Training Manual for Participants

Reproductive, Maternal, Neonatal and Child
Healthcare (RMNCH)

Khyber Pakhtunkhwa i Human Capital Investment Project (KP-HCIP) Health Department

ADAPTED FROM THE GUIDELINES OF PCPNC & IMNCI




Activity:

Project Name:

Sponsored by:

Implemented by

Reproductive, Maternal, Neonatal and Child Healthcare

(RMNCH)

Khyber PakhtunkhwalumanCapital Investment Project

(KP-HCIP)

World Bank

Department of Health, Khper Pakhtunkhwa, Pakistan



Map of Pakistan

Source: PDHS 2018 survey

Khyber
e
A Pakhtunkhwa .

Federally
Administered
Tribal Areas

AFGHANISTAN

Azad Jammu
and Kashmir

INDIA




CHAPTER ONE:
CHAPTER TWO:

Session 2.1:

Session 2.2:

CHAPTER THREE:

CHAPTER FOUR:

CHAPTER FIVE :

CHAPTER SIX:

Session 6.1

Session 6.2;

Session 6.3:

CHAPTER SEVEN

Session 7.1

Session 7.2

Session 7.3

Session 7.4

Session 7.5

Session 7.6

Overview of Maternal and Child Health in Pakistan

Maternal Care during Pregnancy

Comprehensive Antenatal Care

Recognizing danger signs

Care During Delivery

Postnatal care

PostnataNewborn Care

Management of Sick Young Infant (up to 2 months)
Management of PSBI (Pob$® Serious Bacterial Infection
Pneumonia & Local Infection)

Management of Jaundice Biarrhea in Young Infant
Management of Feeding Problems in Young Infants

Management of 2 Months to 5 Years Sick Child

18

28

50

63

74

76

85

92

107

Management of Very Severe Disease & Pneumonia in Sick Child

Management of Dehydration in Sick Child

(2 months to 5 years of age group)
Management of Fever, Ear Problem & Anemia
Assessing Nutritional Status of Sick Child
Follow-up Care

Routine Essential Immunization

123

133

151

167

189



Acronyms:

ANC
APH
BMI
CHW
CMW
HMIS
IDA
IFA
IMR
LBW
LHV
LHW
MDGs
MHS
MMR
RMNCH

MoNHSR&C

MUAC
NMR
NNS
PANS
PDHS
PPH
PSBI
PNC
RMNCAH
SDGs
UNICEF
WHO

Antenatal care

Ante partum Hemorrhage

Body mass index

Community health worker

Community midwife

Health Management Information System

Iron deficiency anemia

Iron and folic acid

Infant Mortality Rate

Low birth weight

Lady Health Visitor

Lady Health Worker

Millennium Developmental Goals

Maternal Nutrition Strategy

Maternal Mortality Ratio

ReproductiveMaternal, newborn and child health

Ministry of National Health Services, Regulations and Coordination
Mid-upper arm circumference

Neonate Mortality Rate

National Nutrition Survey

Pakistan Adolescent Nutrition Strategy

Pakistan Demographic Health Survey

Postpartum Hemorrhage

Possible Serious Bacterial Infection

Postnatal care PPC Preconception care

Reproductive, maternal, newborn, child and adolescent health
Sustainable Development Goals

United Nat.
World Health Organization

ons Childrendés Fund

WASH



The Khyber Pakhtunkhwa Department of Health (Dasidedicated to :
achieve Universal Health Coverage (UHC) for the people of province -

W

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

Recognizing the importance of maternal and child health (MCH), [t
department prioritizes improving maternal and newborn health indic

To support this initiative, the&Khyber Pakhtunkhwa Human Capitai
Investment Projechas 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 Ilinesses (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, ensuringjhadity training and improved

care for mothers and newborns. The-B®H 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 teaniKBfHCIP 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



As we embark on the Human Capital Investment Project in Kh

Pakhtunkhwa, | am excited to emphasize the vital role that health plays i
community's overall development. This initiative is not just about impro
healthcare systems; it's about investing in the most valuabteurcewe
have: our people. A healthy population is the cornerstone of a prosp
society, and through this project, we aim to empower individuals and fa

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 encompas#es bestpractices, innovative strategies, and
evidencebased 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.

| urge each of you to play your valuable role towgrds o pHeatld. $ogether, 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



| would like to take a moment to highlight the recent developme

in our ongoing efforts to achieve Universal Health Coverage (Ut
in Khyber Pakhtunkhwa, particularly in the realm of maternal ¢
child health (MCH). The Khyber Pakhtunkhwa Department
Health has always prioritized the enhancement of maternal
newborn health indicators and to support this initiative, | fugid

support to develop the Reproductive, Maternal, Newborn, and Cf
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 llinesses (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 cateren

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



As the Project Director of the Khyber Pakhtunkhwa Human Cag

Investment Project (KPHCIP), | am pleased to outline our ambiti
goals and objectives, which are fundamental to transforming
healthcare landscape. Our project aims to strengthen primary
secondary health care facilities and establish robust referral sy —
throughout the continuum of care. By focusing on the utilizatiorg
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.

| am pleased to introduce this training module on Reproductive, Maternal, Newborn, and Child
Health (RMNCH), developed with the support of the World Baltkis module is designed to
equip healthcare providers with the essential knowledge and skills to deliveguatity care in
alignment with the Pregnancy, Childbirth, Postpartum and Newborn Care (PCPNC) and
Integrated Management of Neonatal and Childhood llinesses (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



The Khyber Pakhtunkhwa Health Capital Investment Project (|

HCIP) is dedicated tadvancing healthcare services throughout
region, ensuring that every community has access to quality ca
envisaged in Universal Health Coverage (UHC). This initiative is
result of a remarkable collaboration among the Khyber Pakhtunk
Government, the Health Department, development partners,
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 higlquality 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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In recent times there has been considerable focudlaiarnal and Child Health (MCH) as it
remains a critical global priority, reflecgndeep disparities between higimd lowincome
countriest. While progress has been made in reducing maternal and child mortality rates, over
800 women still die each day due to preventable pregrataied complications, and millions

of children, especially in lowesource settings, die from diseases such as pneumonragdiar

and malarig. Sub-Saharan Africa and South Asia face the highest burflematernal 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

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 COVAD® 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-veihg globally?.

In Pakistan, maternal and child hedtlees 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 attendant$fjicresut prenatal carand a lack

of emergency obstetricesvices in ruralareas®. Infant and child mortality rates are also high,
driven by malnutritiondiarrhea, pneumonia and infectious diseds@se 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 thep r o v i alenen@d child mortality rates as compared to other regions of the
country. Factors such as inadequate vaccination coverage, poor maternal health services and
sociceconomic disparities exacerbate the wvulnerability of children. Additionally, recurrent
natural disasters and conflict have disrupted healthcare services, further impacting child health

outcomes.
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TRAINING MATERIAL:

1 Thistrainingmoduleal ong wi t h part i etwip beprovided tcheachd out s
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 foestraitie

background experience in Primary Health Care system.

The Objectives of this Training are:

1. Enhance Quality of Primary Healthcare Servicésiprove 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 postnataindare
efficient referrals to ensure better mother and child heakhwell as immunization,
nutrition and family planning

2. Strengthenindduman Resources for HealtBuild the capacity of healthcare providers in

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

Expected Outcomes

At the end of the training oReproductive, Maternal, Neonatal a@thild Health (RMNCH),
participants are expected to demonstrate enhanced knowledge and practical skills required for
antenatal care, care during delivery, postparanchchild care. They will be equipped to identify

and address common health issues affecting mothers and children, implement evicence
practices, and effectively communicate with local communities about health promotion and
disease prevention. Ultimately, the main aim of this trainirtg {groducea skilledworkforce to
improve health outcomes and ensuring the viing of mothers and children in their

communities.



CHAPTER ONE

Overview of Maternal and Child Health in Pakistan




Chapter One

Status of Maternal and Child Health in Pakistan
Key Facts:

The provision of health services to the vast population has steadily improvkd iastfew
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 per Paki s-18ands |

Demographic Health Survey (PDHS)some of the key facts are:
1 In Pakistan, a estimated 66%f the deliveries are occurring in healthcdaeilities.
PDHSSurvey findingsshow69% deliveries were attended by skilled birth attendants.
1 Only half (51%) of women had 4 or more Antenatal visits.
1 Pakistan maternal mortality ratfMMR) is 186/100,000 live births.

1 Paki stands SDGO0s target to decrease MMR by

1 Paki stands neonatal mortality rate (NMR) i
T Pakistandés infant mortality rate (I MR) i s
T Pakistandéds under 5 years age mortality is

1 The SDGstargetto decrease NMR and under 5 year mortality by 2030 is 12/1000 and
25/1000 live births respectively.
1 Diarrhea and pneumonia are major causes of death in children under five. While diarrhea

can be effectivelyreated with ORS, only about &/of affected childen received it.



1.1Introduction:

The health and welbeing of mothers andhildren 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 . Maternal health is a vital sign of women's social status and their denisking

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’.

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. More than half of these deaths could be pméa@ through evidendeased,
costeffective interventions such as universal immunization, improved childcare practices,
antibiotics, and micronutrient supplementation. In |a8td@-cades, Pakistan reduced urfdey
mortality; however, challenges remain, including gaps in develomnamatgrans coverage and
ongoing health inequities, which contribute to high rates of ufider infant and neonatal

mortality °.

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.

1.2Maternal & Child Morbidity and Mortality in Pakistan

With respect to morbidity data, more than halftloé diseasdurden in lower soci@conomic

and marginalized groups is comprised of poor maternal health, communicable diseases and under
nutrition especially in less than 5 years aje group ®¥. The country is having highest
prevalence of under nutrition, micratrient deficiencies, low birth weight babies and stunting

(low weight for height) in Soutisia. *® Pakistan is one of the 24 developing countries with

more than 10% wasting rates for childrép.



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 lifle-threateningnfectious disease®®.

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 (PDH8)e 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" modél”, which emphasizes the critical points at which delays in care can lead

to negative outcomes.

Factors Affecting Utilisation and
Cutcome Phases of Delay

Socioeconomic/Cultural Factors| |
PHASE I:

——| Decision to Seek Care

v

Accessibility of Facilities ——  PHASE II:

Identifying and Reaching
Medical Facility

Quality of Care —_— w

PHASE Il:
Receipt of Adequate and
Appropriate Treatment

Source: Thaddeus, S., D. Maine. 1994. Too Far to Walk: Maternal Mortality in Context. Journal of
Social Science Medicine, Vol 38: 1091-110

Figure 1.1: 3-Delays Model:



Causes of maternal mortality

Abortion

Indirect causes
27%%

Haemorrhage
27%

Other direct
causes
10%

Hypertension
148%

Figure 1.2: Global Causes of Maternal Mortality

Maternal Causes of Death in Pakistan

% distribution of causes of death among women age 15-49 in the 3 years before the survey,
PMMS 2019
Pregnancy with
abortive
outcome
10%

Hypertensive Pregnancy-
related infection
6%
Indirect non-
obstetric Obstetric
4% haemorrhage
41% NOTE: Excludes Azad fammu and

Kashmir (AIK) and Gilgit Baltiston (GB)

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)®
1.3 International Commitments:

Millennium and Sustainable Development Goals (MDGs & SDGS)

The Millennium Declaration was adopted by the UN General AssemBgptember 2000 when

the UN member states and the development partners set developmental goals in 8 priority areas,
to be achieved by 2018%. These goals were called Millennium Development Goals (MDGSs)

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 whhe remainingMDGs (water,

sanitation and nutrition) were indirectly linked to health seéfor

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 healthrelatedgoals 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 apparétt. Overall, Pakistan failed to achieve MDGs tard&tsas shown

in (Table 1.1)



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

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 ACTIEYEE
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 189 who had given birth during 100 Failed

last 3 years and made at least one antenatal consuli

In September 2015, the new development agenda terméd2a@ 30 agenda f or Su
Devel op me nwas adptedl bg the United Nations (UN) General AssefiBlyin 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 partnerS8ip One of the 17 goals (Goal
and promoteweb ei ng for all at all ageso) has been s
is associated with 13 targét&*?)

The Pakistan Demographic and Health Survey of 28 indicated notable improvements in
several health indicators, including immunization coverage, antenatal care, skilled birth
attendance, and reductions in unfiee and neonatal mortality rates. While the maternal
mortality ratio has also shown some improvement but still remains one of the highest in the
region %, Although Pakistan is positioned to achieve the Sustainable Development Goals
(SDGs), significant efforts across all levels of the health system are still needed.



The COVID19 pandemic has exacerbated existing challenges, particularly in maternal,
newborn, and child health, as outpatient services were suspended by provincial governments,
highlighting critical accessibility issué¥). Data from the District Health Information System
revealed declining trends in antenatal care, institatiodeliveries, family planningand
consultations for newborn care, as well as a drop in routine immunization for children unde

five (15),

The KRMICS 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

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 (age§% months) 43
Childhood Diseases

Children under fivevith 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 withntibiotics 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.



CHAPTER TWO

Maternal Care during Pregnancy

2.1 Comprehensive Antenatal Care




Comprehensive Anteratal Care

Key Facts:

f Antenatal Care: According to Pakistan Demographic Health Survey $018
(PDHS2018),86% of women who gave birth receivatlleast on@antenatal care (ANC)
from a skilled provider, marking a J&ercentaggoint increase since 2043.

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

1 Components of Antenatal Cardmong those receiving ANC, 89% reported having their

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

1 Counseling during Antenatal Car®uring 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.

1 Protection against Neonatal Tetandsl immunization coverage 89%

1 Recognizing Potential Complications during Antenatal AssessmeéuBsiplications

could be Ante Partum Hemorrhage, feampsiaeclampsialnfections

1C



2.1Introduction:

Antenatal visits are a crucial aspect of maternal and child health, particularly in Pakistan, where
the healthcare system faces numerous challeg@sese 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®. 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 decisiormaking 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 checkips, or prenatal visits, are crucial for several reasons:

1. Monitoring Health Regular checlu p s help monitor t he mot h.
development of the fetus. Healthcare providers can detect complicated pregnancy in early

stages.

2. Preventing ComplicationsEarly identification of complications such as gestational
diabetes or preclampsia can lead to timely interventions, reducing risks for both mother
and baby.

11



3. Vaccinations and Supplemeni&hese 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 CounselingAntenatal visits offer valuable education on nutrition,
exercise, labor delivery optiomsd counseling on Post Partum Family Planniveping

mothersto-be feel more prepared.
2.2 Antenatal Visits Consultations:

It is advised to havat leastfour antenatal visits for uncomplicated pregnancies. If a woman
starts attending chealps in the sixth month or later, aim to have at least two appointments
before the baby is born.

Table 2.1.1: WHO RecommendedAntenatal Visits Schedule for Normal Pregnancies

Routine antenatal care visits/contacts

WHO FANC model (OLD) 2016 WHO ANC model (NEW)

First trimester
Visit: 8-12 weeks Contact 1: up to 12 weeks
Second trimester
Visit: 24-26 weeks Contact 2: 20 weeks

Contact 3: 26 weeks
Third trimester

Visit: 32 weeks Contact 4: 30 weeks
Contact 5: 34 weeks
Visit: 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.

12



2.3 Refer to WHO guidelires on Antenatal Care (Participant Handout 2

Routine Work in 15t 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, infecttm)
v. Surgical History (Gsection 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, burnmigturition, blurring

of vision, headachetc)
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 whe€he 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 atefiuil 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 {ea#icipant 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 theorresponding 4@veek 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 WeightandBlood Pressune
e. Look: (Anemia OedemaAbdominal ScaandFetalHeart Sounds)
f. Estimate (size of uterus) via bimanual examination

i. 7 weeks----A Chicken Egg size

ii. 10 weeks---A Orange size

iii. 12 weeks---A Fundus extension beyond synygls pubis

d. Measuring Fundal Height:

Starting from thesecond trimester, the uterus can be f
through abdominal palpation. Fundal height, which is 1
distance from the upper edge of the symphysis pubi

the fundus, can be measured at this stage as show

following figure.

Figure 2.1.1:
Measuring Fundal Height
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a. Gestational Age Estimation

Estimation of gestational age becomes increasingly approximpteg@sancy
progresses. As a rough guide:

Table 2.1.2: Fundal Height and LMP

Fundal height Weeks since last menstrual period

20cm 18 - 22 weeks LMP
24 cm 22 - 26 weeks LMP
28 cm 26 - 30 weeks LMP
32 cm 30 - 34 weeks LMP
34 cm 33 weeks LMP to term

Table 2.1.3:Routine Tests Required

Malaria In endemic areas, perform a rapid test even if there are no
symptoms.

HIV Offer a test to all women who do not know their HIV status.

infection Perform rapid tests according to the standard algorithm. Testing

cannot be peformed without the patient’s consent. If it was

not performed during an antenatal consultation, it should be
performed at delivery.

If possible, evaluate the immunological status (CD4 count) if
seropositivity is detected, or at the first antenatal consultation for
women who already know that they are HIV positive.

Anaemia Measure haemoglobin (HemoCue).
Hb levels defining anaemia are < 11 g/dl (first and third trimester)
and = 10.5 g/dl (second trimester).
If it was not measured during an antenatal consultation, it should
be measured at delivery.

Urinary Test for asymptomatic bacteriuria, even if there are no symptoms
tract (urinalysis with reagent test strips).
infection 15



Table 2.1.4:Dietary Supplementation®®;

WHO antenatal care recommendations for nutrition

Dietary intake interventions Micronutrient supplementation interventions®

* Counselling on healthy eating and keeping * Daily oral iron and folic acid supplementation

hysically active ) ‘ .
physically * |ntermittent oral iron and folic acid

* Nutrition education on increasing daily supplementation (context-specific)
energy and protein intake in undernourished

* Daily calcium supplementation (context-specific)
populations (context-specific) / P P

. * Vitamin A supplementation (context-specific)
* Balanced energy and protein dietary
supplementation in undernourished * Zinc supplementation (context-specific)

populations (context-specific) * Multiple micronutrient supplementation (context-

* Lowering daily caffeine intake during pregnancy specific)”!
(context-specific)

Notes: (a) Vitamin Bé (pyridoxine), vitamins E and C, and vitamin D supplementation are currently not recommended.

(b) Antenatal multiple micronutrient supplementation that includes iron and folic acid is recommended in the context of rigorous
research (implementation research and controlled clinical trials).
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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. Thedfisst 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

At the first visit to healthcare services or as soon as possible durinc
pregnancy.

At least four weeks after the first dose of the vaccine and at least tw
weeks before the expected delivery date.

At least six months after the second dosthefvaccine or during the
subsequent pregnancy
At least one year after the third dose of the vaccine or during a futu

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

subsequent pregnancy.

0%

80%

95%

99%

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 visitslook for associagd risk factorsand 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;

1 Identify Key Danger SignsParticipants will be able to list and describe critical danger
signs during antenatal checkups, including symptoms related to maternal and fetal health.

1 Assess Risk FactordParticipants 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 whikes 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 -ask pregnancies enables healthcare teams to educate expectant
mothers about warning signs and empower them to seek timely medical assistance. During

history taking the followingconsiderations must be kept in mind;

o0 Breech presentation, especially in primiparous women

o

A history of intrapartum intrauterine fetal death or death within the first day of life
increases the risk of recurrence.

Previous hemorrhage during delivery raises the risk of recurrence and maternal mortality.
A history of forceps or vacuwassisted delivery contributes to the risk of recurrence.
Women with a height of less than 1.50 m are at risk for cephalopelvic disproportion.

Primiparous women face a higher risk of obstructed labor.

© O O O 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.

0 A history of vesicovaginal fistula.

o0 A history of symphysiotomy.

o A history of third or fourth degree perineal tears.

A

Note:Ref er to Participantds handout no 5 (a, b)
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Table 2.2.2:Assessment of female with danger signs:

A person responsible for initial reception of women of childbearing age and newborns seeking care should:
= Assess the general condition of the care seeker(s) immediately on armival

= Periodically repeat this procedure if the line is long.

* Assess for general mental health

If a woman is very sick, talk to her companion.

ASK, CHECK, RECORD LOOK, LISTEN, FEEL

* Why did you come? » |s the woman being wheeled or
—for yourself? carried in or:
—for the baby? = bleeding vaginally

* How old is the baby? = convulsing

* What is the concern? = looking very ill

* unconscious

» in severe pain

= in labour

= delivery is imminent

SIGNS CLASSIFY TREAT

If the woman is or has: EMERGENCY * Transfer woman to a treatment room for Rapid
= unconscious does not answer FOR WOMAN * Assessment and Management

= convulsing * Call for help if needed.

= bleeding * Reassure the woman that she will be taken

= severe abdominal pain or looks very ill care of immediately.

= headache and visual disturbance = Ask her companion to stay.

= severe difficulty breathing

= fever

severe vomiting.

imminent delivery or LABOUR = Transfer the woman to the labour ward.
* labour = Call for immediate assessment.
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Table 2.2.3: Rapid Assessment and Emergentjanagement:

FIRST ASSESS
EMERGENCY SIGNS MEASURE

Do all emergency steps before referral

AIRWAY AND BREATHING

= Very difficult breathing or = Count respiratory rate
" Central cyanosis

CIRCULATION (SHOCK)

» Cold moist skin or = Measure blood pressure

= Weak and fast pulse = Count pulse
* Manage airway and breathing This may be pneumonia, severe
= Refer woman urgently to hospital anaemia with heart failure,

obstructed breathing, asthma.

If systolic BP less than 90 mmHg or pulse more than 110 per minute:  This may be haemorhagic shock,
= Position the woman on her left side with legs higher than chest. SPK B0k
= Insert an [V line

= Give fluids rapidly Use anti-shock garments if available and woman is delivered.
« If not able to insert peripheral IV, use altemative

« Keep her warm (cover her).

= Refer her urgently to hospital
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Table 2.2.4: Assess and Classify PrEclampsiaand Eclampsia

ASK, CHECK, RECORD LOOK, LISTEN, FEEL

= Blood pressure at the last visit * Measure blood pressure in
= Headaches sitting position.

» Blurring of vision = |f diastolic blood pressure is
= Epigastric pain more than 90 mmHg, repeat

after 1 hour rest
= |f diastolic blood pressure is still
mare than or equal fo

110mmHg.
Ask the woman if she has:
- severe headache
= blurred vision
- epigastric pain
= check protein in urine.
SIGNS CLASSIFY TREAT AND ADVISE
= Diastolic blood pressure SEVERE = Give magnesium sulphate
more than or equal to 110 PRE-ECLAMPSIA = Give appropriate anti-hypertensives
mmHg and 3+ proteinuria. OR = Revise the birth plan
= Diastolic blood pressure more o iRake o I
than or equal to 110 mmHg urgently to hospita
on two readings and 2+
proteinuria, and any of:
- headache
- blurred vision
- epigastric pain
= Diastolic blood pressure PRE-ECLAMPSIA * Revise the birth plan
90-110-mmhHg on two readings Refer to hospital.
and 2+proteinuria.

= Diastolic blood pressure more  HYPERTENSION
than 90 mmHg on 2 Readings.

Advise to reduce workload and to rest.
Advise on danger signs

Reassess at the next antenatal visit /
contact or in 1 week if more than 8
months pregnant.

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

Advise on no added salt intake

* None of the above. NO HYPERTENSION

* No treatment required.
* Routine antenatal care
» Advice to stop cola drinks and reduce

intake of tea and coffee to reduce
intake of caffeine
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Table 2.25: Assessment and Management of Bleeding during Antenatal Period

ASK, CHECK, RECORD LOOK, LISTEN, FEEL
= When did bleeding start? = Look at amount of bleeding.
= How much blood have you lost? = Note if there is foul-smelling
= Are you still bleeding? vaginal discharge. .
» Is the bleeding increasing or = Feel for lower abdominal pain.

decreasing?
= Could you be pregnant? .
= When was your last period?
= Have you had a recent abortion?
= Did you or anyone else do
anything to induce an abortion?
= Have you fainted recently?
= Do you have abdominal pain?
= Do you have any other concerns
to discuss?
= Did you have a fall or injury?

= Feel for fever. If hot, measure

temperature.
Look for pallor.

SIGNS CLASSIFY TREAT AND ADVISE
= Vaginal bleeding and any of: COMPLICATED ABORTION = Insert an IV line and give fluids
= Foul-smelling vaginal discharge = Give paracetamol for pain
= Abortion with uterine = Give appropriate IM/IV antibiotics
manipulation = Refer urgently to hospital
= Abdominal pain/tenderness
= Temperature >38°C.
® Light vaginal bleeding THREATENED = Observe bleeding for 4-6 hours:
ABORTION - If no decrease, refer to hospital.
- |f decrease, let the woman go home.
- Advise the woman to retum immediately if
bleeding increases.
= Follow upin 2 days
= History of heavy bleeding but: COMPLETE ABORTION = Check preventive measures

- now decreasing, or
- no bleeding at present.

= Advise on self-care

* Advise and counsel on family planning

* Advise to return if bleeding dose not stop
within 2 days

= Two or more of the following signs: ECTOPIC PREGNANCY

= abdominal pain
= fainting

- pale

= very weak

= |nsert an |V line and give fluids
= Refer urgently to hospital
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Table 2.2.6: Assessment &lanagement of Anemia

ASK, CHECK, RECORD LOOK, LISTEN, FEEL

= Do you tire easily? On first visit:
= Are you breathless (short of breath) * Measure hemoglobin

during routine household work?

On subsequent visits:

= Look for conjunctival pallor.

= Look for palmar pallor. If pallor:
-+ |s it severe pallor?
—+Some pallor?
= Count number of breaths in 1

minLte.
SIGNS CLASSIFY TREAT AND ADVISE
« Hemoglobin less than 7-g/dI. SEVERE = Revise birth plan so as to deliver in a facility with
AND/OR ANAEMIA blood transfusion services
« Severe palmar and conjunctival = Give double dose of iron (1 tablet twice daily)
pallor or for 3 months

« Any pallor with any of
= more than 30 breaths per minute

= Counsel on compliance with treatment
= Follow up in 2 weeks to check clinical progress,
test results, and compliance with treatment.

—* tires easily = Refer urgently to hospital
—* breathlessness at rest

= Hemoglobin 7-11-g/dl. MODERATE ANAEMIA = Give double dose of iron (1 tablet twice daily)
OR for 3 months

= Palmar or conjunctival pallor.

= Counsel on compliance with treatment

= Give appropriate oral antimalarial if not given
in the past month

= Reassess at next antenatal visit (4-6 weeks). If
anaemia persists, refer to hospital.

* Haemoglobin more than 11-g/dI. NO CLINICAL
= No pallor. ANAEMIA

= Give iron 1 tablet once daily for 3 months
= Counsel on compliance with treatment

24



Table 2.27 (a): PostAbortion Care

Advise on self-care

= Rest for a few days, especially if feeling tired.
= 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 if delay (6 weeks or more) in resuming menstrual periods.

Advise and counsel on family planning

= Explain to the women that she can become pregnant soon after the abortion - as soon as she hat
sexual intercourse - if she does not use a contraceptive:
= Any family planning method can be used immediately after an uncomplicated first trimester
abortion.
— |f the woman has an infection or injury: delay IUD insertion or female sterilization until healed.

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 h
directly. (The decision-making tool for family planning clients and providers for information on
methods and on the counselling process)

= Counsel on safer sex including the use of condoms if she or her husband are at risk of sexually
transmitted infection (STI), Hepatitis B, Hepatitis C or HIV
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Table 2.2.7 (b): PostAbortion Care

Provide information and support after abortion

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 concems.

= Facilitate family and community support, if she is interested (depending on the circumstances,
she may not wish to involve others).

— Speak to them about how they can best support her, by sharing or reducing her workload,
helping out with children or simply being available to listen.

— Inform them that 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 importance of family planning and advise on Healthy Timing and Spacing
of Pregnancy (HTSP) and to avoid pregnancy for the next 6 months.

= |f 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.

= |f the woman discloses violence or you see unexplained bruises and other injuries which
make you suspect she may be suffering abuse refer to

= Counsel on safer sex including use of condoms if she or her husband are at risk for STI,
Hepatitis B Hepatitis C or HIV

Advise and counsel during follow-up visits

If threatened abortion and bleeding stops:
» Reassure the woman that it is safe to continue pregnancy.
» Provide antenatal care

If bleeding continues:
Assess and manage as in Bleeding in early pregnancy/post-abortion care
= |f fever, foul-smelling vaginal discharge or abdominal pain, give first dose of
appropriate 1V/IM antibiotics
— Refer woman to hospital.
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Table 2.2.8:Check for Diabetes, Blood Group and Rh Factor

ASK, CHECK, RECORD

LOOK, LISTEN, FEEL

AT FIRST VISIT
» Have you ever been tested for diabetes mellitus?

-
—r

Does anyone in your family have diabetes?
Have you ever been diagnosed with diabetes

in pregnancy?

If not, perform strip test on glucometer
If facility not available, refer to hospital
for testing

=+ Have you ever had an unexplained still birth?
=+ Have you ever delivered a baby weighing
more than 4kg?
= Have you ever had excessive liquor in any
pregnancy?
- Have you ever had baby with congenital
abnormality?
= Do you know your blood group? check blood group/Rh status
= [f the answer is No
=+ [f YES: check results
AT 6 TO 7 MONTHS
= Repeat test for diabetes
SIGNS CLASSIFY TREAT AND ADVISE
= RBS more than 200mg/dl DIABETES - Refer o hospital
= RBS 150-200mg/di POSSIBLE DIABETES ** Refer to Hospital
= RBS less than 150mg/dl  NO DIABETES -+ Reassure
« If mother Rh-negative RH-INCOMPATIBILITY - Refer o hospital
» Check husband blood group - Give information & explain
« Ifhusband Rh-postive reason for referral

= |f mother Rh-postive

*if mother Rh-negetive
=|f husband Rh-negetive

NO RI4INCOMPATIBILITY . Reassure

NO RH-INCOMPATIBILITY - Reassure
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CHAPTER 3

Session 3

Care during Delivery
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3.1 Introduction:

Every year, an estimated 300,00@thers die during pregnancy or laBdvlost 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 supgf@telivery 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:

1 Understand key safe delivery practices, including the importance of skilled birth
attendant role during childbirth, emergency preparedness, and the management of
common complications.

1 Recognize risk factors associated with safe delivery and identify warning signs during
labor that require immediate medical attention.

1 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 Additional Care

with moderately severe
(offered to all normal cases) ( y

disease)
o Care during labour and delivery

V Diagnosis of labour

V  Monitoring progress of o Treatment of
labour, maternal and fetal abnormalities and
well-being with partograph complications

V Providing supportive care (e.g. prolonged
and pain relief labour, vacuum

V Detection of problems and

S extraction; breech
complicationge.g.

malpresentations, prolonge UESEMETE,
and/or obstructed labour, episiotomy, repair of
hypertension, bleeding, anc genital tears, manu
infection) removal of placenta)

V Delivery and immediate
care of the newborn baby o Prereferral
initiation of breastfeeding management of
- Newborn resuscitation Serious

V Active management of

X complications
third stage of labour

(e.g. obstructed

o0 Immediate postnatal care of mothe labour, fetal distress

V  Monitoring and assessmen preterm labour,
of maternalwellbeing severe pefiand
prevention and detection of postpartum
complications (e.g. haemorrhage)

hypertension, infections,
bleeding,anemia

V Treatment of moderate pos
haemorrhagic anaemia

V Information and counselling

o Emergency
management of

on homeself-carg nutrition, complications if
safe sex, breast care and birth is imminent
family planning

V Postnatal care planning, o Support for the
advice on danger signs family if maternal
and emergency death
preparedness

0 Recording and reporting
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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 labowmntil 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.

Dilation in cm A

10
9
8 _|
7
B —
5_]
4
3
2

1
0 - Duration of labour

T 1 I | I in hour
123 45686 7 8 510112

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 partographvVeH@or
Labor Care Guidé@Participant Handout No 7 a,b,c,d and 8)
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1 Uterine Contractions:
o Increase in strength and frequency (initially 30 minutes apart, becoming e8ery 2

minutes).
o Each contractioran 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.

Normal labour

Obstructed labour

o % Bandls
LUS rng

elongated seriously
and overstretched;
thinned impending
LUs rupture

Figure322Mechani sm of Bandl 6s ring formn

32



Figure 3.3impending rupture: hourglassuteiuBandl s r i ngo

1 Patient's General Conditiorn
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.
1 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 14160 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 mecorstamed,

Dilation during the Active Phase
Cervical Dilation Monitoring

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

active phase.
T Vaginal Examinations. Check dilation every 4 hours if there are no complications.

T Warning Signs. If there is no progress in dilation between two examinations, it is a

warning sign. Action must be taken i f ther
o Artificial rupture of membranes (ARM)

o Administration of oxytocin
o Caesarean section, depending on the situation

1 finger =15 cm 2 fingers=3t03.5cm

Figure 3.4: Cervical Dilatation Estimation:
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Amniotic Sac

1 Rupture: The amniotic sac typically bulges during contractions and usually breaks
spontaneously after 5 cm of dilation or at full dilation during delivery.
1 PostRupture 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.
T Amniotic Fluid Color : Observe the color of the amniotic fluid:
o Clear
o Blood-stained
o Meconiumstained
T Meconium Monitoring : Meconium staining alone, withoan abnormafetal 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

1 Fetal Descent Assess fetal descent by palpating the abdomen, noting the portion of the
fetal head above the symphysis pubis before a vaginal examination.
T Vaginal Examination Checks In each examination, assess:
o Dilation
o Presentation
o Position

o Degree of fetal descent
Signs of Fetal Head Engagement
1 Engagement Indicators

The presenting part prevents the examiner's fingers from reatt@rgacral concavity (Figures

3.1.5a and 3.11. The presence of caput (swelling of the fetal head) may mislead engagement

35



assessmeniMeasure the distance from the fetal shoulder to the upper edge of the symphysis
pubis:

Not Engaged More than 2 finger widthabove the symphysis (Figure 8)5

Engaged Less than 2 finger widthebove the symphysis (Figure 8)5

Figure 35 (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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Head Engaged 3(8l): (Shoulder is less than 2 fingers above syysis)

Fetal Head Position

T Use reference points on the fetal skul |l t
which becomes clearer after membrane rupture and when dilation exceeds 5 cm.
1 Palpation Findings
o When the head is wellexed, the anterior fontanelle is not palpable; only the
sagittal and posterior fontanelles can be felt.
o The posterior fontanelle serves ataadmark for determining the fetal occiput,

helping assess fetal position.
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1 Head EngagementTypically, 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

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

T 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:

1 On her back
1 On her left side
T Squatting

Lying on left side Lying on back

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 usangteriletechnique (sterile gloves and singise

catheter).
Pushing Techniques

1 Natural Pushing: If labor is progressing well without fetal heart rate abnormalities,
allow the woman to follow her urge to push.
1 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.
1 Push Duration: Maintain expulsive effort for as long as possible, typically 2 to 3 pushes

per contraction.

Between Contractions
1 Encourage the woman to rest and breathe deeply.

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

Delivery Process

As the head descends:

1 The perineum stretches, becoming thinner.

1 The vaginal openindistends, and the labia spread apart, revealing the occiput.

Cephalic Presentation
1 In a normal cephalic presentation, the head typically emerges with the occiput anterior,
looking down, pivoting against the symphysis pubis.

1 The head moves into sligaktension during delivery.
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Support during Delivery
T 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.

T 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 aflelivery, 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 helpg#th 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 sideto-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 3.9Bringing the perineum under the chin

At the moment of delivery, the perineus often significantly stretchedHere aresomekey

considerations for managing this stage:

1. Control of Expulsion:

o Itis 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 Distensior

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 occipasterior delivery where perineal distension

is at its peak as shown in following figure.

42



Figure3.10: 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 bothands to support and guide its movement. Apply gentle downward traction

to help bring the anterior shoul der under t !
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.

)//’fr—:o

|

Delivery of the anterior shoulder: Delivery of the posterior shoulder:
exert downward traction until smooth upward traction
the shoulder appears

Figure3.11: Delivery of Shoulders
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c. Active Management of 3 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 higtk 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 afterbirth (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 saflelbirth checklist
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Table 32: Management of 3¢ Stage of Labour:

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:
= For emergency signs, using Rapid Assessment (RAM) * Breathing: listen for grunting, look for chest in-drawing and fast breathing
» Feel if uterus is well contracted. * Warmth: check to see if feetare cold to touch

* Mood and behaviour (distressed, anxious)
* Time since third stage began (time since birth).

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

DELIVER THE PLACENTA TREAT AND ADVISE IF REQUIRED
= Ensure 10-IU oxytocin IM is given, If not available give 3 tablets of misoprostad (200ug each) = |f, after 30 miuntes of giving oxytocin or misoprostol, the placenta in not
orally or sublingually delivered and the woman is NOT bleeding:
= Await strong uterine contraction(2-3 minutes) and deliver placenta by controlled cord -+ Emply bladder
traction: -+ Encourage breastfeeding
-+ Place side of one hand (usually left) above symphysis pubis with plam facing towards the —*Repeat controlled cord traction.
mother's umbilicus. This applies counter traction to the uterus during controlled cord traction. At * I Woman is bleeding, manage as on
the same time, apply steady, sustained controlled cord traction. = If placenta is not delivered in another 30 minutes (1 hour after delivery):
~ If placenta does not descend during 3040 seconds of controlled cord traction, release both cord ~ — Remove placenta manually
traction and counter traction on the abdomen and wait until the uterus is well contracted again. = Give appropriate IWIV antibiotic
Then repeat controlled cord traction with counter traction. * fin 1 hour unable to remove placenta:
= As the placenta is coming out, catch in both hands to prevent tearing of the membranes. ™ Refer the woman to hospital
= If the membranes do not siip out spontanecusly, gently twist them into a rope and move them up ~ — Insert IV line and give fluids with 20 IU of oxytocin at 30 drops per minute
and down to assist separation without tearing them. during transfer

DO NOT exert excessive traction on the cord.
DO NOT Squeeze or push the uterus to deliver the placenta.
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Table 33:  Urgent Referral required if female presents with following signs and

symptoms:
SIGNS CLASSIFY TREAT AND ADVISE
* Transverse lie OBSTRUCTED LABOUR = If distressed, insert an IV line and give fluids
antibiotics
= Constant pain between contractions.
= Refer urgently to hospital
= Sudden and severe abdominal pain
* Horizontal ridge across lower abdomen
* Labour more than.12 hours
* Rupture of membranes and any of: UTERINE AND » Give appropriate IM/IV antibiotics
Fever more than 38°C FETALINFECTION .« |f jate labour, deliver and refer to hospital
Foul-smelling vaginal discharge after delivery
* Plan to treat newborn
» Rupture of membranes at RISK OF UTERINEAND = Give appropriate IM/IV antibiotics
less than 8-months of pregnancy. FETAL INFECTION = I Ik ok delves
* Discontinue antibiotic for mother after delivery if no
signs of infection.
* Diastolic blood pressure more than PREECLAMPSIA = Plan to treat newbomn
90 mmHg. = Assess further and manage as on
* Severe palmar and conjunctival SEVERE AMAEMIA * Manage as on

pallor and/or hemoglobin less than 7g/dl.
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Table 34:  Management of Problems during Labour & Delivery

RESPOND TO PROBLEMS DURING LABOUR AND DELIVERY

ASK, CHECK RECORD  LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT AND ADVISE
IF FETAL HEART RATE (FHR) less than110 or more than150 BEATS PER MINUTE
= Position the woman on her left side, = Cord seen at vulva. PROLAPSED CORD = Manage urgently as on
= |f membranes have ruptured, look at
wulva for prolapsed cord. = FHR remains more than150 or = |f eary labour:
= See if liquor was meconium stained. less than 110 beats/min BABY NOT WELL -+ Refer the woman urgently to hospital
= Repeat FHR count after after 30 minutes observation. =+ Keep her lying on her left side.
15 minutes. = |flate labour:
= Call for help during delivery
- Monitor after every contraction. If FHR does not
return to normal in 15 minutes explain to the
woman (and her companion) that the baby may
not be well.
- Prepare for newbomn resusctation
= FHR retums to nomal. BABY WELL = Monitor FHR every 15 minutes.
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Table 35: If Prolapsed Cord: The cord is visible outside the vagina or felt in the vagina
below the presenting part

ASK, CHECK RECORD

LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

= Look at or feel the cord gently for
pulsations.

= Feel for transverse lie.

= Do vaginal examination to
determine status of labour.

TREAT

= Transverse lie

= Cord is pulsating

= Cord is not pulsating

OBSTRUCTED LABOUR

FETUS ALIVE

FETUS PROBABLY
DEAD

= Refer urgently to hospital

If early labour:

= Push the head or presenting part out of the pelvis
and hold it above the brim/pelvis with your hand on
the abdomen until caesarean section is performed.

= Instruct assistant (family, staff) to position the
woman's buttocks higher than the shoulder

= Or pass a Foley's catheter and fill the urinary bladder
with 300-500m sterile saline. Clamp the catheter.
This lifts the baby's head out of the pelvis.

= Refer urgently to hospital
= |f transfer not possible, allow labour to continue.

If late labour:
= Call for additional help if possible (for mother and baby).
= Prepare for Newborn resuscitation
Ask the woman to assume an upright or squatting.
position to help progress.
= Expedite delivery by encouraging woman to push
with contraction.

= Explain to the parents that baby may not be well.

= Manage as for alive baby.
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Table 36: If Breech Presentation

SIGN TREAT

= |f early labour = Refer urgently to hospital

= If late labour = Call for additional help.
= Confirm full dilatation of the cervix by vaginal examination
= Ensure bladder is empty. If unable to empty bladder see Empty bladder
= 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 at edge of bed or onto her hands and knees (all fours position).
= When baby's buttocks are distending the perineum make an episiotomy.
= Allow buttocks, trunk and shoulders to deliver spontaneously during contractions.
= After delivery of the shoulders allow the baby to hang until next contraction.

= |f the head does not deliver = Place the baby astride your left forearm with limbs hanging on each side.
after several contractions = Place the middle and index fingers of the left hand over the malar cheek bones on either side to apply
gentle downwards pressure to aid flexion of head.
= Keeping the left hand as described, place the index and ring fingers of the right hand over the baby's
shoulders and the middle finger on the baby's head to gently aid flexion until the hairline is visible.
= 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 fiexion.

v [f trapped arms or shoulders = Feel the baby's chest for ams, if not felt
= Hold the baby gently with hands around each thigh and thumbs on sacrum
= Gently guiding the baby down, turn the baby, keeping the back uppermost until the shoulder which was
posterior (below) is now anterior (at the top) and the arm is released.
= Then turn the baby back, again keeping the back uppermost to deliver the other am.
= Then proceed with delivery of head as described above.

= |f trapped head (and baby is dead) = Tie a 1kgweight to the baby's feet and await full dilatation.
= Then proceed with delivery of head as described above.
NEVER pull on the breech
DO NOT allow the woman fo push until the cervix is fully dilated. Pushing too soon may cause the head to be

trapped.
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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-selfe 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, it
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-tbhmmdl. 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
countas 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:Ref er to part i SamplaRostpaitummRdcardt No 9 A
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WHO Recommended Protocols for Postpartum Period

Table 4.1:

Routine care
(offered to all women and babies)

Additional care
(for women and babies with moderately
severe diseases and complications)

Specialized - obstetrical and
neonatal care
(for women and babies with severe
diseases and complications)

Assessment of maternal wellbeing
Prevention and detection of
complications (e.g. infections, bleeding,
anaemia)

Anaemia prevention and control (iron
and folic acid supplementation)
Information and counselling on
nutrition, safe sex, family planning
and provision of some contraceptive
methods

Postnatal care planning, advice

on danger signs and emergency
preparedness

Provision of contraceptive methods

* Treatment of some problems (e.g. mild
to moderate anaemia, mild puerperal
depression)

* Pre-referral treatment of some
problems (e.g. severe postpartum
bleeding, puerperal sepsis)

 Treatment of all complications
Severe anaemia

severe postpartum bleeding
severe postpartum infections
severe postpartum depression
* Female sterilization
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4.2: Common Complications during Postpartum Period:

Following are the common complications of postpartum period.

L R A

Infections

Postpartum Hemorrhage (PPH)

Cracked nipples or mastitis, abscess

Postpartum Depression

Postpartum Recommended Checkups:

POSTPARTUM EXAMINATION OF THE MOTHER (UP TO 6 WEEKS)

Use this chart for examining the mother after discharge from a facility or after home delivery.
If she delivered less than a week ago without a skilled attendant, use the chart Assess the mother after delivery

Schedule for 4 recommended postnatal care (PNC) visits/contacts

Within first 24 hours
Day 3 (48-72 hours)

Day 7-14

Until day 42 (6 weeks postpartum)

ASK, CHECK RECORD

LOOK, LISTEN, FEEL

SIGNS

Sequence of postnatal Care (PNC) Visits / Contacts

* When and where did you deliver?

How are you feeling?

Have you had any pain or fever or

bleeding since delivery?

Do you have any problem with

passing urine?

Have you decided on any

contraception?

How do your breasts feel?

Do you have any other concerns?

Check records:

= Any complications during
delivery?

- Receiving any treatments?

= HIV status.

Any chronic disease

Any swelling in leg

* Measure blood pressure and
temperature.
= Feel uterus. Is it hard and round?

= Look at vulva and perineum for:
—tear

—swelling

—>pus.

Look at pad for bleeding and lochia.
= Does it smell?

= |s it profuse?

= Look for pallor.

= Look for swelling in leg.

= Mother feeling well.

= Did not bleed more than 250 ml.
= Uterus well contracted and hard.

= No perineal swelling.

= Blood pressure, pulse and
temperature normal.

= No pallor.

= No breast problem.

= |s breast feeding well.

= No fever or pain or concern.

= No problem with urination.

= No swelling in leg.

1= PNC 2nd PNC 3rd PNC 4th PNC
—~— ~ = —h —
£ g £ £
£ x 3 & 8
Day1 2 3 4 7-14 6weeks
Source: WHO 2013, Spector et ol. 2012
CLASSIFY TREAT AND ADVISE
NORMAL POSTPARTUM  « 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 and
family planning
= Refer for family planning counselling.
= Dispense 3 months iron supply and
counsel on compliance
= Give any treatment or prophylaxis due:
— tetanus immunization if she has not had
full course
= Promote use of impregnated
bednet for the mother and baby.
= Record on the mother's home-based maternal
record.
= Advise to return to health centre within 4-6 weeks.
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4.2.1Post Partum Hemorrhage

Postpartum hemorrhage (ekclskive bleeding>d ®00ml) nfellowinga s
childbirth. 6 1t is typically categorized as;

0 Primary PPH Occurringwithin the first 24 hours after delivery
0 Secondary PPH: Occurring between 24 hours and six weekdglnsry

Minor PPH: 5001000 ml
Moderate PPH: 1062000 ml

Severe PPH: 2000 ml or more

Risk Factors of PPH

Anemia
Over distended uterus
o Twins
o large baby
0 poly-hydramnios
Prolonged labor,
Ante partum hemorrhage (APH)
Severe preeclampsia or eclampsia
Prolonged intrauterine death
Cesarean section, previous cesarean deliv:

<<

<K<K

Causesof PPH:

Uterine Atony (most common cause)
Retained placenta or tissue

Tears in the uterus, cervix, vagina, or
perineum,

Coagulation disorders,

Uterine inversion, and

Infection (which can lead to delayed PPH).

< << <<
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Prevention of PPH:

< < < <

< < < <

Note

Antenatal Care

Treat Anemia

AMTSL (Active management of third stage of labour)
Uterotonics: Oxytocin (10 1U IV/IM)

o If Oxytocin not available:

A (Administer Ergometrine/ Met

excluding hypertension)

Controlled Cord Traction
Sustained Uterine Massage
Postpartum peabdominal uterine tone/ contraction assessment
Check

o Vaginal Bleeding (Calculate blood loss)

o Uterine atony

o BP & pulse

Close Monitoring (Every 15 minutes ifit hour)
: When SBA not available

1 Controlled Cord Traction (CCT) is not recommended
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PPH Management using Prevention, AMTSL, Early Detection & Bundle Approach

EMOTIVE
PPH Preventi Early detection of PPH to trigger Treatment |
ANC ;exven = blood loss of 500mls, or earlier at 300 mis + any abnormal sign HELP !
Anaemia, B
AMTSL

Uterine Massage * IVL&FluidsRL/NS * Establish Cause * More Oxytocics * Tranexamic Acid

| momo
mmm

Tears Rx Catheterize Bladder * Empty Uterus

32".«3“,/

“

Bimanual Compression * Aortic Compresslon Uterlne Balloon Tamponade * NASG Antishock

Blood Transfusion  * Surgery * Referral

~— Surgery ——

~

Uterine Artery Embolization * B-Lynch/ Buttress ‘"Ugadonofutorlm&OnrlanAmdos * Hysterectomy
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Recommended Protocols:

( Recommended timing: \
* Every 15 minutes from 0-1 hours after delivery
* Every hour from 1-4 hours after delivery
* Every 4 hours from 4-24 hours after delivery
* Conduct more thorough assessments at 1 hour and
discharge

\_ J

Recommended checks:

* Airway and breathing

* Circulation (blood pressure, pulse)

* Vaginal bleeding

* Uterine tone

* Consciousness/convulsions
=\

* Abdominal pain
* Temperature
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Table 4.2.2: Postpartum Infections:

ASK, CHECK RECORD LOOK, LISTEN, FEEL
|F HEAVY VAGINAL BLEEDIN

IF FEVER OR FOUL-SMELLING LOCHIA

* Have you had: = Feel lower abdomen and flanks
- heavy bleeding? for tenderness.
- foul-smelling lochia/ puerperal Look for abnormal lochia.
sepsis Measure temperature.

Look or feel for stiff neck.

Look for lethargy/altered mental
status.

= Assess for sign of organ
dysfunction/shock e.g.

= Heart rate > 90/min

- Resp rate > 22/min

= Systolic BP < 100 mmHg

= Urinary output < 30 ml

=+ burning on urination?

SIGNS CLASSIFY TREAT AND ADVISE

= More than 1 pad soaked in 5 POSTPARTUM = Give syntocinon/misoprostol/0.2 mg ergometrine IM |
minutes. BLEEDING = (ive appropriate IM/IV antibiotics
= Manage as in
Rapid assessment and management
= Refer urgently to hospital

= Temperature more than 38°C and  UTERINE ® Insertan [V line and give fluids rapidly
any of: INFECTION = Give appropriate IM/IV antibiotics
- very weak = Refer urgently to hospital

= abdominal tendemess

- foul-smelling lochia

= profuse lochia

= uterus not well contracted

- lower abdominal pain

- history of heavy vaginal bleeding.

= Fever more than 38°C and any of: UPPER URINARY TRACT = Give appropriate IM/IV antibiotics

= burning on urination INFECTION = Refer urgently to hospital
- flank pain.
= Give appropriate oral antibiotic
= Burning on urination. LOWER = Encourage her to drink more fluids.
URINARY TRACT = Follow up in 2 days.
INFECTION If no improvement, refer to hospital.
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Table 4.2.3 Postpartum Problems:

ASK, CHECK RECORD LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT
[E DRIBBLING URINE
= Dribbling or leaking urine. URINARY = Check perineal trauma.
INCONTINENCE = Give appropriate oral antibiotics for lower urinary
tractinfection
= [f conditions persists more than 1 week, refer the
woman to hospital-
IF PUS OR PERINEAL PAIN
« Excessive swelling of vulva or ;g:{;ﬁ:’- « Refer the woman to hospital.
perineum.
= Pus in perineum. PERINEAL = Remove sutures, if present.

IF FEELING UNHAPPY OR CRYING EASILY

= Pain in perineum.

INFECTION OR PAIN . Clean wound. Counsel on care and hygiene
= Give paracetamol for pain
= Follow up in 2 days. If inprovement, refer to hi3pital..

= How have you been feeling recently? Two or more of the following symptoms ~ POSTPARTUM = Provide emotional support.
» Have you been in low spirits? during the same 2 week period DEPRESSION = Refer urgently the woman to hospital
= Have you been able to enjoy the representing a change from normal: (Flll:;l_ll_\wél:(l;TER
things you usually enjoy? = Inappropriate guilt or negative
= Have you had your usual level of feeling towards self.
energy, or have you been feeling tired? = Cries easily.
= How has your sleep been? = Decreased interest or pleasure.
= Have you been able to concentrate = Feels tired, agitated all the time.
(for example on newspaper * Disturbed sleep (sleeping too much
articles or your favorite radio or too lite, waking early).
programers)? * Diminished ability to think or
concentrate.
= Marked loss of appetite.
= Any of the above, POSTPARTUM BLUES = Assure the woman that this is very common.

for less than 2 weeks.

(USUALLY IN FIRST WEEK) « Listen to her concerns. Give emotional

encouragement and support.
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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 cruciassesdor 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 frequentmanifestsas 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 welbeing 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 8week postpartum chealp. 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 scor@®efer to participant handout no 11: EPDS

scalg
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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 foHop: 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:

Screening should be conducted during the postnatal clinic \i6itfdeks after delivery).
The mother shouldircle the response that best reflects her feelings over the past week.
All ten items must be completed.

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

o A 0D PE

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

reading or understanding.

Table 4.2.4: Advise Mothers When to Return

Use this chart for advising on postpartum care on or For newborn babies see the schedule on
Encourage woman to bring her husband or family member to at least one visit.

Routine postpartum care visits Advise on danger signs
L " Advise to go to a hospital or health centre immediately, day or night,
FIRST VISIT within the first week, preferable within 2-3 days WITHOUT WAITING, if any of the following signs:

= vaginal bleeding:

SECOND VISIT 4-6 weeks — more than 2 or 3 pads soaked in 20-30 minutes after delivery OR
— bleeding increases rather than decreases after delivery.
= convulsions.
i el » fast or difficult breathing.
FOHOW UD VISItS for prOblemS = fever and too weak to get out of bed.
= severe abdominal pain.
If the problem was: Return in:
Fever 2 days Go to health centre as soon as possible if any Of the following Signs:
Lower urinary tract infection 2 days = fever
Perineal infection or pain 2 days = abdominal pain
Hypertension 1 week = feelsill
Urine incontinence 1 week = breasts swollen, red or tender breasts, or sore nipple
Severe anaemia 2 weeks = urine dribbling or pain on micturition
Postpartum blues 2 weeks = pain in the perineum or draining pus
HIV-positive Refer to PPTCT = foul-smelling lochia
Moderate anaemia 4 weeks
i i According to hospital instructions or according to national : :
;Li'zfye‘c’c;;;‘i’:;’t'i‘:; eyl frda tbieein ol ol Discuss how to prepare for an emergency in postpartum
If mother Hepatitis B positive Refer to hospital for baby's vaccination / Immunization = Advise to always have someone near for at least 24 hours after delivery to
If mother Hepatitis B negative Refer her & her baby to hospital for vaccination respondto any change in condition.
If mother tuberculosis positive Refer to relevant centre = Discuss with woman and her husband and family about emergency issues:

- where to go if danger signs

- how to reach the hospital

- costs involved

- family and community support.

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

Advise the woman to bring her home-based maternal record to the health
centre, even for an emergency visit.
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CHAPTER 5

Postnatal Newborn Care

63




Session 5.1: Immediate Newborn Care

Introduction:

The first twentyeight days of life, known as the neonaialiod, 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 lewand middleincome countries (LMIC) are nine times more

likely to die within the first month of life compared to those in kigtome 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 unfilee child mortality rate (USMR) of 67 deaths per
1,000 live births. Research indicates significant socioeconomic disparities and a notable
urbanrural 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 USMR to below 25 deaths per
1,000 live births by 2030 (SDG 3.2).

Postnatal immediate newborn care is crucial for ensuring the health arloewnegllof newborns.

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

and i mmedi at e assessment of t he newbornos
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;

1 Identify and explain the essential components of immediate newborn care, including
thermal protectiorearly breastfeeding initiatioeind newborn assessment.

1 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 applychlorhexidineon umbilical stump to prevent sepsis and neonatal tetanus.

Note: Refer to participant handout no 14: Newborn Birth Record Form

64



Table 5.1: Recommended Steps in Newborn Examination:
EXAMINE THE NEWBORN

Use this chartto assess the newborn after birth, classify and treat, possibly within an hour after birth; for discharge (not before 12 hours); and during the first week of life at
routine, foll p, or sick newborn visit. record the findings on the postpartum record [T,
Always examine the baby in the presence of the mother.

ASK, CHECK RECORD LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT AND ADVISE
Check maternal and = Assess breathing (baby mustbe = Normal weight baby WELL BABY If first examination:
newbom record or ask calm) (2500-g or moxe). = Ensure care for the newbom
the mother: -+ listen for grunting = Fealing well - suckling effectively = Examine again for discharge.
* How old is the baby? - count breaths: are they 30-60 8 times in 24 hours, day and night.
» Preterm (less than 37 weeks per minute? Repeat the count = No danger signs. If pre-discharge examination:
or 1 month or more early)? if elevated * No special treatment needs or = Immunize if due
* Breech birth? -+ look at the chest for in-drawing-  treatment completed, = Advise on baby care
» Difficult birth? = Look at the movements: are = Small baby feeding weil and gaining = Advise on routine visit at age 3-7 days
» Resuscitated at birth? they normal and symmetrical? weight adequately = Advise on when 1o retum if danger
» Has baby had convulsions? = Look at the presenting part — signs ‘
is there swelling and bruises? = Recorg in nome-based record.
Ask the mother: = Look at abdomen for pallor. = If further visits, repeat advices.
= Do you have any concerns? = Look for malformations.
*  How is the baby feeding? = Feel the tone is it normal?
s Feel for warmth, if cold, or
Is the mother very ill or very warm, measure temp . = Body temp: MILD = Re-warm the baby skin-do-skin
transferred? * Weigh the baby. 35-36.4°C. HYPOTHERMIA = If temperature not Asing after 2 hours, reassess
the baby.
= Mother not able to breastfeed MOTHER NOT ABLE = Help the mother express breast mik
due to receiving special TO TAKE CARE FOR BABY = Consider alternative feeding methods untl mother is
treatment. wel
= Mother transferred. = Prowde care for the baby ensure warmth

= Ensure mother can see the baby regulary.

® Transfer the baby with the mather # possdle.

® Ensure care for the baby at home.

Table 5.2:  Assess Prelerm, LBW or Twins:

EXAMINE THE NEWBORN

Use this chartto assess the newborn after birth, classify and treat, possibly within an hour after birth; for discharge (not before 12 hours); and during the first week of life at
routine, follow-up, or sick newborn visit. record the findings on the postpartum record [,
Always examine the baby in the presence of the mother.

ASK, CHECK RECORD LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT AND ADVISE
Check maternal and = Assess breathing (baby mustbe = Normal weight baby WELL BABY If first examination:
newbom record or ask calm) (2500-g or more). = Ensure care for the newbom
the mother: -+ listen for grunting = Fesling well - suckling effectively = Examine again for discharge.
* How old is the baby? -» count breaths: are they 30-60 8 times in 24 hours, day and night.
» Preterm (less than 37 weeks per minute? Repeat the count = No danger signs. If pre-discharge examination:
or 1 month or more early)? if elevated = No special treatment needs or = Immunize if due
* Breech birth? -» look at the chest for in-drawing-  treatment completed. = Advise on baby care
= Difficult birth? = Look at the movements: are = Small baby feeding weil and gaining = Advise on routine visit at age 3-7 days
» Resuscitated at birth? they normal and symmetrical? weight adequately = Advise on when 1o retum if danger
s Has baby had convulsions? = Look at the presenting part — signs
is there swelling and bruises? = Record in home-based record.
Ask the mother: ®= Look at abdomen for palior. = If further visits, repeat advices.
= Do you have any concemns? = Look for maformations.
»  How is the baby feeding? = Feel the tone: is it normal?
= Feel for warmth, if cold, or
Is the mother very ill or very warm, measure temperature. = Body temperature MILD = Re-warmthe baby skin-to-skin
transferred? * Weigh the baby. 35-36.4°C. HYPOTHERMIA = If temperature not Asing after 2 hours, reassess
the baby.
= Mother not able to breastfeed MOTHER NOT ABLE = Help the mother express breast mik
due to receiving special TO TAKE CARE FOR BABY = Consider alternative feeding methods unti mother is
treatment. wel

= Mother transferred.

Prowde care for the baby ensure warmth
Ensure mother can see the baby reguiady.
Transfer the baby with the mother f possile.
Ensure care for the baby at home.



IF PRETERM, BIRTH WEIGHT less than2500 gms OR TWINs

ASK, CHECK RECORD LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT AND ADVISE

= Baby just bom. » If this is repeated visit = Birth weight less than 1500g. VERY SMALL BABY = Refer baby urgently to hospital

= Birth weight assess weight gain = Very preterm less than 32 weeks = Ensure extra warmth during referral.
= less than1500 g or more than 2 months early).
1500 g to less than 2500 g.

= Preterm = Birth weight 1500g less than 2500g ~ SMALL BABY = Give special support to breastfeed the
= less than 32 weeks = Preterm baby (32-36 weeks small baby
=»33-36 weeks. or 1-2 months early). = Assisted Breast,milk feeding

= Twin. = Several days old and = Ensure addttional care for a small baby provide

weight gain inadequate. Kangaroo mother care
= Feeding difficulty. = Reassess daily
= Do not discharge before feeding well. Gaining
weight and body temperature stable.
= Twin TWIN = Give special support to the mother to breastfeed
twins
= Do not discharge until both twins can go home.

Check for Special Treatment Needs
ASK, CHECK RECORD  LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT AND ADVISE
Check record for = Baby less than 1 day old and RISK OF = Give baby 2 IM antibiotics for 5 days

special treatment needs membranes ruptured more than  BACTERIAL INFECTION = Assess baby daily

* Has the mother had 18 hours before delivery,

within 2 days of delivery
—» fever more than 38°C?
—>infection treated with antibiotics?
* Membranes ruptured more than 18 hours
before delivery?
Mother tested RPR-positive?
Mother tested HIV-positive?
=+is or has been on ARV
=*has she received
infant feeding counselling?
Is the mother receiving TB treatment
which began less than 2 months ago?

or
Mother being treated with

antibiotics for infection,

or

Mother has fever: more than 38°C.

Mother tested RPR-positive. RISK OF

= Give baby single dose of benzathine penicilin

CONGENITAL SYPHILIS = Ensure mother and husband are treated

= Follow up in 2 weeks.

= Mother known to be HIV positive RISK OF = Refer to PPTCT
HIV TRANSMISSION
Mothe treatment RISK OF = Give baby isoniazid propylaxis for 6 months
i bl TUBERCULOSIS = Give BCG vaccination to the baby only when baby's

less than 2 months before delivery.

treatment completed.
= Follow up in 2 weeks.
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Assess Breast Feeding

Assess breastfeeding in every baby as part of the examination.
If mother is complaining of nipple or breast pain, also assess the mother's breasts

ASK, CHECK RECORD LOOK, LISTEN, FEEL SIGNS CLASSIFY TREAT AND ADVISE
Ask the mother = Observe a breastfeed. = Suckling effectively FEEDING WELL s Encourage the mother to continue breast feeding on
= How is the breastfeeding going? If the baby has not fed in the = Breastfeeding 8 times in 24 hours demand
= Has your baby fed in the previous previous hour, ask the mother to on demand day and night

hour? put the baby on her breasts and
® Is there any difficuty? observe breastfeeding forabout ~ ® Not yet breastfed (first hours of life). FEEDING DIFFICULTY » Support exdusive breastfeeding
= |s your baby satisfied with the feed? 5 minutes. = Not well attached. " Help the mother fo initiate breastfeeding
= Have you fed your baby any other Kook = Not suckllng effectively. * Teach correct posttioning and attachment

foods or drinks? 500 iy ol 6 S RN = Breastfeeding less than 8 times per " Advise tofeed more frequently, ay and night.
= How do your breasts feel? & Iythe babywel-poskioied? 24 hours. = Reassure her that she has enough milk
® Do you have any concems? 5 0 = Receiving other foods or drinks. s Advise the mother to stop feeding the baby other

= s the baby suckling effectively? = Several days old and inadequate Sodé or ks,

If baby more than one day old: If mother has fed in the last hour, ask weight gain. * Reassess atthe nextfeed or follow-up visitin 2 days.

= How many times has your baby fed
in 24 hours?

her to tell you when her baby is willing
to feed again.

* |s breathing or crying spontaneously

* Has good muscle tone and responds when

stimulated

* Has a heart rate above 100 beats/minute

* Becomes pink rapidly

1

Proceed to routine care

= Not suckling (after 6 hours of age). NOT ABLE TO FEED

Stopped feeding.

Refer baby urgently to hospital

* |s not breathing spontaneously or has difficulty

breathing

* Has poor muscle tone

* Has a heart rate less than or equal to 100

beats/minute

* Has persistent central cyanosis at 1 minute

Commence resuscitation

A. Thermoregulation:

© O O O O

Gently dry the neonate using a clean, dry cloth

Wrapthe neonate in a separate clean, dry cloth

Use a cap to cover the head to minimize heat loss

Conduct a complete clinical examination in warm conditions

Position the neonate against the mother's body and cover with a dry cloth
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Maintain the axillary temperature between 36 and 37 °C, ensuring the neonate's
feet are pink and warm.

Keep the neonate in a warm room

Postpone bathing theeonatefor 24 hours after birth; if cultural practices

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

B. Cord Clamping

(0]

Wait at least 1 to 3 minutes before clamping the umbilical cord, particularly for
neonates weighing less than 2500 g.

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.

Tie off the cord with a Barr clamp or sterile thread using a double ligature,
leaving a stump of 2 to 3 cm.

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

neonat eds aduatgitedife.i on t o extr a

Items
evaluated/score

Extreme pallor .
Cyanotic extremities )
Skin colour®@ or central . Totally pink
X No central cyanosis
cyanosis

Abnormal (slow, irregular,

Respiration None Normal
etc.)
Heart rate 0 = 100/minute > 100/minute
Good
Hypotonia
Muscle tone Absent . Complete flexion of
Incomplete flexion of limbs
limbs
Responsiveness
£ Nil Grimace Good, vigorous cry

(after stimulation)

(a) A healthy neonate is usually born cyanotic but turns pink within 30 seconds after breathing starts. In neonates with dark
skin, it may be more difficult to assess skin colour change. If so, look at the soles of the feet, palms of the hands and
mucous membranes to assess for the change from blueish to pink.
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Significance of Apgar score:

m

Asphyxia 0-6 Asphyxia
Difficulty adapting 7-8 Difficulty adapting
Good adaptation 9-10 Good adaptation

Helping Baby Breathe (Golden One Minute Concept)

Activity: Video how to resuscitate the newborn b&R§ 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 situatioAfter watching the video, participants will
practically perform the resuscitation on baby mannequin

Link: https://youtu.be/NFKBWMKNDRA?si=lifMbsVrOXToDaso

Feeding:
o Puttheneonatdo the breast as soon as possible within an hour of birth
o Breastfeedingn demand day and night (at least 8 tipes24 hours,

l.e. every 3 hours)
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Action Plan: Helping Baby Breathe: (Refer toparticipant handout nd.3 for Activity)

ACTION PLAN

| == | Helping Babies Breathe

Prepare for birth*
See HMS Action P‘ans for mother

Birth
i
* Dry thoroughly
Crying Crying?
Keep wa}m
Clear airway if needed
Stimulate
Breathing?
Keep warm [
Check breathing Breathing well Not brea thing
Breathing Ventilate
Cut cord
Cut cord l /
l Not breathing
No chest movement
! Callfor help
Monitor
with mother
Breathing Improve ventilation
Essential Care for Every Baby
(See ECEB Action Plan)
Not breathing
Heartmte?
* Equip tohelp ababy
i}] Glaves B Suction device
& Stethasape
( Sassors
e e O hcr breathing —— Continue ventilation
 Disinfectequipment immediately after use Decide on advanced care

The Golden Minute

60 se
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Helping Baby Breathe (Steps Involved)

1 2
= Before a baby is born == ‘T Atbirth
?—é—i ,« Prepare for birth ;@; | Dry thoroughly
el e
4= boa
L3 b2

3 4
e | v on — Ifthe baby is crying
@“ L 808 ¢ Keep warm,
A ? /4
== o e g.—% check breathing
T —

W
s

e b e

a [ After 1-3 minutes If the baby is not crying
?———i Clamp or tie Keep warm,
3 .=  and cut the umbilical cord

clear airway if neeeded
and stimulate breathing

™

!

"
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7
After stimulation
Is the baby breathing well?

If the baby is not breathing
Call for help
Improve ventilation

13
Tv Iflhe?abylsmthnuingw.d
-} | Continue ventilation,
4 , = evaluate heart rate and breathing
. % | todecideon advanced care

iy s

8

If the baby is not breathing well

Begin to ventilate

10

During ventilation
s Isthechest moving or
—= | is the baby breathing well?

R S
Is the heart rate normal
orslow?

= Ifthe baby responded to ventilation
' Monitor with mother
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F. Cord Care:

Chlorhexidine is a critical antiseptic agent used in cord care due to its-¢pealum 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.

(2
= LIC N,

Wash your hands with clean Air - dry your hand by Open the lid on the tube ,use
running water & soap shaking them for a while the sharp end of the lid to break

open the cover on the tube for

the first time

s Using the index finger, spread e Use the Chlorhexidine gel
e e - the gel gently on the stump in the tube
*Keep the cord clean and dry and surrounding areas « Apply on the stump and the
*Apply nothing on the cord area surrounding the cord
after applying the gel
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CHAPTER 6

Management of SickYoung Infants

IMNCI Guidelines
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Introduction to IMNCI Guidelines:

The Integrated Management of Neonatal and Childhood lllness (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 ilinesses. The guidelines
emphasizesystematic approache® 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 providersknitivledgeand tools to deliver

quality care, IMNCI aims to reduce morliyiand mortality among childremnder five years of

age, particularly in lowesource settings.

Instructions to use IMNCI guidelines:

The ASSESS & CLASSIFYtablesof IMNCI guidelines is designed to quickly identify the
urgency of a child's health condition based on a exbded 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 helpssare that children receive tappropriate level of care based on
their needs.
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Chapter 6

Session 6.1:

Management ofPSBI (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 relevardlassification tableghich include:

T Assess and classify the disease of youfants
1 Providing treatment for the youmgfant and counseling the motHer 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 PR&obre referral to the hospital.
Normal and Fast Breathing in Children of Different Age Groups:

T Young infants (age 0 to 59 days)rast breathing is defined as 60 breaths per minute or
more.
T Infants (2 months up to 12 months)Fast breathing is defined as 50 breaths per minute

or more.
1 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 participantsatswerwhich 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 % 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 youninfant from 0-2 months of age:

Rapid Appraisal of All Waiting Infants

1. Ask Mother:
o Ask the mother to describe any problemsamncerns she has regarding her young infant.
2. Determine Visit Type:
o Establish whether this is an initial visit or a follays for the identified problem:
A If Follow-Up Visit: Refer to the followup instruction§chapter 7, session 7.t)
assess progress and any ongoing concerns.
A If Initial Visit: Proceed with a comprehensive assessment of the young infant.
3. Initial Assessment Steps:
o Conduct a thorough evaluation, including:
A General appearance and behavior
Vital signs (including respiratory rate and temperature)
Feeding patterns and hydration status
Any signs of distress or illness

> > > >

Detailed physical examination as needed

By gathering this information, the healthcare provider can better understand the infant's
condition and determine the appropriate careraadagement 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 havingossible Serious Bacterial Infection or Very Severe Disedbés
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 witfast breathingas the sole sign of ililness may be classified as
havingPneumoniawith treatment varying by age. Infants agetb 59 daysith fast breathing
can be treated at home with oral antibiotics. Conversely, infasgsthan 7 days oldisplaying
only fast breathing should be treated as haWegy Severe Diseas@ecessitating preeferral
treatment and urgent hospital transfer. Follggvon 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 withocal Infectiontypically 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 follawp 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 classificatiorSefiere 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

DO A RAPID APRAISAL OF ALL WAITING INFANTS

ASK THE MOTHER WHAT THE YOUNG INFANT’S PROBLEMS ARE
o Determine if this is an initial or follow-up visit for this problem.
- If follow-up visit, use the follow-up instructions.
- If initial visit, assess the young infant as follows:

USE ALL BOXES THAT MATCH INFANT’S
SYMPTOMS AND PROBLEMS TO
CLASSIFY THE ILLNESS.

CHECK FOR POSSIBLE SERIOUS BACTERIAL INFECTION OR VERY SEVERE DISEASE,

PNEUMONIA AND LOCAL INFECTION

IDENTIFY TREATMENT
M_Ozm o;mm_ﬂ< (Urgent pre-referral treatments are in bold print)
ASK: LOOK AND FEEL: Classify Any one or more of the following signs: > MRM Nﬂh dose of intramuscular
; ALL « Not able to feed since birth, stopped !
o |s the infant having o Onczp the breaths in one YOUNG feeding well or not feeding at all or POSSIBLE » Treatto prevent low blood
difficulty o feedling M._wﬂﬁwﬁ. the count if 60 or more _ﬂ;ﬂwﬂa _HWNHMW + Convulsions or SERIOUS > AL
i ; Refer URGENTLY to hospital.**
_ breaths per minute. BE « Severe chest indrawing or BACTERIAL e L
¢ Has the infant had CALM « Fever (38°C* or above) or INFECTION OR » Teach the mother how to keep
convulsions (fits)? e Look for severe chest indrawing « Low body temperature (less than 35.5°C*) VERY __ﬁo N_\nwln.ﬂma on the way to
or e hospital.
o Measure axillary temperature. « Movement only when stimulated or no M_mmMm>_Mmm » If referral is refused or not
movement at all, or possible, further assess and
o Look at the young infant's movements. If infant * Fast E.mm.ﬁssu (60 breaths per minute or onMW“»Smn %o e.h“w“ﬂ”“vﬁm .ﬂ:
is sleeping, ask the mother to wake him/her. more) in_infants less than 7 davs ok Peg 9Y-
; ; » Give amoxicillin for 7 days.
- Does the infant move on his/her own? If the e Fast breathing (60 breaths per minute or 4 : :
S\ma Is not moving, gently stimulate more) in _:ﬂmanwﬁw to 59 n_m<%wv_a PNEUMONIA |~ wom“_ww ﬂm”q% ﬂm_mﬂ_wm S
him/her. > Follow up on day 4 of treatment.
- Does the infant move only when stimulated e alal B
but then stops? > Give amoxicillin for 5 days.
. « Umbilicus red or draining pus » Teach mother to treat local
- Does the infant not move at all? « SKin pistiioe 9P LOCAL infections at home.
o Look at the umbilicus. Is it red or draining pus? INFECTION 3 wﬂﬁw Nmn% ﬂm%é el
» Follow up on day 3.
o Look for skin pustules.
« No signs of bacterial infection or very SEVERE DISEASE | 5 Agyise mother to give home care
severe disease OR for the young infant.
INFECTION
* These thresholds are based on axillary temperature. UNLIKELY

** If referral is refused or not possible, see page 12.
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Table 6.1.3:Managementof PSBI & and Low Blood Sugar before Referral

1. Give First Doses of Intramuscular Gentamicin and Oral Amoxicillin

Gentamicin: Desired range is 5-7.5 mg/kg/day in once daily injection. In low birth weight infants, give 3—4 mg/kg/day in once daily

injection. To prepare the injection: From a 2 ml vial containing 40 mg/ml, remove 1 ml gentamicin from the vial and add 1 ml distilled
water to make the required strength of 20 mg/ml.
Amoxicillin: Desired range is 75 to 100 mg/kg/day divided into 2 oral doses. Give first dose pre-referral if young infant can swallow.

IF THE YOUNG INFANT IS CLASSIFIED AS POSSIBLE SERIOUS BACTERIAL INFECTION OR
VERY SEVERE DISEASE, GIVE PRE-REFERRAL TREATMENTS AND REFER URGENTLY

Gentamicin Amoxicillin Amoxicillin Amoxicillin
WEIGHT (strength 20 mg/ml) Dispersible tablet (250 mg) Dispersible tablet (125 mg) Syrup (125 mg in 5 ml)
Per dose Per dose per dose Per dose
1.5t0 2.4 kg 0.4ml 1/2 tablet 1 tablet 5mil
2.5t03.9kg 0.8ml 1/2 tablet 1 tablet 5ml
4.0 to 5.9 kg 1.2 ml 1 tablet 2 tablets 10 mi

» If the young infant is able to breastfeed:
Ask the mother to breastfeed the young infant.
» If the young infant is not able to breastfeed but is able to swallow:
Give 20-50 ml (10 ml/kg) expressed breastmilk before departure. If not possible to give expressed breastmilk, give 20-50 ml (10
ml/kg) sugar water. (To make sugar water: Dissolve 4 level teaspoons of sugar (20 grams) in a 200-ml cup of clean water.)
» If the young infant is not able to swallow:
Give 20-50 ml (10 ml/kg) of expressed breastmilk or sugar water by nasogastric tube.

2. Treat the Young Infant to Prevent Low Blood Sugar
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Table 6.1.4:0ral Treatment of Young Infant (Pneumonia & Local Infection)

TREAT THE YOUNG INFANT

» Teach the Mother to Give Oral Medicines at Home

Follow the instructions below to teach the mother about each oral medicine to be given at home. Also follow the instructions listed
with each medicine's dosage table.

¢ Determine the appropriate medicines and dosage for the infant’s age or weight.

o Tell the mother the reason for giving the medicine to the infant.

e Demonstrate how to measure a dose.

e Watch the mother practice measuring a dose by herself.

e Ask the mother to give the first dose to her infant.

e Explain carefully how to give the medicine, then label and package the medicine.

¢ If more than one medicine will be given, collect, count and package each medicine separately.

e Explain that all the tablets or syrups must be used to finish the course of treatment, even if the infant gets better.

e Check the mother's understanding before she leaves the clinic.

» Give Oral Amoxicillin

¢ Local Infection: Give oral amoxicillin twice daily for 5 days
o Pneumonia (fast breathing alone) in infant 7-59 days old: Give oral amoxicillin twice daily for 7 days

AMOXICILLIN
Desired range is 75 to 100 mg/kg/day divided into 2 daily oral doses
Give twice daily
Dispersible Tablet Dispersible Tablet Syrup
WEIGHT (250 mg) (125 mg) (125 mg in 5 ml)
Per dose Per dose Per dose
1.5t0 2.4 kg 1/2 tablet 1 tablet 5ml
2.5t03.9kg 1/2 tablet 1 tablet 5ml
4.0 to 5.9 kg 1 tablet 2 tablets 10 ml
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Table 6.1.5:Treat the young infant for Local Infection
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