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EXECUTIVdE SUMMAR " 

4 v-, - .4 I'-4. 

? Najarro,:Pelaez, Gynecolocisc ano 0ostetri cilano, tr,.vel leG. to < 

O e t'ZlItenango in oroer Oco L7ive- cecnni ca l ,SuIOpr= c cctne,
Ma erna I-iven at I_ C P , thet rel oal 

o aC1 0 CC Unoerwa 1 n ... a teinala s 
hianlas, in cenerai terms. t ... 

accti'vities carrzeo ourC witn Dr.Najarro s assistance were as 

a) Obstetrical care norms were revise ana elaoorated for tne 

Hos oiaI General e Occizaente: San Juan ae Dios" (founded 

1844). Fne main focus of cne approach adopted for the 

procuction of ac hoc norms was on the nealth-area ana reolonal 

hosoi tal levels of care, and was directed tow ar-Os 

institLitionalizina the care at these levels for the followitc: 

Da thologies: post cartun hemorrhage, pre-eclampsia a L. 

eclampsia, septic abortion, seotic shock, premature laoor F,-_z 

premature rupture of fetal membranes (the most prevalent , 

potentially lethal diseases in the area). Norms for prenar. 

assistancescara and carL dLurinG laoor, and. for

peI aflce of caesarean sections were also elaboratec 00- .': 

the working sessions. The norms were actively proILce 

the hospital s personal under the guidance and sLIpervisio, 

the consulItant. 

b) 4 workshop was carried out to train health care cers, 

fr-om 5 health cistr-icts oelonginq to the he.3lth arei 

Quetzaltenanco. DurinQ this event, the norms for man. 

high risk obstetric and oerinatal events were discussec 
44? 
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anaiy4 .ea, sLiCr? as 0 'MaCLire lav-, rema CL -Li ocCL1re Cor 

fecl membranes, S Co-cOCeo . ana orc1onoeo 

na ~I0,-~eCf taCILon LOre-ecl .77o, ia, -OC' o1arCLIM~ 

oDLt?-eeRal nfe~CCIn. 
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iaoor. re a 

rlr-aL70. -ano 

Fhe C0,-nsu.canC founo mnac cne nosoc Cal s cono iCons Co acca-, 

Ce oo-Oeo 7.oais nave co De imoroveo: Cne on; s cCj 

SI Iacites as well as Cr7e SLolD 0;"- \ -. ralC eauipmenc ano 

,na eri:als w0ere In1oot-ooia Ce. The ncsoi cal curren l, underQoes 

-an economic cr-isis. Pianning, organizing ana supervisinQ of 

, 

) 

the oermanenc (on ]r-eJob) cranino neeos to ne improved 

sLstantial l . The same general si CLIO r.ion holas for che 

district level of care. 

Foie 

more 

consultant recommenas the 

common medical conoi tions 

normatizea mana~emenc ofo 

wichin the neal tn reg.zcn 

inns 

Ln 

.. oroer to optimize rne use of availaole resources Lincer cnse 

orecepts of the risA aPproacn cc nealtn care. 

It is also oeemea necessary, cc icen cl f 

achieve the necessary aominiscraCive 

new 

ano 

scrateios co 

oroan1zacna" 

modifications to 

order to make it 

imorove 

feasioje 

Ce-0nosoital' s 

ror cnie norms 

ooeraive necwor- !,

co Tunction or-ooer-i. 

It is convenient to 

permanent educatio7n 

this .ncervention 

clan, oroanize ano 

that .1i CL~aaran tee 

orocess ano imoacts. 

manage a orogra,7 

the oe1-peruacio'n 
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PURPOSE OF THE CONSUL TANCY 

?r'7e O~roo- .2 mi cons1ul An:',' rvzs -7 o:7,=-70 r ec o7r7m7s r 

coL-1L7E D-,/a ne 7aw -inoa ,7 ro0 1 0 nr rM S a r 0/- nai Cr'an L,nolem,-= 

: a-e.- ooiiczes for a rechnc ali an7 sc.enCIfical, cor-recr: 

D Ceve71 L c1e. ,C ts Se Can H an-T OI 1 i-_ cnl at s sr 17 

s rNCLearz anj oersonnei from cne PuLllic,a er-s, General 

as cze s .is.LC 


or Lue:a ir enano.
 

, C7oC Rai as w-e fzom .- feali ano ,-ealth A r ea 

WORK PLAN TO BE CARRIED OUT AT THE HOSPITAL WITH DR. NAJARRO 

1.oiloraor7ical: revison major) e,.0o Cne cauLses of r 7at--

mor-O1LiC ano morra lic) ana of the rish- aporoac - 7 

" . nealr, care. 

-. Le'0elooment of a wo-r plan wIcn Cne n Cal s resI iC,7osoi F 

ano neaas of the aeparrment of 7vneco1o * ano CO-s e C- c 

to develop norms, train oersonnei, ana co evaiaCe ere 

process ana imoacr o f cne i n terven cion aC tne noso-:a.i 

level. 

3. Development of a eit lea ororrm for trainnia L'; HL-

Residents about te orncairl causes 0;0' ae-,7,R 

5 orbidi Cv ana morCalitY. incluingp oojecr c-.• 

activ- ties contents merno olo reQuired Ci1,h1 . 

resOLlt-ces. te assIonnen of resonsioilz ties, an a 

:-or ,eV'aLacR 1,7L e 1 noacr .7r Cne inta1nG 1nmer.enc' "-. 

,eStnnlyoieRevisin Or nor, ranaoemeC C1 ,.,, OEneral 

tecnnically appropriace norms for rrie mnan.emenr ~
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orcaSes")ma r Cf C... oS0 ICA: marer-nai anc oerina"ac 

#: ::7.."i.; ooldm ora.znora~n orsIee me,-a / ;. 

tm7ln0 de mrnoa-raj -e e ca E., -R' r 

,--7,M0 _ -71a I ra' l7> f Ce-7a'l Mernoooi C', no morCali; I .
 

WORK PLAN TO BE CARRIED 007' Ar FHE DISTRICT LEVEL 

1. Re?'ision or -?orm1s for m7daaczlO rhe Ma10r RUILSES OfI' , Tcdn'Pc? s C',7or fo?.* "trainersnr healthcarens. so 

nac~r~~almor-oicic yr.3tIorL7i 

~~~2.~LP.csio farin.unq orogram for -zOstrjcr oer-sonnel on 

chemaior-caue;Of MACer-C)a 1 mor-ici v ano snor-a1' c. 

.. FE-C/lnl2 C.11ISLIocorc for- tcrainer-s anilO '?ea 1r7 care pC 

training sessions " 

BACKGROUND
 

INCAP s 'na cerna. .ana. neonatal mnealCch croecC 

LQueCzal cenango jot-oooses an innov-ariv'R e SoliCion c

" rincipal maternai ana neonacai -,ea tch oroolems cnr-ou- " 

utilization of local Cesrces. mnat arc e alreaov a a , 

within the health area. The oroj ecc was ael-velopea ar 

ser-i es or a i acnosc1c -C Li1des carrz1do our oy IIVAF 1,7 

Ceoar-CmenCs of :Ze3zaltCenanoo a daCe eZ Z ..... These s:.... ".-

i0enc1z flea Cne major- rneacr enenCs cnaC were assOcIae: .... 

Ma ter-naj anO neO,'aRta 1 770,- C-3ac.. fnev alSo r-ei 

actual nealtn care oraccices ana iaentiriea cne a.... 

aeici encies zn tme craoiriona I•oi rcnm acrenaanc s care. 
I\ p 



3 = L R CO 30 t 3 U P - 1OIIC C3 e E P 

3-A 

Jj3 L-e- . 3 3-

- 0 

,- 7eI' 

0-r S-- cz3- e 

:

,L 1 07 13j? fiC G 1

333)L 

* 1 L'Q 

CL.Sic 

I ~v~ rr',IrT~r~ Sfer 0n 5St 

ca.rLcacci cne flCC 

cEC5Oe ooiri 

a3c 1 cO 'e n cL- be -e ce 

ce or cO, in;D01e ?0 - nR1 

-' ME ~In Crt,-eneCP-al SC.-. CSea cl-0V 

cR' ve~1ktmcRci~cCresscoe t 

C7L' Iinno Ei' irno,eea r S ~1n117 C 

33 

Ojf0,-- SLIOr-IOCCS cc 1 n"a r n q,_ 7.-7 cR (7. CnCr~ jc7Cc 

LrevI oLo aL7 VtaCc3is O5rOMa7t-YiiaC 17 C~ -eSC:on 

J-c' COcin t'aiccn ;77-Ce r in1 7n-1tc- -Rc tc Tora-

C0C7-e5~-r 

S rcs 0 

or 

anaF:7 

con th~o Cae S-.scts. HOSD' TtirecIO 0 SIt s-

7OQLiapion. tmcc oce -c 1hea ciron a ar 

pre.vneatalr.cc.i 34t-Lq~CL,7)CPS re 

CMC71o54)C5.t i-O R ir'e V- ?L e 1ionPanq 

apOoirracCL-t- S 

Locoer ino.-7 a -IrI 

aqeM Lmn an o n'm'. 

anca te Or ec In 

3- L f~c~ienanao -is RoSel r me Qnsm-5uiiL;c~cL-0r20 of cO150r 

1. To improve workian eificaioan 

pr: eatlcccrLC~inrO-aoap-cuoi, 

manacmenmCL17 

L7osc-fr~l n 

f rn. C i 

neonaral 
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To cecrease thne freunenc o cencia i .-

oracL:rces, incJL 00ina ce a7,ai 1srrarion of o'c2 

dUring labor ano the use of manuial evaminaion r 

pelvic organs. 

J Lng oreona-.cI , orcL o truLc c lacer. " 
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,eananic!;. labor. neonaral 
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4 model for acolication of cne risk aooroacn wi :. 

0-,eveio e ana CesCeC accoraino to tne local neal I s:Cs)m 
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PRENATAL FACTORS TO EVALUATE POTENTZAL ADVERSE EFFECTS CLINICA PROGRAM
 
FOR PREGNANCY
 

I AGE AND PARITY Unplanned prognancy Health education, early

Age ( 18 years 
 diagnoes of premature

labor, early referrl
 

Age > 39 years 	 Dawn's oyndrome Prenatal education
 
Fetoplacental dysfuction Serial oxvAinations of
fetoplacental funcy1tion. 

Prinigravida ) 30 years Gestional Hypert nsion Serial examination of
(include those whose Fetoplacental dysfunction fetoplacental function.
previous pregnancies were al Active management of third
abortions). stage of labor 

Parity ) 5 Poet-partlu hemorrhage Serial oxaenation of
(5 or more prugnancie > 20 Fetoplacental dysfunction fetcPlacental function.weeks) Active management of thir.d 

_stage of labor 

Details of L.M.P. Ultrasound 

Evaluate placenta 
Amnit inr fluid 
Otagno ic amniocents 

LMP unknos Gestational age unknown 	 Clinial evaluation of 
gestational age, 
principelly when there in 
risk of fetoplacental
dysfunction 

VaginaY hes wor1e since U4P 	 Molar pregnancy Urinary chorionic 
Bloeding in first Gonacotropins 
triv4ster Ultrasound 
- Treatened abort ion X ray of abdomen and 
- Ectopic pregnLncy thorax 



PRENAYAL FACTOB TO EVALUATE 

OBSTETRIC HISTORY 
Instra;uterine or neonatal 
dea?h 

Small for gestation aCe 


Largv for gestational age 

Fetal anomaly 

Antibodies in previous 
prognacies 

Hypertension/eclampsia 

Spontwmu abortion X 2 
Premature labor 
Previous cerc~iae 

PIr'rEWi AL MIRSE EFFECTS
CM PREWEANCY 

Depending on cause of 

death: 

fetal malformation, 

prematurity placenta 

dysfunction 


__indicated. 

Newborn mall fo-
gestational age. 
Fetoplacental dysfunction. 

Gestational diabtes, lqrge 
fetus, dytocia, birth 
trauma. 

Congenital valformation, 

hereditary dluordir 


RH incompatibility 


Getattional h/pertenmion 
Renal disease 

Cervical incompetence 

CLINICAL PEGA 

Lnboratory exams: TORCH
 
titers, glucose tolerance
 
test. 
Determine cause of' detach 
from old chart. 
Evaluatio6. if 
fetoplac nt l unilt nay be 

Estriol. 

Ultrasound and 
amniocentels itfLP in
 
doubt. Serial exams of 
fetoplacental function may
be indicated. Describe. 

If indicated: glucom 
tolerance curve, intensive 
care in labor, pr- and
 
post-prandial glucose.
 

It nay be indicated to 
sak with neontologist 

before 14 weeks. Genetic 
counselling, 
amniocentesis, ultrasound. 

indirect changes in 18, 28 
and 38weeks. 

Paticnt weight at first 
visit, fundiecopix exam, 
BUN and crentinine, urine,
 
protein and uric acid may

beindicated.
 

Cerclage mLy be i icated: 
early diagnosis of 
premature labor, early 
referral. If tocolysis is
 
anticipated, exams of
 
placental function are
 
indicated
 



PRENATAL FACTORS TO 

EVALUATE 


OBSTETRICAL HISTORY 

Previous cesarean 


Post partum heiorrhage 

Reta;ned placenta 


Labor less than 4 

hours 


POTENTIAL ADVERSE 

EFFECTS ON PREGNANCY
 

Uterine rupture 


RecurrAnce of problem 


Birth prior to 

admission 

Asphyxia, neonatal 

hypothermia
 

CLINICAL PROGRAM
 

Admit scheduled
 
according to
 
gestational age.
 
Discuss route of
 
delivery with
 
specialist.
 

Admit to specialized
 
hospital
 

Admit to hospital
 
prior to initiation
 
of labor.
 



__ 

____________________ 

PRENATAL FACTORS TO 
EVALUATE 


111. MATERNAL HEALTH 

Chroni disease 

Hypertension/proteinuria 
Test of coat 
(Arterial pressure of 
140/90 or proteinuria on 2 
or more ocassions ron more 
ocassions non prognAmt) 

Infertility with mdical 

treatment 


Uterine anomalies including 

fibrolde 


Habitation far from 
hospital of without help 

Family history of diabetes 


Family history or anomaly 

POTENIML AVERSE EFFECTr 
ON PREGNINCY 

Effects of disease on 
pregnancy and pregnancy ondiem 

Hypertension in pregnancy 
Renal disaa e 
Feto-placental dyofunction 

Anxiety during pregnancy 

Premature labor, 
malpreuentation 

degeneration of firoids 
Threatened abortirmi 


Birth en route, neonatal 
asphyxia, hypothermia 

Gestational diabete 


Fetal malformation 


CLIXCAL PROMM 

Plan of management by
obstetrician, internist 
an neonatologiat. 

Examine for oro-eclampsia 
BUN at first visit 
Hypotnaivo drug. may be 
Indicated 
Serial exams of feto
plcental function. 

Roassuranco via 
ultrasound, good prenatal 
care. 
Ryle out multiple or
 
ectopic pregnancy.
 

Ultrasound, bedret, 
betaminetics for 
increased uterine 
activity, exam of
 
fetoplacental function
 

Schedule admission prior 
to iniciation of labor. 

Glucose t*lerance teot
 
during pregnancy. On 
admission and at 36 weeks 
also to rule out OM if 
nece-ary.
 

Genetic counselling at 14 
weeks 
mniocent 
is at 16 weeks
 
may be indicated
 
Ultrtround 
Alpha-feto Protein at 8
16 weeks. 



P NMTAL FPWTOM TO 
EVALUAT 

IV. INZTZAL EXAM 

Arterial Pressure 140/*0 


Maternal weight 

100 pounds 


Maternal weight 
> 15C pound. 

Cardiac murmur 


Uterus mall or large for 
gestional age by LP 

Detection of other pelvic 
mlsees 

Rh negative 

Let.korrhea 

Absence of ft ! lovemets 

POTENTMAVEM EFFt!CTS 

ON PRE iACY
 

Gestational hypertension 

Fetoplacental dysfuiction 

Gestational diabetes 
Hypertension 

Adymptonatic cardiac 

di seae
 

Multiple pregnancy 

Wrong LP 
Molar pregnancy
SMissed abortion 

Uterine fibroids or ovarian 
cysts
 

Rh iomomunizatlon 

Rupture of mmbranes 
Neonatal infection 

Incorrect dn.toe, LP 
Molar pregnancy 
Fetal demist 

CLKC. P/. 

(Uric acid determinations.
 
BUKI, creatinin;
 
Rule out comon causes of
 
hypertension
 

Serial exams of feto
 
placental function may be

Indicated 

Diet advice or consult 
with dieticina, glucose 
tolerance teat, BUN,
c.eatinine in firat visit
 

Consult cardiologist
 

Ultrasound
 
Test of placental function
 

Ultrasound 

Determine blood group RH,
 
cooms test. Is, 28, 36
 

Wet mount and culture of 
secretion 

Ultrasound, 
Doppler 



PRENATAL FTlr 70 
EVALUMI 

Hemoglobin loe than 10 
gre X 


Poor weight gain (lose 
than 1 lb/week after the 
t30 week) 
Weight loss (since the 

last preratal visit)
 

Proteinurla (more than 1 
_+) 

Calycouria 

Sactiuria (more than 10 
colonies in urine culture) 

Arterial pressure ) 
160/100 

Ant4-RH antibodies 

Large for gestational age 

Im small for 
gestational age ech of 
uternne growth 

Polyhydranio 

POTENIAL ADVERSE EFFECTS 
ON PREWkAiCY 

Anemia of pregnancy 

Toxemia 

Multiple pregnmncyu
 
Diabetes (Consult
 

Complete blood count 
Peripheral emear 
Serum iron and other tests 

-may be nacewwry) 

Fetoplacental dysfunction 
(applicable only in women 
with adequate weight) 

Urinary infection, renal 
disease, pre-eclampsia 

Low renal threshold 
Gestational diabetes 

Phyelonephritie 

Gestational hypertension, 
renal diease. 
Feto-placental dysfunction 

Rh isoimmunization 

Macroeomia 

Multiple pregnancy 

Hydramnios
Incorrect gestational 
age 

Fetoplacental dysfunction

ZUOR 

Fetal demise 

F 1 Po t1 

Premature labor 

CLINICJL PAOAN 

Ultrasound 
Doppler 

Serial exam of placental 
function if lor o no 
intrauterine growth
Otttc advice 

Uric acid, urine culture,
DUN and creatinino 

Glycoeurin in the econd 
sample of urine of the day
is indication for glucose 
tolerance test 

Antibiotic therapy
 
BUN, creatinine
 

Uric acid, BU,
 
creatinine, bedrest
 
evaluation of feto
 
placental function
Evaluate hospitalization 

Amniocentesis, ultrasound 

Uitrasound 
Abdominal X-ray 
Bloodglucoee 

Seria.exams of 
fetoPlacental function 
after 28 weeks Ultraso.d 

BPeta glcos 

X ray o omen 
Ultrasound 
Depenn on case, 

e adhdtmisson_ 




PRENATAL FACTORS TO POTENTIAL ADVERSE EFFECTS CLINICAL PWORRM
EVALUATE 
 OF PREGNANCY 

Fetal maiprosentation at Malpreaentatioi in labor, External cophalic varsionterm (< 34 weeks) 	 uteriri* ruptui-e, cord may be indicated. 
prcoIape, Schedule amission. 

Fetal head not engaged at Disproportion in labor, Birth in specialized40 weeks. Multiparam. placenta prvia hopital. Plvmetry. 

Third trimester 
 Previous placenta 
 Ultrasound exam of
Vaginal bleeding 
 Placental abruption letoplaceintal function 
Preeature labor Preature delivsry Amission to hospital for
 

betaaimetic theraphy on
 
fetal monitoring 

____________________Schedule admission 





I PROTOCOL FOR PRE-TERM RUPTURE OF MEMBRANES, WITHOUT LABOR
 

pDMISSTON
 

Admit to antepartum complications service
 

- Libe2ral diet
 
-" No tocoiytics
 
- No steroids
 

No antibiotics
 
White blood cell 
count every 24 hours (leukocyLosis is >15,000
 
leukocytes/mm)
 
Examination with sterile speculum upon admission to 
emergency 
by the most experienced resident 

- Endocervical and vaginal culture upon admission to emergency
 
- Papanicolau of amniotic fluid
 
- Fern test.
 
- Ultrasound upon admission 
(to rule out fetal anomalies and to


estimate gestational age) if the case merits 
this and if
 
possible
 
C-reactive protein control every 
 48 hours if possible
 

- Oral temperature every 6 hours
 
Evaluate uterine activity daily every 6 
hours
 

-
 Evaluate fetal movements every 6 hours
 
-
 Urine culture
 
- Evaluate for induction of 
labor at 37 weeks of pregnancy
 
- Be prepared for labor or 
signs of infection
 
- If the presentation is breech, evaluate for 
termination of
 

pregnancy depending on the type of breech
 

* Frank breech; follow management outlined above
 

* Footling breech, pregnancy between 25-34 weeks; evaluate
 
for termination of pregnancy via cessarian or induction
 

DITSCHARG.E 

Discharge from the hospital 
those patients who have adequate

conditions in their 
houses and environments for home care:
 
at:dequate facilities for hygiene, persons 
to help in home and to
transport patient 
to the hospital for outpatient visits and
 
emergencies.
 

This group of patients will be seen in 
the prenatal clinic
 
every week.
 

Give patient a good educational plan regarding her care at
 
home, including the following:
 



Mark the thermometer at 37.3 degrees C (higher than 37.3
 
degrees C will be considered abnormal). Take temperature
 
twice a day
 
Monitor fetal movement:.
 
Watch for foul-smelling vaginal secretions
 
No vaginal douching
 
No coitus
 
Decrease ohysical activitiy
 
Do not discharge patients with breech presentation
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ONSERV TIVE MA.NAGEMENT 

.. Admit to labor and delivery
 

Maintain in bed in 
left laberal decubitus
 

3. NPO for 4 hours, then re-evaluate depending on evolution
 

4. Vital signs with fetal 
heart tones recorded every 15 minutes:
 
arterial pressure, maternal heartbeat, fetal heartbeat, pulse
 

5. Watch for:
 
Consciousness
 

Activity
 
Fetal tachycardia
 
Hypotension
 
Hydration
 
Fever 
Fetal movements
 
Frequency of uterine activity
 
lemo r r hage
 

b. Laboratories:
 
White blood count every 24 hours
 
C-reactive protein every 48 
hours
 
Blood culture
 
Urine culture
 
Urine..analysis

Other (depending on associated 
medical problem; e.g..:

diabetes, toxemia)
 
Gram stain + culture of amniotic fluid
 
Fern. test of amniotic fluid
 
Peripheral smear
 

7. Solutions
 

a. 5% dextrose 500 cc plus 2 ampules of partisusten (1 mg)

to begin at 5 drops per minute, increasing according to
 
medical criteria
 

b.. 5% dextrose 500 cc plus 10 ampules of 
vadosilan (100 mg)

to begin at 20 drops per minute, increasing according to
 
medical criteria
 



If: 
the above-mentioned medicines are contraindicated, may use
 
magnesium sulfate as follows:
 

a) 	 Dextrose 5% 
250 cc plus 4 grams magnesium sulfate in 
a
 
bolus over 20 minutes; then
 

b) 	 Dextrose 5% 500 cc plus 10 grams magnesium sulfate at 33
 

drops per minute.
 

8.. 	 Medications 

-	 Dexamethasone 
1.2 mg IM every 2 hours for 2 doses in pregnancies < 35 
weeks
 

- Ampicilin
 
I gram IM stat and 500 mg 1V every 6 hours
 

- Gentamycin
 
80 mgIM stat and every 8 hours
 

- Clindamycin
 
600 mg IV stat and every 6 hours
 

Depending on availability of antibiotics at the moment 
use
 

ampicilin and gentermicin or 
gentamicin arid clindamicin.
 

9. 	 Specials
 

a) 	 Examine with sterile speculum by resident
 

b) 	 Ultrasound if possible
 

c) 	 Flat plate X-ray of abdomen if there is doubt about the
 
presentation
 

d) 	 Oral temperature curve recorded every 4 hours
 

10. 	 Schedule delivery 24 hours after the last dose of steroids and
 
advise the Department of Pediatrics
 



PROPOSED PROTOCOL FOR MANAGEMENT OF PATIENTS WITH PREMATURE
 
RUPTURE OF MEMBRANES AND PREMATURE LABOR
 

More than 35 weeks 

Infected patients or 
those with risk of 
infection (independent 
,f: gestational age) 

23-34 semanas ,- ) Congenital anomaly 

A 

Conservative Advanced dilation 
management (more than 3cm) 

24 hours after 
the second dose 
of steroids 

Resolution of 
pregnancy 

.Resolu tion o f
 
p r e g n a n c y
 
(individualize route
 
of deL iver y

depending on
 
presen tat ion)
 

Vaginal delivery in
 

6 hours (if dilation
 
,and descent are
 
adequate 1 cm/hr)
 

Cessaria
 



APPEND[X 4
 



PROTOCOL FOR CONSERVATIVE MANAGEMENTOF-
PREMATURE LABOR WITH' INTACT MEMBRANES
 

I' ,:., dm t -to -tbor 	and del iverv . . .. . 

2 .. . " - .- ls . l 	 e .d e ; l x, La e 	 ' l 0 " , ," "..
'>K -u -Ab. u i de s 	 in eft lateral o i ctic 

H 	 For:14-6 hea <oursLhen oa tr -evra I tv 
i.f 	 : i en L Carii 1:'i' ak 0o 1/ i (JS aef et:on4 h 'AI 

Vie l si rit 
- Cor.lvete blo 'iimune ,b u.ofeoa hear-. rate 

Mnor5 	 n Fc)r
.	 VRMental0I0 	 IVI-J' g na L ,)Lediq i (k, nPuoL,.,e -. L20 beats/iiinnute 

rteriaI pressur - 90/50 mmHg
Uterineactiity (assess for 10 mi. every 20 min)FetalI heat rate < 1L20/m iri 1"$/Min or variations*> 

in- heartrate (dce.leratioris/acceerations)

Hydotrrhea 
Fetal 
 eovementnd.,
Vagqinat hIrleedirlg 

- Nausea arid vomitiriq. 

Lbor	ator- jef: 
Cornp Ie bLood r;Iit:blood group + RH 

L ;,' 

- Ur iriaralysiS d-1,-ui ne cultur-e 
VDRL 
C-reactive pro.ein (depending o ability of patient 1:,
p~ay) 
Gram stain arm of endocervix 

-Other (dependini onras-sociated medical problems-:..) 

7. 	 Ultrasound Tdi.tiiueage., weight, congenital anoffatio~., 
pt-ese n i .,tion. placental ma turIty, am ti i1.~ *,
fl:u id l~- n .,fetal movements and co-spir;tli oI 
(deperidin(.i on ability of patient to pay) 

8. 	 Non-stress
 
Lest 	 Perform ,)n -l l pati.ents > 30 weeks if cmse .:,. 

merits 

* I (9..riin jocen tes is 	 Mon it:or . r -l:al moverrients 
When the obstetrician considers this ne:e.;:iiv 

t( 	 Hy:lra tion In p.o.ca,e of false labor (.1 .ass ev"r-/ 
mninuLt(!:T for, one hour) 



. Lca1,z 	Med ions: if -h e e .ro con r-a i .di cat io i :o 1.''t I 

"a 	 I soxu rnlepU c he1,')nehr .ir,5 1,. I o) ) mI ((p10 	 5000v0 c-
5-. dextrose. ropsn inbree. roni 
m- er na 18P [tU .n-r 'ear r. t ii r "eirnI lE.i' d I i e7 ', ---------------.... con on ?, 	 u a etract oYr e i I tzes arrt, eva procir-sS n I ' 
ix(Lienri ho.t :; rtna i or tower- [,.V. l-aL(e,. 

'rwaeaer:n.r'mal pulse ,hoini rot- h-. 
r h,'.1,.20 /If . heat ,filI trieat: iri 	 rat-0,.teta 	 I iot:

1hat: 160 beatCH/mir arid riaterrat od prresatre, ri L IWood
1tAi'an 	 9?0/55 irmHg 

Sb) 	 FeI'l otero 1: m.-?iic:/,i in I V. i 5, dex trose ,s fao . ..
2ampules of I:enoter-patisister (0. 5 my) ii 5000cc ' 5

f)ett.oseA 5 drops. (1.5... (,af ir.idro s) per iiiuritu . icte 
by .5 drop, (15 in idrops). every' 30 minu ies to a rnaximl
:ff 161: r u Le r ecessa ry, on I.y if ma tern a L6 (r'opsp ,3iri if. 
pulse remains < .l.20/iii fetal heartrate , 160/win and 
rlinterat BP > 90/155. 

patients 	 medical--:.: n w it:h ,b:.Q o.lute contra:indications to 
She use of "be :--m filiettc, use inagnesiumri su lf ate as 
,follows
 
- i t ial dose: 4 grams magnesium su[fate in 250 cc

5Sb dextrose via [V infusion over 30 minutes 
a iritenaieM.' doe: .10 grams magnesium : uIf,:e 

i ,500 	 cc 5 dextr ose at 33 drops/miriu t. 
,,;:>i 	 :!j
rams/ho .ir
 

d) 	 Pherobarbi toi: .00 mc; IM stat, then 100 mg FM every 
hours For 4 dose-, 

e) 	 Antibiotics: 
Atccor"-ig to the presentation and evi.Aeric
 
of infectioni.. use ampicillin I gram IVstat, I:herr500 mq.l
I V every 6 l'iou r . Re-evaluate Cul ture resu. ts: i!
positive, continu-, treatment for 10 days. 

I f there is a coni ;-irldication to the use of aIalpicil I ill 
use erythromycir! 5O mg po. every R hours. Reevaluat'. 
following receipt :4 ,,XuLture results (as. above). 

f) 	 Steroids:
 
Dexamethasone M everv 
 1.2 hours for 2 doses, i
 
pregnancies 28-3- weeks who have pulmonary immaturi)[ty '
 
ar iriocen tesis
 

After uterine con tracti L ry has sign ificantly decre;i.ed
 
minimum of 8
for a 	 hours, continue uterine inhbiI.;lori

w9it h o ra. mledI cati on n ring oral regimen 1. lrout 
before discontinuin j IN. medicationi 

•'Ai>>,:
 

http:decre;i.ed
http:h,'.1,.20


Tra-nsfer post -par ru.IAto 	 'l 
Absolute bedres"t 
Regular diet 
Vital signs every 30 f,tl 2 1inr~L~r Irori[ VnIIorrl.rou tine 

4B OP 90/'15 rrHo 

Fe l -:*.I l'ar, ra te -1160A/ i ri, 
I~vro'r~r:rand/or vwtq tAia bleed i n

Ute.r incon ltracti.lons every .10 :e1.0oiri" 
U.ritl.iary 	oJ: pu t ever,-v hLu?r

Reiouj-s! : adu iss i on Ial:orIes 
Ii.tI ~r~ou~d; nonstress est, and ar .... - -"S (acord"n... 
esaL;hibl ished ind !cat i on )
.:C.Ml t.at.iorri; wi Lh other :erv icfS1f recesary 

- Medications: 
Frenoterol - Partiststeri 5 mg p.o. every 6 hours" 	 [soxup-,r-lne: -Ri Lodrine
 
AiWpcil 
 n 5 (0 mg ever , hour-s (only in those patients with 
justification for use, eg. positive cultures)
Phenobarbi tol 1.00 m(I EM every 12 hours x 4 doses
'Steroids: Evaluate after obtainingu:e 	 gestational age and
weiiht by ultra.,ound or test 'of pulmonary maturity via 
amn:ir ocen Lesis 

l: , wh.i 1.e on oral uteroinhbitors, the patient again ,sri .with .uterine contractions and there is no con traindicaLion Lo a.L.(.:orid course of IV uteroirnhibi tors, transfer patient once more Lolabor and delivery to re-iiitate IV tireatment (only once). If thc
pi latienl presents with cervicat di L,..1tion grater than 3 cm, Lransrto labor and delivery and allow patient to labor. Delivervaqinally ift Lhere is rino r:nrandication to thIs. The resid net:
inust, deliver the patient. using and ample apisiotomy. Notiftv
:)ediatr.c resident, who ,mj:.L a so be present at delivery. 

If fetus is in breeci r)ireseiation, see protocol for pr-ekiet'mibreech. If there is pr'ewalti-re rujpture of riembranes (PIROM) :o: 
specific PROM protocol.
 

• ,::Cdnditions.o"isca~ 

. - Disappearance of sigrl: r:tid symptoms that prompted adhlsomi.
Minimum time of 72 hout.ii asynptomatic after successful ut,'r; 
-- hlibition; gereral ply:,:ica1 exam nor'mal. 

.- :Without associated pal'iology; not undergoing treatment Iu, 

Conlinje ora tocolyis irifl,1 Linic visit 1.week ate at; wh[c:h 

clri vi i 1,w e i t 



-ItIen t shoilId be evaluated by second year obgyn reieI w~(*n -IhViy t p Lo,l y icr Re-evaluation every w(!eeK. 

Pct Iiefi educat ion rojlardiriy:, 

HIn7n i tor, incj of 1)Ler i of o 1:tvi i 1,
 

Hjon LIorIi ri <:I,, F-f Lta I movo'rrlei1 ti
 

* .II VyIp t.;ornsI ..~I iwrre~erpi latbor 

No -E0XL 11 .2CtLiVi Ly
 

HvC '' or - la
 

V ojiLriat bl ,?eding
 

r ~I Fe Lai ovenien t

iiipor'tarice of 't~,amp
(o~ Iiance witLb edical treatmeit *jii- I 

I)~ra~;ein phy -.Ia ;ciactivity
 

Fits ccesrt-.0 os)pi La]
 

Oolivery in IIo!pital
 

K-11I
 



rAwnnUM I x 5
 



H istory: 

History of amenorrhea, vaginal hemorrhage and/or history of 
manipulation (aborptive maneuvers)
 

Clinical:
 
Ur-ual sympthomatology of vaginal hemorrhage 
(moderate) and
 
colicky pain.
 

The cervix is usually open. There are 
signs of infections.
The vaginal bleeding may be malodorous and often there is fever and
 
generalized malaise
 

Admi.ssion orders
 

.I... Admit to gyn. septic ward
 

2. NPO
 

3. Maintain in bed in 
semi fowler's position
 

4. Strict vital 
signs every 30 minutes until 2 hours after
 
surgical treatment
 

5. Watch for:
 
State of consciousness and hydration
 
Hypo and hyperthermia
 
Tachycardia, tachypnea
 
Cyanosis
 
Hemorrhage.
 

Inqitial esue
 

Strict control of vital signs
 

6. Laboratories:
 

Blood groups = RH
 
Complete blood count
 
BUN & creatinine
 
Gram stain & culture of endocervix
 
Urine analysis, urine culture
 
Blood culture x 2
 



Platelet count, PT, PTT, fibrinogen, clot retraction 
(clotting
 
time)
 
Tests of hepatic function (SGOT,SGP, bilirubin)
 
peripheral smear
 

Catheter:
 
Swan-Ganz catheter (if necessary)
 
Foley catheter
 
Tntravenous catheterization
 

7. Medications
 
Antibiotics:
 

- Clindamycin
 

Gentamycin
 

Oxytocics:
 
20 units in 500 cc lactated ringers (Hartman's solution) 
at
 
10-20 drops per minute.
 

- Crystalline penicillin rntitetanous prophylaxis 
- Gentamycin 

Clindamycin 

- Ampicilliin
 
- Clindamycin
 
- Gentamycin
 

8. Special:s
 

Intake and output recorded hourly
 
Nasogastric
 
Catheter and continous suction 
if necessary
 
Foley catheter
 
Intravenous angiocath 916 or 018 or central line if necessary
 
Rx: Individualize
 

Radioloq ic..Studies
 

Flat plate of abdomen / Radiograph of thorax, seated: 
depending on on each case.
 

If there are signs of uterine perforation or a foreign body do
 
a total abdominal hysterectomy
 

Treatment
 

Medical treatment
 

Liquids
 
- Normal saline
 
-' Hartman's solution
 

Whole blood depending on bloodloss
 



- Packed red cells if HCT <30%
 

Medications
 

Clindamycin 400-800 mgIV every 6 hours
 
Gentamycin 3-5 mg/kg/d in 
3 doses; or
 

- Use of combinations from protocol 
for septic shock 

Others: 

-' Use of oxytocis 
- Antitetanous prophylaxis 

- Human 350-500 IU
 
- Equine 3,000-6,000 IU
 

Both subcutaneous
 

Depending on 
previous immunization
 

Place simultaneously in different arm
 

Surgical .treatmen t 

Dilation and currettage 

4.6 hours after initiation of antibiotics and oxytocis
 

Pst-surgitca ma g Mnt
 

Hematocrit post 0 & C
 



I POST-SURGICAL MANAGEMENT I
 
G.ood evo.lu tion. Poor Evolution 

Vital signs-hourly 

FFnl: follow for6 
hours then perroutine

followe ftoa 
ht 

I f a b n I 
f abnI 

a c hy c a r d i a 
c h y pn e ahypotension, fever' 

C o n t i n u e 

antibiotics already 
initiated 

If no signs of 
r e s i s t a n c e , 
S-ontinue for 7-10 
days 

< 

No response: if 
cultures show 
resistance, change. 
F a i 1 u r e o f 
antibiotics plus 
deterioration oF 
pat ien t. 

Control of 
excretion 

urinary 

If nl for 6 hours: 
Smore than 30 cc/hr, 
discontinue Foley 

If abnormal for 3 
hours, accentuated 

'decrease in urinary 

excretion 

Bo t h t r ea t 
med ica 11 y with 
hydration 

Response 

YES NO 

Evaluate for 
discharge: 

72 hours post D&Chif all vital signs 

and capillary 
filling are normal 

Evaluate for TAH or 
TAH-BSO 



PROTOCOL FOR MANAGEMENT OF SEPTIC ABORPTION
 

Diaqnosis
 

Clinical history
 

a-1 	 Initial measures 
.1-2 	Radiologic studies: 

abnorma 1 
normal 

T r ea tinen t 

b-1 Medical
 
b-2 Surgical
 

Managem.en..t Pos. Dilationand Currettage 

Good 	 Evolution. Poor 	Ev.o...tJ..ion 

Vital signs
 
Ant ibioti c
 
I reatmen t
 
U r i n a r
 
i xcretion
 

Evaluation f.o.r 
,: [sLharge 

Failure 
 of 
 ATBx 
 Oliguria

Complications 
 plus deterioration
 
Deter ioration
 

Perf 	 ora tio(o<---Incomplete D&C	 Hydration 

- Depending No response, see Response
 
.on case, protocol for septic
 
repeat D shock
& C 

V a.g i n a 1
 

hemorrhage
 

Evaluate fo r 
TAH..BSO
 

http:Ev.o...tJ
http:Managem.en




IOF- PATIENT. INSEPTIC- SHOCK,:FROI"--fA~ISSIQN. 

oodris!';ion Ordlers
 

,IdMi t to. ( -- [Lii
::,n--pL n ive)
 

) ,, 1.:,o ) i , :("I L 


.HO till neu . t order::,.
 

4.. Vil.a 1 i.rr; 
,ver y .30 ininnL ts ,re'orjed 

5. 	 Monitor for: 
3 L,te of coricOA:;ri c; ., p in fever, hypo Lens ion, dyspnea
cya.nosis, tachycard ja, tJrI-nary excretion 

6,. 	 Laborator ie-: -

Ccrnp le te blood counlt, EsR, platelet count, 
 PT, 	 PTT,f br inoyen , peri phe-ra 1 :smear (ur ineanal isis renal fUnctionlabs, trn-sarn nases., ) i1 rib in , -odium and potassium, uricacid, glucoe, arter ial blood gas and pH, urine culture and 
•.:;ensit.ivity, blood ,L:ut:Jr-e-& (two, 15 minu tes apar t), aerobic
and anaerobic cultur -. of infected tissues and secretions,, 
q ram 	 a:tairi )f sec r,-t i or.--;.. Above dependen t on ab i1 i L [.
hospital and/or pat.ierit.. 

7T. 	 Hed ica t i ons :
 
An Li bio Lti cs :
 
C.hoose depend i rg on .tvaJ i I ab iI i ty (see a ltern ati ves be I o) 

Sensitivi tes:
 
EvaIuat e chanqe 
 of .nt .. ot i cs 48-72 hours after in it at ion
 
Methylprednisolone: 
 1 ram IV x 1 do.e. Use only-in staqe A4 
c-.'r B" 

Digitalis: Use accor l.-Iin to criteria (see below)
 

Dopamine: Use accorditq to criteria 
 (see 	below) 

8. 	 Management of SoiuLictii.: ccording to CVP (see 	below).
 

9. 	 X ray of abodomen: AiP and lateral 

X ray of chest: PA, ';e 

10. EKG (request from inte-nist)
 

1..1. Foley catheter
 

1.2. 	 Central 1ine placemenL for- CVP readings
 



,1,3. 
 Strict ,hourly input arnd Output, recorded 

14 Consult ot her specialtie according to patien needs
 
15- Evaluate for surgical 
 1r-t-Iatmerit within 3 hours 

.1. Present case to chie,f of erice. 

17 Report. chanqes immediately-. 

..r,..i earent of solitiors 

Use central venous pressure (CVP)
normal, Ls 8-12 cm 
 H 0 
i-r ].es;. than norma]" .
 

5-20 mlministormi/mm for 10 minutes. 
 If the CVP rises hiqherthan 5 cm, stop infusion. , If the CVP does not exceed 2 cm or<l 1. s, give a second load. Use crystalloids 
* M-"-."ijangement of antibio tics "_ 

((.- eme No. 1:
 
Apicill iri .1 yram 
 IV eve ry 4 hou rs
 
Clindamycin 
 900 mg IV every 8 hours
,(ertamycin 3 mg/kg/day. Adjust maintenance dose accor-Jirq to 
creatii n e 

.cheme 2:No. 

Crystalline penicillin .3miiiior units TV every 3 hours
 
Chornizphenicol 1 
 gramIV )vergy 6 hours 
Gentamycin 3 mg/kg/day IV .in 3 doses 

Sch eme.o.3: 

Metronidazol 1 gram I.V. loadig dose then 500 mg every 6 hour-s,give each dose over 20 minutes
 
Gentamycin 3 mg/kg/day ~T.V, in 3 doses 

Scheme!No. 4:
 

Metronidazol 1 gram I.V. loaiding dose then 500 mg every 6 hours,,Give each dose over 20 minutes
 
Cefotaxime sodium.2 grams IV. 
 every 4 hours
 

Management ,,of .iit.i 

Use of digitalis is recommended in patients with tachycardia Or
with a CVP > 1.5 cm H 

Digitalization:
 
O al route with Digoxin or Lanatoside C
 

L j
 



Digoxin: 
I mg followed by o.25Jrn< hiour:every 6 r-i-taiuntil e 
Lanatoside C:
 

6 mg/24 hours, divided : .do- es. IrIF .V. ro'ite i- uel,the initial dose ., orie hal f ol; t:he digitalizat:iorn 

MI iJnten ance ,ose For I i (jo0 1n L ': ;75 1r/d i v i ded in o::; e,ia Iti er~,rc. o&.: for I an oLot ,ide C is .1.2 rr.q/24 h 

M"(:tri-a'Jeriilzri t: ,' f do:pai ri e 

To::, be q erl v ia I - V. i f I.j -; ion. iri p .-t. ieri ts wiith per f IA". io,:1',t, f ,-ieric;i. s , hypo ten-, ion anJ/o/r o.iguria 

I...ow do-es ( - .- 2 mcq .,/rri i n ) provo ke ren a I vasod iI a t ionHi 'h d.o:-es :LO mcq/kq/m in) raise total peripheral resistance
C,) f ft *2I - mc<,/'kq/m in r a i se rii i niU te vo mne, hear t rate Lnd 

ar-terial p r e--.su re 

E.ach ampu.e cuontairs 200 milligrams

Doses :, 10 mcq/kq./miri have 
 an alpha adrenergic, inotropic effect 

Prepare the infusion with 400-800 mg in 500 ail 5.: de>:trose whicit
equals -0R or 1.. mcg/ml 

T'he administered dose depends on the speed of Lhe in f us if Ie 
d rops/m i n u te 

-,;u rqg.!, treatment 

SAbm it al patients to '.urjical treatment who are oIitgu r-.i -.i.
hours after s-,eptic aborti on or currettage, or with 
 henodirie.ij-(
 
(:: prli".lse .
 
Wi Lh tubo--()var iari abcess or 
 adnexa1 abcess, all patierits who hv,not respollded after 24hour.. must be evaluated For treatment witlh
r.:ota1 .ibdominal hysLterec Lomy 

o...... r......bys .t e e , , ., .1ndica.. .c..... tions.. ...............for ..
... n hyseetm 

P, nur'.a 

'erinet perforation 
Uterine size 14 weeks of gestation 
Evidence of hemolysis
 
U:J:;e of 
caustic agents, corrosives, oils or 
detergents

Clostridia Welchi 
as causal ,igent

Presence of Foreign body in uterus or abdominal cavity 

In.di.cations fo0r hys t.erectomy with bilate.r.l...Salpi.r~go-oop!o r'ec tol! :,, 

If adnexae a-e involved
 
Extensive adnexal disease
 
cute pelvic infection 
with abcess Formation 

/ 

http:henodirie.ij


Patient has passed reproductive age (post-menopausal)
 

I n c.hro.r ioarn ion i t 

When vaina I h i r th L-; 1o L :3,een a c h ieved in 12 hours (max miji 


I,,.,rform cie:.arean 2, io1
 

S,I ;e1,C perf,r urm L:ae-,arearn hysterectomy with I.4t ,.-,,,
[ i 


vif-,i, r v,-,nna eava and ovarian veins
 

il,:triacjenen t of ,C: idc:5 i5 

Flood pH must be Known 

Sf pH , 7.2, ,odium reserve is ' mEq 

ronot u:se sodium lactat. , which -equires aerobic ietabo 1.ismll A,,Ii,:t, 
' s-e,I;')~r(Ip.rum 

Ifet ,mp' e eI 44 mETII :,d i urm b i carbonate 

Adm i n i i t r,-* L i on 

c iiu[a de.ose in iE,4---.4!Ki for desired level of bicarbon;-L-, 

Pri.:par. sodium bicarbonate ,.solution in saline at 167 mEq/liter 

O.lCher ,los,:qe: 20 ml or 3mEq/Kq over 60 minutes 

3u r , i c:al ,maragemen L 

r)[i 1 pat en .tsin ir t: i.i[I . tayes of shock (A and B) nus t :'e ,-v,.t, :.,I 

in 3 hours to decid- whether to proceed with surgical tr-aL-Irfl, -A: 

inIfectious focus. 
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CILSSIFTrYT ION 

I- Pre-eclampsi: 2.Eclampsii.L 

a) M i [d 

b) Moderate 

C-:) Severe 

I::ARAMETERS FOR DIAGNOSIS
 

M L.D...
P.RE.-.E.C..P.A.M.P.S.. A.
 

1- Weight gains of > 3 pounds/month/ (or one pound/week)
 

2. Arterial pressure within normal limits 
 or mildly
 
elevated; 110-120/80-85 mm Hg.
 

3. Proteinuria no more 
than 2 grams/24 hours.
 

RQTE P .........-:......
E......S..!*.**-


I... Greater tendency towards weight gain 


MODERATE PRE-ECLA~MPSIA~


(>4 pounds/month)
 

2. Diastolic pressure 90-100 
mm Hg.
 

3. Proteinuria 2-5 grams/24 hours
 

4. Edema
 

1. Diastolic pressure > 100 mm Hg
 

2. proteinuria > 5 grams/24/hours
 

3. Edema
 



TREATMENT
 

M 1.d.P.re-ecl.ampsia:
 

Ambulatory
 

a) 	 See weekly in outpatient clinic. Check for
 
proteinuria
 

b) 	 Bedrest 
 in semi fowler and left iateral positions
 

c) 	 Low salt diet
 

d) 	 Laboratories:
 
d.l. 	 Complete blood count 
 and differential,
 

erythrocyte sedimentation rate, groups
blood 

and RH
 

d.2 	Urinanalysis
 
d.3 	VDRL
 
d.4 	 BUN
 
d.5 	Creatinine
 
d.6 	Uric acid
 
d.7 	 Glucose
 
d.8 	 Sodium and potassium
 
d.9 Shielded chest X-ray
 
d-1O EKG
 
d.l1 Fundiscopic exam
 
d..12 	If proteinuria present: 24 hours urine for
 

total protein
 
d.13 	Platelet coint
 

e) 	 Medications:
 

e.1 	 Phenobarbital 50 mg P.O. every 12 hours
 

-	 Hospitalization 

a) Do not use diuretics
 
b) Complete clinical 
history
 
c) Admission
 
d) Absolute bedrest in semi-fowler, left lateral
 

position
 
e) 2 gram low sodium diet
 
F) Record vital signs every 2 hours
 
q) Daily weight
 
h) 	 Record intake and output every 2 hours
 

i) 	 Watch for:
 



- Rise in blood pressure 
- Convulsions 
- Epigastric pain 
- Headache 

Change in mental status 
- Contractions 

Change in fetal heart rate
 

i) 	 Laboratories: 
Complete blood count and differential,
 
erythrocyte sedimentation rate, 
blood groups
 
and RH
 

- Urinanalysis every 48 hours 
- BUN 

Creatinine 
- Uric acid 

Glucose 
- VDRL 
-- Sodium and potassium 
- Prothrombin time 
- Bleeding time 
- Clot retraction time 
- Platelet count 
- Fibrinogen 
- Alkaline phosphate 
- Transaminases
 
- Peripheral smear
 

k. 	 EKG
 

1. 	 Chest X ray
 

m.. 	 Fundiscopic exam by ophthalmologist
 

n. 	 Medications
 

a) 	 Apresoline 10-20 
mg p.o. or I.M.every 6
 
hours
 

.. I.V. solutions 

10% dextrose to maintain l.V. access, 

replace volume; 3 way tubing 

o. Present case to chief of service 

p. Report changes immediately.
 

SEVEREoRE-ELsdirtI
 

a. 	 Do not use diuretics
 



b. Complete clinical history 

C. Admission 

d. Absolute bedrest in semi fowler, left lateral position 

e. Liquid diet in adequate quantities 

f. Vital signs recorded every hour 

y. Foley catheter, urinary output recorded every 2 hour-,.

h. Record intake and output every hour 

i. Place central 

hourly 

line and record central venous pressure 

j. Watch for: 
- Rise in blood pressure 
- Convulsions 
-" Epigastric pain 
- Headache 

Changes in mental status 
- Uterine contractions 

Fetal heart rate 

k. Laboratories 
- Complete blood count and differential, erythrocyte 

sedimentation rate 
- Blood group and Rh, cross match 
- Urinanalysis every 48 hours 

BUN 
- Creatinine 
-' Uric acid 
- Glucose 

VDRL 
- Sodium and potassium 

Prothrombin time 
- Bleeding time 
- Clot retraction time 
- Fibrinogen 
- Platelet count 

Alkaline phosphate 
- Transaminases 
- Bilirubin 

1. EKG 

M. Chest X ray 

n.. Fundiscopic exam by ophthalmologist 

h. Medications 



a) 	 Apresoline 
- initial dose 5 mg I.V followed
 
by doses of 5, 
10, 15 or 20 mg I.V. every 1.5
 
minutes as needed to 
decrease blood pressure.
 

o. 	 In symptomatic patients, initiate Magnisium Sulfate I.V.
 
4 grams in 250 cc dextrose 5% over 20 minutes
 

p. 
 Magnisium sulfate should be continued for 24 hours post.

partum
 

q. 	 If the patient has con ,ulsions, use Diazepan 10 mg 
I.V.
 

r. 	 I.V. solutions: 120 cc/hour (40 
drops/minute). if
 
oxytocin is necessary, use a concentrated solution,
 
preferably dextrose.
 

s. 	 If the patient 
 has been taking antihypertensive

medication during her pregnancy, continue with the same
 
dose.
 

t.. 	 Present case 
to Chief of Service.
 

u. 
 Report changes immediately.
 

EclAMHRP
 

a.. Do not use diuretics
 

b. Complete clinical history
 

C... Patient in 
special room with intensive care
 

d. 	 Absolute bedrest in 
semi 	fowler, left lateral position
 

e. 
 Liquid diet in adequate quantities
 

f. 	 Use 3 catheters
 
- Central line with central venous pressure every hour
 
- Foley catheter, every 2 hours
 
- Nasogastric tube
 

g. Vital signs: 
- Arterial pressure, pulse, respirations every 30 

minutes 
Rectal temperature every 4 hours 

h. Record intake and output every hour 

i. 	 Watch for:
 

- Rise in blood pressure 
- Convulsions 
- Epigastric pain 



- Headache
 
- Changes in mental status
 
- Uterine contractions
 

Fetal heart rate
 

j. 	 Laboratories
 
-
 Complete blood count and differential, erythrocyte
 

sedimentation rate
 
- Blood group and Rh, cross match
 
- Urinanalysis every 48 hours
 
"-	 BUN
 
- Creatinine
 
- Uric acid
 
- Glucose
 
-' VDRL
 
-	 Sodium and potassium 
-	 Prothrombin time 

- Clot retraction time
 
- Bleeding time
 
- Platelet count
 
- Fibrinogen
 
- Bilirubin
 
- Alkaline phosphatase
 
- Urinary sediment
 

k. 	 EKG
 

1. 	 Chest X ray
 

M.. 	 Fundiscopic exam by ophthalmologist
 

n. 	 Medications
 

a) 	 Apresoline 
- initial dose 5 mg I.V followed by
doses of 5, 10, 15 or 20 mg 
I.V. 	every 15 minutes
 
as needed to decrease to decrease blood pressure
 

b) 	 Nifedipine 10 mg sublengual; evaluate every 15
 
minutes, strict monitoring of arterial pressure and
 
fetal heart rate
 

c) 	 Valum (diazepam) 10 mg I.V. stat o.r.
 

d) 	 Diphenyhydantoin 250 mg I.V. stat every 6 hours
 

e) 	 If there is magnesium sulfate available
 
continue magnesium sulfate for 24 hours post partum
 

A. 	 I.V. solution: cc/hour If
at 120 (40 drops/minute).

oxytocin is necessary use a concentrated solution,
 



preferably dextrose. 

0, If the patient 
medications during 
lose. 

has been taking antihypertensive 
her pregnancy, continue with the same 

p.. Present case to Chief of Service. 

q. Report changes immediately. 
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GENERAL NORMS FOR STERILE (GREEN) AREA J
 
DEFINITION OF STERILE AREA
 

The sterile area of obstetrics 


I. 	 Dressing or changing 
room 


Handwashing area (sinks)
 

3. 	 Central supply
 

Labor ward
 

5. Delivery room
 

6.. Obstetrical operating 


includes the following areas:
 

(locker area)
 

room
 

All pesonnel who 
work in or enter this 
area must follow the
 
following rules:
 

a.. 	 Clothing: You must wear a 
complete green outfit including:
 

I. Cap
 
2.. Mask
 
3. 	 Shirt or dress
 
4. 	 Pants
 
5. Shoe covers
 

The use of other clothing under 
the green outfit (sweater,
 
pants, etc.) is not permitted.
 

b.. 	 The use of 
the green outfit is exclusively for the sterile (or

green.) 
area. You may not go outside of this area wearing the
 
green outfit.
 

c.. 	 Upon leaving the green area you 
must 	change clothes.
 

d. 	 You may not bring food or drinks into the green area.
 

e. 
 You 	may not wear jewelry in the green area.
 

f. 	 You may not smoke in the green 
area.
 

9- It is absolutely prohibited 
to ingest alcoholic beverages in
 
the green area.
 

h.. 	 No sitting or lying 
on the beds or Gurney's of labor and
 
delivery.
 



1. Two beds will 
be specified for the use of 
medical students

during night call who 
may sleep if permitted by the highest.

ranking doctor in the green 
area.
 

j. Personnel will leave to eat according to established hours,

rotating turns and always leaving a group responsible for 
the
 
service.
 

1.. Medical consultants and nursing 
supervisors 
who enter the
 
green 
area must always jse, as a minimum:
 

Shoe covers
 
- Cap and mask
 

Green gown
 

m.. All personnel who work in 
the green area are obliged to ensure
that these norms are strictly followe. Persons who do 
not
comply with these norms will be first notified verbally, aknd,

if 
they continue to disobey the rules, will be suspended for
short periods and finally 
expelled completely from the
 
area.
 

L 
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na.V 	 aq hi-rt h of breec: hp re.',en tat i on i p r ef e rab I to a caesrear,
when attcnl'ed exper'ienced 'doctor, aotherwise caesarean
1ierabLe. I Fn primigravid patients, 	

i: 
a caesareari shouid be 

pet- formed. 

Pe r caesarean for :shou Ider or brow presen tat ionf'cr rm 
-

.mpo tant: Perform uiI Lrasound and COnSuLlIL neoataloqis f i rs. 

V).hen hydroceplhalus.. is :severe. spirate tr'ansabdomially or
transvaginally. Conf irm diagnosis f irs:. 

, 	 Perform caesarean for prolonged labor in twin gestation,
 
. regardless of prsentation. No augmentation, no amniotomy.
 

Before initiating oxytocin to augment labor, the following
must be ruled our: fetal malpresentaiton, congenital anomaly,, 
twin gestation. 

The person ordering oxytocin must 	 record in the patient chart
that 	the presentation is cephalic, the fetal head is r norma. 
and'.ti 	 there is only fetus. 

Use oxytocin with extrome cautionin the multipara. 

* : Only use oxytocin in the hospital 

The 	 three classic Cai..; of abnormal labor are: 

1) 	 Inefficient uter ine activity 

2) 	 Persistent occipil. posterior position
 
3) 	 Cephalopelvic di:;proportior, 

Of these three .-.nlv inefficient uterine activity Is(corrected by oxyt:ocin. The others are -resolved b, 
caesarean section 

The duration of labor 'is defined as the number of hour,-, :t 
woman is in the labor ar'ea in the hospital, from the Lim iA 
admission,until the birth of her baby. 

The average duration of labor- in a primigravida without -



-7 
medical interventiori is :3. hours. In the, multipara it, i 
hours 
Donot~use more than d doses of analciesic in labor. 

.Perf orm-a-caesareari n.a.l-wom =nwho a fter- 12 1lou t, : f-i L V ;:
Ilon itored kibor havle not had their- baby or are notL %ery clo efo deI ivierv 

The si Iingle most irpor:arit event in labor is thediaqnosir o--
Iabor; 

The I iacjnos s of labor is made when ,.1woman corre lio thehospital with uterine contractions, cervical iJlation -arid
(:.omplete effatcefren t of the cervix. 

- )dImit all patients with ruptured membranes. 

Labor contractions are t:hose capable of producing changes in* the effacement and dilation of the cervix. 

If a pat:ient presents Lto the hospital with "labor" and thedoctor is not sure of the diagnoses, he must invite her to 
;tay overniqht for observatiori. 

- Vaginal should be uponexams made admission and every hour for.3 hours foL lowing Lhis, vaginal exams should be at the
discretion of the examiner. 

- Minimum acceptable progress in cervical dilation must be I.cm/hour in the pr i'migravida and 1.5fi ur1: ig rav . cm/hour in t1lida 


Pr ogress in labor murii be recorded on the partogram
 

- The parameter of progress in the first of
stage labor i: 
cervical dilation.. 

The parameter of pro(ress in the second stage 
of labor i:s

descent of the fetal head

, Forceps are only indi(r:ted when the 
head is on the ielv':
 
floor.
 

- Caesarean 
section is the route of delivery when the heacd ,Ioe
not descent, the isoccipul-. transverse. 

When there is complete dilation but the head does not descernd
and there is not adequate uterine activity, oxytocin may 
bett' ied cautiously for thanno more one hour in the absenrice ?!further descent. 

'. 

When amniotomy ,and oxytocin; do riot re-establish the riorr.,(course oF dilation or descent o f the presentation w I h 



adequate contract ions within one hour, perform Caen . r ,ir, 

When there is no proqr-et:.:s in .ervlull ,Iila Lion. one hur at her
admission with at: [,',n: , i. ,.-ri me:t er- amn iobomy may 	 . 
performed to acc IernLe [abt. 

RFe.; itn ,xyLu:in I himr LIf i:,. war ,.. on y if Lhe pres-:renta onit:.h i
verlex, there is rio rieconi i nad the ratI enL is pr imniqravida

.Do io ,.:,: oxyhoc i n t.Lhe mut I..pir a, except if ,iu h,, i.n:., by 
a Chief or upper lebyFI resi dent-

Rules for the use of oxytocin:
 

1... The con centra tion is i) u oxytocin/i. liter Harftmans solution
for primngravidas, 5 u oxytocin/1 liter Har'tman's solution For 
mu Ltigravidas.

2.. It is preferable to ise , rnainidrip. One drop equals 3 

minidrops

3.. Do not exceed 60 *irops/minhue.
 

4. 	 Begin at 40 drops/minute and increase by .5 drops every 1.5
minutes until adequaLe labor is achieved.. 
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1. 	 General considerations:
 

1.1 	 Cessarian sections will be performed by attending

physicians and residents in 
all three years of training,

the 	selection of the 
 surgeon will be according to
 
experience and the 
dexterity required to successfully
 
perform the operation.
 

1.2 	 The surgeon will evaluate the patient and determine the
 
fetal position, presentation, station and fetal heart
 
rate.
 

1.3 	Hand washing (surgeon, assistants, scrub nurse): wet
 
hands and forearms, then apply surgical soap, scrubbing

with hands. Rinse, taking care 
that 	water drains from
 
hands to elbows. Reapply surgical soap, scrubbing with
 
a brush for five minutes; first scrub hands and fingers,

cleaning beneath fingernails, then scrub wrists, and
 
finally forearms to the elbows. Rinse taking 
care that
 
water drains from hands to elbows. Dry with sterile towel
 
from hands to elbows without returning to hands.
 
Immediately discard towel.
 

2.. 	 Anesthesia
 

2.1 	 The anesthetists or technologist places a 
No. 	 16
 
angiocath in the patient and proceeds to hydrate the
 
patient and administers anesthesia.
 

2.2 	 Types of anesthesia
 

General:
 
For use in emergency cessarian sections; i.e. those cases
 
where maternal-fetal risk is imminent: 
bleeding placenta

previa, acute fetal distress, cord prolapse, etc.
 

Epidural:
 
For use in 
planned elective cessarian sections, and in
 
unplanned cessarians for indications witout immediate
 
maternal-fetal risk except the impossibility of resolving

the pregnancy 
by vaginal route. For adequate effect,
 
specific equiment must be available.
 



3. Patient preparation
 

3.1 Pre-operative
 
- Place 418 Foley catheter prior to transfer of


patient to opeating suite. Maintain Foley during

procedure. Remove Foley at end of operation only 
if
 
urine is clear and output is adequate and at the
 
discretion of the surgeon.
 

Wash surgical area (abdominal 
wall from costal
 
margin to thighs, and genitals) with surgical soap,

minimum 3 minutes, prior 
to transfer to operating
 
su i te. 

Place cap adequately covering hairz placeleg covers
 
up to 2 cm. abgove knees.
 

Transport to surgical 
area on a stretcher with
 
clean, dry bedclGthes.
 

3..2 In the operating room:
 

Antisepsis:
 

-" 
 Surgeon asks circulator for antisepsis set-up.
 

Surgeon or assistant puts on sterile size 8 gloves,
 
to be discarded at 
end of procedure.
 

With the patient 
in dorsal decubitus position,

apply alcohol and then methaphen with gauxe grasped

by ring forceps to the abdominal wall, more or les:s;

from the costal margin to the inguinal area,

starting cephelad from the midline laterally to the
 
anterior axillary line, including the vulva and the
 
upper one third of 
 the thighs including inner
 
thigh. Discard ring forceps at 
end of procedure.
 

Placement of the sterile field:
 
- Request 
count of instruments 
and lap pads from
 

scrub nurse and circulator.
 

- Place sterile towels around operative site, leaving

sufficient space (8 cm.) 
to make surgical incision.
 

- Place split sheet and whole sheet, which should not
 
touch floor.
 

Surgeon and assistants remove talc from gloves with
 
wet lap pad, and discard 
lap pad.. Inspect glove::.
for holes.
 

- Surgeon places two dry lap pads on either side of
 



surgical field, parallel to the incision, to Keep

surgical field clean 
and dry. Replace with moist
 
lap pads once fascia has been completely incised.
 

4.. Abdominal wall incision
 

4.1 General aspects: 

When the patient has a previous surgical scar on
 
the abdominal wall compatible with the execution o1f
 
a cessarian, the skin incision should be over
 
this, resecting the scar tissue.
 

The selection of the type of 
 abdominal wall
 
incision should be the most appropriated for the
 
type of uterine incision and for the extraction of
 
the fetus according to fetal lie, weight, and
 
estimted gestational age, as well as the
 
characteristics of 
the mother.
 

Transverse skin incisions 
are preferable in all
 
primigravidas, especially young 
patients without
 
(:)ld surgical to
scars. It is necessary 

individualize each case.
 

4..2 Midline infraumbilical incision
 

- Surgeon checks level of anesthesia 

Surgeon places traction on skin with left hand
 
above umbilicus arid incises skin in midline 
15 cm
 
with external scalpel (23 or 
21 blade) in dominant
 
hand. Incision is deepened with internal scalpel

(23 o 21 blade) to 
reach the fascia. Hemostasis of
 
bleeding vessels is achieved with 6-0 
 cotton.
 

Anterior rectus sheath dissected to achieve 2 cm
 
width exposure.
 

Fascia incised lon'4itudinally as follows: 
 Incis.e 2
 
cm length in middle 
third of fascia with scalpel.
 
Introduce the blades 
of mayo scissors into this
 
buttonhole, between the 
fascia and the rectus
 
muscle, alternately opening and closing the blades
 
to separate these structures. Incise fascia
 
s~uperiorly with 
 the Mayo scissors then repeat
 
process inferiorly.
 

Separate rectus and pyrimidalis muscles in the
 
linea alba by blunt and sharp dissection to expose
 
the transverse fascia arid underlying peritoneum.
 

In the superior aspect of the incision, dissect the
 
transverse fascia and preperitoneal fat to reach
 



the peritoneum.
 

- Elevate the peritoneum between two hemostatic

forceps 2 cm 
apart; palpate the peritoneum between
 
the forceps to be sure there are no 
intra-abdominal
 
structures
 

The surgeon then makes 
a small opening in the
 
peritoneum between the with
forceps metzenbauni
 
scissors,inserting 
the first two fingers into the

oeritoneal cavity 
to elevate the peritoneum and

guide the enlargement of the incision to 
 the
 
superior and inferior 
margins of the fascial

incision. Preperitoneal tissue is dissected before
 
hand, and the vesico-peritoneal fold is 
identifiec.
 
by transillumination.
 

4.03 Transverse incision or 
Pfannestiel
 

The incision is made in the supra-symphyseal fold
 
following an arcing trajectory and extending just

beyond the lateral border of 
the recti externas.
 

The assistant and surgeon put 
lateral traction on 
the skin such that the scalpel (blade # 23 or 21)
does not drag on the skin. 

The incision is deepened through 
the subcutaneous
 
tissue 
 and a 2 cm wide area of the underlying
aponeurosis is clered using blunt 
 and sharp

dissection. Bleeding vessels are ligated using 6-0
 
cotton .
 

The fascia is incised with internal scalpel in 
a
 
transverse direction in 
the midline for 2 cm. 
 The

blades of Mayo scissors are introduced between the

fascia and 
 the underlying tissue, alternately

opening and closing the scissors to separate these
 
structures. The 
fascia is then incised along the
 
entire length of the incision.
 

The cut edge of the fascia is grasped with straight

kocher clamps inferiorly and superiorly on either
 
side of the midline. 
The fascia and underlying

rectus 
muscle are separated bluntly (with the

finger or scalpel handle); superiorly almost to the
 
umbilicus and inferiously to the superior border of

the pubis. Separate the line alba 
with Mayo

scissors.Clamp, cut 
and ligate the blood vessels
 
that run between the fascia and the muscle with 6-0
 
cotton.
 

Separate 
 the rectus muscle and dissect the
 



transverse fascia bluntly., producing abduction 
of
 
the muscles.
 

Dissect the transverse fascia, preperitoneal fat
 
and peritoneum as described for a midline,
 
infraumbilical incision.
 

5. Uterine incision:
 

5.1 Explore abdominal cavity, especially the uterus and
 
adnexa; identify the lower uterine segment (visually and
 
by palpation), then place rolled lap pads at both sides
 
and the fundus c-f the uterus.
 

5.2 Incision of uterine peritoneum and bladder detachment
 

Grasp the reflection of 
 the visceral peritoneum

between the bladder and the anterior uterine wall
 
at the midline 
and make a 1-2 cm buttonhole with
 
metzenbaum scissors.
 

Introduce curved metzenbaum scissors between the
 
serosa and the myometrium, opening and closing them
 
to separate a band of serosa 2 cm 
wide. Incise the
 
serosa in 
a transverse arcing manner (approximtely
 
1.2 cm).
 

Grasp the inferior edge of peritoneum with a
 
hemostatic clamp and 
bluntly separate the bladder
 
from the underlying myometrium. The separation
 
should be no more than 5cm. deep.
 

Repeat above procedure with upper edge of
 
peritoneum.
 

* Keep the bladder- retracted below with 
a bladder
 
retractor.
 

5.3- Lower segment incision
 

Transverse incision 
(Munro-Kerr technique): With
 
the internal scalpel, 
make a small transverse
 
incision in the myometrium of the lower uterine
 
segment at the midline, taking care not to incise
 
deeply enough to reach fetal parts. This incision
 
should be approximately 4 cm above 
the reflected
 
fold of the bladder. Introduce the first two
 
fingers into this incision, then with a bandage

scissor enlarge the incision laterally with a half
moon shape.
 



Longitudinal incision (Kronig-Opitz technique):

With the internal 
 scalpel make a buttonhole
 
incision in the midline of the lower uterine
 
segment. Introduce the first two fingers into this 
incision and with a bandage scissors extend the 
incision longitudinal ly superiorly above the 
I: tadder. 

Corporal or classical incision. The abdominal wall
 
incision should ideally 
 be para-umbilical and
 
longitudinal with two thirds cf incision
the belcw
 
the umbilicus and one third below. 
 Begin the
 
uterine incision in the midline 5 cm. above the
 
bladder. Make a 2 cm buttonhole, vertically,

introduce the first two fingers 
into 	the incision
 
to serve as 
a guide, and extend the incision with
 
bandage scissors to the uterine fundus.
 

6. 	 Extraction of fetus, placenta and membranes
 

6.1 	Cephalic presentation
 

With 	a hemostatic clamp, break membranes 
if they
 
are still intact.
 

Slide one hand the lower
into uterine cavity over
 
the fetal head with the fingers and the palm

parallel to the incision, exerting transabdominal
 
fundal pressure at the same time.
 

Once the fetal head is extracted, suction the mouth
 
and nose with a bulb suction.
 

Extract the shoulders with gentle traction
 
accompanied by fundal pressure. The rest of the
 
body is delivered easily.
 

* 	 Clamp cord with Kocher clamps and divide cord with
 
bandage scissors.
 

Place ring forceps on the superior edge of the
 
uterine incision on either side of 
the midline and
 
remove the placenta.
 

Inspect the state of 
the placenta and membranes.
 

Visually inspect uterine
the cavity. Clean
 
fragments of membranes, placenta or blood clots
 
with 	a lap pad if necessary.
 

6.2 	 Breech presentation:
 

-	 Introduce hand into the uterine cavity, find the 



lower extremities and place traction on 
these. In
 
a frank breech, elevate the buttocks and try to
 
stimulate 
the cardinal movements of a vaginal
 
breech delivery.
 

6.3 	 Transverse presentation:
 

Introduce hand into uterine cavity, find the lower
 
extremities and place traction on these 
as for a
 
footling breech presentation.
 

6.4 	 Use of oxytocics or methylergonovine: 

- Administer immediately after delivery of fetal
 
head.
 

- Oxytocin 10 u diluted in 10 cc IV solution; slow 
infusion 

- Oxytocin Su iv. directly, slow infusion. 

- Methylergovine 0.2 mg IV 

6.5 - Prophylactic antibiotics 

The surgeon requests administration upon clamping
 
of the cord if necesary
 

Closure of uterus:
 

7.1 	 Closure of lower segment
 

-	 Request lap pad count 

Place ring forceps on superior and inferior borders
 
of incision, near the vertices and on bleeding

points. If incision is asymmetric place ring

forceps on torn edges 
to bring incision together
 
adequately.
 

Place hemostatic sutures with 2-0 vicryl 
at angles

of incision or torn extensions, beginning and
 
ending with suture outside the uterus.
 

-	 Place invaginating sutures with 2-0 vicryl. 

Close the vesico-uterine peritoneum with continuous
 
3-0 vicryl inverting edges.
 

7.2 	 Closure of 
uterus in corporal (classical) cessarian: 

- Request lap pad count 

Place continuous subendometrial suture (deepest

third of myometrium) with 0 vicryl.
 



Place second continuous suture with 0 vicryl 
in the
 
remaining 
 muscular Layer (superior third of
 
myometrial thickness)
 

Place a 
third layer of continuous suture of 
2-0
 
vicryl at the peritonal level., inverting edges.
 

.. Closure of abdomen
 

- Remove lap pads
 

- Requst new count of lap pads and surgical equipment
 

- Clean abdominal cavity and inspect for adequate
 
uterine contraction
 

- Place hemostatic clamps at the lateral borders of
 
the parietal peritoneum and at 
the superior and
 
inferior apices. 
Place suture of 3-0 vicryl above

superior border of peritoneum internally using

first two fingers as guide, and continue suturing

peritoneal edges as follows: 
 The needle must enter
 
and exit internally to 
achieve correct application
 
of serosa to serosa.
 

The surgeon ligates any bleeding points with 6-0
 
cotton.
 

Approximate rectus muscles with interrupted suLures
 
of 2-0 vicryl 
if trie icision was midline. If the

incision was pfannenstiel, approximate 
with 2-0
 
vicryl 'n U form.
 

Close the fascia with non absorbable or delayed

absorption suture (Dexon 
 or Vicryl 0) with
 
continuous sutures 
1 cm wide and 1 cm apart in the
 
aponeurosis. 
 Figure of 8 sutures may be used.
 

- internal retention sutures are indicated in

patients with previous 
 scars, obesity,

malnutrition, anemia, 
cancer, diabetes, steroid
 
treatment, EPOC. Smith-Jones sutures with Dexon or
 
Vicryl 0 may be used.
 

The subcutaneous tissue does not require sutures 
if

the thickness is 
2 cm or less. If greater than 2
 
mr,in thickness, place- loose sutures of 2-0 vicryl
 
to obliterate the dead space.
 

Close 
the skin with simple sutures of 4-0 or 5-0
 
cotton or with subcutaneous sutures of 
4-0 or 5-0
 
vicryl.
 

Clean the abdominal wall with 
 an antiseptic
 



solution of metaphen and place 
two sterile gauze

pads on the incision. Place adhesive tape 
over
 
gauze.
 

Request new count of 
lap pads and instruments.
 

Transfer patient 
 to recovery room 
 and after
 
observation and stabilization, transfer patient 
to
 
post-partum in normal 
state of consciousness.
 

The surgeon writes the 
note, notes or operative
 
record on the specified pages.
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WHAT 	TS IS (DEFINITION)
 

Vcginai bleeding during pregnancy whose ,-:a Ije may be r)larent,3 
previa or placental abruption
 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS 

1. 	 Placenta previa
 

- Hemorrhage (may be scant or heavy) 

- No pain 

-" Soft uterus 

2. 	 Abruptio placenta 

- Hemorrhage (may be scant or heavy) 

- Pain 

Tense uterus
 

F WHAT IrM ASK THE PATIENT 

1.'. When, did the bleedinq start? Is there a lot or a littl
bleeding? 

2.. Is there pain? Where? When did the pain start? Is the pain 
strong? 

3.. Have you noticed if the uterus 
is soft or tense (hard)?
 

4. Have you 
had this problem in other pregnancies?
 

I WHAT 	TO EVALUA]TF IN THF PATIENT
 



1. 	 Look on the outside of the vagina to see if 
there is bleedinoi
 
and how much?
 

2. 	 Palpate the uterus to determine if it is soft or tense.
 

I REFFRRAiL CRTTERTA 

Ary amount of vaginal bleediinq in pregnancy is abnormal. Refer all 
pregnant patients with vaqinal bleeding.. 

i TREATMENT - MANAGEMENT 

Referral process:
 

,. 	 Explain everything to the family.
 

2. 	 Refer to the 
hospital with a referral note.
 

3.. Begin T.V. solutions if it is possible.
 

TF THE REFERRAlIS NOT ACCEPTFD:
 

1.. Explain to the family 
snd the patient that there is serious
 
danger to the mother and her baby 
if they do not go to the,
 
hospital..
 

2. 	 Recommend absolute hedrest.
 

TMPORTANT CONSTDERATTONS 

When there is vaginal bleedinq in pregnancy, the life of the mother
and baby may be in danger- Therefore, you must evaluate the 
following: 

1. 	 Monitor fetal heartbeat and fetal movements to see if the baby 
is alive.
 

2.. Check maternal blood pressure 
 and 	 pulse to determinQ

hypotension secondary to hemorrhage.
 

3.. 	 The delivery must always be 
in the hospital.
 

4. 	 Rapidly find transportation for the transfer of the patient
while evaluating her.
 



I 

PROTOCOL FOR MANAGEMENT: PREMATURE RUPTURE OF
 
MEMBRANES 

I 	 WHAT ITIS (DEFINITTON) 

it is when the membranes break (leaking of amniotic fluid) hfor-..
 
the beginning of labor.
 

HOW IT PRESENTS: SIGNS AND SYMPTOMS
 

I- Abnormally heavy discharge of 
liquid from the vagina.
 

2.. The liquid may be clear, transparent 
or may be pink, yellow,
 
greeen or brown.
 

3. 	 The liquid may leak constantly or only when walking, arising

from sitting or lyinq down, or 
when 	pushing.
 

4. 	 Fever (not always) when there is an infection.
 

WHAT TO ASK THE PATIENT
 

1.. Has -he noted an abnormally heavy vaginal discharge (liquid)?
 

2. 	 Does the liquid leak constantly? If not, when (when sh,
 
walks., pushes)?
 

1. 	 Does she feel like she is urinating without being able' tn
 
control it or stop it?
 

4. 	 . Is the fluid clear, trannparent, or is it red, pink, yellow, 
green or brown? 

S.. 	 Does she feel 
like 	she ha, a fever?
 

! WHAT TO FVALAJATE IN THE PATIENT
 
L.. inspect the vagina (without doing an internal exam) 
to see if
 

liquid is dripping out, how much, what color.
 

2.. 	 Take temperature. 



I REFERRAL. CRITERIA 1 
Refer to hospital when:
 

The mother has had ruptured membranes for 12 hours or more 	 and 
is not in labor 

Any time there is a fever 

The baby is riot moving 

I TREATMENT - MANAGEMENT 

Referral process: 

1. Explain the dangers of premature rupture of membranes to the 
family 

2. Write a referral note and refer to the hospital. 

If the referral is not accepted:
 

1.. Explain the dangers of premature rupture of membranes to 
the
 
family.
 

2.. 	 Bedrest as much as possible (the patient mus tbe lying down
 
because of the danger of 
cord prolapse). 

3.. Periodically visit the patient in her home.
 

I IMPORTANT CONSIDERATIONS I 
When membranes are ruptured there is greater danger of
infection and cord prolapse. Both conditions carry a high risk of
 

death for the 
baby and serious illness 
for the mother (uterine
 
infection).
 



PROTOCOL OF MANAGEMENT: PRE-ECLAMPSIA
 

WHAT IT IS (DEFINITION)
 

It" is hypertension secondary to the 
pregnancy, with a diastolic
 
pressure of 90 mm Hg or an elevation of 30 mm Hg* above the!
 
patient's normal diastolic pressure; a systolic pressure greater
than t,40 mm Hg or an elevationof 15 rnm Hg* above the patient'-.

normal systolic pressure.
 

*Estos son al referse.
 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS i 

1. Elevated blood pressure 
(may be the only sign).
 

2.. Edema of hands, face, lower extremities.
 

3. Headache.
 

4.. Dizziness or blurred vision.
 

5. 
 Nausea, vomiting and or epiqastric pain.
 

I WHAT 10 ASK THE PATIENT 

1. -Does she feel swollen? Where? 
 When did it start?
 

2. Does she have a headache'? Since when?
 

3.- Does she have blurred vision or is she dizzy? Since when"?
 

4. 
 Does she have nausea, vomitinq or epigastric pain (pain in 
the
 
mouth of the stomach)?
 

S. Did she 
have high blood pressure before the pregnancy or in
 
other pregnancies?
 

6. 
 Does she suffer from chronic high blood pressure (diagnosed by
 
a doctor)?
 



I WHAT TO EVALUATE IN THE PATIENT
 

1. 
 Take her blood pressure (if the pressure is high, retake it 
in
 
1-2 hours to determine if it remains high).
 

Look for edema in the face, hands and leq,
 

i REFERRAL. CRITERIA
 

Refer to the hospital if:
 

The mother's blood pressure is 140/90 mmHg*
 

There has been a rise in systolic blood pressure > 15 mmHg* or
 
diastolic blood pressure> 30 mmHg*
 

* Son al reverse 

I TREATMENT - MANAGEMENT I
 
REFERRAL PROCESS:
 

1I. 
 Explain everything about pre-eclampsia to the family.
 

I2> Refer to the hospital with a note of referral.
 

.5. Follow the patient when she returns from the 
hospital..
 

IF THE REFERRAL IS NOT ACCEPTED:
 

1.. Bedrest as much as possible (try to lie on left side)
 

2. 
 Drink as much liquid as possible, without caffeine (no coffee,
 
coca cola, regular tea). The best liquids 
are juice, water
 
with lemon and honey, natural teas (especially chamomile) and
 
whole milk.
 

3.. Eat well. Parsley and cucumbers 
(with the skin) are qood to
 
eat. If possible, eat beans, eggs, meat, milk, 
chee-,e.
 
yogurt, tortillas.
 

4.. If 
 the mother has advanced symptoms of pre-eclmpsia, shev
 
should return to the heatlh center or post (or to 
 the;
hospital) for continued follow-up. 
 These signs and symptom:,

are: dizziness, blurred vision, 
nausea and vomiting, stomac:,
 

9%
 



pain, convulsions.
 

i [1PORTANT CONSTDERATIONS 

I. If the obstetrical patient (during prenancy, delivery or 
Dost: 
partum) consulves, her life and the life of her baby are in 
dager and she should be referred immediately to the hospital...
Eecause of this, early referral and treatment are vital. 

2. Tt is important to take the blood pressure of 
all preqnar :
 
women at each visit, as this will help detect pre-eclampsia in
 
its early stages.
 



I PROTOCOL FOR MANAGEMENT: PREMATURE LABOR
 

I, WHAT r 13 (DEFINITION)
 

It is regular contraction- that produce dilation of the cervi
prior to 38 weeks of gestation. 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS 

Regular contractions (every 3-4 minutes) that last at 
least 45
 
:, on ds.-


Important note: If it is active 
labor, the contractions increase
 
in intensity and frequency when 
the mother is walking.
 

I WHAT FO ASK THE PATIENT 

1. 	 When is your due date? Are you sure?
 

2. 	 Ask all of the questions related to premature rupture of
 
membranes.
 

3.. 	 Contractions:
 
When did they start'?
 
How often?
 
Are they strong or note".
 

4.. 	 Is there bleeding? If yes, how much?
 

5.. 	 Ask the mother about her previous pregnancies (has she had
 
other premature deliveries or neonatal deaths)?
 

I WHAT TO EVALUATE IN THE PATIENT 

1. 	 Palpate the 
uterus to determine the frequency, duration and
 
strength of the contractions as well as 
the position of the!:
 
fetus (if it is noncephalic or a twin gestation).
 

2. 	 Measure the fundal 
height to try to estimate the gestational
 
age..
 

.... 	Evaluate fetal heartrate.
 

4. 	 Inspect the outside of the varqina 
to see if there is leakaqe
 
of amniotic fluid or blood
 



I REFERRAL CRITERIA
 

If the pregnancy is 
les than 38 weeks, refer to hospital.
 

I TREATMENT MANoGEMENT 

Referral process:
 

I.. Explain everything to the family.
 

2. 	 Refer to hospital with a referral note
 

IF THE REFERRAL IS NOT ACCEPTED:
 

i. 	 If you detect twins or maipresentation in addition to
 
premature labor, try again to convince the family to go to the
 
hospital.
 

2.. 	 Instructions 
for the mother:
 

Rest and drink a lot of liquids (chamomile tea is qood to 
decrease contractions) 

Instruct the family regarding the care of a premature 
baby (see standard for premature babies), also telling,1
 
them:
 
* 	 Do not bath the baby 

Immediately put the baby to the breast (as in all 
births) if he/he can suck
--.


* 	 Maintain the baby's temperature 

* 	 If he baby ,-. very small, convince the farnilly to 
bring the baby to the health center or post for 
antibiotic injections and evaluation
 

I IMPORTANT CONSIDERATIONS
 

Remember that premature babies have a higher risk of seps ,.,

hypothermia and hypoglycemia. 
 For these rasons, the education.i 
plan for the family is very important ('see management of 
prematurity). 



PROTOCOL FOR MANAGEMENT: MALPRESENTATION
 

i WHAT IT IS (DEFINITION) 

It is when tile baby is not in cephalic presenLation.
 

I HOW IT PRESENTS: 
 SIGNS AND SYMPTOMS
 

I.. 	 Fetal movements in the pelvic region or 
below the umbilicus.
 

[ WHAT TO ASK THE PATIENT 

Where do you feel the 
baby 	move'? (When the baby 
is breech, the
motoer usually feels the movements n the pubic area or the area
 
below the umbilicus).
 

WHAT TO EVALUATE IN THE PATIENT
 

I. 	 Measure fundal height.
 

2. 	 Palpate the uterus to determine where the fetal head is.
 

If the fetus is in 
breech posiciorl:
 

* 
 The head will be in the highest part of the uterus
 
(where the bjttocks would be 
if the baby were in
 
c:ephal -c presentation)
 

If the fetus is in transverse position:
 

* 	 The fetus wilt be in a horizontal position instead
 
of vertical resulting in 
 the abdomen aopearinq
 
broader and the fundal 
height less.
 

* 	 The 
head 	will be on one side of the uterus.
 

REFERRAL CRITRIA
 

Always refer to the hospital 
for delivery if the presentation i:,
breech or transverse after the 36th week of 
pregnancy.
 



TREATMENT
 

Referral process:
 

... Explain everything to the pctient.
 

2. Refer to the hospital for delivery.
 

IF THE REFERRAL IS NOT ACCEPTED:
 

lxplain to the family and the mother that serious danger exists for
 
the mother and her baby if they do not to
go the hospital.
 

I iMPORTANT CONSIDERATIONS
 

The mother:
 

In the mother, the uterus may rupture as a result of prolonqed
labor, causing massive hemorrhage and the death of the mother
and baby. Because of this it is imperative that the mother 
havea caessarian section 
in the hospital a soon as possible..
 

The baby:
 

The baby cannot be born in the 
 transverse position.

Therefore, if a caesarian is not performed as soon as possible

Lhe baby dies of asphyxia. Prolapse of cord or 
an extremity
 

. may also occur.
 

)
 



"I PROTOCOL FOR MANAGEMENT: PROLONGED LABOR 

I WHAT IT IS DEFINITION) 

Active labor for more than 12 hour in multiparas and more than 
18 hours in primipara:-.
 

HOW ITPRESENTS: SIGNSI AND SYMPTOMS] 

Regular contractions (every 3-4 minutes) that last at least 45,;econds for more than 12 hours in multiparas and more than 18 hours 
in primiparas.
 

Important note:
 
If 
it is active labor, the contractions increase in intensity when
the mother is walking and she cannot sleep throuqh t:he 
contractions. 

L 
 WHAT TO ASK THE PATIENT
 

When did the contractions begin (hour)?1. How frequent are 
they? How long do 
they last (each one)?
 

2. When did the membranes (water) break? (This data can help
confirm the diagnosis of active labor). In many cases the
membranes do not break until 
the birth of the baby.
 

WHAT TO EVALJATE IN T-IE PATIENT I 
1. The 
frequency, duration and quality of the contractions.
 

2. Inspect the vagina to determine the presence of liquid and/or 
blood.
 

3.. Determine the fetal position (see Protocol for 
Malpresentation)
 



I REFERRAL CRITERIA
 

Refer to the hospital if the mother has active labor more 
than 12.,
hours (multipara) or thanmore .18 hours (primipara). 

I TREATMENT MAN.AGEMENT
 

Referral process:
 

1... 
 Explain the dangers of prolnnqed labor to the family.
 

Write a referral note and refer immediately to the hospital.
 

IF THE REFERRAL IS NOT ACCEPTED
 

1. Inform the family of 
the real risk of death of the mother and 
baby. 

2.. Hydrate patient (give water with sugar, honey, orange juice, 
etc.) 

3.. Recommend that mother walk and rest alternately.
 

.I IMPORTANT CONSIDERATIONS 

When there is prolonged 
labor, the baby's life may be in danger;
 

therefore, you must evaluate:
 

1.. Fetal heart rate.
 

2. The presence of meconium (green amniotic Ifor brown liquid).
it is present, meconium indicates that the baby already has 
fetal distress and may die 
soon.
 



PROTOCOL FOR MANAGEMENT: POST-PARTUM HEMORRHAGE
 

WHAT IS IS (DEFINITION) 

it is abnormally heavy hemorrhage after the birth of the baby.may be immediately up the 
It seen or to 6 weeks post-partrn. The mostfrequent causes are: 
 retained placenta, retention of 
portions oi:
placenta, uterine atony (failure of uterus to contract) and vagirial 

or cervical lacerations.
 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS
 

I. Hemorrhage
 

2- Hypotension
 

3. Tachycardia 

Late signs
 

4. Somnolence, dizziness, diaphoresis
 

S.. Weakness
 

r WHAT TO ASK THE PATIENT 

1. What time (hour) was the delivery?
 

2. How much blood has been lost? 

3. When did the bleeding -tart?
 

4. Is there nausea, somnolence, dizziness? 

5. Did the placent deliver?
 

I WHAT TO EVALUATE TN THE PATIENT 

1. Vaginal bleeding
 

2. If the placenta has delivered 

3. If the placenta delivered is complete
 

4.. Blood pressure
 

5. Pulse 



6. 	 State of consciousnes
 

7. 	 Palpate the uterus
 

REFERRAL. CRITERIA
 

1. 	 Retained placenta > 30 minutes without hemorrhage
 

2. 
 Retained placenta with hemorrhage (refer immediately; do riot
 
wait 30 minutes)
 

3.. 	 Retention of portions of placenta
 

4. 	 Abnormally heavy bleeding for any cause: uterine 
atone,
 
cervical or vaginal laceration.
 

5. 	 Uterine atone 
(failure of uterine contraction).
 

6. 	 Hemorrhage of bright red blood (although it may be in 
small
 
quantities), that persists or 
passage of large clots.
 

I 	 TREATMENT ,
 

Referral process:
 

I.-	 First, find transportation immediately
 

2. 	 Explain everything to the family
 

3. 	 Vigorously massage the uterus
 

4. 	 Give intramuscular injection of 
syntocin or ergotrate to the
 
mother.
 

5.. 	 Try to encourage the del ivery of the placenta by pushing up on

the uterine fundus while placing gentle traction on the cord
 
following the angle of the birth canal
 

6. 	 If the placenta has delivered, massage the uterus 
to keep il:
 
firm 	and express or remove blood clots.
 

7. 	 Give the mother plenty of liquids to drink in the health post.
 
or center and during the 
trip 	to the hosoyital.
 

S. 	 Refer to 
the hospital with complete documents.
 

9. 	 Begin I..V. solutions if poss.ible.
 



IF THE REFERRAL IS NOT ACCEPTED
 

1... 	 Explain to the family and the mother that serious danger
exi:.ts for the mother and baby if they do not go to the 
hospi ta I. 

2.. 	 Vigorously massage the uterus
 

3. 	 Give intramuscular injection of syntocin or ergotraLe to the 
mothe r. 

4.. 	 Try t- encourage the delivery of the placenta by pushing up on
the uterine fjrdus while placinq gentle traction on the cord
 
following the angle of 
the birth canal
 

5. 	 If the placenta has delivered, massage the uterus to 
keep it:
 
firm and express or remove blood clots.
 

6. 	 Give the mother plenty of liquids to drink in the health post
or center and explain the importance of continuing to drink 
liquids. This 
increases the circulating volume of blood and
 
may prevent hypotension.
 

! IMPORTANT CONSIDERATIONS I 
Post-partum hemorrhage may plae the mother's life in danger". 

Therefore, you must evaluate: 

Maternal blood pressure and pulse 

Remember 
that 	this is the primary cause of maternal mortality an,::J

that 	rapid, aggressive action is necessary to save the 
life 	of t:h&
 
mother.
 

The majority of maternal deaths from hemorrhage occur in the fir,.t7 
12 hours post-partum.
 



I PROTOCOL FOR MANAGEMFNT: POST-PARTUM UTERINE 
INFECTION
 

I WHAT IT IS (DEFINITION) 

It is a uterine infection after delivery caused by 
the entry of
 
microbes into 
the vagina and uterus during delivery and post
par turn.
 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS 

1. Fever
 

2.. 
 Lower abdominal pain (very important sign; the pain is
 
different from afterbirth pains)
 

I WHAT TO ASK THE PATIENT 

1. When was your baby born?
 

2. Do you have a fever? When did it start?
 

3. Do you have lower abdominal pain?
 

4. . Do you have foul-smelling vaginal discharge, with pus? 

WHAT TO EVALJATE IN THE PATIENT 
1.. Evaluate the lower abdomen and pelvis to determine if there K 

pain on palpation. 

2.. Take the temperature. 

3. Inspect 
the vagina to see if there is vaginal discharge with
 
foul odor or pus.
 



I REFERRAL CRITERIA 

Refer to hospital for any Fpositive finding in the history or"
 
physical (high fever, fever longer than 24 hours). 

I TREA,'MFNT MANAGEMENT 

If referral is accepted:
 

1. Educate the family
 

. dose of (inGive initial antibiotics the external border of
the thigh, not in the gluteals) in the health center or post
 
of : 
Penicillin 800,000 units IM 

or" } Plus chloramphenicol

Ampicillin 500 mg TM 
 500 mg p.o
 

3.. Give acetaminophen
 

4.. Insist on an increase in oral intake of 
fluids
 

5. Refer to hospital with a referral note.
 

IF REFERRAL ISNOT ACCEPTED:
 

1.. Explain the risks the mother 
incurs with this disease to the
 
family.
 

2.. 
 Give initial dose of a.ntibiotics in the health center or 
po.-t
 
of:
 
penicillin 1.6 Million 'inits TM initial dose (in the external 
border of the thigh, not in 
the gluteals) or Ampicillin 1 grn
 
IM
 
P i.u.S 
Chloramphenicol 1 gram p.o.
 
P 1..s 
Penicillin 800,000 Units IM every 
12 hours for 10 days
 

O.r
 

Arrpicillin 500 mg every 6 hours for 10 days
 
P 1.us 
Chloramphenicol 500 mg p.o. every 6 hours 
for 10 days.
 

3. Giveacetominophen
 



./I.. Increase oralintake of fluids
 

5. Visit the patient everyday in 
her home if possible
 

6.. Good vulvar hyqiene. Change underclothes frequently.
 

I IMPORTANT CONSIDERA~TIONS
 
This infection 
can produce an infection called ':,eptic shock.
smptoms are: 
 fever or hypothermia, tachycardia, air 

The 
hunger.,
c:onfusion and/or 
anxiet:y, hypotension. This, situation is very
serious and requires immediate transfer of 
the patient following
initial dose of 
antibiotic. 
 (see scheme mentioned in Post-Partum
 

Infection)
 



I PROTOCOL. FOR MANAGEMENT: PREMATIJRITY AND LOW BIRTH WEIGHT
 

I WHAT IT IS (DEFINITION)
 

Prematurity
 

1%:t;
it a baby born before 9 months of pregnancy.
 

Low birth weight
 

It is a baby who weighs less than 
2500 grams (5 pounds 8 ounces).
 
It may be premature or term.
 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS I
 
Prematurity
 

Baby is born before 38 weeks (before 9 months)
 

Low birth weight
 

I.. Weight of neonate less than 2500 grams (5 lb. 8 oz)
 

2. 	 Neonate looks small
 

I WHAT TO ASK THE MOTHER 

How many months of pregnancy had you completed when your baby was 
born? 

I 	 1
WHAT TO EVALUATE 


Premature babies
 

1. 	 Gestational age by last menstrual period
 

2. 	 Inspect the size and characteristics of the neonate (thin or
 
transparent skin, few skin folds or lines on the soles of 
the
 



feel, small mammary gland, many veins 
visible on abdominal.
 
wall)
 

Low birth weight babies!.
 

.I... 	Weight of newborn, size
 

I REFERRAL CRITERIA 

1. If the baby does not nurse
 

2.. Ifthe weight is less than 4 pounds 8 ounces (2000 grams)
 

* 	 Obviously if there are other signs of problems (for example, 
sepsis) the baby should be referred.
 

TREATMENT 
 I 
Referral process
 

1... Nurse baby during trip to hospital
 

2. 
 Maintain the baby's temperature (clothe the baby 
 well
 
including a cap and socks, maintaining as much contact 
as
 
possible with the mother
 

3.. Arrange 
that the mother's milk arrives at the hospita, if
 
possible. NO ES LOGICO
 

4. 	 Refer to the hospital ,withcomplete documents.
 

IF REFERRAL IS NOT ACCEPTED
 

1. 	 Give maternal breastmilk
 

- Give 	nothing except breastmilk (no water, tea, oil, food.
 
nor liquid of any other type)
 

- Nurse baby or give breastmilk via a dropper at 1ea;t
 
every 2 hours.
 

- If the baby cannot nurse, manually express milk from th,
breasts and give it to the baby with a dropper
 



If the baby does not nurse enough, he or she may become
 
hypoglycemic (the baby trembles and has a weak cry)._ 
Therefore, you must insist that the baby receives 
maternal milk constantly. 

2.. 	 Maintain the baby's temperature (clothe the baby well 
including a cap and socks. Skin to skin contact wi th tho 
mother as much as possible. Mother and baby should "',leep 
together Using hot water bottles covered with clo:th and placedl
by the baby's side). This avoids hypothermia (when thc baby',. 
tempeature is less than 37 degrees C).
 

3.. 	 InstrUct the family regarding signs of infections and 
respiratory problems, including who to go at whatever hour 
should these symptoms develop. 

4. 	 Explain to the family That if the baby does not nurse that it
 
is urgent that they go to the hospital.
 

IMPORTANT CONSIDERATIONS
 

Three major complications in premature babies and those with low 

birth weight:
 

]... 	 Sepsis (see Management of sepsis) 

2. 	 Respiratory difficulties (for premature babies)
 

3. 	 No hay 3 

Education of the family is very important.
 

If they do not receive adequate treatment, the majority of these
 
babies will die. 



I PROTOCOL FOR MANAGEMENT: SEPSIS IN THE NEWBORN
 

I
 
'DEFINITION)
iT IS
WHAT
F 


" i. a serious infection of the newborn s entire body that may
 
beqin az an upper resp ira tory tract infection, omphal itie , ,
 
.:lrmatitie; etc., or without any visible or apparent source ,of
 
in fec t ion.
 

I HOW IT PRESENTS: SIGNS AND SYMPTOMS I 
1. Does not nurse or nurse less (very important siqn)
 

2- Hypothermia (baby feels cold) or hyperthermia (baby has fever,
 

feels hot)
 

3.. Listlessness
 

4.. Chanqes in the color- of the skin (blue, pale)
 

5. 	 Irritability (baby cries a lot, appears agitated)
 

6.. 	 Stops breathing for periods of time, respiratory difficulty.
 
grunting, panting (like a dog), rapid respiration.
 

WHAT TO ASK THE MOTHER/RELATIVE OF THE NEWBORN
 

1. 	 About feedings
 

Is the baby nursing ,ell? If not, when did she/he ,top
 
nursing well?.Has it been one day, a few hours, a few days?
 
Does the baby's mouth feel hot or cold when she/he is nursing?
 
Does the mother think that the baby is nursing well?
 

2.. 	 Has the baby been crying a lot? Does the cry sound different?
 

Is the cry weak?
 

3.. 	 Has the baby been limp, said? For how long?
 

4. 	 Have you noticed that the baby has had irregular and/or raoidJ
 
respirations, or has been rgrunting with respirations?
 



L,WHAT TO EVALJATE IN THE NEWBORN 

1. 	 Temperature 

2.. 	 Sucking 

3. 	 Cry
 

e.. 	 Activity 

5. 	 Respiration-.
 

REFERRAL CRITERIA
 

If the baby has any of the signs or symptoms, refer him/her. Do
 
not assume that a fever in a newborn is not important, or that a
 
baby who does not rurse or appears sad or listless will get better-

These babies can die in one day if they do 
not receive adequate
 
treatment. You must refer them.
 

I TREATMENT
 

If referral is accepted:
 

1..	 Explain everything to 
the family (the urgency of the situation
 
and how quickly the baby can die)
 

2.. 	 Nurse as much as possible during the trip to the hospital
 

3. 	 Keep the baby clothedvand covered during the trip to the
 
hospital (clothe the baby well, including a cap and socks, and
 
with as much contact with the mother's body as possible)
 

4.. 	 Give an initial dose of -tntibioticsinthe health centr or post 
of: 
75 mg/kg TM Ampicillin plus 2.5 mg/kg IM Gentamycin (give in 
external border of the thigh, not in the gluteals) 

5,. 	 Refer to the hospitalwith a referral note 

IF REFERRAL IS NOT ACCEPTED
 

.. 	 Explain everything to the family (the urgency of the situation 
and how quickly the baby can die) 

1 



,2.. 	 Nurse as much as possible
 

3. 	 Keep the baby well clothed (maintain as much body heat as 
possible) 

4.. 	 Tnitiate azntibiotic iniections (in the external border of the 
thigh, not in the gluteals) in the health center or post of:: 
75 mq/kq TM each dose Ampicillin plus 2.5 m<l/kg IM Gentamycin 
every 12 hour. for 10 days 

IMPORTANT CONSIDERATTONS
 

Four of the most important hiqh risk factors that can contribute to 

neonatal sepsis are: 

1. 	 Maternal fever infection 

2. 	 Foul smelling amniotic fluid 

3. 	 Prolonged rupture o frembranes: > 24 hours prior to the birth 
of the baby 

4. 	 Preinaturity/low birth weight 

F.. 	 Prolonged labor
 

However, many babies develop sepsis without any of these risk 
factors.
 

Femember that sepsis is the major cause of death in neonates ..nd 
that they can die in 24-48 hours without adequate treatment. Do 
not wait, and do not treat-t newborn with a fever as if she/he had 
only. an upper respiratory tract infection. 

\,'. 
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APPENDIX 14
 

ALGORITHMS USED DURING THE DISTRICT LEVEL 

TRAINING WORKSHOP 



PREGNANCY HYPERTENSION
I
 
*BLOOD PRESSURE > 140/90
 

*SYSTOLIC PRESSURE INCREASE
 

> 30 mnHg
 
*DIASTOLIC PRESSURE INCREASE
 

> 15 mmHg 

CHRONIC/PRE-EXISTING
 
HYPERTENSION OR
 

GESTATIONAL HYPERTENSION
 

PRE-ECIAMPSIA ECLAMPSIA


I I
 
HYPERTENSION, > + HEADACHE, VISUAL
 
OF URINARY PROTEIN 
 AL TERA TIONS,ABDO
(1 gm/L), EDEMA? MINAL PAIN, AGITATION, 

SEIZURES?
 
II I I 

RENAL COAGULATION PLACENTAL 
 CEREBRAL RENAL, CARDIAC, MA TERNAL/FUNCTION AFFECTED FLOW DECREASE HEMORRHAGE HEPA TIC FAILURE, FETAL
DEATH PULMONARY EDEMA DEATH 
DETERIO-
RA TION 

HOSPITAL REFERRALI 1 -1 
BED REST HYPOTENSIVE 
 ANTICONVULSIVE 
 DELIVERY
 

AGENTS AGENTS 



r PRENATAL HEMORRHAGE
 

I I 
PLACENTA 
 UNKNOWN 

PREVIA 
 CAUSE 


_I F 
NO PAIN ABNORMAL 
 SOFT UTERUS 


PRESENTATION, 
 AND ABDOMEN 

TRANSVERSE LIE
 

H. .. ..... O. 


:ii:HOSPITAL MANAGEMENT
.~~~~~~~~~~~~~................... . . .. ...::.H 


I
 
ABRUPTIO
 
PLACENTA
 

CONSTANT TENSE
 
PAIN UTERUS
 

COAGULATION FAILURE,
 

RENAL FAILURE, 
FETAL DEATH,
 

POT PARTUM HEMORRHJAG
 
POS
 

DIAGNOSIS
 

M
 

HOPIALMNAEMN
S I A .N G M N
 



I 

PREMATURE RUPTURE OF MEMBRANES 
 ]
 

DANGER: INFECTION, UNKNOWN CAUSE 

PREMATURITY, CHORD 

PROLAPSE 


I TAKE BODY TEMPERATURE, LISTEN 
FOR FETAL HEART RATE 

LESS THAN 37 WEEKS 

OF PREGNANCY: 

SHE CAN REMAIN AT IOME, NO 

INTERCOURSE; BED REST; 


REFER RAPIDLY IF LABOR
 
BEGINS OR IF THERE IS
 
ABNORMAL PRESENTATION;
 

MONITOR FETAL MOVEMENTS,
 
F! Trf) VAGINAL DISCHARGE,
 

DIAGNOSIS: ABUNDANT,
 
UNCONTROLLED AMNIOTIC
 
FI.UID DISCHARGE;
 
DO NO PERFORM PEL VIC
 
EXAMINATION
 

I
 
37 WEEKS OF MORE:
 
REFER TO HOSPITAL
 
AFTER 12 HOURS IF
 
THERE IS NO LABOR
 



POST PARTUM INFECTION I 
I -

PERINEUM,VAGINA, 
UTERUS, ADNEXA 

BRASTS URINARY TRACT THROMBO-
PHLEBITIS 

COMMON COLD 

TENDRNESS, VOIDNG L IL PAIN 

INFLAMMATION ABNORMALITIES, AND ERYTHEMA 
FREQUENCY 

PELVIC EXA- ACETA MINOPHEN CEPPHAIOSPORIN HOSI TA L 
MINA TIONS, CLOXACILLINE 
PROL ONGUED ERYTHROMYCINE 
RUPTURE OF 
MEMBRANES 

ENDOJETRITISI 
FEVER, UTERINE 
TENDERNESS,RETARDED 
UTERINE RETRACTION, 
FOUL VAGINAL DISCHARGEI 
REFER TO THE 
HOSPITAL 

ANALGESICS, ANTIBIOTICS, 
REST, HOUSE CALLS 



TRANSVER LIE WITH PROLAPSE
 
OF FETAL LIMB
 

MAKE ARRANGEMENTS FOR
 
REFERRAL TO HOSPITAL
 

DO NOT EXERT TRACTION ON 
PROLAPSED LIMB(S) 



I MANAGEMENT OF SHOULDER 
DYSTOCIA 

FIND ASSISTANCE 

EMPTY PAT ENT'S BLADDER 

PERFOR; AN AMPLE EPISIOTOMY 

MANIPULA TIONS/MANEUVERS 

SI 
1. SUPRAPUBIC PRESSURE 

AND TRACTION OF THE 
FETAL HEAD 

2. FLEXING OF MATERNAL 
THIGHS AGAINST HER 
ABDOMEN AAND FETAL HEAD 
TRACTION 

I
 
3. 	PLACE TWO FINGERS
 

OVER THE ANTERIOR
 
PART OF THE POSTERIOR
 

SHOULDER AND ROTATE 
THE FETAL TORSO 180
 
D.EGREES 



FETAL CORD PROLAPSEI
 

SUSPECT THIS WHEN FETAL HEART RATE IS IRREGULAR, 
WITH SUDDEN EPISODES OF TACHICARDIA
 

DIAGNOSIS: - PALPATION OF 
PROLAPSED CORD
 

AVOID CORI COMPRESSION
 

RAISE THE FETAL PRESENTING ELEVATE THE WOMAN'S PELVIS 
PART WITH YOUR FINGERS INTO 
 ON A HIGHER PLANE ABOVE HER
 
THE MATERNAL ABDOMEN 
 SHOULDERS
 



FETAL MALPRESENTA TION
 

IR -HI I . -SHOULDERS 
 FOREHEAD FACE 

COMPLICATIONS OF FETAL MALPRESENTATION: 

ASPHYXIA, TRAUMA, FETAL DEATH, MATERNAL DEATH, 

PRLONGUED LABOR (>18 HRS. IN NULLIPAROUS 
AND
 

> 12 HRS. IN MULTIPAROUS WOMEN)
 

REFER CASE TO THI HOSPITAL BEFORE OR 
DURING LABOR
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HOSPITAL GENERAL DE OCCIDENTE SON JUAN DE DIOS 
DEPARTMENT OF OESTETFICS AND GYNECOLOGY 

R I S KCOURSE: UPDATE ON HIGH PREGNANCY 
RAUL NAJARRO PEREZ 

COURSE SCHEDULE
 



1. JUSTIFICATION AND -DESCRIPTION
 

~An up ateon 	 inna::.)Lc
pregnancies. is , needed> by Lh11e. 	 on irathe, 


S. 	 J'Depar-tment of 0bs tetric s Andi Gyecoi~logyron -tof he ~ *.er 

Huspital bi Lhe, West to respondc via scientific and Lchniciit
standards 	 to tLhe pro.blenis that these pregnanicies pose. 

The course 4s by natUre Lheoretical-practical. 

It will encourage a c::ritical iAtitde-, mnaintain--ing tat~ 
Understanding' o+< principles , is MOr-E vaiL~abl, tha-..n Lho 
ACCUITMmulatioc o-f ini6rfrflatiun or' the acquisition o~f transitory'.. 
r.ech-nique-s 'r ils The courSE? will be given, each Tuesday 

K4ot.4a nuary! and February'/ q i?91 

IhI'lpredomninant snethodoloyy is intLeractive: 

2. 	GENERAL OBJECTIVES
 

Upon completing~ thLe courste: 

2.1 	articipants will present written scanidardsi for h. 
dLstection anid mnanagemnent of the 10 principalus o 
perinatal and mnaternal* morbidity-Tortali Ly.: " ' F.epar...o of st..andard.s..... ............ 	 , . . . ...
 

2.2 Participants will uitiliZe- A scienti.+ical base fr t t 

de tection and management of the clinical problems 0-F i 
pregnancy at risk'.r m nt :o+0 ? 	 y co10ys o .;PeY Gne~
 

LEARNING OBJECT!IYES
 

At the end of the COWre the participants will, via researh 
books, specialized journalIs anid leC ture~ mna teri alI aC:c:Urae7. 
present written standards for the detection and management ofr- 1*u,,w 

* risk, pregnancies, in their onwrs
 

'SUGGESTED ACTIVITIES
 

Dynamic oral exposition (explanations, presentations)
 
Directed study
 
Learnilng via eXamfpleS (Case studies)
 

, 	 EVIDENCE OF. LEARNING 

Peri 	 o ss



Resolution of cases
 



P OF DIDACTIC UNIT 

Hospital General de gccdipete. San Juan de "ies 
Department oi Obstetrics and Gvneclo.y 
Course: Update inHiah Risk Obstetrics 
;ltject: Manaoeer:t of Maternal Disorders ano oi the Preonancy 

OBJECTIVES CONTENTS ACTIVITIES FACILITATOR EVALUATION RESURES 

UPONCOWLEIiG TIE 
UT. PARTICIPANTS 

WILL: 
1. ACCURATELY 

COWICATE WITH THEIR 
FAAWRITTEN WORDSTif 
MAEMENT OF MTERNAL 
DISORDERS ANDOF TE 
PRERM2Y 

1. NAGEMENT OF 
MATE.NRiLDISADERSi 
OF W1 PREGNICY 

1.1 PREMATURE LABOR 
WITH iNTACT M ANES 

1.2 PREMATURELABOR 
WITH RUFTUFED 

MBRNE3 

SY1P SiL1 

DYNAMI C 
EXFJSITION 

ORAL 

DR.REN S 
DR.DIAZ 
DR.OUE 
DR. NAJARRO 
DR. ARRIAZA 
DR. NAJARRO 

I.PREPARATION 
STANARDS 

OF UIWR 
MEDICA FARTICIPANTS 
INVESTIGATORS FROM 
INCAP 

COIMITANT 

PHYSICAL 
CLASSROOM 
CAFETERIA 

DIDACTIC 

1.3 RUFTURE OF 
MEMBRANES WITHOUT 
LABO. 

SYMPOSII 
DR.ALVARADO 
DR.NJARRO 

EXPOSITORY AND 
INTERACTIVE TEONIES 
OVERHEAD PROJECTOR 
SLIDE VIEWER 
SCREEN 

B-*OARD 
ERASER 

1.4 PRE-ECLMSI 
ECLA1IPSIA 

DYNAM IC 
EXPOSITION 

ORAL DR. YAX 
DR. NAJARRO 

4 



RAN OF DIDACTIC UNIT 

Hospital General de Occidente. San Juan e Des 

Oeoartaent oi Gbstetrics aria 6ne-cuil-y 
Corse: Obstetrics and gvrecoloq' 
Subject: Manaaement o iAieCtious in obstetrics 

OBJECTIVE' CwTENTS ACTIVITIES FACILITATOR EVLATION RESONRfES 

" COMPLETING sE 
NIT, PARTICIPANTS 

WILL: 

I. ACl,UATELY 
CU IC.TE WITH THHI 
O%WFITTEN WJ]DS TE 
MANAGEMENT OF 

INFECTIONS IN 

OBSTETRICS 

I. .KN4MENT 
INFECTIONS IN 
OBSTETRICS 

I. SEPTIC ABORTION 

1.2 SEPTIC 3C, 

OF DYNAM IC 
EXPOSITION 

SYMPOSIUM 

ORAL DR.D!AZ 
DRNAJARRO 

DR.%[E 
DR.ALVA F]O 
DR. YAX 
DR.NAJARRO 

I. PREPARATION 
STANDARDS 

OF . mAN 

MDIAPd ARTIEIPANT 
INVSTIGATORS FROM 
INCAP 
COSti.ANT 

PHYSICAL 
LCLASSROOM 
CAFETERIA 

DIDACTIC 

EXPOSITORY AND 
INTERACTIVE TECHIOUES 
OVREAD PROJECTOR 
SIDE VIEWER 
SCREEN 

E.ACKm 
ERASER 



FLA OF DIDACTIC UNIT 

osvital General de Occidente. San Juan de ,io 
Department of Obstetrics and Gvnecoloqv 
Course: Update in Hioh Risk Obstetrics 
SJbject: ntepartut and intrapartum mnaqeient of the high risk pregnancy 

OBJECTIVES CONTENTS ACTIVITIES FACILITATOR V.ALUAT!N IESOIRCES 

UNIT, 

WILL 

COMFLETING THE 
FARTICIPANT5 

1. ANTEPARTUMAhD 
I N T R A F AR TUM 

M GEMENT OF THE HI&4
.ISK PREGNANCY 

DYNAMIC 
EXPOSITION 

ORAL 
Ff&ARATION OF NPS It"N 

MEDICAL PARTICIFANTS 

INVESTIGATORS FROM
INW 

I • ACCURATELY 
COIUNICATE WITH 'rE!R 
O ITrEN WORDSTHE 
ANTEPARTUM AND 
INTRAPARTL DETECTiON 

ANDMANGE10T OF ,liE 
HIGH RISK PRE6NKCY 

1.1 FOCUS Of RISK 
TOFR9:: 

1.2 MATERNAL MOF&TALIT7 

1.3 CAf OF LABOR 
(CAUTIONS DURING 
LABOR) 

STUDIES DR. WPJARRD 

DR. NAJARPO 

DR.ALVARADO 

DR.NAJARRO 

CONSULTAT 

PHYSICA. 
CLA.SROSM 
CAFETERIA 

DIDACTIC 

EXPOSITORY AND 
INTERACTIVE TECHNIOUES 

1.4 CAESR.IAN SECTION DR. YAX 
DR.NAJARRO 

ORIAD PROJECTOR 
SLIDE VIEIER 
sum 

BLAO(BOARD 
E 


