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MESSAGE FROM HEALTH MINISTER  

The Khyber Pakhtunkhwa Department of Health (DoH) is dedicated to 

achieve Universal Health Coverage (UHC) for the people of province 

particularly in line with the Sustainable Development Goals (SDGs). 

Recognizing the importance of maternal and child health (MCH), the 

department prioritizes improving maternal and newborn health indicators. 

To support this initiative, the Khyber Pakhtunkhwa Human Capital 

Investment Project has developed the Reproductive, Maternal, Newborn, and Child Health 

(RMNCH) module and training package. These resources will be vital for healthcare providers, 

aligning with the Pregnancy, Childbirth, Postpartum and Newborn Care (PCPNC) and Integrated 

Management of Neonatal and Childhood Illnesses (IMNCI) guidelines. 

The RMNCH guidelines uniquely cover the entire continuum of care, from pregnancy through 

postpartum care, early neonatal care and care of child till 5 years of age, offering comprehensive 

guidance for healthcare providers. Accompanying the guidelines is a detailed training package 

that includes task sheets for facilitators and trainees, ensuring high-quality training and improved 

care for mothers and newborns. The KP-DoH extends its gratitude to the World Bank Pakistan 

for its support in developing this training module and appreciates the collaborative efforts made 

to engage stakeholders. 

The Ministry also recognizes the significant contributions of technical consultants and all 

stakeholders from both public and private sectors who participated in the consultative process. 

Acknowledgment goes to the dedicated team of KP-HCIP for their hard work in drafting and 

finalizing the module. The Ministry encourages clinicians, public health professionals, and 

community workers to utilize these guidelines to enhance the delivery of Pregnancy, Childbirth, 

Postpartum, and Newborn Care services throughout the country. 

MR. IHTISHAM ALI  

Health Minister, Khyber Pakhtunkhwa  
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MESSAGE FROM SECRETARY HEALTH  

As we embark on the Human Capital Investment Project in Khyber 

Pakhtunkhwa, I am excited to emphasize the vital role that health plays in our 

community's overall development. This initiative is not just about improving 

healthcare systems; it's about investing in the most valuable resource we 

have: our people. A healthy population is the cornerstone of a prosperous 

society, and through this project, we aim to empower individuals and families 

with the tools they need to thrive. 

This training manual is designed to equip you with the knowledge and skills necessary to 

implement this project effectively. It encompasses the best practices, innovative strategies, and 

evidence-based approaches to enhance our health services. By utilizing this manual, we can 

ensure that every citizen in Khyber Pakhtunkhwa receives the quality care they deserve, 

ultimately leading to improved health outcomes and enhanced economic stability. 

I urge each of you to play your valuable role towards peopleôs health. Together, we can create a 

healthier, more resilient Khyber Pakhtunkhwa. Your dedication and hard work are essential in 

transforming our vision into reality. Let us move forward with purpose and determination to 

make this project a success. 

 

 

MR. ADIL SHAH  

Secretary Health, Khyber Pakhtunkhwa 
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MESSAGE FROM DIRECTOR GENERAL HEALTH SERVICES  

I would like to take a moment to highlight the recent developments 

in our ongoing efforts to achieve Universal Health Coverage (UHC) 

in Khyber Pakhtunkhwa, particularly in the realm of maternal and 

child health (MCH). The Khyber Pakhtunkhwa Department of 

Health has always prioritized the enhancement of maternal and 

newborn health indicators and to support this initiative, I had full  

support to develop the Reproductive, Maternal, Newborn, and Child 

Health (RMNCH) module and training package. These resources are designed to align with the 

Pregnancy, Childbirth, Postpartum, and Newborn Care (PCPNC) and Integrated Management of 

Neonatal and Childhood Illnesses (IMNCI) guidelines, ensuring comprehensive support for 

healthcare providers. 

The RMNCH guidelines encompass the entire continuum of care, offering essential guidance 

from pregnancy through postpartum and early neonatal care, all the way to the care of children 

up to five years of age. Accompanying these guidelines is a detailed training package, aimed at 

delivering high-quality training and improved care for mothers and newborns. We extend our 

sincere gratitude to the World Bank Pakistan for their invaluable support in this endeavor as well 

as to the technical consultants and stakeholders from both the public and private sectors who 

contributed to the consultative process. I encourage you to promote the use of these guidelines 

among primary healthcare workers, public health professionals and community workers to 

enhance the delivery of essential services across the region. 

 

DR MOHAMMAD SALEEM  

Director General Health Services, Khyber Pakhtunkhwa 
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MESSAGE FROM PROJECT DIRECTOR  

As the Project Director of the Khyber Pakhtunkhwa Human Capital 

Investment Project (KPHCIP), I am pleased to outline our ambitious 

goals and objectives, which are fundamental to transforming our 

healthcare landscape. Our project aims to strengthen primary and 

secondary health care facilities and establish robust referral systems 

throughout the continuum of care. By focusing on the utilization of 

Primary Health Care (PHC) as the first point of entry, we are 

committed to ensuring that essential health services are accessible to everyone, particularly 

women and children. Our HCIP team is dedicated to enhance the competencies of PHC service 

providers through targeted training using standardized clinical protocols. Strengthening 

governance and regulatory mechanisms will support the provincial government in adopting the 

necessary policies and guidelines for effective service delivery.  

I am pleased to introduce this training module on Reproductive, Maternal, Newborn, and Child 

Health (RMNCH), developed with the support of the World Bank. This module is designed to 

equip healthcare providers with the essential knowledge and skills to deliver high-quality care in 

alignment with the Pregnancy, Childbirth, Postpartum and Newborn Care (PCPNC) and 

Integrated Management of Neonatal and Childhood Illnesses (IMNCI) guidelines. By enhancing 

your understanding and capabilities in RMNCH, we aim to significantly improve health 

outcomes for mothers and children in our communities. Your commitment to implementing these 

guidelines will be instrumental in fostering a healthier future for all. 

 

DR. IKRAM  

 

Project Director,  

Human Capital Investment Project 
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MESSAGE FROM DEPUTY PROJECT DIRECTOR  

The Khyber Pakhtunkhwa Health Capital Investment Project (KP-

HCIP) is dedicated to advancing healthcare services throughout the 

region, ensuring that every community has access to quality care as 

envisaged in Universal Health Coverage (UHC). This initiative is the 

result of a remarkable collaboration among the Khyber Pakhtunkhwa 

Government, the Health Department, development partners, UN 

agencies, and dedicated delegates from various levels of health facilities. Together with the 

tireless efforts of the KP HCIP team, we are proud to present a comprehensive training module 

on Reproductive, Maternal, Neonatal and Child Health Care (RMNCH) tailored to enhance the 

skills and knowledge of our healthcare professionals. 

This meticulously developed training module address the proper management of maternal and 

child health issues as per PCPNC and IMNCI guidelines respectively. By focusing on key areas 

identified in the Essential Health Services Package (EHSP) and aligning with the Minimum 

Service Delivery Standards (MSDS) of the Health Care Commission KP for primary care, this 

module aims to empower healthcare professionals with the necessary knowledge, skills, and 

commitment to deliver high-quality maternal and child healthcare services. We believe that this 

training resource will not only enhance individual competencies but also foster a culture of 

excellence within the healthcare system. 

We extend our deepest gratitude to all stakeholders involved in the development and finalization 

of this module. Your unwavering commitment, collaborative spirit and expertise have been 

instrumental in shaping this RMNCH training module, which will play a crucial role for 

improving maternal and child healthcare in Khyber Pakhtunkhwa. We look forward to continued 

partnerships that will enhance the quality of care across the region. Thank you for your 

dedication and support in this vital endeavor. 

DR. Qadir Shah 

Deputy Project Director,  

Human Capital Investment Project 
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EXECUTIVE SUMMARY  

 

In recent times there has been considerable focus on Maternal and Child Health (MCH) as it 

remains a critical global priority, reflecting deep disparities between high and low-income 

countries 1. While progress has been made in reducing maternal and child mortality rates, over 

800 women still die each day due to preventable pregnancy-related complications, and millions 

of children, especially in low-resource settings, die from diseases such as pneumonia, diarrhea, 

and malaria 2. Sub-Saharan Africa and South Asia face the highest burden of maternal and child 

mortality. Global initiatives like the Sustainable Development Goals (SDGs) and interventions 

such as improved access to vaccines, antenatal care, and family planning have helped, but 

significant challenges persist, particularly in fragile healthcare systems 2. 

Efforts to improve maternal and child health worldwide emphasize the need for stronger 

healthcare systems, education, and empowerment of women. Investment in healthcare 

infrastructure, skilled birth attendants, and access to essential services like immunizations and 

nutrition programs is crucial. The COVID-19 pandemic further complicated these challenges, 

disrupting healthcare services and threatening decades of progress. Sustained commitment to 

improving healthcare access and addressing the social determinants of health is essential to 

achieving lasting improvements in maternal and child well-being globally 3. 

In Pakistan, maternal and child health faces significant challenges, with high maternal and infant 

mortality rates compared to global averages. Maternal mortality remains a pressing issue, 

primarily due to inadequate access to skilled birth attendants, insufficient prenatal care and a lack 

of emergency obstetric services in rural areas 4. Infant and child mortality rates are also high, 

driven by malnutrition, diarrhea, pneumonia and infectious diseases 4. The child morbidity and 

mortality situation in Khyber Pakhtunkhwa province remains a significant public health 

challenge. High rates of infectious diseases, malnutrition and limited access to healthcare 

contribute to the provinceôs alarming child mortality rates as compared to other regions of the 

country. Factors such as inadequate vaccination coverage, poor maternal health services and 

socio-economic disparities exacerbate the vulnerability of children. Additionally, recurrent 

natural disasters and conflict have disrupted healthcare services, further impacting child health 

outcomes.  
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TRAINING MATERIAL:  

¶ This training module along with participantôs handouts booklet will  be provided to each 

participant (both hard and soft copies) containing all the necessary information for future 

reference. 

How to Use this manual? 

This training manual aims to improve the knowledge and awareness about maternal and child 

health situation in Pakistan. It is intended to serve as a reference guide for trainees with 

background experience in Primary Health Care system.  

The Objectives of this Training are: 

1. Enhance Quality of Primary Healthcare Services: Improve the delivery of essential 

healthcare services at primary healthcare centers by providing necessary health supplies, 

and technical assistance with a focus on antenatal, delivery and postnatal care and 

efficient referrals to ensure better mother and child health, as well as immunization, 

nutrition and family planning. 

2. Strengthening Human Resources for Health: Build the capacity of healthcare providers in 

selected districts through training programs, distance learning and refresher courses. 

Expected Outcomes 

At the end of the training on Reproductive, Maternal, Neonatal and Child Health (RMNCH), 

participants are expected to demonstrate enhanced knowledge and practical skills required for 

antenatal care, care during delivery, postpartum and child care. They will be equipped to identify 

and address common health issues affecting mothers and children, implement evidence-based 

practices, and effectively communicate with local communities about health promotion and 

disease prevention. Ultimately, the main aim of this training is to produce a skilled workforce to 

improve health outcomes and ensuring the well-being of mothers and children in their 

communities. 
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CHAPTER ONE 

Overview of Maternal and Child Health in Pakistan
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Chapter One 

Status of Maternal and Child Health in Pakistan 

Key Facts:

The provision of health services to the vast population has steadily improved in the last few 

decades but still faces many challenges in strengthening health systems and providing an 

equitable service to all especially the most vulnerable groups in community. The health 

indicators for example maternal and child health parameters are low when compared to other 

regional countries such as Iran, Sri Lanka and Bangladesh. As per Pakistanôs last (2017-18) 

Demographic Health Survey (PDHS) 5, some of the key facts are: 

¶ In Pakistan, an estimated 66% of the deliveries are occurring in healthcare facilities. 

PDHS Survey findings show 69% deliveries were attended by skilled birth attendants. 

¶ Only half (51%) of women had 4 or more Antenatal visits.   

¶ Pakistan maternal mortality ratio (MMR) is 186/100,000 live births. 

¶ Pakistanôs SDGôs target to decrease MMR by 2030 is 70/100,000 live births 

¶ Pakistanôs neonatal mortality rate (NMR) is 42/1000 live births. 

¶ Pakistanôs infant mortality rate (IMR) is 62/1000 live births 

¶ Pakistanôs under 5 years age mortality is 74/1000 live births 

¶ The SDGs target to decrease NMR and under 5 year mortality by 2030 is 12/1000 and 

25/1000 live births respectively.  

¶ Diarrhea and pneumonia are major causes of death in children under five. While diarrhea 

can be effectively treated with ORS, only about 37% of affected children received it. 
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1.1 Introduction:  

The health and well-being of mothers and children serve as crucial indicators of a society's 

overall development. Maternal mortality and illness not only reveal the effectiveness of the 

health system but also indicate the level of equity in public service delivery and service 

utilization 6. Maternal health is a vital sign of women's social status and their decision-making 

power. In Pakistan today, many women face serious challenges during pregnancy, with some not 

surviving it, and others experiencing traumatic miscarriages or losing their newborns due to 

complications 7.  

Alarmingly, 74 out of every 1,000 children do not live to see their fifth birthday, with 

prematurity, low birth weight, pneumonia, and diarrheal diseases being the leading causes of 

these fatalities 5. More than half of these deaths could be prevented through evidence-based, 

cost-effective interventions such as universal immunization, improved childcare practices, 

antibiotics, and micronutrient supplementation. In last 2-3 decades, Pakistan reduced under-five 

mortality; however, challenges remain, including gaps in developmental programs coverage and 

ongoing health inequities, which contribute to high rates of under-five, infant and neonatal 

mortality 5. 

This unit explores the overall health status of mothers and children in Pakistan, focusing on 

mortality rates, nutritional status and the utilization of key maternal and child health services 

particularly immunization coverage. The aim is not to provide specific data but to highlight the 

existing gaps and unmet needs faced by women and their families. 

1.2 Maternal & Child Morbidity and Mortality in Pakistan  

With respect to morbidity data, more than half of the disease burden in lower socio-economic 

and marginalized groups is comprised of poor maternal health, communicable diseases and under 

nutrition especially in less than 5 years of age group (14). The country is having highest 

prevalence of under nutrition, micro-nutrient deficiencies, low birth weight babies and stunting 

(low weight for height) in South Asia. (15) Pakistan is one of the 24 developing countries with 

more than 10% wasting rates for children. (15) 
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The common leading causes of maternal deaths in Pakistan are hemorrhage, sepsis and 

hypertension. In children, respiratory and diarrheal diseases are the major killers. The situation of 

routine immunization in Pakistan is very alarming as compared to other neighboring countries 

and infants are at high risk of life-threatening infectious diseases (16). 

Maternal mortality is a significant public health issue in Pakistan, where thousands of women 

lose their lives annually due to complications related to pregnancy and childbirth. According to 

the Pakistan Demographic and Health Survey (PDHS) 5, the maternal mortality ratio (MMR) is 

approximately 186 deaths per 100,000 live births, with rural areas facing a higher burden. A 

common framework used to understand the factors contributing to maternal mortality is the 

"Three Delays" model (17), which emphasizes the critical points at which delays in care can lead 

to negative outcomes.  

 

Figure 1.1: 3-Delays Model: 
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Figure 1.2: Global Causes of Maternal Mortality 

 

Figure 1.3: Causes of Maternal Deaths in Pakistan 
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Figure 1.4: Trends in Child Mortality Rates in Pakistan (per 1000 live births) (5) 

1.3 International Commitments: 

Millennium and Sustainable Development Goals (MDGs & SDGs) 

The Millennium Declaration was adopted by the UN General Assembly in September 2000 when 

the UN member states and the development partners set developmental goals in 8 priority areas, 

to be achieved by 2015 (8,9). These goals were called Millennium Development Goals (MDGs) 

and included: Extreme poverty & hunger eradication, achievement of universal primary 

education, promotion of gender equality & women empowerment, reduction of child mortality, 

improving maternal health, combat malaria, HIV/AIDS & other diseases, ensuring 

environmental sustainability and developing global partnership for development. Out of eight, 

three MDGs (MDG 3,4,5) were directly linked to health while the remaining MDGs (water, 

sanitation and nutrition) were indirectly linked to health sector (10). 

Although MDGs progress towards education improvement, poverty reduction and access to safe 

drinking water was remarkable at global level, fair progress was reported to achieve the targets 

of health-related goals particularly of Mother and Child Health. Several limitations including 

lack of attention for health systems strengthening, limited focus, starting disease vertical 

programs in many countries (including Pakistan) and more focus on aggregated targets rather 

than equity became apparent (10). Overall, Pakistan failed to achieve MDGs targets (11) as shown 

in (Table 1.1) 



 

 7 

Table 1.1:  Pakistan Status about MDGs Targets Achievement for Goal 4 & 5 

MDGs Indicators  

National 

Value 

(2018) 

MDGs 

Target  
Status  

Goal 4: Reduce Child Mortality 

Under 5 Mortality Rate (Deaths per 1000 Live Births) 74 52 Failed 

Infant Mortality Rate (Deaths per 1000 Live Births) 62 40 Failed 

Proportion of Children Under 5 Who Suffered from 

diarrhea in the Last 30 Days (%) 
8 <10 Achieved 

Goal 5: Improve Maternal Health 

Maternal Mortality Ratio 178 140 Failed 

Proportion of births attended by skilled person  52.1 >90 Failed 

Contraceptive Prevalence Rate 35.4 55 Failed 

Proportion of women 15-49 who had given birth during 

last 3 years and made at least one antenatal consultation 
68 100 Failed 

 

In September 2015, the new development agenda termed as ñ2030 agenda for Sustainable 

Development Goalsò was adopted by the United Nations (UN) General Assembly (12). In the 

new development agenda, with 17 goals and 169 targets were set to integrate all three sustainable 

development dimensions (social, economic and environmental) surrounding themes of planet, 

people, prosperity, peace and partnership (12). One of the 17 goals (Goal 3: ñEnsure healthy lives 

and promote well-being for all at all agesò) has been specifically devoted to the health sector and 

is associated with 13 targets (10,12). 

The Pakistan Demographic and Health Survey of 2017-18 (5) indicated notable improvements in 

several health indicators, including immunization coverage, antenatal care, skilled birth 

attendance, and reductions in under-five and neonatal mortality rates. While the maternal 

mortality ratio has also shown some improvement but still remains one of the highest in the 

region (13). Although Pakistan is positioned to achieve the Sustainable Development Goals 

(SDGs), significant efforts across all levels of the health system are still needed.  
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The COVID-19 pandemic has exacerbated existing challenges, particularly in maternal, 

newborn, and child health, as outpatient services were suspended by provincial governments, 

highlighting critical accessibility issues (14). Data from the District Health Information System 

revealed declining trends in antenatal care, institutional deliveries, family planning and 

consultations for newborn care, as well as a drop in routine immunization for children under    

five (15).  

The KP-MICS 2019 provided valuable insights into health status among children under five in 

Khyber Pakhtunkhwa. Key findings include high vaccination rates for essential immunizations 

and significant occurrences of childhood illnesses. 

Table 1.2:  KP-MICS 2019 Maternal and Child Health Findings 

Indicator  Percentage (%) 

Child Vaccination 
 

BCG vaccination by age 1 78 

First dose of PENTA vaccine by age 1 74 

Polio 1 vaccination by age 1 68 

Measles vaccination by age 1 60 

High-dose Vitamin A supplementation (ages 6-59 months) 43 

Childhood Diseases 
 

Children under five with diarrhea (last 2 weeks) 30 

Diarrhoea cases seeking treatment 57 

Diarrhoea cases treated with ORT/home fluids 53 

Children with symptoms of ARI (last 2 weeks) 10 

ARI cases seeking health facility care 70 

ARI cases treated with antibiotics 53 

Children with fever (last 2 weeks) 31 

These findings highlight the importance of continuing health education, improving access to 

healthcare, and addressing environmental health risks in Khyber Pakhtunkhwa. 
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CHAPTER TWO  

Maternal Care during Pregnancy 

2.1: Comprehensive Antenatal Care 
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Comprehensive Antenatal Care 

Key Facts: 

¶ Antenatal Care: According to Pakistan Demographic Health Survey 2018(5)           

(PDHS-2018), 86% of women who gave birth received at least one antenatal care (ANC) 

from a skilled provider, marking a 13-percentage-point increase since 2012-13. 

Additionally, only 51% of women had at least four ANC visits. 

 

¶ Components of Antenatal Care: Among those receiving ANC, 89% reported having their 

blood pressure monitored, and 70% had urine and blood samples collected. 

 

¶ Counseling during Antenatal Care: During ANC, 52% of women received counseling on 

the early initiation of breastfeeding, 54% were informed about exclusive breastfeeding, 

and 70% received advice on maintaining a balanced diet. 

 

¶ Protection against Neonatal Tetanus: TT immunization coverage is 69%  

 

¶ Recognizing Potential Complications during Antenatal Assessments: Complications 

could be Ante Partum Hemorrhage, Pre-eclampsia, eclampsia, Infections  
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2.1 Introduction:  

Antenatal visits are a crucial aspect of maternal and child health, particularly in Pakistan, where 

the healthcare system faces numerous challenges 18. These visits provide essential opportunities 

for healthcare workers to monitor the health of expectant mothers and their developing babies, 

ensuring that any potential complications are identified and addressed early. Regular antenatal 

care not only improves maternal health outcomes but also significantly reduces the risk of 

neonatal mortality. By equipping healthcare workers with the necessary training and knowledge, 

we can enhance the quality of care provided during these visits, fostering a healthier future 

generation. 

Furthermore, antenatal visits serve as a vital platform for health education and counseling, 

empowering women with information about nutrition, breastfeeding, and the importance of 

vaccinations 5. In a country where access to healthcare can be limited, training healthcare 

workers to effectively communicate and provide this information is essential for promoting 

informed decision-making among pregnant women. Strengthening the skills of healthcare 

providers through targeted training programs will ultimately lead to better health outcomes, 

increased community awareness, and a reduction in maternal and infant mortality rates in 

Pakistan. 

Antenatal check-ups, or prenatal visits, are crucial for several reasons: 

1. Monitoring Health: Regular check-ups help monitor the motherôs health and the 

development of the fetus. Healthcare providers can detect complicated pregnancy in early 

stages. 

 

2. Preventing Complications: Early identification of complications such as gestational 

diabetes or pre-eclampsia can lead to timely interventions, reducing risks for both mother 

and baby. 
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3. Vaccinations and Supplements: These visits provide opportunities for TT immunization 

to prevent neonatal tetanus and to discuss supplements, such as folic acid or multiple 

micronutrient supplementations (MMS) that are important for fetal development. 

 

4. Birth Planning and Counseling: Antenatal visits offer valuable education on nutrition, 

exercise, labor delivery options and counseling on Post Partum Family Planning, helping 

mothers-to-be feel more prepared. 

2.2 Antenatal Visits Consultations: 

It is advised to have at least four antenatal visits for uncomplicated pregnancies. If a woman 

starts attending check-ups in the sixth month or later, aim to have at least two appointments 

before the baby is born. 

Table 2.1.1: WHO Recommended Antenatal Visits Schedule for Normal Pregnancies 
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2.3 Refer to WHO guidelines on Antenatal Care (Participant Handout 2) 

Routine Work in 1st Antenatal Consultation: 

a. History Taking:  

Important points in history taking include: 

i. Personal Information (Name, age, area etc) 

ii.  What are the current problems/concerns? 

iii.  Date of LMP (Last Menstrual Period) 

iv. Obstetric History  

a. No. of pregnancies  

b. Abortions (Induced/Spontaneous)  

c. Alive & deceased children 

d. Previous Delivery (Place and in presence of SBA or not) 

e. Any complications in previous pregnancies (hemorrhage, 

hypertension, premature or IUGR babies, infection etc.) 

v. Surgical History (C-section or any other surgery) 

vi. Medical History (acute or chronic illness, Diabetes or Hypertension)  

vii.  TT Immunization History  

viii.  Current complaints if any (Pelvic pain, fever, burning micturition, blurring 

of vision, headache etc.)   

b. Calculating the Expected Date of Delivery: 

Gestational age is calculated by counting the weeks since the last menstrual period (LMP) using 

a calendar or pregnancy wheel. The Estimated Due Date (EDD) is typically calculated using the 

first day of the woman's last menstrual period (LMP). A common method is to add 280 days (or 

40 weeks) to the LMP, which aligns with the average length of a full-term pregnancy. 

Alternatively, healthcare providers may use an ultrasound to assess fetal development, which can 

provide a more accurate EDD, especially if the menstrual cycle is irregular or if there are 

uncertainties about the LMP. 
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For instance, if the last menstrual period was on December 15, 2023 and the woman is seen on 

February 24, 2024, the estimated gestational age would be 10 weeks LMP. It's important to 

confirm this estimate with clinical examination findings (such as uterine size) or ultrasound 

results. 

To calculate the Estimated Due Date (EDD) using a pregnancy wheel (Participant Handout 3), 

first locate the date of the woman's last menstrual period (LMP) on the inner circle of the wheel. 

Next, align this date with the corresponding 40-week mark on the outer ring of the wheel. The 

date indicated on the outer ring directly opposite the LMP date represents the estimated due date. 

Pregnancy wheels simplify the process by providing a visual representation of gestational age 

and due date, making it easy for healthcare providers to quickly determine EDD based on the 

LMP.  

c. Clinical Examination:  

Following clinical examination is required in all cases: 

d. Measure: (Height, Weight and Blood Pressure) 

e.  Look: (Anemia, Oedema, Abdominal Scar and Fetal Heart Sounds) 

f. Estimate (size of uterus) via bimanual examination 

i. 7 weeks -----Ą Chicken Egg size 

ii.  10 weeks ----Ą Orange size 

iii.  12 weeks ----Ą Fundus extension beyond symphysis pubis 

d. Measuring Fundal Height: 

Starting from the second trimester, the uterus can be felt 

through abdominal palpation. Fundal height, which is the 

distance from the upper edge of the symphysis pubis to 

the fundus, can be measured at this stage as shown in 

following figure.  

Figure 2.1.1: 

Measuring Fundal Height 
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a. Gestational Age Estimation 

Estimation of gestational age becomes increasingly approximate as pregnancy 

progresses. As a rough guide: 

Table 2.1.2: Fundal Height and LMP 

 

 

 

 

 

 

Table 2.1.3: Routine Tests Required  
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Table 2.1.4: Dietary Supplementation 19:

.
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f. Immunization History : 

Pregnant women who did not receive the tetanus vaccine during childhood or adolescence should 

get at least two doses of the vaccine before giving birth. The first dose should be given during 

the initial prenatal visit, and the second dose should be administered at least four weeks later, 

ideally two weeks before the due date, to enhance the maternal antibody response and ensure 

effective transfer of antibodies to the baby. After delivery, they should complete a total of five 

doses following the outlined schedule. Once completed, these five doses provide lifelong 

immunity. 

Table 2.1.5: TT Vaccination Schedule 

Dose Vaccination Schedule 
Level of 

Protection 

TT1 
At the first visit to healthcare services or as soon as possible during 

pregnancy. 
0% 

TT2 
At least four weeks after the first dose of the vaccine and at least two 

weeks before the expected delivery date. 
80% 

TT3 At least six months after the second dose of the vaccine or during the 

subsequent pregnancy 
95% 

TT4 
At least one year after the third dose of the vaccine or during a future 

pregnancy. 
99% 

TT5 
At least one year after the fourth dose of the vaccine or during a 

subsequent pregnancy. 
99% 
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Chapter 2: Antenatal Care 

Session 2.2: Recognizing Danger Signs 

 

Introduction:  

As healthcare professionals, we play a crucial role in ensuring the health and safety of both 

mothers and their children. Antenatal checkups are essential opportunities to monitor the well-

being of patients and identify potential complications early. This session will equip you with the 

knowledge and skills necessary to recognize critical danger signs, empowering you to provide 

timely interventions that can significantly improve maternal and fetal outcomes. 

Throughout this training, we will explore the key danger signs that should be monitored during 

antenatal visits, look for associated risk factors and discuss effective communication strategies 

for educating patients. By enhancing your ability to identify these warning signs, you will not 

only contribute to better healthcare practices but also foster a supportive environment where 

expectant mothers feel informed and confident in seeking help.  

Learning Objectives: 

At the end of the session the participants will be able to; 

¶ Identify Key Danger Signs: Participants will be able to list and describe critical danger 

signs during antenatal checkups, including symptoms related to maternal and fetal health. 

¶ Assess Risk Factors: Participants will learn to assess and identify risk factors that may 

indicate complications during pregnancy, enabling them to make informed decisions 

regarding patient referrals and care. 
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The term "complicated pregnancy" describes a pregnancy where either the mother or infant faces 

increased risks due to specific obstetric or medical conditions or histories. Such pregnancies 

often necessitate enhanced monitoring and may require special preparations for delivery in a 

medical or surgical environment. This approach ensures that both the mother and baby receive 

the appropriate care and interventions needed to manage potential complications effectively. 

Identifying risky pregnancies during antenatal checkups is crucial for ensuring the health and 

safety of both the mother and the fetus. This proactive approach can significantly reduce the 

likelihood of adverse outcomes, such as preterm birth, fetal distress, or maternal morbidity. 

Furthermore, recognizing at-risk pregnancies enables healthcare teams to educate expectant 

mothers about warning signs and empower them to seek timely medical assistance. During 

history taking, the following considerations must be kept in mind; 

o Breech presentation, especially in primiparous women 

o A history of intra-partum intrauterine fetal death or death within the first day of life 

increases the risk of recurrence. 

o Previous hemorrhage during delivery raises the risk of recurrence and maternal mortality. 

o A history of forceps or vacuum-assisted delivery contributes to the risk of recurrence. 

o Women with a height of less than 1.50 m are at risk for cephalopelvic disproportion. 

o Primiparous women face a higher risk of obstructed labor. 

o Conditions such as limb deformities, hip dislocation, or polio sequelae leading to 

significant pelvic asymmetry increase the risk of obstructed labor. 

o Grand multiparity, defined as five or more previous deliveries, elevates the risk of uterine 

atony, related hemorrhage, and uterine rupture. 

o A history of vesicovaginal fistula. 

o A history of symphysiotomy. 

o A history of third or fourth degree perineal tears. 

Note: Refer to Participantôs handout no 5 (a, b) Antenatal Checkup Checklist. 
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Table 2.2.2: Assessment of female with danger signs: 
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Table 2.2.3: Rapid Assessment and Emergency Management: 
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Table 2.2.4:  Assess and Classify Pre-Eclampsia and Eclampsia 
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Table 2.2.5:  Assessment and Management of Bleeding during Antenatal Period 
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Table 2.2.6:  Assessment & Management of Anemia 
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Table 2.2.7 (a): Post-Abortion Care 
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Table 2.2.7 (b): Post-Abortion Care 
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Table 2.2.8: Check for Diabetes, Blood Group and Rh Factor 
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CHAPTER 3 

Session 3  

Care during Delivery 
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3.1 Introduction:  

Every year, an estimated 300,000 mothers die during pregnancy or labor.1 Most of these deaths 

could be prevented by administering correct treatment and accessible quality medical care. Safe 

delivery is a fundamental aspect of reproductive health that ensures both maternal and infant 

well-being during childbirth. The period surrounding delivery is critical, as it presents unique 

risks and challenges that require careful management and support. Safe delivery encompasses 

not only the presence of skilled healthcare providers but also the availability of appropriate 

medical facilities, necessary interventions, and a supportive environment for the mother. 

Education on the principles of safe delivery can empower expectant parents, equipping them 

with knowledge about what to expect during labor and the importance of timely access to care. 

Incorporating safe delivery practices into reproductive health training is essential for reducing 

maternal and neonatal morbidity and mortality rates. This module aims to highlight key aspects 

of safe delivery, including the identification of potential complications, the importance of 

prenatal care, and the roles of healthcare providers. By fostering an understanding of safe 

delivery protocols and practices, we can contribute to healthier outcomes for mothers and their 

newborns, ultimately promoting a culture of safety and care within the community. 

3.2 Learning Objectives: 

At the end of this session, the participants would be able to: 

¶ Understand key safe delivery practices, including the importance of skilled birth 

attendant role during childbirth, emergency preparedness, and the management of 

common complications. 

¶ Recognize risk factors associated with safe delivery and identify warning signs during 

labor that require immediate medical attention. 

¶ Understand and apply the principles of active management of the third stage of labor 
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Table 3.1: WHO Recommended Guidelines for Care in Delivery 

Routine Care 

(offered to all normal cases) 

Additional Care 

(with moderately severe 

disease) 

Specialized Obstetric Care 

(with severe disease) 

o Care during labour and delivery 

V Diagnosis of labour 

V Monitoring progress of 

labour, maternal and fetal 

well-being with partograph  

V Providing supportive care 

and pain relief  

V Detection of problems and 

complications (e.g. 

malpresentations, prolonged 

and/or obstructed labour, 

hypertension, bleeding, and 

infection)  

V Delivery and immediate 

care of the newborn baby, 

initiation of breastfeeding 

- Newborn resuscitation 

V Active management of 

third stage of labour 

 

o Immediate postnatal care of mother  

V Monitoring and assessment 

of maternal wellbeing, 

prevention and detection of 

complications (e.g. 

hypertension, infections, 

bleeding, anemia)   

V Treatment of moderate post 

haemorrhagic anaemia 

V Information and counselling 

on home self-care, nutrition, 

safe sex, breast care and 

family planning  

V Postnatal care planning, 

advice on danger signs 

and emergency 

preparedness 
o Recording and reporting 

o Treatment of 

abnormalities and 

complications          

(e.g. prolonged 

labour, vacuum 

extraction; breech 

presentation, 

episiotomy, repair of 

genital tears, manual 

removal of placenta)  

 

o Pre-referral 

management of 

serious 

complications     

(e.g. obstructed 

labour, fetal distress, 

preterm labour, 

severe peri- and 

postpartum 

haemorrhage)  

 

 

o Emergency 

management of 

complications if 

birth is imminent  

 

o Support for the 

family if maternal 

death 

o Treatment of severe 

complications in 

childbirth and in the 

immediate postpartum 

period, including 

caesarean section, 

blood transfusion and 

hysterectomy): 

 

*Obstructed labour 

*malpresentations 

*eclampsia  

*Severe infection  

*Bleeding  

 

o Induction and 

augmentation of labour 
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3.3.  Normal Vaginal Delivery: 

Stages of Labour  

a. First Stage: Dilation and Fetal Descent 

This stage is divided into two phases: 

i. Latent Phase: 

o From the onset of labour until approximately 5 cm of dilation. 

o Duration varies based on previous deliveries. 

ii.  Active Phase: 

o From approximately 5 cm to complete dilation. 

o The cervix dilates more rapidly during this phase, typically completing in no more 

than 10 hours for multiparas and 12 hours for primiparas. 

 

Figure 3.1: Dilatation Curve in a Primipara woman (Curve shifts to the left in Multipara) 

Monitoring Indicators  

During the first stage, several indicators should be monitored using a partograph and/or WHO 

Labor Care Guide (Participant Handout No 7 a,b,c,d and 8) 
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¶ Uterine Contractions: 

o Increase in strength and frequency (initially 30 minutes apart, becoming every 2-3 

minutes). 

o Each contraction can last up to a minute, with relaxation in between. 

o Watch for signs of Bandl's ring (Signs of obstructed labor) as shown in following 

figures. 

 

Figure 3.2: Mechanism of Bandlôs ring formation 
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Figure 3.3: Impending rupture: hourglass uterus ñBandl's ringò 

¶ Patient's General Condition: 

o Monitor heart rate, blood pressure, and temperature every 4 hours or more 

frequently if abnormalities are noted. 

o Encourage regular bladder emptying (every 2 hours). 

o Maintain hydration (offer fluids). 

o Encourage movement and position changes for pain relief and labor progression. 

¶ Fetal Heart Rate: 

o Monitor using a Pinard stethoscope or Doppler every 30 minutes during the active 

phase, and every 5 minutes during the second stage. 

o Normal fetal heart rate is 110-160 beats per minute. 

o Abnormalities should prompt further monitoring and management. 

Management of Abnormal Fetal Heart Rate 

1. If Fetal Heart Rate < 100 bpm: 

o Stop any oxytocin infusion. 

o Check for vaginal bleeding, assess maternal position, and consider fluid 

replacement to correct hypotension. 
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o Perform a vaginal examination to rule out cord prolapse. 

2. If Fetal Heart Rate > 180 bpm: 

o Investigate for potential maternal infections and treat accordingly. 

o Administer antipyretics if fever is present. 

3. Persistent Abnormalities: 

o If fetal heart rate abnormalities persist, or if amniotic fluid is meconium-stained,  

Dilation during the Active Phase 

Cervical Dilation Monitoring  

¶ Progressive Dilation: The cervix should remain soft and dilate progressively during the 

active phase. 

¶ Vaginal Examinations: Check dilation every 4 hours if there are no complications. 

¶ Warning Signs: If there is no progress in dilation between two examinations, it is a 

warning sign. Action must be taken if thereôs no progress for 4 hours, which may include: 

o Artificial rupture of membranes (ARM) 

o Administration of oxytocin 

o Caesarean section, depending on the situation 

 

 

 

 

 

 

Figure 3.4: Cervical Dilatation Estimation: 
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Amniotic Sac 

¶ Rupture: The amniotic sac typically bulges during contractions and usually breaks 

spontaneously after 5 cm of dilation or at full dilation during delivery. 

¶ Post-Rupture Protocol: 

o Immediately check the fetal heart rate. 

o Perform a vaginal examination to check for potential umbilical cord prolapse. 

o Use sterile gloves for vaginal exams after membranes rupture. 

¶ Amniotic Fluid Color : Observe the color of the amniotic fluid: 

o Clear 

o Blood-stained 

o Meconium-stained 

¶ Meconium Monitoring : Meconium staining alone, without an abnormal fetal heart rate, 

does not indicate fetal distress but requires closer monitoring, with vaginal examinations 

every 2 hours. If dilation fails to progress after 2 hours, further action is needed. 

Fetal Progress Assessment 

¶ Fetal Descent: Assess fetal descent by palpating the abdomen, noting the portion of the 

fetal head above the symphysis pubis before a vaginal examination. 

¶ Vaginal Examination Checks: In each examination, assess: 

o Dilation 

o Presentation 

o Position 

o Degree of fetal descent 

Signs of Fetal Head Engagement 

¶ Engagement Indicators: 

The presenting part prevents the examiner's fingers from reaching the sacral concavity (Figures 

3.1.5a and 3.1.5b). The presence of caput (swelling of the fetal head) may mislead engagement 
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assessment. Measure the distance from the fetal shoulder to the upper edge of the symphysis 

pubis: 

Not Engaged: More than 2 finger widths above the symphysis (Figure 3.5c). 

Engaged: Less than 2 finger widths above the symphysis (Figure 3.5d).  

 

Figure 3.5 (a): No engagement of presenting part (Fingers can reach the sacral concavity) 

 

Figure 3.5 (b): Engagement of presenting part (Fingers cannot reach sacral concavity) 
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Figure 3.5 (c): Head not engaged (Shoulder is more than 2 fingers above the symphysis 

 

Head Engaged 3.5 (d): (Shoulder is less than 2 fingers above symphysis) 

Fetal Head Position 

¶ Use reference points on the fetal skull to determine the position in the motherôs pelvis, 

which becomes clearer after membrane rupture and when dilation exceeds 5 cm. 

¶ Palpation Findings: 

o When the head is well-flexed, the anterior fontanelle is not palpable; only the 

sagittal and posterior fontanelles can be felt. 

o The posterior fontanelle serves as a landmark for determining the fetal occiput, 

helping assess fetal position. 
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¶ Head Engagement: Typically, once engaged, the head rotates within the pelvis, bringing 

the fetal occiput under the mother's symphysis, aligning the posterior fontanelle along the 

anterior midline. 

b. Second Stage: Delivery of the Baby 

Duration 

¶ Multipara : The second stage of labor is typically rapid, not exceeding 2 hours. 

¶ Primipara : It is generally slower, with a maximum duration of 3 hours. 

Delivery Positions 

If there are no specific risks for the mother or child, the delivery can be assisted in 

various positions, including: 

¶ On her back 

¶ On her left side 

¶ Squatting 

 

Figure 3.6: Delivery Position 
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Preparations for Delivery 

1. Cleanliness: Rinse the vulva and perineum with clean water. 

2. Bladder Management: Encourage natural emptying of the bladder. If urinary retention is 

present, insert a urinary catheter using a sterile technique (sterile gloves and single-use 

catheter). 

Pushing Techniques 

¶ Natural Pushing: If labor is progressing well without fetal heart rate abnormalities, 

allow the woman to follow her urge to push. 

¶ Directed Pushing: In cases where guidance is needed, direct the woman to push during 

uterine contractions: 

o Breath-Holding Technique: After a deep inhalation, close the glottis and 

contract abdominal muscles toward the perineum. 

o Exhalation Technique: Push while exhaling. 

¶ Push Duration: Maintain expulsive effort for as long as possible, typically 2 to 3 pushes 

per contraction. 

Between Contractions 

¶ Encourage the woman to rest and breathe deeply. 

¶ The birth attendant should monitor the fetal heart rate after each contraction. 

Delivery Process 

As the head descends: 

¶ The perineum stretches, becoming thinner. 

¶ The vaginal opening distends, and the labia spread apart, revealing the occiput. 

Cephalic Presentation 

¶ In a normal cephalic presentation, the head typically emerges with the occiput anterior, 

looking down, pivoting against the symphysis pubis. 

¶ The head moves into slight extension during delivery. 



 

 40 

Support during Delivery 

¶ The birth attendant should guide the head's motion to prevent abrupt movements: 

o Support the Occiput: Use one hand to support the occiput. 

o Support the Chin: Use the other hand to support the chin through the perineum. 

¶ Anal Area Protection: Cover the anal area with a compress to protect against tearing. 

 

Figure 3.7: Stages of Occiput Anterior Delivery 

 

Figure 3.8: Progressive Delivery of the Head 
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Final Phase of Delivery 

During the final phase of delivery, the following steps should be taken to ensure a safe and 

effective birth: 

1. Encourage Deep Breathing: The woman should stop all expulsive efforts and focus on 

taking deep breaths. This helps with managing the pressure and preparing for the final 

delivery. 

2. Control the Head's Extension: 

o The birth attendant uses one hand to control the extension of the baby's head, 

moving it slightly side-to-side. This technique helps to gradually free the parietal 

protuberances, allowing for smoother delivery. 

3. Chin Support: 

o If necessary (though not routinely), the birth attendant can lift the chin with the 

other hand to facilitate the delivery. 

4. Monitor Perineal Stretching: 

o As the head emerges, pay close attention to the perineum to minimize the risk of 

tearing. Controlling the delivery speed can help protect this area. 

5. Maintain Support : 

o Continuously provide support and reassurance to the mother, ensuring she feels 

safe and informed throughout the process. 
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Figure 3.9: Bringing the perineum under the chin 

At the moment of delivery, the perineum is often significantly stretched. Here are some key 

considerations for managing this stage: 

1. Control of Expulsion: 

o It is crucial to control the expulsion of the baby's head to minimize the risk of 

perineal tearing. Gentle, steady traction can help in guiding the baby out without 

causing excessive strain on the perineum. 

2. Monitoring Perineal Distension: 

o The birth attendant should closely observe the perineum as it stretches. This 

allows for timely interventions to reduce the risk of tears. 

3. Episiotomy Consideration: 

o While episiotomy is not routinely indicated, it may be beneficial in specific 

circumstances, such as in an occiput-posterior delivery where perineal distension 

is at its peak as shown in following figure. 
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Figure 3.10: Occiput Posterior Delivery 

Once the head is delivered, the baby's head typically rotates spontaneously by at least 90°. This 

movement is crucial for the safe delivery of the shoulders. The birth attendant should grasp the 

baby's head with both hands to support and guide its movement. Apply gentle downward traction 

to help bring the anterior shoulder under the motherôs symphysis pubis. Once the anterior 

shoulder is positioned correctly, smooth upward traction should be applied to deliver the 

posterior shoulder. It is essential to control the delivery of the posterior shoulder to reduce the 

risk of perineal tears. Maintain a gentle and steady approach to prevent any abrupt movements 

that could cause injury. 

 

Figure 3.11: Delivery of Shoulders 
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c. Active Management of 3rd Stage of Labor:

Definition : The third stage of labor refers to the period from the birth of the baby until the 

expulsion of the placenta and membranes. 

Active Management: Recommended for all women in medium to high-risk categories, with 

a Consultant as the Lead Professional. 

Definition : Active management of the third stage includes three key components: 

1. Routine use of uterotonic drugs: After the birth, palpate the mother's abdomen to 

confirm she is not carrying twins. Administer 5 or 10 IU of oxytocin slowly via IV or IM 

immediately after birth (after the last infant in a multiple pregnancy) and before the 

placenta is delivered. This helps accelerate placenta separation, facilitates delivery, and 

reduces the risk of postpartum hemorrhage (PPH). 

2. Cutting and clamping of the cord: Current evidence suggests that for healthy term 

infants, delaying cord clamping for at least one minute or until the cord stops pulsating 

can improve iron status in early infancy. For preterm infants in good condition, delaying 

clamping for up to three minutes can enhance blood pressure during stabilization, reduce 

the incidence of intraventricular hemorrhage, and decrease the need for blood 

transfusions, although there may be an increased likelihood of requiring phototherapy. 

There is insufficient evidence to determine an appropriate clamping time for infants 

needing resuscitation. 

3. Controlled cord traction:  This technique, along with active management, can reduce the 

risk of maternal hemorrhage and shorten the duration of the third stage. However, it may 

also increase the risk of vomiting after birth. 

Overall, women should be made aware that active management of the third stage can lead to 

better outcomes while also considering the associated risks. 

Note: Refer to participant handout no 7 (a,b,c,d) WHO safe childbirth checklist 
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Table 3.2: Management of 3rd Stage of Labour: 
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Table 3.3:  Urgent Referral required if f emale presents with following signs and 

symptoms: 
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Table 3.4:  Management of Problems during Labour & Delivery 
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Table 3.5:  If Prolapsed Cord: The cord is visible outside the vagina or felt in the vagina 

below the presenting part 

 

 

 

 

 

 



 

 49 

Table 3.6: If Breech Presentation 

 

 

 

--  
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CHAPTER 4 

Postpartum Care 
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CHAPTER 4 

Postpartum Care 

Introduction:  

 

Postnatal care is a critical phase in the continuum of maternal health, encompassing the period 

immediately after childbirth and extending through the first six weeks of life. This period is 

essential for monitoring the mother's recovery, supporting her physical and emotional           

well-being, and ensuring the health of the newborn. Effective postnatal care can significantly 

reduce the risk of complications and promote a positive transition for both mother and child. 

During this chapter, we will explore the fundamental aspects of postnatal care, including the 

recommended practices for monitoring and supporting mothers in the days and weeks following 

delivery. We will discuss the common physical and psychological challenges that new mothers 

may face, such as postpartum hemorrhage, infection, and mental health issues like postpartum 

depression. Understanding these complications is vital for healthcare providers, as early 

identification and intervention can lead to better health outcomes for mothers and their infants. 

Additionally, we will outline the key components of postnatal care, including essential 

assessments, education on self-care practices, and the promotion of breastfeeding. This chapter 

aims to equip healthcare providers with the knowledge and tools necessary to provide 

comprehensive and compassionate postnatal care, fostering a supportive environment for new 

families. By addressing the complexities of postnatal health and recognizing the potential 

complications, we can enhance the quality of care delivered to mothers during this 

transformative period. 
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4.1: Normal Events during Postpartum period: 

The postpartum period lasts from delivery to six weeks. During this period the uterus shrinks 

back to its normal size and hormonal changes settle down. Right after the placenta is delivered, 

the uterus contracts. By day five or six, itôs positioned halfway between the navel and the pubic 

area and by day ten, it reaches the pubic symphysis, returning to its normal size by six weeks. 

The internal opening of the cervix usually closes between days eight and twelve. Vaginal 

discharge, called lochia, is bloody for the first three days then turns blood-tinged. It is usually 

odorless and typically stops within 15 to 21 days. In terms of breastfeeding, the first two days 

produce yellowish colostrum, and by day three, mothers may experience breast tenderness and 

sometimes a mild fever. At this point, the milk changes to mature milk, which is whiter and more 

abundant. 

Over 60% of maternal deaths happen during the postpartum period, with 45% occurring within 

the first 24 hours. For this reason, women should stay in a healthcare facility for at least 24 hours 

after delivery to ensure proper monitoring and care. Two postnatal consultations should be 

scheduled within the first six weeks after delivery: the first should occur within the first week, 

particularly for women who delivered at home. For those who gave birth in a healthcare facility 

and remained for more than 24 hours, the discharge consultation for both mother and neonate 

count as the first postnatal visit. The second consultation should take place between four to six 

weeks after delivery for a routine clinical examination and to identify any potential 

complications.  

Note: Refer to participant handout No 9 ñSample Postpartum Recordò 
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Table 4.1:  WHO Recommended Protocols for Postpartum Period 
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4.2: Common Complications during Postpartum Period: 

Following are the common complications of postpartum period. 

1. Postpartum Hemorrhage (PPH) 

2. Infections 

3. Cracked nipples or mastitis, abscess 

4. Postpartum Depression 

 

Postpartum Recommended Checkups: 
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4.2.1 Post Partum Hemorrhage: 

Post-partum hemorrhage (PPH) is defined as ñexcessive bleeding (> 500ml) following 

childbirth.ò It is typically categorized as; 

o Primary PPH: Occurring within the first 24 hours after delivery   

o Secondary PPH: Occurring between 24 hours and six weeks post-delivery 

 

 

    

 

Risk Factors of PPH 

 

 

 

 

 

 

 

 

Causes of PPH: 

 

 

 

 

 

 

  

Minor PPH: 500-1000 ml  

Moderate PPH: 1000-2000 ml  

Severe PPH: 2000 ml or more 

 

V Anemia 

V Over distended uterus  

o Twins 

o large baby 

o poly-hydramnios 

V Prolonged labor,  

V Ante partum hemorrhage (APH)  

V Severe pre-eclampsia or eclampsia  

V Prolonged intrauterine death  

V Cesarean section, previous cesarean delivery 

 

 

V Uterine Atony (most common cause) 

V Retained placenta or tissue 

V Tears in the uterus, cervix, vagina, or 

perineum,  

V Coagulation disorders,  

V Uterine inversion, and  

V Infection (which can lead to delayed PPH). 
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Prevention of PPH: 

 

  

V Antenatal Care  

V Treat Anemia 

V AMTSL (Active management of third stage of labour)  

V Uterotonics: Oxytocin (10 IU IV/IM)  

o If Oxytocin not available:  

Á (Administer Ergometrine/Methylergometrine 200 ɛg IM/IV after 

excluding hypertension) 

V Controlled Cord Traction 

V Sustained Uterine Massage 

V Postpartum per-abdominal uterine tone/ contraction assessment 

V Check 

o Vaginal Bleeding (Calculate blood loss) 

o Uterine atony 

o BP & pulse 

V Close Monitoring (Every 15 minutes in 1st hour) 

Note: When SBA not available  

¶ Controlled Cord Traction (CCT) is not recommended 

¶ Administer Misoprostol (400ï600 ɛg orally) 
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PPH Management using Prevention, AMTSL, Early Detection & Bundle Approach 
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Recommended Protocols: 
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Table 4.2.2: Postpartum Infections: 
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Table 4.2.3 Postpartum Problems:  
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4.2.3: Postpartum Depression and Postpartum Psychosis 

Postpartum Depression: 

It typically develops within the first few weeks after childbirth and can be quite severe, often 

going unrecognized. Symptoms include persistent sadness, frequent crying, loss of self-

confidence, excessive worry about the child or indifference toward them, feelings of inadequacy 

as a mother, guilt, insomnia, and loss of appetite. These symptoms last longer than two weeks 

and can worsen, leading to exhaustion. It is crucial to assess for suicidal thoughts and evaluate 

the mother's capacity and willingness to care for her child, as depression can impact the child's 

development. Support from family and friends, along with a compassionate attitude, is vital. In 

some cases, antidepressant medication may be necessary, ensuring that it is compatible with 

breastfeeding. Note that postpartum depression is more common following stillbirth or 

intrauterine fetal death. 

Postpartum Psychosis: 

It is less frequent, manifests as psychotic symptoms following childbirth. Symptoms include 

irritability, significant mood swings, delusions, hallucinations, and disorganized or violent 

behavior. This condition requires immediate medical attention, and the patient should be referred 

to a doctor promptly. Antipsychotic treatment and often hospitalization are necessary to ensure 

the safety and well-being of the mother and child. 

Screening for Postnatal Depression: 

Edinburgh Postnatal Depression Scale (EPDS) (Questionnaire Annexed) 

The Edinburgh Postnatal Depression Scale (EPDS) is a screening tool designed to identify 

perinatal and postpartum depression in women during outpatient visits, home visits, or at the 6- 

to 8-week postpartum check-up. It has been validated for use in Pakistan and tested in various 

settings. The EPDS consists of ten questions, which can be completed in under five minutes. 

Responses are scored from 0 to 3 based on the severity of symptoms, with the total score 

obtained by summing the individual item scores. (Refer to participant handout no 11: EPDS 

scale) 
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A score of 9 or more, or any indication of suicidal thoughts (a score of 1 or higher on question 

10), necessitates immediate referral for follow-up. Clinicians should also refer women scoring 

below 9 if they suspect depression. Importantly, the EPDS is a screening tool and does not 

provide a formal diagnosis of depression. 

Instructions for Use: 

1. Screening should be conducted during the postnatal clinic visit (4-6 weeks after delivery). 

2. The mother should circle the response that best reflects her feelings over the past week. 

3. All ten items must be completed. 

4. Ensure confidentiality by preventing the mother from discussing her answers with others. 

5. The mother should ideally complete the scale independently, unless she has difficulty 

reading or understanding. 

Table 4.2.4: Advise Mothers When to Return  
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CHAPTER 5  

Postnatal Newborn Care 
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Session 5.1: Immediate Newborn Care 

Introduction:  

The first twenty-eight days of life, known as the neonatal period, are crucial for child survival. In 

2019, of the estimated 5.2 million deaths of children under five, 2.4 million occurred during this 

neonatal period. Children in low- and middle-income countries (LMIC) are nine times more 

likely to die within the first month of life compared to those in high-income countries (HIC). 

Pakistan has a neonatal mortality rate (NMR) of 41 deaths per 1,000 live births, which is among 

the highest in the world, alongside an under-five child mortality rate (U5MR) of 67 deaths per 

1,000 live births. Research indicates significant socioeconomic disparities and a notable     

urban-rural divide, with low maternal education levels linked to higher neonatal mortality rates. 

In 2015, United Nations member states adopted the Sustainable Development Goals, aiming to 

reduce the NMR to below 12 deaths per 1,000 live births and the U5MR to below 25 deaths per 

1,000 live births by 2030 (SDG 3.2). 

Postnatal immediate newborn care is crucial for ensuring the health and well-being of newborns. 

This period involves essential practices such as initiation of breastfeeding, thermal protection 

and immediate assessment of the newbornôs health status. Proper care helps prevent 

hypothermia, facilitates bonding between the mother and baby, and ensures early detection and 

management of any potential complications. By addressing these critical needs, healthcare 

providers can significantly reduce neonatal morbidity and mortality. 

Learning Objectives: 

At the end of the session the participants will be able to; 

¶ Identify and explain the essential components of immediate newborn care, including 

thermal protection, early breastfeeding initiation and newborn assessment. 

¶ Demonstrate proficiency in performing immediate care procedures, such as assessing 

vital signs, conducting a thorough physical examination 

¶ Develop appropriate skills of newborn resuscitation 

¶ How to apply chlorhexidine on umbilical stump to prevent sepsis and neonatal tetanus. 

Note: Refer to participant handout no 14: Newborn Birth Record Form   
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Table 5.1:  Recommended Steps in Newborn Examination: 

 

Table 5.2: Assess Pre-Term, LBW or Twins : 
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Check for Special Treatment Needs: 
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Assess Breast Feeding  

 

 

 

A. Thermoregulation: 

 

o Gently dry the neonate using a clean, dry cloth 

o Wrap the neonate in a separate clean, dry cloth 

o Position the neonate against the mother's body and cover with a dry cloth  

o Conduct a complete clinical examination in warm conditions 

o Use a cap to cover the head to minimize heat loss 
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o Maintain the axillary temperature between 36 and 37 °C, ensuring the neonate's 

feet are pink and warm. 

o Keep the neonate in a warm room 

o Postpone bathing the neonate for 24 hours after birth; if cultural practices 

necessitate an earlier bath, delay it for at least 6 hours. 

B. Cord Clamping 

o Wait at least 1 to 3 minutes before clamping the umbilical cord, particularly for 

neonates weighing less than 2500 g.  

o Use two Kocher forceps to clamp the cord 10 cm from the umbilicus, and then cut 

between the two clamps with a sterile blade or scissors, ensuring they are different 

from those used for the episiotomy.  

o Tie off the cord with a Barr clamp or sterile thread using a double ligature, 

leaving a stump of 2 to 3 cm.  

o Disinfect the umbilical area by applying 7.1% chlorhexidine digluconate (which 

delivers 4% chlorhexidine) to the tip, stump, and base of the cord. If 

chlorhexidine is unavailable, use a single application of 10% povidone iodine at 

birth for disinfection. 

C. APGAR Score:  

The Apgar score is evaluated at 1 and 5 minutes after birth and recorded in the 

neonate's medical chart and health record. The score is a tool for monitoring the 

neonateôs adaptation to extra-uterine life. 
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Significance of Apgar score: 

 

D. Helping Baby Breathe (Golden One Minute Concept) 

 

Activity:  Video how to resuscitate the newborn baby (30 minutes) 

In this session, facilitator will guide training participants through the critical steps of 

neonatal resuscitation, equipping them with the knowledge and skills necessary to 

respond effectively in emergency situations. After watching the video, participants will 

practically perform the resuscitation on baby mannequin. 

Link: https://youtu.be/NFKBWMkNDRA?si=lifMbsVr0XToDaso 

 

E. Feeding: 

o Put the neonate to the breast as soon as possible within an hour of birth 

o Breastfeeding on demand day and night (at least 8 times per 24 hours, 

i.e. every 3 hours) 

  

https://youtu.be/NFKBWMkNDRA?si=lifMbsVr0XToDaso
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Action Plan: Helping Baby Breathe: (Refer to participant handout no 13 for Activity) 
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Helping Baby Breathe (Steps Involved) 

 1       2 

 

   

 

 

 

 

 

 

 3       4     

  

    

 

 

 

 

 

 

5       6 
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7         8 

   

 

 

 

9        10 

 

 

 

 

      

 11        12 
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F. Cord Care:  

Chlorhexidine is a critical antiseptic agent used in cord care due to its broad-spectrum antimicrobial 

properties, which help prevent infection in the umbilical stump of newborns. The application of 

chlorhexidine 7.1% digluconate gel significantly reduces the risk of neonatal infections, including sepsis, 

by inhibiting bacterial growth and promoting healing. To apply chlorhexidine effectively, begin by 

washing your hands thoroughly with soap and water to ensure a clean environment. If desired, wear 

sterile gloves for added protection. Gently clean the umbilical cord stump and the surrounding area with a 

small amount of chlorhexidine gel, ensuring complete coverage. It is essential to allow the gel to air dry 

completely, as this maximizes its antimicrobial action. This process should be repeated daily until the 

cord stump naturally falls off, which usually occurs within one to three weeks, while consistently 

monitoring the area for any signs of infection.  
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CHAPTER 6 

Management of Sick Young Infants 

IMNCI Guidelines  
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Introduction to IMNCI Guidelines:  

The Integrated Management of Neonatal and Childhood Illness (IMNCI) guidelines are a 

comprehensive framework aimed at improving the health and survival of newborns and young 

children. Developed by the World Health Organization (WHO) and UNICEF, IMNCI integrates 

preventive and curative health strategies to address common childhood illnesses. The guidelines 

emphasize systematic approaches to assess and classify illnesses, providing appropriate 

treatment and educating caregivers about essential home care practices. 

The IMNCI implementation in Pakistan began in 2000. Despite these efforts, training coverage 

across the country remains uneven, with rates varying between 25% and 45%. This initiative has 

played a significant role in enhancing the capacity of healthcare providers to deliver integrated 

management of neonatal and childhood illnesses, ultimately aiming to improve child health 

outcomes in the country. By equipping healthcare providers with knowledge and tools to deliver 

quality care, IMNCI aims to reduce morbidity and mortality among children under five years of 

age, particularly in low-resource settings. 

Instructions to use IMNCI guidelines: 

The ASSESS & CLASSIFY tables of IMNCI guidelines is designed to quickly identify the 

urgency of a child's health condition based on a color-coded system. 

V Pink Row: Indicates a severe classification, meaning the child requires urgent attention 

and should be referred for inpatient care or admission. 

V Yellow Row: Signifies that the child needs specific medical treatment. In this case, the 

health worker will also educate the mother on administering these treatments and provide 

guidance on home care, including when to return for further evaluation. 

V Green Row: Reflects a situation where the child does not need specific medical 

treatment. Instead, the health worker focuses on teaching the mother how to care for her 

child at home, providing advice on supportive measures like proper feeding. 

This structured approach helps ensure that children receive the appropriate level of care based on 

their needs. 
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Chapter 6 

Session 6.1:  

Management of PSBI (Possible Serious Bacterial Infection), Pneumonia & Local Infection 

(IMNCI Guidelines)  
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Introduction:  

This session focuses on how to care for infants aged 0 to 2 months. During this session the 

facilitator will refer to the relevant classification tables which include: 

¶ Assess and classify the disease of young infants 

¶ Providing treatment for the young infant and counseling the mother for follow-up care 

Learning Objectives: 

At the end of the session the participants will be able to; 

V Assess and classify the signs and symptoms of Possible Serious Bacterial Infection  

V Provide emergency care to the infants with PSBI before referral to the hospital.

Normal and Fast Breathing in Children of Different Age Groups: 

¶ Young infants (age 0 to 59 days): Fast breathing is defined as 60 breaths per minute or 

more. 

¶ Infants (2 months up to 12 months): Fast breathing is defined as 50 breaths per minute 

or more. 

¶ Children (12 months up to 5 years): Fast breathing is defined as 40 breaths per minute 

or more. 

This understanding is crucial for accurate assessment and management of respiratory conditions 

in young patients. Now ask the participants to answer which child is having normal breathing 

and which one should be declared with fast breathing.  
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Table 6.1.1: Practice Exercise: 

Age of child Breathing Does the infant or Child 

fast breathing 

4 Weeks 60+ Yes 

6 Weeks 50+ No 

2 Months 50+ Yes 

6 Months 40+ No 

12 Months 50+ No 

11 ½ Months 50+ Yes 

1 Month 60+ Yes 

4 Months 50+ No 

3Weeks 60+ Yes 

3Years 40+ Yes 

3 Months 50+ No 

5 Weeks 60+ Yes 

10 Months 50+ Yes 
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Steps: How to assess a young infant from 0-2 months of age:  

Rapid Appraisal of All Waiting Infants  

1. Ask Mother:  

o Ask the mother to describe any problems or concerns she has regarding her young infant. 

2. Determine Visit Type: 

o Establish whether this is an initial visit or a follow-up for the identified problem: 

Á If Follow -Up Visit:  Refer to the follow-up instructions (chapter 7, session 7.5) to 

assess progress and any ongoing concerns. 

Á If Initial Visit:  Proceed with a comprehensive assessment of the young infant. 

3. Initial Assessment Steps: 

o Conduct a thorough evaluation, including: 

Á General appearance and behavior 

Á Vital signs (including respiratory rate and temperature) 

Á Feeding patterns and hydration status 

Á Any signs of distress or illness 

Á Detailed physical examination as needed 

By gathering this information, the healthcare provider can better understand the infant's 

condition and determine the appropriate care and management plan. 

Classification of Sick Young Infants (Table 6.1.2) 

1. Possible Serious Bacterial Infection or Very Severe Disease 

If a young infant exhibits any signs listed in the pink row of the classification chart, they are 

categorized as having Possible Serious Bacterial Infection or Very Severe Disease. This 

classification indicates a high risk of serious conditions such as pneumonia, sepsis, or meningitis, 

which can quickly lead to mortality. Infants in this category require urgent hospital referral. Prior 

to referral, administer an intramuscular antibiotic (gentamicin) and, if the infant can swallow, 

provide an oral antibiotic (amoxicillin). It is essential to prevent hypoglycemia by offering 

breastmilk or sugar water, and if feeding is not possible, use a nasogastric tube. Additionally, 

ensure the infant is kept warm to prevent hypothermia. 
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2. Pneumonia 

Young infants presenting with fast breathing as the sole sign of illness may be classified as 

having Pneumonia, with treatment varying by age. Infants aged 7 to 59 days with fast breathing 

can be treated at home with oral antibiotics. Conversely, infants less than 7 days old displaying 

only fast breathing should be treated as having Very Severe Disease, necessitating pre-referral 

treatment and urgent hospital transfer. Follow-up on day 4 is critical for all treated infants to 

ensure improvement; if not, they must be referred for further care. 

3. Local Infection 

Infants diagnosed with Local Infection typically have an umbilical or skin infection. They can be 

treated at home with an appropriate oral antibiotic for 5 days, and caregivers should provide 

necessary home care. A follow-up visit in 2 days is crucial to assess the infection's progress, as 

local infections can escalate rapidly in young infants. 

4. Severe Disease or Local Infection Unlikely 

Infants with none of the signs associated with serious bacterial infection, very severe disease, 

pneumonia, or local infection fall under the classification of Severe Disease or Local Infection 

Unlikely. In this case, advise caregivers to provide home care while monitoring the infant's 

condition. 
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Table 6.1.2: Assess, Classify & Treat the Sick Young Infant: Age Up To 2 Months 
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Table 6.1.3: Management of PSBI & and Low Blood Sugar before Referral 
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Table 6.1.4: Oral Treatment of Young Infant (Pneumonia & Local Infection)  
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Table 6.1.5: Treat the young infant for Local Infection 

 

 

   


