2017 — 2021. To attain this milestone, we are
building a robust and resilient health care system by prioritizing key health care system building blocks. This investment needs to be
supported by ongoing skills and knowledge enhancement of our health workers.

The Pregnancy, Childbirth, Postpartum and Newborn Care: A guide for essential practice in Zambia, 2016 has been adapted from the
World Health Organization manual of 2016; and was prepared in a consultative manner with the participation of various stakeholders
to meet local needs as part of the national efforts to improve the health of our women and children in Zambia. The document
provides evidence based standard operating procedures and guidelines for use by health care providers at all levels. This essential
package will facilitate provision of improved standard of maternal and neonatal care significantly contributing to the reduction of
morbidity and mortality related to complications of pregnancy and childbirth.

The manual focuses on conditions that contribute to poor maternal and neonatal outcomes. This is divided into six sections namely;
emergency management including referral, emergency treatment for the woman, post abortion care, antenatal care, labor and
delivery, postpartum as well as newborn care. This guide shall be useful in forming the basis for decision making, development of
supervisory tools and standards. The document will also provide well-targeted hands on guide to care during training and at various
service delivery points. Ministry of Health realizes that guidelines on their own cannot translate into improved quality of services and
It is for this reason that emphasis will be placed on heightened on the job capacity building interventions including technical support
through mentorship using this manual. In addition, these capacity building interventions shall be linked to the e-learning platforms as
espoused in our e-health strategy. | therefore urge all Health Care workers to fully utilize these guidelines and contribute to our quest
to accelerate the reduction of maternal and newborn morbidity and mortality in our nation.

Honorable Dr. Chitalu Chilufya, MP
MINISTER OF HEALTH
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INTRODUCTION

The aim of Pregnancy, childbirth, postpartum and newborn care guide for essential practice (PCPNC) is
to provide evidence-based recommendations to guide health care professionals in the management of
women during pregnancy, childbirth and postpartum, and post abortion, and newborns during their first
week oflife,includingmanagement of endemicdiseaseslike malaria, HIV/AIDS, TBand anaemia.

All recommendations are for skilled attendants working at the primary level of health care, either at the
facility or in the community. They apply to all women attending antenatal care, in delivery, postpartum
orpostabortion care,orwhocomeforemergencycare,andtoallnewbornsatbirthand duringthefirst
week of life (or later) for routine and emergency care.

The PCPNCisaguideforclinical decision-making. It facilitates the collection, analysis, classification
anduseofrelevantinformation bysuggestingkeyquestions, essential observationsand/or
examinations, and recommending appropriate research-based interventions. It promotes the early
detection of complicationsandtheinitiation of earlyand appropriatetreatment, including timely
referral, if necessary.

Correct use of this guide should help reduce the high maternal and perinatal mortality and morbidity
rates prevalent in many parts of the developing world, thereby making pregnancy and childbirth safer. It
covers the most serious endemic conditions that the skilled birth attendant must be able to treat, and
has been made consistent with national guidelines and other policies.

Thefirst section, How to use the guide, describes how the guideis organized, the overall contentand
presentation. Each chapterbeginswith ashortdescription of howtoreadanduseit,tohelpthereader
use the guidecorrectly.

The Guide has been developed by the WHODepartment of Reproductive Health and Research and
the Department of Maternal, Newborn, Child and Adolescent Health with contributions from the
following WHO programmes:

W Child and Adolescent Health and Development

W HIV/AIDS

B Nutrition for Health and Development (NHD)

B Essential Medicines and Health Products (EMP)

B Vaccines and Biologicals

B Communicable Disease Control, Prevention and Eradication(tuberculosis,
malaria, helminthiasis)

W Gender, Women and Health

B Mental Health and Substance Dependence

B BlindnessandDeafness

The guideline has been adapted and domesticated for use in Zambia by the Ministry of Health
with support from WHO and other stakeholders.
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How to read the guide

HOW TO READ THE GUIDE

Content

The Guideincludesroutineand emergency care
for women and newborns during pregnancy,
labour and delivery, postpartum and post
abortion, as well as key preventive measures
required to reduce the incidence of endemic and
other diseases like malaria, anaemia, HIV/AIDS
and TB, which add to maternal and perinatal
morbidity and mortality.

Most women and newborns usingthe services
describedinthe Guide are notilland/or do not
havecomplications. Theyareabletowaitinline
when they come for a scheduled visit. However,
the small proportion of women/newborns who
are ill, have complications or are in labour,
need urgent attention andcare.

The clinical content is divided into six sections

which are as follows:

W Quick check (triage), emergency management
(called Rapid Assessment and Management
or RAM) and referral, followed by a chapter on
emergency treatments forthe woman.

B Post-abortion care.

B Antenatal care.

W Labour anddelivery.

W Postpartum care.

B Newborn care.

In each of the six clinical sections listed
above there is a series of flow, treatment and
information charts whichinclude:

B Guidance on routine care, including
monitoring the well-being of the mother
and/ or baby.

B Early detection and management
of complications.

B Preventive measures.

B Advice and counselling.

In addition to the clinical care outlined

above, other sections in the guide include:

W Advice on HIV, prevention and treatment.

W Support for women with special needs.

M Links withthe community.

M Drugs, supplies, equipment, universal
precautions and laboratory tests.

W Examples of clinical records.

W Counselling and key messages for women
and families.

There is an important section at the beginning
of the Guide entitled Principles of good care
.Thisincludes principles of good carefor
allwomen, including those with special needs.
It explains the organization of each visit to a
healthcare facility, which applies to overall care.
The principles are not repeated for each visit.

Recommendations for the management of
complications at secondary (referral) health care
level canbefoundinthefollowingguidesfor
midwives and doctors:

B Managing complications of pregnancy and
childbirth (WHO/RHR/00.7)
B Managing newborn problems.
DocumentsreferredtointhisGuide canbe
obtained from the Department of Maternal,
Newborn, Child and Adolescent Health,
WorldHealth Organization ,Geneva, Switzerland.
E-mail: mncah@who.int.

Other related WHO documents can be

downloaded from the following links:

B Medical Eligibility Criteria 3rd edition:
http://www.who.int/reproductive-health/
publications/mec/mec.pdf.

B Selected Practice Recommendations 2nd
edition: http://www.who.int/reproductive-
health/publications/spr/spr.pdf.

Guidelines for the Management of Sexually
Transmitted Infections: http://www.who.int/
reproductive-health/publications/rhr_01_10_
mngt_stis/guidelines_mngt_stis.pdf
Sexually Transmitted and other Reproductive
Tract Infections: A Guide to Essential
Practice: http://www.who.int/reproductive-
health/publications/rtis_gep/rtis_gep.pdf
Consolidated guidelines on the use of
antiretroviral drugs for treating and preventing
HIVinfection.Recommendations fora public
healthapproach. WorldHealth Organization
June 2013: http://www.who.int/hiv/pub/
guidelines/arv2013/download/en/index.html
Service delivery approaches to HIV testing and
counselling (HTC): a strategic HTC programme
framework. World Health Organization

2012. http://www.who.int/hiv/pub/vct/
htc_framework/en/

Malaria and HIV Interactions and their
Implications for Public Health Policy.
http://www.who.int/hiv/pub/prev_care/en:
ISNB 92 4 159335 0

Interim WHO clinical staging of HIV/AIDS and
HIV/AIDS case definitions for surveillance
African Region. http://www.who.int/hiv/pub/
prev_care/en Ref no: WHO/HIV/2005.02
HIV and Infant Feeding. Guidelines on
HIVandInfantfeeding. http://www.
who.int/maternal_child_adolescent/
documents/9789241599535/en/
Integrated Management of Adolescent and
adult illness
http://www.who.int/3by5/publications/
documents/imai/en/index.html
Counselling for maternal and newborn health
care: a handbook for building skills. http://
www.who.int/maternal_child_adolescent/
documents/9789241547628/en/index.html
Updated WHO policy recommendation:
intermittent preventive treatmentofmalariain

pregnancy using sulfadoxine-pyrimethamine
(IPTp-SP). October 2012
http://www.who.int/malaria/publications/atoz
/who_iptp_sp_policy_recommendation/en/

M Guidelines for the treatment of malaria.
Second edition. March 2010
http://www.who.int/malaria/publications/
atoz/9789241547925/en/

B WHO recommendations for the prevention and
treatment of postpartum haemorrhage. 2012
http://www.who.int/reproductivehealth/
publications/maternal_perinatal_
health/9789241548502/en/

B WHO recommendations for prevention
and treatment of pre-eclampsia
and eclampsia. 2011.
http://www.who.int/reproductivehealth/
publications/maternal_perinatal_
health/9789241548335/en/

B WHO recommendations for the prevention
and management of tobaccouseand
second- hand smoke exposure in
pregnancy.
http://www.who.int/tobacco/publications/
pregnancy/guidelinestobaccosmokeexposure
/ en/index.html

B Hand hygiene in outpatient and home-based
careandlong-term carefacilities: aguide
totheapplication ofthe WHO multimodal
hand hygiene improvement strategy
and the "My Five Moments For Hand
Hygiene" approach. World Health
Organization2012.

B Vitamin A supplementation in postpartum.
Guideline. World Health Organization 2011
http://www.who.int/nutrition/publications/
micronutrients/guidelines/vas_postpartum/en/

B WHO recommendations on interventions to
improve preterm birth outcomes. World Health
Organization 2015. http://apps.who.int/iris/
bitstream/10665/183037/1/9789241508988 _
eng.pdf?ua=1


mailto:mncah@who.int
http://www.who.int/reproductive-health/
http://www.who.int/reproductive-
http://www.who.int/
http://www.who.int/reproductive-
http://www.who.int/hiv/pub/
http://www.who.int/hiv/pub/vct/
http://www.who.int/hiv/pub/prev_care/en
http://www.who.int/hiv/pub/
http://www/
http://www.who.int/3by5/publications/
http://www.who.int/maternal_child_adolescent/
http://www.who.int/malaria/publications/atoz/
http://www.who.int/malaria/publications/atoz/
http://www.who.int/malaria/publications/
http://www.who.int/reproductivehealth/
http://www.who.int/reproductivehealth/
http://www.who.int/tobacco/publications/
http://www.who.int/nutrition/publications/
http://apps.who.int/iris/

HOW TO READ THE GUIDE

STRUCTURE AND PRESENTATION

This Guideisatool for clinical decision-making.
The contentis presentedinaframeworkof
coloured flow charts supported by information
and treatment charts which give further details
of care.

The framework is based on a syndromic approach
whereby the skilled attendant identifies a
limited number of key clinical signs and
symptoms, enabling her/himto classify the
condition according to severity and give
appropriate treatment. Severity is marked in
colour: red for emergencies, yellow for less urgent
conditions which nevertheless need attention,
and green for normal care.

13

SIGNS

ASK, CHECK RECORD LOOK, LISTEN FEEL

Flow charts

The flow charts include the following information:

1. Keyquestionstobeasked.

2. Important observations and examinations to
bemade.

3. Possible findings (signs) based on information
elicited from the questions, observations and,
where appropriate, examinations.

4. Classification of the findings.

5. Treatment and advice related to the signs
and classification.

“Treat, advise” means giving the treatment
indicated (performing a procedure, prescribing
drugs or other treatments, advising on possible
side-effects and how to overcome them) and
giving advice on other important practices.

The treat and advice column is often cross-
referenced to othertreatmentand/orinformation
charts.Turn to these charts for more information.

O O

CLASSIFY TREAT AND ADVISE

e ©O

Structure and presentation

Use of Colour

Colourisusedinthe flow chartstoindicatethe
severity of acondition.

6. Red highlights an emergency which requires
immediate treatment, and in most cases,
urgent referral to a higher level health facility.

7. Yellow indicates that there is a problem that
can be treated without referral.

8. Green usually indicates no abnormal condition
and therefore normal care is given, as outlined
in the guide, with appropriate advice for home
care and follow up.

Key sequential steps

The charts for normal and abnormal deliveries
arepresentedinaframework of key sequential
stepsforacleansafedelivery.Thekeysequential
steps for deliveryareinacolumnonthe leftside
of the page, while the column on the right has
interventions which may be required if problems
arise during delivery. Interventions may be

linked to relevant treatment and/or information
pages, and are cross-referenced to other parts of
the Guide.

Treatment and information pages

The flow charts are linked (cross-referenced) to
relevanttreatmentand/orinformation pagesin
other parts ofthe Guide.These pagesinclude
information which is too detailed to include inthe
flow charts:

B Treatments.

B Advice and counseling.
W Preventive measures.
B Relevant procedures.

Information and counseling sheets

These contain appropriate advice and counseling
messages to provide to the woman, her partner
and family. In addition, a section is included at
the back of the Guide to support the skilled
attendant in this effort. Individual sheets are
provided with simplified versions of the messages
on care during pregnancy (preparingabirth and
emergency plan, clean home delivery, care for the
mother and baby after delivery, breastfeeding and
careafteranabortion)tobegiventothe mother,
her partner and family at the appropriate stage of
pregnancy and childbirth.

Thesesheetsare presentedinagenericformat.
They willrequire adaptationtolocal conditions
and language, and the addition of illustrations
to enhance understanding, acceptability and

attractiveness. Different programmes may prefer
adifferentformatsuchasabooklet orflipchart.
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Assumptions underlying the Guide

ASSUMPTIONS UNDERLYING THE GUIDE

Recommendationsinthe Guide aregeneric,
made on many assumptions about the health
characteristics of the population and the
healthcaresystem (thesetting, capacityand
organization of services, resources and staffing).

Population and
endemic conditions

B High maternal and perinatal mortality
B Many adolescent pregnancies
B High prevalence of endemic conditions:
— Anaemia
— Stable transmission of falciparum malaria
— Hookworms (Necator americanus and
Ancylostoma duodenale)
— Sexually transmitted infections,
including HIV/AIDS
— Vitamin A and iron/folate deficiencies

Health care system

The Guide assumes that:

B Routine and emergency pregnancy, delivery
and postpartum careare providedatthe
primary levelofthe healthcare,e.g.atthe
facility near wherethe womanlives.This
facility could be a health post, health centre
ormaternity clinic.

B [t could also be a hospital with a delivery
ward and outpatient clinic providing routine
care to women from the neighbourhood.

Asingleskilledattendantisprovidingcare.

She may work at the health care
centre, a maternity unit of a hospital or
she may go to the woman's home, if
necessary. However there may be other
health workers who receive the woman
or support the skilled attendant when
emergency complications occur.

Human resources, infrastructure,
equipment, supplies and drugs are
limited. However, essential drugs, IV
fluids, supplies, glovesand essential
equipment are available.

Ifahealth worker with higher levels of skill
(at the facility or areferral hospital) is
providing pregnancy, childbirth and
postpartum care to women other than
those referred, she follows the
recommendations described in this Guide.
Routine visits and follow-up visits

are “scheduled” during office

hours.

Emergency services (“unscheduled”
visits) for labour and delivery,
complications, or severe illness or
deterioration are provided 24 hours, 7
days a week.

Women and babies with complications
or expected complications are
referred for further care to the
secondary level ofcare, a referral
hospital.

Referral and transportation are
appropriate for the distance and

other circumstances. They must
besafeforthemotherand the

baby.

Some deliveries are conducted at
home, attended by traditional birth
attendants(TBAs) orrelatives, orthe
womandeliversalone (but home delivery
without a skilled attendant is not
recommended).

Links with the community and
traditional providers are established.
Primary health care services and the
community are involved in maternal and
newborn health issues.

Other programme activities, such

as management of malaria,

tuberculosis and other lung diseases,
treatment for HIV, and infant

feeding counseling, thatrequire
specifictraining, are delivered bya
different provider, at the same
facility or at the referral hospital.
Detection, initial treatment and
referral are done by the skilled
attendant.

All pregnant woman are routinely offered
HIV testing and counseling at the first
contact with the health worker, which
could be during the antenatal visits, in
early labour orinthe postpartum period.
Women who are first seen by the health
worker in late labour are offered the test
after the childbirth.

Health workers are trained to provide
HIV testing and counseling.
HIVtestingkitsand ARV drugs are
available at the Primary health-care

Knowledge and
skills of care providers

This Guide assumes that professionals using
it have the knowledge and skills in providing
thecareitdescribes.Othertraining materials
must be used to bring the skillsup to the level
assumed by the Guide.



PRINCIPLES OF GOOD CARE

mCOMMUNICATION These principles of good care apply to all contacts between the skilled attendant and all women and their babies; they are not
repeated in each section. Care-givers should therefore familiarize themselves with the following principles before using the Guide.
The principles concern:

B Communication E

Workplace and administrative proceduresm
Standard precautionsand cIeanIinessm
Organizingavisit.m

J¥] WORKPLACE AND
ADMINISTRATIVE PROCEDURES

[ZISTANDARD PRECAUTIONS
AND CLEANLINESS

[X7IORGANIZING A VISIT

PRINCIPLES OF GOOD CARE

Principles of good care




PRINCIPLES OF GOOD CARE

Communication

COMMUNICATION

Communicating with the woman
(and her companion)

B Make the woman (and her companion)
feelwelcome.
B Be friendly, respectful and non-judgmental at
all times.
B Usesimpleandclearlanguage.
W Encourage her to ask questions.
W Askand provide information related to
her needs.
W Support her in understanding her options and
making decisions.
B At any examination or before any procedure:
— seek her permission and
— inform her of what you are doing.
B Summarize the mostimportantinformation,
including the information on routine
laboratory tests and treatments.

Verify that she understands emergency signs,
treatment instructions, and when and where to
return. Check for understanding by asking her to
explain or demonstrate treatment instructions.

Privacy and confidentiality

In all contacts with the woman and her partner:

B Ensure a private place for the examination
and counseling.

B Ensure, when discussing sensitive subjects,
that you cannot be overheard.

B Make sure you havethe woman’s consent
before discussing with her partner or family.

B Never discuss confidential informationabout
clients with other providers, or outside the
health facility.

B Organize the examination area so that, during
examination, the woman is protected from the
view of other people (curtain, screen, wall).

W Ensure all records are confidential and kept
locked away.

W Limit access to logbooks and registers to
responsible providers only.

Prescribing and recommending
treatments and preventive
measures for the woman
and/or her baby

When giving a treatment (drug, vaccine, bed net,
condom)attheclinic,or prescribing measuresto
be followed athome:

B Explain to the woman what the treatment is
andwhyitshould be given.

B Explain to her that the treatment will not harm
her or her baby, and that not taking it may be
more dangerous.

B Giveclearandhelpfuladvice on howtotake
the drugregularly:

— forexample:take2tablets3timesa
day,thusevery8hours,inthe morning,
afternoon and evening with some water
and after a meal, for 5 days.

B Demonstratethe procedure.

W Explain how the treatment is given to the baby.

Watch herasshedoesthefirsttreatment
in the clinic.

B Explain the side-effects to her. Explain that

theyarenotserious,andtellherhowto
manage them.
Advise hertoreturnifshe hasanyproblemsor
concerns about taking the drugs.
Explore any barriers she or her family may
have, or have heard from others, about using
thetreatment, where possible:
— Has she or anyone she knows used the
treatmentor preventive measure before?
— Were there any problems?
— Reinforce the correct information
that she has,and try toclarify the
incorrect information.
Discuss with her the importance of buying and
taking the prescribed amount. Help her to think
abouthowshewillbeabletopurchasethis.



PRINCIPLES OF GOOD CARE

WORKPLACE AND ADMINISTRATIVE PROCEDURES

Workplace

W Servicehoursshouldbeclearly posted.

B Be on time with appointments or inform the
woman/women if she/they need to wait.

B Before beginning the services, check that
equipment is clean and functioning and that
supplies and drugs are in place.

B Keepthefacilitycleanbyregularcleaning.

B Attheendoftheservice:

— discard litter and sharps safely
— prepare for disinfection; clean and disinfect
equipment and supplies
— replace linen, prepare for washing
— replenish supplies and drugs
— ensure routine cleaning of all areas.
B Handover essential information to the
colleague who takes over the shift for
continuity.

Daily and occasional
administrative activities

W Keep records of equipment, supplies, drugs
and vaccines.

B Check availability and functioning of essential
equipment (order stocks of supplies, drugs,

vaccines and contraceptives before they run out).

W Establish staffinglistsand schedules.

B Complete periodic reports on births, deaths
and other indicators as required, according
toinstructions.

Workplace and administrative procedures

Record keeping

B Always record findings on a clinical
record and home-based record. Record
treatments, reasons for referral, and follow-up
recommendations at the time the observation
is made.

B Do not record confidential information on the
home-based record if the woman is unwilling.

B Maintain and file appropriately:

- all clinical records
- all other documentation.

International conventions

B The health facility should not allow
distribution of free or low-cost
supplies or products within the
scope of the International Code of
Marketing of Breast Milk
substitutes.

B Cigarette smoking or the use of
tobacco / nicotine containing
products should not be allowed
within the health facility.

B All health facilities should be
tobacco free and support a
tobacco-free environment.




PRINCIPLES OF GOOD CARE

Standard precautions and cleanliness

STANDARD PRECAUTIONS AND CLEANLINESS

Observe these precautions to protect the
woman and her baby, and you as the health
provider, from infections with bacteria and
viruses, including HIV.

Wash hands

B Wash hands with soap and water:

— Before and after caring for a
woman or newborn, and before any
treatment procedure.

— Wheneverthe hands (oranyotherskin
area) are contaminated with blood or other
body fluids.

— After removing the gloves, because they
may have holes.

— After changing soiled linen or
clothing.

B Keepnailsshort.

Wear gloves

B Wear sterile or highly disinfected gloves when
performing vaginal examination, delivery,
cord cutting, repair of episiotomy or tear,
blood drawing.

B Wear long sterile or highly disinfected gloves for
manual removal of placenta.

B Wear clean gloveswhen:

— Handling and cleaning instruments

— Handling contaminated waste

— Cleaning blood and body fluid spills.
W Drawing blood.

Protect yourself from blood and
other body fluids during deliveries

— Weargloves; cover any cuts, abrasions or
broken skin with awaterproof bandage;
take care when handling any sharp
instruments (use good light); and practice
safe sharpsdisposal.

— Wearalongapron made from plasticor
other fluid resistant material, and closed
shoes.

— If possible, protect your eyes from splashes
of blood by using eye protective gear

(goggles)

Practice safe sharps disposal

W Keep a puncture resistant container nearby.

B Useeachneedleandsyringe onlyonce.

B Donotrecap,bendorbreakneedlesafter
giving an injection.

B Dropallused (disposable) needles, plastic
syringes and blades directly into this
container, without recapping, and without
passing to another person.

B Empty or send for incineration when the
container is three-quarters full.

Practice safe waste disposal

B Disposeofplacentaorblood,orbodyfluid
contaminated items, in leak-proof containers.

W Burn or bury contaminated solid waste.

B Wash hands, gloves and containers after
disposal of infectious waste.

B Pour liquid waste down a drain or flushable toilet.
B Wash hands after disposal of infectious waste.

Deal with contaminated
laundry

B Collectclothingorsheetsstained with blood
or body fluids and keep them separately from
otherlaundry,wearingglovesoruseaplastic
bag. DO NOT touch them directly.

M Rinse off blood or other body fluids before
washing with soap.

Sterilize and clean
contaminated equipment

B Make sure that instruments which penetrate
the skin are adequately processed and
sterilized, or that single-use instruments are
disposed of after one use.

B Thoroughly clean or disinfect any equipment
which comes into contact with intact skin
(according to instructions).

B Use 05%Chlorine solution (bleach)for
cleaningbowlsandbuckets, and for blood
or body fluid spills.

Clean and
disinfect gloves

B Washtheglovesinsoapandwater.

B Check for damage: Blow gloves full of air, twist
the cuff closed, then hold under clean water
andlook forair leaks. Discard if damaged.

B Soak overnight in bleach solution with
0.5%available chlorine(madebyadding
90 ml water to 10 ml bleach containing 5%
available chlorine).

B Dry away from direct sunlight.

B Dust inside with talcum powder or starch.

This produces disinfected gloves. They are not sterile.

Sterilize gloves

B Sterilize by autoclaving or highly disinfect by
steaming or boiling.

B Refer to infection prevention
guidelines

B As much as possible avoid re-using
examination gloves!



PRINCIPLES OF GOOD CARE

RECEIVING A CLIENT

Receive and
respond immediately

Receive every woman and newborn baby
seeking care immediately after arrival (or
organize reception by another provider).

m Perform Quick Check on all new incoming
womenand babiesandthosein the waiting
room, especiallyif no-oneis receivingthem E

B At the first emergency sign on Quick
Check, begin emergency assessmentand
management (RAM) hewoman,
or examine the newborn [(EUEE,

B If sheisin labour, accompany her to an
appropriate place andfollow the stepsasin
Childbirth: labour, delivery and immediate
postpartum care

B [fshehaspriority signs,examine her
immediately using Antenatal care,
Postpartum or Post-abortion care charts
-cis REEiol 5522}

B [fnoemergency orpriority signonRAM or not
inlabour, invite her to wait in the waiting room.

B I|fbabyisnewlyborn,lookssmall,examine
immediately. Do not let the mother wait in
the queue.

Begin each emergency care visit

B Introduce yourself.

B Askthenameofthewoman.

B Encourage the companion to stay with the woman.

B Explain all procedures, ask permission,
and keepthe womaninformedasmuchas

Receiving a client

you can about what you are doing. If she is
unconscious, talk to the companion.

B Ensure and respect privacy during examination
anddiscussion.

B [fshecamewithababyandthebabyiswell,
askthecompaniontotakecareofthebaby
during the maternal examination and treatment.

Care of woman or baby referred
for special care to secondary

level facility

B Whenawomanorbabyisreferredto
asecondarylevel carefacility because
of a specific problem or complications,
the underlying assumption of the Guide
is that, at referral level, the woman/baby
willbe assessed, treated, counselled and
advised onfollow-up forthat particular
condition/ complication.
B Follow-up for that specific condition will
beeither:
— organized by the referral facility or
— written instructions will be given to the
woman/baby for the skilled attendant at the
primary levelwhoreferred the woman/baby
— the woman/baby will be advised togofora
follow-upvisitwithin 2 weeksaccordingto
severity of the condition.
B Routine care continues at the primary care
level where it was initiated.

Begin each routine visit
(for the woman and/or the baby)

W Greet the womanand offer her a seat.
B Introduce yourself.
B Askhername (and the name ofthe baby).
W Ask her:
— Whydidyoucome?Foryourselforfor
your baby?
— For a scheduled (routine) visit?
— For specific complaints about you or
your baby?
— First or follow-up visit?
— Do you want toinclude your companion or
other family member (parent if adolescent)
intheexaminationanddiscussion?

B Ifthe womanis recently delivered, assess
the baby or ask to see the baby if not with
the mother.

B If antenatal care, always revise the birth plan at
the end of the visit after completing the chart.

B Forapostpartumvisit,ifshecamewiththe
baby,alsoexaminethebaby:

— Followtheappropriatechartsaccording
topregnancy status/age of the babyand
purpose of visit

— Follow all steps onthe chartandin
relevant boxes.

B Unlessthe condition of the womanorthe
babyrequiresurgentreferraltohospital,
give preventive measures if due even if the
woman has a condition "in yellow" that
requires specialtreatment.

B If follow-up visit is within a week, and if no

other complaints:

—>Assess the woman for the specific condition
requiring follow-up only

—>Compare with earlier assessment and re-
classify

If follow-up visit is more than a week after the
initial examination (but not the next scheduled
visit):

—>Repeat the whole assessment as required for
an antenatal, post-abortion, postpartum or
newborn visit according to the schedule

—-If antenatal visit, revise the birth plan.

During the visit

Explain all the procedures.

Ask permission before undertaking an
examination or test.

Keep the woman informed throughout. Discuss
findings with her (and her partner)

Ensure privacy during the examination and
discussions.

At the end of the visit

Ask the woman if she has any questions.
Summarize the most important messages with
her.

Encourage her to return for a routine visit (tell
her when) and if she has any concerns.

Fill the relevant cards and give her the
appropriate information sheet.

Ask her if there are any points which need to be
discussed and would she like support for this.







QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

E QUICK CHECK B Perform Quick check immediately after the woman arrivedEA
If any danger sign is seen, help the woman and send her quickly to the emergency room.

B Always begin a clinical visit with Rapid assessment and management (RAM)EEEH
— Check for emergency signs first .

E] RAPID ASSESSMENT AND If present, provide emergency treatment and refer the woman urgently to hospital.
MANAGEMENT (RAM) (1) Complete the referral form m
Airway and breathing — Check for priority signs. If present, manage according to chartsiEH.
Circulation and shock — If no emergency or priority signs, allow the woman to wait in line for routine care, according to pregnancy status.

IZIRAPID ASSESSMENT AND
MANAGEMENT (RAM) (2)
Vaginal bleeding

IEHRAPID ASSESSMENT AND
MANAGEMENT (RAM) (3)
Vaginal bleeding: postpartum

mRAPID ASSESSMENT AND
MANAGEMENT (RAM) (4)
Convulsions
Severe abdominal pain
Dangerous fever

RAPID ASSESSMENT AND
MANAGEMENT (RAM) (5)
riority signs
Labour
Other danger signs or symptoms
Non-urgent

Quick check, rapid assessment and management of women of childbearing age



Quick check

QUICK CHECK

A person responsible for initial reception of women of childbearing age and newborns seeking care should:

B assess the general condition of the care-seeker(s) immediately on arrival
B periodically repeat this procedure if the line is long. (i.e. if there are many clients, regularly check and identify any that may require urgent attention -see “look, listen & feel” below- and deal with them
first.)
If a woman is very sick, talk to her companion.

ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS CLASSIFY TREAT

B Why did you come? Isthe woman being wheeled or B Ifthewomanisorhas: EMERGENCY W Transfer woman to a treatment room for Rapid
— for yourself? carried inor: B unconscious (does not answer)  FOR WOMAN assessment and management XY
— for the baby? W bleeding vaginally W convulsing M Call for helpif needed.

B Howoldisthe baby? B convulsing B bleeding M Reassurethewomanthatshewillbetaken

B What is the concern? W |ooking veryill B severe abdominal pain or looks care ofimmediately.

W unconscious veryill m Askhercompaniontostay.
W in severe pain m headache and visual disturbance
W inlabour m severe difficulty breathing
B delivery isimminent m fever
B severe vomiting.
Check if baby is or has: B Imminentdeliveryor LABOUR W Transfer the woman to the labour ward.
m very small m Labour m Call for immediate assessment.
B convulsing .
e W [f the baby is or has: EMERGENCY FORBABY  mTransfer the baby to the treatment room for
W breathing difficulty W verysmall immediate Newborn care 2.
B convulsions M Ask the mother to stay.
W difficult breathing
B justborn
B any maternal concern.
Pregnant woman, or after ROUTINE CARE [ ] Keep the woman and baby in the
B with no danger signs | room for routine care.
B Anewborn with no danger
B maternal complaints.

T IFemergency for woman or baby or labour, go to H
IF no emergency, go to relevant section

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE



RAPID ASSESSMENT AND MANAGEMENT (RAM)

Use this chart for rapid assessment and management (RAM) of all women of childbearing age,and also for womenin labour, on first arrival and periodically throughout
labour,delivery and the postpartum period. Assess forallemergency and priority signsand give appropriate treatments, then refer the woman to hospital.

FIRST ASSESS

EMERGENCY SIGNS MEASURE TREATMENT

Do all emergency steps before referral

AIRWAY AND BREATHING

M Difficult breathingor Measure Respiratory Rate (Normal adult g Manageairwayandbreathing m This may be pneumonia,

W Central cyanosis is 12-20/min) B Refer woman urgently to hospital* L. SEATR EEREE 1D Rl
failure, obstructed breathing,
asthma.

W Cold moistskinor B Measure blood pressure If systolic BP < 90 mmHg or pulse >110 per minute: This may be haemorrhagic

B Weakandfast pulse B Count pulse B Positionthewomanon herleftsidewithlegshigherthanchest. shock, septic shock.

B InsertanIVline[:X].

B Givefluidsrapidly:X].

B [fnotabletoinsertperipheral IV,use alternative m

B Apply non- pneumatic anti shock garment - if available
B Keep her warm (coverher).

B Refer her urgently to hospital* .

* But if birth is imminent (bulging, thin perineum during contractions, visible fetal head), transfer woman to labour
room and proceed as on .

1 Next:Vaginal bleeding

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

Rapid assessmentand management (RAM) » Airway and breathing, circulation (shock) B3



QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

Rapid assessmentand management (RAM) » Vaginalbleeding

VAGINAL BLEEDING

B Assess pregnancy status
B Assess amount of bleeding

PREGNANCYSTATUS BLEEDING

TREATMENT

EARLY PREGNANCY
not aware of pregnancy, or not pregnant or
uterus NOT palpable above umbilicus

HEAVY BLEEDING

Vaginal examination

Pad or cloth soaked in < 5 minutes.

This may be abortion,
menorrhagia,

ectopic pregnancy.

Insert an IV line 2]

Give fluidsrapidly 324.

Give 0.2 mg ergometrine IM, Oxytocin or Misoprostol .
Repeat 0.2 mg ergometrine IM/IV if bleeding continues. Maximum dosage should be 1mg

If suspect possible complicated abortion, give appropriate IM/IV antibiotics m
Refer woman urgently to hospital .

LIGHT BLEEDING

Examine womanas on m
If pregnancy not likely, refer to other clinical guidelines.

LATE PREGNANCY
(uterus above umbilicus)

ANY BLEEDING IS DANGEROUS

DO NOT do vaginal examination, but:

This may be placenta
previa, abruptio placentae,
ruptured uterus.

Insert an IV line m
Give fluids rapidly if heavy bleeding or shock m
Refer woman urgently to hospital* .

DURING LABOUR
before delivery of baby

BLEEDING SINCE
LABOUR BEGAN

DO NOT do vaginal examination, but:

This may be placenta
previa, abruptio placenta,
ruptured uterus.

Insert an IV line m
Give fluids rapidly if heavy bleeding or shock m
Refer woman urgently to hospital* .

1T Next:Vaginal bleeding in postpartum

* But if birth is imminent (bulging, thin perineum during contractions, visible fetal head), transfer woman to labour
room and proceed as on [2AEor1Y,
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PREGNANCYSTATUS

BLEEDING

TREATMENT

POSTPARTUM
(baby is born)

HEAVY BLEEDING

W Pador clothsoakedin <5 minutes

W Constant trickling of blood

B Bleeding>250mlordeliveredoutside
health centre and still bleeding

M Callforextrahelp.

W Massage uterus until it is hard and give oxytocin 10 U IM m
HInsertan|Vline MandgiveIVquidswith 201U oxytocinat60drops/minute.
B Empty bladder. Catheterize if necessary @

M Check and record BP and pulse every 15 minutes and treat as on m

This may be uterine

atony, retained placenta,
ruptured uterus, vaginal or
cervical tear.

}Check and ask if placenta is delivered

PLACENTA NOT DELIVERED

B When uterus is hard, deliver placenta by controlled cord traction m

M Ifunsuccessful and bleeding continues, remove placenta manuallyand check placenta m
W Give appropriate IM/IV antibiotics m

M If unable to remove placenta, refer woman urgently to hospital .

M During transfer, continue IV fluids with 20 IU of oxytocin at 30 drops/minute.

PLACENTA DELIVERED
> CHECK PLACENTA I

If placenta is complete:

M Massage uterustoexpressanyclots m

M Ifuterusremainssoft,give ergometrine0.2 mglvm.
DO NOT give ergometrine to women with eclampsia, pre-eclampsia or known hypertension.(ergometrine only given if no response
to oxytocin)

M Continue IV fluids with 20 U oxytocin/litre at 30 drops/minute.

M Continue massaging uterustillitishard.

If placenta is incomplete (or not available for inspection):

B Remove placental fragments |

M Give appropriate IM/IV antibiotics m

M If unable to remove, refer woman urgently to hospital .

. IF PRESENT M Examine the tear and determine the degree M
Checkforperineal, lower : th . . .
. . W If third degree tear or 4™ degree tear (involving rectum or anus), refer woman urgently to hospital .
vaginal and cervicaltears . . . o .
B If cervical tear, examine extent, repair and refer to hospital immediately
M For other tears, repair them except skin nicks
M Check after 5 minutes, if bleeding persistsrepairthe tear m
’Check if still bleeding HEAVY BLEEDING lContinueI\(quids wif(h 20 uni.tsofoxytocin at60 drops/minute.InsgrtsgconQIVIine.
Atonic Uterus W If IV oxytocin not available or if bleeding does not respond to oxytocin, give misoprostol,
4 tablets of 200ug (800pg) under the tongue m
W Apply bimanual uterine or aortic compression m
M Give appropriate IM/IV antibiotics m
M nsert Uterine Balloon Tamponade and refer woman urgently to hospital .
CONTROLLED BLEEDING

L Next: Convulsions or unconscious

M Continue oxytocin infusion with 20 1U/litre of IV fluids at 60 drops/min for at least one hour after bleeding stops m
B Observe closely (every 30 minutes) for 4 hours. Keep nearby for 24 hours. If severe pallor, refer to hospital.
W Examinethe woman using Assessthe motherafterdeliverym.

Rapid assessmentand management (RAM) » Vaginal bleeding: postpartum



EMERGENCY SIGNS MEASURE

Rapidassessmentand management(RAM) » Emergencysigns

TREATMENT

CONVULSIONS OR UNCONSCIOUS

W Convulsing (now or recently), or
B Unconscious
If unconscious, ask relative
“has there been a recent convulsion?”

B Measure blood pressure
B Measure temperature
B Assess pregnancy status

SEVERE ABDOMINAL PAIN

Protect woman from fall and injury. Get help.

Manage airway m

After the convulsion ends, help woman onto her left side.
Insertan IVIineandgivefluidsslowly(30drops/min)m.
Give magnesium sulphate m

Ifearly pregnancy,givediazepamIVorrectaIIym.

Refer woman urgently to hospital* .

This may be eclampsia.

Measure BP and temperature

If diastolic BP >110 mm of Hg, give antihypertensive m

If temperature >382C, or history of fever, also give treatment
fordangerous fever (below).

Refer woman urgently to hospital* .

B Severeabdominal pain(notnormallabour) B Measure blood pressure
B Measure temperature

Insertan|Vlineandgive fluids .
Iftemperaturemorethan382C, givefirstdoseofbroad
spectrum IM/IV antibiotics FEJ.

This may be ruptured
uterus, obstructed labour,

abruptio placenta, puerperal
or post-abortion sepsis,

B Refer woman urgently to hospital* . >

W |fsystolicBP <90 mm Hg see E ectopic pregnancy.
Fever (temperature morethan382C)andanyof: @ Measuretemperature B InsertanViinel D) This may be
W Veryfastbreathing e T slow. malaria, meningitis,
W Stiff neck | GivefirstdoseofappropriateIM/IVantibioticsm. pneumonia, septicemia.
W Lethargy B Treatment should be started without delay if severe malaria is suspected.

W Very weak/not able tostand

Quinine injectable in 1% trimester, Artesunate injectable in 2"& 3™
trimesters.

Refer woman urgently to hospital* :1¥).

* But if birth is imminent (bulging, thin perineum during contractions, visible fetal
head), transfer woman to labour room and proceed as on .

QU!”K CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

Next: Prioritysigns



PRIORITY SIGNS MEASURE TREATMENT
LABOUR
W Labour pains or B Manageasfor Childbirth[2IE

B Rupturedmembranes

OTHER MANAGE DANGER SIGNS AND SYMPTOMS

If any of: B Measure blood pressure B Ifpregnant(andnotinlabour), provideantenatal care[SEl.

W Severe pallor B Measure temperature W Ifrecentlygivenbirth, providepostpartumcare 221l and

W Epigastric or abdominal pain W If recent abortion, provide post-abortion care [ZLR:71].

W Severe headache B If early pregnancy, or not aware of pregnancy, check for ectopic pregnancy m

MW Blurred vision
W Fever (temperature more than 382C)
W Breathing difficulty

IF NO EMERGENCY OR PRIORITY SIGNS, NON URGENT

H No emergency signs or B Ifpregnant(andnotinlabour), provideantenatal care K=l
W No prioritysigns B If recently given birth, provide postpartum care

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

Rapid assessmentand management (RAM) » Priority signs



Emergency treatments for the woman

EMERGENCY TREATMENTS FOR THE WOMAN

mwe ﬁﬁHR ) u Thi.s sectiop has details on emergency treatments igsgw¥iied
during Rapid assessment and management (RAM) to be
given before referral.

B Give the treatment and refer the woman urgently
to hospital .

EAI A G mINFECTION o W If drug treatment, give the first dose of the drugs before referral.
NS ERAGATEN Give appropriate IV/IMantibiotics Do not delay referral by giving non-urgent treatments.

Give diazepam
Give appropriate antihypertensive

Manage the airway and breathing
Insert IV line and give fluids

[T BLEEDING (1) [ MALARIA
- Massage uterus and expel clots vae artesunate IM
Apply bimanual uterine compression Give glucose IV

Apply aortic compression
Give oxytocin
Give misoprostol

EMERGENCY TREATMENTS FOR THE WOMAN

Give ergometrine :W/REFERTHEWOMANURGENTLYTO
Remove placenta and fragments manually - Refer the woman urgently to the hospital

Essential emergency drugs and supplies for transport and home delivery

[IBLEEDING (3)

— Repair the tear
Empty bladder

[IEFECLAMPSIA AND
PRE-ECLAMPSIA (1)

- Important considerations in caring for a
woman with eclampsia and pre-eclampsia
Give magnesium sulphate



EMERGENCY TREATMENTS FOR THE WOMAN

AIRWAY, BREATHING AND CIRCULATION

Manage the airway and breathing

If the woman has great difficulty breathing and:

B If you suspect obstruction:
— Try to clear the airway and dislodge obstruction
— Help the woman to find the best position for breathing
— Urgently refer the woman to hospital.

B If the woman is unconscious:
— Keep her on her back, arms at the side
— Tilt her head backwards (unless trauma is suspected)
— Lift her chin to open airway
— Inspect her mouth for foreign body; remove if found
— Clear secretions from throat.

B |f the woman is not breathing:

— Ventilate with bag and mask until she starts breathing spontaneously
B [f woman still has great difficulty breathing, keep her propped up, and
B Referthe womanurgently to hospital.

Airway, breathing and circulation

Insert IV line and give fluids

B Washhandswithsoapandwaterand putongloves.

B Cleanwoman’sskinwithspiritatsiteforIVline.

B Insertanintravenousline (IVline) usinga 16-18 gauge cannula.
B Commence normal saline.Ensure infusion is running well.

Give fluids at rapid rateif shock, systolic BP <90 mmHg, pulse>110/minute, or heavy
vaginal bleeding:
B Infuse firstlitre in 15-20 minutes (as rapid as possible).
B Infuse second litrein 30 minutes at 30 drop/minute. Repeat if necessary.
B Monitor every 15 minutes for:
— blood pressure (BP) and pulse
— shortness of breath or puffiness.
B Reduce the infusion rate to 20-30 drops /minute (1 litre in 6-8 hours) when pulse slows to less
than 100/ minute, systolicBPincreasesto 100 mmHgor higher.
B Reduce the infusion rate per 15-20 drops /minute if breathing difficulty or puffiness develops.
B Monitor urine output and record hourly
B Record time and amount of fluids given.

Give fluids at moderate rate if severe abdominal pain, obstructed labour, ectopic pregnancy, dangerous
fever or dehydration:
B Infuse 1litrein 2-3 hours.

Give fluids at slow rate if severe anaemia/severe pre-eclampsia or eclampsia:
W Infuse 1litrein 6-8 hours.

If intravenous access not possible

B Giveoralrehydrationsolution (ORS) by mouthifabletodrink, orbynasogastric(NG)tube.
B Quantityof ORS:300to500mlin1hour.

DO NOT give ORS to a woman who is unconscious or has convulsions.




EMERGENCY TREATMENTS FOR THE WOMAN

Bleeding (1)

BLEEDING

Massage uterus and expel clots

If heavy postpartum bleeding persists after placenta is delivered, or uterus is not well contracted

(is soft):

W Placecupped palmonuterinefundusandfeelforstate of contraction.

B Massage fundus in a circular motion with cupped palm until uterus is well contracted.

B When well contracted, place fingers behind fundus and push down in one swift action to expel clots.
B Collectbloodinacontainer placed close tothevulva. Measure or estimate blood loss, and record.

Apply bimanual uterine compression

If heavy postpartum bleeding persists despite uterine massage, oxytocin/ergometrine treatment and

removal of placenta:

B Wear sterile or cleangloves.

B Introduce the right hand into the vagina, clenched fist, with the back of the hand directed posteriorly
and the knuckles in the anterior fornix.

W Place the other hand on the abdomen behind the uterus and squeeze the uterus firmly between the
two hands.

B Continue compression until bleeding stops (no bleeding if the compression is released).

B |f bleeding persists, apply aortic compression or insert uterine balloon tamponade (UBT) and
transport woman to hospital.

Apply aortic compression

If heavy postpartum bleeding persists despite uterine massage, oxytocin/ergometrine treatment and

removal of placenta:

W Feel for femoral pulse.

W Apply pressure above the umbilicus to stop bleeding. Apply sufficient pressure until femoral pulse is
not felt.

W After finding correct site, show assistant or relative how to apply pressure, if necessary.

W Continue pressure until bleeding stops. If bleeding persists, keep applying pressure while
transporting woman to hospital.

Give oxytocin

If heavy postpartum bleeding

Initial dose Continuing dose Maximum dose
IM/IV:101U IM/IV:repeat 101U after
20 minutesifheavy
bleeding persists
IV infusion: IV infusion: Not more than 3 litres of IV fluids

20IUin 1litreat60drops/min 101Uin1litreat60drops/min containingoxytocin

Give misoprostol

If IV oxytocin not available or if bleeding does not respond to oxytocin.

Misoprostol

(1 tablet = 200ug)
Give 4tablets (800ug) underthe tongue (sub lingual)

Give ergometrine

If heavy bleeding in early pregnancy or postpartum bleeding (after oxytocin)
DO NOT give if eclampsia, pre-eclampsia, hypertension or retained placenta (placenta not delivered).

Initial dose Continuing dose Maximum dose
IM/IV:0.2 mg IM: repeat 0.2 mg Not more than 5 doses
slowly IMafter 15 minutesifheavy (total 1.0 mg)

bleeding persists

Uterine tamponade (UBT)

Using a condom and urinary catheter



EMERGENCY TREATMENTS FOR THE WOMAN

Remove placenta and fragments manually

W [fplacentanotdelivered 1 hourafterdeliveryofthe baby,OR.
W [f heavy vaginal bleeding continues despite massage and oxytocin and placenta cannot be delivered
by controlled cord traction, or if placenta is incomplete and bleeding continues.

Preparation

B Explain to the woman the need for manual removal of the placenta and obtain her consent.
B Insertan|Vline.If bleeding, give fluids rapidly. If not bleeding, give fluids slowly m
B Assistwomantogetontoherback.
B Givediazepam (10 mgIM/IV).
B Cleanvulvaandperinealarea.
| Ensurethebladderisempty.Catheterizeifnecessarym.
B Washhandsandforearmswelland putonlongsterile gloves (and anapron or gownifavailable).
Technique
B Withthelefthand, holdthe umbilical cord withtheclamp.Then pullthe cord gently untilit
is horizontal.

B Insertrighthandintothevaginaandupintothe uterus.
B Leavethecordandholdthefunduswiththelefthandinordertosupportthefundus ofthe uterus
and to provide counter-traction during removal.

B Movethefingersoftherighthandsidewaysuntiledge ofthe placentaislocated.

B Detach the placenta from the implantation site by keeping the fingers tightly together and using the
edgeofthehandtogradually makeaspace betweenthe placentaandthe uterine wall.

B Proceedgraduallyallaroundtheplacentalbed untilthe whole placentaisdetachedfromthe
uterine wall.

B Withdraw the right hand from the uterus gradually, bringing the placenta with it.

Exploretheinside ofthe uterine cavitytoensureall placentaltissue hasbeenremoved.

With the left hand, provide counter-traction to the fundus through the abdomen by pushing it in the

opposite direction of the hand that is being withdrawn. This prevents inversion of the uterus.

B Examine the uterine surface of the placenta to ensure that lobes and membranes are complete. If any
placental lobe or tissue fragments are missing, explore again the uterine cavity to remove them.

If hours or days have passed since delivery, or if the placenta is retained due to constriction ring
or closed cervix, it may not be possible to put the hand into the uterus. DO NOT persist. Refer
urgently to hospital 1.

If the placenta does not separate from the uterine surface by gentle sideways movement of the
fingertips at the line of cleavage, suspect placenta accreta. DO NOT persist in efforts to remove
placenta. Refer urgently to hospital k.

Bleeding (2)

After manual removal of the placenta

Repeat oxytocin 10-1U IM/IV.

Massage the fundus of the uterus to encourage a tonic uterine contraction.

Give ampicillin2gIV/IM m

Iffever>38.5°C, foul-smelling lochia or history of rupture of membranesfor 18 ormore hours,
also give gentamicin 80 mg IM .

If bleeding stops:

— give fluids slowly for at least 1 hour after removal of placenta.

If heavy bleeding continues:

— give ergometrine 0.2 mg IM

— give 20 IU oxytocin in each litre of IV fluids and infuse rapidly

— Refer urgently to hospital .

During transportation, feel continuously whether uterus is well contracted (hard and round). If not,
massage and repeatoxytocin 10 IlU IM/IV.

Provide bimanual or aortic compression if severe bleeding before and during transportation B10]




Bleeding (3)

REPAIR THE TEAR AND EMPTY BLADDER

Repair the tear or episiotomy Empty bladder
W Examine the tear and determine the degree: If bladder is distended and the woman is unable to pass urine:
— The tearislongand deep through the perineum and involves the anal sphincter and rectal B Encourage the woman to urinate.
mucosa (third and fourth degree tear). Cover it with a clean pad and refer the woman urgently B If she is unable to urinate, catheterize the bladder:
to hospital . — Wash hands
If the cervical tear is extensive and actively breeding, refer to the hospital emergency — Clean urethral area with antiseptic
B For other tear: repair them except for skin nicks — Put on sterile gloves
— refer for suturing if no one is available with suturing skills — Spread labia. Clean area again
— Suture the tear using universal precautions, aseptic technique and sterile equipment — Insert catheter up to 4 cm
— Use local infiltration with lidocaine — Measure urine and record amount
— Use a needle holder and a 21 gauge, 4 cm, curved needle — Remove catheter.

— Use absorbable polyglycol suture material

— Make sure that the apex of the tear is reached before you begin suturing

— Ensure that edges of the tear match up well

— Provide emotional support and encouragement

— DO NOT suture if more than 12 hours have elapsed since delivery. Refer woman to
hospital.

EMERGENCY TREATMENTS FOR THE WOMAN
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ECLAMPSIA AND PRE-ECLAMPSIA (1)

Give magnesium sulphate

Important considerations in caring for
a woman with eclampsia or pre-eclampsia

If severe pre-eclampsia and eclampsia

IV/IM combined dose (loading dose) u
B InsertlVlineandgivefluidsslowly (normalsaline orRinger’slactate) —
1litrein 6-8 hours (3 ml/minute) m
B Give 4 gof magnesium sulphate (20 ml of 20% solution) IV slowly over 20 minutes
(woman may feel warm during injection).
AND:
W Give 10 g of magnesium sulphate IM: give 5 g (10 ml of 50% solution) IM deep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine inthe same syringe.

If unable to give IV, give IM only (loading dose) u
B Give 10 g of magnesium sulphate IM: give 5 g (10 ml of 50% solution) IM deep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine inthe same syringe. n

If convulsions recur
W After 15 minutes, give an additional 2 g of magnesium sulphate (10 ml of 20% solution) IV
over 20 minutes. Ifconvulsionsstill continue, give diazepam A&,

If referral delayed for long, or the woman is in late labour, continue treatment:

Do not leave the woman on her own.

— Help her into the left side position and protect her from fall and injury

— Place paddedtongue bladesbetweenherteethtopreventatonguebite,andsecureittoprevent
aspiration (DO NOT attempt this during a convulsion).

GiveIV20% magnesium sulphate slowly over 20 minutes. Rapidinjection can cause respiratory

failure or death.

— If respiratory depression (breathing less than 16/minute) occurs after magnesium sulphate,
do not give any more magnesium sulphate. Give the antidote: calcium gluconate 1 g1V (10 ml of
10% solution) over 10 minutes.

DO NOT give intravenous fluids rapidly.

DO NOT give intravenously 50% magnesium sulphate without diluting it to 20%.

Referurgentlytohospitalunlessdeliveryisimminent.

— If delivery imminent, manage as in Childbirth

— Keep her in the left side position

— If a convulsion occurs during the journey, give magnesium sulphate and protect her from fall
and injury.

and accompany the woman during transport

Formulation of magnesium sulphate

W Give 5gof 50% magnesium sulphate solution IM with 1 ml of 2% lignocaine every 4 hoursin
alternate buttocks until 24 hours after birth or after last convulsion (whichever is later).
B Monitor urine output: collect urine and measure the quantity.

50%solution: 20% solution:
vial containing5gin10ml  (Tomake 10 mlof20% solution,add 4 mlof
(1g/2 ml) 50% solution to 6 mlsterile water)

Before giving the next dose of magnesium sulphate, IM 58

ensure:
— knee jerk is present
— urine output >100 ml/4 hrs
— respiratory rate >16/min. 1\

10mland 1ml Not applicable
2% lignocaine

4g 8ml 20ml

B DONOTgivethenextdoseifanyofthese

2g 4 ml 10 ml

signs are observed:
— knee jerk absent
— urine output <100 ml/4 hrs
— respiratory rate <16/min.
B Record findings and drugs given.

After receiving magnesium sulphate a woman may feel flushing, thirst, headache, nausea or may vomit.




Eclampsia and pre-eclampsia (2)

ECLAMPSIA AND PRE-ECLAMPSIA (2)

Give diazepam Give appropriate antihypertensive drug
If convulsions occur in early pregnancy or If diastolic blood pressure is > 110 mmHg:
If magnesium sulphate toxicity occurs or magnesium sulphate is not available. B Give hydralazine 5mgIVslowly (3-4 minutes). IfIV not possible give IM.

B [fdiastolicblood pressure remains >90 mmHg, repeat the dose at 30 minute intervals until
diastolic BPis around 90 mmHg.
B Donotgive morethan 20 mgintotal.

Loading dose IV
B Givediazepam 10 mglVslowly over 2 minutes.
W [f convulsions recur, repeat 10 mg.

Maintenance dose

B Give diazepam 40 mgin 500 ml 1V fluids (normal saline or Ringer’s lactate) titrated over 6-8 hours
to keep the woman sedated but rousable.

B Stop the maintenance dose if breathing <16 breaths/minute.

W Assistventilationif necessary with maskand bag.

W Do not give more than 100 mgin 24 hours.

B IfIVaccessisnotpossible (e.g.during convulsion), give diazepam rectally.

EMERGENCY TREATMENTS FOR THE WOMAN

Loading dose rectally

B Give 20 mg (4 ml)ina 10 ml syringe (or urinary catheter):
— Remove the needle, lubricate the barrel and insert the syringe into the rectum to half its length.
— Discharge the contents and leave the syringe in place, holding the buttocks together for
10 minutes to prevent expulsion of the drug.
W [f convulsions recur, repeat 10 mg.

Maintenance dose
B Giveadditional 10 mg (2 ml) everyhourduringtransport.

Diazepam: vial containing 10 mgin 2 ml

v Rectally
Initial dose 10 mg=2ml 20mg=4ml
Second dose 10 mg=2ml 10 mg=2ml




INFECTION

Give appropriate IV/IM antibiotics

B Givethefirst dose of antibiotic(s) before referral. If referral is delayed or not possible, continue
antibiotics IM/IV for48 hours afterwomanisfeverfree. Then give amoxicillin orally 500 mg 3 times
daily until 7 days of treatment completed.

W [fsigns persist or mother becomes weak or has abdominal pain postpartum, refer urgently to
hospital .

CONDITION ANTIBIOTICS
B Severe abdominal pain Give 3 antibiotics
B Dangerous fever/very severe febrile disease W Ampicillin
B Complicated abortion B Gentamicin
B Uterineandfetalinfection B Metronidazole
Postpartum bleeding Give 2 antibiotics:
— lasting > 24 hours B Ampicillin
— occurring>24hours afterdelivery B Gentamicin
B Upperurinarytractinfection
B Pneumonia
B Manual removal of placenta/fragments Give | antibiotic:
M Risk of uterine and fetal infection B Ampicillin
B Inlabour >24 hours
Antibiotic Preparation Dosage/route Frequency
Ampicillin Vial containing 500 mg as First2gIV/IMthenlg every6hours

powder:tobe mixed with2.5ml
sterile water

Gentamicin Vial containing40mg/mlin2ml 80 mgIM every 8 hours
Metronidazole Vial containing 500 mgin 100ml 500 mg or 100 ml every 8 hours
Do not give IM IV infusion

Erythromycin Vial containing 500 mgas powder 500mgIV/IM every 6 hours

(if allergic to ampicillin)

EMERGENCY TREATMENTS FOR THE WOMAN

Infection




EMERGENCY TREATMENTS FOR THE WOMAN

VEIERE!

MALARIA

Inall settings, clinical suspicion of malaria, onthe basis of fever or a history of fever, should be
confirmed with a parasitological diagnosis.

Give artesunate IM

If dangerous fever or very severe febrile disease

Artesunate

Give glucose IV

If dangerous fever or very severe febrile disease treated with quinine

1 ml vial containing 60 mg/ml and 1 ml vial containing 5%
sodium bicarbonate

Loading dose for 2.4 mg/kg

assumed weight 50-60 kg  6.6ml-3.3 mlineachanteriorthigh

Repeat dose after 12 hours, then once daily if unable to
refer immediately.

If parenteral artesunate is not available, give artemether or quinine IM.

Arthemeter Quinine*
1 ml vial containing 80 mg/ml 2 ml vial containing 300 mg/ml
Loading dose for 3.2 mg/kg 20 mg/kg
assumed weight 50-60 kg 2 m| 4 ml
Continue treatment 1.6 mg/kg 10 mg/kg

if unable to refer 1 ml once daily for 3 days** 2ml/8hoursforatotalof 7days**

B Givetheloadingdose ofthe most effective drug,accordingtothe national policy.

B |f artesunate or quinine:
— divide the required dose equally into 2 injections and give 1 in each anterior thigh
— always give glucose with quinine.

B Refer urgently to hospital .

W [f delivery imminent or unable to referimmediately, continue treatment as above and refer
after delivery.

*These dosages are for quinine dihydrochloride. If quinine base, give 8.2 mg/kg every 8 hours.

10% glucose solution (5 ml/kg)
125-250ml

25% glucose solution
50-100 ml

50% glucose solution*
25-50 ml

B MakesurelVdripisrunning well. Give glucose by slow IV push.
B IfnolVglucoseisavailable, give sugar water by mouth or nasogastrictube.
B Tomake sugar water, dissolve 4 level teaspoons of sugar (20 g) in a 200 ml cup of clean water.

*50% glucose solution is the same as 50% dextrose solution or D50. This solution isirritating to veins.
Diluteitwithanequal quantity of sterile waterorsalineto produce 25% glucose solution.



EMERGENCY TREATMENTS FOR THE WOMAN

REFER THE WOMAN URGENTLY TO THE HOSPITAL

Refer the woman urgently to hospital

B After emergency management, discuss decision with woman and relatives.
M Quickly organize transport and possible financial aid.
B Inform the referral centre if possible by radio or phone.
B Accompanythewomanifatall possible,orsend:
— a health worker trained in delivery care
— a relative who can donate blood
— baby with the mother, if possible
— essential emergency drugs and supplies .
— referral note ﬁ
W During journey:
— watch IV infusion
— if journey is long, give appropriate treatment on the way
— keep record of all IV fluids, medications given, time of administration and the woman’s condition.

Refer the woman urgently to the hospital

Essential emergency drugs and supplies
for transport and home delivery

Emergency drugs Strength and Form Quantity to carry
Oxytocin 101U vial 6

Ergometrine 0.2 mg vial 2

Magnesium sulphate 5 g vials (20 g) 4

Misoprostol 200ugtablets 4

Diazepam (parenteral) 10 mg vial 3

Calcium gluconate 1 gvial 1

Ampicillin 500 mg vial 4

Gentamicin 80 mg vial 3

Metronidazole 500 mg vial 2

Ringer’s lactate 1litre bottle 4 (if distant referral)

Emergency supplies

IV cannula and giving sets 2 sets

Gloves 2 pairs, at least, one pair sterile
Sterile syringesand needles 5sets

Urinary catheter 1- size 16, 18, 20
Antisepticsolution 1smallbottle
Container for sharps 1

Bag for trash 1

Torch and extra battery 1

Urine bag 1

Cotton wool swabs 1 packet

If delivery is anticipated on the way

Soap,towels 2sets

Delivery packs (include blade, 3 cord ties) 2sets

Clean cloths (3) for receiving, drying and wrapping the baby 1 set

Clean clothes for the baby 1set
Plasticbagforplacenta 1set
Resuscitation bag and mask for the baby 1set

Clean plastic sheet/mackintosh 1 piece




BLEEDING IN EARLY PREGNANCY AND POST-ABORTION CARE

Bleeding in early pregnancy and post-abortion care

BLEEDING IN EARLY PREGNANCY AND POST-ABORTION CARE

[ZEJEXAMINATION OF THE WOMAN
WITH BLEEDING IN EARLY
- PREGNANCY AND
- POST-ABORTION CARE

[ZI]GIVE PREVENTIVE MEASURES

[:ZZJADVISE AND COUNSEL ON
POST-ABORTION CARE

R i Advise on self-care
- Adviseandcounselonfamilyplanning
Provide information and support
after abortion
Advise and counsel during follow-up visits

B Always begin with Rapid assessment and management (RAM) B3-87

B Next use the Bleeding in early pregnancy/post abortion care [E£F] to assess the woman with light vaginal bleeding or a history of
missed periods.

B Use chart on Preventive measures @to provide preventive measures due to all women.
B UseAdvice and Counsel on post-abortion care to advise on self<are, danger signs, follow-up visit, family planning.
@ Record all treatment given, positive findings, and the scheduled next visit in the home-based and clinic recording forms.

W If the woman is HIV positive, adolescent or has special needs, use [SiLcikl GEELEY,



Use this chart if a woman has vaginal bleeding in early pregnancy or a history of missed periods

AND ADVISE

B When did bleeding start? B Look at amount of bleeding. B Vaginal bleeding and any of: COMPLICATED ABORTION g |nsertan IVline and give fluids .
B Howmuchbloodhaveyoulost? W Note if there is foul-smelling — Foul-smelling vaginal discharge W Give paracetamol for pain
B Are you still bleeding? vaginal discharge. — Abortion with uterine manipulation u GiveappropriateIM/IVantibiotics@.
W |s the bleeding increasing B Feel for lower abdominal pain. — Abdominal pain/tenderness m Refer urgently to hospital _
or decreasing? H Feel for fever. If hot, — Temperature >38°C
B Could you be pregnant? measure temperature.
B When was your last period? W Look forpallor.
: g?c\i/sgl?g:]::yi:meecslzte?jzoar;ﬁ;?ng B Light vaginal bleeding THREATENED B Observe bleeding for 4-6 hours:
to induce an abortion? ABORTION — If no decrease, refer to hospital.
B Have you fainted recently? e dgcrease, S B TR go h°"."e' .
; , — Advise the woman to return immediately if
B Doyouhaveabdominal pain?

bleeding increases.

W Doyouhaveanyotherconcerns
Y y Follow up in 2 days m

to discuss?

W History of heavy bleeding but: COMPLETE ABORTION

/ B Checkpreventive measures @
— now decreasing, or W Advise on self-care 4.
— no bleeding at present W Advise and counsel on family planning 4.
B Advise to return if bleeding does not stop within
2 days.
B Two or more of the following signs: ECTOPIC PREGNANCY B Insert an IV line and give fluids m
— abdominal pain m Refer urgently to hospital (L.
— fainting
— pale
— very weak

Next: Give preventive measures




BLEEDING IN EARLY PREGNANCY AND POST-ABORTION CARE

Give preventive measures

GIVE PREVENTIVE MEASURES

ASSESS, CHECK RECORDS

TREATAND ADVISE

Checktetanustoxoid (TT)immunization status.

- Givetetanustoxoidifdue E

- Give 3 month’s supply of iron and counsel on compliance ﬂ

|
B Checkwoman’ssupply of the prescribed dose of iron/folate.
|
|

Check HIV status .

- If HIV status is unknown, counsel on HIV testing m
- If HIV-infected:
start woman on lifelong ART , do creatinine, CD4 and other tests
— give support E
— advise on opportunistic infection and need to seek medical help
— counsel on safer sex including use of condoms m
B If HIV-negative, counsel on safer sex including use of condoms m

B CheckRPRstatusinrecords .
B IfnoRPRresults,dothe RPR test .

If Rapid plasma reagin (RPR) positive:

B Treatthewomanforsyphiliswith benzathine penicillin ﬂ
W Advise ontreating her partner.

B Encourage HIVtestingand counselling m

B Reinforce use of condoms m

W Record the findings (including the immunization card).



Restforafewdays, especiallyif feelingtired.

Advise on hygiene

— change pads every 4 to 6 hours

— wash the perineum daily

— avoid sexual relations until bleeding stops.

Advise woman to return immediately if she has any of the following danger signs:
— increased bleeding

— continued bleeding for 2 days

— foul-smelling vaginal discharge

— abdominal pain

— fever, feeling ill, weakness

— dizziness or fainting.

Advise woman to return in if delay (6 weeks or more) in resuming menstrual periods.

Explaintothe womanthat she can become pregnant soon after the abortion-assoon as she has
sexual intercourse — if she does not use acontraceptive:
— Any family planning method can be used immediately after an uncomplicated first
trimester abortion.
— If the woman has an infection or injury: delay IUD insertion or female sterilization until healed.
For information on options, see Methods for non-breastfeeding women on
Make arrangements for her to see a family planning counsellor as soon as possible, or counsel her
directly. (see The decision-making tool for family planning clients and providers for information on
methods and on the counselling process).
Counsel onsafersexincluding use of condomif she or her partner are atrisk of sexually transmitted
infection (STI) or HIV

A woman may experience different emotions after an abortion, and may benefit from support:

Allow the woman to talk about her worries, feelings, health and personal situation. Ask if she has

any questions or concerns.

Facilitate family and community support, if she is interested (depending on the circumstances,

shemaynotwishtoinvolveothers).

— Speaktothemabouthowtheycanbestsupporther, bysharingorreducingherworkload, helping
out with children, or simply being available to listen.

— Inform themthat post-abortion complications can have grave consequences for the woman'’s
health. Inform them of the danger signs and the importance of the woman returning to the health
worker if she experiences any.

— Inform them about the importance of family planning if another pregnancy is not desired.

If the woman is interested, link her to a peer support group or other women'’s groups or community

services which can provide her with additional support.

Ifthe womandisclosesviolence oryousee unexplained bruisesand otherinjuries which make you

suspectshe maybesufferingabuse, see m

Counsel on safer sexincluding use of condoms if she or her partner are at risk for STl or HIV

If threatened abortion and bleeding stops:

B Reassure the woman that it is safe to continue the preganancy
W Provide antenatal care

If bleeding continues:

Assess and manage as in Bleeding in early pregnancy/post-abortion care .

— If fever, foul-smelling vaginal discharge, or abdominal pain, give first dose of appropriate IV/IM
antibiotics .

— Refer woman to hospital.




Antenatal care

ANTENATAL CARE

B Always begin with Rapid assessment and management (RAM) 2824, If the woman has no
emergency or priority signs and has come for antenatal care, use this section for further care.

ANTENATAL CARE

B Nextusethe Pregnancy status andbirth plan chart to askthewomanaboutherpresent
pregnancy status, history of previous pregnancies, and check her for general danger signs. Decide
on anappropriate place of birthforthe woman using this chartand prepare the birthand
emergency plan.The birth plan should be reviewed during every follow-up visit.

B Checkallwomenforpre-eclampsia,anaemia, syphilisand HIV statusaccordingtothe charts [Stael].

B In cases where an abnormal sign is identified (volunteered or observed), use the charts Respond
toobservedsignsorvolunteeredproblems to classify the conditionandidentify
appropriate treatment(s).

M Give preventive measures due .

W Develop a birth and emergency plan .

B Adviseand counselon nutrition m,family planning , laboursigns,dangersigns , routine
and follow-up visits using Information and Counselling sheets w

W Record all positive findings, birth plan, treatments given and the next scheduled visit in the home-
based maternal card/clinic recording form.

B [fthewomanisHIVinfected,adolescentorhasspecial needs, see m



C6 CHECK FORHIV STATUS

ASSESS THE PREGNANT WOMAN: PREGNANCY STATUS, BIRTH AND
EMERGENCY PLAN

CHECK FORPRE-ECLAMPSIA

CHECK FOR ANAEMIA

CHECK FORSYPHILIS

E RESPONDTOOBSERVEDSIGNSOR VOLUNTEERED PROBLEMS(2)

If fever or burning on urination

E RESPONDTOOBSERVEDSIGNSOR VOLUNTEERED PROBLEMS(3)

If vaginal discharge

(el RESPONDTOOBSERVEDSIGNSOR VOLUNTEERED PROBLEMS(4)
If signs suggesting severe or advanced

HIV infection
Ifsmoking,alcoholordrugabuse,orhistory of violence
RESPONDTOOBSERVEDSIGNSOR VOLUNTEERED PROBLEMS(5)

m If cough or breathing difficulty

If taking anti-tuberculosis drugs

GIVE PRE\mVEMEASURES
BIRESPOND TO OBSERVED
SlG NS O R VO LU NTE ERE D ADVISE AND COUNSEL ON NUTRITION AND SELF-CARE
PROBLEMS (1) Counsel on nutrition
- | Advise on self-care during pregnancydvise her/them on danger signs for the m
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If ruptured membrane and

DEVELOP A BIRTH AND EMERGENCY PLAN
Advise on danger signs
Discuss how to prepare for a normal birth and an emergency in

pregnancy

Facility Delivery

ADVISE AND COUNSEL ON FAMILY PLANNING
Counsel on the importance of family planning and availability of Postpartum

family planning
Special considerations for family planning counselling during
pregnancy

ADVISE ON ROUTINE AND FOLLOW-UP VISITS



ANTENATAL CARE

Assess the pregnant woman - Pregnancy status, birth and emergency plan

ASSESS THE PREGNANT WOMAN: PREGNANCY STATUS, BIRTH AND EMERGENCY PLAN

Use this chart to assess the pregnant woman at each of the antenatal care contacts. During first antenatal visit, prepare a birth and emergency plan using this chart and
review them during following visits. Modify the birth plan ifany complications arise.

ASK,CHECKRECORD

LOOK, LISTEN, FEEL

ALL VISITS

B Check duration of pregnancy.

B Where do you plan todeliver?

B Anyvaginal bleeding since last visit?

B Isthebaby moving? (after 4 months)

B Check record for previous complications and
treatments received during this pregnancy.

W Do you have any concerns?

B Feel fortrimester of pregnancy.

FIRST VISIT

How many months pregnant are you?

When was your lastperiod?

When do you expect to deliver? (Calculate EDD)
How old areyou?

Haveyouhadababy before?Ifyes:

Check record for prior pregnancies or if there is norecordask
about:

— Number of prior pregnancies/deliveries

— Pre-eclampsiaoreclampsiain
previous pregnancies
— Prior caesarean section, forceps, or vacuum
— Prior third degree tear
— Heavy bleeding during or after delivery
— Convulsions
— Stillbirth or death within first 24 hours of life.
— Other diseases such as diabetes, chronic
hypertension, kidney, autoimmune disease

— Doyou use tobacco, alcohol, orany drugs?

—Are you exposed to other
people’s tobacco smoke at
home

-HIV status and treatment.

B Look for caesarean scar.

THIRD TRIMESTER

B Hasshebeencounselledonfamily
planning?Ifyes,doesshewant
tuballigationorlUD sl

B Feel for obvious multiple pregnancy.

@ Feel for transverse lie.
M Listen to fetal heart.

INDICATIONS

PLACE OF DELIVERY ADVISE

M Prior delivery by caesarean. REFERRAL LEVEL M Explain whydeliveryneedstobe at
W Age less than 14 years. referral level |
M Transverse lie or other obvious M Develop the birth and emergency plan
malpresentation within one month of
expected delivery.
B Obvious multiple pregnancy.
M Tubal ligation or IUD desired
immediately after delivery.
B Documented third degree tear.
M History of or current vaginal bleeding
or other complication during this
pregnancy.
W First birth. PRIMARY W Explain why delivery needs to be at
M Last baby born dead or died in HEALTH CARE LEVEL primary health care level m
first day. B Develop the birth and emergency
W Age less than 16 years. plan m
B More than six previous births. W |f yes to alcohol/tobacco/
B Prior delivery with heavy bleeding. substance use; advise cessation of
W Prior delivery with convulsions. substance use. C10 - C13
W Prior delivery by forceps or vacuum.
B HIV positive woman.
B None of the above. ACCORDING TO W Explain why delivery needs to

WOMAN’S PREFERENCE

1 Next:Checkforpre-eclampsia

M be with a skilled birth attendant,
preferably at a facility.

B Develop the birth and emergency
plan ﬁ



ANTENATAL CARE

CHECK FOR PRE-ECLAMPSIA

Screen all pregnant women at every visit.

ASK,CHECKRECORD LOOK,LISTEN, FEEL

Measure blood pressure in
sitting position.
Ifdiastolicblood pressureis

B Blood pressure atthelastvisit? [ |

B Eclampsiaorpre-eclampsiain
previous pregnancies?

B Multiple pregnancies?

B Other diseases (chronic
hypertension, kidney
disease or autoimmune
disease)?

If diastolic blood pressure s still
>90 mmHg, ask the woman

if she has:

— severe headache

— blurred vision

— epigastric pain and

— check protein in urine.

7 Next:Check for anaemia

SIGNS

CLASSIFY

TREATAND ADVISE

>90 mmHg, repeat after 1 hour rest.

B Diastolicblood pressure2110 mmHg
and 3+ proteinuria, or

SEVERE PRE-ECLAMPSIA o

Give magnesium sulphate m

W Give appropriate anti-hypertensives m
B Diastolicblood pressure 290 mmHg B Revise the birth plan ﬁ
ontworeadingsand 2+ proteinuria, B Refer urgently to hospital _
andany of:
— severe headache
— blurred vision
— epigastric pain.
M Diastolic blood pressure PRE-ECLAMPSIA B Revise the birth plan 54
90-110 mmHgontwo readings and W Refer to hospital.
2+ proteinuria.
W Diastolic blood pressure HYPERTENSION W Advise to reduce workload and to rest.
>90 mmHg on 2 readings B Adviseondangersigns .
+ proteinuria 1+, trace or none. B Reassess at the next antenatal visitorin 1
week if >8 months pregnant.

B If hypertension persists after 1 week or at next
visit, refer to hospital or discuss case with the
doctor or midwife, if available.

W Eclampsia or pre-eclampsia in RISK B Give aspirin m
previous pregnancies OF PRE-ECLAMPSIA B Give calcium if low dietary intake area m
W Multiple pregnancy
M Other diseases
B None of the above. NO HYPERTENSION B No treatment required.

Assess the pregnant woman » Check for pre-eclampsia




Assess the pregnant woman »Check for anaemia

Ll
oc
< CHECK FOR ANAEMIA
3:' Screen all pregnant women at every visit.
-
=8 ASK,CHECKRECORD LOOK,LISTEN,FEEL SIGNS CLASSIFY TREATAND ADVISE
<< B Doyoutire easily? On first visit: B Haemoglobin <7 g/dl. SEVERE ANAEMIA B Revise birth plan so as to deliver in a facility
B Areyou breathless (short of breath) g Measure haemoglobin AND/OR withbloodtransfusion services E
during routine household work? M Severe palmar and conjunctival pallor or |

Give 200mg of iron 3 times daily for3
months ﬁ

B Any pallor with any of

On subsequent visits: . B Counseloncompliance withtreatment H
— >30 breaths per minute B Do RDT for malaria

W Look for conjunctival pallor. = tires easily W Giveappropriate oralantimalarial m

B Look for palmar pallor. If pallor: — breathlessness at rest -

Follow up in 2 weeks to check clinical

e 2 .
!55 it Sevelrle p?a||0r. progress, test results, and compliance
— H
ome pallor? with treatment.

- Fount .number of breaths B Refer urgently to hospital .
in 1 minute.

B Haemoglobin 7-11g/dl. MODERATE ANAEMIA  m Give 200 mg of iron 3 times daily for3 months
OR L

W Palmar or conjunctival pallor. Counsel oncompliance withtreatment H

Give appropriate oral antimalarial if not given in

the past month |i&d.

W Refer urgently to hospital IW.

W Reassess at next antenatal visit (4-6 weeks).

B If anaemia persists, refer to hospital.

B Haemoglobin >11g/dI. NO CLINICAL B Giveiron 1tablet once daily for 3 months
B Nopallor. ANAEMIA B Counseloncompliance with treatment (3.

< Next:Check for syphilis



ANTENATAL CARE

CHECK FORSYPHILIS

Test all pregnant women at first visit. Check status at every visit.

ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS

B Haveyoubeentestedforsyphilis
during this pregnancy?
— Ifnot, performtherapidplasma
reagin (RPR) test ﬁ
— Rapid syphilis test
B Iftest was positive, have you
and your partner been treated
for syphilis?
— If not, and test is positive,
ask “Are you allergic to penicillin?”

—&=_ Next:Check for HIV status

Assess the pregnant woman

CLASSIFY

TREATAND ADVISE

B RPR or Rapid Syphilis test
positive.

POSSIBLE SYPHILIS

Give benzathine benzyl penicillin IM. If allergy,
giveerythromycin d

Plan to treat the newborn

Encourage woman to bring her sexual partner
for treatment.

Counsel on safer sex including use of
condoms to prevent new infection

B RPR or Rapid syphilis test
negative.

» Check for syphilis

NO SYPHILIS

Counsel on safer sexincluding use of
condoms to prevent infection




ANTENATAL CARE

CHECK FOR HIV STATUS

Assess the pregnant woman » Check for HIV status

Test and counsel all pregnant women for HIV at the first antenatal visit. Check status at every visit.

ASK,CHECKRECORD LOOK,LISTEN, FEEL

Provide key information on HIV

B WhatisHIVand howisHIV
transmitted |55?

B Advantage of knowing the HIV status
in pregnancy

B Explain about HIV testing and
counselling including confidentiality
of theresult

Ask the woman:
B HaveyoubeentestedforHIV?
— If not: tell her that she will be
tested for HIV, unless she refuses.
— Ifyes: Checkresult. (Explainto
her that she has a right not
to disclose the result.)
— Are you taking any ARVs?
— Check ARV treatment plan.
W Has the partner been tested?

B Performthe Rapid HIV testif HIV-
negative and not performed in this
pregnancy .

Check the record

B Whenwasshetestedin
this pregnancy?
— Early (in the first trimester)?
— Later?

SIGNS

CLASSIFY

TREATAND ADVISE

B Positive HIV test.

HIV-INFECTED

M Give herappropriate ART |,

M Supportadherenceto ART

B Counselonimplications of a positive test

M Provide additional care for HIV positive woman

M Provide support to the HIV positive woman

B Counsel on benefits of disclosure (involving) and
testing her partner

M Counsel on safer sexincluding use of condoms

B Counsel on family planning

M Counsel oninfant feeding options

W Ask her to return to the next scheduled antenatal
care visit.

B Negative HIV test.

HIV-NEGATIVE

M Counselonimplications ofanegative test

B Counsel ontheimportance of staying negative by
practising safer sex, including use of
condoms

B Counsel on benefits of involving and testing the
partner

M Repeat HIVtestinginthe 3rd trimester H

B Sherefusesthetestoris
not willing to disclose the
result of previous test or
no test results available

1t Next: Respond to observed signs or volunteered problems

If no problem, goto page .

UNKNOWN HIV STATUS

B Assessforsignssuggesting severeoradvanced HIV
infection ﬁ

B Counsel on safer sexincluding use of condoms

B Counsel on benefits of involving and testing the
partner



ANTENATAL CARE

RESPOND TO OBSERVED SIGNSORVOLUNTEERED PROBLEMS

ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS CLASSIFY TREATAND ADVISE
IF NO FETAL MOVEMENT
B When did the baby last move? B Feel for fetal movements. B No fetal movement. PROBABLY DEAD BABY W Inform the woman and partner about the
B If no movement felt, ask W Listen for fetal heart after 6 months B No fetal heart beat. possibility of.dead baby.
B to move around for some time, M of pregnancy m W Refer to hospital.
W reassess fetal movement. B If no heartbeat heard, repeat after 1 hour. B No fetal movement but fetal PROBABLY BABY NOT B Give mother kick chart
heart beat present. WELL B Refer hospital for further management
IF RUPTURED MEMBRANES AND NO LABOUR
B Whendidthemembranesrupture? @ Look at pad orunderwearfor W Fever 38°C. UTERINE AND FETAL Give appropriate IM/IV antibiotics (5.
B Whenisyour baby due? evidence of: B Foul-smelling vaginal discharge. INFECTION )
(confirm expected date of delivery) — amniotic fluid S Refer urgently to hospital .
2 check color of amniotic fluid B Rupture of membranesat<8 RISK OF UTERINE Give corticosteroid therapy: either IM

— foul-smelling vaginal discharge
B Ifnoevidence,askhertoweara
pad. Check againin 1 hour.
B Measure temperature.

months of pregnancy.

AND FETAL INFECTION

Dexamethasone or IM Betamethasone (total

24 mgindivided doses), whenthefollowing

conditions are met:

— gestational ageisaccurate: from 24 weeks
and 34 weeks of gestation;

— Preterm birth is considered imminent;

— Thereisnoclinical evidence of
maternal infection;

— Adequate childbirth care is available;

— The preterm newborn can receive adequate
care if needed.

Give Erythromycin as the antibiotic of

choiceh

Refer urgently to hospital .

1 Next:If fever or burning on urination

B Rupture of membranesat>8
months of pregnancy.

RUPTURE
OF MEMBRANES

W Manage as Woman in childbirth, refer to

hospital ZLE224E

Respond to observed signs or volunteered problems (1)




ANTENATAL CARE

Respond to observed signs or volunteered problems (2)

W Have you had fever? B [f history of fever or feels hot: B Fever >38°C and any of: VERY SEVERE FEBRILE g Insert IV line and give fluids slowly B3,
W Do you have burning on urination? — Measure axillary — very fast breathing or DISEASE B Give appropriate IM/IV antibiotics E.
temperature. — stiff neck B Give artemether/quinine IM 0.
— Look or feel for stiff neck. — lethargy B Giveglucose gAd.
— Look for lethargy. — very weak/not able to stand. B Refer urgently to hospital ‘
B Examine flanks for
tenderness.
B Fever >38°C and any of: UPPER URINARY TRACT B Give appropriate IM/IV antibiotics m
— Flank pain INFECTION B Test for malaria
— Burning on urination. B Refer urgently to hospital .
W Fever>38°Cor history of MALARIA W Confirm malaria with parasitological diagnosis
fever (in last 48 hours). B Giveappropriate oralantimalarial &
B Ifnoimprovementin 2 daysorconditionis
worse, refer to hospital.
W Burning on urination. LOWER URINARY TRACT g \e appropriate oral antibiotics E
INFECTION

< Next:If vaginal discharge

Encourage her to drink more fluids.
If noimprovementin 2 daysorconditionis
worse, refer to hospital.



ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS CLASSIFY ~ TREATANDADVISE
IF VAGINAL DISCHARGE

B Have you noticed changes in your W Separate the labia and look for B Abnormal vaginal discharge. POSSIBLE B Give appropriate oral antibiotics to woman Z3.
vaginal discharge? abnormal vaginal discharge: Partner has urethral discharge ~ GONORRHOEA OR Treat partner with appropriate oral antibiotics

B Doyouhaveitchingatthevulva? — amount or burning on passing urine. CHLAMYDIA )

W Hasyourpartnerhadany - colour/ nlAzeitlel] B _Counsel on safer sexincluding use of condoms
urinary problem? — odour /smell. . .

B Ifnodischargeisseen, examine u C'urd like vaginal POSSIBLE B Give chlotrimazole vaginal pessaries ﬁ

If partneris presentin the clinic, askthe withaglovedfingerandlookatthe discharge. Intense vulval CANDIDA INFECTION g Counsel on safer sexincluding use of condoms

woman if she feels comfortable if you discharge on the glove.

ask him similar auestions.

B Ifyes,askhimifhehas: W Abnormal vaginal discharge POSSIBLE B Give metronidazole to woman 1.

BACTERIAL OR
TRICHOMONAS
INFECTION

W urethral discharge or pus.
B burning on passing urine.

B Counsel onsafersexincluding use of condoms

If partner could not be approached,
explain importance of partner
assessment and treatment to

avoid reinfection.

Schedule follow-up appointment for
woman and partner (if possible).

1 Next:|If signs suggesting HIV infection

ANTENATAL CARE

Respond to observed signs or volunteered problems (3)



Respond to observed signs or volunteered problems (4)

Ll
oc
S ASK,CHECKRECORD LOOK,LISTEN,FEEL SIGNS CLASSIFY TREATAND ADVISE
—
=&l |F SIGNS SUGGESTING SEVERE OR ADVANCED HIV INFECTION
§ (HIV status unknown and refused HIV testing)
T
'E B Have you lost weight? B Look for visible wasting. B Two of these signs: STRONG LIKELIHOOD OF
<T B Have vou got diarrhoea (continuous B Look at the skin: — weightlossornoweightgain HIV INFECTION
or intermittent)? — |s there a rash? visible wasting
How long, >1 month? — Are there blisters along the ribs — diarrhoea >1 month
B Do vou have fever? on one side of the body? — cough morethan1monthor
How long (>1 month)? difficulty breathing
B Have vou had cough? — itching rash
How long >1 month? B Look for ulcers and white patches — blisters along the ribs on one side of
in the mouth (thrush). the body

— enlarged lymph nodes
— cracks/ulcers around lips/mouth
— abnormal vaginal discharge.

OR
B One of the above signs and
Assess if in high risk group: W History of blood transfusion? — one or more other signs or
B Occupational exposure? B lliness or death from AIDS in a — from a risk group.
B Multiple sexual partner? sexual partners?
B Intravenous drug use? W History of forced sex?

IF SMOKING USING TOBACCO, ALCOHOL OR DRUG ABUSE, OR HISTORY OF VIOLENCE

Assess if depend7ent on: B Counsel on stopping use of tobacco
u I\?bacce use? and avoiding exposure to second hand
| | cohol? smoke
B Drug use!

B For alcohol/drug use, refer to
specialized care providers
B For Counselling on violence see

1t Next:If cough or breathing difficulty



ASK,CHECKRECORD LOOK,LISTEN,FEEL SIGNS CLASSIFY TREATAND ADVISE
IF COUGH OR BREATHING DIFFICULTY

B How long have you been coughing? B Look for breathlessness. At least 2 of the following signs: POSSIBLE PNEUMONIA o . i<t dose of e T e s m
B How long have you had difficulty in W Listenforwheezing. M Fever >38°C. W Refer urgently to hospital 4.
breathing? B Measure temperature. M Breathlessness.
B Do you have chest pain? M Chest pain.
B Do you have any blood in sputum? L. .
: 5 W Atleast | ofthefollowingsigns: POSSIBLE CHRONIC ~ m Refer to hospital for assessment.
B Do you have any blood in sputum? S
W Cough or breathing difficulty for LUNG DISEASE W [fsevere wheezing, refer urgently to hospital.
B Do vou smoke tobacco? >3 weeks
B Are vou exposed to other people’s m Blood in sputum
smoke at home . W Wheezing
B Do you have any history of TB contact
M Fever <382C, and UPPER B Advise safe, soothing remedy.
B Cough <3 weeks. RESPIRATORY W [fsmoking, counseltostopsmoking

TRACT INFECTION B Avoid exposure to second-hand smoke

IF TAKING ANTI-TUBERCULOSIS DRUGS

B Are you taking anti-tuberculosis (TB) MW Taking anti-tuberculosis drugs. TUBERCULOSIS B If anti-tubercular treatment includes streptomycin
drugs? If yes, since when? W Receiving injectable (injection), refer the woman to district hospital for revision
M Does the treatmentinclude anti-tuberculosis drugs. of treatment as streptomycin is ototoxic to the fetus.
injection (streptomycin)? W [f treatment does not include streptomycin, assure

B the woman that the drugs are not harmful to her baby, and
urge her to continue treatment for a successful outcome of
pregnancy.

B If her sputum is TB positive within 2 months of delivery,
plan to give INH prophylaxis to the newborn K13 .

B Reinforce advice on HIV testing and counselling G2-G3 .

B If smoking, counsel to stop smoking, and avoid exposure to
second-hand smoke

B Advise to screen immediate family members and close
contacts for tuberculosis.

1 Next:Give preventive measures

ANTENATAL CARE

Respond to observed signs or volunteered problems (9)



Give preventive measures

LLl
oc
< GIVE PREVENTIVEMEASURES
3:' Advise and counsel all pregnant women at every antenatal care contact
—
=
T
=8 ASK,CHECKRECORD TREATAND ADVISE
P
< B Checktetanustoxoid (TT)immunization status.(remember TT5 regimen) W Give tetanus t0)_(0|d if due F2 -
B If TT1, plan to give TT2 at next visit.
B Checkwoman’ssupply of the prescribed dose of iron/folate and aspirin, B Give 3 month’s supply of iron, aspirin, calcium and ART if prescribed and counsel on
calcium and ART if prescribed. adherence and safety of each medicinellZ, mp
m Checkwhenlast dose of mebendazole wasgiven. B Give mebendazole once in second or third trimester E
B Checkwhenlastdose ofanantimalarial PTwasgiven. B Give intermittent preventive treatment in second and third trimesters [ .
B Askifshe (andchildren)aresleepingunderinsecticide treated bednets. B Encourage sleeping under insecticide treated bed nets.

First contact

W Assist to Developabirthandemergencyplan .

W Counsel on nutrition (S,

B Counsel on importance of exclusive breastfeeding

B Counsel on stopping use of tobacco and alcohol and drug abuse;
and to avoid second-hand smoke exposure.

m Counselonsafersexincluding use of condoms.

All contacts
W Review and update the birth and emergency plan according to new findings m
B Adviseonwhentoseek care: S
— routine visits
— follow-up visits
— danger signs
— HIV-related visits.

Third trimester

B Counsel onfamily planning especially Postpartum FP m

B Askandcounsel on breastfeeding, abstinence from use oftobacco,
alcoholand drugs, and to avoid second-hand smoke exposure.

W Record all visits and treatments given.

1t Next:If cough or breathing difficulty



ANTENATAL CARE

ADVISE AND COUNSEL ON NUTRITION AND SELF-CARE AND SUBSTANCE ABUSE

Use the information and counselling sheet to support your interaction with the woman, her partner and family.

Counsel on nutrition

B Advise the womanto eat a greater amount and variety of healthy foods, such as meat, fish, oils,
nuts, seeds, cereals, beans,vegetables, cheese, milk, to help her feel welland strong (give examples
oftypes of food and how muchto eat).

B Spend more time on nutrition counselling with obese, very thin, adolescent and HIV-infected woman.

B Determine if there are important taboos about foods which are nutritionally important for good
health. Advise the woman against these taboos.

B Talk to family members such as the partner and mother-in-law, to encourage them to help ensure
the woman eats enough and avoids hard physical work.

Advise on self-care during pregnancy

Advise the woman to:

W Takeiron tablets m

W Rest and avoid lifting heavy objects.

B Sleep under an insecticide impregnated or insecticidal bed net.

B Counsel onsafer sexincluding use of condoms, if at risk for STl or HIV m
B Avoid alcohol and smoking during pregnancy.

B NOT to take medication unless prescribed at the health centre/hospital.

Counsel on Substance Abuse:

W Avoid tobacco use during pregnancy.

B Avoid exposure to second-hand smoke.

B Do not take any drugs or Nicotine Replacement Therapy for tobacco cessation.

Counsel on alcohol use:
W Avoid alcohol during pregnancy.

Counsel on drug use:

B Avoid use of drugs during pregnancy.

Counsel on Hygiene:
B Counsel on cleanliness and hygiene

Advise and counsel on nutrition and self-care and substance abuse



Develop a birth and emergency plan (1)

DEVELOP A BIRTH AND EMERGENCY PLAN

Use the information and counselling sheet to support your interaction with the woman, her partner and family.

Facility delivery

Explain why birth in a facility is recommended

B Any complication can develop during delivery - they are not always predictable and can be life
threatening hence the need for immediate management.

B Afacility has staff, equipment, supplies and drugs available to provide best careif needed,and a
referral system.

B If HIV-infected she will need appropriate ARV treatment for herself and her baby during childbirth.

B Complications are more common in HIV-infected women and their newborns. HIV-infected women
should deliver in a facility.

ANTENATAL CARE

Advise how to prepare

B Review the arrangements for delivery:

B Howwillshegetthere? Willshe havetopayfortransport?

B Howmuchwillit costtodeliver atthefacility? How will she pay?

B Canshestartsavingstraightaway?

B Who will go with her for support during labour and delivery?

B Whowill helpwhilesheisawaytocareforherhomeandotherchildren?

Advise when to go

B |fthewoman lives nearthe facility, she should go at the first signs of labour.

W [fliving far fromthe facility, she should go 2-3 weeks before baby due date and stay either at the
maternity waiting home or with family or friends near the facility.

B Advisetoaskforhelp fromthe community,if needed E

Advise what to bring

B Home-based maternal record / Antenatal clinic attendance card including any care provided at
community level.

B Clean cloths for washing, drying and wrapping the baby.

B Additional clean clothsto use assanitary pads after birth or appropriate maternity sanitary
wear/pads.

B Clothes for mother and baby.

B Food and water for woman and support person.



Advise on labour signs Discuss how to prepare for an emergency in pregnancy

Advisetogotothefacility or contacttheskilled birthattendantifanyof the followingsigns: B Discuss emergency issues with the woman and her partner/family:
— where will she go?

W a bloody sticky discharge. — how will they get there?

W painful contractions every 20 minutes or less. — how much it will cost for services and transport?

B waters have broken. — can she start saving straight away?

— who will go with her for support during labour and delivery?

Advise on danger SIgNs — who will care for her home and other children?

Advise to go to the hospital/health centre immediately, day or night, WITHOUT waiting W Advise the woman to ask for help from the community, if needed [IR&
if she experiences any of the following signs: W Advise her to bring her home-based maternal record to the health centre, even for an
M vaginal bleeding. emergency visit.

W convulsions.

severe headaches with blurred vision.
feverandtooweaktogetoutofbed.
severe abdominal pain.

fast or difficultbreathing.

Sheshouldgotothe healthcentreassoonas possibleifanyofthe followingsigns:
fever.

abdominal pain.

feelsill.

swelling of fingers, face, legs.

ANTENATAL CARE

Develop a birth and emergency plan (2)



ANTENATAL CARE

Advise and counsel on family planning

ADVISE AND COUNSEL ON FAMILY PLANNING

Counsel on the importance of family planning

B If appropriate, ask the woman if she would like her partner or another family member to be included
inthecounsellingsession.

B Explainthat after birth, if she has sexand is not exclusively breastfeeding, she can become
pregnant as soon as four weeks after delivery. Therefore it is important to start thinking early
about what family planning method they will use.
— Askabout plans for having more children. If she (and her partner) want more children, advise
thatwaitingatleast 2yearsbeforetryingtobecome pregnantagainisgoodforthe motherand for
the baby's health.
— Information on when to start a method after delivery will vary depending whether a woman is
breastfeeding ornot.
— Make arrangements for the woman to see a family planning counsellor, or counsel her
directly (see the Decision-making tool for family planning providers and clients for
information on methods and on the counselling process).

B Counsel on safer sex including use of condoms for dual protection from sexually transmitted
infections (STI) or HIV and pregnancy. Promote especiallyifatrisk for STlor HIV

B For HIV positive women, see \==ifor family planning considerations

B Herpartnercandecidetohaveavasectomy(malesterilization) atanytime.

Method options for the non-breastfeeding woman

Canbe usedimmediately postpartum  Condoms
Progestogen-only oral contraceptives
Progestogen-only injectables
Implant
Female sterilization (within 7 days or delay 6 weeks)
Copper IUD (immediately following expulsion of placenta
or within 48 hours)

Delay 3 weeks Combined oral contraceptives
Fertility awareness methods

Special considerations for
family planning counselling during pregnancy

Counselling should be given during the third trimester of pregnancy.

B [f the woman chooses female sterilization:
— can be performed immediately postpartum if no sign of infection
(ideally within 7 days, or delay for 6 weeks).
— plan for delivery in hospital or health centre where they are trained to carry out the procedure.
— ensure counselling and informed consent prior to labour and delivery.
B |f the woman chooses an intrauterine device (IUD):
— canbeinsertedimmediately postpartumifnosign ofinfection (upto48 hours, or delay
4weeks)
— plan for delivery in hospital or health centre where they are trained to insert the IUD.

Method options for the breastfeeding woman
Canbe used immediately postpartum Lactational amenorrhoea method (LAM)
Condoms
Spermicide
Female sterilization (within 7 days or delay 6 weeks)
Copper IUD (within48 hours or delay 4 weeks)

Delay 6 weeks Progestogen-only oral contraceptives
Progestogen-only injectables
Implants

Delay 6 months Combined oral contraceptives

Fertility awareness methods




ADVISE ON ROUTINE AND FOLLOW-UP VISITS

Encourage the woman to bring her partner or family member to at least | visit.

Routine antenatal care visits

WHO FANC 2016 WHO ANC

model model

First trimester

Visit 1: 8-12 weeks Contact 1: up to 12 weeks

Second trimester

Contact 2: 20 weeks
Visit 2: 24-26 weeks Contact 3: 26 weeks

Third trimester

Visit 3: 32 weeks Contact 4: 30 weeks
Contact 5: 34 weeks
Visit 4: 36-38 weeks Contact 6: 36 weeks
Contact 7: 38 weeks
Contact 8: 40 weeks

Return for delivery at 41 weeks if not given birth.

W All pregnant women should have 8 routine antenatal contacts.

B Firstantenatal contactshould beasearlyin pregnancy as possible.

MW During the last visit, inform the woman to return if she does not deliver within 1 week after the
expected date of delivery.

B More frequent visits or different schedules may be required according to factors such as
hypertension, anaemia, heart disease, malaria and HIV

B If women is HIV positive ensure a visit between 26-28 weeks.

ANTENATAL CARE










Childbirth: labour, delivery and immediate postpartum care

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

2 EXAMINE THE WOMAN IN LABOUR I FIRST STAGE OF LABOUR((1): X RESPOND TO PROBLEMS DURING
OR WITH RUPTURED WHEN THE WOMAN IS NOTIN LABOUR AND DELIVERY (1)
MEMBRANES ACTIVE LABOUR If fetal heart rate <120 or >160bpm

I DECIDE STAGE OF LABOUR I FIRST STAGE OF LABOUR (2): EIE RESPOND TO PROBLEMS DURING
.- IN ACTIVE LABOUR LABOUR AND DELIVERY (2)

If prolapsed cord

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

m RESPOND TO OBSTETRICAL m SECOND STAGE OF LABOUR: m RESPOND TO PROBLEMS DURING
PROBLEMS ON ADMISSION (1) DELIVERTHEBABYANDGIVE LABOUR AND DELIVERY (3)
IMMEDIATE NEWBORN CARE (1) If breech presentation
m RESPOND TO OBSTETRICAL m SECOND STAGE OF LABOUR: RESPOND TO PROBLEMS DURING
PROBLEMS ON ADMISSION (2) DELIVERTHEBABYANDGIVE LABOUR AND DELIVERY (4)
IMMEDIATE NEWBORN CARE (2) If stuck shoulders
w m GIVE SUPPORTIVE CARE m THIRD STAGE OF LABOUR: m RESPOND TO PROBLEMS DURING
T - THROUGHOUT LABOUR DELIVER THE PLACENTA (1) LABOUR AND DELIVERY (5)
= If multiple births
ac
(o]
(]
— BIRTH COMPANION . m THIRD STAGE OF LABOUR: m CARE OF THE MOTHER AND
5 - : DELIVER THE PLACENTA (2) NEWBORN WITHIN FIRST HOUR OF

DELIVERY OF PLACENTA



LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

CHILDBIRTH

I CARE OF THE MOTHER ONE HOUR
AFTER DELIVERY OF PLACENTA

[¥1 ASSESSTHEMOTHER
AFTER DELIVERY

[’¥ RESPOND TO PROBLEMS
IMMEDIATELY POSTPARTUM (1)
If vaginal bleeding

Ip‘eve,r .
If perineal tear or episiotomy

RESPONDTOPROBLEMS

IMMEDIATELY POSTPARTUM (2)

If elevated diastolic blood pressure

77 RESPOND TOPROBLEMS
IMMEDIATELY POSTPARTUM (3)

If pallor on screening, check for anaemia
If mother severely ill or separated from baby
Ifbabystillbornordead

25 GIVE PREVENTIVEMEASURES

X ADVISE ON POSTPARTUM CARE

Advise on postpartum care and hygiene
Counsel onnutrition
|

COUNSEL ON BIRTH SPACING AND
FAMILY PLANNING

Counsel on importance of family planning
Lactation and amenorrhoea method (LAM)

m ADVISE ON WHEN TORETURN
Routine postpartum visits
Advise on danger signs
Discusshowtoprepareforan
emergency postpartum

[7f HOMEDELIVERY BY
SKILLED ATTENDANT

Preparation for home delivery

Delivery care
Immediate postpartum care of the mother

Postpartum care of the newborn

Childbirth: labour, delivery and immediate postpartum care

W Always begin with Rapid assessment and management

(RAMEET]

Next, use the chart on Examine the woman in labour or with
ruptured membrane§Z224 to assess the clinical situation and
obstetrical history, and decide the stage of labour.

@ Ifanabnormalsignisidentified, usethe chartson Respond to
obstetrical problemson admissionLaed.

@ Care for the woman according to the stage of labourl:X2JF] and
respond to problems during labour and delivery as on .

@ UseGivesupportive carethroughoutlabour to provide
support and care throughout labour and delivery.

@ Record findings continually on labour recordand
partograph

@ Keep mother and baby in labour room for one hour after delivery
and use charts Care of the mother and newborn within first
hour ofdelivery placentaorm.

@ Next use Care of the mother after the first hour following
delivery of placenta Mto provide care until discharge.
Use chart on hto provide Preventive measures and Advise
on postpartum care to advise on care, danger signs,
when to seek routine or emergency care, and family planning.

® Examine the mother for discharge using chart on[i71l.
@ Do notdischarge mother from the facility before 12 hours.

@ IfthemotherisHIV-infected oradolescent,orhasspecial

needs, N=GI-GlIHI-H4 §

@ If attending a delivery at the woman'’s home, see m




Examine the woman in labour or with ruptured membranes

EXAMINE THE WOMAN IN LABOUR OR WITH RUPTURED MEMBRANES

First do Rapid assessment and management . Then use this chart to assess the woman’s and fetal status and decide stage of labour.

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE
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ASK,CHECKRECORD LOOK, LISTEN, FEEL

History of this labour:
B When did contractions begin?
B Howfrequentare contractions?
How strong?
B Have your waters broken? If yes,
when? Were they clear or green?
B Haveyouhadanybleeding?
If yes, when? How much?
B Did it start on its own?
Was there pain?
B Isthebabymoving?
B Doyouhaveanyconcern?
Check record, or if no record:
B Ask when the delivery is expected.
B Determine if preterm
(less than 8 months pregnant).
B Review the birthplan.
If prior pregnancies:
B Number of prior pregnancies/
deliveries.

B Any prior caesarean section, forceps,

or vacuum, or other complication
such as postpartum haemorhage?
B Anyprior third degree tear?
Current pregnancy:
B RPRstatus )&,
W Hbresults g
B Rhesus status
W Tetanus immunization status ﬂ
u HIVstatus.
B Infant feeding plan .

W Receiving any medicine.

B Observe the woman’sresponse
tocontractions:

— Isshecopingwelloris
she distressed?

B [sshepushingorgrunting?

B Check abdomen for:

— caesarean section scar.

— horizontal ridge across lower
abdomen (if present, empty
bladder ﬁand observe again).

B Feel abdomen for:

— contractions frequency, duration,
any continuous contractions?

— fetal lie—longitudinal
or transverse?

— fetal presentation—head,
breech, other?

— more than one fetus?

— fetal movement.

B Listen to the fetal heart beat:

— Countnumberofbeatsin
1 minute.

— Ifless than 120 beats per minute,
ormorethan 160, turnwomanon
herleftsideand count again.

Measure blood pressure.

Measure pulse

Measure temperature.

Look forpallor.

Look for sunken eyes, dry mouth.

Pinchtheskin ofthe forearm: doesit

go back quickly?

Next: Perform vaginal examination and decide stage of labour



DECIDE STAGE OF LABOUR
ASK, CHECK RECORD LOOK, LISTEN, FEEL SIGNS CLASSIFY MANAGE

IMMINENT DELIVERY

B Explaintothe womanthatyouwill W Look at vulva for: B Bulging thin perineum, vagina

each examination.
B Wash vulva and perineal areas.
B Put on gloves.
B Position the woman with legs flexed and apart.

give her a vaginal examination and — bulging perineum gaping and head visible, full W See secs)nd stage of labour m
ask for her consent. — any visible fetal parts cervical dilatation. W Recordinpartograph E
— vaginal bleedin
—>Ieagking amniotigcfluid; ifyes,isitmeconium u Cervical.dilat.ation: LATEACTIVELABOUR | g see first stage of labour—active labour D9}
stained, foul-smelling? x4 ml.JIt!graw.da 25cm W Start plotting partograph @&,
— warts, keloid tissue or scars that may interfere — primigravida 26 cm W Recordinlabourrecord .
with delivery. EARLY
W Cervical dilatation 24 cm. ACTIVELABOUR
Perform vaginal examination
B DO NOT shave the perineal area. W Cervical dilatation: 0-3 cm m NOTYETIN B Seefirststageoflabour —notactive
B Prepare: contractions weak and <2 in ACTIVELABOUR B labour ﬁ
— clean gloves 10 minutes v B Recordinlabourrecord m
— swabs, pads. Ic
B Wash hands with soap before and after a
|

DO NOT perform vaginal examination if bleeding
now or at any time after 7 months of pregnancy.

B Perform gentle vaginal examination (do not

start during a contraction):

— Determine cervical dilatation in centimetres.

— Feel for presenting part. Isit hard, round
andsmooth (the head)?Ifnot,identify the
presenting part.

— Feel for membranes — are they intact?

— Feelforcord—isitfelt?lsit pulsating?Ifso,
actimmediatelyason m

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

{ Next: Respond to obstetrical problems on admission.

CHILDBIRTH

Decide stage of labour




Respond to obstetrical problems on admission

RESPOND TO OBSTETRICAL PROBLEMS ON ADMISSION

Use this chart if abnormal findings on assessing pregnancy and fetal status m

SIGNS CLASSIFY TREATANDADVISE
W Transverse lie. or head 3/5 palpable OBSTRUCTEDLABOUR g |fgistressed,insertan IVlineandgivefluids 5.
B Continuous contractions. B Ifinlabour>24hours,giveappropriate
B Constant pain betweencontractions. IM/IV antibiotics I
B Suddenandsevereabdominal pain. B Refer urgently to hospital _
W Horizontal ridgeacross lower
abdomen.

B Labour>24 hours, caput ++, moulding ++

FORALLSITUATIONS IN RED BELOW,REFER URGENTLY TO HOSPITAL IF IN EARLY LABOUR, MANAGE ONLY IF IN LATE LABOUR

B Rupture of membranes and any of: UTERINE AND FETAL B Give appropriate IM/IV antibiotics ﬁ

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

— Fever >38°C INFECTION B |[flate labour, deliver and refer to
— Foul-smelling vaginal discharge. hospital after delivery ;4.
B Plan to treat newborn .
B Rupture of membranes at RISK OF UTERINE AND M  Give appropriate IM/IV antibiotics m
<8 months of pregnancy. FETAL INFECTION AND M [flatelabour, deliver .
(Preterm PROM) RESPIRATORY B Discontinue antibiotic for mother after delivery if
DISTRESS SYNDROME no signs of infection.
B Plan to treat newborn H
B Diastolic blood pressure >90 mmHg. PRE-ECLAMPSIA B Assess further and manage as on W
W Severe palmar and conjunctival pallor  SEVERE ANAEMIA B Manage as on m
:E and/or haemoglobin <7 g/dl.
In__: B Breech or other malpresentation m OBSTETRICAL B Follow specific instructions
o0 B Multiple pregnancy | COMPLICATION B (see page numbers in left column).
9 B Fetaldistress 245
E B Prolapsed cord |
(O )
B Warts (vulval, vaginal, cervical) RISK OF B Refer to the hospital
W Age less than 14 years OBSTETRICAL

COMPLICATION




SIGNS CLASSIFY TREATAND ADVISE

B Keloid tissue that mayinterfere with

: RISK OF W Refer to the hospital
| cliiihc:/retrlzli.rd degreetear LU
& ' COMPLICATION

B Bleedinganytimein
third trimester.
B Priordelivery by:
— caesarean section
— forceps or vacuum delivery.

B Reassess fetal presentation (breech more common).
B Labour before 8 completed months B Encouragehertolieonherleftside.
of pregnancy (more than one month PRETERM B Call for help during delivery.
before estimated date of delivery). LABOUR B Routinedeliverybycaesareansectionforthe
purpose of improving preterm newborn outcomes is
not recommended, regardless of cephalic or
breech presentation.
B The use of magnesium sulfate is recommended
for women at risk ofimminent preterm birth before
32 weeks of gestation for prevention of cerebral palsy in the
infant and child m
B Conduct delivery very carefully as small baby may pop
out suddenly. In particular, control delivery of the head.
B Prepare equipment for resuscitation of newborn

M Fetal heartrate POSSIBLE FETAL B Manageason 3
<120 or >160 beats per minute. DISTRESS

B Rupture of membranes attermand  RUPTURE B Give appropriate IM/IV antibiotics if rupture of

Cervical dilatation before labour. OF MEMBRANES membrane >18 hours giig.
B Plantotreatthe newborn

B If two or more of the following DEHYDRATION

signs: W Give oral fluids

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

— thirsty m [Ifnotable todrink, give 1 litre IV fluids over 3
— sunken eyes hours 2X4.
— dry mouth
— — skin pinch goes back slowly
B HIV testpositive M Ensure thatthe woman takes ARV drugs as prescribed
W Taking ARV treatment HIV-INFECTED

’

M Support her choice of infant feeding .

B No fetal movement. and POSSIBLE FETAL DEATH ™® Explain to the parents that the baby is not doing well
B Nofetal heartbeaton repeated B Refer to the hospital i

CHILDBIRTH

Next: Give pportive care throughout labo examination

Respond to obstetrical problems on admission D5
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Give supportive care throughout labour

GIVE SUPPORTIVE CARE THROUGHOUT LABOUR

Use this chart to provide a supportive, encouraging atmosphere for birth, respectful of the woman’s wishes.

Communication

B Explain all procedures, seek permission, and discuss findings with the woman.

B Keep her informed about the progress of labour.

B Praise her, encourage and reassure her that things are going well.

B Ensure and respect privacy during examinations and discussions.

B |f known HIV-infected, find out what she has told the companion. Respect her wishes.

Cleanliness

B Encourage the woman to bathe or shower or wash herself and genitals at the onset of labour.
B Wash the vulva and perineal areas before each examination using an antiseptic.
B Wash your hands with soap before and after each examination. Use clean gloves for
vaginal examination.
B Ensurecleanlinessoflabourandbirthingarea(s).
B Clean up spills immediately using recommended infection prevention guidelines.
B DO NOT giveenema.

Mobility

B Encourage the woman to walk around freely during the first stage of labour.
B Support the woman’s choice of position (left lateral, squatting, kneeling, standing supported by
the companion) for each stage of labour and delivery.

Urination

B Encourage the woman to empty her bladder frequently. Remind her every 2 hours.

Eating, drinking

B Encourage the woman to eat and drink as she wishes throughout labour.
B Nutritious liquid drinks are important, even in late labour.
B |fthewoman hasvisible severe wasting ortiresduringlabour, make sureshe eatsand drinks.

Breathing technique

B Teach her to notice her normal breathing.

B Encouragehertobreathe out moreslowly,makingasighingnoise,andtorelaxwith eachbreath.

B Ifshefeelsdizzy,unwell,isfeeling pins-and-needles (tingling) in herface, hands and feet, encourage
her to breathe more slowly.

B Topreventpushingattheend offirststage of labour, teach hertopant,tobreathe withanopen
mouth, totakein 2 shortbreathsfollowed byalongbreathout.

W Duringdeliveryofthe head,askhernottopushbuttobreathe steadilyortopant.

Pain and discomfort relief

B Suggest change of position.
B Encourage mobility, as comfortable for her.
B Encourage companion to:
— massage the woman’s back if she finds this helpful.
— hold the woman’s hand and sponge her face between contractions.
B Encourage her to use the breathingtechnique.
B Encourage warm bath or shower, if available.

B If woman is distressed or anxious, investigate the cause m
W If pain is constant (persisting between contractions) and very severe or sudden in onset m



Birth companion

B Encourage support from the chosen birth companion throughout labour.
W Describetothebirthcompanionwhatsheorheshould do:
— Always be with the woman.
— Encourage her.
— Help her to breathe and relax.
— Rub her back, wipe her brow with a wet cloth, do other supportive actions.
— Give support using local practices which do not disturb labour or delivery.
— Encourage woman to move around freely as she wishes and to adopt the position of her choice.
— Encourage her to drink fluids and eat as she wishes.
— Assist her to the toilet when needed.

B Ask the birth companion to call for help if:
— The woman is bearing down with contractions.
— There is vaginal bleeding.
— She is suddenly in much more pain.
— She loses consciousness or has fits.
— There is any other concern.

Tellthe birth companion what she or he should NOT do and explain why:
DO NOT encourage woman to push.

DO NOTgiveadviceotherthanthatgivenbythe healthworker.

DO NOT keepwomaninbedifshe wantsto movearound.

Birth companion

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE
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First stage of labour (1): when the woman is notin  active labour

FIRST STAGE OF LABOUR: NOT IN ACTIVE LABOUR

Use this chart for care of the woman when NOT IN ACTIVE LABOUR, when cervix dilated 0-3 cm and contractions are weak, less than 2 in 10 minutes.

MONITOR EVERY HOUR: MONITOR EVERY 4 HOURS:

B Foremergencysigns, usingrapidassessment (RAM) GEReY. B CervicaldilatationZEE1H.

B Frequency, intensity and duration of contractions. B Unless indicated, do not do vaginal examination more frequently than every 4 hours.
MW Fetal heart rated. W Temperature.

] Moodandbehaviour(distressed,anxious)m. M Pulse m
| BIoodpressurem.

ASSESS PROGRESS OF LABOUR TREATAND ADVISE, IF REQUIRED
W After 8 hoursif: B Refer the woman urgently to hospital (JJ.

— Contractions stronger and more frequent but
— No progress in cervical dilatation with or without membranes ruptured.

W After 8 hoursif: B Discharge the woman and advise her to return if:
— noincrease in contractions, and — pain/discomfort increases
— membranes are not ruptured, and — vaginal bleeding
— no progress in cervical dilatation. and — membranes rupture.

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

-> No other complications

m Cervical dilatation 4 cm or greater. W Begin plotting the partograph ﬁ and manage the woman as in Active labour @

CHILDBIRTH
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FIRST STAGE OF LABOUR: IN ACTIVE LABOUR

Use this chart when the woman is IN ACTIVE LABOUR, when cervix dilated 4 cm or more.

MONITOR EVERY 30 MINUTES:

MONITOR EVERY 4 HOURS:

| Foremergencysigns,usingrapidassessment(RAM).
W Frequency, intensity and duration of contractions.

] Fetalheartrated

| Moodandbehaviour(distressed,anxious)m.

B CervicaldilatationZEE1H.

B Unless indicated, do not do vaginal examination more frequently than every 4 hours.
B Temperature.

W Pulse 4.

W Blood pressurem.

B Record findings regularly in Labour record and Partograph W

B Record time of rupture of membranes and colour of amniotic fluid.

M Give Supportive care 252X,
B Never leave the woman alone.

ASSESS PROGRESS OF LABOUR

TREATAND ADVISE, IF REQUIRED

B Partograph passestotheright of ALERT LINE.

Reassess woman and consider criteria for referral.

Call senior person if available. Alert emergency transport services.
Encourage woman to empty bladder.

Ensure adequate hydration but omit solid foods.

Encourage upright position and walking if woman wishes.

Monitor intensively. Reassess in 2 hours and refer if no progress. If
referral takes a long time, refer immediately (DO NOT wait to cross
action line).

m Partograph passestotheright of ACTION LINE.

B Ref hospital B17 birth is immi

W Cervixdilated 10 cm or bulging perineum.

Manage asin Second stage oflabourm.

First stage of labour (2): when the woman is in active labour




Second stage of labour: deliver the baby and give immediate newborn care (1) DIO

SECOND STAGEOFLABOUR: DELIVERTHEBABY AND GIVE IMMEDIATE NEWBORN CARE

Use this chart when cervix dilated 10 cm or bulging thin perineum and head visible.

MONITOR EVERY 5 MINUTES:

Foremergencysigns, usingrapid assessment(RAM).
Frequency, intensity and duration of contractions.

Fetal heart rated

Perineum thinning and bulging.

Visible descent of fetal head or during contraction.
Moodandbehaviour (distressed,anxious) m
Record findings regularly in Labour record and Partograph W
Give Supportive care w

Never leave the woman alone.

DELIVERTHE BABY TREATAND ADVISE IF REQUIRED

W Ensure all delivery equipment and supplies, including newborn resuscitation equipment,
areavailable,and place ofdeliveryiscleanand warm (25°C) .

W Ensure bladder is empty. B Ifunableto pass urine and bladder is full, empty bladder .
W Assistthewomanintoacomfortable position of her choice, asuprightaspossible. B DONOT letherlieflat (horizontally) on herback.
W Stay with her and offer her emotional and physical support M B Ifthewomanisdistressed, encourage paindiscomfortrelief m

W Allow herto push as she wishes with contractions. DONOT urgehertopush.
W [f, after 30 minutes of spontaneous expulsive efforts, the perineum does not begin to thin and
stretch with contractions, do a vaginal examination to confirm full dilatation of cervix.

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

- B [fcervixisnotfully dilated, await second stage. Place womanon her left side and discourage

E pushing. Encourage breathing technique ﬁ

g B Wait until head visible and perineum distending. W Ifsecondstagelastsfor2 hours ormore without visible steady descent of the head, call for staff
| B Wash hands with clean water and soap. Put on gloves just before delivery. trained touse vacuum extractor or refer urgently to hospital.

:|_: B See Universal precautionsduringlabouranddelivery m B If obvious obstruction to progress (warts/scarring/keloid tissue/previous third degree tear), do a
O

generous episiotomy. DO NOT perform episiotomy routinely.
If warts and performed extensive episiotomy, refer to hospital .
W [f breech or other malpresentation, manage as on .
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DELIVERTHE BABY

TREATAND ADVISE IF REQUIRED

B Ensure controlled delivery of the head: m f Potential!y damaging expulsiye eff(?rts, exert more pressure on perineum.
— Keep one hand gently on the head as it advances with contractions. W Discard soiled pad to prevent infection.
— Support perineum with other hand and cover anus with pad held in position by side of hand during delivery.
— Leave the perineum visible (between thumb and first finger).
— Ask the mother to breathe steadily and not to push during delivery of the head.
— Encourage rapid breathing with mouth open.
B Feel gently around baby’s neck for the cord. [ ] Ifcorld presen-tandIQOS?e,deIlverthe babythroughtheloqpofcord orslipthe cordoverthe
. . baby’s head; if cord istight, clampand cut cord, then unwind.
M Checkifthefaceis clear of mucus and membranes. ; . )
B Gently wipe face clean with gauze or cloth, if necessary.
B Await spontaneous rotation of shoulders and delivery (within 1-2 minutes). W Ifdelayin dellverY of shoulders: . )
. B — DO NOT panic but call for help and ask companion to assist
B Apply gentle downward pressure to deliver top shoulder. .
; , . B — Manage as in Stuck shoulders .
B Thenlift baby up, towards the mother’s abdomen to deliver lower shoulder. - .
. , B |Ifplacingnewbornonabdomenisnotacceptable,orthe mothercannotholdthe baby,
B Placebabyonabdomenorinmother’sarms. .
) ) placethe babyinaclean, warm, safe place close to the mother.
B Notetime of delivery.
B Thoroughly dry the baby immediately (including the head). Wipe eyes. Discard wet cloth. m Do NOT-Ieave the ba.by wet - sh-e/he wil becomfe cold.
, . . . B Ifthebabyisnotbreathingorgasping (unlessbabyisdead, macerated, severely malformed):
B Assess baby’s breathing while drying. . ) o
. . . B — Cut cord quickly: transfer to a firm, warm surface; start Newborn resuscitation
W [f the baby is not crying, observebreathing: . .
. . B CALLFORHELP-onepersonshouldcontinue caringforthe mother.
B — breathing well (chest rising)?
B — not breathing or gasping?
B Exclude second baby. : :;STFondtt:]aby,DO :Ilg'll;glvlsloxytocm nc'>w.A;;$t'.I'IHErLPr.7 I m
B Palpate mother’s abdomen. . lf(; iver ble s;con aby. ana.gelzsllr; "\;IJ iple pregnancy .
W Give 10 IU oxytocin IM to the mother. eavy bleeding, repeat oxytocin 10-/U-IM.
B Watch for vaginalbleeding.
B Changegloves.Ifnot possible, washgloved hands. B [fblood oozing, place asecondtie between the skin and thefirst tie.
) ) B DO NOT apply any substance to the stump.
B Clampandcutthe cord(1-3 minutesafter birth): B DO NOT bandae or bind the stum
B — put ties tightly around the cord at 2 cm and 5 cm from baby’s abdomen. & P
B — cut between ties with sterile instrument.
B — observe for oozing blood.
W L[eave baby on the mother’s chest in skin-to-skin contact. Place identification Tabel. B Ifroom cool(lessthan 25°C), use additional blanket to cover the mother and baby.
B Coverthebaby,coverthe baby/shead withahat
B Encourageinitiation of breastfeeding B [f HIV-infected mother has chosen replacement feeding, feed accordingly.
B Check ARV treatment needed m, m

Second stage of labour: deliver the baby and give immediate newborn care (2)

DIl
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Third stage of labour: deliver the placenta

THIRD STAGE OF LABOUR: DELIVER THE PLACENTA

Use this chart for care of the woman between birth of the baby and delivery of placenta.

MONITOR MOTHER EVERY 5 MINUTES:

MONITOR BABY EVERY 15 MINUTES:

B Foremergencysigns, usingrapidassessment (RAM) GER:Y.
B Feelifuterusiswellcontracted.

B Moodandbehaviour(distressed,anxious) m

B Timesincethirdstage began (timesince birth).

MW Breathing: listenforgrunting, lookfor chestin-drawingandfast breathing ﬂ
B Warmth:checktoseeiffeetarecoldtotouch 2.

B Record findings, treatments and procedures in Labour record and Partograph (pp.N4-N6).
W Give Supportive care.
B Never leave the woman alone.

DELIVERTHE PLACENTA

TREATAND ADVISE IF REQUIRED

B Ensure 10-1U oxytocinIMisgiven m
B Await strong uterine contraction (2-3 minutes) and deliver placenta by controlled cord traction:
— Place side of one hand (usually left) above symphysis pubis with palm facing towards the
mother’s umbilicus. This applies counter traction to the uterus during controlled cord traction.
At the same time, apply steady, sustained controlled cord traction.
— Ifplacenta does notdescend during 30-40 seconds of controlled cord traction, release both cord
tractionand countertraction ontheabdomenand wait untilthe uterusis well contracted again.
Then repeat controlled cord traction with counter traction.
— As the placenta is coming out, catch in both hands to prevent tearing of the membranes.
— Ifthemembranes donotslipoutspontaneously, gentlytwistthemintoaropeand movethemup
and down to assist separation without tearing them.

W If,after 30 minutes of giving oxytocin, the placentaisnotdeliveredandthe womanis NOT bleeding:
— Empty bladder m
— Encourage breastfeeding
— Repeat controlled cord traction.
B If womanis bleeding, manage ason
B Ifplacentaisnotdeliveredinanother30 minutes (1 hourafterdelivery):
— Remove placenta manually m
— Give appropriate IM/IV antibiotic m
W Ifin1hourunabletoremove placenta:
— Refer the woman to hospital
— Insertan |V line and give fluids with 20 IU of oxytocin at 30 drops per minute during
transfer m
DO NOT exert excessive traction on the cord.
DO NOT squeeze or push the uterus to deliver the placenta.

B Checkthatplacentaand membranesare complete.

H If placentaisincomplete:
— Remove placental fragments manually m
— Give appropriate IM/IV antibiotic m
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DELIVERTHEPLACENTA

TREATAND ADVISE IF REQUIRED

B Checkthatuterusiswellcontractedandthereisnoheavybleeding.
B Repeatcheckevery5minutes.

B If heavy bleeding:

— Massage uterus to expel clots if any, until it is hard m
— Give oxytocin 10 IU IM .
— Call for help.
— Startan IV line m add 20 IU of oxytocin to IV fluids and give at 60 drops per minute m
— Empty the bladder m
If bleeding persists and uterus is soft:
Administer Misoprostol (refer to section on misoprostol)
— Continue massaging uterus until it is hard.
— Apply bimanual or aortic compression .
Insert UBT
Apply anti shock garment-if available
— Continue IV fluids(N/saline or Ringers Lactate) with 20 IU of oxytocin at 60 drops per minute.
— Refer woman urgently to hospital :1¥A.

m Examineperineum,lowervaginaandvulvafortears.

Ifthird or forth degreetears (involving rectum or anus), refer urgently to hospital .
Forothertears suture immediately

Minor tears or skin nicks:apply pressureoverthetearwithasterilepadorgauzeand putlegstogether.
Checkafter5 minutes. [fbleeding persists, repair the tear 3 2]

B Collect,estimate and record blood loss throughout third stage and immediately afterwards.

If blood loss = 250 ml, but bleeding has stopped:
— Plan to keep the woman in the facility for 24 hours.
— Monitor intensively (every 30 minutes) for 4 hours:

— BP, pulse

— vaginal bleeding

— uterus, to make sure it is well contracted.
— Assist the woman when she first walks after resting and recovering.
— If not possible to observe at the facility, refer to hospital [Z1EA.

B Cleanthewomanandtheareabeneathher.Putsanitary padorfoldedcleanclothunderher buttocks
tocollectblood.Helphertochangeclothesifnecessary.

B Keep the mother and baby in delivery room for a minimum of one hour after delivery of placenta.

B Disposeofplacentainthecorrect,safeandculturallyappropriate manner.

Third stage of labour: deliver the placenta

If disposing placenta:

— Use gloves when handling placenta.

— Put placenta into a bag and place it into a leak-proof container.

— Always carry placenta in a leak-proof container.

— Incinerate the placenta or bury it at least 10 m away from a water source, in a 2 m deep pit.




Respond to problems during labour and delivery (1) »If FHR <120 or >160bpm D14

Ll

2 RESPOND TO PROBLEMS DURING LABOUR AND DELIVERY

(O

=

>

b

~8 ASK,CHECKRECORD LOOK,LISTEN,FEEL SIGNS CLASSIFY TREATAND ADVISE

-

)8l IF FETAL HEART RATE (FHR) <120 OR >160 BEATS PER MINUTE

o.

= B Position the woman on her left side. M Cord seen at vulva. PROLAPSED CORD g \janage urgently as on 1.

S : ﬁl;eemrg: :el:yhgszarluﬁtuhree'ﬁr B FHR remains >160 or <120 after BABY NOT WELL W |If early labour:

E lookat vulva for prolapsed —>Referthewoman urgently to

= cord. hospltal ' '

E B Seeifliquorwas meconiumstained. — Keep her lying on her left side.
a B RepeatFHRcountafter15minutes W [flatelabour: '

= B Confirm stage of labor — Call for help during delivery '

<< — Monitor after every contraction.
>= If FHR does not return to normal in 15
E minutes explain to the woman (and her
Z companion) that the baby may not be well.
- — Prepare for newborn resuscitation
L

(a]

g B FHR returns to normal. BABY WELL B Monitor FHR every 15 minutes.
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1 Next:If prolapsed cord
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IF PROLAPSED CORD

The cord is visible outside the vagina or can be felt in the vagina below the presenting part.

ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS

B Lookatorfeelthe cordgently

CLASSIFY

TREAT

for pulsations. B Transverse lie
W Feel for transverselie.

OBSTRUCTED LABOUR

B Refer urgently to hospital .

W Do vaginal examination todetermine W Cord is pulsating
status of labour.

FETUS ALIVE

If early labour:

Pushthe head or presenting part out of the
pelvisand holditabove the brim/pelvis with
your hand onthe abdomen until caesarean
section is performed.

Instruct assistant (family, staff) to position the
woman's buttocks higher than the shoulder.
Refer urgently to hospital .

If transfer not possible, allow labour
tocontinue.

If late labour:

Callforadditional helpifpossible (for mother
andbaby).

Prepare for Newborn resuscitation
Askthewomantoassumean uprightor
squatting position to help progress.

Expedite delivery by encouraging woman to
push withcontraction.

B Assisted vaginal delivery

B Cord is not pulsating

1 Next:If breech presentation

FETUS
PROBABLY DEAD

B Explaintothe parentsthatbaby maynot

be well.

Respond to problems during labour and delivery (2) » If prolapsed cord




Respond to problems during labour and delivery (3) ™ If breech presentation DIé

I[F BREECH PRESENTATION

LOOK, LISTEN, FEEL SIGNS TREAT

B On external examination fetal head W [f early labour
felt in fundus.

B Soft body part(legorbuttocks)
felt on vaginal examination.

B Legs or buttocks presenting
atperineum.

Refer urgently to hospital .

W If late labour Call for additional help.
Confirmfull dilatation of the cervix by vaginal examination m
Ensure bladderisempty.Ifunable toempty bladder see Empty bladderm.
Prepare for newborn resuscitation
Deliver the baby:
— Assist the woman into a position that will allow the baby to hang down during delivery, for example, propped up
with buttocks atedge of bed or onto her hands and knees (all fours position).
— When buttocks are distending, make an episiotomy if needed
— Allow buttocks, trunk and shoulders to deliver spontaneously during contractions.
— After delivery of the shoulders allow the baby to hang while supporting the baby until next contraction.

W ftheheaddoesnot B Placethebabyastrideyourleftforearmwithlimbshangingoneachside.
deliver afterseveral B Placethe middleandindexfingers of the left hand overthe malar cheek bones oneitherside toapply gentle
contractions downwards pressure to aid flexion of head.

B Keepingthelefthand asdescribed, place theindexandringfingers of the right hand overthe baby’s shoulders
andthe middle finger onthe baby’shead to gently aid flexion until the hairlineis visible.

B When the hairline is visible, raise the baby in upward and forward direction towards the mother’s abdomen until
the nose and mouth are free. The assistant gives supra pubic pressure during the period to maintain flexion.

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

W If trapped arms or shoulders B Feelthebaby’schestforarms.If not felt:

Holdthe baby gently with hands around each thighandthumbs onsacrum.

Gently guiding the baby down, turn the baby, keeping the back uppermost until the shoulder which was posterior
(below) isnow anterior (atthetop)andthe armisreleased.

Then turn the baby back, again keeping the back uppermost to deliver the other arm.

Then proceed with delivery of head as described above.

CHILDBIRTH
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W [f trapped head (and baby is Tiealkgweighttothe baby’sfeetand await full dilatation.
dead) B Then proceed with delivery of head as described above.
NEVER pull on the breech
DO NOT allow the woman to push until the cervix is fully dilated. Pushing too soon may cause the head to be trapped.

1 Next:If stuck shoulders



I[F STUCK SHOULDERS (SHOULDER DYSTOCIA)

SIGNS TREAT

B Fetal head is delivered, B Callforadditional help.
butshouldersarestuckand B Preparefornewbornresuscitation.
cannot be delivered. B Explain the problem to the woman and her companion.
B Askthewomantolieonherbackwhilegrippingherlegstightlyflexed against her chest, with knees wide
apart.
B Ask the companion or other helper to keep the legs in that position.
B Performanadequate episiotomy.
B Askanassistanttoapplycontinuous pressuredownwards, with the palmofthe hand ontheabdomen
directly above the pubic area, while you maintain continuous downward traction on the fetal head.
B If the shoulders are still not B Remaincalmandexplaintothewomanthatyouneedhercooperationtotryanotherposition.
deliveredand surgical helpis B Assisthertoadoptakneelingon “all fours” position and ask her companion to hold her steady - this
not availableimmediately. simple change of position is sometimes sufficient to dislodge the impacted shoulder and achieve delivery.

B Introducetherighthandintothevaginaalongtheposteriorcurveofthesacrum.

B Attempttodelivertheposteriorshoulderorarmusingpressurefromthefingeroftherighthandtohook
the posterior shoulder and arm downwards and forwards through the vagina.

B Completetherestofdeliveryasnormal.

B Ifnotsuccessful, refer urgently to hospital .

DO NOT pull excessively on the head.

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

1 Next:If multiple births
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Respondtoproblemsduringlabouranddelivery(4) B Ifstuckshoulders(shoulderdystocia) D17
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Respond to problems during labour and delivery (5) » If multiple births

IF MULTIPLE BIRTHS

SIGNS

TREAT

B Prepare for |
delivery
|

Prepare delivery room and equipment for birth of 2 or more babies. Include:
— more warm cloths ~ — two sets of cord ties and razor blades — resuscitation equipment for 2 babies.
Arrange for a helper to assist you with the births and care of the babies.

B Secondstage W

Palpate uterus immediately to determine the lie and the presentation of the first twin baby.

of labour If twin one is cephalic:

Deliver the first baby following the usual procedure. Resuscitate if necessary. Label her/him Twin 1.
Askhelpertoattendtothefirst baby.

Delivery of the 2™ twin

Palpate uterus immediately to determine the lie of the second baby. If transverse or oblique lie, gently turn the baby by abdominal manipulation to head or breech presentation.
If breech presentation, rupture the membranes and perform breech extraction maneuvers and deliver the baby.

If cephalic presentation, Check the presentation by vaginal examination. Check the fetal heartrate.

Await the return of strong contractions and spontaneous rupture of the second bag of membranes, usually within 1 hour of birth of first baby, but may be longer.

Stay with the woman and continue monitoring her and the fetal heart rate intensively.

Remove wet clothes from underneath her. If feeling chilled, cover her.

Check for prolapsed cord. If present, see Prolapsed cord L

When strong contractions restart, ask the mother to bear down when she feels ready.

Deliver the second baby. Resuscitate if necessary. Label her/him Twin 2.

B Aftercuttingthe cord, askthe helpertoattendtothesecond baby.

M Palpate the uterus for a third baby. If athird baby isfelt, proceed as described above. If no third baby is felt, go to third stage of labour.
B DO NOT attempt to deliver the placenta until all the babies are born.

B DO NOT give the mother oxytocin until after the birth of all babies.

B Thirdstageof W
labour [ |
|

Giveoxytocin 101U IM after makingsurethere s noanother baby.

When the uterus is well contracted, deliver the placenta and membranes by controlled cord traction, applying traction to all cords together m

Before and after delivery of the placenta and membranes, observe closely for vaginal bleeding because this woman is at greater risk of postpartum haemorrhage.

If bleeding, see 2E3.

Put the woman on prophylactic oxytocin 20IU in 1000 mls of Intravenous fluids and run it at 60 drops per minute

Examinethe placentaand membranesforcompleteness.There maybe onelarge placenta with 2 umbilical cords, oraseparate placenta with an umbilical cord for each baby.

B Immediate [ |
postpartum [ |
care [ |

Monitor intensively as risk of bleeding is increased.
Provide immediate Postpartum care .
In addition:

— Keep mother in health facility for longer observation — Plan to measure haemoglobin postpartum if possible — Give special support for care and feeding of babies Mand

{ Next: Care of the mother and newborn within first hour of delivery of placenta



CARE OF THE MOTHER AND NEWBORN WITHIN FIRST HOUR OF DELIVERY OF PLACENTA

Use this chart for woman and newborn during the first hour after complete delivery of placenta.

MONITOR MOTHER EVERY 15 MINUTES: MONITOR BABY EVERY 15 MINUTES:

| Foremergencysigns,usingrapidassessment(RAM). B Breathing:listenforgrunting, look for chestin-drawingandfast breathing ﬂ
B Feelifuterusishardandround. B Warmth:checktoseeiffeetarecoldtotouch 2.

B Record findings, treatments and procedures in Labour record and Partograph m
B Keep motherand babyin delivery room - do not separate them if both are well.
B Neverleavethewomanandnewbornalone.

CARE OF MOTHERAND NEWBORN INTERVENTIONS, [FREQUIRED

WOMAN B If pad soaked in less than 5 minutes, or constant trickle of blood, manage as on m
B Assesstheamountofvaginal bleeding. m If uterus soft, manage as on Ald.
W Encourage the woman to eat and drink. B [f bleeding from a perineal tear, repair if required MOr refer to hospital .

B Ask the companion to stay with the mother.
B Encourage the woman to pass urine.

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

NEWBORN W If breathing with difficulty — grunting, chest in-drawing or fast breathing, examine the
B Wipe the eyes. baby as ongm.
B Apply an antimicrobial within 1 hour of birth. B If feet are cold to touch or mother and baby are separated:
— either 1% silver nitrate drops or 2.5% povidone iodine drops or 1% tetracycline ointment. B Ensure the room is warm. Cover mother and baby with a blanket
B DO NOT wash away the eyeantimicrobial. — Reassess in 1 hour. If still cold, measure temperature. If less than 36.5°C, manage as on
B If blood or meconium, wipe off with wet cloth and dry. B [f unable to initiate breastfeeding (mother has complications):
B DO NOT remove vernix or bath the baby until after 24 hours — Plan for alternative feeding method
B Continue keeping the baby warm and in skin-to-skin contact with the mother. — If mother HIV-infected: give treatment to the newbo@.
B Encourage the mother to initiate breastfeeding immediately after birth. Offer her help. — Support the mother's choice of newborn feeding [¢t:1.
B DO NOT give artificial teats or pre-lacteal feeds to the newborn: no water, sugar water, or local feeds. B Ifbabyisstillbornordead, give supportive caretomotherand herfamily m
. B Examine the mother and newborn one hour after delivery of placenta. B Refer to hospital now if woman had serious complications at admission or during delivery
B UseAssessthe motherafterdeliverymand Examinethenewborn m but was in late labour.

CHILDBIRTH

Care of the mother and newborn within first hour of delivery of placenta




LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

CHILDBIRTH

Care of the mother one hour after delivery of placenta

CARE OF THE MOTHER ONE HOUR AFTER DELIVERY OF PLACENTA

Use this chart for continuous care of the mother until discharge. See Mfor care of the baby.

MONITOR MOTHERAT 2,3 AND 4 HOURS,
THEN EVERY 4 HOURS:

| Foremergencysigns,usingrapidassessment(RAM).
M Feeluterusifhardandround (well contracted).

W Record findings, treatments and procedures in Labour record and Partograph W

B Keep the mother and baby together if both are well and neither needs complication management.
B Neverleavethewomanandnewbornalone.

B DO NOT discharge before 48 hours.

CAREOF MOTHER

INTERVENTIONS, IFREQUIRED

Accompany the mother and baby to postnatal ward.

Advise on Postpartum care and hygiene m

Ensurethe motherhassanitary napkinsorclean materialto collectvaginal blood.
Encourage the mother to eat, drink and rest.

Ensure thatthe roomis warm (25°C).

W Make sure the woman has someone with her and they know when to call for help.

B If HIV-infected: give her appropriate treatment m, @

Askthe mother’scompaniontowatchherand callfor helpifbleeding or painincreases, if mother
feels dizzy or has severe headaches, visual disturbance or epigastric distress.

B [f heavy vaginal bleeding, palpate the uterus.
— If uterus not firm, massage the fundus to make it contract and expel any clots m
— If pad is soaked in less than 5 minutes, manage as on =81,
— If bleeding is from perineal tear, repair or refer to hospital :1kA.

Encourage the mothertoempty her bladderand ensure that she has passed urine.

B |fthe mothercannot pass urine orthe bladderisfull (swelling overlowerabdomen)andsheis
uncomfortable, help her by gently pouring water on vulva or open the nearby tap water to run.
DO NOT catheterize unless you have to.

Check record and give any treatment or prophylaxis which is due.
Advise the mother on postpartum care and nutrition .

Advisewhentoseek careh

Counselonbirthspacingandotherfamily planning methods.

Repeat examination of the mother before discharge using Assess the mother after delivery m
For baby, see m

W [ftuballigationorlUDdesired,one can provide within 48 hours of delivery beforedischarge.
B Ifmotherisonantibiotics because of proongedrupture of membranes for >18 hours but
shows nosigns of infection now, discontinueantibiotics.
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Assess the mother after deliver assess the mother after delivery

ASSESSTHE MOTHER AFTER DELIVERY

After an uncomplicated vaginal birth in a health facility, healthy mothers and newborns should receive care in the facility for at least 48 hours after birth.

Use this chart to examine the mother thefirst time after delivery (at | hour after delivery orlater) and for discharge.

For examining the newborn use the chart on m

ASK,CHECKRECORD LOOK,LISTEN, FEEL

Check record:

— bleeding more than 250 mlI?

—O0r less for patients who are

anaemic and symptomatic.

— completeness of placenta
and membranes?

— complications during delivery
or postpartum?

— special treatment needs?

— needstuballigation or IUD or

other PPFP?

How are youfeeling?

Do you have any pains?

Doyouhaveany concerns?

How is your baby?

How do your breasts feel?

Measure temperature

Feelthe uterus.Isithardand round?

Look for vaginal bleeding/ lochia loss

Look at perineum.

— Is there a tear or cut?

— Is it red, swollen or draining pus?
Look for conjunctival pallor.

Look for palmar pallor.

If no problem go to page

Next: Respond to problems immﬁliately postpartum

SIGNS

CLASSIFY  TREATANDADVISE

W Uterus hard.

W Little bleeding.

W No perineal problem.
W Nopallor.

W Nofever.

|
|

Blood pressure normal.

Pulse normal.

MOTHER WELL

Keepthe motheratthefacility for24 hours

after delivery.

Ensure preventive measures m

Advise on postpartum care and hygiene m
Counsel on nutrition 224,

Counsel on birth spacingand family planning and
provide postpartum family planning method of

choice @
Adviseonwhentoseekcareandnextroutine
postpartum visit |

Reassess for discharge m

Continue any treatments initiated earlier.
Iftuballigation desired, referto hospital within 7 days
of delivery.

If IUD desired, refer to appropriate services within 48
hours.

Provide other PPFP methods appropriate for within48
hours of delivery depending on patients choice

Advise on breastfeeding and breast care




Respond to problems immediately postpartum (1)

ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS CLASSIFY TREATAND ADVISE
IF VAGINAL BLEEDING
B A pad issoaked inless B Morethan 1 padsoakedin 5 HEAVY BLEEDING B Sece Efortreatment.
than 5 minutes. minutes B Refer urgently to hospital .

B Uterus not hard and notround

IF FEVER (TEMPERATURE >38°C)

W Body hotness B Repeattemperature W Temperature still >38°C and any of: UTERINE AND FETAL B Insertan IV line and give fluids rapid| m
B Abdominal pain measurement after 2 hours — Chills INFECTION B Give appropriate IM/IV antibiotics d
W Chills W Iftemperature s still >382C — Foul-smelling vaginal discharge B [f placenta delivered:
— Look for abnormal — Low abdomen tenderness — Give oxytocin 10 U IM m
vaginal discharge. — History of rupture of membranes B Refer woman urgently to hospital _
— feel lower abdomen >18 hours B Assessthenewborn ﬁ
for tenderness . Treat any sign of
infection.
B Temperature still >38°C RISK OF UTERINE B Encourage woman to drink plenty of fluids.
AND FETAL B Measure temperature every 4 hours.
INFECTION W If temperature persists for >12 hours,

is very high or rises rapidly, give
appropriate antibiotic and refer to

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

hospital &)
IF PERINEALTEAR OR EPISIOTOMY (DONE FOR LIFE SAVING CIRCUMSTANCES)
B s there bleeding from the W Tear extending to anus or rectum. THIRD DEGREE TEAR B Refer woman urgently to hospital m
T~ tear or episiotomy
W Doesitextendtoanusorrectum? e e SMALL PERINEAL B Ifbleeding persists, repairthe
B Episiotomy TEAR tearor episiotomy |

CHILDBIRTH

1 Next:|If elevated diastolic blood pressure
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IF ELEVATED DIASTOLIC BLOOD PRESSURE
ASK,CHECKRECORD LOOK,LISTEN, FEEL

B [fdiastolicblood pressureis

B >90 mmHg, repeat after 1 hour rest.

B [fdiastolicblood pressureisstill
>90 mmHg, ask the woman if
she has:
— severe headache
— blurred vision
— epigastric pain and
— check protein in urine.

1 Next:If pallor on screening, check for anaemia

SIGNS

CLASSIFY

TREATAND ADVISE

Diastolic blood pressure

SEVERE

W Give magnesium sulphate m
2110 mmHg OR PRE-ECLAMPSIA g ¢, early labour orpostpartum
B Diastolicblood pressure 290 mmHg B refer urgently to hospital _
and 2+ proteinuria and any of: B Ifinlatelabour:
— severe headache — continue magnesium sulphate
— blurred vision e T m
— epigastric pain. —Give Methyl dopa and /or Nifedipine
— monitor blood pressure every hour.
— DO NOT give ergometrine after delivery.
W Refer urgently to hospital after
delivery G144,
B Diastolic blood pressure PRE-ECLAMPSIA .
LRIl Iy — W If early labour, refer urgently to hospital @
B 2+ proteinuria (on admission). B I late labour:
— monitor blood pressure every hour
— DO NOT give ergometrine after delivery.
B If BP remains elevated after delivery,
refer to hospital .
B Diastolic blood pressure >90 HYPERTENSION  m Monitorblood pressure every hour.

mmHg on 2 readings.

Respond to problems immediately postpartum (2)

Ensure that the antihypertensive drugs the
woman is taking are pregnant friendly. Nifedipine
or Methyldopa (Aldomet)

Do not give ergometrine after delivery.

If blood pressure remains elevated after

delivery, refer woman to hospital .




Respond to problems immediately postpartum (3)

ASK,CHECKRECORD LOOK,LISTEN,FEEL SIGNS CLASSIFY TREATANDADVISE
IF PALLOR ON SCREENING, CHECK FOR ANAEMIA
W Bleeding during labour, delivery B Measure haemoglobin, if possible. M Haemoglobin<7g/dl. SEVERE B Ifearlylabour or postpartum, refer urgently to
or postpartum. B Lookfor conjunctival pallor. AND/OR ANAEMIA hospital JK.
B Look for palmar pallor. If pallor: B Severe palmar and
— Is it severe pallor? conjunctival pallor or mIf Iatellab(.)ur: .
— Some pallor? W Anypallorwith>30 = (Slelels intensively
— Count number of breaths in breaths perminute. — minimize blood loss
1 minute — refer urgently to hospital after delivery .
B Any bleeding. MODERATE B Check haemoglobin after 3 days.
W Haemoglobin 7-11g/dl. ANAEMIA B Givedouble dose of iron/ folate for 3 months H
B Palmar or conjunctival pallor. B Followupin4weeks.
B Haemoglobin >11g/dl NO ANAEMIA B Give iron/folate for 3 months ﬂ
W No pallor.

IF MOTHER SEVERELY ILL OR SEPARATED FROM THE BABY

B Teachmothertoexpressbreastmilkevery3 hours
MW Helphertoexpressbreast milkifnecessary.

M Ensure baby receives mother’s milk
M Help her to establish or re-establish breastfeeding as
soonasshe is able.See

IFBABYSTILLBORNORDEAD

LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

M Give supportive care:
— Inform the parents as soon as possible after the
baby’s death in a sensitive manner.
— Show the baby to the mother,
give the baby to the mother to hold, where
culturally appropriate.
— Offerthe parentsandfamilytobe withthe dead
baby in privacy as long as they need.
— Discuss with them the events before the death and
the possible causes of death.
B Advise the motheronbreast care
M Counsel on appropriate family planning method .

CHILDBIRTH

1 Next:Give preventive measures
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GIVE PREVENTIVEMEASURES

Ensure that all are given before discharge.

ASSESS, CHECKRECORDS

TREATAND ADVISE

B CheckRPRstatusinrecords (syphilis testing).
B IfnoRPRduringthis pregnancy, do the RPR test .

B [f RPR positive:
— Treat woman and the partner with benzathine penicillin m
— Treat the newborn

B Check tetanus toxoid (TT) immunization status.
B Check when last dose of mebendazole was given.

B Givetetanustoxoidifdue m
B Give mebendazole oncein 6 months m

B Checkwoman’ssupply of prescribed dose of iron/folate.
— Vitamin A in postpartum women is not recommended for the prevention
of maternal and infant morbidity and mortality.

Give 3 month’s supply ofiron and counsel on adherence E

B Ask whether woman and baby are sleeping under insecticide treated bed net.
B Counselandadviseallwomen. B Encouragesleepingunderinsecticidetreatedbednet ﬂ
B Advise on postpartum care .
B Counsel on nutrition .
B Counselonbirth spacing and postpartumfamily planning .
B Counselonbreastfeeding
B Counselonsafersexincluding use of condoms |22,
B Advise on routine and follow-up postpartum visits 22,
B Adviseondangersigns for both mother and baby 22,
B Discuss how to prepare for an emergency in postpartum period
B Counselofcontinuedabstinencefromtobacco,alcoholanddrugs 22,
B Recordalltreatmentsgiven m
I Record findings on home-based record.
B Check HIV statusin records.
B If HIV-infected:

Give preventive measures

— Support adherence to ARV m Treat the newborn m
B IfHIVtestnotdone,theresultofthelatesttestnotknown oriftested HIV-negativeinearly
pregnancy, offer her the rapid HIV test
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Advise on postpartum care

Advise on postpartum care and hygiene

B Advise and explain to the woman:

B Toalwayshavesomeonenear herforthefirst24hourstorespondtoanychangeinhercondition.

B Not to insert anything into the vagina.

B Tohaveenoughrestandsleep.

B The importance of washing to prevent infection of the mother and her baby:
—wash hands before handling baby
—wash perineum daily, after faecal excretion and after change of sanitary wear
—change perineal pads every 4 to 6 hours, or more frequently if heavy lochia
—wash used pads or dispose of them safely
—wash the body daily.

B Toavoid sexual intercourse until the perineal wound heals and lochia has stopped.

B Tosleep with the baby under an insecticide-treated bednet.

Counsel on nutrition

Advise the woman to eat a greater amount and variety of healthy foods, such as meat, fish, oils,
nuts, seeds, cereals, beans, vegetables, cheese, milk,to help herfeelwelland strong (give examples
of types of food and how muchto eat).

Reassure the motherthatshe can eatanynormalfoods—these will not harmthe

breastfeeding baby.

Spend more time on nutrition counseling with obviously malnourished women (very thin or obese) and
adolescents.

Determine if there are important taboos about foods which are nutritionally healthy.

Advise the woman against these taboos.

Talk to family members such as partner and mother-in-law, to encourage them to help ensure the
woman eats enough and avoids hard physical work.

Counsel on Substance Abuse

Advise the woman to continue abstinence from tobacco

She should nottake anydrugs or medications fortobacco cessation

Talk to family members such as partner and mother-in-law, to encourage them to help ensure the
woman avoids second-hand smoke exposure;

Alcohol,

Drugs,

Dependence
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COUNSEL ON BIRTH SPACING AND FAMILY PLANNING

Counsel on the importance of family planning

B [f appropriate, ask the woman if she would like her partner or another family member to be included
inthe counsellingsession.

B Explain that after birth, if she has sex and is not exclusively breastfeeding, she can become
pregnant as soon as 4 weeks after delivery. Therefore it is important to start thinking early about
what family planning method they will use.

— Ask about plans for having more children. If she (and her partner) want more children, advise
thatwaitingatleast 2 yearsbeforetryingtobecome pregnantagainisgoodforthe motherand
for the baby's health.

— Information on when to start a method after delivery will vary depending on whether a woman is
breastfeeding ornot.

— Make arrangements for the woman to see a family planning counsellor, or counsel her directly
(see the National Family Planning guidelines and the Family Planning counselling tool kit)

B Counsel on safer sex including use of condoms for dual protection from sexually transmitted
infection (STI) or HIV and pregnancy. Promote their use, especially if at risk for sexually transmitted
infection (STI) or HIV.

B For HIV-infected women, see mfor family planning considerations

B Herpartnercandecidetohaveavasectomy(malesterilization) atanytime

B Counsel on postpartum family planning.

Method optionsforthe non-breastfeedingwoman
Can be used immediately postpartum Condoms
Progestogen-only oral contraceptives
Progestogen-only injectable
Implant
Female sterilization (within 7 days or delay 6 weeks)
Copper IUD (immediately following expulsion of placenta or
within 48 hours)
Delay 3 weeks Combined oral contraceptives
Fertility awareness methods

Lactational amenorrhoea method (LAM)

W A breastfeeding woman is protected from pregnancy only if:
— she is no more than 6 months postpartum, and
— sheis breastfeeding exclusively (8 or more times a day, including at least once at night: no
daytime feedings more than 4 hoursapart and no night feedings more than 6 hours apart;
no complementary foods or fluids), and
— her menstrual cycle has not returned.

B Abreastfeedingwoman canalsochoose anyotherfamily planning method, eithertouse
aloneor together with LAM.

Method options for the breastfeeding woman

Can be used immediately postpartum  Lactational amenorrhoea method (LAM)
Condoms
Female sterilisation (within 7 days or delay 6 weeks)
CopperIUD (within48 hours or delay 4 weeks)

Delay 6 weeks Progestogen-only oral contraceptives
Progestogen-only injectables
Implants

Delay 6 months Combined oral contraceptives

Combined injectable
Fertility awareness methods

Counsel on birth spacing and family planning
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Advise on when to return

ADVISE ON WHEN TORETURN

Use this chart for advising on postnatal care after delivery in health facility on Mor a For newborn babies see the scheduleon = .
Encouragewomantobringherpartnerorfamilymembertoatleastonevisit.

Routine postnatal contacts Advise on danger signs
FIRST CONTACT: within 48 hours Advise to go to a hospital or health centre immediately, day or night, WITHOUT WAITING, if any of
SECOND VISIT: between 6 - 14 days the following signs:
B vaginal bleeding:
FINAL POSTNATAL CONTACT (CLINIC VISIT): at 6 weeks after birth — more than 2 or 3 pads soaked in 20-30 minutes after delivery OR
— bleeding increases rather than decreases after delivery.
Foll isits b| B convulsions.
ollow-up visits for problems B fast or difficultbreathing.
Ifthe problem was: Returnin: B feverandtooweaktogetoutofbed.
Fever 2days | severe'abdominal pain. . _
Lower urinary tract infection 2 days B calfpain,rednessorswelling,shortness of breath or chest pain.
Perineal infection or pain 2days Go to health centre as soon as possible if any of the following signs:
Hypertension 1 week B fever
Urinary incontinence 1 week B abdominal pain
Severe anaemia Keep in until transfusion B feelsill
Postpartum blues 2 weeks B breasts swollen, red or tender breasts, or sore nipple
HIV-infected 2 weeks B urine dribbling or pain on micturition
Moderateanaemia 4 weeks B painintheperineumordraining pus
B foul-smelling lochia
If treated in hospital for According to hospital instructions or according to national
any complication guidelines, but no laterthanin 2 weeks. B severe depression or suicidal behaviour (ideas or attempts)

Discuss how to prepare for an emergency in postpartum

B Advisetoalwayshavesomeonenearforatleast24 hoursafterdeliverytorespondtoanychange

in condition.

W Discuss with woman and her partner and family about emergency issues:
— where to go if danger signs — how to reach the hospital
— costs involved — family and community support.

B Discuss home visits: inaddition to the scheduled routine postnatal contacts, which can occur
in clinics or at home, the mother and newborn may receive postnatal home visits by community
health workers.

B Advise the woman to ask for help from the community, if needed m

B Advise the woman to bring her home-based maternal record to the health centre, even for an
emergency visit.
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POSTPARTUM CARE

POSTPARTUM CARE

E POSTPARTUM EXAMINATION OF THE
MOTHER (UP TO 6 WEEKS)

[=] RESPOND TO OBSERVED SIGNS OR

VOLUNTEERED PROBLEMS (1)

If elevated diastolic
pressure

[/ RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (2)

If pallor, check for
anaemia

ERESPOND TO OBSERVED SIGNS OR

VOLUNTEERED PROBLEMS (3)
Check for HIV status

ERESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (4)
If heavy vaginal bleeding
If fever or foul-smelling lochia
RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (5)

If dribbling urine
If puss or perineal pain
If feeling unhappy or crying easily

Postpartum care

RESPOND TO OBSERVEDSIGNSOR Always begin with Rapid assessment and managementji:¥2:¥/
VOLUNTEERED PROBLEMS (6) (RAM)

If vaginal discharge 4 V\ms after delivery

If breast problem B NextusethePostpartumexamination ofthe mother  E2]

RESPOND TO OBSERVED SIGNSOR B Ifanabnormalsignisidentified (volunteered orobserved),
VOLUNTEERED PROBLEMS (7) use the charts Respond to observed signs or volunteered

If cough or breathing problemsm.
difficulty If taking anti-

tuberculosis drugs ) o
M Record all treatment given, positive findings, and the scheduled

next visit in the home-based and clinic recording form.

il RESPOND TO OBSERVED SIGNS OR B For the first or second postpartum visit during them week after

VOLUNTEERED PROBLEMS (8) delivery, use the Postpartum examination chart and Advise
If signs suggesting severe or and counselling section to examine and advise the mother.
advanced symptomatic HIV
infection

m I tminfected, adolescent or has special needs,
use.




Use this chartfor examining the mother after discharge fromafacility or afterhomedelivery. Recordfindingsinhome-based record.

If she delivered less than a week ago without a skilled attendant, use the chart Assess the mother after delivery

When and where did you deliver?
How are you feeling?
Haveyouhadany pain orfever or
bleeding since delivery?
Do you have any problem with
passing urine?
Haveyoudecidedon
any contraception?
How do your breasts feel?
Doyou haveanyotherconcerns?
Check records:
— Any complications

during delivery?
— Receiving any treatments?
— HIV status.
Ask about tobacco useand

exposure to second-hand smoke.

Measure blood

pressure and

temperature.

Feel uterus.lsithardand round?
Look at vulva and perineum for:
— tear

— swelling

— pus.

Look at padfor bleeding and lochia.
— Does it smell?

— Is it profuse?

Look forpallor.

Next: Respond to observed signs or volunteered problems

Mother feeling well. NORMAL
Did not bleed >250ml.

Uterus well contracted andhard.

No perineal swelling.

Blood pressure, pulseand

temperature normal.

No pallor.

No breast problem.

No fever or pain orconcern.

No problem with urination.

Make sure woman and family know what to
watch for and when to seek care

Advise on Postpartum care and hygiene,
and counsel on nutrition

Counsel on the importance of birth spacing
andfamilyplanning

Refer for family planning counselling.
Dispense 3 monthsiron supply and
counsel on compliance

Give any treatment or prophylaxis due:

— tetanusimmunizationifshehasnothad
fullcourse

Promote use of ITNs for mother and
baby

Record on the mother’s home-based
maternal record.

Advise to return to health centre at 48
hours, within 6 days and 6 weeks after
childbirth.

Advise to avoid use of tobacco, alcohol,
drugs; and exposure to second-hand smoke.




POSTPARTUM CARE

RESPOND TO OBSERVED SIGNS OR VOLUNTEERED PROBLEMS

ASK,CHECKRECORD LOOK,LISTEN, FEEL SIGNS CLASSIFY TREATAND ADVISE
IF ELEVATED DIASTOLIC BLOOD PRESSURE
W History of pre-eclampsiaor M If diastolic blood pressure is MW Diastolic blood pressure SEVERE B Giveappropriate antihypertensive m
eclampsia in pregnancy, H  >90mmHg,repeat H >110 mmHg. HYPERTENSION B Refer urgently to hospital _
deli fter deli ? ft 1h t.
elivery or after aelivery atterathourres W Diastolic blood pressure MODERATE B Reassess in 1 week.
B >90 mmHg on 2 readings. HYPERTENSION B If hypertension persists, refer to hospital.
B Diastolic blood pressure BLOOD B No additional treatment.

B <90 mmHg after 2 readings.

PRESSURE NORMAL

T Next:|If pallor, check for anaemia

Respondto observed signsorvolunteered problems(1) » elevated diastolicblood pressure

E3




Check record for bleeding in |
pregnancy, delivery or postpartum.

Have you had heavy bleeding [ |
since delivery? [ |
Doyoutire easily? |

Are you breathless (short of breath)

during routine housework?

Check record for anemia in antenatal [ |
period and what was done

Ask about iron supplementation

during ANC

Next:Check for HIV status

Measure haemoglobin if history of
bleeding.

Look for conjunctival pallor.

Look for palmar pallor.

If pallor:

— is it severe pallor?

— some pallor?

Count number of

breathsin 1 minute.

Haemoglobin <7 g/d| SEVERE ANAEMIA B Give double dose of iron
Akl B (1 tablet 60 mg twice daily for
Severe palmar and

. B 3 months)
conjunctival pallor or
Any pallor and any of: B Refer urgently to hospital .
>30 breaths per B Follow up in 2 weeks to check clinical
minute W progress and compliance with treatment.
Tires easily
Breathlessness at rest.
Haemoglobin 7-11 g/dl MODERATE ANAEMIA B Give double dose of iron for 3 months
OR
Palmar or conjunctival pallor. B Reassess at next postnatal visit (in 4 weeks).

B If anaemia persists, refer to hospital.

Haemoglobin >11 g/dl. NO ANAEMIA W Continue treatment with iron for 3 months

No pallor.

altogether




Use this chart for HIV testing and counselling during postpartum visitifthe woman is not previously tested ,does not know her HIV status,
or tested HIV-negative in early pregnancy.

If the woman has taken ARV during pregnancy or childbirth refer her and her baby to HIV services for further assessment.

Provide key information on HIV |22, W Positive HIV test HIV-INFECTED B Counsel onimplications of a positive test
B WhatisHIVandhowisHIV W Start woman on lifelong ART and do creatinine,
transmitted |£4? CD4 and other tests
B Advantage of knowing the HIV — Counsel on infant feeding options
status |57. — Provide additional care for HIV-infected
B Explain about HIV testing and woman
counselling including — Counsel on family planning
confidentiality of theresult |$51. — Counsel onsafer sexincluding use of
B TellherthatHIVtestingwillbedone condoms
routinely as other blood tests. — Counselon benefits of disclosure (involving) and

testingher partner

Ask the woman: — Provide support to the HIV-infected woman

B HaveyoubeentestedforHIV? B Perform thg Rapid HIVtestifnot B Follow up in 2 weeks.
— Ifnot: tell her that she will performedinthis pregnancy
betested forHIV,unless B Negative HIV test HIV-NEGATIVE W Counsel onimplications of a negative test
she refuses. B Counselontheimportance of staying negative by
— If yes: check result. practising safer sex, including use of condoms
— Areyoutakingany B Counsel on benefits of involving and testing the
ARV treatment? partner
— Check treatment plan. W Sherefusesthetestorisnot UNKNOWN . :
m Has the partner been tested? = i B Counsel onsafersexincluding use of condoms
willing to disclose theresultof ~ HIV STATUS B Counsel on benefits of involving and testing the

previous test or no test results partner

HP N |

Next:If heavy vaginal bleeding




B Morethanlpadsoakedin

POSTPARTUM

i B Give0.2mgergometrinelM m
5> minutes. BLEEDING W Give appropriate IM/IV antibiotics m
B Manageasin
Rapid assessment and management m
B Refer urgently to hospital 4.
W Still bleeding 6 weeks after delivery W Refer to hospital
@ Have you had: . @ Feel lower abdomen and flanks W Temperature >38°C and any of: UTERINE INFECTION B Insertan IV line and give fluids rapidl m
— heavy bleeding? fortenderness. — very weak B Give appropriate IM/IV antibiotics ﬁ
— foul-smelling lochia? @ Look for abnormal lochia. — abdominal tenderness B Refer urgently to hospital 2.
— burning on urination? @ Measure temperature. — foul-smelling lochia
@ Lookorfeelforstiffneck. — profuse lochia
@ Lookforlethargy. — uterus not well contracted
— lower abdominal pain
— history of heavy vaginal bleeding.
el ?38% anfj ar?y of: ;JR':\P(EI'R URINARY W Give appropriate IM/IV antibiotics m
— burning on urination B Refer urgently to hospital m
— flank pain. INFECTION
W Burning on urination. LOWER URINARY TRACT B Giveappropriateoralantibiotic
INFECTION B Encourage her to drink morefluids.
B Followupin2days.
B If no improvement, refer hospital.
B Temperature >38°C and any of: VERY SEVERE B |nsertan IVline m
— stiff neck FEBRILE W Give appropriate IM/IV antibiotics m
— lethargy. DISEASE B Give artemether IM (or quinine IM if
artemether not available) a Iucosem
B Refer urgently to hospital
B Fever >38°C. MALARIA B Give oral antimalarial
. . . . B Followupin2days.
Next: Ifdrlbblmg urine B If no improvement, refer to hospital.




Ask about:

) W Dribbling or leaking urine. URINARY B Check perineal trauma.
B Prolonged or obstructed labour; . . I .
B instrumental delivery; INCONTINENCE | FEIVE approprlate oral antibiotics for lower urinary tract
infection
W If condition persists more than 1 week, refer the
woman to hospital.
B Excessive swelling of PERINEAL TRAUMA B Refer the woman to hospital.
vulva or perineum.
B Pusin perineum. PERINEAL B Remove sutures, if present.
W Pain in perineum. INFECTIONORPAIN M Cleanwound.Counseloncareandhygiene
B Give paracetamol for pain
B Drain perineal abscess
B Follow up in 2 days. If no improvement, refer to hospital.
B How have you been feeling recently? Two or more of the following symptoms ~ POSTPARTUM B Provide emotional support.
B Haveyoubeeninlow spirits? during the same 2 week period DEPRESSION B Refer urgently the woman to hospital .
B Haveyoubeenabletoenjoythe representing a change from normal: (USUALLY AFTER
things you usually enjoy? B Inappropriate guilt or negative TWO WEEK)
B Haveyouhadyourusuallevel persistent sad or anxious mood,
of energy, or have you been irritability.
feeling tired? B Low interestin or pleasure from
B Howhasyoursleepbeen? activities that used to be enjoyable.
B Have you been able to concentrate B Difficulties carrying out usual work,
(for example on newspaper school, domestic or social activities.
articles oryourfavourite B Negative or hopeless feelings about
radio programmes)? herself or her newborn.
B Multiple symptoms (aches, pains,
palpitations, numbness) with no clear
physical cause.
W Any of theabove, POSTPARTUM BLUES B Assure the woman that this is very common.
for less than 2 weeks. (USUALLY IN W Listen to her concerns. Give emotional
FIRST WEEK) encouragement and support.

Next:Ifvaginaldischarge4 weeksafterdelivery

B Counsel partner and family to provide
assistance to the woman.
B Follow upin 2 weeks, and refer if no improvement.

E7




B Doyouhaveitchingatthevulva? @ Separatethelabiaandlook for

B Hasyourpartnerhada abnormal vaginal discharge:
urinary problem? — amount
W Ask if has initiated coitus — colour

— odour/smell.

If partnerispresentintheclinic,
askthe woman if she feels comfortable ) |fno discharge is seen, examine

ifyouaskhim s'imi'larquestions. withaglovedfingerandlookat
m /fyes,askhimifhehas: the discharge on the glove.

W urethral discharge or pus
W burning on passing urine.

If partner could not be approached,
explain importance of partner
assessment and treatment to

avoid reinfection.

Abnormal vaginal discharge,

POSSIBLE

i B Giveappropriateoralantibioticstowoman .
a”‘; PRI has urgthralldlscharge g:'é:ﬂ:%ﬁx W Treat partner with appropriate oral antibiotics .
I [oXUTATIARS @) (PRSI (RITAKE: B Counsel onsafer sexincluding use of condoms
INFECTION ! xincluding u
Curd-like vagirTaI c!ischarge and/or  POSSIBLE B Give clotrimazole (.
Intense vulval itching. CANDIDA INFECTION Counsel on safer sexincluding use of condoms
B [fnoimprovement, refer the woman to hospital.
Abnormal vaginal discharge. POSSIBLE B Give metronidazole to woman H
BACTERIAL OR B Counsel onsafer sexincluding use of condoms
TRICHOMONAS
INFECTION

See

Next:If cough or breathing difficulty



How long have you been B Look for breathlessness. Atleast2 ofthefollowing: POSSIBLE PNEUMONIA M Give first dose of appropriate IM/IV antibiotics m

coughing? B Listenforwheezing. B Temperature >382C. B Refer urgently to hospital .
How long have you had B Measure temperature. B Breathlessness.
Do you have chest pain? B Chest pain.
Do you have any blood in
Doyou smoke tt)bacco? Atleast 1ofthefollowing: POSSIBLE CHRONIC ~ m Refer to hospital for assessment.
A ) ’ B Cough or breathing LUNG DISEASE W [fsevere wheezing, refer urgently to hospital.
Ask if has been in close contact difficulty for >3weeks ¢ ki | ki
with anyone with pulmonary ! y . B |fsmoking, counseltostopsmoking
tuberculosis B Blood in sputum.
B Wheezing.
B Temperature UPPER RESPIRATORY ~ m Advise safe, soothing remedy.
<38¢9C. TRACT INFECTION W [fsmoking, counseltostop smoking.
B Cough for <3 B Avoid exposure to other people’s smoke.
. . . B Taking anti-tuberculosis drug
W Are you taking anti-tuberculosis TUBERCULOSIS B Assurethewomanthatthedrugsarenotharmfulher

drugs? If yes, since when? baby, and of the need to continue treatment.
B Ifher sputumis TB-positive within 2 months of

delivery, plantogiveINHprophylaxistothe

newborn

Reinforceadvice for HIVtesting

Ifsmoking, counseltostop smoking.

Avoid exposure to other people’s smoke.

Advise to screen immediate family members and

close contacts for tuberculosis.

Next:If signs suggesting HIV infection




HIV status unknown or known HIV-infected.

(HIV status unknown and refused HIV testing)

Have you lost weight?

Have you got diarrhoea (continuous
or intermittent)?

How long, >1 month?

Do you have fever?

How long (>1 month)?

Haveyou had cough?

Howlong,>1 month?

Have you any difficulty in breathing?
Howlong(morethan>1month)?
Haveyou noticedanychangein
vaginal discharge?

Assess if in high risk group:

Occupational exposure?
Multiple sexual partner?
Intravenous drug use?

History of blood transfusion?
lliness or deathfrom AIDS ina
sexual partner?

History of forced sex?

Look for visible wasting.

Look atthe skin:

— Is there a rash?

— Arethereblistersalongtheribs
on oneside of the body?
Feelthehead,neckandunderarm
for enlarged lymph nodes.

Look for ulcers and white patches
in the mouth (thrush).

Look for any abnormal vaginal
discharge &

B Two of these signs:

— weightlossornoweightgain
visible wasting

— cough morethan>1 monthor
difficulty breathing

— itching rash

— blistersalongthe ribson one side
of the body

— enlarged lymph nodes

— cracks/ulcers around lips/mouth

— abnormal vagainla discharge

— diarrhoea >1 month.
OR

B One of the above signs

and
— one or more other signs or
— from a risk group.

STRONG LIKELIHOOD OF m Reinforce the need to know HIV status and counsel
SEVERE OR ADVANCED for HIV testing.
SYMPTOMATIC

Counsel on the benefits of testing her partner.
HIV INFECTION

|
B Counsel on safer sex including use of condoms
W Start ARV treatment

|

Counsel on breastfeeding

B Counsel on stopping tobacco use and
avoiding exposure to second-hand smoke.

M For alcohol/drug abuse, refer to specialized
care providers.

B Forcounsellingonviolence, see m



PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

[ZIPREVENTIVE MEASURES (1)

Give tetanus toxoid
Give vitamin A postpartum
Give aspirin and calcium

EZIPREVENTIVE MEASURES (2)

Give iron and folic acid
Motivate on compliance withirontreatment
Give mebendazole

IZIADDITIONAL TREATMENTS
— FOR THE WOMAN (1)

Give preventive intermittent treatment for
falciparum malaria

—_ Advise to use insecticide-treated bednet
Give paracetamol

[ZIADDITIONAL TREATMENTS
FOR THE WOMAN (2)

Give appropriate oral antibiotics

[JADDITIONAL TREATMENTS
FOR THE WOMAN (3)

Give benzathine penicillin IM
Observe for signs of allergy

@ This section has details on preventive measures and treatments
prescribed in pregnancy and postpartum.

@ General principlesarefoundinthesectionongood practicem.
B For emergency treatment for the woman see [HE:04.

W For treatment for the newborn see

Preventive measures and additional treatments for the woman




PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Preventive measures (1)

PREVENTIVE MEASURES

Give tetanus toxoid

B Immunize all women who are due for their TT vaccine dose

B Check the woman's tetanus toxoid (TT) immunization status by card or history:
— When was TT last given?
— Which dose of TT was this?

B [fimmunization status unknown, give TT1.

B PlantogiveTT2in4 weeks.

If due for a dose of TT vaccine:

B Explaintothe womanthatthevaccineissafetobe givenin pregnancy;it willnot harmthe baby.

B Theinjectionsite maybecomealittle swollen, red and painful, but this willgoawayin a few days.

B Ifshehasheardthattheinjection has contraceptive effects, assure heritdoes not, thatit only
protects her from disease.

W Give0.5mITTIM,upperarm.

B Advise woman when next dose is due.

B Record on mother’s card.

Tetanus toxoid schedule

Give iron and folic acid

B This is dependent on whether the woman has previously received any dose of TT-containing vaccines
(DTP/Pentavalent, DT,Td)
B Standard WHO recommendation
— First 3 childhood DTP/Pentavalent vaccines series at 6 weeks, 10 weeks and 14 weeks.
— A booster with Td at 4-7 years
— A second booster with Td at 12-15 years
— One dose during the first pregnancy
B WHO recommendation for women who were not previously vaccinated with TT-containing vaccines
before adolescence
— At first contact with woman of reproductive age

or at first antenatal care visit, as early as possible. TT1
— Atleast 4 weeks after TT1 (at next antenatal care visit). TT2
— Atleast 6 months after TT2. TT3
— Atleast 1year after TT3. TT4
— Atleast 1year after TT4. TT5

B Anywomanwhohascompleted anyofthe WHO recommended schedulesabove (6 or 5 doses)
does not need any additional dose of TT-containing vaccines throughout their reproductive age.
B However, they still need to attend their antenatal care visits.

W Toall pregnant, postpartum and post-abortion women:

— Routinely once daily in pregnancy and until 3 months after delivery or abortion.

— Twice daily as treatment for anaemia (double dose).
B Checkwoman’s supply of iron and folic acid at each visit and dispense 3 months’ supply.
W Advise to store ironsafely:

— Where children cannot get it

— In a dry place.

Iron and folate
1tablet=20 0mg,folicacid =400ug

All women Women with anaemia
1tablet 2tablets

In pregnancy Throughout the pregnancy 3 months

Postpartum 3months 3 months

andpost-abortion

Give aspirin and calcium (ifin area of low dietary calcium intake)

B Toall pregnant women at high risk of developing pre-eclampsia. Once daily in pregnancy todelivery
B Checkwoman's supply of calcium and aspirin tablets at each visit and dispense 3 month supply

Aspirin
1tablet=75mg (ornearestdose).Give 75 mgto every pregnant woman at risk of developing
pre-eclampsia from 12 weeks until 36 weeks gestation

Calcium
1tablet = 1500 mg of elementary calcium. Give 1500 mg to every pregnant woman at risk of
developing pre-eclampsia living in an area with low dietary calcium intake from 20 weeks until
delivery.



PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Give mebendazole

Give 500 mg toevery woman oncein 6 months.

DO NOT give it in the first trimester.
Mebendazole
500 mgtablet 100 mgtablet
1tablet Stablets

Motivate on adherence with treatments

Explore local perceptions about iron treatment (examples of incorrect perceptions: making more blood
will make bleeding worse, iron will cause too large a baby).
W Explain to mother and herfamily:
— Iron is essential for her health during pregnancy and after delivery
— The danger of anaemia and need for supplementation.
Discuss any incorrect perceptions.
Explore the mother’s concerns about the medication:
— Has she used the tablets before?
— Were there problems?
— Any other concerns?
B Advise on how to take the tablets
— With meals or, if once daily, at night
— Iron tablets may help the patient feel less tired. Do not stop treatment if this occurs
— Do not worry about black stools. This is normal.
B Give advice on how to manage side-effects:
— If constipated, drink more water
— Take tablets after food or at night to avoid nausea
— Explain that these side effects are not serious
— Advise her to return if she has problems taking the iron tablets.
W [f necessary, discuss with family member, community-based health workers or other women,
how to help in promoting the use of iron and folate tablets.
u Counseloneatingiron-richfoods—see,W.

If aspirin and calcium prescribed, also explain to woman and family:
B Bothmedicinesareessential forgood maternal healthandhealth ofthe baby,sincethey prevent
pre-eclampsia, which is a serious complication.

Preventive measures (2)

B [ftakingcalciumandiron,advise ontakingthemseveral hoursapart, forexample, calciuminthe
morning and iron in the evening.
B Counseloneatingcalciumrichfoods,suchasmilk,yoghurt, cheese, darkleafvegetables, soybean.




PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Additional treatments for the woman (1) » Antimalarial treatment and paracetamol

ANTIMALARIAL TREATMENT AND PARACETAMOL

F4

Give preventive intermittent treatment
of falciparum malaria in pregnancy

B Give sulfadoxine-pyrimethamine at antenatal care visits in the second and third trimester
to all women according to national policy as part of IPT.

B Check when last dose of sulfadoxine-pyrimethamine given:
— If no dose in last month, give sulfadoxine-pyrimethamine,

3 tablets in clinic (directly observed therapy - DOT).

B [tcanbetakenonanemptystomachorwithfood.

B Advise woman when next dose isdue.

B Monitor the baby for jaundice if given just before delivery.

B Record on home-based record.

DO NOT give Sulfadoxine+ pyrimethamine to HIV-infected pregnant woman receiving

cotrimoxazole prophylaxis.

Sulfadoxine + pyrimethamine

1 tablet = 500 mg sulfadoxine + 25 mg pyrimethamine

Second trimester Third trimester
Month of pregnancy 4 6 8 9

3 tablets 3 tablets 3 tablets 3 tablets

Advise to use insecticide-treated bednet

B Ask whether woman and newborn will be sleeping under a bed net.
| [fyes,
— Has it been dipped in insecticide?
— When?
— Adbvise to dip every 6 months.
B If not, advise to use insecticide-treated bed net, or Long lasting insecticidal bed net (LLIN)
and provide information to help her dothis.

Give appropriate oral antimalarial treatment
(uncomplicated P. falciparum malaria)

A highly effective antimalarial (even if second-line) is preferred during pregnancy

Pregnant woman
1sttrimester

Quinine plus clindamycin
Tablet 300 mg+capsule 150 mg
Give 2 tablets +2 capsules
Every 8 hours +every 6 hours
Withaglass of water
For 7 days
OR
Quinine monotherapy if clindamycin
is not available.

OR Artesunate plus clindamycin
Tablet50 mg+capsule 150 mg
Give 1 tablet + 2 capsules
Every 12 hours +every 6 hours
For 7 days

2"and 3trimester

Artemisinin-based combined
therapy known to be effective
in country/region

OR | Artesunate plus clindamycin
Tablet50mg+capsule 150mg
Give 1 tablet + 2 capsules
Every 12 hours + every 6 hours
For 7 days
OR
Quinine plus clindamycin
For 7 days

Lactatingwomen

Standard antimalarial therapy, including ACT known to be effective in
country/region but NOT dapsone, primaquine or tetracycline

If HIV infected and taking zidovudine or efavirenz, if possible, avoid amodiaquine-containing

ACTregimens.

Give paracetamol

If severe pain

Paracetamol

Dose

Frequency

1 tablet =500 mg

1-2 tablets

every 4-6 hours




PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

GIVE APPROPRIATE ORAL ANTIBIOTICS

INDICATION ANTIBIOTIC DOSE FREQUENCY  DURATION  COMMENT
Mastitis CLOXACILLIN 500 mg every6hours 10days
1 capsule (500 mg)
Lower urinary tract infection AMOXYCILLIN 500 mg every 8 hours 3 days
1 tablet (500 mg)
OR
TRIMETHOPRIM+ 80 mg two tablets 3 days Avoid in late pregnancy and two weeks after
SULPHAMETHOXAZOLE trimethoprim + every 12 hours deliverywhen breastfeeding.
1tablet (80 mg+400 mg) 400 mg sulphamethoxazole
Gonorrhoea CEFTRIAXONE 250 mg onceonly once only
Woman (Vial=250 mg) IM injection
Partneronly CIPROFLOXACIN 500 mg onceonly onceonly Not safe for pregnant or lactating women.
(1 tablet=250 mg) (2 tablets)
Chlamydia ERYTHROMYCIN 500 mg every6hours 7 days
Woman (1 tablet=250 mg) (2 tablets)
Partneronly TETRACYCLINE 500 mg every 6 hours 7 days Not safe for pregnant or lactating woman.
(1 tablet=250 mg) (2 tablets)
OR
DOXYCYCLINE 100 mg every 12 hours 7 days
(1 tablet=100 mg)
Trichomonas or bacterial METRONIDAZOLE 2g once only once only Do not use in the first trimester of pregnancy.
vaginal infection (1 tablet=500 mg) or500mg every 12 hours 7 days
Vaginal candida infection CLOTRIMAZOLE 200mg every night 3 days
1pessary 200mg Teachthewomanhowtoinsertapessaryinto
or vaginaandtowashhandsbeforeandafter
500 mg 500mg once only once only each application.

Additional treatments for the woman (2) » Give appropriate oral antibiotics FS5




Additional treatments for the woman (3) » Give benzathine penicillin IM

GIVE BENZATHINE PENICILLIN IM

Treat the partner. Rule out history of allergy to antibiotics.

INDICATION ANTIBIOTIC DOSE FREQUENCY DURATION COMMENT
Syphilis RPR test positive BENZATHINE 2.4 million units once weekly 3 doses Give as two IM injections at separate sites.
PENICILLIN IM IM injection Plan to treat newborn
(2.4 million units in 5 ml) Counsel on correctand consistent use of condoms @
If woman has allergy ERYTHROMYCIN 500 mg every 6 hours 15 days
to penicillin (1 tablet = 250 mg) (2 tablets)
If partner has allergy TETRACYCLINE 500 mg every 6 hours 15 days Not safe for pregnant or lactating woman.
to penicillin (1 tablet = 250 mg) (2 tablets)
OR
DOXYCYCLINE 100 mg every 12 hours 15 days

(1 tablet = 100 mg)

OBSERVE FOR SIGNS OF ALLERGY

After giving penicillin injection, keep the woman for a few minutes and observe for signs of allergy.

W How are you feeling? Loc:lk at the:ace,neck
B Doyoufeeltightnessinthe chest an t.ongue or Any of these signs: ALLERGY TO B Open the airway .
and throat? - iwe:!mtg';h inf W Tightness in the chest and throat. PENICILLIN B Insert IVlineand give fluids 5.
® Doyoufeeldizzyand confused? r::h sr hiveez e W Feeling dizzy and confused. B Give0.5mladrenaline1:1000in 10mlsaline
™ Lookatthe] o B Swellingoftheface, solution IV slowly.
. si::fjrt zwzmjnegc::; ne.ck a_xnd t_ongue. Repeat in 5-15 minutes, if required.
redness L AL §|te swelleniandied: B DO NOT leave the woman on her own.
' ) FERGTIEES, m Refer urgently to hospital FZI.

B Look fordifficult breathing.

W Difficultbreathing or wheezing.
B Listenforwheezing.

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN




INFORM AND COUNSEL ON HIV

INFORM, COUNSEL AND TREAT

11 PROVIDEKEY INFORMATIONONHIV
What is HIV and how is HIV transmitted?

Advantage of knowing the HIV status
in pregnancy
Counsel on safer sex including use of condom

K1 Y TESTING ANR RQUNSELLING

Discuss confidentiality of HIV infection

BaKEl AuiteRUGRLARSRfiRBRaHIM LSSt

male partner(s)

| ZICARE AND COUNSELLING FOR
— THE HIV-INFECTED WOMAN

Additional care for the HIV-infected woman
- Counsel the HIV-infected woman on
- family planning

5 SUPPORT TO THE
HIV-INFECTED WOMAN

Provide emotional support to the woman

How to provide support

7 GIVE ANTIRETROVIRAL MEDICINE
Sl (ART) TO TREAT HIV INFECTION

Support the initiation of ART
Support adherence to ARV

COUNSEL ON INFANT

FEEDING OPTIONS

Explain the risks of HIV transmission through
breastfeeding

Ifawoman does not know her HIV status

If a woman knows that she isHIV-infected

Inform and counsel on HIV

[ZITEACH THE MOTHER SAFE

REPLACEMENT FEEDING
If mother chooses replacement feeding:

Teach her replacement feeding.
Explain the risks of replacement feeding
Follow-upforreplacementfeeding

A HREIREERA WEOMANEGBT)
HER NEWBORN

[Z1JRESPOND TO OBSERVED SIGNS

AND VOLUNTEERED PROBLEMS

If a woman is taking antiretroviral medicines
and develops new signs/symptoms, respond
to her problems

[EI1] PREVENT HIV INFECTION IN

HEALTH-CARE WORKERS
AFTER ACCIDENTAL EXPOSURE
WITH BODY FLUIDS (POST
EXPOSURE PROPHYLAXIS)

H@ BeBlRRTp AR EHRIER SRR er

appropriate care

[EIF] ANTIRETROVIRAL MEDICINES

(ART) FOR HIV-INFECTED WOMAN

ﬁe’éi%gggrlmgﬁlr\’ﬁécktld womanandher

newborn infant

Give antiretroviral medicines (ART) to

the woman

Give antiretroviral medicines (ART) to the
infant of

HIV-infected mother (first 6 weeks of life)

@ Use this section when accurate information on HIV must be
given to the woman and her family.

@ Provide keyinformation on HIVto allwomen and explain at the

first antenatal care visit how HIV transmitted.and the advantages
of knowing the HIV status in pregnancy (<.

Explain about HIV testing and counselling, the implications of

Haedestcrspitand Rennfitafimpiingy ﬂﬂéﬁﬁﬂﬂg&; male

If the woman is HIV-infected:

@ provide additional care during pregnancy, childbirth and

postpartumm.

@® give any particular support that she may requirel&.

@ Give antiretroviral treatment

m, m

@ Counsel the woman on infant feeding options G7]

@ Support the mothers choice of infant feeding m

Counsel all women on safer sex including use of condoms
duringand afterpregnancym.

@ If the woman taking antiretroviral treatment is having complaints,
respond to her problemsieil].

@ If the health-care worker is accidentally exposed to HIV infection,
give her/himappropriate car .
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Provide key information on HIV

PROVIDE KEY INFORMATION ON HIV

What is HIV (human immunodeficiency virus)
and how is HIV transmitted?

W HIVisavirusthatdestroyspartsofthe body’simmune system.Apersoninfected with HIV maynot
feelsick at first, but slowly the body’simmune system is destroyed. The person becomesill and
unabletofightinfection.Oncea personisinfected with HIV,she or he can give thevirus to others.

W HIV can be transmitted through:

— Exchange of HIV-infected body fluids such as semen, vaginal fluid or blood during unprotected
sexual intercourse.
— HIV-infected blood transfusions or contaminated needles.
— From an infected mother to her child (MTCT) during:
— pregnancy
— labour and delivery
— postpartum through breastfeeding.

B Babies born to HIV infected women may be infected without any intervention.

B HIV cannot be transmitted through hugging or mosquito bites.

B Abloodtestisdonetofind outifthe personisinfected with HIV.

B All pregnant women are offered this test. They can refuse the test.

Advantage of knowing the HIV status in pregnancy

Knowing the HIV status during pregnancy is important so that:
W the woman knows her HIV status

W can protect her baby

B canshare information with her partner

B encourage her partner to be tested

If the woman is HIV-infected she can:
W get appropriate medical care to treat her HIV infection and/or prevent HIV-associated illnesses.
B reduce the risk of transmission of infection to the baby:
— by taking antiretroviral drugs in pregnancy, during labour and after delivery and during
breastfeeding m,
— by practicing safer infant feeding options @
— by adapting birth and emergency plan and delivery practices m
— Can breastfeed her baby if taking antiretroviral medicines regularly
B protect herself, her sexual partner(s) and her infant from infection or reinfection.
B make a choice about future pregnancies.

If the woman is HIV- negative she can:
B learn how to remain negative.

Counsel on safer sex including use of condoms

SAFER SEX IS ANY SEXUAL PRACTICE THAT REDUCES THE RISK OF TRANSMITTING HIV AND
SEXUALLY TRANSMITTED INFECTIONS (STIS) FROM ONE PERSON TO ANOTHER

THE BEST PROTECTION IS OBTAINED BY:

B Correct and consistent use of condoms during every sexual act.

B Choosingsexualactivitiesthatdonotallowsemen, fluidfromthevagina,orbloodtoenterthe
mouth, anus or vagina of the partner.

B Reducing the number of partners.

— Ifthe woman s HIV-negative explain to her that she is at risk of HIV infection and that it is
important to remain negative during pregnancy, breastfeeding and later. The risk of infecting
the babyishigherifthe motherisnewlyinfected.

— Ifthewomanis HIV-infected explainto herthatcondom use duringevery sexualactduring
pregnancy and breast feeding will protect her and her baby from sexually transmitted
infections, or reinfection with another HIV strain and will prevent the transmission of HIV
infection to her partner.

— Make sure the woman knows how to use condoms and where to get them.
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HIV TESTING AND COUNSELLING

HIV testing and Counselling services

Explain about HIV testing:

B HIVtestisusedtodetermineifthewomanisinfected withHIV.

W Itincludesblood testingand counselling.

W Resultisavailable on the same day.

W The test is offered routinely to every woman at every pregnancy to help protect her and her baby’s
health.She maydecline thetest.

W If HIV test is not available refer to the next facility wheretogo.

B How the testis performed.

B How confidentiality is maintained (see below).

B When and how results are given.

B Whensheshould comebacktothe clinicwiththetestresult

B Costsinvolved. o )
B Providetheaddressof HIVtestinginyourarea’snearestsite:

>

W Ask herif she has any questions or concerns.

Discuss confidentiality of HIV infection

B Assurethewomanthathertestresultis confidentialand willbe shared only with herselfandany
person chosen by her.

B Ensure confidentiality when discussing HIV results, status, treatment and care related to HIV,
opportunistic infections, additional visits and infant feeding options m

B Ensureallrecordsare confidentialand keptlocked awayand only health care workerstaking care of
her haveaccesstotherecords.

B DONOT label records as HIV-infected.

HIV testing and counselling

Counsel on implications of the HIV test result

B DiscusstheHIVresultswhenthe womanisalone or with the person of her choice.
M Statetestresultsinaneutraltone.
M Give the woman time to express any emotions.

IF TEST RESULT IS NEGATIVE:

M Explain to the woman that a negative result can mean either that she is not infected with HIV or
that sheis infected with HIV but has not yet made antibodies against the virus (this is sometimes
called the “window” period).

B Counselontheimportance of staying negative by safer sexincluding use of condoms E

IF TEST RESULT IS POSITIVE:

M Explaintothe womanthatapositive test result meansthat sheis carrying the infection, isill
and hasthe possibility of transmittingthe infectionto herunborn child, or by breastfeedingthe
baby without any intervention.

M Let her talk about her feelings. Respond to her immediate concerns.

B Inform herthatshe willneed furtherassessmentto determine the severity of theinfection,
appropriate care and treatment needed for herself and her baby. Treatment will slow down
the progression of her HIV infection and will reduce the risk of infection to the baby.

B Inform her about the cost of treatment.

M Provide information on how to prevent HIV re-infection.

B Informherthatsupportandcounsellingisavailableifneeded,tocopeonlivingwith HIVinfection.

M Discuss disclosure and partner testing.

B Ask the womanif she hasany concerns.

Benefits of disclosure (involving) and testing the male partner(s)

Encourage the women to disclose the HIV results to her partner or another person she trusts.
By disclosing her HIV status to her partner and family, the woman may be in a better position to:
M Encourage partner to be tested for HIV.
M Prevent the transmission of HIV to her partner(s).
M Prevent transmission of HIV to her baby.
M Protect herselffrom HIV reinfection.
M Access HIV treatment, care and support services.
M Receive support from her partner(s) and family when accessing antenatal care and HIV
treatment, careandsupportservices.
M Helptodecrease therisk of suspicionandviolence.
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Care and counselling for the HIV-infected woman

Additional care for the HIV-infected woman

Determine how much the woman has told her partner, labour companion and family, then
respect this confidentiality.

Be sensitive to her special concerns and fears. Give her additional support E

Advise on the importance of good nutrition m

Use standard precautions asforallwomen m

Advise herthatsheismore pronetoinfections and should seek medical help
assoonaspossibleifshehas:

— fever — persistent diarrhoea
— cold and cough — respiratory infections ~ — burning urination
— vaginal itching/foul-smelling discharge — no weight gain

— skin infections — foul-smelling lochia.

DURING PREGNANCY:

Revise the birth plan .

— Strongly advise her to deliver in a facility.

— Advise her to go to a facility as soon as her membranes rupture or labour starts.
Discuss the infant feeding options m

Provide preventive treatment for malaria, according to national strategy m

Initiate ART

DURING CHILDBIRTH:

Adhere to standard practice for labour and delivery.

If the woman does not know her HIV status, test and counsel plus initiate treatment if HIV positive
If woman tested positive, and has not started treatment, initiate ART

Give ART asprescribedin her treatment plan m 2 |

Respect confidentiality when giving ART to the mother and baby.

Record all ART given on labour record, postpartum record and on referral record, if woman is
referred.

Initiate ART where not initiated

DURING THE POSTPARTUM PERIOD:

Tellherthatlochiacan causeinfectioninother peopleandtherefore she should dispose of blood
stained sanitary pads safely (list local options).

Counsel her onfamily planning m

If not breastfeeding, advise her on breast care

Tell her to visit HIV services with her baby 2 weeks after delivery for further assessment.

CARE AND COUNSELLING FOR THE HIV-INFECTED WOMAN

Counsel the HIV-infected woman on family planning

B Usetheadviceandcounsellingsectionson duringantenatal careand during postpartum
visits. The following advice should be highlighted:

— Explain to the woman that future pregnancies can have significant health risks for her and
her baby. These include: transmission of HIV to the baby (during pregnancy, delivery or
breastfeeding), miscarriage, preterm labour, stillbirth, low birth weight, ectopic pregnancy and
other complications.

— Ifshewantsmorechildren, advisethat waitingatleast2 yearsbefore tryingtobecome pregnant
againisgoodforthe motherand forthe baby's health.
— Discuss her options for preventing both pregnancy and infection with other sexually transmitted
infections or HIV reinfection.
B Condomsmaybethe best optionforthe womanwithHIV.Counselthe womanonsafersexincluding
the use ofcondoms m
B |fthewomanthinkthather partner will not use condoms, she may wish to use anadditional method
for pregnancy protection. However, not all methods are appropriate for the HIV-infected woman:
— Given the woman’s HIV status, she may not choose to breastfeed and lactational amenorrhoea
method (LAM) may not be a suitable method.
— Spermicides are not recommended for HIV-infected women.
— Intrauterine device (IUD) use is not recommended for women with AIDS who are not on ART.
— Due to changes in the menstrual cycle and elevated temperatures fertility awareness methods
may be difficult if the woman has AIDS or is on treatment for HIV infections.
— Ifthewomanistaking pills for tuberculosis (rifampin), she usually cannot use contraceptive pills,
monthly injectables orimplants.

The family planning counsellor will provide more information.
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SUPPORT TO THE HIV-INFECTED WOMAN

Pregnant women who are HIV- infected benefit greatly from the following support after the first impact of the test result has been overcome.

Provide emotional support to the woman

B Empathize with her concerns and fears.

B Use good counsellingskills m

B Helphertoassess hersituation and decide which is the best option for her, her (unborn) child and
her sexual partner. Support herchoice.

B Connect her with other existing support services including support groups, income-generating
activities, religious support groups, orphan care, home care.

B Help her to find ways to involve her partner and/or extended family members in sharing
responsibility, to identify a figure from the community who will support and care for her.

W Discuss how to provide for the other children and help her identify a figure from the extended family
or community who will support her children.

B Confirm and support information given during HIV testing and counselling, the possibility of ARV
treatment, safe sex, infant feeding and family planning advice (help her to absorb the information
and applyitin her own case).

B Ifthewoman hassignsof AIDSand/or of otherillness, refer herto appropriate services.

Support to the HIV-infected woman

How to provide support

B Conduct peer support groups for women who have HIV-infection and couples affected by HIV/AIDS:
— Led by a social worker and/or woman who has come to terms with her own HIV infection.
M Establish and maintain constant linkages with other health, social and community workers
support services:
— To exchange information for the coordination of interventions
— To make a plan for each family involved.
M Refer individuals or couples for counselling by community counsellors.
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Give antiretroviral drugs (ART) to treat HIV infection

GIVE ANTIRETROVIRAL DRUGS (ART) TO TREAT HIV INFECTION

Use these charts when starting ARV drug(s) and to support adherence to ART

Support the woman and family

If the woman is already on ART continue the treatment during pregnancy, as prescribed m, @
Ifthewomanisnoton ARTtreatmentandistested HIV-infected, start ART E, m

Write the treatment plan in the Home Based Maternal Record.

Give written instructions to the woman on how to take the medicines.

Refer her to HIV services for further assessment and modify ART and other treatments accordingly.
Modify preventive treatment for malaria according to national guidelines m

Explain to the woman and family that:

B ART will improve the woman's health and will greatly reduce the risk of infection to her baby.
The treatment will not cure the disease.

B Her baby will need prophylaxis for 6 weeks after brith.

B She may have some side effects but not all women have them. Common side effects like nausea,
diarrhoea, headache or fever often occur in the beginning but they usually disappear within
2-3 weeks. Other side effects like yellow eyes, pallor, severe abdominal pain, shortness of breath,
skin rash, painful feet, legs or hands may appear at any time. If these signs persist, she should
cometotheclinic.

B Give prophylaxis for opportunistic infections according to National Guidelines.

Support adherence to ART

For ART to be effective:

Advise woman on:

— takingthe medicineregularly, every day,attherighttime. If she choosestostoptaking
medicines during pregnancy, her HIV disease could get worse and she may pass theinfectionto
herchild.

— if she forgets to take a dose, she should not double the next dose.

— continue the treatment during and after the childbirth for life in view of option B+ guidelines(.
— taking the medicine(s) with meals in order to minimize side effects.

For newborn:

— Give the first dose of medicine to the newborn preferably 6-12 hours aftefiBirth.

— Teach the mother when and how to give treatment to the newborn

— Tellthe mother thatsheandherbaby must completethefullcourse of treatment as
prescribed.

— Tell her that they will need regular visits after delivery and throughout infancy.

Explain to her when and where to go for the HIV-infection related visit.

B Record all treatment given. If the mother or baby is referred, write the treatment given and the

regimen prescribed on the referral card.

B DO NOT label records as HIV-infected
B DO NOT share drugs with family or friends.
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COUNSEL ON INFANT FEEDING OPTIONS

Theserecommendationsassume thatthenational authorities havedecided thatthe maternaland child health programmes will principally supportbreastfeeding
and antiretroviral treatment as the way to ensure infants born to HIV-infected mothers the greatest chance of HIV-free survival.

Explain the risks of HIV transmission through breastfeeding

B Therisk to the infant is very reduced if the mother is receiving ART in pregnancy, during childbirth
and during breastfeeding.

B The riskmay bereducedifthe babyisbreastfed exclusively using good technique, sothat
the breasts stay healthy.

B Mastitis and nipplefissuresincreasetheriskthatthe baby will beinfected.

W The risk of not breastfeeding may be much higher because replacement feeding carries risks too:
— diarrhoea because of contamination from unclean water, unclean utensils or because the milk
is left out too long.

— malnutrition because of insufficient quantity given to the baby, the milk is too watery, or
because of recurrent episodes ofdiarrhoea.

B Mixedfeedingincreasestheriskofdiarrhoea.lt mayalso increasetheriskof HIVtransmission.

If a woman does not know her HIV status

B Counselontheimportance of exclusive breastfeeding
B Encourage exclusive breastfeeding.
B Counselontheneedtoknowthe HIVstatusand wheretogofor HIV testingand counselling E
B Explaintohertherisksof HIVtransmission:
— even in areas where many women have HIV, most women are negative
— the risk of infecting the baby is higher if the mother is newly infected
W Explain that it is very important to avoid infection during pregnancy and the breastfeeding period.
(AFAS)

If a woman knows that she is HIV-infected

m Inform the mother about the most appropriate infant feeding options.
B Counsel the mother on importance of exclusive breastfeeding for her infant.
— The best for her baby is exclusive breastfeeding for 6 months.
— At six months baby should begin receiving complementary foods and continue breastfeeding
until cessation of breastfeeding. (Use national guidelines for details.)
— Tell her that she will be taking ART while breastfeeding and must continue for life

Counsel on infant feeding options

— Explaintoherthat she can continuebreastfeeding her babyup to 24 months only stop breastfeedingoncea
nutritionally adequate and safe diet without breast milk is available.
— If mother chooses breastfeeding, give her special counselli- .
B Counsel the mother on replacementfeeding.
B Tell her to only give her baby commercial infant formula for the first six months..
B Assess the conditions needed to safely formula feed:
— Are safe water and sanitation assured at home and in the community?
— Is the family able to provide sufficient infant formula milk for baby’s needs?
— Canmotherandfamilymemberspreparetheformulacleanlyandfrequentlyenoughsothatitis
safe forthe baby?
— |s family supportive of formula feeding?
— Does family have access to child health services?
B [f the mother chooses replacement feeding teach her to prepare infant formula.
B All babies receiving replacement feeding need regular follow-up, and their mothers need support to
provide correct replacement feeding.

Give special counselling to the mother who is HIV-infected and
breastfeeding

B Encourage breastfeeding.
B Ensuregood attachmentand suckling to prevent mastitisand nipple damage
B Advise the mother to return immediately if:
— she has any breast symptoms or signs
— the baby has any difficulty feeding.
M Ensureavisitinthe first week to assess attachment and positioning and the condition of the
mother’s breasts.
M Give psychosocial support E
M Tellherthatifshe decidestostop breastfeeding atanytime, she must stop gradually withinone
month. During this time she continues taking ART for life .
B Insomesituationsanadditional possibilityis heat-treated expressed breast milkasaninterim
feeding optionif:
— the baby is born small or ill after birth and temporarily unable to breastfeed;
— mother is unwell and temporarily unable to breastfeed or has mastitis;
— antiretrovial drugs are temporarily not available.
— Teach the mother heat-treating expressed breast milk




Teach the mothers safe replacement feeding

>

= TEACHTHE MOTHERS SAFE REPLACEMENT FEEDING

-

o

—

§ If the mother chooses replacement feeding, Follow-up for replacement feeding

> teach her replacement feeding W Ensureregularfollow-up visits for growth monitoring.
(®) B Ask the mother what kind of replacement feeding she chose. B Ensure the support to provide safe replacement feeding.
O B Teach the HIV-infected mother safe replacement feeding Baby should be fed commercialinfant B Advise the mothertoreturnif:

% formula onlyifthisis safe for the baby . — the baby is feeding less than 6 times, or is taking smaller quantities E
<< B Explain the risks of replacement feeding and how to avoid them. — the baby has diarrhoea

b B Baby should be fed commercial infant only if this is safe for the baby — there are other danger signs.

oc B AFASS: A-available, F-Feasible, A-Affordable, S-Safe, S-Sustainable

8 B Forthefirst few feeds after delivery, prepare the formula for the mother, then teach her how to

=z B preparetheformulaandfeedthe baby by cup m:

— Wash hands with water and soap
— Boil the water for few minutes
— Clean the cup thoroughly with water, soap and, if possible, boil or pour boiled water in it
— Decide how much formula the baby needs from the instructions
— Measure the formula and water and mix them
— Teach the mother how to feed the baby by cup
— Letthe mother feed the baby 8 times a day (in the first month). Teach her to be flexible and
respond to the baby’s demands
— Ifthe baby does not finish the feed within 1 hour of preparation, giveit toan older child or add
tocooking.DONOT give the milktothe babyforthe nextfeed
— Wash the utensils with water and soap soon after feeding the baby
— Make a new feed every time.
B Give her written instructions on safe preparation of formula.
B Advise when to seek care.
W Advise about the follow-up visit.

Explain the risks of replacement feeding

B Her baby may get diarrhoeaif:
— hands, water, or utensils are not clean
— the milk stands out too long.
B Her baby may not grow well if:
— she/he receives too little formula each feed or too few feeds
— the milk is too watery
— she/he has diarrhoea.



ANTIRETROVIRAL MEDICINES (ART) FOR HIV-INFECTED WOMAN AND HER NEWBORN

This table provides information on the WHO first-line ART treatment options for the HIV-infected woman for her own health or for preventing HIV infection of her new born.
See page G 12 for details on ARV medicines for the mother and the infant. Use national ART guidelines.Record ART given at the facility.

ART REGIMENS FOR THE HIV-INFECTED WOMAN AND HER NEWBORN INFANT

Labour, delivery Breastfeeding Replacement feeding

Tested HIV-infected in pregnancy Initiate, Triple ARV (TDF+3TC or +EFV)
starting as soon as diagnosed, continued for life

Consult
Tested HIV-infected in pregnancy Once -daily NVP paediatricians
for 6 weeks or
AZT every 12 hours

for 4-6 weeks

Use national guidelines

INFORM AND COUNSEL ON HIV

Antiretroviral medicines (ART) for HIV-infected woman and her infant
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Respond to observed signs or volunteered problems

RESPOND TO OBSERVED SIGNSORVOLUNTEERED PROBLEMS

Use this chart to manage the woman who has a problem while taking ARV medicines. These problems may be side effects of ARV medicines or ofan underlying disease.
Ruleoutseriouspregnancy-related diseasesbefore assumingthattheseareside effects ofthe drugs.Follow upin2 weeksor earlierif condition worsens.Inno

improvement, refer the woman to hospital for further management.

IFWOMAN HAS ANY PROBLEM SIGNS

ADVISEAND TREAT

Headache

B Measureblood pressureand manageasin and E
B |f DBP<90 mm give paracetamol for headache m

Nausea or vomiting

B Measurebloodpressureand manageasin and E

B Advise to take medicines with food.

m [f in the first 3 months of pregnancy, reassure that the morning nausea and vomiting will
disappear after a few weeks.

MW Refertohospitalifnot passingurine.

Fever

W Measure temperature.
B Manage according to ifduring pregnancy, and mifin postpartum period.

Diarrhoea

B Advisetodrink one cup offluid after everystool.
B Referto hospitalif bloodin stool, not passing urine or fever >382C.

Rash or blisters/ulcers

B [frashislimited to skin, follow up in 2 weeks.
B |fsevererash, blistersand ulcers on skin,and mouth and fever >382C refer to hospital for
further assessment and treatment.

Yellow eyes or mucus membrane

B @ Refer to hospital for further assessment and treatment.



PREVENT HIV INFECTION IN HEALTH-CARE WORKERS AFTER ACCIDENTAL EXPOSURE WITH BODY FLUIDS
(POST EXPOSURE PROPHYLAXIS)

Ifyouare accidentally exposedto blood or body fluids by cuts
orpricksorsplashes onface/eyes dothe followingsteps:

B [fblood orbloodyfluid splashesonintactskin,immediately washthe areawithsoapandwater.
Ifthe glove isdamaged, wash the area with soap and waterand change the glove.
Ifsplashedintheface (eye, nose, mouth) wash with water only.

Ifafinger prickoracutoccurred during procedures such as suturing, allow the wound to bleed for

afewseconds, donotsqueeze out the blood. Wash with soap and water. Use regular wound care.

Topical antiseptics may be used.

Check records for the HIV status of the pregnant woman and health worker.*

If woman is HIV-negative no further action is required.

— IfwomanisHIV-infected take ART based on the country's first line ART regimen for HIV as soon
as possible, within 72 hours after exposure to reduce the likelihood of HIV infection and continue
for 28days.

— If the HIV status of the pregnant woman is unknown:

— Start the ART as above.
— Explaintothewomanwhathashappenedandseekherconsentforrapid HIVtest. DONOT
test the woman without her consent. Maintain confidentiality m
— Perform the HIV test .
— |f the woman'’s HIV test is negative, discontinue the ARV medicines.
— Ifthe woman’s HIV test is positive, manage the woman asin and E.The health
worker (yourself) should complete the ARV treatment and be tested after 6 weeks.
B Inform the supervisor of the exposure type and the action taken for the health-care worker (yourself).

* |f the health-care worker (yourself) is HIV-infected no PEP is required. DO NOT test the woman.

INFORM AND COUNSEL ON HIV

Prevent HIV infection in health-care workers after accidental exposure with body fluids (Post exposure prophylaxis) Gl




Give antiretroviral drugs (ART) to the HIV-infected woman and her baby

GIVE ANTIRETROVIRAL DRUGS (ART) TO THE HIV-INFECTED WOMAN AND HER BABY

Give antiretroviral drugs (ART) to
the HIV-infected woman and her baby

Give antiretroviral drugs (ART) to the woman Give antiretroviral drug(s) (ART) to the infant of HIV-infected mother (first 6 weeks of life)

Give first-line fixed dose combination of
TDF + 3TC (or FTC) + EFV

INFORM AND COUNSEL ON HIV

TDF (tenofovir
disoproxil fumarate)

3TC (lamivudine)
OR 2.0-2.4kg 10 mg 1ml 10 mg 1ml
FTC (emtricitabine) _— <2.0kg Give once daily
1.5-1.9kg 3.5mg 0.35 ml 3.5mg 0.35 ml
1.0-1.4kg 2.5mg 0.25 ml 2.5 mg 0.25 ml

Use a 2 ml syringe for a baby with birth weight =>2 kg and a 1 ml syringe for a smaller baby. Wash the
syringe aftereachtreatmentandkeepitinthecleananddry place.
Teach the mother measuring the medicine, giving it to the baby and cleaning and storing the syringe.



THE WOMAN WITH SPECIAL NEEDS

IIEEMOTIONAL SUPPORT FOR THE B Ifawomanisanadolescent orliving with violence,
T WOMAN WITH SPECIAL NEEDS she needs special consideration. Duringinteraction

Sources of support withsuchwomen, use this section to support them.
Emotional support

CHSPECIAL CONSIDERATIONS
IN MANAGING THE
PREGNANT ADOLESCENT

When interacting with the adolescent
Help the girl consider her options and to
make decisionswhichbestsuitherneeds

21 SPECIAL CONSIDERATIONS FOR
SUPPORTING THE WOMAN LIVING
WITH VIOLENCE

Support the woman living with violence
Support the health service response to the
needs of women living with violence

THE WOMAN WITH SPECIAL NEEDS

The woman with special needs



THE WOMAN WITH SPECIAL NEEDS

Emotional support for the woman with special needs

EMOTIONAL SUPPORT FORTHE WOMANWITH SPECIAL NEEDS

Youmay need to refer many women to another level of care or to a support group. However, if such support is not available, or if the woman will not seek help, counsel her

as follows. Your support and willingness to listen will help her to heal.

Sources of support

A key role of the health worker includes linking the health services with the community and
other support services available. Maintain existing links and, when possible, explore needs and
alternatives for support through the following:

B Community groups, women’s groups, leaders.

B Peer supportgroups.

B Other health service providers.

B Community counsellors.

W Traditional providers.

Emotional support

Principles of good care, including suggestions on communication with the woman and her family,
areprovidedon E.When giving emotional supporttothe womanwith special needsitis particularly
importanttorememberthefollowing:

M Create a comfortable environment:

— Be aware of your attitude

— Be open and approachable

— Use a gentle, reassuring tone of voice.

B Guarantee confidentiality and privacy:

— Communicate clearly about confidentiality. Assure the woman that you will not tell anyone else
about thevisit, discussion or plan.

— Ifbrought by apartner, parent or other family member, make sure you havetime and space to
talk privately. Ask the woman if she would like to include her family members in the examination
anddiscussion.Make sureyouseekher consent first.

— Make sure the physical area allows privacy.

Bl Convey respect:

— Do not be judgmental

— Be understanding of her situation

— Overcome your own discomfort with her situation.

B Give simple, direct answers in clear language:
— Verify that she understands the most important points.
B Provide information according to her situation which she can use to make decisions.
B Beagoodlistener:
— Bepatient. Womenwith special needs mayneedtimetotellyoutheirproblemor
make adecision
— Pay attention to her as she speaks.
B Follow-up visits may be necessary.



THE WOMAN WITH SPECIAL NEEDS

SPECIAL CONSIDERATIONS IN MANAGING THE PREGNANT ADOLESCENT

When interacting with the adolescent Helpthegirlconsider heroptionsandto make
B Do not be judgmental.You should be aware of, and overcome, your own discomfort with decisions which bestsuitherneeds.

adolescentsexua'lity. ' . . W Birth planning: deliveryinahospital or health centre s highly recommended. She needs to
W Encourage the girl toask questions and tell her that all topics can be discussed. understand whythisisimportant, she needs todecideif she willdoitand how she willarrange .
B Usesimpleand clearlangu.age. o B Prevention of STlor HIV infectionisimportant for her and her baby. If she or her partner are at
B Repeat guarantee of confidentialityi¥ [l risk of STl or HIV/AIDS, they should use a condom in all sexual relations. She may need advice on
B Understand adolescent difficulties in communicating about topics related to sexuality (fears of how to discuss condom use with her partner.

parental discovery, adult disapproval, social stigma, etc). B Spacingofthenextpregnancy — forboththegirl and baby’shealth, itis recommended thatany

next pregnancy be spaced by at least 2 or 3 years. The girl, with her partnerifapplicable, needs to
decide if and when a second pregnancy is desired, based on their plans. Healthy adolescents can
safelyuseanycontraceptive method.Thegirlneedssupportinknowing her optionsandindeciding
whichisbestforher.Beactivein providing family planning counsellingandadvice.

B Manage any other SRH issues that she may have at that sitting.

Support her when discussing her situation and ask if she has any particular concerns:

Does she live with her parents, can she confide in them? Does she live as a couple? Is sheina
long-term relationship? Has she been subject to violence or coercion?

B Determine who knows about this pregnancy — she may not have revealed it openly.

W Support her concerns related to puberty, social acceptance, peer pressure, forming relationships,
social stigmasandviolence.

Special training is required to work with adolescent girls and this guide does not substitute for special training.
However, when working with an adolescent, whether married or unmarried, it is particularly important to remember the following.

Special considerations in managing the pregnant adolescent



The woman living with violence

SPECIAL CONSIDERATIONS FOR SUPPORTING THE WOMAN LIVINGWITH VIOLENCE

Violence against women by their intimate partners affects women’s physical and mental health, including their reproductive health. While you may not have been trained
to deal with this problem, women may disclose violence to you or you may see unexplained bruises and other injuries which make you suspect she may be suffering abuse.
Thefollowing are some recommendations on howtorespond and support her.

Support the woman living with violence Support the health service response to needs of women living with

B Provide a space where the woman can speak to you in privacy where her partner or others cannot violence
hear. Do all you can to guarantee confidentiality, and reassure her of this.

B Gentlyencourage hertotellyouwhatishappeningtoher.Youmayaskindirect questionstohelp her
tellherstory.

B Listentoherinan empatheticmanner. Listening canoftenbe ofgreatsupport.Donotblame her
or make ajoke of the situation. She may defend her partner’s action. Reassure her that she does
not deserve to be abusedinany way.

B Help hertoassess her present situation. If she thinks she or her children are in danger, explore
together the options to ensure her immediate safety (e.g. can she stay with her parents or friends?
Doesshehave,orcouldsheborrow,money?)

B Explore heroptionswith her.Help heridentifylocal sources of support, either within her family,
friends, and local community or through NGOs, shelters or social services, if available. Remind her
that she has legal recourse, if relevant.

B Offerheranopportunitytoseeyouagain.Violence by partnersiscomplex,and she may be unable
to resolve her situation quickly.

B Documentanyforms ofabuseidentified or concernsyoumayhaveinthefile.

Help raise awareness among health care staff about violence against women and its
prevalence in the community the clinic serves.

B Findoutwhatiftrainingisavailabletoimprovethesupportthathealthcarestaffcan
provideto those women who may need it.

B Display posters, leaflets and other information that condemn violence, and information on
groups that can provide support.

B Makecontactwithorganizations workingtoaddressviolenceinyourarea. Identify those that
can provide support forwomenin abusive relationships. If specific services are not available,
contact othergroupssuchaschurches,women’sgroups,elders,orotherlocal groupsandfind
out the supporttheycanprovide orwhat otherrolesthey canplay,like resolving disputes.
Ensureyouhavea list of these resources available.

THE WOMAN WITH SPECIAL NEEDS



COMMUNITY SUPPORT FOR MATERNAL AND NEWBORN HEALTH

IEXESTABLISH LINKS
_ Coordinate with other health care providers
and community volunteers an safe
motherhood groups
Establish links with traditional birth
attendants and traditional healers

Everyone in the community should be informed and involved in the process of improving the health of their community members.
This section provides guidance on how their involvement can help improve the health of women and newborns.

Different groups should be asked to give feedback and suggestions on how to improve the services the health facilities provide.

Use the following suggestions when working with families and communities to support the care of women and newborns during
pregnancy, delivery, post-abortion and postpartum periods.
B3 INVOLVE THE COMMUNITY IN

QUALITY OF SERVICES

COMMUNITY SUPPORT FOR MATERNAL AND NEWBORN HEALTH

Community support for maternal and newborn health




COMMUNITY SUPPORT FOR MATERNAL AND NEWBORN HEALTH

Establish links

Coordinate with other health care providers
and community groups

B Meet with others in the community to discuss and agree on messages related to pregnancy,
delivery, postpartum and post-abortion care of women and newborns.

B Work together with leaders and community groups to discuss the most common health problems
and find solutions. Groups to contact and establish relations include:

— other health care providers

— neighbourhood health committees
— maternity waiting homes

— adolescent health services

— schools

— non-governmental organizations
— breastfeeding support groups
— district health committees

— women'’s groups

— agricultural associations

N

— youth groups

— church groups.

W Establish links with peer support groups and referral sites for women with special needs, including
women living with HIV, adolescents and women living with violence. Have available the names
and contact information for these groups and referral sites, and encourage the woman to seek
their support.

Establish links with community

Contact traditional birth attendants and healers who are working in the health facility’s catchment
area.Discusshowyoucansupporteachother.

Respect their knowledge, experience and influence in the community.

Share with them the information you have and listen to their opinions on this. Provide copies of
health education materials that you distribute to community members and discuss the content with
them. Have them explain knowledge that they share with the community. Together you can create
new knowledge which is more locally appropriate.

Review how together you can provide support to women, families and groups for maternal and
newborn health.

Involve Safe Matherhood AdionGroups(SMAG)and healersin counselling sessionsinwhich advice is
giventofamiliesand other community members. Include SMAGs in meetings with community
leaders and groups.

Discuss the recommendation that all deliveries should be performed by a skilled birth attendant.
When not possible or not preferred by the woman and her family, discuss the requirements for safer
delivery at home, postpartum care, and when to seek emergency care.

Invite SMAGs to act as labour companions for women they have followed during pregnancy, if this

is the woman’s wish.

Clarify how and when to refer, and provide SMAGs with feedback on women they have referred.



COMMUNITY SUPPORT FOR MATERNAL AND NEWBORN HEALTH

INVOLVE THE COMMUNITY IN QUALITY OF SERVICES

Allin the community should be informed and involved in the process of improving the health of
their members. Ask the different groups to provide feedback and suggestions on how to improve
the services the health facility provides.

B Find out what people know about maternal and newborn mortality and morbidity in their locality.

B Sharedatayoumayhaveand reflect together on whythese deaths andillnesses may occur. Discuss
withthem whatfamiliesand communities candoto preventthese deathsandillnesses. Together
prepare an action plan, defining responsibilities.

W Discuss the different health messages that you provide. Have the community members talk about
their knowledge in relation to these messages. Together determine what families and communities
can do to support maternal and newborn health.

B Discusssome practical waysinwhichfamiliesand othersinthe community cansupportwomen
during pregnancy, post-abortion, delivery and postpartum periods:

— Recognition of and rapid response to emergency/danger signs during pregnancy, delivery and
postpartum periods.

— Provision offoodandcarefor childrenand other familymemberswhenthewomannneedstobe
away from home during delivery, or when she needs to rest.

— Accompanying the woman after delivery.

— Support for payment of fees and supplies.

— Motivation of male partners to help with the workload, accompany the woman to the clinic, allow
hertorestand ensure she eats properly. Motivate communication between males and their
partners, including discussing postpartum family planning needs.

— Motivate the partners and family members to avoid smoking around pregnant women.

B Supportthecommunityinpreparinganactionplantorespondtoemergencies. Discuss
the following with them:

— Emergency/danger signs - knowing when to seek care.

— Importance of rapid response to emergencies to reduce mother and newborn death, disability
and illness.

— Transport options available, giving examples of how transport can be organized.

— Reasons for delays in seeking care (including heavy rains) and possible solutions.

— What services are available and where.

— What options are available.

— Costs and options for payment.

— A plan of action for responding in emergencies, including roles and responsibilities.

Involve the community in quality of services







NEWBORN CARE

EXAM|NE THENEWBORN |F SWELLING, BRUISES B Exam routinely all babies around an hour of birth,

OR MALFORMATION for discharge, at routine and follow-up postnatal visits in the
first weeks of life, and when the provider or mother
observes danger signs.

B UsethechartAssessthe mother’s brts ifthe motheris

IF PRETERM, ASSESS THE MOTHER'S BREASTS complaining of nipple or breast pain
BIRTHWEIGHT <2500 G ORTWIN IF COMPLAINING OF NIPPLE OR B Duringthestayatthefacility, use the Care ofthenewbornchart
: BREAST PAIN . Ifthe baby is small but does not need refgyyal, also use the

additional care forasmall baby or twin chart
W Use the Breastfeeding, care, preventive measures and treatment
forthe newborn sections for details of care, resuscitation and
ASSESS BREASTFEEDING CAREOFTHENEWBORN treatmentsm
B UseAdviseonwhentoreturnwiththebaby mfor advisingthe
mother when to return with the baby for routine and follow-up
visitsand to seek care or return if baby has danger signs.
Use information and counselling sheets m
N ADDITIONAL CARE OF A W Forcareatbirthandduringthefirsthours oflife, use Labour
TREATMENT NEEDS ) SMALL BABY (OR TWIN) and deliveniitl.
ALSO SEE:
B Counsel on choices of infant feeding and HIV-related
issues |SIACL,
B Equipment, suppliesand drugs .
I TILOOK FORSIGNS OF JAUNDICE [I7IASSESS REPLACEMENTFEEDING m Records JEU.
W Babydied [y}
AND LOCAL INFECTION .

[IZIF DANGER SIGNS

NEWBORN CARE

Newborn care




Y.

Use this chart to assess the newborn after birth, classify and treat, possibly around an hour; for discharge (not before 48 hours); and during the first week of life at
routine, follow-up, or sick newborn visit. Record the findings on the postnatal record (L.
Always examine the baby in the presence of the mother.

Check maternal and newborn record
or ask the mother:

How oldisthe baby?
Preterm (lessthan37 weeks
or1monthormoreearly)?
Breech birth?

Difficult birth?

Resuscitated at birth?

Has baby had convulsions?

Ask the mother:

Doyouhaveconcerns?
Howisthe babyfeeding?

Is the mother very ill or transferred?

B Assess breathing (baby must

be calm)

— listen for grunting

— count breaths: are they 30-60
per minute? Repeat the count
ifelevated

— look at the chest
for in-drawing.

Look at the movements: are they

normal and symmetrical?

Look at the presenting part —

isthereswellingandbruises?

Look at abdomen for pallor.

Look formalformations.

Feelthetone:isitnormal?

Feel for warmth. If cold, or

very warm, measure temperature.

Weigh the baby.

Next: If preterm, birth weight <2500 g or twin

W Body MILD B Re-warm the babyskin-to-skin
temperature HYPOTHERMIA B If temperature not rising after 2 hours, reassess
35.59C-36.4°C. the baby.
B Mother not able to breastfeed MOTHER NOT ABLE B Helpthe mother express breast milk
due to receiving special TO TAKE CAREFORBABY g (onsider alternative feeding methods until mother is
treatment. well
W Mother transferred. W Provide carefor the baby, ensure warmth
B Ensure mother can see the babyregularly.
B Transfer the baby with the mother if possible.
B Ensurecareforthebabyathome.
B Normal temperature: WELL BABY If first examination:

36.52C-37.5°C.

B Normal weightbaby (2500 g or
more).

B Feeding well —suckling
effectively 8 times in 24 hours,
day and night.

B No danger signs.

B No special treatment needs or
treatment completed.

B Small baby,feedingwelland
gainingweightadequately.

W Breastfeedingcounseling
B GivevitaminK

B Ensurecareforthenewborn
B Examine again for discharge.

If pre-discharge examination:

B Immunizeif due

B Adviseonbabycare .

W Advise on routine postnatal contacts at age 3-7
days

B Advise on whentoreturnif danger signs

B Breastfeeding counselling

B [f further visits, repeat advices.




NEWBORN CARE

IF PRETERM, BIRTHWEIGHT <2500-G ORTWIN

. - Ifthisisrepeated visit, assess . .
| Bfaby jUS't born. weight gain M Birth weight <1500 g. VERY SMALL BABY m Refer baby urgently to hospital .
W Birth weight W Very preterm <32 weeks B Ensureextrawarmthduringreferral.
— <1500 g or>2monthsearly).
1500 g to <2500 g. . .
™ I;;term 8% 8 W Birth weight 1500 g-<2500g. SMALL BABY B Provide as close to continuous Kangaroo mother
5 <32 weeks B Preterm baby (32-36 weeks care as possible.
_, 33.36 weeks or1-2monthsearly). B Give special support to breastfeed the small
" Twi ' MW Several days old and baby m
win. . L
weight gaininadequate. B Ensureadditional care forasmall baby 1)
B Feeding difficulty. B Reassess daily .
B Do not discharge before feeding well, gaining weight
and body temperature stable.
B If feeding difficulties persist for 3 days and
otherwise well, refer for breastfeeding counselling.
H Twin TWIN B Give special support to the mother to breastfeed

twins m
Donotdischarge until both twins cangohome.

1 Next: Assess breastfeeding

If preterm, birth weight <2500-g or twin




Assess breastfeeding

Ll
oc
s ASSESS BREASTFEEDING
E Assess breastfeeding in every baby as part of the examination.
8 If mother is complaining of nipple or breast pain, also assess the mother’s breasts /.
&
-8 ASK,CHECKRECORD LOOK,LISTEN,FEEL  SIGNS CLASSIFY TREATANDADVISE
Ask the mother ﬁl::ent:e; b;eastfe:g. dinth B Notsuckling(afteréhours NOT ABLE TOFEED m Refer baby urgently to hospital
B How is the breastfeeding going? ,e ahy as rkmh € ': € of age).
B Hasyourbabyfedinthe previous hour, ask the mother to put B Stopped feeding.
previous hour? thebabyonherbreastsand observe
B Is there any difficulty? breastfeeding for about 5 minutes. B Not yet breastfed (first hours FEEDING DIFFICULTY B Support exclusive breastfeeding
W Isyourbabysatisfiedwiththefeed? | ook of I|fe).” e B Help the mother to initiate breastfeeding
B Have you fed your baby anyother B Isthe baby able to B Notwe e.lttac €d. W Teach correct positioning and attachment
foods or drinks? attach correctly? u Notsuckhng_effectwely. _ B Advise to feed more frequently, day and night.
B How do your breasts feel? B s the bab we”: ositioned? W Breastfeedinglessthan8times B Reassure her that she has enough milk.
B Doyouhaveany concerns? y welp N per 24 hours. B Advise the mother to stop feeding the baby other
W [s the baby suckling effectively? B Receiving other foods or drinks. G araliils,
If baby more than one day old: if mother has fed in the last hour, u i\:;ilgglanvsold gidiliatediliate W Reassessat the next feed or follow-upvisitin
u !—Io;:l?anyt;mes hasyourbaby fed ask hertotellyouwhen herbabyis ) 2days.
in ours? . )
willing to feed again. B Suckling effectively. FEEDING WELL W Encourage the mother to continue breastfeeding on

W Toassess replacement feeding see .

1 Next: Check for special treatment needs

B Breastfeeding 8timesin 24 hours
ondemand dayand night

demand




NEWBORN CARE

CHECK FOR SPECIAL TREATMENT NEEDS

ASK,CHECKRECORD LOOK, LISTEN, FEEL

Check record for
special treatment needs
B Has the mother had
within days of delivery:
— fever >382C?
— infection treated with antibiotics?
B Membranes ruptured >18 hours
before delivery?
B Mother tested RPR-positive?
B Mother tested HIV-infected?
— is or has been on ARV
— has she received
infant feeding counselling?
W Is the mother receiving TB
treatment which began <2 months
ago?

[ Next: Look for signs of jaundice and local infection

Check for special treatment needs

SIGNS

CLASSIFY

TREATANDADVISE

Baby<1dayoldand ISK OF

membranes ruptured >18 hours BACTERIAL INFECTION
before delivery,

B GivebabytwolMantibioticsfor5days
W Assess baby daily .

or

B Mother being treated with
antibiotics forinfection,
or

B Motherhasfever>382C.

B Mother tested RPR-positive. RISK OF M Give baby single dose of benzathine penicillin

CONGENITAL SYPHILIS B Ensure mother and partner are treated .
M Follow up in 2 weeks.

W Motherknowntobe HIV- RISK OF HIV TRANSMISSION :?“’er{“‘v fo the newborn ﬁE baby G
infected. each mother to give ARV to her baby =5,

B Mother has not been | Cgunsel qn infant fegding options . .
el e i H Give §pecl counselling to mother who is breast
feeding. fering . )

B Mother chose breastfeeding. M Teach the n.'lother safe replacement feeding.

B Mother chose replacement m Follow upin 2 weeks (1
feeding.

B Mother started TB treatment ~ RISKOF TUBERCULOSIS

<2 months before delivery.

M Give babyisoniazid propylaxis for 6 months

M Give BCGvaccinationtothe babyonlywhenbaby’s
treatment completed.

M Follow upin2 weeks.




NEWBORN CARE

Look for signs of jaundice and local infection

LOOK FOR SIGNS OF JAUNDICE AND LOCAL INFECTION

ASK,CHECKRECORD LOOK, LISTEN, FEEL

B How is the umbilical
stump?

[ Next: If danger signs

Look attheskin, isityellow?
—ifbabyislessthan24
hours old, look at skin on the
face
— if baby is 24 hours old or
more, look at palmsandsoles.
Look at the eyes. Are they swollen
anddraining pus?
Look atthe skin, especially
around the neck, armpits,
inguinal area:
— Are there skin pustules?
— |s there swelling, hardness or
large bullae?
Look at the umbilicus:
— Isit red?
— Draining pus?
— Doesrednessextendto

the skin?

SIGNS

CLASSIFY

TREATANDADVISE

B Yellowskinonfaceand SEVERE JAUNDICE m Refer baby urgently to hospital
only <24 hours old. W Encourage breastfeeding on theway.

B Yellowpalmsandsolesand M If feeding difficulty, give expressed breast milk by
224 hours old. cup

B Eyesswollenanddraining GONOCOCCAL M Give single dose of appropriate antibiotic for eye

EYE INFECTION

infection

B Teach mothertotreat eyes

B Follow up in 2 days. lfnoimprovement, or if worse,
refer urgently to hospital.

W Assess and treat mother and her partnerfor
possible gonorrheaﬂ.

B Red umbilicus orskinaround

LOCAL
UMBILICAL INFECTION

W Teach mother to treat umbilical infection
B [f noimprovement in 2 days, or if worse, refer

B Lessthan 10

LOCAL SKININFECTION

B Teachmothertotreatskininfection

H Followupin 2 days.

B Ifnoimprovement of pustulesin2daysor more,
refer urgently to hospital.




NEWBORN CARE

IF DANGER SIGNS

SIGNS CLASSIFY

TREATANDADVISE

Any of the following signs: POSSIBLE

Fast breathing SERIOUSILLNESS
(morethan60breaths

per minute).

Slow breathing or

gasping (less than 30
breaths per minute).
Severe chestin-drawing.

Not feedingwell.

Grunting.

Convulsions.

Floppy orstiff.

No spontaneous movement
Temperature>37.52C.
Temperature <35.52C or not
risingafterrewarming.
Umbilicus draining pus or
umbilical redness and
swelling extending to skin.
Morethan 10skin pustules
or bullage, or swelling, redness,
hardness of skin.

Bleeding from stump or cut.
Pallor.

B Givefirstdoseof2IMantibiotics
Hm Refer baby urgently to hospital

In addition:

B Re-warmandkeepwarmduringreferral

MW Treat local umbilical infection before referral
W Treatskininfectionbeforereferral

W Stop the bleeding.

1 Next: If swelling, bruises or malformation

Ifdangersigns




NEWBORN CARE

If swelling, bruises or malformation

|F SWELLING. BRUISES OR MALFORMATION

SIGNS CLASSIFY

TREATANDADVISE

M Bruises, swelling on buttocks. BIRTH INJURY
B Swollenhead —bumpon
oneorbothsides.
B Abnormalpositionoflegs
(after breechpresentation).
B Asymmetricalarmmovement,
arm does not move.

B Explaintoparentsthatitdoesnothurtthe
baby,

B itwilldisappearinaweekortwoandno
special treatment is needed.

B DO NOT force legs into a different position.

B Gentlyhandlethelimbthatisnot

M Clubfoot MALFORMATION
B Cleftpalateorlip

B 0Odd looking, unusual appearance
B Opentissue onhead,
abdomen or back

W Refer for special treatment ifavailable.

B Helpmothertobreastfeed. If not successful,
teach heralternative feeding methods
Plan to follow up.

B Adviseonsurgical correction atage of
several months.

B Refer for special evaluation.

B Cover with sterile tissues soaked with
sterile saline solution before referral.

W Refer for special treatment ifavailable.

B Other abnormal appearance. SEVERE MALFORMATION

B Manage according to national guidelines.

1 Next: Assess the mother’s breasts if complaining of nipple or breast pain



NEWBORN CARE

ASSESS THE MOTHER'’S BREASTS IF COMPLAINING OF NIPPLE OR BREAST PAIN

ASK,CHECKRECORD LOOK, LISTEN, FEEL

B Howdoyour breasts feel?

Next: Return to and complete the classification, then go to

Lookatthe nippleforfissure
Look at the breasts for:

— swelling

— shininess

— redness.

Feel gently for painful part of
the breast and abnormal
lumps

Measure temperature.
Observe a breastfeed

if not yetdone .

SIGNS

CLASSIFY

TREATAND ADVISE

M Nipple sore or fissured. NIPPLE SORENESS B Encourage the mother to continue breastfeeding.

W Baby not well attached. OR FISSURE B Teachcorrectpositioningandattachment
B Reassess after 2 feeds (or 1 day). If not better, teach the mother

how to express breast milk from the affected breast and feed
baby by cup, and continue breastfeeding on the healthy side.
M Both breasts are swollen, BREAST B Encourage the mother to continue breastfeeding.
shiny and patchy red. ENGORGEMENT W Teachcorrectpositioningand attachment

B Feeling for breast lump W Advisetofeed more frequently.

W Temperature <382C. B Reassess after 2 feeds (1 day). If not better, teach mother

B Baby not well attached. how to express enough breast milk before the feed to

B Not yetbreastfeeding. relieve discomfort

M Partof breastis painful, MASTITIS B Encourage mother to continue breastfeeding.

swollen and red. B Teachcorrectpositioningand attachment

W Temperature >382C. B Givecloxacillinfor 10 days ﬁ

M Feelsill. B Reassessin2days.lfnoimprovementorworse, refertohospital.
B If mother is HIV-infected let her breastfeed on the healthy breast.
W Express milk from the affected
B breast and discard until no fever
W Ifsevere pain, give paracetamol ﬂ

B No swelling, redness BREASTSHEALTHY  m Reassure the

or tenderness.

m Normal body temperature.

m Nipple notsoreandno
fissure visible.
M Baby well attached.

Assess the mother’s breasts if complaining of nipple or breast pain




Care ofthe newborn

Ll
oc
58 CAREOFTHENEWBORN
E Use this chart for care of all babies until discharge.
2
E CAREAND MONITORING RESPOND TOABNORMAL FINDINGS
= B Ensuretheroomiswarm (notlessthan252Cand no draught). W [fthe babyisina cot, ensure babyisdressed or wrapped and covered by a blanket.
B Keepthebabyintheroomwiththe mother,inherbedorwithineasyreach. Cover the head with a hat.
B Letthemotherandbabysleepundertreated ITN.
W Support exclusive breastfeeding on demand day and night. B |f mother reports breastfeeding difficulty, assess breastfeeding and help the mother with positioning
B Ask the mother to alert you if breastfeeding difficulty. andattachment .
B Assess breastfeeding in every baby before planning for discharge.
B DONOT dischargeifbabyisnot yetfeeding well.
W Teach the mother how to care for the baby. W [fthe motherisunable totake care of the baby, provide care or teach the companion
— Keep the baby warm ;. B Washhandsbeforeandafter handlingthe baby.

— Give cord care

— Ensure hygiene
DONOT exposethe babyindirectsun.
DONOT put the baby on any cold surface.
DONOT baththe baby before 6 hours.

B Ask the mother and companion to watch the baby and alert you if B [ffeetarecold:
— Feet cold. — Teach the mother to put the baby skin-to-skin
— Breathing difficulty: grunting, fast or slow breathing, chest in-drawing. — Reassess in 1 hour; if feet still cold, measure temperature and re-warm the baby
— Any bleeding. B [fbleedingfrom cord, checkiftieisloose and retie the cord.
B [fotherbleeding, assessthe babyimmediately .

B [f breathing difficulty or mother reports any other abnormality, examine the baby as on .

W Giveprescribedtreatmentsaccordingtotheschedule

B Examine every baby before planning to discharge mother and baby .
DO NOT discharge before baby is 24 hours old.

[ Next: Additional care of a small baby (or twin)
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ADDITIONAL CARE OF A SMALL BABY (OR TWIN)

Use this chart for additional care of a small baby: preterm, 1-2 months early or weighing 1500 g-<2500 g. Refer to hospital a very small baby: >2 months early, weighing <1500 g

CAREAND MONITORING

RESPOND TOABNORMAL FINDINGS

Plantokeepthesmallbabylongerbeforedischarging.

B Allow visits to the mother and baby.
W Givespecial support for breastfeeding the small baby (or twins) | : B Ifthesmallbabyisnotsuckling effectively and does not have other danger signs, consider
— Encourage the mother to breastfeed every 2-3 hours. alternative feeding methods o ) )
— Assess breastfeeding daily: attachment, suckling, duration and frequency of feeds, and — Teach the mother how to hand express breast milk directly into the baby’s mouth
baby satisfaction with the feed ! — Teach the mother to express breast milk and cup feed the baby
— If alternative feeding method is used, assess the total daily amount of milk given. — Determine appropriate amount for daily feeds by age
—> Weigh daily and assess weight gain B [ffeedingdifficulty persistsfor3days, or weightloss greaterthan 10% of birth weightand
- no other problems, refer for breastfeeding counselling and management.
B Ensureadditional warmthforthe small baby

— Ensure the room is very warm (252-282C).
— Teach the mother how to keep the small baby warm in skin-to-skin contact.
— Provide extra blankets for mother and baby.

B Ensure hygiene
B DO NOT bath the small baby. Wash as needed.
Assess the small baby daily: B [fdifficulttokeep bodytemperature withinthe normalrange (36.52Ct037.52C):
— Measure temperature — Keep the baby in skin-to-skin contact with the mother as much as possible
— Assess breathing (baby must be quiet, not crying): listen for grunting; count breaths per minute, — If body temperature below 36.52C persists for 2 hours despite skin-to-skin contact with
repeat the count if >60 or <30; look for chest in-drawing mother, assess the baby .
— Look for jaundice (first 10 days of life): first 24 hours on the abdomen, then on palms and B [fbreathing difficulty, assess the baby .
soles. B [fjaundice, refer the baby for phototherapy.
B Ifany maternal concern, assess the baby and respond to the mother .
B Plan to discharge when: B Ifthe motherandbaby are notableto stay,ensure daily (home) visits or send to hospital.
— Breastfeeding well
— Gaining weight adequately on 3 consecutive days
— Body temperature between 36.52 and 37.52C on 3 consecutive days
— Mother able and confident in caring for the baby
— No maternal concerns.
B Assess the baby for discharge.

Additional care of a small baby (or twin)




Assess replacement feeding

Ll
oc
s ASSESS REPLACEMENT FEEDING
E If mother chose replacement feeding assess the feeding in every baby as part of the examination.
=) Advise the mother on how to relieve engorgement . If mother is complaining of breast pain, also assess the mother’s breasts oo |
o
&
-8 ASK,CHECKRECORD LOOK,LISTEN,FEEL  SIGNS CLASSIFY TREATANDADVISE
Ask the mother Observe a feed M Notsucking (after6hours NOT ABLE TO FEED B Refer baby urgently to hospital
B What are you feeding the baby? B Ifthebabyhasnotfed ofage).
B How are you feeding your baby? inthe previous hour, M Stopped feeding.
" i'fr:\ffc’:';zzzﬁed inthe fﬁ';tbh:b’;‘;’:]ze;;:;fveed m Notyetfedfirst6hoursoflife). ~ FEEDNGDIFFICULTY . Teachthemother replacementfeeding 2.
o, ; W Not fed by cup. W Teachthe mother cup feedi
5 pfeeding
per feed? repare éhefeed effectively, spilling dayandnight.
B Isyour ba'bysatisfiedwiththefeed? Prep ' u ':::;::di"g adequate amount W Advise the mother to stop feeding the baby other
B Have you fed your baby anyother Look < ) foods or drinks or bybottle.
foods or drinks? B Isshe holding the cup o ;Zid'ng less than 8 times per B Reassessatthenextfeed orfollow-upvisitin 2
? tothe baby’s lips? ours. days.
W Doyouhaveany concerns? B Isthe babyyalerEc) M Receiving other foods or drinks.
If baby more than one day old: opens eyes and W Severaldaysoldandinadequate
B Howmanytimeshasyourbabyfed mouth? weightgain.
in 24 hours?. ) ] B Isthe baby'sucking. W Sucking and swallowing adequate FEEDING WELL W Encourage the mother to continue feeding by cup on
W Howmuch milkisbaby taking and swallowing the milk amount of milk, spilling little. demand
perday? effectively, spilling little?

M Feeding 8 times in 24 hours on

B How do your breasts feel? demand day and night.

If mother has fed inthe last hour,
ask hertotellyouwhen herbabyis
willing to feed again.




-+

COUNSEL ON BREASTFEEDING (1)
Counsel on importance of exclusive
breast feeding
Help the mother to initiate breastfeeding

COUNSEL ON BREASTFEEDING (2)
Support exclusive breastfeeding

Teach correct positioning and attachment
for breastfeeding

COUNSEL ON BREASTFEEDING (3)
Give special support to breastfeed the small
baby (preterm and/or low birth weight)
Give special support to breastfeed twins

FEEDING METHODS (1)

Express breast milk

Hand express breast milk directly intothe
baby’smouth

Teach mother heat treating expressed
breast milk

ALTERNATIVE
FEEDING METHODS (2)

Cup feeding expressed breast milk
Quantity to feed bycup
Signsthatbabyisreceivingadequateamount
of milk

WEIGHAND ASSESSWEIGHT GAIN
Weigh baby in the first month of life

Assess weight gain
Scale maintenance

OTHER BREASTFEEDING SUPPORT
Givespecial supporttothe motherwhoisnot
yetbreastfeeding
Advise the mother who is not breastfeeding at
allonhowtorelieve engorgement
If the baby does not have a mother

ENSURE WARMTH FOR THE BABY
Keep the baby warm

Keep a small baby warm

Rewarm the baby skin-to-skin

OTHER BABY CARE
Cord care
Sleeping
Hygiene

NEWBORN RESUSCITATION

Keep the baby warm

Open the airway

If still not breathing, ventilate...

If breathing or crying, stop ventilating

If not breathing or gasping at all after 20
minutes of ventilation, stop ventilation

TREAT AND IMMUNIZE THE BABY (1)
Treat the baby
Give vitamin K

Give 2 IM antibiotics (first week of life)

Give IM benzathine penicillin to baby (single
dose) if mother tested RPR positive

Give IM antibiotic for possible gonococcal eye
infection (single dose)

TREAT AND IMMUNIZE THE
BABY (2)

Treat local infection
Provide eye care

Give isoniazid (INH) prophylaxis to newborn
Immunize the newborn

ADVISE WHEN TO RETURN
- — WITH THE BABY

Routine visits

Follow-up visits
Advisethemothertoseekcareforthebaby
Refer baby urgently to hospital

W Thissection has details on breastfeeding, care of the baby,
treatments, immunization, routine and follow-up visits and
urgentreferral to hospital.

B General principlesarefoundinthe section ongood care

B IfmotherHIV-infected, seealso



INCLUDE PARTNER OR OTHER FAMILY MEMBERS IF POSSIBLE B After birth, let the baby rest comfortably on the mother’s chest in skin-to-skin contact.

B Tellthemothertohelpthebabytoherbreast whenthe babyseemstobeready,usuallywithinthe

Explain to the mother that:
Breast milk contains exactly the nutrients a baby needs
— is easily digested and efficiently used by the baby’s body.
— protects a baby against infection.
Babies should start breastfeeding within 1 hour of birth. They should not have any other food or
drink before they start to breastfeed.
Babiesshould be exclusively breastfed forthe first 6 months of life.

Breastfeeding
— helps baby’s development and mother/baby attachment.
— can help delay a new pregnancy (see for breastfeeding and family planning).

For counselling if mother HIV-infected, see

Encourage mothers who are breastfeeding not to drink alcohol or smoke tobacco.

first hour. Signs of readiness to breastfeed are:

— baby looking around/moving

— mouth open

— searching.

Checkthatpositionandattachmentarecorrectatthefirstfeed. Offertohelpthe motheratany
time

Let the baby release the breast by her/himself; then offer the second breast.

Ifthe baby does not feedin 1 hour, examine the baby .If healthy, leave the baby with the
mother to try later.Assessin 3 hours, or earlier if the baby is small

Ifthe motherisilland unable to breastfeed, help her to express breast milk and feed the baby by
cup *.Ondaylexpressinaspoonandfeedbyspoon.

If mother cannot breastfeed at all, use one of the following options:

— donated heat-treated breast milk.

— If not available, then commercial infant formula.

— If not available, then home-made formula from modified animal milk.



B Keep the mother and baby together in bed or within easy reach. Do not separate them.
Encourage breastfeeding on demand, dayand night, aslongas the baby wants.
— Ababy needstofeed day and night, 8 or more timesin 24 hours from birth. Only on the first
day mayafull-term baby sleep manyhours afteragoodfeed.
B — Asmall baby should be encouraged to feed, day and night, at least 8 times in 24
hours from birth.
B Help the mother whenever she wants, and especially if she is a first time or adolescent mother.
Let baby release the breast, then offer the second breast.
Ifmother mustbe absent, lether express breast milkand let somebody else feed the expressed
breast milkto the baby by cup.

DO NOT force the baby to take the breast.
DO NOT interrupt feed before baby wants.
DO NOT give any other feeds or water.

DO NOT use artificial teats or pacifiers.

B Advise the mother on medication and breastfeeding
— Most drugs given to the mother in this guide are safe and the baby can be breastfed.
— If mother is taking cotrimoxazole or fansidar, monitor baby for jaundice.

B Show the mother how to hold her baby. She should:
— make sure the baby’s head and body are in a straight line
— make sure the baby is facing the breast, the baby’s nose is opposite her nipple
— hold the baby’s body close to her body
— support the baby’s whole body, not just the neck and shoulders
B Show the mother how to help her baby to attach. She should:
— touch her baby’s lips with her nipple
— wait until her baby’s mouth is opened wide
— move her baby quickly onto her breast, aiming the infant’s lower lip well below the nipple.
B Look for signs of good attachment:
— more of areola visible above the baby's mouth
— mouth wide open
— lower lip turned outwards
— baby's chin touching breast
B Lookforsigns of effective suckling (thatis, slow, deep sucks, sometimes pausing).
m Iftheattachmentorsucklingisnotgood, try again.Thenreassess.
M If breast engorgement, express a small amount of breast milk before starting breastfeeding to soften
nipple areasothatitiseasier for the baby to attach.

If mother is HIV-infected, see
and breastfeeding.

for special counselling to the mother who is HIV-infected

If mother chose replacement feedings, see




COUNSEL THE MOTHER:

B Reassurethe motherthatshe can breastfeed her small baby and she has enough milk.

B Explainthather milkis the bestfood for such a small baby. Feeding for her/himis even more
importantthanforabigbaby.

B Explainhowthe milk’sappearance changes: milkinthefirstdaysisthick andyellow,thenit
becomes thinner and whiter. Both are good for the baby.

B Asmall baby does not feed as well as a big baby in the first days:
— may tire easily and suck weakly at first
— may suckle for shorter periods before resting
— may fall asleep during feeding
— may have long pauses between suckling and may feed longer
— does not always wake up for feeds.

B Explainthatbreastfeeding willbecome easierifthe baby suckles and stimulatesthe breast her/
himself and when the baby becomes bigger.

B Encourage skin-to-skin contact since it makes breastfeeding easier.

HELP THE MOTHER:

W Initiate breastfeeding within 1 hour of birth.

B Feedthebabyevery2-3hours. Wakethe babyfor feeding, evenifshe/he does not wake up alone,
2 hours afterthelastfeed.

B Always start the feed with breastfeeding before offering a cup. If necessary, improve the milk flow
(letthe motherexpressalittle breast milkbefore attachingthe babytothe breast).

B Keepthebabylongeratthebreast.Allowlongpausesorlong,slowfeed.Donotinterruptfeedifthe
baby s still trying.

W [f the baby is not yet suckling well and long enough, do whatever works better in your setting:
— Let the mother express breast milk into baby’s mouth
— Letthe mother express breast milkand feed baby by cup .. Onthefirst day express breast
milk into, and feed colostrum by spoon.

B Teach the mother to observe swallowing if giving expressed breast milk.

B Weighthe baby daily (ifaccurate and precise scales available), record and assess weight gain

COUNSEL THE MOTHER:
B Reassurethe motherthatshe hasenough breast milkfortwo babies.

M Encourage her that twins may take longer to establish breastfeeding since they are frequently
born pretermand with low birth weight.

HELP THE MOTHER:
WStartfeedingone babyatatime until breastfeedingis well established.
M Help the mother find the best method to feed the twins:
— If one is weaker, encourage her to make sure that the weaker twin gets enough milk.
— Ifnecessary, she can express milk for her/himand feed her/him by cup after
initial breastfeeding.
— Daily alternate the side each baby is offered.



The mother needs clean containers to collect and store the milk.

A wide necked jug, jar, bowl or cup can be used.

Once expressed, the milk should be stored with a well-fitting lid or cover.

Teach the mother to express breast milk:

— Toprovide milk for the baby when she isaway.Tofeed the baby if the baby s
smallandtoo weak tosuckle

— To relieve engorgement and to help baby to attach

— To drain the breast when she has severe mastitis or abscesses.

Teachthe mothertoexpress her milk by herself. DO NOT doitfor her.

Teach her how to:

— Wash her hands thoroughly.

— Sit or stand comfortably and hold a clean container underneath her breast.

— Put her first finger and thumb on either side of the areola, behind the nipple.

— Press slightly inwards towards the breast between her finger and thumb.

— Express one side until the milk flow slows. Then express the other side.

— Continue alternating sides for at least 20-30 minutes.

If milk does not flow well:

— Apply warm compresses.

— Have someone massage her back and neck before expressing.

— Teach the mother breast and nipple massage.

— Feedthe baby by cupimmediately. If not, store expressed milkin a cool, clean and safe place.

If necessary, repeat the procedure to express breast milk at least 8 timesin 24 hours. Express as
muchasthe babywouldtake or more, every3hours.

When notbreastfeedingatall, expressjust alittle torelieve pain

Ifmotherisveryill, helphertoexpressordoitfor her.

Teach the mother to express breast milk.

Hold the babyinskin-to-skin contact,the mouth closetothenipple.

Expressthe breastuntilsome drops of breast milkappearonthenipple.

Waituntilthe babyisalertand opens mouthand eyes, or stimulate the baby lightly to awaken her/
him.

Let the baby smelland lick the nipple, and attempt to suck.

Let some breast milkfallintothe baby’s mouth.

Wait until the baby swallows before expressing more drops of breast milk.

After sometime, whenthe baby hashad enough, she/he will close her/hismouth and

take no more breast milk.

Askthe mothertorepeat this process every 1-2 hours if the baby is very small

(orevery 2-3 hours if the babyis not very small).

Beflexible at eachfeed, but make sure the intakeisadequate by checking daily weight gain.

Explain carefully and demonstrate how to heat treat expressed breast milk. Watch the mother
practice the heat treating expressed breast milk. Check mother’s understanding before she leaves.
Express breast milk (50to 150 ml)inacleanglassjarof450 mland closeit with alid.
Labelthejar with baby'sname, the dateandtime.

Placejarina pot (around 1 litre) and pour boiling water in the pot —450 ml or 2 cm below pot
brim.Ifthejarisfloating put weight ontop ofjar.

Leave standing for %2hr. Remove milk, cool, administer to baby or store in fridge.




Teach the mother to feed the baby with a cup. Do not feed the baby yourself. The mother should:
Measurethe quantity of milkinthe cup

Hold the baby sitting semi-upright on her lap

Hold the cup of milk to the baby’s lips:

— rest cup lightly on lower lip

— touch edge of cup to outer part of upper lip

— tip cup so that milk just reaches the baby’s lips

— but do not pour the milk into the baby’s mouth.

Baby becomesalert,opens mouth and eyes,and startsto feed.

The baby will suck the milk, spilling some.

Smallbabieswill start totake milkintotheir mouth usingthetongue.

Baby swallows the milk.

Baby finishes feeding when mouth closes or when not interested in taking more.

Ifthe baby does not takethe calculated amount:

— Feed for a longer time or feed more often

— Teach the mother to measure the baby’s intake over 24 hours, not just at each feed.
Ifmotherdoesnotexpressenough milkinthefirstfew days, orifthe mothercannotbreastfeed at
all, use one of the following feedingoptions:

— donated heat-treated breast milk

— home-made or commercial formula.

Feedthe baby by cupifthe motheris not available to do so.
Babyiscupfeedingwellifrequiredamountof milkis swallowed, spillinglittle,and weight gain
is maintained.

B Start with 80 ml/kg body weight per day for day 1. Increase total volume by 10-20 ml/kg per day,

until baby takes 150 ml/kg/day. See table below.
MW Divide total into 8 feeds. Give every 2-3 hours to a small size or ill baby.
B Checkthebaby’s 24 hour intake. Size of individual feeds may vary.
B Continue until baby takes the required quantity.
B Washthe cupwithwaterandsoap aftereachfeed.

Approximate quantity to feed by cup (inml) every 2-3 hours from birth (by weight)

Weight(kg) Day0 I 2 3 4 5 6
1.5-1.9 15 ml 17 ml 19 ml 21 ml 23 ml 25 ml 27 ml
2.0-2.4 20 ml 22 ml 25 ml 27 ml 30 ml 32 ml 35 ml

2.5+ 25 ml 28 ml 30 ml 35 ml 35 ml 40+ml  45+ml

W Babyissatisfied withthe feed.
B Weightlossislessthan 10% inthe first week of life.

B Baby gainsatleast 160 gin the following weeks or a minimum 300 gin the first month.

B Babywetseverydayasfrequentlyasbabyisfeeding.
B Baby’sstoolischanging from darktolight brown or yellow by day 3.

27+ml
35+ml
50+ml



WEIGH THE BABY

B Monthly if birth weight normal and breastfeeding well. Every 2 weeks if replacement feeding or
treatment with isoniazid.

B When the baby is brought for examination because not feeding well, or ill.

WEIGH THE SMALL BABY
B Everydayuntil 3 consecutive times gaining weight (atleast 15 g/day).
B Weekly until 4-6 weeks of age (reached term).

Use this table for guidance when assessing weight gain in the first month of life

Age Acceptable weight loss/gain in the first month of life
| week Lossupto 10%

2-4 weeks Gainatleast160gperweek (atleast15g/day)

| month Gain atleast 300 gin the first month
Ifweighingdailywithapreciseandaccuratescale

Firstweek No weight loss or total less than 10%

Afterward daily gain in small babies at least 20 g

Daily/weekly weighing requires precise and accurate scale (10 g increment):
— Calibrate it daily according to instructions.
— Check it for accuracy according to instructions.

Simple spring scales are not precise enough for daily/weekly weighing.




(Mother or baby ill, or baby too small to suckle)

B Teachthe mothertoexpressbreastmilk " .Help herifnecessary.

B Use the milktofeed the baby by cup.

B If motherandbabyare separated, helpthe mothertoseethe babyorinformheraboutthebaby’s
condition at least twice daily.

W If the baby was referred to another institution, ensure the baby gets the mother’s expressed breast
milkif possible.

M Encourage the mother to breastfeed when she or the baby recovers.

B Give donated heat treated breast milk or home-based or commercial formula by cup.
M Teachthe carer howto prepare milk and feed the baby
M Follow upin 2 weeks; weigh and assess weight gain.

(Baby died o<r stillborn, mother chose replacement feeding)

Breasts may be uncomfortable for a while.

Avoid stimulating the breasts.

Supportbreastswithawell-fittingbraor cloth. Do not bind the breasts tightly asthis may
increase her discomfort.

Apply a compress. Warmth is comfortable for some mothers, others prefer a cold compress
to reduce swelling.

Teach the mother to express enough milk to relieve discomfort. Expressing can be done a few
times adaywhenthebreastsare overfull.ltdoes not needtobe doneifthe motheris
uncomfortable.

It will be less than her baby would take and will not stimulate increased milk production.
Relieve pain.Ananalgesicsuchasibuprofen, or paracetamol maybe used. Some women use
plant products such as teas made from herbs, or plants such as raw cabbage leaves placed
directly on the breasttoreduce painandswelling.

Advisetoseekcareifbreastsbecome painful,swollen, red,ifshefeelsillortemperature
greater than 382C.

Pharmacological treatments to reduce milk supply are not recommended.
The above methods are considered more effective in the long term.



AT BIRTH AND WITHIN THE FIRST HOUR(S)

Warm delivery room: for the birth of the baby the room temperature should be 25-282C, no draught.

Drybaby:immediately afterbirth, placethe baby onthe mother’sabdomenoronawarm,cleanand
dry surface. Dry the whole body and hair thoroughly, with a dry cloth.

Skin-to-skin contact: Leave the baby on the mother’s abdomen (before cord cut) or chest (after cord
cut) after birth foratleast 2 hours. Coverthe baby with a soft dry cloth.

Ifthe mother cannot keep the baby skin-to-skin because of complications, wrap the babyinaclean,
dry,warmclothand placeina cot. Cover with a blanket. Use a radiant warmer if room not warm or
baby small.

SUBSEQUENTLY (FIRST DAY)

Explain to the mother that keeping baby warm is important for the baby to remain healthy.
Dressthe baby orwrapinsoft dry clean cloth. Cover the head witha capfor the first few days,
especially if baby is small.

Ensurethe babyisdressed orwrappedand covered withablanket.

Keep the baby within easy reach of the mother. Do not separate them (rooming-in).

Ifthe motherand baby must be separated, ensure babyisdressed orwrappedand covered with
a blanket.

Assess warmth every 4 hours by touching the baby’sfeet:iffeetare cold use skin-to-skin contact,
add extra blanket and reassess (see Rewarm the newborn).

Keep the room for the mother and baby warm. If the room is not warm enough, always cover the
babywithablanketand/or use skin-to-skin contact.

AT HOME

Explaintothe motherthatbabiesneed one more layerofclothesthanotherchildren oradults.
Keeptheroom or partofthe roomwarm, especiallyinacold climate.

Duringthe day,dress orwrapthe baby.

At night, let the baby sleep with the mother or within easy reach to facilitate breastfeeding.

Do not put the baby on any cold or wet surface.

Do not bath the baby at birth. Wait at least 6 hours before bathing.
Do not swaddle — wrap too tightly. Swaddling makes them cold.
Do not leave the baby in direct sun.

The roomfor the baby should be warm (notless than 25°C) with no draught.

Explain to the mother the importance of warmth for a small baby.

Afterbirth,encourage the mothertokeep the babyin skin-to-skin contactaslongaspossible.
Advise to use extra clothes, socks and a cap, blankets, to keep the baby warm or when the

Wash or bath a baby in a very warm room, in warm water. After bathing, dry immediately
and thoroughly. Keep the baby warm after the bath. Avoid bathing small babies.
Check frequently if feet are warm. If cold, rewarm the baby (see below).

Placethe newbornskin-to-skinonthe mother’schestdressedinapre-warmedshirtopenat
Cover the infant on the mother’s chest with her clothes and an additional (pre-warmed) blanket.

Keep the baby with the mother until the baby’s body temperature is in normal range.
If the babyis small, encourage the mother to keep the baby in skin-to-skin contact for as

Besurethetemperature oftheroomwhere the rewarmingtakes placeisatleast 25°C.
Ifthe baby’stemperatureisnot36.52C or more after 2 hours of rewarming, reassess

|
|
|
|
babyis notwiththe mother.
|
|
B Seekcareifthebaby’sfeetremaincoldafterrewarming.
B Before rewarming, remove the baby’s cold clothing.
|
the front, a nappy (diaper), hatand socks.
|
B Checkthetemperature every hour until normal.
|
|
longas possible, dayand night.
|
|
the baby
|

If referral needed, keep the baby in skin-to-skin position/contact with the mother or other
person accompanying the baby.




Always wash hands before and after taking care of the baby. DO NOT share supplies with other babies.

Washhandsbeforeandaftercordcare.

Put nothing on the stump.

Fold nappy (diaper) below stump.

Keep cord stump loosely covered with clean clothes.

If stumpissoiled, washitwith cleanwaterandsoap. Dryitthoroughly with clean cloth.
If umbilicusisred or draining pus or blood, examine the baby and manage accordingly

Explaintothe mother that she should seek care ifthe umbilicus is red or draining pus or blood.

DO NOT bandage the stump or abdomen.
DO NOT applyanysubstances or medicine to stump.
Avoid touching the stump unnecessarily.

Use the bednet day and night for a sleeping baby.

Let the baby sleep on her/his back or on the side.

Keepthe babyawayfromsmoke or people smoking.

Keep the baby, especially asmall baby,away from sick children or adults.

W Only remove blood or meconium.

DO NOT remove vernix.
DO NOT bathe the baby until at least 6 hours of age.

B Wash the face, neck, underarms daily.
Wash the buttocks when soiled. Dry thoroughly.
W Bath when necessary:
— Ensure the room is warm, no draught
— Use warm water for bathing
— Thoroughly dry the baby, dress and cover after bath.

B Use cloth on baby’s bottom to collect stool. Dispose of the stool as for woman’s pads. Wash hands.

DO NOT bathe the baby before 6 hours old or if the baby is cold.
DO NOT apply anything in the baby’s eyes except an antimicrobial at birth.

B The room must be warmer when changing, washing, bathing and examining a small baby.



Ifthe baby is not breathing or is gasping for breath, start resuscitation within | minute of birth.
Observeuniversal precautionstopreventinfection ..

Inform the mother that the baby has difficulty initiating breathing and that you will help the baby

Positionthe head soitisslightly extended. Place a folded towel no more than 2 cmthick under the

Onlyiftheamnioticfluid wasstained with meconiumorif mouth or nose full of secretion, suction

— Introduce the suction tube into the newborn’s mouth 5 cm from lips and suck while withdrawing.

— Introducethesuctiontube3cmintoeachnostriland suck while withdrawing untilnomucus,

Squeeze bag attached to the mask with 2 fingers or whole hand, according to bag size, 5 times.

Oncegoodsealand chestrising, ventilate for 1 minute at 40 squeezes per minute.

B Clampand cutthe cord.
B Transferthebabytoadry,cleanandwarmsurface.
| |
tobreathe.
B Keepthebabywrappedandunderaradiantheaterifpossible.
| |
baby's shoulders.
| ]
first the mouth and then the nose.
no more than 10 seconds in total.
B Place maskto cover chin,mouth, and nose.
B Form seal.
| |
B Observerise of chest. Ifchestisnotrising:
— reposition head
— check mask seal.
B Squeeze bag harder with whole hand.
| |
B Assesstheheartrate

— ifthe heartrateis morethan 100 per minute (HR>100/min.), continue ventilating until the
newborn starts crying or breathing spontaneously.

B Look at the chest forin-drawing.
B Count breaths perminute.
B If breathing more than 30 breaths per minute and no severe chestin-drawing:
— do not ventilate any more
— put the baby in skin-to-skin contact on mother’s chest and continue care as on
— monitor every 15 minutes for breathing and warmth
— tell the mother that the baby will probably be well.

DO NOT leave the baby alone

M Take ventilation corrective steps

M Continue ventilating.

B Arrangeforimmediatereferral.

W Reassess every 1 -2 minutes

M Explain to the mother what happened, what you are doing and why.
M Ventilate during referral.

M Record the event on the referral form and labour record.

B Continue ventilating for 10 minutes.
B Reassess heart rate every 60
seconds. If heart rate remains slow
(<60/min)
B ornot detectable, stop ventilating. The baby is dead.
B Explain to the mother and give supportive care
M Record the event. Complete the perinatal death certificate .




B Determine appropriate drugs and dosage for the baby’s weight..
Bl Tellthemotherthereasonsforgivingthedrugtothe baby.

B Give intramuscular antibiotics in thigh. Use a new syringe and needle for each antibiotic.

W Give first dose of both ampicillin and gentamicin IM in thigh before referral for possible serious
iliness, severe umbilical infection or severe skininfection.

Weight
B Give bothampicillinand gentamicin IMfor 5 daysinasymptomaticbabies classified at risk 1.0-1.4 kg
of infection. 1.5-1.9 ks:z
2.0 -2.4kg
2.5-2.9kg
3.0 -3.4kg
Ampicillin IM GentamicinIM 35 .39 kg
Dose: 50 mg per Dose: 5 mgp.er 4.0 -4.4 kg
kg every 12 kg every24 hoursif -
hours term;
Add 2.5 ml sterile water 4mgperkgevery24hoursifpreterm
Weight to 500 mg vial = 200 mg/ml 20 mg per 2 mlvial = 10 mg/ml Ceftriaxone (st choice)
1.0—1.4kg 0.35 ml
1.5—1.9kg 0.5 ml 0.7ml  Weight
2.0—2.4kg 0.6 ml 09ml 1.0-1.4kg
2.5—2.9kg 0.75 ml 1.35ml 1.5-1.9kg
3.0—3.4kg 0.85 ml 1.6ml 2.0-2.4kg
3.5—3.9kg 1ml 1.85ml  2.5-2.9kg
4.0—4.4kg 1.1ml 21ml 3.0-3.4kg
3.5-3.9kg
4.0 -4.4 kg
VITAMIN K

Give 1 mgofvitaminKIMtoallnewborns, one hourafter birth

Benzathine penicillinIM
Dose: 50 000 units/kg once
Add 5 ml sterile water to vial
containing 1.2 million units
= 1.2 million units/(6 ml total volume)
=200000 units/ml

0.35ml

0.5ml

0.6ml

0.75ml

0.85ml

1.0ml

1.1ml

0.5ml Dose: 50 mg perkg once Dose: 25 mg perkg once, max 75 mg

250 mg per 5 ml vial=mg/ml
1ml

1.5 ml

2ml

2.5ml

3ml

3.5ml

4 ml

Kanamycin (2nd choice)

75 mg per 2 mlvial =37.5 mg/ml
0.7ml

1ml

1.3ml

1.7ml

2ml

2ml

2ml



Explain carefully how to give the treatment. Label and package each drug separately.
Check mother’s understanding before she leaves the clinic.

Demonstrate how to measure a dose.

Watch the mother practice measuring a dose by herself.

Watch the mother give the first dose to the baby.

Explain and show how the treatment is given.
Watch her as she carries out the first treatment.

Askhertoletyouknowifthelocalinfectiongetsworseandtoreturntotheclinicif possible.

Treat for 5 days.

Do the following 3 times daily:

Wash hands with clean boledwaterand soap.

Gently wash off pusand crusts with boiled and cooled water and soap.
Dry the area with clean cloth.

Paint with gentian violet.

Wash hands.

Do the following 6-8 times daily:

Washhands with cleanwaterandsoap.

Wet clean cloth with boiled and cooled water.

Usethe wetclothtogently wash off pusfromthe baby’s eyes.
Apply 1% tetracycline eye ointmentin eacheye 3 times daily.
Wash hands.

Assess the skin, umbilicus or eyes.
If pusorrednessremainsorisworse, refertohospital.

If pus and redness have improved, tell the mother to continue treating local infection at home.

If the mother is diagnosed as having tuberculosis and started treatment less than 2 months

before delivery:

Give 5 mg/kg isoniazid (INH) orally once a day for 6 months (1 tablet = 200 mg).

Delay BCG vaccination until INH treatment completed, or repeat BCG.

Reassurethe motherthatitissafetobreastfeedthe baby.

Follow upthe babyevery2 weeks,oraccordingtonational guidelines, toassess weight gain.

Give BCG, OPV-0, Hepatitis B vaccine birth dose, within 24 hours after birth, preferably
before discharge.

Ifun-immunized newbornfirstseen 1-4 weeks of age, give BCG only.

Record on immunization card and child record.

Advise whentoreturnfor nextimmunization.

Age Vaccine
Birth <I week BCG OPV-0 HB1
6 weeks DPTOPV-1HB-2

Givethefirst dose of ARV drugs tonewborn 6-12 hours after birth |5/,
Give Nevirapine 2 mg/kgonce only.

Give Zidovudine 4 mg/kg every 12 hours.

Ifthe newbornspills orvomits within 30 minutesrepeatthedose.

Explainand showhowthedrugisgiven.

Wash hands.

Demonstrate how to use the syringe and how to measure the dose.

Askthe mothertobeginbreastfeeding or feed the baby by cup.
Givedrugbythesyringeintothe baby's mouth beforethe end ofthefeed.

Complete the feed.

Watch the mother as she carries out the next treatment.

Explaintothe motherthat she should watch her baby after givinga dose of ARV drug.

If baby vomits or spills within 30 minutes, she should repeat the dose.

Tellhertogivethe ARV drugs every dayat the sametime for 6 weeks.
Prescribe or give her enough ARV(s) until the next visit.




For maternal visits see schedule on

Postnatal visit

Immunization visit
(IfBCG,OPV-0and HB-1givenin thefirst week
of life)

Ifthe problem was:
Feedingdifficulty
Red umbilicus
Skininfection
Eyeinfection
Thrush
Mother has either:
— breastengorgementor
— mastitis.
Low birth weight, and either
— first week of life or
— notadequately gainingweight
Low birth weight, and either
—olderthan1weekor
— gaining weightadequately
Orphan baby
INH prophylaxis
Treatedfor possible congenital syphilis
Mother HIV-infected

Return Usethe counsellingsheettoadvisethe motherwhentoseekcare,orwhentoreturn,ifthe babyhas

First contact () at 48 sours anyofthese dangersigns:

Secondyvisitat 6-14days

Atage 6 weeks
W difficulty breathing.
B convulsions.
B fever or feelscold.
B bleeding.
B Vomiting
Return in B diarrhoea.
2days W very small, just born.
2days B notfeedingatall.
2days
2days — -
2 days B (difficulty feeding.
B pus from eyes.
2 days B skin pust.ules.
2 days B yellowskin. o N
B acordstumpwhichisredordraining pus.
B feeds<5timesin 24 hours.
2 days B Not opening bowels
2days
7 days B Afteremergency treatment, explain the need for referral to the mother/father.
7 days B Organizesafetransportation.
14 days B Always send the mother with the baby, ifpossible.
14 days B Send referral note with the baby.
14 days B Informthe referral centre if possible by radio or telephone.
14 days .
| |
B Keep the baby warm by skin-to-skin contact with mother or someone else.
B Coverthebabywithablanketand cover her/hishead withacap.
B Protect the baby from direct sunshine.
B Encourage breastfeeding during the journey.
B [fthebabydoesnothbreastfeedandjourneyis morethan3hours,consider giving expressed

breast milk by cup



EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

FZJEQUIPMENT, SUPPLIES, DRUGS
AND TESTS FOR ROUTINE AND
EMERGENCY CARE

- - FEJEQUIPMENT, SUPPLIES AND
— DRUGS FOR CHILDBIRTH CARE

[7ILABORATORY TESTS (1)
— urine for protein Check
haemoglobin

FEILABORATORY TESTS (2)
Perform rapid plasma reagin (RPR)
test for syphilis

[TILABORATORY TESTS (3)
Perform rapid test for HIV

EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

Equipment, supplies, drugs and laboratory tests




EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

Equipment, supplies, drugs and tests for pregnancy and postpartum care

EQUIPMENT, SUPPLIES, DRUGSAND TESTSFORROUTINEAND EMERGENCY PREGNANCYAND POSTPARTUM CARE

Warm and clean room

B Examination table or bed with cleanlinen
W Light source

B Heat source

Hand washing

B Clean water supply (preferably running water)

B Soap
B Nailbrush orstick
B Cleantowels

Waste

B Bucket for soiled pads and swabs
B Receptacle for soiled linens

B Container for sharps disposal

W Bin for regular /non-medical waste

Sterilization

B Instrument sterilizer or autoclave
W Jar for forceps

Miscellaneous

Wall clock

Torch with extra batteries and bulb
Log book

Records

Refrigerator

m

guipment

Blood pressure machine and stethoscope
Body thermometer

Fetal stethoscope

Baby scale

Adult scale

Non Pneumatic Anti shock garment
UBT

Supplies

Gloves:
— utility

— sterile or highly disinfected
— long sterile for manual removal of placenta

Urinary catheter

Syringes and needles

Giving set (for fluids and for blood)

Suture material for tear or episiotomy repair
Antiseptic solution (iodophors or chlorhexidine)
Spirit (70% alcohol)

Swabs (cotton; gauze)

Bleach (chlorine base compound)
Insecticide treated bed net or LLIN

Condoms

Alcohol-based hand rub

Tests

Syphilis testing (e.g. RPR)

Proteinuria dip sticks

Container for catching urine

HIV testingkit (2 types)

Haemoglobin testing kit

Rapid diagnostic tests or Light microscopy

Disposable delivery kit

Plastic sheet to place under mother
Cord ties (sterile)

Sterile blade

Chlorhexidine 4%

Drugs

Oxytocin
Ergometrine
Misoprostol
Magnesium sulphate

Calcium gluconate

Diazepam

Hydralazine

Ampicillin

Gentamicin

Metronidazole

Benzathine penicillin

Cloxacillin

Amoxycillin

Ceftriaxone

Trimethoprim + sulfamethoxazole

Clotrimazole vaginal pessary

Erythromycin

Ciprofloxacin

Tetracycline or doxycycline

Artesunate/Artemether

Quinine

Lignocaine 2% or1%

Adrenaline

Ringer lactate

Normal saline0.9%

Glucose 50% solution

Water for injection

Paracetamol

Gentianviolet

Iron/folic acid tablet

Low-dose aspirin

Calcium tablets

Mebendazole

Sulphadoxine-pyrimethamine

Nevirapine (infant)

Zidovudine (AZT) (infant)

Once-daily fixed-dose combination of ARVs recommended
as first-line ART according to national guidelines

Betamethasone or Dexamethasone

Vaccines

Tetanus toxoid
Hepatitis B vaccine for baby



EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

EQUIPMENT, SUPPLIES AND DRUGS FOR CHILDBIRTH CARE

Warm and clean room

B Deliverybed:abedthatsupportsthe womaninasemi-sitting
orlyinginalateral position, withremovable stirrups (only for

repairing the perineum or instrumental delivery)
Cleanbedlinen

Curtainsifmorethanonebed

Clean surface (for alternative delivery position)

Light source
Heat source
Room thermometer

Hand washing

B Clean water supply

B Soap

B Nailbrushorstick

m Cleantowels preferably disposable paper towels

Waste

B Container for sharps disposal

B Receptacle for soiled linens

B Bucket for soiled pads and swabs
| |

| |

Bowland plasticbagfor placenta
Bin for regular non-medical waste e.g. papers

Sterilization

B Instrument sterilizer

B Jar for forceps

B Instrument processing equipment

Miscellaneous

Wall clock

Torch with extra batteries and bulb
Log book

Records

Refrigerator

Measuring tape

Urine bag

Kangaroo Mother supplies

Work surface for resuscitation of newborn near delivery beds

Equipment

B Blood pressure machine and stethoscope

B Body thermometer

B Fetal stethoscope and Infant stethoscope

B Babyscale

B Self-inflating ambubag and mask - neonatal size (0 %1)
W Suction apparatus with suction tube

B Penguin suckers

B Incubators

B Resuscitation equipment

Delivery instruments (sterile)
Scissors

Needle holder

Artery forceps or clamp

Dissecting forceps

Sponge forceps

Vaginal speculum

Supplies

M Gloves: (utility, sterile or highly disinfected, and long sterile for
manual removal of placenta)

B Long plastic apron

Urinary catheter

Syringes and needles

IVtubing

Suture material for tear or episiotomy repair

Antiseptic solution (iodophors or chlorhexidine)

Spirit (70% alcohol)

Swabs

Bleach (chlorine-base compound)

Clean (plastic) sheettoplace under mother

Sanitary pads

Clean towels for drying and wrapping the baby

Cord ties (sterile)

Blanket for the baby

Baby feeding cup

Impregnated bednet (ITNs /LLINS

Alcohol-based handrub

2 mland 1 mlsyringes (for giving ARV to babies)

Cannulas and strapping

Equipment, supplies and drugs for childbirth care

Drugs

Oxytocin

Ergometrine

Misoprostol

Magnesium sulphate

Calcium gluconate

Diazepam

Hydralazine

Ampicillin

Gentamicin

Metronidazole

Benzathine penicillin

Lignocaine

Adrenaline

Ringer lactate

Normal saline0.9%

Water for injection

Eye antimicrobial (1% silver nitrate or 2.5% povidone iodine)

Tetracycline 1% eye ointment

VitaminA

Izoniazid

Nevirapine (infant)

Zidovudine (AZT) (infant)

Once-daily fixed-dose combination of ARVs recommended
as first-line ART according to national guidelines

Vaccines

BCG
OPV
Hepatitis B

Contraceptives

(see Postpartum FP compendium or MEC 2015 guidelines

Test

Syphilis testing (e.g. RPR)
Syphilis Rapid Test
Proteinuria dip sticks
Container for catching urine
HIV testing kits (2 types)
Haemoglobin testing kit




EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

Laboratorytests(1)

LABORATORYTESTS

Check urine for protein

B Labelacleancontainer.
B Give woman the clean container and explain where she canurinate.
B Teachwomanhowtocollectaclean-catchurinesample.Askherto:
— Clean vulva with water
— Spread labia with fingers
— Urinate freely (urine should not dribble over vulva; this will ruin sample)
— Catchthemiddle partofthestreamofurineinthe cup.Remove container before urinestops.
W Analyse urine for protein using either dipstick or boiling method.

DIPSTICK METHOD

Check haemoglobin

B Draw blood with syringe and needle or a sterile lancet.
B Microcuverts and a hemacue machine are commonly used

Check blood for malaria parasites

B Dip coated end of paper dipstickinurine sample.

B Shake off excess by tapping against side of container.

B Wait specified time (see dipstick instructions).

B Compare with colour chart on label. Colours range from yellow (negative) through yellow-green and
green-blue for positive.

B Blood for the test is commonly obtained from a finger-prick.

B The two methods in routine use for parasitological diagnosis are light microscopy and rapid
diagnostic tests (RDTSs).

B Thechoice betweenRDTsand microscopy depends onlocal context, including the skillsavailable,
power source, patientcase-load, epidemiology of malariaandthe possible use of microscopy
forthediagnosis of other diseases.

>




EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

PERFORM RAPID PLASMA REAGIN (RPR) TEST FOR SYPHILIS

Perform rapid plasma reagin (RPR) test for syphilis

Seek consent.

Explain procedure.

Useasterile needleand syringe. Draw up 5 ml blood fromavein. Putinaclear test tube.

Let test tube sit 20 minutes to allow serum to separate (or centrifuge 3-5 minutes at 2000-
3000-rpm). Inthe separated sample, serum will be on top.

Use sampling pipette to withdraw some of the serum.

Take care not to include any red blood cells from the lower part of the separated sample.
Holdthe pipettevertically overatestcardcircle.Squeeze teattoallow onedrop (50- ul) of serum
to fallontoacircle.Spread the drop tofill the circle using atoothpick or other clean spreader.

Important: Several samples may be tested on one card. Be careful not to contaminate the
remaining test circles. Use a clean spreader for every sample. Carefully label each sample with a
patient’s name or number.

Attachdispensingneedletoasyringe.Shakeantigen.*

Draw up enough antigen for the number of tests to be done (one drop per test).
Holding the syringe vertically, allow exactly one drop of antigen (20- ul) to fall onto each test
sample.

DO NOT stir.

Rotate the test card smoothly on the palm of the hand for 8 minutes.**

(Or rotate on a mechanicalrotator.)

* Make sure antigen was refrigerated (not frozen) and has not expired.
** Room temperature should be 732-859F (22.82-29.32C).

***Rapid syphilis test should include HIV test if status is unknown

Laboratorytests(2) » Performrapidplasmareagin(RPR)testforsyphilis

Interpreting results

B After 8 minutes rotation, inspect the card in good light. Turn or lift the card to see
whether there is clumping (reactive result). Most test cards include negative and positive
control circles for comparison.

1. Non-reactive (no clumping or only slight roughness) — Negative for syphilis
2. Reactive (highly visible clumping) - Positive forsyphilis
3. Weaklyreactive (minimal clumping) - Positive for syphilis

NOTE: Weakly reactive can also be more finely granulated and difficult to see than in this illsutration.

EXAMPLE OF A TEST CARD

1 Y Jole
ODO000

|



Perform RapidHIV test

PERFORM RAPID HIV TEST

Use rapid HIV testing with same - day results using rapid diagnostic tests (RDTs) in antenatal care. If the laboratory testing is the policy for antenatal care you may use
RDTs for the pregnant woman who comes to ANClate in pregnancy, the woman who only comes inlabour or has notreceived her HIVresults prior tolabour.

MW Explain the procedure and seek consent according to the national policy.
B Use test kits recommended by the national and/or international bodies and follow the instructions
oftheHIVrapidtestselected.
B Prepare your worksheet, label the test, and indicate the test batch number and expiry date. Check
thatexpirytime hasnotlapsed.
Wear gloves when drawing blood and follow standard safety precautions for waste disposal.
Informthe womanforhowlongtowaitattheclinicfor hertestresult (sameday
B Draw blood foralltests at the same time (tests for Hb, syphilisand HIV can often be coupled at the
same time).
— Use a sterile needle and syringe when drawing blood from a vein.
— Use a lancet when doing a finger prick.
B Performthetestfollowing manufacturer’sinstructions.
B Interpret the results as per instructions of the HIV rapid test selected.
— If the first test result is negative, no further testing is done. Record the result as — HIV-negative.
— If the first test result is positive, perform a second HIV rapid test using a different test kit.
— If the second test is also positive, record the result as — HIV-positive.
— If the first test result is positive and second test result is negative, repeat the testing.
Do a finger prick and repeat both tests.
— If both tests are positive or both are negative, record accordingly.
— If tests show different results, use another test, or record the results as inconclusive. Repeat the
tests after 2 weeks or refer the woman to hospital for a confirmatory test.
— Send the results to the health worker. Respect confidentiality .
B Record all results in the logbook.

EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS



CARE DURING PREGNANCY

Visitthe healthworker during pregnancy Care for yourself
during pregnancy Routine visits to the healthcentre

Know the signs of labour

When to seek care on danger signs

PREPARING A BIRTH AND
EMERGENCY PLAN

Preparing a birth plan
Planning for delivery at home Preparing an emergency plan
Planning for delivery at the hospital or health centre

CARE FOR THE MOTHER
AFTER BIRTH

f_jareoft e mother
amily planning

Routinevisits to the health centre
Whentoseekcarefordangersigns

C%&F_QFJER AN ABORTION

Family planning

CARE FOR THE BABY
AFTER BIRTH

Care of the newborn

Routine visits to the health centre
Whentoseekcarefordangersigns

BREASTFEEDING

Breastfeeding has many advantages for the
baby and the mother

Suggestions for successful breastfeeding
Health worker support
Breastfeeding and family planning

W These individual sheets have key information for the mother,
her partner and family on care during pregnancy, preparing a
birthandemergency plan, cleanhomedelivery, careforthe
mother and baby after delivery, breastfeeding and care after
an abortion.

B Individual sheetsare usedsothatthe woman canbe given
therelevantsheet atthe appropriate stage of pregnancy
and childbirth.



INFORMATION AND COUNSELLING SHEETS

Care during pregnancy

CARE DURING PREGNANCY

Visit the health facility during pregnancy

B Gotothehealthcentreifyouthinkyouare pregnant.Itisimportanttobegin careasearlyinyour

pregnancy as possible.
W Visit the healthcentreatleast4timesduringyour pregnancy, evenifyoudonothaveany
problems.
B The health worker will tell you when to return.
B [fat anytimeyouhaveanyconcerns about youroryourbaby’shealth, gotothe healthfacility.
B During your visits to the health facility, the health worker will:
— Check your health and the progress of the pregnancy
— Help you make a birth plan
— Answer gquestions or concerns you may have
— Provide treatment for malaria and anaemia
— Give you a tetanus toxoid immunization
B Advise and counsel on:
— breastfeeding
— birth spacing after delivery
= nutrition
— HIV counselling and testing
— correct and consistent condom use
— laboratory tests
— other matters related to you and your baby’s health.
MW Bring your home-based maternal record to every visit.

Care for yourself during pregnancy

B Eat more and healthier foods, including more fruits and vegetables, beans, meat, fish, eggs,
cheese, milk.

B Takeirontabletsandanyothersupplementsor medicinesyouhave beengiveneverydayas

explained by the health worker.

Rest when you can. Avoid lifting heavy objects.

Sleep under an insecticide treated bed net

Do not take medication unless prescribed at the health facility.

Donotdrinkalcohol orsmoke.

Use a condom correctly in every sexual relation to prevent sexually transmitted infection (STI) or

HIV/AIDSifyouoryour partnerareatrisk ofinfection.
PREGNANCY IS A SPECIAL TIME. CARE FOR YOURSELF AND YOUR BABY.

Routine visits to the health centre

WHO FANC 2016 WHO ANC
model model

First trimester

Visit 1: 8-12 weeks ‘ Contact 1: up to 12 weeks

Second trimester

Contact 2: 20 weeks

Visit 2: 24-26 weeks Contact 3: 26 weeks

Third trimester

Visit 3: 32 weeks Contact 4: 30 weeks
Contact 5: 34 weeks
Contact 6: 36 weeks
Contact 7: 38 weeks

Contact 8: 40 weeks

Visit 4: 36-38 weeks

Return for delivery at 41 weeks if not given birth.

Know the signs of labour

If you have any of these signs, go to the health centre as soon as you can.

If these signs continue for 12 hours or more, you need to go immediately.
B Painful contractions every 20 minutes or less.

B Bag of water breaks.

B Bloody sticky discharge.

When to seek care on danger signs

Go to the hospital or health centre immediately, day or night, DO NOT wait, if any of the
following signs:

W vaginal bleeding

W convulsions/fits

B severe headaches with blurredvision

B feverandtooweaktogetoutofbed

B severe abdominal pain

B fast or difficultbreathing.

Go to the health facility as soon as possible if any of the following signs:
B fever; abdominal pain; waterbreaksandnotinlabour

W feelill; swollen fingers, face and legs.




INFORMATION AND COUNSELLING SHEETS

PREPARING A BIRTH AND EMERGENCY PLAN

Preparing a birth plan

The health worker will provide you with information to help you prepare a birth plan. Based on your
health condition, the health worker can make suggestionsastowhereit would be besttodeliver.
Whether in a hospital or health centre, it is important to deliver with a skilled attendant.

AT EVERY VISIT TO THE HEALTH CENTRE, REVIEW AND DISCUSS YOUR BIRTH PLAN.
The plan can change if complications develop.

Preparing a birth and emergency plan

Preparing an emergency plan

B To plan for an emergency, consider:

— Where should you go?

— How will you get there?

— Will you have to pay for transport to get there? How much will it cost?

— What costs will you have to pay at the health facility? How will you pay for this?
— Can you start saving for these possible costs now?

— Who will go with you to the health facility?

— Who will help to care for your home and other children while you are away?

Planning for delivery at the hospital or health centre

How will you get there? Will you have to pay for transport to get there?

How much willit costto deliver at the facility? How will you pay for this?

Canyoustartsavingforthese costs now?

Who will go with you and support you during labour and delivery?

Who will help you while you are away and care for your home and other children?

Bringthe following:

—Safe motherhood/Antenatal card

— Cleancloths of different sizes: for the bed, for dryingand wrapping the baby,and for youto use
as sanitary pads.

— Clean clothes for you and the baby.

— Food and water for you and the support person.




Care for the mother after birth

CARE FORTHE MOTHER AFTER BIRTH

Care of the mother
B Eat more and healthier foods, including more meat, fish, oils, coconut, nuts, cereals, beans, Routine postnatal contacts

vegetables, fruits, cheese and milk. First contact: within 48 hours after childbirth
W Take iron tablets as explained by the health worker.
B Rest as much as possible S
W Drink plenty of clean, safe water. Second contact: (6- 14 days
B Sleep under an insecticide treated bed net (ITN) &,
B Do not take medication unless prescribed at the health centre. . :
B No sexual intercourse until lochia stops and wounds heals Third contact and final: 6 weeks .
B Do not drink alcohol or smoke. @,
B Use a condom in every sexual relation, if you or your companion is at risk of sexually

transmitted infections (STI) or HIV/AIDS.
Wash all over daily, particularly the perineum. ' o )
Change pad every 4 to 6 hours. Wash pad or dispose it safely. Final postnatal contact (clinic visit): at 6 weeks after birth.

INFORMATION AND COUNSELLING SHEETS
|

When to seek care for danger signs

Family planning Go to hospital or health centre immediately, day or night, DO NOT wait, if any of the following
W You can become pregnant within several weeks after delivery if you have sexual relations and are not signs:
breastfeeding exclusively. B Vaginal bleeding has increased.
B Insert postpartum IUCD immediately after removal of the placenta if that is the woman’s B Fits/ convulsions.
preferred choice B Fast or difficulty breathing.
B Counsel on other methods and importance of safer sex B Feverandtooweaktogetoutofbed.
M Talk to the health worker about choosing a family planning method which best meets you and your W Severe headaches with blurred vision.
partner’s needs W Calf pain, redness or swelling.

Go to health centre as soon as possible if any of the following signs:
W Swollen, red or tender breasts or nipples.

B Problems urinating, or leaking.

B Increased pain or infection in the perineum.

B [nfection in the area of the wound.

B Smelly vaginal discharge.

B Calfpain,rednessorswelling; shortness of breath or chest pain.



CARE AFTER ANABORTION

Self-care Know these danger signs
B Some women prefer to rest for few days, especially if they feel tired Ifyou haveany ofthesesigns,gotothehealth centreimmediately,day or night. DO NOT wait:
B [tis normal for women to experience some vaginal bleeding (light, menstrual-like bleeding or B Increased bleeding or continued bleeding for 2 days.
spotting) for several weeks after an abortion. B Fever, feelingill.
B Some painisnormal afteranabortion, asthe uterusis contracting. Amild painkiller may help B Dizziness or fainting.
relieve cramping pain. If the pain increases over time, the woman should seek help. B Abdominal pain.
W Do not have sexual intercourse or put anything into the vagina until bleeding stops. B Backache.
M Practice safe sexand use a condom correctlyin every act of sexual intercourse if at risk of STI B Nausea, vomiting.
orHIV. B Foul-smelling vaginal discharge.

B Return to the health worker as indicated.

Additional support

Family planning

B The health worker can help you identify persons or groups who can provide you with additional
B Rememberyoucanbecome pregnantassoonasyouhavesexualrelations. supportifyoushouldneedit.

m Use a family planning method to prevent an unwanted pregnancy.

W Talkto the health worker about choosing a family planning method which best meets you and your
partner’s needs.

W In case of miscarriage of a planned pregnancy, remember to wait 6 months before attempting
another pregnancy

INFORMATION AND COUNSELLING SHEETS

Care after an abortion
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Care for the baby after birth

CARE FORTHE BABYAFTER BIRTH

Care of the newborn
KEEP YOUR NEWBORN CLEAN

B Wash your baby’s face and neck daily. Bathe her/him when necessary. After bathing, thoroughly dry
yourbabyandthendressandkeepher/himwarm.

B Wash baby’s bottom when soiled and dry it thoroughly.

B Wash your hands with soap and water before and after handling your baby, especially after touching

B her/his bottom.

CARE FOR THE NEWBORN'S UMBILICAL CORD

B Keepcordstumplooselycovered withacleancloth. Folddiaperandclothesbelowstump.

B Donotputanythingonthestump.Ifthebirth wasathomewithoutaskilled attendant,apply
B chlorhexidine to the stump daily until it separates.

B |fstumpareaissoiled, washwith cleanwaterandsoap.Thendry completely with cleancloth.
B Wash your hands with soap and water before and aftercare.

KEEP YOUR NEWBORN WARM

B Incoldclimates, keep atleast an area of the room warm.
B Newborns need more clothing than other children or adults.
B Ifcold, putahatonthebaby’shead. During cold nights, cover the baby with an extrablanket.

OTHER ADVICE

B Letthe baby sleep on her/his back or side.
B Keep the baby away from smoke.

Routine postnatal contacts
First contact: within 48 hours after childbirth.

D

Second contact: 6-14 days

>

Third contact: Between day 7 and 14 after birth.

>

Final postnatal contact (clinic visit): at 6 weeks after birth.
At these visits your baby will be vaccinated. Have your baby immunized.

When to seek care for danger signs
Go to hospital orhealth centreimmediately,day or night, DO NOT wait, if your baby hasanyof
the following signs:
W Difficulty breathing
Fits
Fever
Feelscold
Bleeding
Stops feeding
W Diarrhoea.
Go to the health centre as soon as possible if your baby has any of the following signs:
W Difficultyfeeding.
B Feedslessthanevery5hours.
B Puscomingfromtheeyes.
B |[rritated cord with pus or blood.
W Yellow eyes or skin.
B Ulcers or thrush (white patches) in the mouth.
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BREASTFEEDING

Breastfeeding has many advantages
FOR THE BABY

B During the first 6 months of life, the baby needs nothing more than breast milk — not water,
notother milk,notcereals, not teas, notjuices.

B Breast milk contains exactly the water and nutrients thata baby’sbody needs. Itis easily digested
and efficiently used by the baby’s body. It helps protect against infections and allergies and helps
the baby’s growth and development.

FOR THE MOTHER

W Postpartum bleeding can be reduced due to uterine contractions caused by the baby’s sucking.
W Breastfeeding can help delay a new pregnancy.

FORTHEFIRST 6 MONTHS OF LIFE,GIVE ONLY BREAST MILKTO YOUR BABY,DAYAND NIGHT
ASOFTENANDASLONGAS SHE/[HEWANTS.

Suggestions for successful breastfeeding

B Immediately after birth, keep your baby in bed with you, or within easy reach.

B Start breastfeeding within 1 hour of birth.

B The baby’s suck stimulates your milk production. The more the baby feeds, the more milk you
will produce.

B Ateachfeeding, letthe babyfeedandreleaseyourbreast,andthen offeryoursecondbreast.Atthe

next feeding, alternate and begin with the second breast.

B Giveyourbabythefirst milk (colostrum). Itis nutritiousand hasantibodiestohelp keepyour
baby healthy.

B At night, let your baby sleep with you, within easy reach.

B While breastfeeding, you should drink plenty of clean, safe water. You should eat more and healthier

foodsandrestwhenyoucan.

Breastfeeding

The health worker can support you in starting
and maintaining breastfeeding

B Thehealthworkercanhelpyoutocorrectly positionthe babyand ensureshe/heattachestothe
breast. This will reduce breast problems for the mother.

B The health worker can show you how to express milk from your breast with your hands. If you should
needtoleavethe babywithanothercaretakerforshortperiods, youcanleaveyour milkanditcan
be given tothe babyina cup.

B The health worker can put you in contact with a breastfeeding support group.

If you have any difficulties with breastfeeding, see the health worker immediately.

Breastfeeding and family planning

W During the first 6 months after birth, if you breastfeed exclusively, day and night, and your
menstruation has not returned, you are protected against another pregnancy.

B [f you do not meet these requirements, or if you wish to use another family planning method while
breastfeeding, discuss the different options available with the health worker.







RECORDS AND FORMS

(PIREFERRAL RECORD

] FEEDBACK RECORD

(7ILABOUR RECORD

[ PARTOGRAPH

INTERNATIONAL FORM OF
MEDICAL CERTIFICATE OF CAUSE

OF DEATH

[THPOSTPARTUM RECORD

@ Recordsare suggested not so much for the formatasforthe
content.
The contentoftherecordsisadjustedtothe content ofthe
Guide.

@ Modifynationalorlocalrecordstoincludealltherelevant
sections needed to record important information for the
provider, the woman and her family, for the purposes of
monitoring and surveillance and official reporting.

@ Filloutotherrequiredrecordssuchasimmunization cardsfor
the mother and baby.



RECORDS AND FORMS

Referral record

REFERRAL RECORD

NAME OF REFERRING OFFICER RECORD NUMBER REFERRED DATE TIME

DESIGNATION ARRIVAL DATE TIME

FACILITY

ACCOMPANIED BY THE HEALTH WORKER — YES/NO

WOMAN BABY

NAME AGE NAME DATE AND HOUR OF BIRTH
ADDRESS APGARSCORE  BIRTH WEIGHT GESTATIONAL AGE

MAIN REASONS FOR REFERRAL O Emergency 0 Non-emergency £ Toaccompanythe baby

MAIN REASONS FOR REFERRAL 0 Emergency O Non-emergency O To accompany the mother

MAJOR FINDINGS (CLINICAL AND BP, TEMP., LAB.)

MAJOR FINDINGS (CLINICAL AND TEMP.)

LAST (BREAST)FEED (TIME)

TREATMENTS GIVEN AND TIME

TREATMENTS GIVEN AND TIME

BEFORE REFERRAL

BEFORE REFERRAL

DURING TRANSPORT

DURING TRANSPORT

INFORMATION GIVEN TO THE WOMAN AND COMPANION ABOUT THE REASONS FOR REFERRAL

INFORMATION GIVEN TO THE WOMAN AND COMPANION ABOUT THE REASONS FOR REFERRAL




NAME OF OFFICER RECORD NUMBER ADMISSION DATE TIME
DESIGNATION DISCHARGE DATE TIME
FACILITY
NAME AGE NAME DATE OF BIRTH
ADDRESS APGAR SCORE BIRTH WEIGHT AGE AT DISCHARGE (DAYS)
MAIN REASONS FOR REFERRAL 0 Emergency OO Non-emergency £ Toaccompany the baby MAIN REASONS FOR REFERRAL 0 Emergency O Non-emergency O To accompany the mother
DIAGNOSES DIAGNOSES
TREATMENTS GIVEN AND TIME TREATMENTS GIVEN AND TIME
TREATMENTS AND RECOMMENDATIONS ON FURTHER CARE TREATMENTS AND RECOMMENDATIONS ON FURTHER CARE
FOLLOW-UP VISIT WHEN WHERE FOLLOW-UP VISIT WHEN WHERE
PREVENTIVE MEASURES PREVENTIVE MEASURES

(72]

E PREVENTIVE MEASURES

o

L

[(an]

= IF DEATH: DATE/TIME IF DEATH: DATE /TIME

<<

n CAUSES CAUSES

(an]

o

o

(&)

L

(2’4

Feedback record




Labour record

(72
=
x LABOUR RECORD
LL USE THIS RECORD FOR MONITORING DURING LABOUR, DELIVERY AND POSTPARTUM RECORD NUMBER
(e ] NAME AGE PARITY
E ADDRESS NEXT OF KIN: CONTACT NUMBER
‘3 DURING LABOUR AT OR AFTER BIRTH - MOTHER AT OR AFTER BIRTH - NEWBORN PLANNED NEWBORN TREATMENT
g ADMISSION DATE BIRTH TIME LIVEBIRTH OO STILLBIRTH: FRESH OO MACERATED O
(&) ADMISSION TIME OXYTOCIN - TIME GIVEN RESUSCITATION NO O YEs O
% TIME ACTIVE LABOUR STARTED PLACENTA COMPLETE NO O vyes O APGAR SCORE BIRTH WEIGHT
TIME MEMBRANES RUPTURED TIME DELIVERED GEST. AGE WEEKS OR PRETERM
TIME SECOND STAGE STARTS ESTIMATED BLOOD LOSS SECOND BABY
ENTRY EXAMINATION MORE THAN ONE FETUS OO - SPECIFY FETAL LIE: LONGITUDINAL O TRANSVERSE O FETAL PRESENTATION: HEAD O BREECH 00 OTHER O - SPECIFY
STAGE OF LABOUR NOT INACTIVE LABOUR OO ACTIVELABOURO
NOT IN ACTIVE LABOUR PLANNED MATERNAL TREATMENT
HOURS SINCE ARRIVAL 1 2 3 4 5 6 7 8 9 10 11 12

HOURS SINCE RUPTURED MEMBRANES
VAGINAL BLEEDING (0 + ++)

STRONG CONTRACTIONS IN 10 MINUTES
FETAL HEART RATE (BEATS PER MINUTE)
TEMPERATURE (AXILLARY)

PULSE (BEATS/MINUTE)

BLOOD PRESSURE (SYSTOLIC/DIASTOLIC)
URINE VOIDED

CERVICAL DILATATION (CM)

PROBLEM TIME ONSET TREATMENTS OTHER THAN NORMAL SUPPORTIVE CARE

IF MOTHER REFERRED DURING LABOUR OR DELIVERY, RECORD TIME AND EXPLAIN WHY




PARTOGRAPH

USE THIS FORM FOR MONITORING ACTIVE LABOUR

10 cm
9cm
3 8cm
=
3' 7cm
)
S
= 6 cm
Ll
(&)
5cm
4cm
FINDINGS TIME
Hours in active labour 1 2 3 4 5 6 7 8 9 10 1 12
Hours since ruptured membranes
Rapid assessment

Vaginal bleeding (0 + ++)

Amniotic fluid (meconium stained)

Contractions in 10 minutes

Fetal heart rate (beats/minute)

Urine voided

Temperature (axillary)

Pulse (beats/minute)

Blood pressure (systolic/diastolic)

Cervical dilatation (cm)

Delivery of placenta (time)

Oxytocin (time/given)

Problem-note onset/describe below

Sample form to be adapted. Revised on 13 June 2003.

RECORDS AND FORMS

Partograph




RECORDS AND FORMS

Postpartum record

POSTPARTUM RECORD

HOURS IN ACTIVE LABOUR

EVERY 15 MINFOR1STHOUR % HR % HR | HRLY HRLY |2HRLY2 HRLY4 HRLY 4 HRLY

ADVISE AND COUNSEL

TIME

MOTHER

RAPID ASSESSMENT

BLEEDING (0 + ++)

UTERUS HARD/ROUND?

MATERNAL: BLOOD PRESSURE

[ Postpartum care and hygiene

O Nutrition

O Birthspacingandfamily planning
[ Danger signs

O Follow-up visits

BABY

IF REFERRED (MOTHER OR NEWBORN), RECORD TIME AND EXPLAIN:

IF DEATH (MOTHER OR NEWBORN), DATE, TIME AND CAUSE:

PULSE [ Exclusive breastfeeding
URINE VOIDED [ Hygiene, cord care andwarmth
VULVA S Special advice if low birth weight
D .
WARMTH
NEWBORN ABNORMAL SIGNS (LIST) PREVENTIVE M EASU RES
FOR MOTHER
TIME FEEDING OBSERVED COFEEDINGWELL O DIFFICULTY O Iron/folate
COMMENTS 0 Mebendazole
O ART
PLANNED TREATMENT TIME TREATMENT GIVEN FOR BABY
MOTHER O Risk of bacterial infection and treatment
[ BCG, OPV-0,Hep-0
[J RPR result and treatment
[ TB test result and prophylaxis




MEDICAL CERTIFICATE OF CAUSE OF DEATH

CAUS’.E OF DEATH . ) . APPROXIMATE INTERVAL BETWEEN
the disease or condition thought to be the underlying cause should appear in the lowest | oNSET AND DEATH

completed line of Part |

|
Disease or condition leading directly to death

Antecedent causes:
Due to or as a consequence of

Duetoorasa consequence of

Duetoorasa consequence of

Other significant conditions Contributing to death but not
related to the disease or condition causing it

i [ pregnantatthetime of death

The woman was: [ not pregnant, but pregnant within 42 days of death

[ pregnant within the past year

v

Ifthe deceasedisaninfantandless
thanonemonthold

If exact birth weight not know, was the baby:
[0 2500gormore
[ less than 2500¢g

RECORDS AND FORMS

International form of medical certificate of cause of death




GLOSSARY AND ACRONYMS

Glossary

GLOSSARY

ABORTION

BIRTH AND EMERGENCY PLAN

CLASSIFY

COMPLAINT

Termination of pregnancy from
whatever cause before the fetus is
capable of extrauterinelife.

ADOLESCENT

Young person 10-19 years old.
ADVISE

To give information and suggestto
someoneacourse ofaction.

ANTENATAL CARE

Care for the woman and fetus
during pregnancy.

ASSESS

Toconsidertherelevantinformation

and make ajudgement. As usedinthis
guide, toexamineawomanorbaby
andidentify signs ofillness.

BABY

Averyyoungboyorgirlinthefirst
week(s) of life.

BIRTH

Expulsion or extraction of the baby
(regardless of whether the cord has
been cut).

A plan for safe childbirth developed
in antenatal care visit which considers
the woman'’s condition, preferences
and available resources. A planto seek
care for danger signs during pregnancy,
childbirth and postpartum period,

for the woman and newborn.

BIRTH WEIGHT

The first of the fetus or newborn
obtained after birth.

For live births, birth weight should
preferably be measured within the first
hour of life before significant postnatal

wei%ht loss has occurred, recorded =
to the degree of accuracy to which it

is measured.

CHART

As used in this guide, a sheet
presenting information in the form of
atable.

CHILDBIRTH

Giving birthto a baby or babies
and placenta.

To select a category of illness and
severity based on a woman'’s or baby’s
signs and symptoms.

CLINIC

Asusedinthisguide, anyfirst-level
outpatient health facility such as a
dispensary, rural health post, health
centre or outpatient department of
ahospital.

COMMUNITY

As used in this guide, a group of
people sometimes livingin a defined
geographical area, who sharecommon
culture, values and norms. Economic
andsocial differences needtobe
taken into account when determining
needs and establishing links withina
given community.

BIRTH COMPANION

Partner, other family member or friend
who accompanies the woman during
labour anddelivery.

CHILDBEARING AGE (WOMAN)

15-49 years. As used in this guide,
alsoagirl10-14years,orawoman
more than 49 years, when pregnant,
after abortion, after delivery.

As described in this guide,

the concerns or symptoms ofillness or
complication need to be assessed and
classified in order to select treatment.

CONCERN

A worry or an anxiety that the
woman may have about herself or
the baby(ies).

COMPLICATION

A condition occurring during pregnancy
or aggravating it. This classification
includes conditions such as obstructed
labour or bleeding.

CONFIDENCE

A feeling of being able to succeed.

CONTRAINDICATION

A condition occurring during
another disease or aggravating it.
Thisclassificationincludes conditions
such as obstructed labour or bleeding.

COUNSELLING

As used in this guide, interaction with
a woman to support her in solving
actual or anticipated problem:s,
reviewing options, and making
decisions. It places emphasis on

provider support for helping the
woman make decisions.

DANGER SIGNS

Terminology used to explain to the

woman the signs of life-threatening
and other serious conditions which

require immediate intervention.

EMERGENCY SIGNS

Signs of life-threatening conditions
which require immediate intervention.

ESSENTIAL

Basic, indispensable, necessary.

FACILITY

A place where organized care is
provided: a health post, health centre,
hospital maternity or emergency unit,
or ward.

FAMILY

Includes relationships based on
blood, marriage, sexual partnership,
andadoption,andabroadrange of
groups whose bonds are based on
feelings of trust mutual support,anda
shared destiny.



GLOSSARY AND ACRONYMS

FOLLOW-UP VISIT

INTEGRATED MANAGEMENT

NEWBORN

PRETERM BABY

Areturnvisitrequested by ahealth
worker toseeiffurther treatment or
referral is needed.

GESTATIONAL AGE

Duration of pregnancy from the

last menstrual period. In this guide,

duration of pregnancy (gestational
age)isexpressedin 3 differentways:

Trimester Months Weeks
First lessthan lessthan

4 months 16weeks
Second 4-6 months 16-28 weeks
Third 7-9+ months 29-40+ weeks
GRUNTING

Soft short sounds that a baby
makes when breathing out. Grunting
occurs when a baby is having
difficulty breathing.

HOME DELIVERY

Delivery at home (with a skilled
attendant, a traditional birth
attendant, a family member, or by the
woman herself).

HOSPITAL

As used in this guide, any health

facility with inpatient beds, supplies
and expertise to treat a woman or
newborn with complications.

Glossary

Aprocess of caring for the womanin
pregnancy, during and after childbirth,
andforhernewborn,thatincludes
considering all necessary elements:
care to ensure they remain healthy,
and prevention, detection and
management of complications in

the context of her environment and
according to her wishes.

LABOUR

Recently born infant. In this guide
used interchangeable with baby.

PARTNER

As usedinthisguide,aperiodfrom
the onset of regular contractions to
complete delivery of the placenta.

LOW BIRTH WEIGHT BABY

As used in this guide, the male
companion of the pregnant woman
(husband, “free union”)whoisthe
father of the baby or the actual
sexual partner.

POSTNATAL CARE

Born early, before 37 completed weeks
of pregnancy. If number of weeks not
known, 1 monthearly.

PRIMARY HEALTH CARE*

Weighing less than 2500-g at birth.
MATERNITY CLINIC

Healthcentrewithbedsorahospital
where women and their newborns
receive care during childbirth and
delivery, and emergency first aid.

MISCARRIAGE

Or spontaneous abortion. Premature
expulsion of a non-viable fetus from
the uterus.

MONITORING

Frequently repeated measurements
of vital signs or observations of
danger signs.

Care for the baby after birth.

Forthe purposes of this guide, upto
two weeks.

POSTPARTUM CARE

Care for the woman provided in the
postpartum period, e.g.from complete
delivery of the placenta to 42 days
after delivery.

PRE-REFERRAL

Before referral to a hospital.

PREGNANCY

Period fromwhenthe woman misses
her menstrual period or the uteruscan
befelt,tothe onsetoflabour/elective
caesarian section or abortion.

PREMATURE

Before 37 completed weeks
of pregnancy.

Essential health careaccessibleata
cost the country and community can
afford, with methods that are practical,
scientifically sound and socially
acceptable. (Among the essential
activities are maternal and child
health care, including family planning;
immunization; appropriate treatment
of common diseases and injuries;
and the provision of essential drugs).

PRIMARY HEALTH CARE LEVEL

Health post, health centre or maternity
clinic; a hospital providing care for
normal pregnancy and childbirth.

PRIORITY SIGNS

Signs of serious conditions which
require interventions as soon as
possible, before they become life-
threatening.

QUICK CHECK

A quick check assessment of the
health status of the woman or her
baby at the first contact with the
health provider or services in order to
assessifemergencycareisrequired.

RAPID ASSESSMENT
AND MANAGEMENT

Systematic assessment of vital
functions of the woman and the
most severe presenting signs
and symptoms; immediate initial
management of the life-threatening
conditions; and urgent and safe
referral to the next level of care.

REASSESSMENT

As used in this guide, to examine the
woman or baby again for signs of a

specificillness or condition to see if
she or the newborn are improving.

RECOMMENDATION

Advice. Instruction that should
be followed.

REFERRAL, URGENT

As used in this guide, sending a
woman or baby, or both, for further
assessment and care to a higher
level of care; including arranging for
transport and care during transport,
preparing written information (referral
form), and communicating with the
referral institution.

REFERRAL HOSPITAL

Ahospital withafull range of obstetric
services including surgery and blood
transfusion and care for newborns
with problems.
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Glossary

REINFECTION

Infection with same or a different
strain of HIV virus.

REPLACEMENT FEEDING

The process of feeding a baby whoiis
not receiving breast milk with a diet

that provides all the nutrients she/
heneedsuntilabletofeedentirelyon

family foods.

SECONDARY HEALTH CARE

More specialized care offered
at the most peripherallevel,

for example radiographic diagnostic,
general surgery, care of women

with complications of pregnancy
and childbirth, and diagnosis and
treatment of uncommon and severe
diseases. (This kind of care is provided
by trained staff at such institutions as
district or provincial hospitals).

SHOCK

A dangerous condition with

severe weakness, lethargy,

or unconsciousness, cold extremeties,
and fast, weak pulse. It is caused

by severe bleeding, severe infection,
or obstructed labour.

SIGN

As used in this guide, physical
evidence of a health problem which
the health worker observes by looking,
listening, feeling or measuring.
Examples of signs: bleeding,

convulsions, hypertension, anaemia,
fast breathing.

SKILLED ATTENDANT

Refers exclusively to people with
midwifery skills (for example,
midwives, doctors and nurses) who
have been trained to proficiency in the
skillsnecessarytomanagenormal
deliveries and diagnose or refer
obstetric complications.

For the purposes of this guide
a person with midwifery skills who:

B has acquired the requisite
qualifications to be registered
and/or legally licensed to practice
training and licensing requirements
are country-specific;

B May practice in hospitals, clinics,
health units,inthe home, orinany
other service setting.

B Isabletodothefollowing:

— give necessary care and advice
to women during pregnancy
and postpartum and for their
newborn infants;

— conduct deliveries on her/his
own and care for the mother and
newborn; this includes provision
of preventive care, and detection
and appropriate referral of
abnormal conditions.

— provide emergency care for the
woman and newborn; perform
selected obstetrical procedures
such as manual removal

of placenta and newborn
resuscitation; prescribe and give
drugs (IM/1V)andinfusionsto
the motherand babyasneeded,
including for post-abortion care.
— provide health information and
counselling for the woman,
her family and community.

SMALL BABY

Anewly born infant born preterm and/
or with low birth weight.

STABLE

Staying the same rather than
getting worse.

STILLBIRTH

Birth of a baby that shows no signs of
life at birth (no gasping, breathing or
heart beat).

SURVEILLANCE, PERMANENT

Continuous presence and observation
of a woman in labour.

SYMPTOM

As used in this guide, a health
problem reported by a woman, such as
pain or headache.

TERM, FULL-TERM

Word used to describe a baby
born after 37 completed weeks
of pregnancy.

TRIMESTER OF PREGNANCY

See Gestational age.

VERY SMALL BABY

Baby with birth weight less than
1500 g or gestational age less than
32 weeks.

WHO definitions have been used where
possible but, for the purposes of this
guide, have been modified where
necessary to be more appropriate to
clinical care (reasons for modification
are given). For conditions where

there are no official WHO definitions,
operational terms are proposed, again
only for the purposes of this guide.
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ACRONYMS

AIDS Acquired immunodeficiency
syndrome, caused by infection
with human immunodeficiency
virus (HIV). AIDS is the final
and most severe phase of
HIV infection.

ANC Care for the woman and fetus
during pregnancy.

ART The use of a combination
of three or more antiretroviral
drugsfortreatingapregnantand
breastfeeding woman with HIV
infection for their own health and
to prevent the transmission of HIV
to her baby.

ARV Antiretroviral drugs refer to the
medicines themselves and not
their use.

BCG Animmunizationtoprevent
tuberculosis, given atbirth.

BP Blood pressure.

BPM Beats per minute.

FHR Fetal heart rate.

Hb Haemoglobin.

HB-1 Vaccine given at birth to
prevent hepatitis B.

HMBR Home-based maternal
record: pregnancy, delivery and
inter-pregnancy record for the
woman and some information
about the newborn.

HIV Humanimmunodeficiency virus.

HIVisthevirusthat causes AIDS.

Acronyms

INH Isoniazid, a drug to
treat tuberculosis.

IV Intravenous (injection
or infusion).

IM Intramuscular injection.

IU International unit.

IUD Intrauterine device.

LAM Lactation amenorrhea.

LBW Low birth weight: birth weight
less than 2500 g.

LMP Lastmenstrual period: adate
from which the date of delivery
is estimated.

MTCT Mother-to-child transmission
of HIV.

NG Naso-gastric tube, a feeding
tube put into the stomach through
the nose.

ORS Oral rehydration solution.

OPV-0 Oralpoliovaccine.Toprevent
poliomyelitis, OPV-0 is given
at birth.

QC A quick check assessment of
the health status of the woman or
her baby at the first contact with
the health provider orservicesin
ordertoassessifemergencycare
is required.

RAM Systematic assessment of
vital functions of the woman
and the most severe presenting
signs and symptoms; immediate
initial management of the life-

threatening conditions; and urgent
and safe referral to the next level
of care.

RPR Rapid plasma reagin,
a rapid test for syphilis. It can be
performed in the clinic.

STI Sexually transmitted infection.

TT An immunization against tetanus

> More than

> Equal or more than

< Less than

< Equal or less than
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