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How to Use Skills Checklists

There IS a skills checklist for each procedure taught In LSS Each checklist
descnbes the essential steps for one spectfic procedure A skills checklist IS a
leamlng tool you WIll use while you are In the LSS tl'8l",ng It clearly states all of the
Important steps in the correct order to do a clinical skill proper1y It IS both a tool for
leamlng and a tool for evaluation

Later when you return to your place of work you can also use the skills checklist to
remind you how to do the skill correctly

For most of the Important skills you WIll be I'8IIlE!WIng dunng your training there IS a
skills checklist

You should use the skills checklist In the follC7Nlng waoJ

1 ~ have It wrth you In the clinical area

2 Read It before dOIng aclinical skill

3 If "perforrnlng a skill use the checklISt to do self-evaluatlon after you finish
wrth the procedure

4 If asslSbng" wrth a skill follow the skills checklist while the other team
member IS performing the skill

5 If "assisting" WIth a skill use the skills checklISt to glY8 evaluation feedback to
the person "performing the skill after the procedure IS finIShed

6 ~ bnng the checklISts to meetings WIth the LSS lratner

A Skills Checklist has two purposes

(1) The midwife U8881t 88 • guide for checking her own
skms

(2) Tbe supervisor uses Itwhen evaluating how WIlli the
midwife performs

After observlnglperfonnlng, write a rating of
" • ut/sfaetory or ~. needs Improvement.

Add any comments In the comments sections
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Skills Checklist Antenatal Assessment and Treatment

Date Date Date Date

A Fundal Height Growth Monitoring

1 Ask If the baby IS actIVe and ITlO\Ilng normally

2 Palpate the 'NOIllaIl s abdomen and check the fetal
graNlh at each antenatal ViSit

3 If the uterus measures more than two cenbmeters
different than expected look for

Wrong dates

. Abnormalities c:A the baby

Too much ammooc fluid (liquor)

TWins or tnplets

A large baby

Abnormal presentation of the baby (breech)

4 GestatlOIl under 20 weeks estimate gestational
age (age of the pregnancy) USing your usual
method

5 GestatIOIl 20 weeks or more use your usual
method

For measunng tape

- em = weeks c:A pregnancy (gestattonal
age)

- If grONlh IS 2 em less or more than the
weeks of pregnancy try to figure out why

Compare furldal height to umbiliCUS and
stemum

- halfway (4 fingers above umbilicus) =
28 weeks

C 1998 American College 01 Nurse-Mldwlves
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- at sternum =36 weeks gestation

- If growth IS less or more for the weeks eX
pregnancy try to figure out why

6 Refer her to a doctorlhosprtal If a problem IS

found

· Baby does not feel normal

· Too much amniotic fluid (liqUor)

· TWins

· Very large baby

Baby not cephaliC presentation

· Fundal hetght not the same as gestational
age

· Baby not groNlng

· other problems

7 Record a1llOformatlon

If you can not find an explanation for your
finding, have her return In one week and
remeasure

B Checking for Anemia

1 At. the first antenatal ViSit ASK and LISTEN what
the woman eats

· Get a complete diet history how many
SerVIngS a day?

ASK If she eats non-foods (pica)?

. ASK If she has fatrgue drOWSiness
headaches sore torrgue loss of appetite
nausea or vomJllng?

Date Date Date Date
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2 Check the woman's history Find out If thiS
woman IS at htgh nsk to deYelop alElIl1la

· HSIIe her pregnancIeS been closely spaced?

Does she hSlle a history of heavy or long
penods?

· Does she have a history of anerOla?

Does she bruise easily?

Has she had hemorrhage WIth any pregnancy
or surgery?

3 At each VISit LOOK at the woman s

Eyelids

Nail beds

· Gums

Palms

4 Check her hemoglobin at her first VISit Repeat
her hemoglobin fN6fY VISit If 8 gm or beIoN
Check her hemoglobin fN6fY two months If abow
8gm

5 If these problems occur In your area

· Do a SICkle cell screen

· Check her blood for malana

Check her stool

6 Find out what treatments and mecltcahons she IS

takmg GIVS adVIce If any of the treatments or
medlcatlorlS are hannful

7 Counsel the woman on

Date Dale Date Date
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· High Iron foods

· High folIc acid foods

· High Vrtanln C foods

· Good protem food sources

8 GIVe ferrous sulfate 320 mg (60 mg elemental
Iron) two tl/nes a day Increase her Iron to three
times a day for a hemoglobtn 8 grans or lower

· If hemoglobIn has not ImprOlled with
treatment repeat her stool specl/nen looklrlg
for hookworm and other parasrtes

· At. each VlSrt ASK If has enough mediCines

· ASK hem she IS taklrlg them to be sure she IS
taklrlg them correctly and regUlarly

9 GIVe folic acid 500 meg each day to preY8l'1t
anenua

10 GIVe Vdanln C 250 mg dally or adVIse 3 dally
servtngs of citrus or leafy green vegetables

11 GIVe malana prophylaxiS accordlrlg to the routine
rnyourarea

12 If her StOOlS posrtlVe for parasites treat for the
parasite identified

13 If the woman IS more than 28 weeks gestation at
regIstration (bookIng) with a hemoglobin of less
than 8 gm (55%)

· Refer her to a doctor for a complete anernJa
worKup and treatment

14 GIYe nutnllon adVIce to gll1s and women who are
not pregnant to prepare thetr bodies for the
Increased demands of pregnancy

Date Date Date Date
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C Checking for Pregnancy Induced
Hypertension (Pre-eclampsla)

1 Take a good symptom hIStory ASK If she has
had

· EplQastnc pam (heart bum) not related to
malana

· Headaches

Visual problems (double VlSIOl'l partial VISion
nngs around lights)

Edema or swelling of the hands face and
feet

2 Take the blood pressure at every VlSrt

· If elevated check agam In 20 minutes

3 If the blood pressure IS elevated

· Check the bleeps and patellar reflexes

If the refJexes are bnsk (plus 3 or plus 4)
refer her to a hosprtavdoctor

4 If the blood pressure IS elevated

· Check a midstream unne sample for protem

· If she has +1 or more protelnuna
(a1bumlnuna) refer her to a hosprtalldoctor

5 Do not gIVe diuretics

6 In the case d severe pre-eclampsla

· GIVe magnesium sulfate 10 grams OR

· GIVe Valium 10 • 20 mg

· Go WIth her to the hosprtavdoctor

7 If the woman has eclampsia (conwlslons)

Date Date Date Date
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· Protect her from choking on her tongue WIth a
padded tongue blade or a rolled pad of cloth

Do net force the mouth open

· Pretect her from failing or injury from nearby
fumrture or objects

· GIVe magnesium sulfate 10 gm OR Valium 10
-20mg

· Transfer her nght 2Ntl'I to the nearest
hospJtaVdoctor

· Travel WIth the woman BWIdlng stImulatlon

· Record all complaints findings and care
Take her antenatal card WIth you

· GIVe medical personnel a complete summary
of care gIven

GIVe the woman s records to the hospital
personnel

Comments

Date Date Date Date
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Skills Checklist - Monitoring Labor Progress on AdmIssIon

Date Date Date Date

When monrtonng the progress of awoman In labor
on admission

1 Collect all eqUipment wash your hands

2 Welcome and prepare the mother

explain what you are gOIng to do

Ask hef to srt or he In a COIllfortabie posrtion

· Decide whether the woman Is about to
deliver, she may be fully dilated

3 ASK and LISTEN RECORD

· PatlElllt Information Including time of amvaI

· When contractions began haN often
contractfOl1S occur?

· Whether the woman has gone to antenatal
clime?

· Whether bag of water has broken any bloody
show?

When the woman last ale?

When she last passed stool?

· Whether she had any medlcatlons to
Increase or decrease the labor and whethef
they worked?

Nane of TBA whethef TBA knONS woman IS
In labor where TBA can be reached?

C 1998 Amerlcan College of Nurse Midwives
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4 LOOK and FEEL RECORD Help the woman
get ready for eX8mnatJon explain what you are
gOIng to do

5 ASK the woman to pass unne so her bladder WIll
be empty

6 LOOK at her general condition and do a general
exanmatJon Including

· Vital signs and height

· General appearance nutnbon Illness tired

CheckIng eyes ears nose mouth throat

· Checking neck for enlarged veins

· Breathing hem fast breathing sounds

· Heart hem fast regular

· Breasts

· Anns legs back swellIng, veins
deformitIeS

7 Tell the woman that you are oem gOIng to do an
abdomInal exaTllnat.on explain to her that you
need to feel the baby and find out hem the baby IS
lying In her abdomen

8 Stand at the woman's side look at the abdomen
and the way the baby IS lYIng

9 Feel the woman's abdomen

· Decide the strength and length of
contractions

Date Date Date Date
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. Count how many contractions In 10 minutes

. Start at top d abdomen
- Feel shape SIZe firmness mobility
- DecIde what part d baby IS at top d

uterus

Put your hands on lower abdomen feel for
arms legs back head of baby

Ask woman to bend her knees

- HoIcI the part d baby In lowest part d
abdomen

- DecIde what part d the baby you feel

10 Listen to the heart beat 0IIeI' the chest or back d
the baby Count the heart rate

11 Record your abdormnal examination findings on
the partograph explain your findings to the
mother

12 See vaginal examination page 3 74

Comments

Date Date Date Date
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Skills Checklist· Monitoring Labor Progress

Date Date Date Date

When monrtonng the progress of a woman In labor

ASK and LISTEN - General well being

LOOK and FEEL

1 Abdominal examination

Descent of baby

· Latent phase - ffN9fY 4 hours

· Active phase - ffN9fY 2 hours

Contractions for 10 mmutes
• Latent phase - ffN9fY 1 hour

· ActIVe phase - ffN9fY 30 minutes

Fetal heart beat, at least ffN9fY hour

· Latent phase - ffN9fY 1 hour

· ActIVe phase - ffN9fY 30 minutes

2 Vaginal exam every 4 hours or as needed

· Explain what you are gomg to do

Gather eqUipment wash hands

· Ask woman to he on her back with her legs
apart and knees bent

• explain each step of e.xan before you do It

· Wash hands put on gloves

· LOOK for dIScharge

• Wash genital area and vulva with soaplwater
or antiseptic solution

• MoISten fingers of gloved exsmmng hand

• Insert fingers Into vagma

C 1998 American College of Nurse-Mldwlves
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· FEEL vaginal wall temperature/mOisture

• FEELfaharoscmn~st~

• FEEL cervoc

- Thickness (effacement)

- Tight a stretchy

- Dilatation

· FEEL bag d waters

- Broken

- Bulging

- Prolapsed cord

• LOOK at color of anmotlC fluid (hqua)

· FEEL presenting part descent, and posltton

- Caput

- Mokhng

- If Indicated at first exam, assess pe/Vlc
SIZe see page 3 69

· Remove hand from vagina

· Help woman get comfortable

• explain findings to woman and fanlly

IDENTIFY PROBLEMSI NEEDS, TAKE ACTION

3 Vital signs every 4 hours

· Hydrate at least fNer'J hour

Date Date Date Date
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· Have woman unnate at least 2 - 4 hours

· Care for mother

- Change positIon often

- Encourage actMty

- Rub her back

- Reassurelencouragelhe!p

- explaIn progress to motherlfamlly

· Record findIngs and actIonS

· Interpret partograph

- Latent stage

- ActIVe stage

- Alert hne

- Action hne

· REFER as necessary
Comments

Date Date Date Date
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Skills Checklist for Episiotomy and laceration Repair

Date Date Date Date

A Procedure for Giving Local Anesthesia

Put a 22 gauge, 1 Yz Inch needle OIl a synnge

1 Fill the syringe wrth local anesthetiC

2 Place your two fingers between the baby's head
and the penneum, If giving anesthetic before
delrvery

3 Insert the whole length of the needle from the
fourchette, runmng Just bela.v the skin dCfNn the
dlrectlOll of epiSiotomy

• Pull back OIl the plunger of the synnge to
check for blood

· Inject evenly as you withdraw the needle

4 Na.v angle the needle to one side of center

• Repeat the steps In 3

· Repeat on the other Side

· Repeat gOIng up the center of the vagina

5 About 10 cc of anesthetiC has been Injected

6 Wart a minute or two for the anesthesia to take
effect

7 Dunng the repair, If the woman IS uncomfortable,
inject up to 10 cc more rA 1% local anesthetiC In
the area where the woman feels pain

B Procedure for Cutting an Episiotomy

1 LOOK and FEEL

C 1998 American College of Nurse Midwives
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· Is the penneum long or short?

· Thick or thin?

• Does It have vancose vems. genital warts, or
ether problems

2 If you are not close to a hospitaL'doctor do a
mecholateral epISIOtomy

3 Cut an eplSldomy when the permeum IS thinned
and pale or shiny

4 Take a pair r:i SCISSors WIth one rounded blade or
bandage SCISSors (good condrtJon)

· Place 2 fingers of your other hand In the
vagina between the SCISSors and baby's head

· Start at the center of the penneum and angle
(slant) your SCISSors out at a 45 degree angle

· If you are nght handed cut tON8J'ds the
rndhef"s nght buttock

5 Make the epiSiotomy with one or 2 large cuts

6 After the penneal cut has been made, tum your
SCISSors around, positioned up the vagina

· With your other hand protect the baby's head
with your fingers

• Cut up the center d the vagina 5 to 7 5 em (2
to 3 Inches) (ThIS cut aIlaNs more space In
the vagina and helps to prevent teanr19 up
from the penneal cut )

7 Press a gauze firmly CNer the cut area while the
woman continues to push WIth contractIons

Date Date Date Date
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8 Use stenia technique

C Procedure for Cervical and Vaginal Inspection

1 explain to the woman what you are gOIng to do

2 QUickly and gently wash off the woman's genitals

· With your gloYacl hand. separate the labia
(vaglnallfPS)

· Haw your assIStant shine a light Into her
vagina

3 Look carefully for any tears or hematomas
(collection d blood under the tissue)

· Press firmly on the back wall d the vagina
WIth your fingers

· Look deep Into the vagina

4 Slowly presSing ag8lnst the vaginal wall, move
your fingers up the side wall d the vagina one
side at a time

LOOK and FEEL

• Is the surface smooth?

· Are there any points where you notice
bleeding?

· DJd you feel all the way up the vagina to the
cennx?

5 Haw your asSIStant press firmly down on the
woman's uterus

• Press firmly on the back wall of the vagina
WIth one hand Look for bleedIng or tears

Date Date Date Date
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· If you see bleeding or tears, take the sponge
forceps (nng forceps) and clamp them on the
antanor lip (top lip) of the cerwc.

• Clamp the entire rounded part ci forceps onto
the tiSSue

• Pull gently on the forceps

• LOOK at the cerwc.

• LOOK at all sides of the cerwc carefully

• Take a stenlegauze or cloth and Wipe the
b100d8M1!f

· LOOK and find IS the bleeding canIng from
the uterus vaginal laceration or ceNlcaJ
laceration?

6 If the bleeding IS from the uterus glY9 an oxytOCIC
medication and massage the uterus

· If the bleeding IS from a laceration, repair It

· If no lacerabons or bleeding are noted
remove the sponge forceps, make the woman
comfortable continue to monitor her VItal
slQns for 2 hours

7 If the lacerations seen are very large or deep, or If
the patient does not Improve WIth Intravenous
rehydration pack her vagina WIth a tampon of
stenia gauze or cloth and prepare to transport her
Immediately

D Preparation for Episiotomy or laceration
Repair

1 Get eqUIpment ready

Date Date Date Date
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2 POSitIon the woman's buttocks at the edge ci the
bed or table Her legs may be supported by
stirrups or held by family members

3 RernoYe any sOIled cloths from under her and
wash her genitals

4 Put on fresh gloves or wash glO'Jed hands with
soap and water

5 Place a stenle or very clean to.Yel or cloth under
the buttocks

6 Check to see If the local anesthetic IS WOIi<lng
well

. Touch the cut areas with the sharp POInt ci a
needle

. If she feels sharp pain, glYS her some more
anesthesia before the repalr

7 If there IS no time to glYS anesthetiC before
delivery or If It IS a laceratIon you are repalnng,
glYS the local anesthesIa nem

8 Have your light source adjusted so you can see
welllrrto the vagina

9 Sit dONn and make yourself comfortable

10 Perform a complete vaginal, cervical and penneal
Inspection

11 Open the suture and gently stretch it out str8IQht

12 Place the needle In the needle holder at the nght
angle

• Clamp the teeth of the holder firmly shut

Date Date Date Date
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E Procedure for Episiotomy Repair

1 Run your finger through the whole wound
(cut)

• see clearly where the top of the wound IS

· Place your first suture about 1 em (%
Inch) above the top ct the wound In the
vagina Pull It through with your thumb
forceps

• Tie It off with asquare knot, and tnm off
the short thread to about 1 em (% Inch)

2 Suture the vaginal mucosa USing a continuous
stitch (continUOUS sutunng), Sewing down to the
hymenalnng

3 Put the needle through vaginal mucosa behind the
hymenal nng, and bnng It out on the wound of the
penflElUm

4 Continue USing the suture spanng continuous
method to suture all the w8!f to the bottom of the
wound

5 Once you haw reached the very end of the
wound, tum the needle over and start to SeN again
USing continUOUS stitches to close the
subcuticular tissue

• Atwtrys use your forceps to pull the needle
through

. ThiS second layer of suture WIll leave the
wound about 0 5 em (% Inch) open ThiS WIll
close well by itself as healing occurs

6 Move the suture agaIn from the penneal part of the
wound back Into the vagina and secure It

7 Tie off the suture with a square knot

Date Date Date Date
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· Cut the 2 ends d suture leaving about 1 cm
(%mch)

8 Double check to make certain that you have not
left any gauze tanpon or Instruments In the
woman's vagina

· Perform a rectal exam to check that no stitch
IS In the rectum If this IS a midline (medial)
epiSIOtomy

· Wash the genitals WIth soap and water

· Make mother dry and comfortli:>1e

F Procedure for Repair of lacerations

1 If the laceration IS periurethral (around the
urethra) place a catheter In the bladder ThIS
helps you identify the urethra and keeps you from
acctdentally sewing the urethra shut or damaging
it

2 Choose the finest (most narrow) suture you have
(see the SectlOIl on how to choose a suture In
learning AK:I1, page 4 26)

3 Press the tissue together

· Put the ragged pIElCeS together agaIn so that
the tiSSue looks like before Do not hurry thiS
part

4 Place Interrupted sutures the length d the shallow
tear about 1 em apart Make an Interrupted stitch

· Ta<e a bite d tiSSue

· Bring It through to the center of the tear

· Look for the needle

· Check that It IS not too deep or too shallcm

Date Date Date Date
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· Push It through the other side d the tear WIth
the same sIZe bite of tiSSue

· Pull the suture through leaving Just enough of
an end (5 to 8 em) so that you can be the
suture WIth a square knot

5 Continue making Interrupted (IndIVIdUal) sutures
for the full length of the laceration Remember
the most Important thing IS to control the bleedll'lQ

• If she continues to ooze blood fran the
laceration, press a gauze firmly 0Ief the
wound for 10 minutes, do not look

· After 10 mInutes, carefully take cit the gauze

· If the tear has stopped bleeding, the sutures
are enough

• If she continues to ooze or bleed actively, you
Will need to add one or more stitches to
control the bleedIng

G Procedure for RepaIr of lacerations of the
Cervix

· Place your sponge forceps on one side of the
laceratIOn

• If you have a second sponge forceps, place It
on the other side of the laceratton

• Place the harldles from both forceps In one
hand

• Gently bnng harldles to.wrd you

• Place Interrupted sutures the length of the
wound about 1 em apart

Date Date Date Date
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· If you do not have sponge forceps to grasp
the cerwc, have your assistant put on a pair of
gloves

· Have her press on the postenor (back) wall of
the vagina This WIll help hold It out of the
way so that you can see the laceration better

H Record Findings

· Record progress of lJItal signs throughout
procedure

• Record type and amount of N fluids arid time
started

• Record estimated blood loss

• Record location and appearance of laceration
or episIOtomy (you may WISh to make a
drawlrIQ of the location)

• Record time type arid dose of medications or
treatment glYEln

Comments

Date Date Date Date
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Skills Checklist - Active Management of Third Stage

When you actively manage the third stage

Prepare OxytOCIC In synnge before second
stage. ensure empty bladder, place ITKXher In a
seml-slltlllg or a squatting position

1 Ask assistant to glY9 OxytOCIC with delrvery
~ antenor shoulder or glY9 as soon as
possible

2 Dry and cover baby Clamp and cut cord

3 Ask assIstant if available to put baby to
breast

4 The side of one hand IS placed against the
lower half of the uterus Just aboYe the
symphYSiS pUbIS

5 The other hand pulls with firm steady
tension on the cord with utenna
contraction

6 DelJVer placenta slowly support with beth
hands. delJVer membranes gently WIth a
turning motion

7 Rub uterus until hard

8 8cpeI blood and clots

9 LOOK at placenta and membranes to see
that they are canplete

10 Record InformatIOn

Date Date Date Date
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11 Store oxytOCIC In a cool place out of the sun
to preserve the potency of the medication

Comments

Date Date Date Date
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Skills Checklist· Manual Removal of Placenta

Before you manually remove 8 placenta

1 Diagnose retained placenta

• Feel uterus for firmness

· Check placenta for completeness

· Inspect genitalia for tears

2 Collect eqUipment

3 Explain to the woman and famIly what you
are gOIng to do

4 GIYa medication

Analgesia

• SedatJVe

• lV,nfuslon

5 Tell the wanan what you are QOIng to do
Help her lie on her back with her knees bent
Clean genital area

· If she is unable to VOId, cathetenze to
empty the bladder

6 Rub the uterus, apply firm steady pull
(traction) on cord

• Try to delJVer placenta

7 If placenta not delJYered. scrub hands and
put on gloves

Date Date Date Date
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· Lubncate glOlleSlhands

When you manually remove a placenta

8 Insert hand Into vagina while holding
umbilical cord WIth other hand

9 Let go rt umbilical cord and hold (steady)
uterus through the abdomen

10 Find the edge rt placenta

11 Separate placenta WIth shClng motion USing
the side rt your hand

12 When placenta IS separated, rub the uterus
to make It contract

13 Remove placenta and membranes slaNly
dunng the contractIon

14 Rub uterus to make sure It IS contracted

15 GIVEl oxytOCIC medICine to keep uterus
contracted Put baby to breast

16 examine the placenta and membranes for
canpleteness

• Refer to hospital If at all POSSible

• If unable to refer, continue Step 17

17 GIVEl broad spectrum antibiotIC for 5 days

16 MOllltor the foilONIng every hour until normal
then 3 times a day for 3 days

Date Date Date Date
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· VagInal bleeding

· Contracted uterus, teach mother to feel
her uterus and rub up a contraetJon

· Empty bladder

• Vita! signs

19 Continue IV infusion for 24 hours

20 Encourage breast feeding

21 GIW analgesIc for paIn

22 GIW penneal care 3 times aday for 3 days

• Teach mother penneal care

23 Encourage 8 glasses d water and adequate
food dally

• Encourage actMty as tolerated

24 If there IS fever treat for malana and refer
GIW ,ron tablets Check hemoglobin

25 Allow mother and baby to go home after 5
days If mediCines are completed and the
mother IS feeling well enough to go home

26 GIW mother an appointment to come for a
checkup at 2 weeks after delivery for the
mother and the baby DISCUSS faruly
planning

27 Send information to TBA.

Date Date Date Date
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Skills Checklist· Bimanual Compression of the Uterus

Date Date Date Date

Preparation for Emergency with Uterine Atony

A. Prepare the follOWIng

• 2 liter bottleslbags IV flUids and gMng
setsJlubJng

· InjeCtable oxytOCIC

• Needleslbuttetfly needles or Intracatheters

• Ann board to keep ann from moving tape or
strips of cloth

• Glows stenle or high-level diSinfected

· Blood pressure cuff and stethoscope

· Pulsometer or watch with second hand

• MIdwlfe/asslstant trained to start IV InfUSionS

· Alert emergency transport system that you
haw wor1<ed out locally with bus umon
neighbors or other source

B Prepare the woman

· Explain to woman she IS bleeding too much
so you must rub herwomb to stop the
bleeding

• Explain thiS hurts a bit but you Will finish
qUickly with as Irttle pain as posSIble

· Ask her to he on her back
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Procedure for External Bimanual Compression

1 Call to your asSiStant for help

2 Rub the uterus to make It contract

3 Check to see If bladder IS full

· If bladder IS full, rub uterus to make It
contract

· Express clots cathetenze If necessary

4 If bleeding does not stop, perfonn external
bimanual compression

· Place one hand on abdomen behind uterus

Place other hand flat and low on abdomen

· Press hands together

5 GIVe oxytOCIC

· Hold uterus for 20 minutes

· Put baby to the breast

· Look to see If bleeding has slowed/stopped

6 If bleeding stops

. Take vital slQns and record In record

· Estimate blood loss and record

· Put baby to breast again

Date Date Date Date
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· Check bleeding every 15 minutes for one
hour-every 30 minutes for 2 more hours

• ContInue broad spectrum antlblctlC for 5 days

• Continue IV Infusion for 24 hours

· Monitor every hour until normal then 3 times
a day for 3 days vBgl/1al bleeding, contracted
uterus, empty bladder VItal StgrlS

· Encourage breast feeding

· GIV8 analgesic for pain

• Give penneal care 3 times a day for 3 days

· Teach mother penneal care and utanne
monrtonng

· Encourage 8 glasses c:I water, adequate food

· Encourage actIVIty as toleratecl

• Fever, treat for matana and refer

7 AllaN mother and baby to go home after 5 days of
medicines are completed and the mother IS feeling
well enough to go home GIV8 Iron tablets, check
hemoglobin If possible

8 Give mother an appotntment to come for a
checkup for the mother and baby at 2 weeks after
delivery Initiate family plannrng diSCUSSions

9 Send information to TBA

Date Date Date Date
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10 If bleeding has not stopped

• Continue holding uterus

• Prepare for Internal bimanual compresSion

Procedure for Internal Bimanual Compression

1 Start N Infusion WIth OxytOCIC

2 Check VItal signs LOOK for signs of shock

3 Rub uterus If no contraction or If bleedlrlg
contmues, put on fresh gloves or qUickly scrub
your hands

4 Place your freshly gloved or freshly scrubbed
examining hand mto the vagina

5 Form your hand Into a fist

6 Press your fISt firmly against the la.ver portion of
the uterus

7 Use care to move any loose or floppy cetVlX out of
the~ before presSlrIg

8 Press your abdominal hand and your fist together

9 Contmue presSing your hands together for 20
minutes

10 Observe vaginal bleedlrlg has It slowed or
stopped?

Date Date Date Date
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11 If uterus contracts and bleeding slows or
stops

• Remove hand

• Take VItal signs

· Estimate blood loss

· Check bleeding and uterus eNefy 15
minutes for one hour then eNefy 30
minutes for 2 more hours

· Put baby to breast

• REFER as soon as posSible

12 If bleeding does not stop

• Reapply external bimanual CompresSion

• Inspect placenta

· Prepare to transfer mother to hospital with
infUSion running

13 Do not stop external bimanual compresSion until
you get to a doctor

Record Findings

1 Record progress of VItal signs throughout
procedure

2 Record type and amount of N fluids and time
started
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3 Record appearance and completeness of placenta
and membranes

4 Record estImated blood loss

5 Record tune type and dose of oxytOCIC glVell

Comments

Date Date Date Date
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Skills Checklist· Inspection with Vaginal Speculum

Date Date Date Date

Inspection with Vaginal Speculum

Prepare the woman explain what you are gOing to do,
ask her to unnate provKle pnvacy, help her lie dcmn
and bend her legs back

Prepare eqUIpment Including light

1 Wash your hands clean the genital area with
soap and water

2 Wash your hands, put on stenle or high-level
diSinfected gloves, If available

3 MOIsten vaginal speculum to make It easier to put
In the vagina

4 Reassure the woman and explSln what you are
dOing

5 Gently separate the labia with your thumb and
Index finger

6 Ask the woman to take a few deep breaths

7 Insert the vaginal speculum by hokhng It with the
handle 30 to 45 degrees to the Side and with the
blades closed

8 Slide the speculum Into the vagina guiding It
toward the woman's back

9 When the speculum Is In place, tum the handle to
the midline

10 SIONIy open the blades to show the cervoc

11 Lock the blades In place and ask your assIstant to
adjust the light so that you can look at the cervIX.
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12 Look for swelling, discharge tears tissue, and
clots

13 When you are finished, unlock the speculum tum
the handle to the side and gently remove the
speculum

14 Make the woman comfortable and explain your
findings to the woman

15 Record the findings and your acttons
Comments

Date Date Date Date
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Skills Checklist· Digital Evacuation

Date Date Date Date

Digital Evacuation

1 Explain to the mother and fartlly

• What you are gOIng to do

• That you must remove whatever IS In the
cerwc so that the bleeding WIll stop

2 Scrub hands and put on stenia gloves

3 Clean the genital area

4 Gently separate the labIa

· Insert your examInIng hand

· Hold the uterus WIth your abdomInal hand so
that It does not~

5 Gently slide your vaginal hand past the clots you
feel

6 Gently push 2 fingers Into the cervoc

• Move your fingers around the Inside of the
lONe!' part of the uterus and cervoc

7 RElI1lOIr'9 the clots as you slowly remove your hand

8 If some of the clots are stuck use stenia gauze

· Wrap the gauze around your finger

• Gently put your finger past the clots In the
vagina and cervoc

• Wipe under and around the clots WIth your
gauzecl finger until they come loose

· RElI1lOIr'9 them WIth your finger
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9 Rub the uterus to help It contract

10 GIVe oxytOCIC to help the uterus contract and stop
thebleedmg

11 GIVe broad spectrum arltlblotlc, such as anplcllhn
one gm nght CNrcrf and 500 mg every 6 hours for 7
days

12 LOOK at the gauze clots and blood removed

13 Record action, blood loss outcome medlcatlonS
and ConClJtlon of woman

COMMENTS

Date Date Date Date
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Skills Checklist -Infant Resuscitation

Date Date Date Date

When caring for a baby at birth

1 Have eqUipment ready for Infant resUScitation

2 Find an assiStant to help you

3 DRY As soon as the head IS dellVeF'eCI, WIpe
fluids from baby's mouth and nose USing fingers
or cloth

· Dry WIth cloth from head to toe

4 WARM Remove the first wet cloth

• CCMlI' WIth another dry cloth or place baby
skin to skin WIth the mother to prevent heat
loss

5 POSITION With head slightly lower than body to
drain flUids from SIr passage,

· Hold or lay baby on mother or bed,

· With head slightly extenclecl (sniffing posItion)
to keep the SIr passage open

6 SUCTION Clean the mouth, throat and nose
WIth finger/cloth/gauze, use SUctlOl1 bulb If
available

· Before delrwry r1 body

· After delrwry

· Use suchon correctly

7 STIMULATE Gently rub the back WIth your hand
while you are drying the baby

8 After you dry, wann, position, suction and
stimulate the baby LOOK, FEEL, AND
LISTEN
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• Breathing

· Heart rate

9 FINDINGS I skin color blue, breathing
present heart rate above 100

ACTIONS I RESUSCITATION

· Continue stimulation

• GIVe oxygen, If available

• Check breathIng and heart rate

• When skin color IS pink put baby to breast

10 FINDINGS II skin color blue or pale, breathing
absent, heart rate belON 100

ACTIONS II BREATHING
RESUSCITATION

· Keep the S1rwfri open (sniffing position)

· GJYe oxygen, If available

· Place gauze OYer mouth If avaIlable and start
breathing for the baby

- Place your mouth OYer baby's mouth and
nose

- Breathe 1time USing air only from your
mouth and watch to see chest nse

- If the chest does not nse, reposition
suction agSln, and try another breath
then recheck breathIng

· When the chest nses LOOK to see If baby IS

tryJng to breathe on Its 0Nn
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· If the baby Is breathing continue to warm
stimulate and give oxygen until the baby IS
pink and Cl}'lng

• If the baby Is not breathing

- Breathe 5 tllnes (short, fast and gentle)
for the baby

. LOOK for breathing (resPIrations)

. FEEULISTEN for heart beat

- Continue until baby breathes and heart
beats more than 100 times In a minute

- Continue until baby IS pink and Cl}'lng OR
strong enough to REFER

11 FINDINGS III breathing absent, heart rate absent
or below 80 beats In a minute

ACTIONS III FULL CARDIOPULMONARY
RESUSCITATION

· Keep the allway open (sniffing position)

• Give oxygen, If available

· Place gauze r:Ner baby's mouth If avallable
and start breathing for the baby

- Place your mouth CNer baby's mouth and
nose

- Breathe 1time, USing SIr only fran your
mouth and watch to see chest rise

- If chest does not nse, reposition, suction
again and try another breath LOOK to
see the chest nse

· VVhenthechestnses
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- Place your Index and middle fingers over
the heart (center of the chest Just belcm
the nipple hne)

- Push the chest down 1 5 em (Yz to %
Inch) counting 1 and 2 and 3 and 4 and 5
and

- Breathe on the 6th count Do not 11ft
your fingers off the baby's chest while
you breathe

- Canplete the CPR CYCLE of 5 beats
and 1 breath 5 times then recheck
baby's breathing and heart rate

· If there IS stili no heart beat or breathing
continue full CPR for at least 15 to 30
minutes or until the baby has a heart rate
abow 80 or IS breathing

· If there IS aheart beat above 80

. Stop dOing heart compresSionS

- Continue breathing until baby IS breathing
on Its own

- Continue to warm gIVe oxygen stimulate
until baby IS pink

· REFER

12 Do APGAR sconng at 1 and 5 minutes

· Appearance· LOOK

· Pulse - FEEL & LISTEN

· Gnmace - FEEL & LOOK

· Activity - LOOK & FEEL

• Respirations - LOOK
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· TOTAL THE SCORE AND RECORD

13 Care for the cord

14 LOOK at condition of the baby

· Keep warm

- Have the baby sleep with mother

- GOYal" baby with a dry cloth

· AJr passages clear

- Wipe any fluids

- Place baby on side to sleep

· NutritIon - colostrum through SUcking or
expresSIon

Comments

Date Date Date Date
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Skills Checklist· Adult Resuscitation

Date Date Date Date

Airway. make sure the airway Is open

1 Speak to the person

• ASK "Are you all nght?"

• Call for help

2 Speak to the person

· ASK Are you all nght7 Roll her onto her
back

· Roll her ewer as a umt so her whole body rolls
at the same time

• Ask for help from anyone who may be close
by

3 Speak to the person

· ASK "Are you all nght?" Look Into her mouth
to make sure the allway IS open

4 Clear the nose and mouth WIth your fingers of
anything you can see or feel

5 Move the head Into a posmon that WIll prevent the
tongue from failing Into the throat

· Place one hand on the person's forehead and
press firmly backward

· With your other hand press the fingers under
the Jaw near the chin, 11ft the chin forward until
the teeth are almost closed

· If the person has loose false teeth, ret'l'lO'Ve
them
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Breathing - make sure the person Is breathing

6 Look at the person's chest Now that the head IS
In a posrbon where the tongue IS not blocking the
arway the person may begin to breathe on her
own

7 If she IS not breathing, qUickly kneel at her side

• Pinch her nose closed WIth your fingers and
breathe Into her mouth

· If air does not enter adjust the posItion of her
head and try again

· Does the SIr enter her chest easily?

· If not, do the Heimlich I'1l8IlE!lJWI'

• Then clear the mouth and nose again,
repositIon the head and breathe again

· Try to breathe Into the person agSJn

· Take a breath after each breath you blow Into
the person

Cardiac Function - make sure the heart Is beating

8 After gMng 2 quick breaths check to see If the
heart IS beating Feel for the person's pulse
(heartbeat) on her neck at the carotid pulse

9 If the person has a pUlse, do not do cardiac
compressions

10 If the person has a pulse, but IS not breathing,
do only resPiratory resUSCitation Breathe Into the
person's mouth approxJlnatety 12 tunes per minute
(once every 5 secortds)

11 If the person does not have a pulse, breathe for
her and help her heart to contract
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12 Feel on the person's chest for the bottom of her
nb cage (bottom of the sternum or XiphOId
process)

Place the palm (heel) of your hand above the
bottom of the nb cage

· The heel of your hand IS on the IC7NeI' half of
the sternum

· Place your exher hand (either made Into a fISt
or WIth fingers stretched) on top of your
bottom hand

• Keep your arms straight WIth your elbaNs
locked

· Press straJght down CNer your hands

13 As you lean forward, press the chest 4-5 cm (1%
to2 mches)

· Press down and release for equal time (set a
rhythm)

· Do nex stop (pause) betNeen compresSIOl'lS

· Do nex 11ft your hands up off the chest

· Compress the heart at 80 to 100 beats per
mmute

· Count one and 2 and 3 and 4 and 5 up to 15

14 After 15 canpresSIOl'lS stop and give the person
2 breaths

· Pmch the nose and keep the head In Its
slightly tIpped back position

15 After the 2 breaths locate the proper hand
position on the chest and g1\'8 15 more
compresSionS
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· Keep repeating the pattern ri 15
compressionS follC7NEld by 2 breaths

· Do 4 or 5 complete cycles In one minute

16 After a minute or so stop and recheck the
person's carotid pulse

· If she has a heart beat, look to see If she IS
breathing on her own

• If there Is no heart beat and no breathing,
continue with the cycle of 15
compressions and 2 breaths

• If there Is a heart beat but no breathIng,
continue with the breathing at the rate of
about 12 times per mInute

17 Get someone around you to help rell8Ye you

· Get saneone around you to organIZe
transportation

· Travel with her to the hospttal for further care

18 Shock· make certaIn the person Is kept
warm

· Wrap her In a blanket or dry cloths while
resuscitating her

Comments
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Skills Checklist· Heimlich Maneuver

Date Date Date Date

A In a conscious person

1 Stand behind the person where she sits or stands
Keep telling her that you are helPing her Help
control the person's feeling of panic

2 Place your arms around the person, holding your
hands together on her upper abdomen Just belcm
the XIphOId process and above her navel
(umbilicus)

3 Form your hand Into a fist against the abdomen

4 Grasp your fist with your other hand

5 Press your fists Into the Victim's abdomen with a
qUick Inward and upward thrust

6 Continue to make the qUick thrusting mowments
with your fists until you have loosened the object
from the throat

7 If the person loses conSCIOUSnesS help her to the
floor or ground and lie her on her back

B In an unconscious person

1 Open the person's mouth and see If you can see
the obstruction Wipe the mouth to try to take out
the object

2 POSition the person's head back to lT1O\I9 her
tongue out of the wa!f

3 Kneel at the feet of a small child or CNf!K the thighs
of an adult

4 Place your hands over one another Press the
heel (palm) of the lONE!!' hand In the middle of the
person's abdomen a little above the navel
(umbiliCUS)
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• Ma<e certain that your hands are not placed
too high where you might press on the top of
the XIphOId or the nbs

5 Press qUickly Into the abdomen and upward
tONSl'd the head The force of the thrust should
be nght In the center d the body

6 Thrust (press Inward and upward) 6 to 10 times
one after the other Thrust more gently In an
Infant or child

7 The person may be coughing or maktng a crOWIng
sound now Haw her spit the object out Look
Into the mouth again to see If you can help remove
the object

8 If the person continues to crrNi (partial blockage
of the auway), or there IS no response repeat the
senes of thrusts

Comments
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Skills Checklist· Incision and Drainage of Breast Abscess

Date Date Date Date

When doing an Incision and drainage of a breast
abscess

1 Start the woman on a broad spectrum antlblooc

2 Collect all eqUipment

3 Prepare the woman and expl8ln what you are
gOing to do

• Help her srt on a chair with her breast resting
on a table

4 Gently wash the breast

5 LOOK and FEEL for the sol'l: place on the breast

6 GIYe analgesia/anesthesia If available

7 Wash your hands, put on hlQh-level dlsrnfected
(HLD) or stenia gloves

8 Cut the abscess

• Use the POInt of the blade Cut In a straight
line towards the nipple

• Make the cut big enough to put one finger rn

• Cut all at once
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9 Break up the pockets of the abscess

· with gloved finger or artEll)' forceps
(hemostat)

• 00 NOT PRESS OR SQUEEZE BREAST

10 Keep the cut open to dram pus

· Open a 4 x 4 gauze square

• Start WIth one corner

· Push gauze Into the opening

• let a little gauze stick out of opening

11 Change the dresSing fNefY day, until there IS no
pus drainage

· Pull the gauze out a little more each day

· Remove gauze packing on 4th day

12 FoIlaNup

· Continue to gIVe antlblCtlcs for 10 days

· Continue to see the wanan until no more pus
drams fran the cut and the opening IS closed
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. Help the woman WIth breast feeding If she
has stopped

13 Record what you have done

Comments
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Skills Checklist -Infection Prevention

Date Date Date Date

1 Use pr~ectJve cl~hlng and gloves

• Wear apronlgcrMl for delivery, put on before
washing hands

• Change shoes In delIvery area, before
washing hands No bare feet or sandals

2 Wash hands for 3 mmutes

• Have ready soap, clean water, clean and dry
tONe!

• Remove Jewelry from hands and forearms

• WeA hands forearms Put on soap and wash
Clean natls Rinse WIth running water

• Soap hands forearms agam

- Use brush If available

- Wash ffNery Side cI each finger

• Rmse hands foreams WIth running water

• Repeat wash WIth soap and water and rinse

• Rernernber to keep hands aboYe e1boMl

3 Use gloves
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• When touching anything with blood or body
fluids

• When you have a cut on your hand

• When washing up after delivery Including

- Equlf)f1lent

- Instruments

- Delivery furniture or floors

4 Prevent splashes

• When arttfiClally ruptunng membranes

• Milk (push blood out rl Section rl cord) the
baby's cord before eutbng

5 Prevent needle sticks place used needles In
appropnate container

6 Use Infection prevention process

• Decontamination - Make solutron correctly

- Open Instruments like SCiSSors

- Fill and flush synngesltubes with Solution

Date Date Date Date



57

- Completely cover and soak for 10
minutes

• Clean - Wash with soap and water

- Use brush on Instruments

- Clean Jomts on Instruments

- Flush tubes and synr19es

- Rinse WIth water

• High-level disinfect

- If boiling cover opened Instruments
completely WIth water COIISr pot

Bnng water to boiling Boll 20 minutes

RerTlOIo'e transfer forceps, use transfer
forceps to remove Instruments

Place In high-level dISinfected covered
container

- If Steaming, boll water

Place opened Instruments In steamer WIth
boiling water Cover pot

Stean for 20 minutes
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Remove steamer WIth Instruments Open
lid sllQhtly

AJlcrN Instruments to air dry

Remove Instruments WIth HLD transfer
forceps

Place Instruments In HLD covered
container

. Sterilization

- Prepare for autoclave

- Prepare for dry heat

Comments
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Skills Checklist - Care of Surgical Gloves

Date Date Date Date

1 Before removing gloves put hands In
decontamination (0 5% chlonne) solution nnslng
all sod from the gloves

2 Remove gloves by turning Inside out soak In
chlonne solution 10 minutes

3 Wear clean gloves to wash used gloves WIth soap
and water

• Rinse gloves WIth clean water

• Test gloves for holes by filhng WIth water

• Throw~ gloves WIth holes

• AJrdry

4 If sterilizing, fold cuffs

• Pack gauze or paper Inside each glove so the
glove does not stICk

• Wrap gloves

• Stenhze USing autoclave for 30 minutes

5 If high-level disinfect (HLD)

• Fold cuff on gloves
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• Lay gloves In steaner so they can be easIly
remoYElCl WIthout contamlnatton

• Place steamer on pot WIth water boiling

• Place lid on top of steaner

• Steam for 20 minutes (roiling boll)

• RerTlO'o'e steaner rack WIth the glO'JeS - shake
to remove water

- Cover

- A1ION to cool Use cool wet glO'JeS for
postabortlOl1 procedures

- AIr dry on both sides Use air dned
glO'JeS for pregnancy procedures In ION
volume matemltres and climes (wash
gloved hands before prOVIdIng care)

• Store In a HLD covered container

• Reprocess If n~ used

- In one month (pregnancy procedures In

ION volume matemltlE!S and climes)

. Dunng a SIngle cllmc SesSion
(postabortlon procedures)
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. Steam only number of HLD gloves needed for
one month (or one clinic SesSIon) to awId
repeated steaTllng of gloves which wears
them out

Comments
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Skills Checklist· Starting an Intravenous Fluid In a Peripheral Vein

Date Date Date Date

Starting an IV fluid In a peripheral vein

1 Collect eqUipment

2 Wash your hands with soap and water

3 Tell the patlerlt what you are gomg to do

4 Help the woman to get comfortable

5 Attach mtravenous flUid set to bottle and hang It
from stand/naIl

. Get tape ready

6 Run fluid through tubtng and clanp

7 Look for vetn between wnst and elbow

. AVOId any vetn that crosses aJOInt

8 If you have trouble findmg a WIn tighten the
tourniquet

9 After you find WIn, loosen tourniquet

10 Wash your hands, put on gloves to protect you
from germs from the blood

11 Clean the skln with soap water or antISeptIC

12 Tighten the tourniquet

13 HolcI the needle In the hand you use for injections

14 Use the dher hand to stretch the skin with the
thumb push in the needle through the skin and
parallel to (beside) the WIn
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15 Push the needle gently and qUickly Into the vetn
Blood WIll fION out of the needle

16 When you see blood In the needle attach the
tubing to the needle and loosen the tourniquet

17 Let the fluid run Into the vetn If the area around
the needle swells clamp off the tubing remove
the needle put pressure on the area until the
bleeding stops Restart the IV In another place

18 When fluid IS gOIng In the vetn tape the needle to
the skm Loop the tubing and attach It to the arm
WIth tape

19 Tape the arm to an arm board so that It can not
bend and move the needle

20 Regulate the fluid rate and check for InfiltratlOl1
fNery hour to make sure that the fluid IS not
running Into the skin

21 Record the type amount and time of InfUSion

Comments
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Skills Checklist· Giving Fluids In the Rectum

Date Date Date Date

Giving fluids In the rectum

1 Gather the eqUipment

2 Tell the woman what you are gOing to do

3 Wash your hands

4 Ask the woman to lie on her left side Place cloth
pad under buttocks

5 Lubricate the end of the tUbing with water

6 Put on clean gloves

7 Run water to the end of the tube and clamp off

8 Ask the woman to take a deep breath and breathe
slowly

9 Push the rectal tube about 10 em (4 Inches) In the
rectum

10 Hold the enema can Just hlQh enough so the water
runs In Run 600 ml of water very slowly

11 Remove the rectal tube

12 Help the woman breathe and relax.

13 Remove your gloves

14 Clean and dry the woman

15 Clean up the eqUipment

16 Wash your hands

17 Record the flUid amount, time and type

Comments
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Skills Checklist· Giving Fluids Into the Perttoneal Cavity

Date Date Date Date

Starting an Intraperitoneal Infusion

1 Gather the eqUipment

2 Tell the woman what you are gotng to do

3 Wash your hands with soap and water put on
glows

4 Get the gMng set needle and fluid attached

5 Fill the gMng set and needle WIth flUid

6 Ask the woman to he on her back

7 Cleanse the abdomen WIth antiSeptiC or soap and
water

8 Feel the abdomen to make sure It IS soft

9 PInch the skin Just belON the navel

10 Push the needle honzontally through the skin

11 Ask asSiStant to unclamp tubing

12 Push needle vertically Into pentoneal cavity

13 Tape needle to abdomen so It does n~ IllCYe

14 Run 1000 ml fluid (rlto pentoneal cavity

15 Remove needle after fluid has run In

16 Cover puncture site

17 Help the woman get COOlfortable

18 Crean up the equIpment
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19 Remember, only gIVe when awoman Is not
pregnant

20 Use good aseptIC techmque

21 Repeat procedure In 4 houlS If the woman IS stili
in shock and you are unable to start IV infusion or
totrMSfer

22 Transfer as soon as possible

23 Record the type time and amount of fluid

comments
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Skills Checklist· Preparation and Giving of Oral Solutions

Date Date Date Date

Giving fluids by mouth

1 Gather the eqUIpment

2 Tell the woman what you are gOIng to do

3 Wash your hands

4 Wash the contatners, cup, and spoon

5 Help the woman to get comfortable

6 R8V1eW the recipe

7 Measure 1000 ml (one liter) of dnnklng water

8 Pour the water Into a clean mIXIng container

9 Add the ORS packet or the 8 IeYel teaspoons of
sugar and 1 level teaspoon of salt

10 If available add citrus JUice to Improve the taste
MIx well with a spoon

11 Taste the mIXture Remember, the mixture
should not taste saltier than tears

12 GIVe to the woman at least 2000 cc (2 liters) to
dnnk In one day

13 Help the woman ta<e as much ORS or other fluid
as she wants In addition to the 2 liters a day

14 If she IS thirsty, give ORS to the woman to dnnk
while she IS getting the IV infUSion

15 Thrcm away any unused Solution remaining from
the day before
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16 MIX fresh solutIon fNfJfY day

17 Clean up eqUipment

18 Teach the woman and family haN to make the
rehydration solution

19 Teach the wanan and family to use locally
available flUids to prevent dehydration

Comments
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Skills Checklist· Using a Vacuum Extractor

Date Date Date Date

Using a vacuum extractor

1 LOOK and FEEL for conditions necessary for
USing a vacuum extractor

· Term (full sIZe) baby

· Baby allVa or heart stopped dunng labor

· Full dilatation

· Vertex presentation

· Ruptured membranes

· No cephalopelvic dISproportion no molding or
caput descent 1/5 or 0/5

· ContractionS present

2 explain to mother and farllly what you are gOIng to
do why you are dOIng It, and haN It WIll help her

3 Prepare delavery and vacuum extraction
eqUipment

• Test vacuum extractor on palm of your hand

4 Be sure bladder IS empty (have mother unnate or
catheterIZe her)

5 Position mother on her back, at edge d tablalbed

6 Do vaginal examination to decide baby's position
again

7 Dry baby's scalp

8 Apply the cup

· Separate labia
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· Pull penneum down

· Hold cup

• Insert cup down and In

• Press cup ag8lnst scalp of baby

· Check for maternal tISSue under cup

9 R8Ise the pressure

· Recheck for absence eX maternal tiSSue
under cup

• Never exceed recommended maximum
pressure for your type of vacuum extractor

10 Pull fetal head through pell11S with contraction
Use correct direction of pull depending on
level of head

· Before head clears SymphYSiS pubiS pUll
down

· When the head is cleanng the symphysIS
pubiS pull straight out

· When head crowns, pull up

11 When the contrac:tJon stops

• Reduce pressure (unless USing Malmstrom
vacuum extractor)

• Do not pUll

· Encourage m<Xher to breathe slowly and
relax.

· Check fetal heart rate

12 Repeat 10 and 11 above until head crowns

13 DelIVe1" head of baby
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14 Release pressure

15 Complete the delivery

16 Care for mother and baby

17 Care for vacuum extractor

· To Wipe off vacuum extractor, use soft clean
cloth dampened WIth decontanlnatJon fluid

· If fluids are In pump, clean by pumping warm
water through pump Clean pump qUickly
after birth so that blood does not clot In pump
Use Infection preventIon steps

• Dry pump by pumping SIr until equipment IS

drylnsJde

· If Cup and tubing are reusable
decontanlnate wash WIth soap and water
nnse and dry, and stenllZe

· Store assembled vacuum extractor In clean,
dry, and coverecI area

Comments
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Skills Checklist· Persistent Occiput Posterior Position

Date Date Date Date

When a woman IS In labor and the baby IS occiput
posterior position

1 LOOK and FEEL to confinn position of baby

• Abdominal exam

- Head looks high head feels large

- Back difficult to feel limbs felt on both
sides

· Vaginal exarn

- Diamond shaped antenor fontanelle
towards mothers front (pubis)

· ContractionS woman In labor

2 IDENTIFY PROBLEM and TAKE ACTION

• Danger If flexion does not happen descent
stops

· Decide whether REFERRAL IS possible

3 If you can not REFER, try to help the baby
rotate before It IS time for delivery

· Explmn to mother and family

• Ask mother to

- Unnate~ hour, dnnk frequently

- Relax between contractions change
positionS

- Get In knee chest or knee ann position
often
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. Monitor labor (See Module 3 Monitoring
Labor Progress page 3 66)

. Prepare for depressed baby

If you CAN NOT REFER, CERVIX IS FULLY
DILATED, and WOMAN READY TO PUSH, try to
Increase flexion of head

1 Make sure the bladder Is empty

2 8<plarn to mother and fSTlIly what you are dang

3 Help maher rSlS6 hips uSlOg erther knee chest or
knee arm position while asSistant holds her nght
leg

4 Insert your fingers IOto vaglOa under symphYSiS
pubis

5 Press on baby's forehead before contractIon

6 Hold thIS posrtJon dunng contr8ctJon to help flex
and delIVer the baby's head

7 If the head does not flex after 2 or 3 contractions,

· Between contractions push the baby's head
up above the IschIal SpInes WIth your hand to
try to help the head rotate

· If thIS IS successful, be prepared tor a very
fast delivery Try to prevent the head from
dellvenng too qUickly

8 If the baby's head does not fJex, and you stdl can
not get to the hosplta/, help the mother squat try
to flex the head encourage the mother to push
WIth each contractIon

9 If thiS IS not successful after 5 contractions OR
there are signs of dIStress In the mother or baby

• Sedate the mother WIth PethldlOe 100 mg
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. Hydrate and reassure her Help the mother
and family

. Try to get transportation as soon as possible

10 Be prepared for depressed baby See Module 6
Resuscitation, page 6 7

11 Be prepared for bleeding from laceratIons In the
mother see Module 4 Episiotomies and
Repair of lacerations

12 Care for the mother and her baby

13 Be prepared for postpartum hemorrhage See
Module 5 Prevention and Treatment of
Hemorrhage

14 Record your actions and outcome
Comments
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Skills Checklist· Umbilical Cord Prolapse

Date Date Date Date

When caring for a woman In labor

1 LISTEN to the fetal heat beat routinely dunng
labor If any change LOOK for cause of change In
heart beat

2 When doing a vaginal examlnatlOl'l LOOK and
FEEL

· For cord at vulva

- after rupture of membranes or

- when sJgns of faa! diStress

• Note presentatlOl'l of baby

· Note dilatation of ceMX.

3 IDENTIFY PROBLEM and TAKE ACTION

If you can see the cord

1 USing glo..es FEEL for cervical dllatatlOl1 and
touch the cord to FEEL pulse (beat)

2 Ifcord has a beat and the cervrx IS fully dilated.
cle/1V8I' with an epISiotomy and vacuum extractor If
available

3 If the cord has 8 beat and the cervrx IS NOT fuBy
dRated help get mother to hospital

4 While wartlng for transport, explam to
motherlfamrly

5 Prevent chilling or handling c:J cord

Gentlywrap In cloth

· Do not attempt to replace cord
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6 Posrbon mother with hips higher than chest

7 Keep presenting part t1NS'J fran corcI

• Use gloved hand In vagina to push baby up

· Continue position and pushing head up while
traveling to hospital

8 Take delrvary and resuscitation eqUIpment with
you to hospital Be prepared for delrvary

If you can not see the cord and the baby Is In
distress

1 Do vaginal exam, If cerwc fully dilated delrver as
soon as possible with the woman In knee chest
position, do epISiotomy, and use vacuum
extractor. If available

2 FEEL for corcIln front d baby

3 If you FEEL cord and the cervrx IS not fully
dIlated

• POSition mother with hips hlQher then chest

· Push presenting part up. t1NS'J from cord

· Try not to touch corcI

4 REFER

• Keep presenting part t1NS'J from cord whIle
traveling

. Be prepared for dellYS1Y Mel Infant
resuscitation

If It Is not possible to get the mother to the
hospital

1 Monitor labor accordIng to routine and
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· change mother's posltlOIl often, always hips
higher than chest and left lateral as much as
possible

· continue trytng to get transport

· encourage and explain to mother and fanuly

2 Protect cord from cool SIr and handling to prewnt
spasm of cord

3 Keep gloved hand pushing up on presenting part
to preYent compresSion of cord until ready to
deliver

4 Deliver baby as qUickly as possible

· PosrtJon mother left lateral with hips on pillow
and asSiStant hokhng her nght leg or In knee
chest position

· Encourage mother to push with contracbon

· Perform episiotomy

· Use vacuum extractor If It IS available

• Be prepared for Infant resUSCitation but the
baby may dIE!

5 Help the mother and fl:ll1lly the best you can

6 Record actionS and outcomes

If the cord has no pulse and there Is a transverse
lie

1 Explain to the mother and family

2 REFER to doctor with cesarean section facllltlElS

3 Offer care and support to the mother and her
farnrly

Date Date Date Date



78

4 Record all actions taken

If the cord has no pulse and vertex or breech

1 explain your findings to the mother and farmly

2 ContInue to monitor labor and support mother

3 Prepare the mother to cIeIMlI' a stIllborn

4 Offer care and support to mother and her fa-TUly

5 Record all actions taken
comments
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Skills Checklist· Uterine Inertia (Tired Uterus)

Date Date Date Date

When canng for a woman with uterine Inertia

1 Decide the progress, ASK and LISTEN

· Early labor Contractions are not painful and
rn<Xher feels good as she can rest

· In later labor, mother IS distressed and tired
as there IS no progress

2 LOOK and FEEL

· ContractionS

- frequency duration strength

· Abdominal exam

- slOAt or no fetal descent

· VagInal exam

- no progress In cenncal dilatation

- pelvic assessment IS adequate

3 IDENTIFY PROBLEM and TAKE ACTION

4 PreYent exhaustion of mother and baby

· GIY8 oral fluids food, help her to get
comfortable wash relax, rest

· Reassure rn<Xher support encourage

5 Give an enema Be prepared for delivery

6 If enema does not wOO< help rn<Xher to stimulate
nrpples explainIng that thiS may encourage
contractions
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7 If vertex presentation Is engaged and the
woman IS In active phase of labor, artlfictally
rupture membranes (ARM)

8 If this IS effectIVe, remember to acbVeIy manage
thIrd stage and be prepared for postpartum
hemorrhage

9 REFER at any time for

· Fetal or maternal dIStress

· Cloudy or bad smelling anmotlc fluid

• First stage~ labor crossing the alert line

10 Explam to woman and fanlly that the hospital
doctor may help sbmulate labor by ruptunng
membranes augmentation ~ labor, and so forth
Encourage and support, be prepared for delrvery
on way to hospital

11 Record all actionS
Comments
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Skills Checklist· Shoulder Dystocia

Date Date Date Date

When helping a woman In labor

1 Prevent shoulder dystocIa by antICIpating and
refernng

· Mother WIth diabetes

• HIStory ci deilVEll1ng large bablElS

• Fanlly hIStory ci large siblings

· Maternal obesity

• Large fetus

· PreviOUS shoulder dystocIa

· Fetal wetght esttmated as 05 kg (1 pound)
more or much larger than the PrelilOUS
pregnancy

2 LOOK

• Head may be SION to dellwr WIth much
pushIng and effort by the mother

· Head deilVElf'S and looks as If It wants to go
back In the vagina (turtle sign)

• Head IS very tight against the permeum

3 FEEL

· If hard pushing by mcther does not tum or
IT1O'J8 the shoulders, FEEL for an abnormal
baby, tumor, locked orJOined tWinS, Bandl s
retraction nng sectate and REFER

· For tight cord (may be short or around the
neck) If cord tight clanp and cut
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• Bladder If full, ask mother to unnate Note
It IS very IInportant that the bladder IS empty at
the beginning of second stage for all
delJVel1eS

IDENTIFY THE PROBLEM and TAKE
APPROPRIATE ACTION

1 QUIckly get ready

· Explalll to the mother and fanllly what you are
gOIng to do

· PosdJon to have the mother's buttocks hlQher
than for a normal delMHY Ask mother to
plant her feet finnly on the bed and elevate
(11ft) her buttocks Be ready to delrver as thiS
may allON the shoulders to mow

· Refer as IS appropnate Ask someone to call
doctor/get transportation Be prepared for
resUScitation of baby, postpartum
hemorrhage, laceration/episiotomy repaIrs

2 Cut or enlarge the epISiotomy

Try to deliver with the mother's legs back

3 POSition the mother to mow Bnng her hips to the
edge of the bed This Will gIVe the baby's head
more space when you delIVer

4 explain and ShON hON to spread her legs WIde
and pull her knees back as far as she can
towards her ears

5 Press down hard abow pUbic bone Ask
someone to press down hard Just above the
mother's pubIC bone releasing the baby's antenor
shoulcler

6 Mother push hard At the same time, ask the
mother to pUll her legs very WIde and push as hard
as she can
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7 Midwife pull WIth cupped hands Cup your hands
around the sides of the baby's head (do neX hold
the baby's neck). and delIVer the shouldel's with
dcNmward and outward pressure while countlOg to
15

If the baby does not delIVer, change the direction
and delIVer the shouldel's with upward and
outward pressure while counting to 15

If the baby does neX delIVer, ask the Il1Cther to take
long arid sJo.v breaths Explatn to her that she Will
haYs to get 10 adifferent position to delIVer the
baby

Try to deliver with mother on hands and knees

8 Change position Help the mother to the hands
and knees position with her head higher then her
hips

9 Mother push as hard as she can

10 Midwife pull WIth cupped hands. see step 7 above

Try to deliver the posterior arm of the baby

11 explain to the mother to remam on her harlds and
knees. that you must put your hand inside her to
help the baby You Will try to be gentle but It stili
may hurt her

12 DelIVer postenor arm

· Put your gloved hand Inside the vagIna, along
the baby's la.ver back to bnng out the
postenor ann

· MaYa your hand around the baby

· Grasp the baby's arm Bend Its arm
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• Pull the arm out of the vagina by pulling the
baby's hand

13 Ask the mother to push while you cup your hands
around the sides of the baby's head and delIVer
the shoulders WIth downward and outward
pressure while counting to 15

If the baby does not delIVer change the dllectlon
and delIVer the shoulders WIth upward and
outward pressure while counting to 15

If the baby does not delIVer the mother can stay
on her harlds and knees or he on her side or her
back Encourage her arid tell her that you will
need to try once more to deliver her baby

Try to deliver by using the corkscrew method

14 Try to tum the baby

· With your hands In the vagina tum the baby
one half Circle so the postenor shoulder IS
where the antenor shoulder was located

• Atways tum the body of the baby so the back
IS antenor

• Try to dellV9l" as In number 13

• If the baby does not delIVer, tum the baby
back to the onglnal position and at the sane
time gently pull dcr.vnwards

If the baby does not delIVer, the mother can stay In
any position she would like to be Encourage her
and tell her that you will need to try once more to
delIVer her baby

15 Break the baby'S clavicle (collar bone)

· Reach In WIth your fingers of both harlds and
firld the antenor c1811lcle
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· Pull up (so as not to puncture the baby's lung)
on the middle of the clCMcle between your two
thumbs and break It ThIS allONS the antenor
shoulder to become free from behind the
symphysIs pubiS

16 Ask the mettler to push

· At the s;;me tIme cup your hands around the
sides of the baby's head and deliver the
shoulders with downward and outward
pressure while counting to 15

· If the baby does net deilVEll", change the
dIrectIon and deilVEll" the shoulders with
upward and outward pressure while counting
to 15

17 Continue with Infant care and resUSCitation as
needed

· Prepare for third stage care d the mother

18 When you have cared for the mother and Infant
record actIonS taken

Comments
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Skills Checklist· Breech Management

Date Date Date Date

When helPing a mother deliver a baby with breech
presentation

1 Assess the progress of labor to decide If there IS
t1n'19 to REFER If no tIme to refer

· Explam to the mother and famIly what you are
dOing

· Reassure as best you can

2 Gather supplIeS and eqUipment for dellYefY with
epISIOtomy

• Have dellV81)' bed or a table for second stage

• Be prepared for Infant resuSCitation and
postpartum hemorrhage

3 Confirm second stage (complete cervrcal
drlatatlOll) before she starts to push

· Encourage woman to push In any comfortable
positIon

· Make sure her bladder IS empty

4 When baby's buttocks are seen distendIng
penneum

· Help woman to lithotomy position (lymg on her
back with her legs bent) at edge of table or
bed

· Her feet shoulcl be supported OR she may
want to spread her legs and pun them back
when she pushes

5 Wash your hands and put on gloves

· Wash the genital area
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6 Perform eptSlotomy (to make more space for the
breech delivery) as the baby's buttocks dIStend
and thin the penneum

7 Keep hands off the baby's body, until the
umbilicus Is seen, as the breech passes through
the outlet

8 When the umbilicus IS seen

· Use one finger to flex the baby's knees and
pull daM'l a loop of umbIlical cord ThiS WIll
bnng the feet and legs out

9 As the buttocks and legs deliver. the body usually
hangs do.vnward Watch as

• The back turns from oblique to antenor
(upwards)

The face IS looking dONnWard

• Do not push on the uterus Of pull on the
baby

· Encourage mother to push WIth each
ContractIon

10 Wrth each contraction watch as

· The body sl<7NIy rotates as shoulclers deliver

· The anns become VISible

If the anns do not dellvef with the next
contraction, free the posterior ann

· Insert two fingers Into the vagina

Follow humerus to elbow

· Splint and support arm between your fingers

· Bnng arm daM'l to deliver
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· Antenor ann WIll usually follow

11 As mother pushes the baby IS born to the neck

· Allow the baby to hang by Its own wetght for
up to 1 to 2 mInutes

- Watch as the fIexecI head moves down to
peMcfloor

- Watch as the OCCIput and the back rotate
forwardlantenor

12 Watch as the neck gradually dehYerS

· The hairline can be seen

· The SUbocclpttal reglOl'l (hairlIne) can be felt

13 The delIvery d the head can nON be attempted

· If rfght-handed stand WIth your back to the
woman s left leg

• Ta<e the baby's legs In your nght hand

- Pull firmly outward (stretch) on the legs to
prevent the baby's neck from bendIng
backwards

- The SUboccipital regIon (hairline), and not
the neck. should pIVot under the apex of
the pubIC arch

14 Use one hand to gUard the penneum and prevent
the head from delrvenng too qUIckly

15 With the other hand. hold the feet and keep the
body stralQht by pulling a bit (tractJon)

• lift the feet in a cIrcular movement (an arc of
180 degrees) until the chin. mouth. and nose
are free at the wlva

Date Date Date Date



89

· Wipe the mouth and nose to clear flNa'j any
mucus or liquor The baby can nON breathe

16 DellVel' the head slONly and carefully In 2 to 3
minutes

• Ask the mother to take deep breaths

· Elcplaln that the baby's head must deliver
slowly

· Protect the head from Injury and prevent
teanrlQ the of epiSiotomy

• Suprapubic pressure may be needed

17 When baby IS dellVSf'ed, note time proceecl as for
a normal delivery Be prepared for depressed
baby

18 The third stage IS usually very qUick be prepared
for postpartum hemorrhage

19 When mother and baby are cared for record
actionS and outcomes

Comments
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Skills Checklist· Manual Vacuum Aspiration

Date Date Date Date

When perfOnTung manual vacuum aspiration
procedure

1 Establish rapport, get to know the woman ma<:e
her feel comfortable

2 Explain the procedure and be supportive to the
woman and her fll11l1y

3 Prepare room, eqUipment, and mechcatlons

4 Have the MIlA Instruments ready including

· Have two MIlA HLD/stenle krts nng forceps,
speculum

· Prepare MIlA synnge use adaptor If needed,
lock valve, create vacuum

5 Manage pain

· Care for the emotional state rA the 'NOITlan
explain what you aredoing and why at each
step of the procedure

• Assess dilatation rA C8MX and gIVe analgesic
according to findings see Leamlng AId 6 -
ParacenncaJ Block, If needed

• Perform MIlA with competence and
confidence

6 ASK and LISTEN mec:llcal hIstory, crll11plng,
pain, bleeding, LNMP emotional state

7 LOOK and FEEL Assess for shock anemia
Infection condition rA C8MX and utenne position
and that uterine size Is no larger than 12
weeks

· Abdominal exa-nlnatron - uterus not hlQher
than the JeveI of the symphYSiS pubIS

II) 1998 American College of Nurse Midwives



91

· Vaginal examination - bimanual palpatlon
confirmed uterus not larger than 12
weehsslze

· Manage shock anemia InfectIon

· REFER If laceratlOl'1s, trauma, pus discharge,
or utenna sIZe more than 12 weeks

8 Prepare the woman explain what you are dOing

• Ask her to empty her bladder

· Wash lower abdomen and genitals with soap
and water

Manual Vacuum Aspiration Steps

· Expl8ln what you are 90109 to do

· Use infection prevention hand washing,
gloves

1 Gently Insert speculum

2 Use ,nfectlon prevention swab cerv1ca1 os with
antiseptic solution

3 Grasp cerwc: with n09 forceps Admlmster
paracenilcal block and/or other medications If
needed Allo.v time to la<e effect

4 Inspect cannula and synnge agaJO to make sure
they are In good condltlOl'1 and correct chOices
according to utenne SIZe and cenncal dilatatIon

5 Hold the cerwc: so It does not move and gently
,nsert the cannula Rotate with gentle pressure If
necessary

6 Push the cannula slONly Into the utenne CCMty
Measure the utenne depth by the dots VISIble on
the cannula
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7 Attach the prepared synnge to the cannula WIthout
contarmnatlon Make sure the cannula does not
move forward In the uterus while you attach the
synnge

8 Release the plOch valve to transfer the vacuum
through the cannula to the utenne cavrty

9 Move cannula effectIVely to empty the uterus

10 Check for stgns of completion

· Red or pmk foan no more tissue seen In
cannula

· Rough sensatIon IS felt as cannula passes
over the surface rX the uterus

· Uterus contracts around the cannula

11 Withdraw cannula detach synnge place cannula
10 cJecontarnnatJon solution With valve open
empty contents rX MoJA synnge Into stramer by
pushIng on the plunger

Do not put the empty syringe In
decontamination solution until you are certam
the procedure Is completely finished

12 Inspect the tiSSue rert'1OY9d You may need to
stram and nnse the tiSSue so that you can see
better

· For quantity and presence of products of
conceptlOl'l

· To assure complete evacuation

· To check for molar pregnancy (not common)

SoIYa problem If no products of conceptIon are
seen accordIng to findings
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· No further action needed

· Repeat asPiration

· Decide cause for vaginal bleeding and ta<e
action

13 After being certain the procedure IS fimshed
remove eqUipment Make the woman comfortable
md expIasn your findings to her and her fanlly

14 Decontanlnate all Instruments after procedure

15 Dispose of wastes

16 Remove gloves and decontanlnate

17 Wash hands WIth soap and water

18 Record findings including vrtaI signs, fluids glVerl
appearance arid cmount of products of
conception estimated blood loss. medlCabons
(grven, time, dose)

19 Comfort the woman and her fanlly

Monitor the Woman's Recovery

1 Take and record VItal signs

2 Observe and momtor bleeding and condrtlon while
the woman rests

3 Check for anemia and gIVe Iron tablets accordIng
to findings If the woman IS Rh negatIVe gIVe
Rh(D) Immune globulin before discharge, If
available

4 If there IS treatment for complicatIOnS continue
treatment arid monrtor or REFER as needed
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5 For uncomplicated WA, check bleeding at least
once before dIScharge Recheck VItal signs
cramping and general well being

Explain to the woman she may expect

· Some utenne crampIng Wi!K next. few days,
may ta<e analgesic

• Some SpottIng or bleeding, not more than
normal menstrual panod

· That normal menstrual panod should occur
WIthin 4 to 8 weeks

Tell the woman the date for fallcm up \Ilslt and

• That she should have no sexual Intercourse or
anythIng In the vagina until 5 to 7 days after
bleeding has stopped

• That her fertility can retum In less than 2
weeks after the WA procedure She needs
to choose farntly planntng method ImITlechately
If another pregnancy IS not wanted

Explain these WARNING SIGNS AND
SYMPTOMS The woman should report back to you
If she has

• Cramping more than 5 days

· Bleechng more than 2 weeks

· Bleeding more than normal menstrual
bleeding

· Severe or Increased pain

· Fever chills or mal81se (tired all of the time)

• F8Intlng or 'lJ'e8<ness
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explain to the woman about postabortion family
planning

· She can get pregnant as soon as 11 days
after foINA procedure

· There are safe modem family planning
methods that can help her avotd becoming
pregnant

· Where and haN she can get these methods If
you can net help her WIth the method r:i
chOice

Comments

Date Date Date Date
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Skills Checklist· SymphysIotomy

Date Date Date Date

When you do a symphysIotomy

1 LOOK and FEEL for signs of CPD

· Decent d fetal head

· Engaged

· 215 or less felt abdominally

· Molding + or ++

· Dllatlon of CElNlX 7 em or more

2 Collect all of your eqUipment

3 explain and sho.v your asSiStants what to do

• The first assIStant watches IV, morlltors
mother and baby

· The second asSiStant IS glO'lled to asSiSt

• Two reliable persons hold the 1NCI'1l8f'l'S legs

4 ExpI81n to mother and family what you are dOIng

5 Ask first asSiStant to wash the ICMIeI" abdomen and
genrtal area with soap and water

6 Start an IV infUSion If rt is not already runmng

7 Ask 2 reliable persons to help the W'OIllaI1 lie on
her back

8 Scrub and glove

9 Infiltrate 10 ml1 0% lidocaine hydrochlonde Into
the skin over and around symphysis pubiS

10 Infiltrate penneum with 10 rrII of 1 0 % IIcklCSlne
hydrochlonde

II:> 199B AmenClln College of Nurae-Mldwlves
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11 Pass a catheter

12 Ask the 2 reliable persons to support the legs
against their chests so that the legs are abducted
(pulled apart) to not more than 80 to 90 degrees

13 Check to make sure the anesthesia IS wor1<Jng by
tOUChing a sharp needle to the area

14 Get ready to make the inCISion

· Insert two fingers Into the vagIna

· Find the catheter/urethra with vaginal fingers

· Push the catheter to one stele

· Find the symphYSiS pubIS with the vaginal
fingers

15 Start the inCISion

· Feel for symphysIS pubIS fibrocartilage

· Insert scalpel.n the mons 0Jer symphYSiS
pubiS

· Make % Inch (% em) InCISion

· Keep catheter pushed to one side with vaginal
finger to protect the urethra

· Place the other vaginal finger at the back of
the symphysIS pubiS JOInt to feel for knife
blade

16 FInish the InCISion

· Hold the scalpel at a nght angle to the skin
and symphYSiS pubiS

Date Date Date Date
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· Keep the cutting edge POInting tcmards you

· Push knife finnly and smoothly through the
fibrocartilage

· You WIll feel the blade more easily WIth vaginal
fingers a cartilage IS cut

• You should always feel tissue between vaginal
fingers and knife blade

· Your vaginal fingers WIll feel about a 2 5 em
(wtdth r:I thumb) separation r:I the pubIC
bones

17 If there IS bleeding, stop It WIth direct pressure

18 Let the fetal head decide the amount r:I separation
of the symphYSis pubis

· Ask reliable persons to adduct (put together)
woman's legs after II'ICISIOIl

· Ask reliable persons to watch for bleechng and
tell you nght aNa:i

19 Prepare for delrvery

· Ma<e a generous eplSletorny

• Use vacuum extractor If woman can net push
baby

20 DelIVer the baby

• Be prepared for adepressed baby

21 Give oxytOCIC and do actIVe management of third
stage

22 Inspect vagina and cervIX for trauma

23 Repair eplSletomy and SymphYSiS cut

Date Date Date Date
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. Keep the legs as close together as possible

24 Change catheter to a Foley If SVSIlable

25 Bathe the wanan wrap her legs together make
her comfortable

• Place soft clcth betNeen her knees

· Wrap legs loosely together so that she does
not forget to keep them together

· Do routlne after dellVef'y care

· Check the catheter

26 Arrange for transport to hosprtal

· Go with the woman and her fanlly
Comments

Date Date Date Date
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SUMMARY OF PERFORMANCE

Skills Checklist

Mcx:Iule2 DATE
Antenatal Assessment and Treatment

RESULT

Module 3 DATE
Monltonng Labor Progress on MmlsslOn

RESULT

Module 3 DATE
Monltonng Labor Progress

RESULT

Module 4 DATE
EPISiotomy and l.acerat1on RepaIr

RESULT

Module 5 DATE
AetlV9 Management of Third Stage

RESULT

Module 5 DATE
Manual Removal of Placenta

RESULT

Mcx:Iule5 DATE
Bimanual CompresSion of the uterus

RESULT

Module 5 DATE
Inspection with Vaginal Speculum

RESULT

ModuleS DATE
Dtgltal Evacuation

RESULT

Module 6 DATE
Infant ResuscitatIOn

RESULT
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Module 6 DATE
Adult Resuscitation

RESULT

Module 6 DATE
HeimlICh Maneuver

RESULT

Module 7 DATE
IncIsion and Dramage of Breast Abscess

RESULT

Module 7 DATE
Infection PreJeI1tlon

RESULT

Module 7 DATE
Care of SurgICal Gloves

RESULT

Module 8 DATE
Starting an Intravenous Fluid In a
Penpheral Vein RESULT

Module 8 DATE
GMng Fluids In the Rectum

RESULT

Module 8 DATE
GMng Fluids Into the Pentoneal Cavity

RESULT

Module 9 DATE
USing a Vacuum Extractor

RESULT

Module 10 DATE
Persistent OCCIput Postenor POSition

RESULT

Module 10 DATE
Umbilical Cord Prolapse

RESULT

Module 10 DATE
Utenne Inertia (Tired Uterus)

RESULT
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COMMENTS

DATEModule 10
Shoulder Dystocia

RESULT

DATEModule 10
Breech Management

RESULT

DATEModule 10
Manual Vacuum Aspiration

RESULT

DATEModule 10
SymphYSiotomy

RESULT
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FOLLOW-UP AND SUPPORT VlSrr SUMMARY (1)

ANTENATAL CARE LAST MONTH DELIVERIES LAST MONTH

NEW REVISIT REFERRALS NUMBER REFERRALS

NUMBER REASON NUMBER REASON

What was done last month? (USE THE BACK FOR ADDITIONAL COMMENTS)

Number of TBA or home birth attendant (HBA) VlSrts?

Last month what was the most senous problem causes PleYSrltlon?

Use lnfannation from FoIkJN-up 8ld Support Form to indicate In the second coIl1M
./ (tatiafaCtOrY) or ~ (neede Improvement) and In the third column plana

Infection preventIon

DelIVSl)' eqUIpment

OxytOCIC

Postpartum VISits

FamIly plannrng
counseling

Incident & referral
form 1lM8W

Antenatal record
IlMeW

Partograph revteN
front

Partograph rfiMf!!N
back
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Number of fOl1llS
suppllEld SUpenilsor
partograph __
antenatal -- Date
referral
incident report RelumDate

Clinical Skills Checklist Summary see page 100 to 102m this Cllmcal Practice Guide

Additional Comments
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FOLLOW-UP AND SUPPORT VISIT SUNItIIARy (2)

ANTENATAL CARE LAST MONTH DELIVERIES LAST MONTH

NEW REVISIT REFERRALS NUMBER REFERRALS

NUMBER REASON NUMBER REASON

What wee done last month? (USE THE BACK FOR ADDITIONAL COMMENTS)

Number of TBA or home bIrth attendant (HBA) VISits?

Last month what was the most senous problem. causes prevenbon?

Use Inforn1ltJoo from FoIIoN-up and Support Fonn to indt<:Se In the second coIurm
./ (utIsfactory) or~ (needs Improvement) and In the thtrd coIt.IM plans

Infection prevention

Delrvery eqUipment

OxytOCIC

Postpartum VISits

Famly planning
counseling

InCIdent & referral
form revJElW

Antenatal record
rfMeN

Partograph revJElW

front

Partograph revJElW
back
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Number of forms
supplied SUpervisor
partograph __
antenatal -- Date
referral
inCident report RetumDate

Cllmcal Skills Checklist Summary see page 100 to 102 In this Cllmcal Practice GUide

Additional Comments
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FOLLOW-UP AND SUPPORT VISIT SUPIMARY (3)

ANTENATAL CARE LAST MONTH DELIVERIES LAST MONTH

NEW REVISIT REFERRALS NUMBER REFERRALS

NUMBER REASON NUMBER REASON

What wee done last month? (USE THE BACK FOR ADDITIONAL COMMENTS)

Number of TBA or home birth attendant (HBA) VISits?

Last month what was the most senous problem causes, preventIon?

Use lnfonnation from Follow-up and SupportFonn to fndic3e in the second coIurm
,/ (satJsfactory) or J (needs Improvement) Md in the third column plans

Infection prevention

DelIVerY eqUipment

OxytOCIC

Postpartum VISits

Family planning
counseling

Incident & referral
form revtf!IN

Antenatal record
revIeW

Partograph rfMeIN
front

Partograph reVIeW
back
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Number of forms
supplied SUpervisor
partograph__
antenatal -- Date
referral
Incident report Retum Date

Cllmcal SkJlls Checklist Summary see page 100 to 102 In this Cllmcal Practice GUide

Additional Comments
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FOllOW-UP AND SUPPORT VlSrr SUr.wARY (4)

ANTENATAL CARE LAST MONTH DELIVERIES LAST MONTH

NEW REVISIT REFERRALS NUMBER REFERRALS

NUMBER REASON NUMBER REASON

W1uIt... done Ia$t month? (USE THE BACK FOR ADDITIONAL COMMENTS)

Number of TBA or home birth attendant (HBA) VISits?

Last month what was the most senous problem causes, preventJon?

Use mfOlTNiJOn from FatoN-up and Support Form to Indlcae in the second coItmn
./ (satisfactory) or ~ (needs Improvement) and m the thifd cdumn plana

Infection prevention

DeilYaI)' eqUipment

OxytOCIC

Postpartum VISits

Family planmng
counseling

Incident & referral
form~

Antenatal record
rf!NIfNI

Partograph revIeW
frorrt

Partograph rfMfJN
back
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Number of forms
supplied SUpelVlsor
partograph__
antenatal -- Date
referral
Incu:ient report Return Date

Cllmcal Skills Checklist Summary see page 100 to 102 In this Cllmcal Practice GUide

Additional Comments
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FOLLOW-UP AND SUPPORT VISIT SUr.I'MRY (6)

ANTENATAL CARE LAST MONTH DELIVERIES LAST MONTH

NEW REVISIT REFERRALS NUMBER REFERRALS

NUMBER REASON NUMBER REASON

What was done last month? (USE THE BACK FOR ADDITIONAL COMMENTS)

Number of TBA or home birth attendant (HBA) VISits?

Last month what was the most senous problem causes, prevention?

Use lnforrn&!on from Fcllow-up SldS~Form to irIdlcD In the second coIlmn
./ (I8dsfactory) or J( (needs Improvement) Sld In the thIfd cok.ml plans

Infection PreYEll'1tlon

DeIlYSf)' eqUipment

OxytOCIC

Postpartum VISitS

FClTlIly planning
counseling

Incident & referral
form rf!Mf1N

Antenatal record
rf!Mf1N

Partograph reNlf!N
front

Partograph rf!Mf!1N
back
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Number of forms
supplied SupelVlSor
partograph__
antenatal -- Date
referral
Incident report Retum Date

Cllmcal Skills Checklist SummaJ)' see page 100 to 102 In thiS Cllmcal Practice GUIde

Additional Comments



113

FOLLOW-UP AND SUPPORT VlSrr SUNNARY (6)

ANTENATAL CARE LAST MONTH DELIVERIES LAST MONTH

NEW REVISIT REFERRALS NUMBER REFERRALS

NUMBER REASON NUMBER REASON

What was done last month? (USE THE BACK FOR ADDITIONAL COMMENTS)

Number of TBA or hane birth attendant (HBA) VISits?

Last month what was the most senous problem causes, prewntlon?

Use Infonnabon from FaJow-up and Support Form to indicate In the second column
.I (satIsfactofy) or }C (needs Improvement) and In the third coh.mn plans

Infection prevention

DelIYer)' eqUipment

OxytOCIC

Postpartum VISits

Fanlly planning
counseling

Incident & referral
form re'oIIeW

Antenatal record
rr:MeN

Partograph l'eVlew
front

Partograph l'eVlew
back



114

Number of forms
supplied SUpetVlsor
partograph __
antenatal -- Date
referral
incident report Retum Date

Cllnrcal Skills ChecklISt Summary see page 100 to 102 In this Cllnrcal Practice Guide

Additional Comments
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Introduction

Llfe-Savlng Skills (LSS) are those skills which allow midwIVes to recognIZe and respond to emergencies
The main goal of LSS IS to help midwIVes prevent maternal and Infant mortality and morbidity by Identifying
and taking necessary action when problems occur In pregnancy, labor, delIVery, and the early postpartum
period The aim of LSS IS women and babies who are alIVe and healthy

Development of the Llfe-Savlng Skills Manual for Midwives (LSS Manual)

In 1989, two maternal mortality studies conducted In the Greater Accra Region of Ghana proVided
Information that led to the development of an assessment tool to help midwIVes manage two of the major
killers of pregnant women pregnancy Induced hypertension and the prevention and treatment of
anemia, thereby decreaSing the risk of death from hemorrhage Subsequently, the LSS Manual was
developed to address the fIVe major causes of maternal mortality (hemorrhage, sepSIS, unsafe abortion,
pregnancy Induced hypertenSion, and obstructed labor) The first edition (1990) was field tested and
reVised In a pilot training project In Ghana

The second edition (1991) of the manual IS being used In many English-speaking countries and has been
translated Into other languages Including Vietnamese, French, and Bahasa IndoneSia ThiS third edition
(1998) Includes reViSions and new material requested by LSS midWIVes and trainers, as well as experiences
they have shared from their practice

The LSS Manual and traIning course bUild upon the years of experience of midWIVes practicing In rural and
urban areas The very Important Issues of family and community support and education are woven
throughout the manual The LSS Manual encourages an expanded role for the midwife, to Improve her
ability to save the lIVes of women and Infants The management, medications, equipment and procedures
suggested In the manual assume that only the most baSIC proVisions are always available Nothing In thiS
manual IS meant to replace the care of a good hospital or a good doctor

Llfe-Savmg Skills Training (LSS Training)

LSS training emphasIZes clinical practlce, and prOVides the midwife with as much experience as It takes to
master the skills Classes are held In or near the clinical area so the midwife can move easily Into the
cllmcal area to watch trainers demonstrate skills or to see classmates practice particular skills The goal of
training IS to produce confident, competent midWIVes who can practlce advanced midwifery skills and save
the lIVes of women and babies A competent midwife performs skills expertly A confident midwife uses her
skills and believes she can perform skills well enough to teach others

Competency based clinical training uses the skills checklists Trainers demonstrate and observe midwives'
skills In the clinical areas MIdWIVes observe and perform skills MidWIVes are encouraged to manage their
own learning and share responsibility With trainers ThiS method draws on the practicing midwife's
experiences, encourages actIVe problem solVing, and bUilds confidence

Manual for Policy Makers and Tramers, A Llfe-Saving Skills Trammg Program Process

ThiS manual serves as a gUide for developing and managing an LSS training program The Ten Step
Program Process Includes Ideas from LSS programs In many countries The Trainers Section prOVides
clinically actIVe LSS midWIVes opportunities to develop confidence and competence uSing a partiCipatory
approach to teaChing the competency based LSS There are sample Lesson Plans, Program Tools,
Tralnmg Aids, and Forms for use, adaptation, and reViSion for local needs

"I
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About the Life-Saving Skills Manual for Midwives

This manual IS Intended and designed for use by practicing midwIVes In continuing education programs •
Some modules will serve as a review for some mldY'lVes Some of the skills presented In the manual will be
new for some midwives New skills must be learned and used In practice Tutors and others may wish to
use the techmcal content as a resource for pre-service training, or as a reference

Each module session follows the LSS Manual's design of allowing the trainer to support the midwife In
becoming highly competent In the practice of life-saving skills The module does not teach Skills, but
structures diSCUSSions of critical knowledge necessary to learn to perform skills with confident
competence The LSS trainer IS not concerned about the quantity of times a particular skill IS performed,
but rather the quality wrth which It IS performed She Introduces, stimulates, gUides supports, and reviews
performance with the midwife In the process of learning life-saVing skills In the antenatal labor, delIVery,
postpartum or other settings that provide hands-on learning opportunities In each module, the Problem
Solving Method IS used to gUide the midwife In Identifying problems and taking actions to treat or prevent
them

Each module has a manual table of contents and a module table of contents that lists page numbers
for procedures and other tOPiCS providing the midwife with a qUick and easy reference Each module
begins with a statement of the goal and objectives and an Introduction to gIVe the midwife an Idea of
what IS covered In the module This IS followed by a midwife's experience providing a midwife's
expenence related to the tOPiC Common medical terms are defined

A fonnulary for the entire manual IS found at the end of the Module 10 An Index for the entire manual IS
found at the end of every module The Index lists the subjects In alphabetical order If you cannot find what
you want look for rt under another name Or check the module table of contents For example, If you want
to find Information on hemorrhage you might look for hemorrhage or bleeding Or you might remember
that Module 5 IS about hemorrhage and look In that module's table of contents

The pages are numbered wrth both the module number and the page number For example If you find •
the number 5 3 you will look In Module 5 on page 3 If you want to find laceration of the cel"VlX, look In the
Index for laceration - cervix you will find the number 4 You look In Module 4 table of contents and find
Lacerations of the CervIX listed on page 4 21 Turn to page 4 21 of Module 4 for the information

Each skill procedure contains a skill description, IIlustration(s), review questions, skills checkilst(s),
and one or more case studies The midwife reads each section In a module and wrrtes answers for the
review questions and case studies Case studies help the midwife practice the Problem SolVing Method
The midwife may study alone or with other midWives

The skills checklist found at the end of each skill descnptlon In Modules 2 through 10, provides a step by
step outline of the skill and can be used to review the skill procedure The competency based training
approach continually refers to and uses the skills checklists

After an LSS procedure IS performed the midwife fills out the appropnate skills checklist The trainer may
also wnte on the same checklist The skills checklist should be reViewed the same day as the skIll IS
performed while the details are very fresh In everyone's mind USing the appropnate checklist, the trainer
and midwife dISCUSS how they think the steps were performed and other information which could not be
discussed while canng for the woman The checklist can also be used after the training, to reView and
practice skills and can serve as a continuing reference The Learning Aids found In each module provide
addrtlonallnformatlon Many of the learnIng aids were developed In response to requests from LSS
midWIVes

•
Iv

J;f, I
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INTRODUCTION TO MATERNAL MORTALITY

OVERVIEW OF THE PROBLEM

The problem of maternal mortality worldwide can be pictured by Imagining a Jumbo Jet
with 274 women aboard crashing Into the sea every 4 hours, day-In, day-out, 365
days of the year (adapted from Potts, 1986)

Maternal mortality refers to the death of a woman while pregnant or within 42 days of
termination of pregnancy Maternal deaths often occur In the home and never
become recorded In the health care system The World Health Organization (WHO),
which mOnitors maternal deaths throughout the world, estimates that 600,000 women
die every year as a direct result of chlldbeanng, and most of these deaths are
preventable (WHO, 1996)

The loss of these women IS a great tragedy The fact that the great majority of the
maternal deaths are preventable when low to moderate technology and education are
available adds to the tragedy Yet maternal deaths, even when one considers all the
personal loss a family expenences, are a small portion of the problems pregnant
women face One study estimates that for every maternal death, there are sixteen
cases of maternal Illness (LISkln, 1988) The Impact of maternal death and Illness on
a nation's economic productivity, health of the family, and loss of personal fulfillment
of the individual woman IS difficult to calculate

The difficulty of measuring maternal mortality has long been a bamer to progress In
alerting health planners and others to the magnitude and causes of this problem and
hence to the development of effective interventions (WHO, 1996) There are five
major causes of maternal mortality hemorrhage, sepSIS, unsafe abortion, pregnancy
Induced hypertension, and obstructed labor

THE FIVE MAJOR CAUSES OF
MATERNAL MORTALITY

Hemorrhage
SepsIs

Unsafe Abortion
Pregnancy Induced HypertenSion

Obstructed Labor

Most of these deaths are preventable through high quality obstetnc care, inclUding a
functiOning referral hospital for antepartum, Intrapartum and postpartum, acceptance
of referral by mother and family members, rapid and safe blood services, family
planning (child spacing), access to safe abortion, Improved nutntlon, good
transportation and commUniCation, Improved female education, and Improved status
of women Within the culture
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A young girl of 16 years was coming from home at 4 45 Pm In labor
pains She has not attended antenatal cliniC She has no husband I
admitted her In labor, vital signs, hemoglobin and urine were normal
Abdominal palpation found descent at 1/5 Contractions 2 In 10
minutes, lasted more than 40 seconds Fetal heart was 130 beats per
minute ThiS girl did not allow me to do the vaginal examination

I talked for a long time but she did not allow me to do the vaginal
examination After some minutes she told me that thIS morning she
was sent to a certain man In the village who says he IS a doctor The
doctor did a vaginal examination She IS afraid and feels pain too
That IS why she did not allow me to do the vagmal examination I was
very worned so I told the relatives to take the girl to the nearest
hospital The girl refused to go She stili refused to allow me to do the
vagmal examination

She started pushing much The lower lip of the fetus appeared at the
vulva I could see thiS was a face presentation ThiS procedure was
very difficult for me I convinced her and gave an episiotomy She
pushed mcely and a severely asphyXiated female Infant was delivered

I clamped the cord and cut It There was no heartbeat, no respiration
I wrapped the baby and put her on the resuscitation table I tilted the
head back, cleared the airway, rubbed her back I did full CPR ThiS
time I did not put cold water on the baby (I learned dunng LSS that
thiS IS a harmful practice) She responded slowly to resuscitation The
baby had abraSions on the nose and the eyelids

The episiotomy was repaired uSing the new suture sparing method
Estimated blood loss 600 cc I cleaned the mother and put her and her
baby In a warm bed

A few hours later the baby was crying I examined and bathed the
baby I wrapped her nicely to keep her warm Eye drops applied
Abrasions were painted With gentian Violet I gave her to the mother to
suck the breast

LSS Midwife, Ghana
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MATERNAL MORTALITY AND THE MIDWIFE

Goal

The midwife will learn about the problems of women dying dunng pregnancy and
Childbirth, and the role the midwife can play In preventing It

Objectives

The midwife canng for the mother and her newborn baby will be able to

1 explain the meaning of maternal mortality (death), maternal morbidity
(Illness), and risk factors

2 list the major causes of death for women dunng pregnancy and childbirth In
her place of work and worldwide

3 descnbe her role In redUCing the death of women and Infants at her place of
work and In the commumty In which she lives

4 descnbe how she Will Identify the cause(s) and the reason(s) why women
and newborns die In her commumty and her place of work, through
interviews and review of client records

5 develop a plan for helping the people In her community learn how they can
prevent Illness and death of women and babies dUring pregnancy and
childbirth

Important Terms

Maternal Mortality - the death of a woman while pregnant or Within forty-two days of
termination of pregnancy, Irrespective of the duration and site of pregnancy (utenne or
extra-utenne), from any cause related to or made worse by the pregnancy or ItS
management, but not from accidental or inCidental causes (WHO definition) Maternal
mortality IS then subdiVided Into direct and indirect maternal deaths

Direct Maternal Deaths - deaths resulting from obstetnc complications of pregnancy,
labor, and puerpenum, and from interventions or any after effects of these events
For example, death from postpartum hemorrhage IS a direct maternal death

Indirect Maternal Deaths - deaths resulting from the worsening of eXisting conditions
by pregnancy or delivery For example, death from malana, diabetes, or Sickle cell
disease dunng pregnancy are indirect deaths

/ll
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Maternal Mortality Ratio - the number of pregnancy associated deaths per a chosen
number of live births In the Identified population In many countries, the chosen
number IS 1,000 or 10,000 live births Worldwide maternal mortality reports use the
chosen number of 100,000 live births For example, a maternity cllmc which last year
had 100 live births and 1 maternal death, has a maternity cllmc maternal mortality
ratio of 1/100 live births This IS the same as a ratio of 10/1,000 live births or
100/10,000 live births or 1,000/100,000 live births See Table 1 (page 1 6) for
maternal mortality ratio estimates by region

Maternal Morbidity - any symptom or condition resulting from or made worse by
pregnancy The quality of care often determines whether complications are effectively
treated or continue on to death Midwives often care for pregnant women who have
such problems as malaria, gUinea worm, tuberculosIs, anemia, malnutntlon, vesIco­
vaginal fistula, and damaging effects from hemorrhage, infection and scarnng In
female CircumCISion It IS common In both developing and developed countries to
find 12 to 16 serious complications for each maternal death

It IS Important to carefully and completely document all the
mother's complications If thiS information IS available In
the records, It IS possible to Identify the most Important
problems ThiS information can be used to plan care and
programs to reduce or prevent complications among
women In future pregnancies

Risk - the harm that something might cause A nsk does not mean that something
bad will happen It means that something bad IS more likely to happen Mothers In
some countries have a higher risk than mothers In other countries liThe developing
world accounts for 76 per cent of the global population, 86 per cent of the world's
births, 96 per cent of the Infant mortality and 99 per cent of the maternal mortality"
(Potts, 1986, p 29) A rural woman from Bangladesh IS 55 times as likely to die due
to pregnancy as a woman from Portugal, and 400 times as likely to die due to
pregnancy as a woman from ScandinaVia~ time she becomes pregnant (Maine,
1986) The risk IS not equal for all mothers

Risk Factors - those things In an individual or In the environment that make the
indIVIdual more likely to develop a particular condition For example, obstructed labor
IS a major cause of maternal morbidity and mortality When the mother IS a young,
short primipara, she has the nsk of cephalopelvIc disproportion (the woman's pelvIs IS
too small for easy passage of the fetal head) We can look for these factors (age,
height, panty) to help determine whether a woman IS at risk for thiS problem (LISkln,
1988) Risk factors are age, short stature, first pregnancy, malpresentation, rickets,
and others
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There are five major causes of maternal mortality worldWide They are hemorrhage,
sepSIS, unsafe abortion, pregnancy Induced hypertension, and obstructed labor
Figure 1 shows the portion of all maternal deaths caused by each Notice that indirect
causes, that IS, other eXisting Illnesses or conditions a woman has, are also
responsible for many maternal deaths

Medical Causes of Matemal Deaths In Developing Countries

Un.ate Abortion (13") )

Hypertensive Dllordere (12")

~morrhllge (26") I

Indirect Causee (19'l1.) J

Figure 1 Medical Causes of Maternal Deaths
Source WHO 1992

To help prevent maternal morbidity and mortality, It IS essential that all women receive
quality maternal care Because all women have some nsk of developmg
complications, early Identification of problems and nsk factors, and the
availability of good referral services, are essential to all maternity care. Maternal
risk, complications, and mortality differ depending on where women live In the world
Compare the ratios In different areas In Table 1, below Women from ASia and Africa
are at the highest risk

11..1
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Table 1 Revised estimates of maternal mortality by United Nations regions (1990)

Maternal mortality Number of lIfetlme risk of
r~tlo maternal deaths maternal death,(materna deaths per 1 In100,000 live bIrths)

World total 430 585 000 60

More developed regions 2 27 4000 1800

Less developed regions 480 582000 48

Africa 870 235 000 16

Eastern Africa 1060 97 000 12

Middle Africa 950 31000 14

Northern Africa 340 16 000 55

Southern AfrIca 260 3600 75

Western Africa 1020 87000 12

ASia 2 390 323000 65

Eastern Asia 95 24 000 410

South-central ASia 560 227 000 35

Southeastern ASia 440 56000 55

Western Asia 320 16 000 55

Europe 36 3200 1400

Eastern Europe 62 2500 730

Northern Europe 11 140 4000

Southern Europe 14 220 4000

Western Europe 17 350 3200

Latin AmerIca & the Caribbean 190 23 000 130

CarIbbean 400 3200 75

Central America 140 4700 170

South America 200 15 000 140

Northern AmerIca 11 500 3700

Oceania 2 680 1400 26

Australia-New Zealand 10 40 3600

Melanesia 810 1400 21
Source WHO, 1996

2 Australia New Zealand and Japan have been excluded fran the regional totals but are Included in the tctal for deYaloped
countries Figures may nex add due to rounding
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Role of the Midwife in Preventing Maternal Mortality

Midwives can playa major role In decreasing maternal mortality at local, national, and
global levels MidWives often live In the communities they serve and are familiar with
the religions, beliefs, customs, taboos, and preferences of the families who live there
MidWives usually know who controls deCISion making In the family and In the
community They know who gets to eat the choice bits of food and how hard pregnant
women work In most cOmmUnities, midWives are respected They are consulted by
both women and men They are expected to give advice on pregnancy, family
planning, human sexuality, Infant care, and many other Issues MidWives must be
aware of the needs of women Let the women know you care about them by listening
to them, working with them, and shanng In their JOYs and sorrows In some way,
midWives play each of these roles In the course of a day's work Each role has an
Important part to play In decreaSing the incidence of death and Illness In women and
their babies

The midWife IS a team member who works with many different teams such as hospital
staff, work place staff, and community members In the hospital, the midWife refers to
and seeks advise from the doctor, senior midWife, and others In her pnvate clime,
health center, or hospital umt, the midWife trains, supervises, and works with
asslstant(s), the cleaner, maybe a dnver, and whoever IS helping her prOVide care to
women and babies She can work with the team members to develop an emergency
plan so that each person knows exactly what hiS or her role IS, for example, In case of
a woman with hemorrhage, an Infant who needs resuscitation, or someone With a
convulSion In the commumty, the midWife works with traditional birth attendants,
women, and other community members to help keep mothers and babies healthy

The midWife IS a teacher who explainS and adVises She can use her midWifery and
community knowledge and her posItion of respect to prOVide information that Will
Increase understanding She can Influence the community to take actions that
Improve the lives of women and their babies She can help people learn good
nutntlon practices, and ways they can promote and maintain good health She can
help the community understand the need for a rapid transportation service that can be
relied upon when an emergency anses She can encourage the community to
Improve education for women and girls She can encourage many changes that
Improve women's status

The midWife IS a care prOVider She prOVides quality care to women dunng their
reproductive years, including family planning services, Incomplete abortion care, and
pregnancy care (antepartum, Intrapartum, and postpartum) When she finds that a
woman has an Increased nsk or complication, she refers her to a faCIlity that IS
equipped and able to meet her special needs
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The midWife IS a professional She participates In her professional organization and
works to Influence poliCies that affect her practice, such as outdated midWifery codes
or rules that limit her ability to take life-saving action In emergencies She
understands that by practicing good midWifery, she can help to Increase respect and
value for all midWives

The midWife IS an active learner She recognizes that technical knowledge changes
continually, and she participates In (perhaps even organizes) continuing education
programs to keep up to date on changes In midWifery practice She also learns how
to Improve her practice by analyzing maternity data at her place of work, studying her
expenences In the work setting, and finding out about behaViors and needs In the
community When she has the opportUnity, she works with her colleagues to gather
data for research on Important problems or Issues

The midWife IS an encourager who supports and stimulates others to question the
way things are, to make their own decIsions, and change their lives for the better
When people do not question customs and practices that are harmful to them, they
accept unhappiness, customs that cause poor health, and even abuse For example,
If a woman does not know that she needs to eat a greater amount of quality food to
stay healthy dunng pregnancy, she may not try to do anything about It

The midWife can help people to recogmze their own value
If a midWife respects people and their Ideas,

she Will help them appreciate their own intelligence and
she can learn from them

If a midWife respects people's feelings,
she Will help them learn their feelings are Important

If a midWife listens to people,
she Will help them learn that they have a nght to be heard 3

3 Paraphrased from KleIn (1995) p 13
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Working with the Commumty for Action

Saving the lives of women and newborns IS an Important Issue for the community
Many times community members do not realize what a valuable role they can play In
saving the lives of women and babies Community leaders need information that
helps them see how they can contnbute MidWives and traditional birth attendants
(where they eXist) can help community leaders organize support services through
Improved commUniCation, transportation, blood supply, revolVing funds, and other
ways

The midWife can playa Vital role by meeting With and learning from traditional birth
attendants (TBA), Village/community leaders, men's or women's social and religiOUS
groups, schools, and other gathenngs to discuss maternal deaths and explain how the
maJonty of these deaths can be prevented Many Sicknesses and InJunes can also be
prevented For example, women are less likely to suffer the disabling problems of
veslco-vaglnal fistulas and senous pelVIC infection If they have not had neglected
(prolonged) labors or do not have scarnng of their genitalia from female
circumcIsions

MidWives must help the community members find the problems and discover ways to
get emergency systems organized and operating Because midWives care for women
and see the effects of hemorrhage, convulSions, infection, and shock, they are In a
good POSition to speak about the need to Improve the Situation In their own and other
commUnities

Transportation and Communication

In remote areas or night time hours, many women die due to lack of adequate
transportation and commUnication It IS the responsibility of the entire community to
see that emergency services are prOVided for ItS people

In some cOmmUnities, transport unions have organized an emergency community fund
so that there IS no delay dunng any emergency Women can be carned short
distances on a door, a sling tied to a sturdy pole, a cart attached behind a bicycle or
horse, a truck, a bus, a taXI, a boat, or by other means Sometimes the community
pays the Village truck dnver or a pnvate IndiVidual an advance to carry emergency
passengers when the need anses These indiViduals can also keep a stock of fuel
that IS used only for emergencies Once commUnities understand the need for an
emergency system and understand that many women die needlessly Without thiS plan,
they Will come up With many creative ways In which to solve the problem Many minds
working together can find good local solutions
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In many countries, hemorrhage IS the leading cause of maternal mortality In all
countries, hemorrhage IS at least one of the three top killers of pregnant women
Therefore, It IS critically Important to make certain that blood IS available for
emergencies

Once community members understand how common and serious the problem of
hemorrhage IS for women In Childbirth, they can mobilize to establish a system of
blood donation Often, rumors or cultural beliefs make families or neighbors unwilling
to donate blood A strong community education program, plus frequent reminders of
the problem and the value of blood, IS necessary People In the community need to
know that blood must be tested for HIV and compatibility Midwives can playa
valuable role In helping community members change their attitudes and work to solve
the problem of the blood supply

Some referral hospitals have a blood supply on hand, ready for emergencies In
many places, there IS no way to store blood In some cOmmUnities, all adults have
their blood typed so that they can be called upon when blood of their particular type IS
needed In other Situations, patients are expected to bring several blood donors In
with them when they travel to the referral hospital The midwife can conSider these
options with her community Which will work best In the Situation? Perhaps another
solution can be Identified by community members In any case, regularly informing
and encouraging the community to develop and maintain a plan are key to making
blood available to women who need It Of course, men and children sometimes
require blood transfUSions too The plan can directly benefit everyone In the
community

The community must understand that when women enter pregnancy and labor In good
health, blood transfUSions are needed less often The community can contribute to
the Improved health of ItS girls and women by

• encouraging adequate food Intake,
• dOing away With food taboos which prevent women from getting foods they need,
• encouraging girls to stay In school and delay childbearing,
• encouraging antenatal care including taking Iron pills,
• decreaSing work loads for pregnant women, and
• urging early referral to hospitals and other resources when needed
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Among all the people In the community, pregnant women, mothers, newborns, and
children are at the greatest risk of disease and death The longer a mIdWife practices,
the better she will understand that there are many reasons for poor health of women
and newborns To be able to help community members, the mIdWife must find the
main reasons for poor maternal and newborn health In her community

Common reasons are poverty, lack of medical care, lack of education, lack of
transportation, harmful beliefs, delayed recognitIon of danger sIgns, and delayed
decIsIon making by husbands or other famIly members The mIdWIfe must learn as
much as possIble about tradItional beliefs and practIces She WIll need to talk to
mothers and pregnant women about theIr health and theIr babIes' health She must
help people In the community understand her role and theIr role In preventing
Sickness and death for pregnant women, mothers, and newborns

A MidWife's Experience •

A young woman was found convulSing outside her home She had not come for
antenatal care She had Just delivered her first Infant vaginally

The family camed her to our tent I consulted with our doctor and gave her
magnesium sulfate by Intravenous InfuSion After SIX hours, she stopped haVing
convulSIons and her reflexes became normal The famdy members and I took
turns canng for her She never regamed consciousness After fifteen hours she
qUI&Uy stopped breathing Her baby also dIed

The family thanked me and said they now understood that you can not tell a
pregnancy IS normal Just by looking at a woman

LSS Co~author

ThIs experience made us very aware that we needed to find out what the community
understood about antenatal care, and their own beliefs and practices about
pregnancy

Learning about beliefs and practices

All commUnities have traditional beliefs and practIces about pregnancy, childbirth,
care after childbirth, and famIly planning Unless you are from this community or have
lived there for a long time, you Will need to learn about the community's beliefs and
practices related to pregnancy and Childbirth, so you Will be able to dISCUSS ones that
can cause problems
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Questions you might ask to learn about beliefs and practices Include

• Do women take part In special practices, receive special treatments or mediCines
dUring pregnancy, labor, or after delivery?

• What do women eat dUring pregnancy? What can they not eat? Why?
• Where or to whom do pregnant women go for advice?
• What problems or dangerous conditions do women experience dUring pregnancy?

What IS done for them? Who usually helps?
• Where do pregnant women deliver?
• Who usually helps dUring a delivery?
• When IS the newly born baby bathed?
• When after the delivery does the baby begin to suck the mother's breasts?
• What care IS given to the baby's cord?
• What care does the newly delivered woman receive?

When you are knowledgeable about the beliefs and practices, you should be able to
Identify ones that you need to diSCUSS With the community If you can explain how a
belief or practice causes a problem, you can help people understand the need to
change harmful practices like unsafe abortion, unclean things put In the vagina, or
unclean materials put on the umbilical cord

Explalnmg about risk factors, danger signs, and problems

Pregnancy and childbirth are natural Most women become pregnant and give birth
Without problems However, some women and babies have problems dUring
pregnancy, labor, delivery, or after delivery It IS Important for the mother to be aware
of her risk and to follow the midWife's advice However, the mother must rely upon the
support of her family and her community to follow that advice If the entire community
understands about risk factors and danger signs and knows the Important ones,
community members are more likely to understand the reasons for the midWife's
recommendations and to be sure they are followed

From their experience, people understand fisk They know, for example, If they walk
In an area where many snakes live, they risk snakebite They know that children have
fun sWimming In the river when It IS calm, but that risk of drowning Increases when the
river IS full and flOWing SWiftly Some members of the community have also
experienced the loss of Wives, sisters, mothers, and friends and their newborn babies
They understand that pregnancy has risks Some risks can be reduced If the danger
signs are recognized and proper action IS taken The midWife can help the community
learn danger signs that indicate risks so that speCial care and attention can be given
The midWife can help explain about preparation for delivery
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Risk factors and danger signs the entire community should know about Include

• Very young or old age (Women under 16 and over 35 may be at risk)

• Many pregnancies, or pregnant often (Women who have had more then 4
pregnancies or pregnancies closer than 2 years may be at risk)

• Problems with a prevIous pregnancy, or with this one (Weak blood/anemia, high
blood pressure, fits, delivery before due date/premature delivery, very long labor,
too much bleeding, and babies who died, babies who were very big or were very
little are risk factors )

• Problems after delivery (For the mother fever, pain/redness In breasts, pain In
legs or abdomen, diarrhea, bad smelling vaginal discharge, too heavy bleeding,
or passing large clots are risk factors For the baby fever, diarrhea, not sucking,
convulsions are risk factors)

• No preparation for delivery (Preparations are ways to be at less risk These
Include chOOSing and registering with a caregiver, receiving antenatal care, being
sure money IS available to meet emergency costs, organizing baby things,
arranging transportation, and gOing to the delivery site the midwife adVised If the
woman IS staying at home to deliver, preparations Include preparing a clean
space and eqUipment for the delivery )

When giVing care, the midwife tries to Identify pregnant women, mothers, and
newborns who may be at risk or have problems Module 2 Quality Antenatal Care
discusses problems dUring pregnancy Module 3 MOnitoring Labor Progress talks
about labor and how to Identify problems Module 5 Prevention and Treatment of
Hemorrhage encourages limiting blood loss after delivery, with active management of
third stage Module 7 Prevention and Management of SepsIs discusses prevention
of infection and cord care

Learn Causes of Maternal Morbidity and Mortality

It IS Important to look at the reasons women and newborns die In the community, and
In your hospital or maternity We must take note that many times a woman or her
family does not want to go for care because they do not feel they are treated very
well, their cultural beliefs are not respected, there IS a lack of privacy, and so forth It
IS difficult to get thiS information However, these reasons need to be recognized and
discussed MidWives and other health care providers need to ask themselves,
(1) Why do women not want to come? (2) Are we dOing anything to discourage them
from coming? (3) Have we asked the women or families how they feel? (4) What did
they say? and, (5) What can we do?

\~
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Establish a committee on health of woman and newborn It IS very helpful to work
with a group of health professionals (midwife, doctor, laboratory technician,
administrator, pharmacist, and so forth) and community members (farmer, teacher,
housewife, private midwife, dispenser, and so forth) to look at every death and find
out what happened This committee may decide to hold a meeting after every
maternal death or near death to study the factors that contributed to the death The
Job of the committee IS not to assign blame, but rather to find creative solutions to the
problems Identified In each maternal death These problems may be found In many
commUnities and In many countries Once the causes are understood, actions can be
taken In the health faCIlity and the community to Improve services for the mothers and
newborns of the future

Process of findmg out why This process of finding out why deaths are occurring
will help you and the community develop an action plan to make childbirth and
pregnancy less risky In your environment Have the committee meet as early as
pOSSible after a death, so that the details of the situation are stili fresh In everyone's
mind

Interview A member(s) of the committee interviews family and/or fnends who were
caring for the woman who died (or the mother of a baby who died) Some of the
things you may Wish to know are

1 How had she been feeling? Old the mother say anything about feeling the baby
move? Old she have any infections? Old she have fever? Old she have any
bleeding during her pregnancy?

2 What did the mother do when she was Sick? Where did she go for help? How
soon did she get help for her Sickness? If there was a delay In seeking care, what
were the Issues/problems? Why did the mother not want to go for help?

Answers may Include that she was afraid of hospitals or hospital staff, she was
not treated respectfully last time, or there was no privacy, there was no money for
transport or no vehicle available or no fuel available, she was not able to obtain
permission to travel from hUbband or family, she did not know where to go to get
help for her condition, the midWife/health prOVider was not home, or there was no
money to pay for care

3 Was the mother receiving care from anyone or at any place dunng her
pregnancy? Old she go to a health center, private doctor, pnvate midWife,
traditional birth attendant, family member, traditional or alternative practitioner?
Was her family aware of any speCial care that was recommended? Was she
adVised of any risk?
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Review records Read the woman's records These may be records found at her
home or at the places she received care Find all the places she had care and ask to
read the records at each place She may have been transferred from a pnvate
practice, health cllmc, or other hospital The committee members will probably want
to know

1 During the pregnancy
• how many antenatal VISitS did she have?
• were any danger signs Identified, such as bleeding, swelling of face or hands,

headache or blurred VISion, baby did not move as much as usual?
• were any nsk factors Identified?
• was appropnate action taken for danger signs or Identified nsk factors?
• was advice followed?

2 What time was she first seen (time of admission)? How long did It take to get her
to the hospital? How long after she first arrived was
• a temperature taken and recorded?
• a blood pressure taken and recorded?
• fetal heart beat taken and recorded?
• an anemia screening taken and recorded (either Visual or hemoglobin)?
• a history and physical examination done and recorded?
• a partograph started? recorded?

3 Dunng the course of her labor
• did membranes rupture prematurely?
• were vaginal examinations done and recorded?
• were any herbs or medications used at home?
• was labor or delivery prolonged or difficult?
• was the cord tight around the neck?
• was there damage to the baby from delivery?

4 Was a diagnosIs made regarding her condition? (What was the problem?)

5 Was appropnate action taken, including
• medications ordered, available, and given?
• staff (doctor, midwives, anestheSia, laboratory) called to help or refer to?
• laboratory tests ordered and done?
• care (treatments or skills) done competently such as,

- Intravenous solutions and supplies ordered, available and given?
- resuscitation equipment available and working?
- resuscitation?
- the baby dned and warmed Immediately?
- the mother given shock care?

• protocols established and followed for distressed newborn and distressed
mother?
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Use the Interview and record(s) mformatlon to make a PLAN OF ACTION Once
the information IS collected, the committee can discuss the findings If problems are
Identified In the way this woman was helped or cared for, a plan of action can be
made to solve them or prevent them happening In the future The advantage of
involving community members, administrators, and cliniCians, including midWives, In
thiS process IS that they learn and become motivated to help work on problems that
cause maternal mortality The plan of action may Include more than one solution
Some of the solutions may take place Immediately and some may take several years
to Implement

Here are some actions that might be Included In the committee plan

Community Action The community members need to take the lead and establish
ownership of their plan to learn to recognize danger signs In pregnancy, to learn the
Importance of care dUring pregnancy, or to understand the need to organize
emergency transportation They need to share In accountability, creating a system for
handling expenses, ensuring the availability of fuel, working vehicles or litters, and so
forth They need to work With the midWife or TBA to develop an education plan to
help the community people appreciate the life-saVing value of giVing blood, and to get
nd of rumors and fears

Protocols Action Develop new protocols for management of problems Identified, such
as admiSSion procedures, frequency of mOnitoring, medications a midWife can start
before the doctor arrives, shock care, and so forth

EqUipment Action Purchase needed eqUipment so that better care can be given For
example, purchase oxygen masks, a vacuum extractor, surgical equipment, essential
drugs

Personnel Action Hire essential personnel, such as someone to give anestheSia at
night, or a laboratory techniCian Organize continuing education for staff, to update
them or help them learn new clinical skills In the management of obstetrical
emergencies Reorganize Job tasks to make certain that essential skills can be
performed by enough staff that Illness, annual leave, or other reasons do not result In

a lack of people available With emergency skills
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Case Study 1 - Why Old This Woman Ole?

Read this true story Answer the questions that follow

A postpartum woman with her first pregnancy was referred to the hospital and died In
the delivery room 20 minutes after arnval The following information was written on
the hospital record

The woman delivered by herself at home She had received antenatal care at the
small health Unit In her village, and It was recommended that she deliver at the
hospital because her blood pressure was high

After delivery, the placenta would not come out Four hours after delivery, the family
carned her to the health center The newborn baby died on arnval at the health
center The health center midwife (the same midwife who saw her dUring pregnancy)
Immediately referred her to the hospital Without treatment It took the family another 4
hours to locate transport to the hospital

1 INTERVIEW Who will the committee want to interview? What information do
you need? It IS good to let the family give their actual experience of what
happened (page 1 14)
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2 REVIEW RECORDS What records should be reviewed? What information
should you be looking for? What problems can be Identified? (page 1 15)

3 ACTION PLAN What plan of action should the committee develop? (page 1 16)

For working with the commumty

For the health center

For the hospital
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1 Interview
A IntervIew famdyffnendslhelpers who are canng for the woman dunng labor

.. How was she feeling before labor began? Did she take any mediCines or
treatments?

.. How was she feeling during labor? Old she take any mediCines or treatments?
What did she take?

.. What was done when the placenta did not come out? Were any mediCines given?

.. How was the baby after the delivery? Were any treatments or medICines given to
the baby?

.. Who made the decISion to carry the mother to the health center? When? Why?

B IntervIew the midwife at the health center
.. What was the mothers condition when she arnved?
.. What problems dld you find?
.. What did you do for her. and why?

2 ReView
A RevteW antenatal records for ldenbfication and treatment of nsk factors

.. Was the mother screened for anemIa?

.. Was the mother screened for pregnancy Induced hypertenSion?

.. Was she treated appropnately? according to protocols?
B ReView referral notes for history, blood pressure, pulse. and treatment, using

protocols
.. Was the mother in shock?
.. Was she treated for shock?
.. Were mechcabons avaIlable?

C ReVIew admISSIon records at the hospital for tllne of amval, bme of shock
assessment, and treatment
.. Were protocols followed?
.. Was staff available? Who?
.. Were medicatIOns available?
.. Was there a diagnosis? What was It?

3 Action Plan
A Work WIth the community:

• Teach the danger signs in pregnancy and labor
• Teach reasons for referral and when to refer
.. If transportation was a reason for delay, Introduce or f&-lntrodUce the need for a

commumty emergency transportation system
B For the health center

• Review or develop protocols to deal wdh shock and retained placenta.
C For the hospital

• There was probably little the hospltal staff coutd do In thIS situation However,
reVI8Wldevelop protocots for shock and retatned placenta
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What Old I Learn? Fmd out what you know and understand of this module by
answering the followmg questions When you are finished, look for the answers In the
module on the pages listed In parentheses ( )

1 list the five major causes of death for women dUring pregnancy and childbirth
(page 1 5)

2 How will you determine the maternal mortality ratio at your place of work?
(page 1 4)

3 What role can you play In the prevention and reduction of maternal mortality In

your area? (pages 1 7-1 8)
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4 How will you work with your community to learn about the problems that cause
maternal mortality and morbidity and to Implement solutions? Outline the steps
you will take (pages 1 9 -1 13)

5 What risk factors, danger signs, and problems should the entire community know
about? (page 1 13)
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USING THE PROBLEM SOLVING METHOD TO GIVE MATERNITY CARE

Life-Saving Skills (LSS) are actions that can save the lives of women and Infants There
may be no time to ask for help In an emergency Often there IS no time to look In a
reference book The midwife must take Immediate action She must use life-saving skills

At present, not every midwife has life-saving skills The Life-Saving Skills Manual has
been wntten to help midwives gain these skills The manual and the training help
midwives learn each skill and how to perform It, step by step, In an organized way The
steps of each skill are practiced over and over In the training, until the midwife IS able to
perform them perfectly When the LSS midwives return to their places of work, they are
able to perform the life-saving skills whenever emergencies anse

When a woman first comes to the midwife, she may not yet have an emergency She may
have a problem The Problem Solving Method IS an organized way of giVing care to
women By getting and carefully organizing information, the midwife can better Identify
the problem(s) the woman has, then plan and provide her care To provide care In an
organized way, the midWife can use the Problem Solving Method

Goal

The midwife will learn specific steps she can take to find what IS wrong with a
mother, and to decide how best to care for her

Objectives

The midwife canng for a woman will be able to

1 descnbe the Problem Solving Method and list the four steps
2 explain and demonstrate each step of the Problem Solving Method
3 explain why It IS Important to use the Problem Solving Method
4 use the Problem Solving Method In her practice

Procedure

The 4 steps of the Problem Solving Method are

• ASK and LISTEN
• LOOK and FEEL
• IDENTIFY THE PROBLEM/NEEDS
• TAKE APPROPRIATE ACTION
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This IS the first step that must be taken when seeing a woman Make her feel
welcome Provide a pnvate area to talk Ask questions In a kind and Interested way
Ask about the reason she came to see you Listen carefully to all the answers All
answers are Important and Will help you find out the problems Help her feel
comfortable With your actions Wnte down the Important POints so you Will not forget
her answers For specIfic information on ASK and LISTEN, see Module 2 Quality
Antenatal Care, page 2 13 and Module 3 MOnitoring Labor Progress, page 3 3

LOOK and FEEL

ThiS IS the second step that must be taken when seeing a women Examine the areas
of the woman's body that relate to the information you learned In step one - ASK and
LISTEN For example, If a woman complains of Jaw pain, you Will want to check her
teeth, ears, throat, and neck If she complains of a vaginal discharge, you WIll need to
do a speculum and pelVIC examination

Sometimes you Will need to do a general or full examination of the body For
example, you may not be able to find the cause of her problem from the complaints
she gives In the case of a woman reglstenng (booking) for antenatal care, you Will
need to know about the condItion of her entire body A general examination of the
body WIll also help you to find problems that the woman herself has not recognized

IDENTIFY THE PROBLEMS/NEEDS

ThiS IS the third step of the Problem SolVing Method USing information from the first
two steps, the midWife must IdentIfy the problems It IS Important that all the woman's
problems are treated, not Just the problem that caused her to come to you

She may need information on famIly planning methods, good nutntlon dunng
pregnancy, how to relieve hemorrhOid pain, and where to go for ImmUnizations for her
small chIldren, all In one VISit She may have come WIth only one complaint, problem,
or question Make certain that you WrIte all the problems or needs on her recordl
antenatal form

TAKE APPROPRIATE ACTION

ThIS IS the fourth step of the Problem SolVing Method You must deCIde what should
be done to solve each problem or meet each need The follOWing actions should be
conSidered for each problem or need, and you must deCide which to do first, second,
and so on Sometimes medical treatment Will be needed first For example, when a
woman has a retained placenta and IS bleeding heaVily, you must stop the bleeding
by manually removing the placenta before laboratory tests can be done You may
then give her more treatment, education, or counseling, or refer her When a woman
who IS 6 month's pregnant comes to you and IS feeling very tired, you WIll want to test
her hemoglobin before gIVing treatment, educatIon, counselIng or referrIng her
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Medical treatment Take care of the problem with medicines or treatments, following
standards and protocols of practice Remember that all medicines must be used with
caution dunng pregnancy

Education Help the woman learn the Information she must know to care for herself
well

Counseling Help the woman understand the problem and work With her to develop a
way to deal With It

laboratory tests/investigations Gather more information about the problem

Referrals Use other resources In the area, such as doctors, hospitals, education
programs, women's groups, chanty groups, or to help her solve her problems

Plans for follow-up Ask the woman to return Explain why you have asked her to
return The time she should return will depend upon how severe her problem IS and
how long It should take for Improvement You may Wish to see her In 24 hours, 3
days, 2 weeks, or later If she could get a serious complication from her problem, she
should be seen frequently until she IS out of danger

Recording All symptoms, problems, counseling needs, laboratory information,
phySical eXamination, treatments given, and date to return for care should be clearly
and carefully written In her record When the recording IS good and comptete, the
care IS usually good and complete

Repeat the Process as Necessary

When the woman returns, remember to check whether the problem IS solved, staying
the same, or getting worse You may need to develop a new plan for treating her
She may need to have Information or adVice repeated to be sure she understands
She may need a different medication or treatment She may need to be referred to a
hospital/doctor Remember to record your actions A clear report In the woman's
record helps others to give continued quality care

Summary

Who should use the Problem Solving Method and why? It should be used by
midwives and anyone else who IS eaTIng for women It IS a step by step way of finding
and taking care of problems It helps you to work In an organized and thorough way
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The Problem Solving Method

Step 1
AS K and LIS TEN

Step 4
TAKE APPROPRIATE

ACTION

Step a
IDENTIFY

PROBLEM(S)lNEEDS

Step 2
LOOK and FEEL

REMEMBER, If the problem IS not solved, start again at
Step 1 to gam more information
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Read the case study and answer the questions When you finish, look on page 1 28
for suggested answers

Anna IS a shy 18 year old young woman who comes to you at your chmc complaining
that she has not seen her penod for four months She works In a paint factory and
has been there 10 months now She lives at home wIth her parents, five brothers and
sisters, two COUSins, and an elderly grandmother

Step 1 ASK and LISTEN

How will you make this shy young woman comfortable In your cllmc?

What questions do you want to ask her about her SOCial sltuatton, her family, her Job,
her symptoms (complaints or problems), her plans for the future?
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Step 2 LOOK and FEEL
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What parts of her body do you want to examine today? What particular things are
you looking for? Do you need any laboratory investigations to get more Information?

Step 3 IDENTIFY THE PROBLEMS/NEEDS

Think about and write down the problems or needs you have learned In Steps 1 and
2 It IS Important that you organize the information so you can then TAKE
APPROPRIATE ACTION

Step 4 TAKE APPROPRIATE ACTION

Look at the problems/needs you have written Ask yourself, "How can I take care of
these problems or needs?"

The more complete and the more organized your mformatlon IS, the better the chance
that you Will give good advice and appropriate treatment This does not mean you Will
have solved all of the young woman's problems You may need to complete Steps 1
through 4 several times before a difficult problem IS solved
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Step 1 ASK and LISTEN. Be kind and respectful, welcome the young woman and show
her a place to sit Provide pnvacy, listen carefully to her, answer her questions, and treat
her as an adult If she 1eels shy talking about her body or about sex, it may be difficult for
her to tell you things you need to know about her health Talk with her before you ask her
to undress tor an examination (LOOK and FEEL)

Find out if she has been sexually active, uses family planning regularly, and if so, what
method? Is she married or In a SUpportive relationship?

Ask what she thinks the reason Is she Is not getting her periods Before working at the
factory, did she have regular periods? Has she taken any medications or treatments? Has
she seen any other health personnel or traditional hearers? Has she had a pregnancy test
done? Will she be happy If she is pregnant? Would she keep the pregnancy? How would
the babys father feel? How would her family feel?

Does she have sore breasts, bloating of the abdomen, nausea or vomiting. tiredness,
nipples getting darker, or other symptoms? Is she getting enough food? Is her appetite
good?

Is anyone in the family (in the home where she Is living) III, for example, With tuberculosIs or
other diseases she might get?

At her Job, does she wear protective clothing so she does not touch the chemicals or Inhale
the fumes? What type of chemicals is she working with? What bad effects of these
chemicals are found in people? Has anyone at her workplace become III (or had health
problems) from the chemicals?

Step 2 LOOK and FEEL Remember that the number one reason for loss of periods In
women between the age of 15 and 49 IS pregnancy Therefore, you Will want to do a
physical examination and all the laboratory tests you would do for a pregnant woman
Including breast examination, abdominal examination, pelvic examination, blood pressure,
pregnancy test If pelvic examination IS not clear, hemogloblnlhematocnt, and so on

If you find other possible reasons she IS not getting her penods, you Will want to follow up on
those as well For example, did she tell you that a lot of the women working in this paint
factory miss periods after they have worked there for some time?

Step 3 IDENTIFY THE PROBLEMS/NEEDS. Once you have gathered all the
Information you can from asking questions (ASK and LISTEN), doing the physical
examination (LOOK and FEEL), and laboratory Investigations, you need to organIZe the
Information The answers depend on what the gu1 answered to the questions above and
what you found when you examIned her

Step 4 TAKE APPROPRIATE ACTION Your actions or plan for treatment Include
general education, counseling for particular problems, giVIng treatments, and pOSSIbly
referring her to someone else for care, or parts of her care Remember, If the problem is not
solved start all over aaain to aather more information that will helD YOU to helD her better
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Remember when uSing the Problem Solving Method, you may need to complete Steps 1
through 4 several times before a difficult problem IS solved The more complete and
organized your Information IS, the better the chance IS that you will give good advice and
appropnate treatment This does not mean that you will have solved all of the problems

In each of the modules of the Llfe-8avmg Skills Manual for Midwives you will find thiS
Problem Solving Method used With practice, the method helps you to be more organized
and more thorough In giVing care to women

PROBLEM SOLVING METHOD

Step 1

Step 2

Step 3

Step 4

ASK and LISTEN
Client history

LOOK and FEEL
Physical examination
Laboratory tests

IDENTIFY THE PROBLEMS/NEEDS
Study all information
List the problems/needs and plan for care

TAKE APPROPRIATE ACTION
Give treatments
General education
Counsel for specific problems

Laboratory tests If necessary
Refer If needed
Record information

Give return VISit appointment to
• repeat the entire Problem Solving Method
• evaluate progress or Improvement
• evaluate for change In condition
• repeat laboratory tests
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Case Study 3 - What is the Problem?

Read the case study and answer the questions When you finish, look on the next
page for suggested answers

A 14 year old girl IS brought to your maternity gasping her final breaths She dies
within 10 minutes of arnval She has been bleeding profusely from her vagina A
sharp stick IS stuck partially inside her vagina

What IS the PROBLEM at the level of the girl?

What IS the PROBLEM at the level of the family?

What IS the PROBLEM at the level of the community/society?

What are the preventive ACTIONS to be taken at the level of the girl?

What are the preventive ACTIONS to be taken at the level of the family?

What are the preventive ACTIONS to be taken at the level of the community/society?



Introduction to Maternal Mortality 131

ANSWERS - Case Study 3

Llfe-Savmg Skills <l:lACNM 1998

What IS the PROBLEM at the level of the girl?

Self-Induced abortion Death Her hopes and dreams were not realized Unprotected
mtercourse Rape

What IS the PROBLEM at the level of the family?

Loss of a beloved daughter, sister Maybe enormous shame Not recognizing the
problem

What IS the PROBLEM at the level of the community/society?

Loss of a potentially productive community member Loss of Investment In her
educabon

What are the preventive ACTIONS to be taken at the level of the girl?

Encourage girls to learn about their own bodies, Including their fertility Encourage boys
and girls to consider chOIces they can make about their own lives Encourage girls to
choose what they want to do and be Ensure easy access to safe family planmng
options

What are the preventive ACTIONS to be taken at the level of the family?

Help families learn how to speak of sexuality and famlty planning ISSUes With
adolescents PrOVide easy access to safe family planning options

What are the preventive ACTIONS to be taken at the level of the
community/socIety?

ProVide all adolescents education in fertility awareness and safe family planning
optIOns ProVide education through schools, religiOUS organJ:zabons, community groups,
and so forth
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suction mfant resuscitation 6
sutures of skull 3
sutunng 4
symphYSiotomy 10
tear see laceration 4
testIng reflexes 2
tetanus 7
thrombophlebitis 7
toxemia see eclampSia 2
transverse lie 3
umbilical cord prolapse 10
upper respiratory Infection 7
unnary tract mfechon 7
utenne atony 5
utenne mertla 10
uterus ruptured 5
vacuum extraction 9
vaginal exammatlon mlabor 3
vagmallnspectlon after delIVery 5
vaginal Inspection speculum 5
vaginal laceration 4
warm see Infant resusotatlon 6
waste disposal 7
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Goal

21

QUALITY ANTENATAL CARE

l.JfEH3avmg Skills CCl ACNM 1998

The midwife will refresh her skills and learn new skills that will enable her to give
excellent antenatal care to pregnant women

Objectives

The midwife caring for a woman dunng the antenatal penod will be able to

1 take the medical history In a way that allows her to Identify possible
problems, especially anemia and pregnancy Induced hypertension
(pre-eclampsia) (ASK and LISTEN)

2 Identify anemia, pregnancy Induced hypertension, and other problems by
dOing a physical eXamination, mOnltonng fundal height (utenne) growth,
testing reflexes, mOnitoring weight gain and vital signs, ordering laboratory
tests, and other procedures (LOOK and FEEL)

3 prOVide appropnate health infOrmation/advice, give treatment(s), and refer to
a doctor when appropriate (IDENTIFY PROBLEMS/NEEDS and TAKE
APPROPRIATE ACTION)

4 accurately record her findings on the Antepartum Assessment Form

Introduction
Good antenatal care IS very Important for a good outcome of pregnancy As the baby
grows and the mother's body changes, you, the midwife, should mOnitor the growth
and change This will allow you to IDENTIFY PROBLEMS early and solve them, and
to Identify risk factors and TAKE APPROPRIATE ACTION The Information you
gather as you give antenatal care will also help when you advise the mother and her
family about Important tOPiCS such as diet, exerCise, rest, delivery preparation, and
danger signs

Two major causes of maternal mortality that can be Identified by good antenatal care
are pregnancy Induced hypertension (pre-eclampsia) and anemia which puts
mothers at high nsk of death from hemorrhage In this module, you Will study
antenatal assessment Skills, with speCial attention to mOnitoring fetal growth and
Identifying pregnancy Induced hypertension and anemia You Will refresh your
knOWledge of nsk factors You will learn to use the Antepartum Assessment Form to
help follow the woman dUring her pregnancy The form Will help you to Identify
problems, especially pre-eclampSia, anemia, hemorrhage, and abnormal fetal growth,
from her history and from your physical examination findings
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The antenatal record provides a place to wnte all the information you find out about
the woman dunng her pregnancy, Incluolng the first history and complete physical
examination findings, care, treatment, and advice Each time the woman returns to
the antenatal cllmc, read her record to remind yourself of the findings at the prevIous
VISitS The Antepartum Assessment Fonn IS found In Learning Aid 3 Learning
Aid 1 - Conversion Tables for Hemoglobin Estimation, will help you evaluate the
anemia Learmng Aid 2 - Reflex Testing, Will help you to test reflexes

Dunng midwifery training, you learn to provide care and counsehng to a pregnant
woman and her family so that her pregnancy IS as healthy as possible Before you
study this module, be sure you know (1) the normal anatomy and physiology of the
female reproductive system, (2) how to take and record an antenatal hiStOry, (3) how
to perform and record an antenatal physical examination, and (4) how to offer
counseling and adVice If you are not sure how well you know thiS information or do
these procedures, review them uSing a midwifery textbook or Healthy Mother and
Healthy Newborn Care (Beck et al ,1996)

A Midwife's Experience...

The woman was a 44 year old graVida eleven She came In at 38 weeks' gestation
She was In labor I had referred her to hospital pnor to labor but she was not
admitted although her BP was 170/100 I admttted her at 7 30 a m In labor With
cephalic presentation 3/5, os 5 cms, BP 180/100. pulse 90. ankle edema, reflexes
good (In the normal range) The woman was complaining of headaches and severe
palpitation A sedative was given and she was transferred to the referral hospital
Immediately She dehvered by vacuum extraction In the middle of the night The
baby I a male, was In satisfactory condition She was discharged after 4 days She
reported to my maternity for cord dressing I gave her adVice on family planning and
adVised her to report at 6 weeks for counseling, but she has not turned up to date I
felt very competent to manage thiS case LSS MidWife. Ghana

Common Medical Terms
Adnexa - attached or next to, the ovaries and fallopian tubes are utenne adnexa

Albuminuria - the presence of albumin (a protein) In the urine When present, It may
indicate pre-eclampsia Also referred to as profemuna

CephalopelvIc Disproportion - the baby's head cannot fit through the pelVIS of the
woman, resulting In obstructed labor

Eclampsia - In a pregnant woman With pre-eclampsia, one or more convulSions which
are not caused by epilepsy or cerebral hemorrhage

Folic Acid Deficiency - a low level of the nutnent folIC acid which the body needs to
make red blood cans ThiS defiCiency most often occurs In pregnant women
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Fundal Height Growth Momtorlng - measuring the top of the uterus (fundus) to see
If the baby IS growing as expected

HELLP Syndrome - a serious complication which can occur among women with pre­
eclampsIa The woman usually has HemolysIs (breakdown of red blood cells),
Elevated Liver enzymes, and Low Platelet count It causes severe hypOXia (too little
oxygen to the brain) and possibly death of the fetus due to vasospasm (narrowing of
the vessels) The mother may die from hemorrhage, eclamptic seizures, or a ruptured
liver

High Risk - the term used when there IS a strong POSSibility that a person may
develop a particular condition or problem For example, a woman with a very small
pelvIs IS at high risk for developing an obstructed labor

Hyper-reflexla - above normal or Increased reaction of the reflex, a very fast or brisk
response of the reflex which may mean there IS edema of the brain In a pre-eclampsia
patient, or that there IS neurological disease

Iron Deficiency Anemia - a condition that occurs when the Iron stores In the body are
low or exhausted The red blood cells are small and pale, new red blood cells are
slow to form

Pre-eclampsla - dUring pregnancy, the development of hypertension with proteinuria
and edema It IS typically a disorder of a primigravida but also can occur In a
multigravida Pre-eclampsia usually occurs after the 20th week of pregnancy but may
develop before 20 weeks In trophoblastic disease (hydatidiform mole)

Pregnancy Induced Hypertension - the term used to Include all hypertensive
disorders of pregnancy including pre-eclampsia and eclampSia

Proteinuria - the presence of protein In the urine (also called albuminUria)

Risk - the harm that something might cause A risk does not mean that something
bad WIll happen It means that something bad IS more lIkely to happen

Risk Factor - something In an indiVidual or In the environment that makes the
indiVidual more likely to develop a particular condition For example, the first
pregnancy (pnmlgravlda) IS a nsk factor for pre-eclampsia

Equipment for Antepartum Assessment
Antepartum assessment form Hemoglobin testing equipment
Reflex hammer, If available Unne albumin testmg eqUipment
Fetal stethoscope Centimeter tape to measure the uterus
BP apparatus Height measure or mark on wall
Adult welghmg scales
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Procedure: Fundal Height Growth Monitormg

Calculate the number of weeks' gestation (weeks by dates) at each VISit, write down,
and compare with the fundal height measurements You will also use this Informatton
when you plot on the Antepartum Assessment Form

ASK and LISTEN

1 Ask If the baby IS active and moving often

LOOK and FEEL

2 Palpate the woman's abdomen Measure to estimate the gestational age (age of
the pregnancy) In women under 20 weeks' gestation You may measure by uSing
your fingers or a centimeter tape Use the method you are used to and that works
well for you You can also make the measurement by estlmattng what per cent
the uterus IS up to the umbilicus (navel) Just above the pubic bone IS 12 weeks'
pregnancy, halfway to the umbilicus IS 16 weeks, and at the level of the umbilicus
IS 20 to 22 weeks (See Figure 1 )

3 Measure to check the fetal growth at each antenatal VISit Compare what you find
with how big the baby should be at this POint In pregnancy Between 20 and 36
weeks' gestation (pregnancy), It IS expected that the woman's fundal growth
(height of the uterus) Will be one centimeter (cm) per week The heIght of the
uterus can be measured with a tape measure from the top of the symphysIs pubiS
(pubic bone) to the top of the uterus

For example, a woman who IS 29 weeks' pregnant should be Just about 29 cm
from the top of the symphysIs pubIS to the top of the uterus OR, If you are more
comfortable uSing your fingers to measure or If you do not have a tape measure,
compare fundal height to the umbIlicus and sternum Fundal height felt at the
umbilicus IS about a 20 to 22 week pregnancy, halfway between the umbilIcus and
sternum IS 28 to 30 weeks, and at the sternum IS usually 36+ weeks gestation
When the uterus IS more than 29 cm, check the position, lie, and level of the
head

4 In women over 36 weeks' gestation, growth Will continue at roughly one cm per
week However, If the head has begun to descend Into the mothe"'s pelVIS, It may
appear that growth IS not suffiCient because you are not measuring the entIre
baby Feel for descent of the fetal head If growth seems too little

5 If the uterus measures more than two cm dIfferent (larger or smaller) than
expected, look for wrong dates, abnormalities of the baby, too much amniotic flUid
(liquor), twinS, a very large baby, or abnormal presentatIon of the baby (breech)
If the baby IS very large, remember to have the mother checked for possible
diabetes and refer her because she IS at Increased fisk for obstructed labor
(cephalopelvIc disproportion), and a difficult delivery may be anticipated
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Figure 1 Fundal Height In Weeks of Gestation

IDENTIFY PROBLEMS/NEEDS and TAKE APPROPRIATE ACTION

6 If the fundal heIght IS less or more than you would expect between two VISitS, try
to figure out why

• Are the dates of her last menstrual period correct?
• Is she malnourished?
• Could she have diabetes?
• Does she have twinS or triplets?
• Is there a breech presentation?
• Is there too much amniotic fluid (polyhydramnios)?
• Is there a deformed Infant?
• Is the baby moving and active?

If you find a reason why the fundal height IS too large or too small, refer her to a
doctor/hospital with a clear referral note explaining the problem

7 If you can not find an explanatIon for your finding, have the woman return In one
week and remeasure If she stili IS more than two cm dIfferent (larger or smaller)
than expected, refer her wIth a good referral note explaining your findings Many
women WIll have a growth spurt between 20 and 24 weeks, so you may notice
she IS larger than expected for one VISIt, and then the growth evens out
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Procedure: Checking for Anemia

ASK and LISTEN
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1 At the first antenatal VISit, ask the woman what she eats dally Do not assume she
eats what you do or that she eats what the rest of her family eats Ask her If she
IS allergic to any foods Is she avoiding any particular foods because she IS
pregnant (food taboos)? Can she afford to eat regularly and eat well? What
foods does she dislike?

Take a diet history at the first antenatal VISit ReView her diet any time she
seems to be haVing difficulty For example, review It If she IS anemiC, haVing
nausea and vomiting, constipation, or SOCial problems at home To get an
accurate hiStOry, ask what she has eaten so far today Do not rush her answer
Most people will have to think a minute to remember everything Ask

• What did you eat last evening?
• What did you eat yesterday dunng the day? How much?
• Is that all? Old you have any snacks?
• What did you dnnk?

Old she eat anything that IS not really food, such as ashes, starch, clay, Ice? A
woman who craves and eats such things IS frequently anemic If she does eat this
type of thing (called pica or eating of non-foods), make certain to check her
hemoglobin

Ask the woman whether she IS suffering from fatigue, drOWSiness, breathlessness,
palpitations, headaches, sore tongue, loss of appetite, nausea, or vomiting
These symptoms can indicate anemia

2 Find out If thiS woman IS at high nsk to develop anemia Ask

• When was your last pregnancy?
(Risk closely spaced pregnancies - less than two years apart)

• How heavy were your penods? How many days did you bleed? How many
cloths/napkins did you soak With blood In a day?
(Risk a history of heavy or long penods )

• Have you ever had anemia?
(Risk a history of anemia)

• When something bumps your skin, do you get a dark spot?
(Risk brUises easily)

• When you had your other babies, did you lose a lot of blood? Old you bleed a
lot any other time?
(Risk a history of hemorrhage With other pregnancies or surgeries)
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LOOK and FEEL
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3 Look for anemia when you do the physical examination at each VISit Look at the
woman's eyelids, nail beds, gums, and palms Severe pallor (paleness) usually
indicates a hemoglobin under 8 grams (gm) and severe anemia This woman IS

at high risk

4 The woman's hemoglobin should be checked at the time of registration (booking)
and at least every two months dunng pregnancy If the hemoglobin falls below 8
gm (55%) on any VISit, It should be checked every VISit thereafter until It returns to
8 gm or better, see Learmng Aid 1 - Conversion Tables for Hemoglobin
Estimation, page 231 If she IS liVing at high altitude, a woman's normal
hemoglobin may be much higher than for women liVing at sea level Check your
local standards If you work at high altitude

If Sickle cell disease IS a problem In your area, the woman should also have a
Sickle cell screen at the first VISit Often the woman Will know If she has Sickle cell
disease If she IS Sickle cell pOSItive, the woman Will need to be referred to a
doctor These women can qUickly develop senous complications and die

If she lives In an area where malana IS found, the woman should also have a
blood test for malana In many places, you need to check the stool for parasites,
especially hookworm In areas where SChistosomiasIs IS common, check the unne
for blood

IDENTIFY PROBLEMS/NEEDS and TAKE APPROPRIATE ACTION

5 Ask the woman who else IS gIVing her advice, what advice has been given, and
what treatments she IS currently uSing Advice may come from many sources -­
family, fnends, herbalists, spiritualists, traditional practitioners, or other health
care practitioners Determine If the treatments and advice she has received are
helpful, harmless, or harmful Reassure her about the helpful advice, permit her
to continue With the harmless practices, and carefully advise her as to why the
harmful practices may damage her baby or herself

6 Counsel the woman on high Iron and high folic aCid foods as found on page 2 9
ASSist her to overcome any food taboos which limit her protein or Iron Intake To
save time, you can give health talks on nutntlon to many women at once Check
With each woman as you care for her to be sure she has understood what you
said, and counsel her about her speCific situation
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7 Give "on tablets and counsel The World Health Organization (WHO)
recommends giVing ferrous sulfate 320 milligrams (60 mg elemental Iron) two
times a day to all pregnant women If a woman's hemoglobin IS 8 gm or less at
any VISit, Increase her Iron to one tablet, three times a day, for the rest of her
pregnancy If ferrous sulfate IS not available In your area, give an equal amount
of elemental Iron In another Iron preparation Also repeat her stool specimen to
look for hookworm and other parasites

Poor compliance IS very common At each VISit, inquire If she has enough
medicines Check to see that she IS taking them correctly and regularly Ask
about nausea or constipation and explain the need to dnnk plenty of flUids and to
eat high roughage (fiber) foods to prevent constipation In many areas women
have the misunderstanding that Iron tablets will cause them to grow very large
babies Explain this IS not true and In fact taking Iron will make them feel better

8 Give folic aCid 500 microgram (mcg) each day to prevent anemia In many
countnes, only 1 or 5 mg tablets are available It IS OK to use these Sometimes
you can find combination pills which have folic aCid combined with multiVitamins
These are good, but often qUite expensive

9 Vdamm C helps the woman to absorb Iron Into her system more efficiently She
can take her Iron tablets with citrus JUice (orange, grapefrUit, lemon, lime), which
IS nch In Vitamin C, or eat three servings of citrus fruits or green vegetables per
day She should aVOid dnnklng tea and coffee as these will decrease the
absorption of Vitamin C If she IS unable to get enough Vitamin C In her diet, give
one Vitamin C 250 mg tablet dally

10 If testmg for ma/ana IS not possible, treat for ma/ana according to your protocol on
her first VISit Women living In areas with malana should take weekly prophy/axls
Consult the ministry of health In your area for ItS current recommendations If you
give chloroquine prophylactically, make certain you are giVing chloroqUine 300 mg
base weekly

11 Treat the woman for parasdes If her stool IS positive for parasites Remember that
severe anemia can develop from chrOniC loss of blood from the intestines In

women with heavy parasite infestations such as hookworm or SChistosomiasIs

12 If the woman is more than 28 weeks' gestation at registration (booking), With
a hemoglobin of less than 8 gm (55%), refer her to a doctor for a complete
anemia workup and treatment
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13 Check all women and girls for anemia Women who have delivered or who are
not yet pregnant should be checked for anemia Teach that when someone has
anemia, d means her blood IS thm orpale - usually because there IS not enough
Iron m the diet If a woman IS anemiC, she can be treated and advised to Improve
her eating habits A woman who IS well nounshed when she starts pregnancy
IS at much lower risk of dying from hemorrhage or Infection She IS also
more likely to carry a healthy, full term Infant It IS Important that midwives see all
adolescent girls and all women as their concern It IS Important to think about the
entire community -- to have a community focus to prOViding health care

Important POints to Remember

• Check the woman for anemia on the first VISit and at least every 2 months
during pregnancy

• If the hemoglobin falls below 8 gm (55%) on any VISit, check her at every
VISit until It nses to 8 gm or more If she does not Improve to more than 8
gm In 2 or 3 weeks, refer her to the hospital/doctor

• Rich sources of Iron are

egg yolk, ground nuts, dned navy and lima beans, dned apncots, dned
peaches, prunes, figs, dates, raiSinS and molasses, fish (dned or fresh), liver,
beef, veal, lamb, pork, turkey, chicken, oysters, ennched bread and cereals,
pumpkin seeds, sunflower seeds, betel nuts, grasshoppers, termites, cnckets,
amaranth leaves

• Rich sources of folic aCid are

dark green leafy vegetables (such as kontonmlre, cassava leaves, pumpkin
leaves, kale, spinach), liver meats, fish, nuts, yeast, legume, eggs, whole
grains, and mushrooms Storage of food and overcooking destroy folic aCid
AVOid cooking food too long

• Rich sources of Vitamin Care

citrus frUits (grapefrUit, oranges, lemons, limes), mangoes, papaya, guava,
Iychee, rambutan, selak, avocado pears, pineapple, also tomatoes, cabbage,
melon, cantaloupe, Jack frUit, chili peppers, white and sweet potatoes,
broccoli, baobab (monkey bread), cauliflower, and carrots Storage and
cooking destroy Vitamin C AVOid cooking If pOSSible
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Procedure Checkmg for Pregnancy Induced Hypertension

Pregnancy mduced hypertension (pre-eclampsia) that progresses to eclampsia IS a
major contnbutor to maternal mortality worldwide With very careful antenatal care,
many of these deaths can be prevented

Women should receive antenatal care throughout pregnancy A blood pressure (BP)
taken pnor to 20 weeks IS considered to be the woman's normal or baseline blood
pressure If her blood pressure IS above 140/90 early m pregnancy, she probably has
chroniC hypertension Refer thiS woman to the doctor for evaluation and management
of thiS chroniC problem If you do not know what the woman's baseline blood pressure
IS, 140/90 can be used as the measure of what IS abnormal Early recognition of
problems and early treatment with appropnate referral Will save lives

ASK and LISTEN

1 Take a good symptom history ASK the woman If she has had any of these
symptoms eplgastnc pam (heart burn) not related to malana, headaches,
dlzzmess, visual problems (double VISion, partial VISion, nngs around lights),
edema or swelling of the hands, face, and feet

LOOK and FEEL

2 Take the blood pressure at every VISit If It IS elevated, check and see If the
woman IS nervous and find a place for her to rest After she has rested on her left
Side for twenty mmutes, repeat the blood pressure

3 If the blood pressure IS elevated, check the bIceps and/or patellar reflexes If the
reflexes are bnsk (+3 or +4), refer her to a hospital/doctor See Learning Aid 2 ­
Reflex Testmg, page 2 32 m thiS module

4 If the blood pressure IS elevated, check a midstream urme sample for protem If
she has +1 or more protemuna (albummuna), refer her to a hospital/doctor

5 If the blood pressure IS elevated, press on the tibia bone above the woman's
ankle LOOK for mdentatlon of the tissue which IS a sign of flUid (edema) she IS
retammg Swelling (edema) m the hands and face IS a very senous sign If you
find edema when you press on the tibia (pretibial edema) and/or edema of the
hands and face, refer her to a hospital/doctor Remember that a woman with a
normal blood pressure often has some pretibial edema m the last trimester of
pregnancy

[7 0
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IDENTIFY PROBLEMS/NEEDS and TAKE APPROPRIATE ACTION

1 Mild Pre-eclampsla

FINDINGS Blood Pressure (BP) 140/90 up to 160/100, pretibial edema, protein
+1, normal reflexes, no headache, visual problems or heartburn

ACTIONS Help the woman lie on her left side and stay In bed Have her drmk a
lot of flUids and eat a normal diet Every 4 hours, check her blood
pressure, edema, reflexes, and urine If the woman IS far from a
referral center, her reflexes are normal and her blood pressure IS
stable (does not keep gOing up), you may try treating her In your
maternity with strict bed rest If her condition gets worse or does not
Improve In 24 to 48 hours, refer her for medical care If the condition
Improves, check her blood pressure, edema, reflexes, and unne
weekly and at her regular antenatal VISitS

Diuretics are not an effective treatment for pregnancy Induced hypertension and
should never be used at home or In the matermty Diuretics can make the
Situation worse

2 Severe Pre-eclampsia

FINDINGS BP 160/100 or higher, edema (pretibial or generalized), proteinuria
+3 or +4 hyper-reflexla, may have headache, visual problems, and
heart burn

ACTIONS Sedate and prevent convulsions m the woman Give magnesium
sulfate 10 gm (There IS one gm of magnesium sulfate In each 2 ml of
a 50 percent SolUllon Give 5 gm Intramuscularly (1M) In each hlP,
that IS 10 ml In each hip Before giVing It, explain to the woman thiS
IS a painful InJection) OR give Valium 10 to 20 mg 1M Go with her
and her family to the closest hospital/doctor Keep the woman's face
out ofbnght light Try to keep nOise and other stimulation to a
mmlmum, to decrease the nsk of convulsions Be prepared for a
convulsion

The pregnant woman should not be kept on magnesium sulfate or Valium at
home or In the matermty or health post They can produce very slow breathing In
both the mother and the fetus Transfer the woman qUickly while keeping her and the
family calm and qUiet
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3 Eclampsia (Convulsions)
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FINDINGS The woman does not respond when she IS spoken to The woman's
eyes roll or look up, and may tear (water) Her hands and face
contract (move qUickly) She becomes stiff Her body may shake
violently She breathes with a loud, snonng sound Her color
changes She has liquid (saliva) or vomitus coming from her mouth
She may bite her tongue, unnate, or have a bowel movement
Convulsions are very dangerous They are very fnghtenlng to all
who see them Sometimes convulsions are thought of as eVil,
possession by SpiritS, or death

ACTIONS Protect her from choking on her tongue with a padded tongue blade
or a rolled up cloth or pad Do not force the mouth open Protect her
from failing or from injury from nearby furniture or objects Tum her
on her Side See Module 8 Hydration and Rehydration, Learning
Aid 4 - Life-SaVing Convulsion Care, page 8 21 Do not give her any
flUids or mediCines by mouth until she IS fully awake Sedate by
giVing magnesium sulfate or Valium 1M (see severe pre-eclampsla
actions for dosages), and transfer her qUickly to the nearest
hospital/doctor

Avoid stimulation from nOise, light, or unnecessary moving of the
woman In some places, hot water, burning, biting to remove the
evil, or beating may be traditionally used by the family to stop the
convulsions These treatments Will only make her condition worse
Reassure the family and fnends that you are trying to help the
woman Explain to them everything you are dOing Travel wdh the
woman and give her antenatal records to the doctor Record and
explain your care

Remember. SIGNS OF PRE-ECLAMPSIA (TOXEMIA)

Increased blood pressure, AND

Pretibial edema and/or edema of face/hands, OR

Protein (albumin) In the Urine, OR

Hyper-reflexia
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Using the Antepartum Assessment Form

Antenatal forms may differ from one place to another If you already have an antenatal
record, you should continue to use It when you return to your place of work In this
module, use the form provided As you study, think about the information you are getting
and recording Is any of this information missing from the form you normally use? Is there
something you normally ask or do dUring an antenatal VISit that IS missing from this form?
You may Wish to adopt this form or parts of this form to supplement the record you use
when providing antenatal care See Learning Aid 3 - Antepartum Assessment Form

The Antepartum Assessment Form can help you follow the woman dUring her pregnancy
It gUides you In taking the history (ASK and LISTEN), and dOing the physical examination
(LOOK and FEEL) so you can IDENTIFY PROBLEMS, espeCially pregnancy mduced
hypertension (pre-eclampSia), anemia, and nsk ofhemorrhage It Will help you monitor
fetal growth As you plot the information on the graphs, you draw a picture of the woman's
progress In pregnancy You can eaSily see If It IS normal, or If It shows a problem ThiS
helps you to TAKE APPROPRIATE ACTION, to deCide to treat or refer

HistOry, Height, and Weight
Taking a history Will help you get to know the woman She can start to feel
comfortable With you Respect her privacy, keep her information confidential, and
explain to her you must ask many questions to help you learn about her so you can
care for her and her baby

SOCial Information The first section gUides you In collecting SOCial information about
the woman (See Figure 2) It IS Important to remember that a mother can never be
separated from her SOCial situation If her partner or family IS not SUpportive, she IS
more likely to have problems getting enough good food She IS then at higher risk for
developing anemia It IS Important to know where she plans to deliver If she chooses
to deliver With a traditional birth attendant (TBA) or With a midWife far from the
hospital, she must be "low risk"

IANTEPARTUM ASSESSMENT FORM SOCIAL HISTORY
alent's Name Age GraVIda Para _
Expected Date of DelIVery Planned DelIVery Site Date Booked _
Education Level Partner Supportive Family Supportive _
Blood Grou Rh Hemo lobln r e __Hel ht In Centimeters

Figure 2 SOCial History Section

Risks Information from the SOCial history that Will indicate a woman has a high risk

• age under sixteen years or over thirty-five years
• panty first pregnancy or more than four births
• delivery site not planned or prepared
• family support not enough food, rest, money, or shanng of work load
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Medical and Surgical History When you first see a pregnant woman, It IS Important
to take a complete medical and surgical history (See Figure 3) What health
problems does the woman have? What problems has she had In the past? If she has
a history of sickle cell disease, diabetes, heart disease, tuberculosIs, HIV/AIDS, or
epilepsy, she needs to see a doctor dUring this pregnancy Women with any of these
conditions can qUickly develop complications and die If you are working closely with
a doctor and the two of you agree on her treatment plan, you may continue to care for
her dUring pregnancy It IS Important that you, the doctor, and the woman work out a
plan for where she will deliver

If she has had surgery In the past, It IS Important to determine If that surgery might
cause complications dUring this pregnancy Scars on the uterus and surgery on the
genttal tract may affect management of this pregnancy For example, If the woman
has had a cesarean section, she IS at high risk and should deliver In a hospital

MEDICAL/SU.GICAL HISTORY

Anemia Diet History
Sickle Cell Disease (Joint Pains) Diabetes
Chest Diseases (Asthma Tuberculosis)

Cardiac Diseases Hypertension Seizures (epilepsy)
Sexually Transmitted Infections (HIV/AJDS) Other Medical Problems (specify)
Laparotomy (specific reason) Other Surgenes (specify like circumcision)
PreviOUS Accidents Blood Transfusion

Figure 3 Medical and Surgical History

Risks· Information from the medical and surgical history that Will indicate a woman
has a high risk

• history of anemia
• history of abdominal surgery
• history of gemtal tract surgery, CircumCISion
• history of blood transfUSion
• history of HIV/AIDS
• history of sickle cell disease, heart disease, diabetes, epdepsy, asthma,

tuberculosIs
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PrevIous P-regnancles This section of the history form asks a lot of questions about
the woman's prevIous pregnancies (See Figure 4) These questions are asked In
order to learn about any problems that may be Important In managing the present
pregnancy If she has had many pregnancies (more than four), closely spaced
pregnancies (less than two years), or prevIous hemorrhages, she IS at high risk for
anemia and postpartum hemorrhage dUring this pregnancy It will be Important to
watch her closely If she has a history of high blood pressure or If this IS her first
pregnancy, she IS more likely to develop pregnancy Induced hypertension Watch her
more closely

PREVIOUS OBSTETRICALIUSTORY
Number BIrths Term Pre-term, Number Children Currently A1lve, Age Youngest Child __
Number Abortions Induced__Spontaneous Number Stillborn
Number C/SectIOns Vacuum Extraction Forceps History long or Obstructed labor _
History Abnormal Presentation (Transverse Breech Face) _

History Hemorrhage Antepartum Postpartum History Retained Placenta _

Hlstorv HwertellSlon/Pre-eclampsla, EclampSia

Figure 4. PrevIous Obstetrical History

Risks Information from the prevIous obstetrical history that Will indicate a woman IS
at high risk

• parity more than four prevIous pregnancies
• close spacing pregnancies less than two years apart
• history of hemorrhage
• high blood pressure
• first pregnancy
• anemia
• history of difficult delivery stillbirth, C/Sectlon, vacuum extraction, forceps
• history of 2 or more abortions
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Menstrual History This section of the history form asks about menstrual and family
planning history (See Figure 5) If the woman has a history of heavy, long, or very
frequent periods, watch closely for anemia If her periods are not regular or she has
been uSing oral contraceptives, It Will be Important to try to calculate her due date
uSing the size of the uterus combined with the best history you can get

Determine weeks of gestation The date of the last normal menses IS used to
determine the expected date of delivery (record In Figure 2) Use the expected date
of delivery to decide the weeks of gestation (pregnancy) Compare the information on
the weeks of gestation with the fundal height measurement when you are dOing the
abdominal examination Use the weeks of gestation In order to find the correct place
to write information on the graphs In the Antepartum Assessment Form

MEIISTIUAL HISTOIY
Age of Menarche Last Menstrual Period _

Duration of Menses Amount

Figure 5 Menstrual History

Risks Information from the menstrual history that Will Indicate a woman IS at high
fisk of anemia

• history of long, heavy periods, or frequent periods

Check the Woman'. Height at The First Visit
In many cultures, women with heights less than 150 cm are considered to be high risk
It IS Important that you know what IS the lower normal level for the women In the area
where you live and work Ask local authorities, other health workers, or other women
Height needs to be checked only once In a pregnancy You can make a height
measurement by painting markings on the wall of your maternity or clinic (See Figure
2 for recording the height)

Risks" Information from the height measurement that Will indicate a woman IS at high
risk

• height less than 150 cm (or less than normal for your area)

Weigh the Woman at Every Visit
The next section of the form IS for recording the weight of the woman In kilograms
(kg) (See Figure 6) Pregnant women slowly gain weight during their pregnancy
Most of the weight IS gained In the second half of pregnancy Keep In mind that
edema may cause the woman to gain weight Weigh the mother at each antenatal
VISit, and record her weight so that you can compare It at the next VISit If you do not
have a scale, try to estimate her weight and observe her general appearance Weight
gam is one way for midWives to know that the woman IS getting enough food for both
herself and her baby
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The Ideal weight gain dUring pregnancy for all women In all countries IS not known A
useful gUideline women who start a pregnancy at a normal weight should gain 9 to 16
kg Obese women should gain at least 7 kg In order to get sufficient nutnents to their
Infants Underweight women should try to gain 12 5 to 18 kg

Risks: Women who are very thin (LOOK for Sickness), do not gain weight (FEEL for
growth of the baby), or gain weight suddenly (LOOK for tWinS or pre-eclampsla) may
be at risk

Record the Weight
After weighing the woman, record the weight on the following form Move your finger
along the bottom line until you reach the number of weeks she IS pregnant In thiS
example, the woman IS 25 weeks' pregnant Now move your finger up the line until
you cross the line shOWing her weight In thiS example the woman IS 50 kg Place an
X or dot at the POint shOWIng her weight today Does she seem well nOUrished, too
lean, too heavy? Refer to the section on diet In thiS module for information on how to
counsel a pregnant woman regarding good nutrition Write the weight In kg In the
space below the graph

I WEIGIT II KtLOGWIS tlGj
i I

1001 100

90 90

80 80

-I-- I-I--
I-- -- I-I- -I- I- -- -I--I-- -I-I-l-

~- --------- --[-- -- --~-
70 70

-f-I-~ -1-
60 60

~

50 ... .",;~ 50
-- "'.

40 40

30 30

20
..i - 20'""-

10WKS 20WKS 30WKS 40WKS

Figure 6 Weight Portion of Form
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Physical Fmdmgs
This side of the assessment form IS to record your physical findings throughout her
pregnancy As you read, refer to the copy of this form on the next page (Figure 7)

Weeks by Dates On the first VISit, use the expected delivery date to decide the
weeks of gestation (weeks by dates) discussed on page 2 16 At each antenatal
reVIsit, estimate and mark on the form the weeks by dates uSing the information from
the prevIous VISit Look In the middle of the form for the section marked Weeks by
Dates The information In this section determines the vertical (up and down) line to
use when marking all of the physical findings Our new client IS 25 weeks' pregnant
today Find the 25 weeks vertical line On the Weeks by Dates line of boxes, wnte 25
In the box Just before the 25 weeks vertical line

Blood Pressure Look at the blood pressure graph at the top of the form To record
the woman's blood pressure, move your finger along the bottom line until you see the
vertical line for how many weeks' pregnant she IS today For example, she IS 25
weeks' pregnant today, and her blood pressure IS 110/70 Stop your finger at the 25
Now move your finger up until you cross the line that indicates her systolic blood
pressure of 110 Place the top of an arrow there Now place the bottom of the arrow
on the line that indicates her diastolic pressure of 70 Draw a dark line between the 2
POints and complete the arrow Is this blood pressure normal for a woman 25 weeks'
pregnant? If her blood pressure IS above normal manage her care as outlined In the
section on pregnancy Induced hypertension, page 2 10

Fundal Height Find the Fundal Height portion of the form The dark line across the
graph shows the expected growth for a woman at the different weeks of pregnancy
Today the woman's uterus measures 27 cms Move your finger up the graph until you
cross the line showing how many cm high the uterus IS today Make an X at this POint
If the fundal growth IS Within 2 cm of the line (either above or below), the growth IS
normal for a Single baby If she IS larger or smaller than expected, look for possible
complications

Fetal Heart Rate, Albuminuria Check and record the fetal heart rate Record your
findings from the unne examination

Hemoglobm The last graph on the form IS to plot the woman's hemoglobin If she IS
25 weeks' pregnant today, chart her hemoglobin above the 25 week line Today her
hemoglobin IS 9 gm Make a dot on the graph to show thiS

Treatment, Signs and Symptoms ThiS section of the form IS for recording any
signs, symptoms, or treatments you give to the woman It IS Important to ASK and
LISTEN, LOOK and FEEL to get the Important pieces of information to put Into these
spaces Include here any signs and symptoms of anemia and pregnancy Induced
hypertension If you need more space, wnte on another sheet of paper and Include It
In the woman's chart

Always initial or sign your name and date all of your notes at every VISit
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IANTEPARTUM ASSESSMENT FORM PHYSICAL EXAMINATION SIDE TWOI
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Figure 7 Antepartum Assessment Form PhYSIcal Findings
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!ANTEPARTUM ASSESSMENT FORM SOCIAL HISTORY SIDE ONE I
Dlent's Name Age Gravida Para
Expected Date of Delivery Planned DelIVery Site Date Booked
Education Level Partner SupportIVe Family SupportIVe
Blood Group Rh Hemoglobin Type Hetght in CentimetersIii i MEDICAL/SURGICAL HISTORY I
Anemia Diet History
Sickle Cell Disease (Joint Pains) Diabetes
Chest Diseases (~ma,Tubertulosls)

Cardiac Diseases Hypertension SeIZUres{epilepsy)
Sexually Transmitted Infections (HIV/AlDS) Other Medical Problems (specify)
laparotomy (specific reason) Other Surgeries (specify like Circumcision)
Previous Accidents Blood Transfusion

I PREVIOUS OBSmRlCAL HISTORY I
Number Births Term Pre-term Number Children Currently Alive Age Youngest Child
Number Abortions Induced Spontaneous Number Stillbom
Number ClSections Vacuum extraction Forceps History long or Obstructed Labor
History Abnormal Presentation (Transverse Breech Face)
History Hemorrhage Antepartum Postpartum History Retained Placenta
History Hypertenslon/Pre-eelampsla, EclampSia

I MENSTRUAL HISTORY I
Age of Menarche last Menstrual Penod last Normal Menstrual Penod
Duration of Menses Amount Family Planning Used

I WEIGHT III KILOGRAMS (KG) I
1001 100

90 90

eo 80-
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Figure 8 Antepartum Assessment Form History and Weight
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Height - 160 cm
Blood pressure - 100/60
Weight - 52 kg
Hemoglobin 6 2 gm
Weeks gestation - figure uSing LNMP
Uterus measures -18 cm
Signs and symptoms - tired, eyelids very pale

Case StUdy 1 - USing the Antepartum Assessment Form

To practice usmg the antepartum assessment form, fill In these findings on the assessment
form you will find on the next page

Mrs Gep IS 24 years old This IS her second pregnancy She has a cute 3 year old little
girl with her She tells you that her husband IS a dnver and IS hoping for another girl Mrs
Gep completed 12 years of school and teaches the first grade at the pnmary school She
has no history of any diseases but her appendix was removed when she was 10 years old
Her first pregnancy was 9 months long, she has had no miscarriages She has no
pregnancy history of bleeding, high blood pressure, or long labor Her first baby was
delivered head first by a midWife Her menses began when she was 16 years old (on her
birthday) The penods (menses) are every 28 to 30 days, lasting 5 days, and she uses
about 4 pads a day She has not used any contraception The first day of her last normal
menstrual penod (LNMP) was 12 May, 1996

You need to determine how many weeks pregnant she IS (or should be) before you start to
fill In the graph You give her Iron, folic aCid, and Vitamin C at each VISit Today IS 1
February 1997 What IS her Expected Date of Dellvery? _

The findmgs for Mrs Gep are
First VISit 21 September 1996

Second VISit 2 November 1996

Third VISit 28 December 1996

Fourth VISit 1 February 1997

Blood pressure - 110/68
Weight - 54 kg
Hemoglobin - 6 5 gm
Weeks gestation - figure uSing LNMP
Uterus measures - 26 cm
Signs and symptoms - very tired, eyelids very pale

Blood pressure - 120nO
Weight - 55 kg
Hemoglobin - 6 8 gm
Weeks gestation - figure uSing LNMP
Uterus measures - 35 cm
Signs and symptoms - stili very tired, eyelids very pale,

not taking medications regularly

Blood pressure - 114n6
Weight - 57 kg
Hemoglobin - 7 agm
Weeks gestation - figure uSing LNMP
Uterus measures - 36 cm
Signs and symptoms - complains of constipation from

Iron tablets, less tired, eyelids stili very pale
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!ANTEPARTUM ASSESSMENT FORM SOCIAL HISTORY SIDE OlE I
Client's Name Age Gravida Para
Expected Date of Delivery Planned Delivery Site Date Booked
Education Level Partner Supportive Family Supportive
Blood GrouD Rh HemoCllobln Type HelClht In Centimeters

I MEDICAL/SURGIW HISTORY I
Anemia Diet History
Sickle Cell Disease (Joint Pains) Diabetes
Chest Diseases (Asthma Tuberculosls)
Cardiac Diseases Hypertension Selzures(epllepsy)
Sexually Transmitted Infections (HIV/A1DS) Other Medical Problems (specify)
Laparotomy (specific reason) Other Surgenes (specify like circumciSion)
Previous AcCidents Blood Transfusion

I PREVIOUS OBSTETRICAL HISTORY I
Number Births Term Pre term Number Children Currently Ahve Age Youngest Child
Number Abortions Induced Spontaneous Number Stillborn
Number Cl5ectlons Vacuum Extraction Forceps History Long or Obstructed Labor
History Abnormal Presentation (Transverse Breech Face)
History Hemorrhage Antepartum Postpartum History Retamed Placenta
History Hypertension/Pre eclampSia EclampSia

I MENSTRUAL HISTORY I
Age of Menarche Last Menstrual Penod Last Normal Menstrual Penod
Duration of Menses Amount Family Planning Used

I WEIGHT IN lULOGIAMS (KG) I
100' 100

90 90

80 80
I-

1--- -I- -I-
r- ----I- I- -- -r- -;----- -
r-!- '--- ---------- _I- --- 1-- -r-I-
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-
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,....-
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Figure 9 Antepartum Assessment Form - Side One
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IANTEPARTUM ASSESSMENT FORM PHYSiCAL EWlIlATlotI SIDE TWol
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Figure 9 Antepartum Assessment Form - Side Two
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Compare your findings about Mrs Gep with the mformatlon found on the form on
pages 2 25 and 2 26 When you have finished, answer the questions Then look up
the pages marked with parentheses ( ), and compare the information with your answer

1 What are Mrs Gep's problems? (pages 2 6 and 2 31)

2 How will you manage (treat) her problems dunng the antenatal penod?
(pages 27-29)

3 Do you consider her to be high risk?

4 If yes, high risk for what?

5 Would you deliver this woman m your maternity? (page 2 9)
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ANSWERS - Case Study 1

IANTEPARTUM ASSESSMENT FORM SOCIAL HISTORY SIDE OlE I
alent's Name m t5 ;Z~ Age ;2 'f Gravida a Para I
Expected Date of DelIVery I J Iqq7 Planned Delivery Site \natey- n l+~ Date Booked a I 5ef?t qk
Education level IJ ~e..ar5 Partner Supportive ~ e.5 Family Supportive l.j f..$
Blood Groun U. n.J<.n D lC 0 Rh Hemocllobln Type HelClht In Cenbmeters , fa 0

I MEDtCAL/SURGtCAL HlSTORY I
AnemIa No Diet HIstory r I (~ bp_l\.h5 are_p_r\S o.ht\ +\"'u I +_ ~ h1 prdc:. 0.... ddL
Sickle Cell Disease (JOint Pains) NO .

Diabetes /'to oJ

Chest DISeases (Asthma,Tuberculosls) No
Cardiac Diseases No HypertenSion No Selzures(epilepsy) No
Sexually Transmitted Infecbons (HIV/A1DS) No Other Medical Problems (specify) NQ
laparotomy (specific reason) N 0 Other Surgenes (specify like arcumclslon) Af pe nd I j 19 ad.
Prelllous Acadents No Blood TransfusIon 1'1 0

I PREVIOUS OBSmRlCAL HISTORY . I
Number BIrths Term I Pre-term 0 Number Children Currently AlIVe I Age Youngest Child a yrs.
Number AbortIons Induced 0 Spontaneous a Number Stillborn a I

Number ClSecbons 0 Vacuum Extraction C2 Forceps Q History Long or Obstructed labor a
History Abnormal Presentation (TransvelSe Breech Face) 0
History Hemorrhage Antepartum N() Postpartum NO History Retained Placenta ND
History Hypertenslon/Pre-eclampsla, Edampsla No
I MENSTRUAL-HISTORY I
Age of Menarche to last Menstrual Penod Id Mm (q9(p last Normal Menstrual PiQOd I'J. Mt>."i 199b
Duration of Menses 6 r1tlUc; Amount LI blt,./e:. lL rl.AU Family Planning Used I() h f>

'I WEIGHT IillULOGRAMS1KGl I
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ANSWERS - Case Study 1
IIANTEPARTUM ASSESSMENT FORM PHYSICAL EXAMINATION SIDE TWol
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Case StUdy 2 - What Is the Problem?
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Read the ASK and LISTEN and the LOOK and FEEL sections In this case study
(below) Then decide what you think IS the PROBLEM and what ACTION needs to be
taken to help the woman Remember that action may Include treatment, education,
counseling, more laboratory tests, referral, and follow up

It IS also Important to think about prevention, so you will find a question asking how
you think this problem could have been prevented Sometimes It IS very difficult to
decide before a problem occurs, that It might be about to happen Other times It IS
very easy to say that certain actions can prevent a problem Sometimes a problem
can not be prevented

When you finish, look on the next page for suggested answers

ASK and LISTEN A 32 year old woman, gravida 7, para 6, comes for her second
antenatal VISit She complains of feeling very tired

LOOK and FEEL At today's VISit you find BP 112/66, pulse 78 beats In a minute,
uterus 36 weeks by dates and exam (Size), conjunctiva pale, nail beds pale, plus one
(mild) ankle edema, hemoglobin 9 gm

What IS the PROBLEM?

What are the ACTIONS?

t61
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ANSWERS - Case Study 2
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What IS the PROBLEM? Anemia

What are the ACTIONS?

• Find out why she IS so anemic -- malana, other parasites, poor diet with closely
spaced pregnancies, bleeding, chronic Illness?

• Treat her depending on the cause or causes you find

• Dietary -- take a diet history of the last 24 hours' Intake Tell her whIch foods are
high In Iron, folic aCid, and Vitamin C Find out If she can afford these foods Is
she getting her faIr share of family foods? Is something Interfenng With her food
Intake -- sore teeth, gums, nausea, or something else?

• Iron .- give her ferrous sulfate 320 mg 2 times a day, folic aCid 500 meg one time a
day, and Vitamin C 250 mg dally If unable to get Vitamin C In her diet

• Malaria/other parasites -- treat the malana/parasltes and give malanal prophylaxIs
according to your protocols

• Closely spaced pregnancies -- explaIn that getting pregnant so soon after the last
child has been hard on her body, teach her family planning methods appropnate
for both breast feeding and beyond

• Bleeding -- Identify If there IS bleeding, what the sources of the bleeding are, and
treat/refer

• ChroniC rllness·· Identify symptoms according to condition, such as HIV,
tuberculosIs, malnutntion, and so forth
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Case Study 3 - What Is the Problem?

Read the ASK and LISTEN and LOOK and FEEL sections In this case study

Mrs K IS a 19 year old pnmlgravlda who presents at your maternity home to register
for antenatal care She complains of severe upper abdominal pain

What are the PROBLEMS you will particularly want to rule out dunng this routine
registration VISit?

To determine APPROPRIATE ACTIONS, you must obtain more information through
questioning, physical examination, and laboratory tests

ASK and LISTEN What history questions will you ask to help you diagnose this
woman's problem?

LOOK and FEEL What portions of the physical exam relate to this complaint? What
laboratory tests will you do for Mrs K?
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ANSWERS - Case Study 3
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What are the PROBLEMS you will particularly want to rule out dunng this routine
registration VISit?
• Pregnancy Induced hypertension (pre-eclampsia), malana, gastrointestinal

disorders, trauma, possible onset of labor/abortion, abruptio placenta

To determine APPROPRIATE ACTIONS, you must obtain more Information
through questioning, physical exammatlon, and laboratory tests.

ASK and LISTEN What history questions will you ask to help diagnose this woman's
problem?
• Gastrointestinal (GI) When did this pain start? What were you dOing? Does It

seem related to eating? What were you eating pnor to the onset of this pain?
(Spicy foods? Greasy foods? Very bUlky foods?) Have you had any nausea?
Vomiting? Diarrhea?

• Have you done anything that helps the pain? Taking antacids? Drinking milk?
Changing positions? Any other thing?

• Malana Have you had fever, Chills, or muscle aches?
• Pre~eclampsla Have you expenenced headaches or Visual problems (spots In

front of your eyes, blurry VISion, double VISion, halos around lights)?
• Trauma Have you expenenced any blows to the abdomen? When and how did

this occur? Have you ever expenenced physical or sexual abuse from your
partner or others?

• Labor/abortion Have you seen any flUid coming from your vagina? If yes, color?
consistency? amount? Have you had any abdominal cramping/pains? When was
your last menses?

LOOK and FEEL What portions of the physical exam relate to this complaint?
• Pre-eclampsla Check blood pressure, reflexes, edema of ankles, hands, face,

abdomen
• Trauma, Malana, GI Palpate abdomen to locate pain, check for rebound

tenderness, look for scars, lacerations, brUises
• Labor Palpate abdomen for fundal height, contractions, uterine Irritability
• Vaginal examination to rule out trauma, rule out abortlonllabor

What laboratory tests Will you do for Mrs K?
• Hemoglobln/hematocnt
• Malana If indicated
• Unne test for albumin/protem
• Referral to phySICian for liver studies If indicated
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Learmng Aid 1 - Conversion Tables for Hemoglobm Estimation

Per Cent Saturation Equivalent Interpretation

100% 146 Grams

95 14 1
NO ANEMIA

90 133

85 126

80 11 8

75 11 1
MILDANEMJA

70 104
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Learning Aid 2 - Reflex Testing
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Testing of reflexes IS part of an examination of the nervous system It IS very helpful
for midwives to know how to test a few basIc reflexes on adults Hyper-reflexla can
indicate many diseases of the nervous system or edema of the brain (cerebrum) In a
pregnant woman A woman With cerebral edema IS at very high risk for developing
eclampsia (convulsions)

Using a Reflex Hammer

A reflex hammer IS used to check the deep tendon reflexes Once you are
expenenced, you may be able to use your fingers, the side of your hand, your
knuckles, or the head of a stethoscope Instead For beginners (learners), It may be
helpful to use a reflex (percussion) hammer

1 Hold the hammer loosely between your thumb and Index finger
2 Bring the hammer down onto the tendon In a rapid, smooth movement
3 Tap qUickly and firmly
4 Lift the hammer back up qUickly
5 Watch for how fast the response IS It IS the speed of the response, not how far

the 11mb moves, that tells you If her reflexes are normal

Reflexes are usually given a grade of 0 to +4

The scale of grading IS

o no response

+1 low but Within normal response

+2 average or normal response

+3 bnsker than average

+4 very bnsk, hyperactive, abnormal, may have rhythmiC tremors (clonus)

Checking Reflexes

When you check reflexes, always check both Sides (both arms or both legs) Check
that the response IS Similar on both Sides There are many reflexes you can check
The biceps and patellar reflexes are the common ones to use when looking for pre­
eclampSia In pregnant women
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Biceps Reflex
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1 Bend the woman's arm about halfway

2 With your fingers, feel for her tendon on the inside of her elbow (antecubital
fossa) If It IS difficult to locate, move her arm up and down while feeling You Will
notice a cord-like tendon

3 If the woman IS lying down, the bed Will support her arm If she IS sitting up, you
Will need to support her arm on yours Place your thumb on the tendon

Figure 10 Testing Biceps Reflex

4 Stnke your thumbnail, which IS positioned over the tendon This causes the biceps
muscle to contract You mayor may not see the slight contraction at the woman's
elbow

5 You Will be able to feel the response from the tendon through your thumb You
can grade the response by how fast you are able to feel the reflex response You
Will need to check many reflexes to gain a knowledge of what IS normal Check
your family, fnends, and all of your clients to gain expenence
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Patellar Reflex
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1 Have the woman Sit on the examining table or couch Her legs should hang freely

2 Feel for her tendon right below the kneecap (patella) If It IS difficult to locate,
move her lower leg a little while feeling at the same time

L
Figure 11 Testing Patellar Reflex

3 Strike the tendon with a qUick, firm tap and 11ft up Immediately You may also use
the Side of your hand or your knuckle to tap the tendon

4 Tapping the tendon Will cause the quadriceps muscle to contract, causing the
lower leg to move

5 The patellar reflex can also be tested with the woman lying In bed Place one
hand under the leg, supporting It, and tap

6 If the woman IS tense and contracting her muscles, you Will not get an accurate
test of her reflexes You may need to talk to her and keep her attention away from
what you are dOing

Remember A woman with pre-eclampsia who has hyper-reflexla (+3 or +4) IS at
very high risk for having seizures She must be given sedation and transferred to
a doctor/hospital as qUickly as pOSSible Control of pre-eclampsia IS a life-saVing
procedure for both the mother and fetus
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tFArtA"d 3 A tLearning I - n epa um ssessmen orm

IANTEPARTUM ASSESSMENT FORM SOCIAL HISTORY SIDE ORE I
Client's Name Age GraVIda Para
Expected Date of DelIVery Planned DelIVery Site Date Booked
Education Level Partner SupportIVe Family SupportIVe
Blood GrouD Rh HemoglobIn Type Height mCentimeters

II MEDlCAL/SURGlCAL HISTORY I
Anemia DIet History
Sickle Cell Disease (JOint Pains) Diabetes
Chest Diseases (Asthma, TuberculosIs)
Cardiac Diseases Hypertension Seizures (epilepsy)
Sexually Transmitted InfectIons (HIV/A1DS) Other Medical Problems (specify)
Laparotomy (specrfic reason) Other Surgenes (specify like CircumcIsion)
PrevIous ACCidents Blood TransfUSion

I PREVIOUS oesmRICALHISTORY I
Number Births Term Pre-term Number Children Currently AlIVe Age Youngest Child
Number Abortions Induced Spontaneous Number Stillborn _
Number C/Sectlons Vacuum Extractton Forceps History Long or Obstructed Labor
History Abnormal Presentation (Transverse, Breech, Face)
History Hemorrhage Antepartum Postpartum History Retamed Placenta
History Hypertension/Pre-eclampsia, EclampSia

II MENSTRUAL HISTORY I
Age of Menarche Last Menstrual Penod Last Normal Menstrual Penod
Duration of Menses Amount Family Planning Used

II WEIGHT 11l1ULOG1WIS {KG} I
1001 100

90 90

80 80
I-f-f-- f-

-- - -f- i--
f- -1---I-I- ------1-1-I-
f---- ---------- -I--- - - -f- -- --f-

70 70

1-- -
60 60

f--

50 50

40 40

30 30

20 20

10WKS 20WKS 30WKS 40WKS
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!ANTePARTUM ASSESSMENT FORM PHYSICAL IXAMINATION SIDE TWO!
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Review Questions
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What Old I Learn? Find out what you know and understand of this module by
answering the follOWing questions When you are fimshed, look for the answers In the
module on the pages listed In parentheses ()

1 When must you take a baseline blood pressure? (page 2 10)

2 Why are bnsk (hyperactive) reflexes a dangerous sign? (page 232)

3 How much should the uterus grow each week dunng pregnancy? (page 2 4)
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4 If the uterus IS growing too fast or too slow, what could the problem be?
(page 25)

5 Why do anemic women develop more complications than women with a normal
hemoglobin? (pages 2 1 and 2 9)
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Skills Checklist - Antenatal Assessment and Treatment

This checklist has two purposes
1 The midWife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating of ./ =satisfactory or X =needs Improvement
Add any comments In the comments sections below

Da~ Da~ Da~ Da~

A Fundal Height Growth Momtorlng

1 Ask If the baby IS active and moving normally

2 Palpate the woman's abdomen and check the fetal
growth at each antenatal VISit

3 If the uterus measures more than two centimeters
different than expected, look for

• Wrong dates

• Abnormalities of the baby

• Too much amniotic fluid (liquor)

• TWins or triplets

• A large baby

• Abnormal presentation of the baby (breech)

4 Gestation under 20 weeks estimate gestational
age (age of the pregnancy), uSing your usual
method

5 Gestation 20 weeks or more use your usual
method

• For measuring tape

- cm = weeks of pregnancy (gestational
age)

- expect growth of 1 cm per week

- If growth IS 2 cm less or more than the
weeks of pregnancy, try to figure out why

• Compare fundal height to umbilicus and
sternum

- at umbilicus = 20 weeks' gestation
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Date Date Date Date

- halfway (4 fingers above umbilicus) =
28 weeks

- at sternum = 36 weeks' gestation

- If growth IS less or more for the weeks of
pregnancy, try to figure out why

6 Refer her to a doctor/hospital If a problem IS found

• Baby does not feel normal

• Too much amniotic fluid (liquor)

• TWins

• Very large baby

• Baby not cephalic presentation

• Fundal height not the same as gestational
age

• Baby not growing

• Other problems

7 Record all information

• If you can not find an explanation for your
finding, have her return In one week and
remeasure

Comments
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Dam Dam Dam Dam

B Checking for Anemia

1 At the first antenatal VISit ASK and LISTEN what
the woman eats

• Get a complete diet hiStOry, how many
servings a day?

• ASK If she eats non-foods (pica)?

• ASK If she has fatigue, drowsiness,
headaches, sore tongue, loss of appetite,
nausea, or vomiting?

2 Check the woman's history Find out If thiS woman
IS at high nsk to develop anemia

• Have her pregnancies been closely spaced?

• Does she have a history of heavy or long
penods?

• Does she have a history of anemia?

• Does she bruise eaSily?

• Has she had hemorrhage With any pregnancy
or surgery?

3 At each VISit, LOOK at the woman's

• Eyelids

• Nail beds

• Gums

• Palms

4 Check her hemoglobin at her first VISit Repeat her
hemoglobin every VISit If 8 gm or below Check
her hemoglobin every two months If above 8 gm

5 If these problems occur In your area

• Do a Sickle cell screen

• Check her blood for malana

• Check her stool
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Date Date Date Date

6 Find out what treatments and medications she IS
taking Give advice If any of the treatments or
medications are harmful

7 Counsel the woman on

• High Iron foods

• High folic aCid foods

• High Vitamin C foods

• Good protein food sources

8 Give ferrous sulfate 320 mg (60 mg elemental Iron)
two times a day Increase her Iron to three times a
day for a hemoglobin 8 grams or lower

• If her hemoglobin has not Improved with
treatment, repeat her stool specimen looking
for hookworm and other parasites

• At each VISit, ASK If she has enough
medicines

• ASK how she IS taking them to be sure she IS
taking them correctly and regularly

9 Give folic aCid 500 mcg each day to prevent
anemia

10 Give Vitamin C 250 mg dally or advise 3 servings
dally of citrus JUIce or leafy green vegetables

11 Give malaria prophylaxIs according to the routine
In your area

12 If her stool IS positive for parasites, treat for the
parasite Identified

13 If the woman IS more than 28 weeks' gestation at
registration (booking) with a hemoglobin of less
than 8 gm (55%)

• Refer her to a doctor for a complete anemia
workup and treatment

14 Give nutntlon advice to girls and women who are
not pregnant to prepare their bodies for the
Increased demands of pregnancy
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Date Date Date Date

15 Record findings and care given at each VISit
Comments
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Dare Dare Dare Dme

C Checkmg for Pregnancy Induced Hypertension
(Pre-eclampsia)

1 Take a good symptom history ASK If she has had
any

• Epigastric pain (heart burn) not related to
malaria

• Headaches

• Visual problems (double VISion, partial VISion,
rings around lights)

• Edema or swelling of the hands, face, and
feet

2 Take the blood pressure at every VISit

• If elevated, check again In 20 minutes

3 If the blood pressure IS elevated

• Check the biceps and patellar reflexes

• If the reflexes are brisk (plus 3 or plus 4), refer
her to a hospital/doctor

4 If the blood pressure IS elevated

• Check a midstream urine sample for protein

• If she has +1 or more proteinuria
(albuminUria), refer her to a hospital/doctor

5 Do not give dIUretics

6 In the case of severe pre-eclampSia
• Give magnesium sulfate 10 grams OR
• Give Valium 10 - 20 mg

• Go With her to the hospital/doctor

7 If the woman has eclampsia (convulSions)

• Protect her from choking on her tongue With a
padded tongue blade or a rolled pad of cloth

• Do not force the mouth open

• Protect her from failing or injury from nearby
furmture or objects
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Dare Dare Dare Dare

• Give magnesium sulfate 10 gm OR Valium
10 - 20 mg

• Transfer her fight away to the nearest
hospital/doctor

• Travel with the woman, avoiding stimulation

• Record all complaints, findings, and care
Take her antenatal card with you

• Give medical personnel a complete summary
of care given

• Give the woman's records to the hospital
personnel

Comments
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meconium 3
membranes early rupture 3 10
menstruation 2
mlscamage see abortion 5 10
molding 3
monrtonng labor 3
mother distress 3
mouth to mouth resuscrtatlon 6
mucus extractor 6
needles and synnge care 7
newborn examination 6
OCClprtO postenor posrtlon 10
ophthalmia neonatorum 7
oral rehydration 8
ORS8
partograph 3
pelvic assessment 3
penlcilhn skin test 10
pentoneum 8
PET pre-eclamptlc toxemia 2
phYSical exam of newborn 6
placenta preVia 5
polyhydrammos 2 3
postabortlon 10
postpartum

Infection sepsIs 7
fever 7
hemorrhage bleeding 5

postpartum tetanus 7
pre-eclampsla 2
pregnancy Induced hypertenSion 2
premature rupture membranes 7
problem solVing method 1
prolapsed cord 10
protelnuna 2
puerperal fever 7
puerperal sepsIs 7
rectal flUids 8
reflex testing mother 7
reflex testing newborn 6
replacement solutions 8
retained

membranes 5
placenta 5
products of conception 5 7 10

resuscrtatlon Infant 6
resuscrtatlon adult 6
ruptured membranes 7
ruptured uterus 5
sepsIs 7
septicemia newborn 7
shock 8
shoulder dystOCia 10
show 3
Sickle cell disease 2
stenle technique 7
stenhzatlon 7 10
stimulate Infant resuscrtatlon 6
suction Infant resuscrtatlon 6
sutures of skull 3
sutunng 4
symphysIotomy 10
tear see laceration 4
testing reflexes 2
tetanus 7
thrombophlebitiS 7
toxemia see eclampSia 2
transverse he 3
umblhcal cord prolapse 10
upper respiratory Infection 7
unnary tract Infection 7
utenne atony 5
utenne Inertia 10
uterus ruptured 5
vacuum extraction 9
vaginal examination In labor 3
vaginal Inspection after delIVery 5
vaginal Inspection speculum 5
vaginal laceration 4
warm see Infant resuscrtatlon 6
waste disposal 7
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Goal

MONITORING LABOR PROGRESS

The midwife will review her knowledge and learn new skills to care for a woman
dunng labor and delivery

Objectives

The midwife canng for women dunng labor and delivery should be able to

1 admit a woman In labor, (a) taking the labor history (ASK and LISTEN),
(b) dOing a general physical eXamination, including an abdominal
examination and a vaginal examination (LOOK and FEEL)

2 wnte information from her findings on the partograph and labor record

3 describe the latent and active phases of labor

4 Interpret a recorded partograph

5 IDENTIFY PROBLEMS/NEEDS of a woman and her baby dUring labor and
TAKE APPROPRIATE ACTION

6 manage the second stage of labor of a woman and record the findings

7 record the outcome of delivery

8 explain the Importance of progress In labor for healthy outcomes of the
mother and baby

Introduction

MOnitoring the progress of labor allows the midWife to Identify mothers who are at risk
dUring labor and to prOVide life-saVing care MOnitOring and interpreting the progress
of labor and early Identification of problems help prevent death or serious ,IIness of
the mother In labor ThiS module outlines good care of women In labor

You Will use the Problem SolVing Method to Identify problems dUring labor Skill
procedures are (1) labor admiSSion, including asking and listening to get the hiStOry,
(2) dOing the phySical eXamination, (3) Identifying problems/needs and taking
appropriate action, and (4) mOnitoring labor, uSing the partograph ReView questions
and case studies Will help you learn and use the information Skills checklists Will
gUide you while you actually do the skills
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Use the learning aids for review They give additional Information, including cervical
dilatation measurements, skills checklists for conducting the second stage of labor,
and measuring the pelvIc size

Before reading this module, review normal anatomy and physiology of the female
reproductive system, the normal changes In a woman's body dUring pregnancy, and
pelvIc assessment In your midwifery textbook

A Midwife's Experience•.

A woman was brought to me In labor She was gravida 2, attended antenatal clinic,
had normal vital signs Her contractions were 3 In 10 minutes, each lasting 20 to
40 seconds, the head 4/5 The cervix was 4 em In 4 hours her contractions were
the same, the head was 3/5 and the cervix was 5 cm I explained to the husband
that hiS Wife was not progressing and needed to go to the hospital He refused I
continued to explain and showed him the partograph I told him that because the
labor had crossed the alert hne, It was the rule that I had to take the Wife to the
hospital, something might be wrong He finally agreed but had no money for
transport I paid the lorry driver and we went to the hospital The woman was
delivered by section (cesarean), a baby girl With the cord around the neck The
husband and family were very happy They thanked me so much I felt confident
and It was easier for me to make a referral deCISion uSing the partograph

LSS MidWIfe, Uganda

Common Medical Terms

Active Phase of Labor - the later part of the first stage of labor, the cervIX dilates
from 3 to 10 centImeters (cm), and the cervix IS very thin

Caput - the head, sometimes refers to a swelling on the presenting head of the baby
(caput succedaneum)

Diagonal Conjugate - an Internal measurement of the pelVIS from the bottom of the
pubiC bone to the sacral promontory

Dilatation - dilatIon, the opening of the cervix during labor, on vaginal examination
usually measured In cm, WIth 0 cm being closed and 10 cm being fully open

Engagement - the presenting part of the fetus has passed Into the pelVIC brim

Latent Phase of Labor - the early part of the first stage of labor, the cervix dilates
from 0 up to 3 cm and the cervix shortens (effacement)
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Moldmg - the baby's cranial (skull) bones overlap so the head can fit through the
pelvIs of the mother The head IS squeezed or compressed to a different shape

OCCiput - the back of the baby's head, the area over the occipital bone

Partograph - a chart or card (central feature IS a graph for plotting cervical dilatation)
used to write all findings of a woman In labor (See page 3 31 ) Some of the findings
are dilatation of cervix, descent of the presenting part, baby's heart beat, contractions,
blood pressure, and pulse These findings are used to mOnitor and manage the
progress of the labor

PelvIc Brim (Inlet) - the upper opening of the pelvIc cavity The rounded opening that
the presenting part of the baby goes Into on ItS way to delivery In measuring the
progress of labor and descent of the baby, the pubic bone area of the pelvIc brim IS
used as a landmark

PelvIc Outlet - the lower opening of the pelvIc cavity The diamond shaped opening
has the greatest measurement from the apex of the pubic arch to the tiP of the coccyx

Smclput - the brow or forehead of the baby

Vertex - the top of the head, the crown, the area of the head between the anterior and
posterior fontanelle

Skill. Labor Admission - ASK AND LISTEN

When the mother comes In labor, the midwife must evaluate her condition and that of
her baby In the first part of this evaluation, you must ASK and LISTEN (take the
labor history) to find out the woman's experience since her labor began

Equipment
Labor record (partograph)
Pen

Procedure
Welcome the woman and others coming with her Show her a comfortable place to Sit
or lie depending on her choice She may undress before or after the history How
qUickly you can take the history Will depend on her condition You must decide
whether the woman IS about to deliver. she may be fUlly dilated when you flfst see her
Explain to the woman that you need to ask her some questions about her labor

Start the labor record by writing the woman's name and other admission information
Write the time of arrival You Will use this to follow the progress of labor As you
LISTEN to the woman's answers, write the information on the labor record The labor
record Will be discussed In detail later In this module
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ASK the following questions and LISTEN to the answers

1 WHEN DID YOUR LABOR PAINS BEGIN? HOW OFTEN DO THEY COME?
By listening carefully, you will get a good Idea of Just how the woman IS dOing
She may not know exactly when the pains started, but she will be able to tell you If
they started dunng the night, morning, or afternoon

2 HAVE YOU BEEN EXAMINED AT AN ANTENATAL CLINIC?
If the woman has been coming to your antenatal cliniC, you will have her record to
review or she may bring her record with her A woman who has had an antenatal
examination and antenatal care will often have fewer untreated or unidentified
problems than a woman who has not Look at the general condition of a woman
who has not had any antenatal examinations Take her complete antenatal
history (See Module 2 Quality Antenatal Care, page 2 13, for information on
antenatal history) Ask about her past pregnancies Ask about any medical or
pregnancy problems she may have had

3 HAS YOUR BAG OF WATERS (MEMBRANES) BROKEN?
Ask when the bag of waters broke Tell the woman that the bag of waters
surrounds the baby and breaks dUring labor The rush of water IS a sign that
labor has begun or will soon begin She may notice a slow leaking of fluid or a
rush of water

4 HAVE YOU HAD A DISCHARGE OR BLOODY MUCUS (SHOW)?
The woman may see a spot, or bloody show, on her clothing She can tell the
difference between bloody show and bleeding, as show IS often sticky and
stretches Tell the woman that the bloody show IS a spot of blood and mucus that
comes out of the opening of the womb dunng early labor Bloody show may be a
few spots of brownish or red (fresh) blood Bloody show IS another sign of early
labor

5 WHEN DID YOU LAST EAT?
Labor may cause a woman to vomit If her stomach IS full Tell the woman that she
should not eat a lot of food at one time Explain that food and water give strength,
and It IS Important to eat small amounts of food and dnnk water, especially during
early labor

6 WHEN DID YOU LAST PASS STOOL?
Some mothers get loose stools (diarrhea) or hard stools (constipation) before they
go Into labor An enema washes the stool out of the body An enema IS not
always needed The mother may want an enema because It makes her more
comfortable dUring labor, or because It IS the custom (You may choose to give
an enema to a woman who has not passed stool for 12 hours If the woman IS In

actIVe labor and the cervix IS dilated more than 5 cm, do not gIve an enema She
may have an uncontrolled delivery In the bed pan or latnne Do not give an
enema to a mother If she does not want one)
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7 HAVE YOU TAKEN ANY MEDICINE OR TREATMENT TO INCREASE OR
DECREASE YOUR LABOR?
A woman may have taken mediCine for her labor pains A traditional healer,
family member, or fnend may have given her some local mediCine You should
know what mediCine or treatment the woman has had and If the effects are
helpful, harmless, or harmful

8 DO YOU HAVE A TRADITIONAL BIRTH ATTENDANT? WHAT IS HER NAME?
If the traditional birth attendant (TBA) came with the woman In labor, make sure to
meet and welcome her The TBA may give you additional history You Will have a
chance to share information with her You Will also have a chance to learn and
work With her dUring the labor and delivery If the TBA has not accompanied the
woman, ask If It IS pOSSible to contact her to inVite her to come to the maternity

9 HAVE YOU BLED FROM YOUR BIRTH CANAL (VAGINA)?
Sometimes the woman Will have bled dUring her pregnancy, but does not
remember to tell you when you are asking about bloody show There mayor may
not be bleeding now that she IS In labor Bleedmg any time durmg pregnancy
IS a danger sign DeCide dUring the physical examination whether any bleeding
IS normal bloody show or a more serious kind of bleeding Bleeding during labor
IS a sign of serious problems, and referral IS necessary

ADDITIONAL POINTS TO REMEMBER If the woman In labor has not been to an
antenatal clinic, the midWife must ASK the follOWing questions

How old are you? Women younger than 16 often have problems Women over
35 and/or haVing a first pregnancy may have long labors and difficult deliveries

Is this your first pregnancy? Or how many times have you been pregnant?

Women With any of the follOWing problems need to deliver In a hospital, If at all
pOSSible

• more than 4 pregnancies
• older than 35 years
• younger than 16 years
• pre-eclampSia or eclampSia
• deformed pelVIS or leg and

no prevIous vaginal delivery
• two or more miscarriages
• stillbirth
• prevIous cesarean section
• height below normal for

ethniC group

• problem With the last delivery
vacuum extraction or forceps
delivery, retained placenta,
severe bleeding, prolonged labor

• present pregnancy problem
twinS, transverse lie,
hemorrhage, small pelVIS,
severe anemia
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Do you have any other problems? A woman who IS sick with anyone of these
should be referred to hospital for labor and delivery

• heart disease • malana
• shortness of breath • Sickle cell disease
• kidney disease • anemia
• diabetes • high blood pressure
• tuberculosIs • epilepsy

It IS Important to read and talk about the information on the antenatal record of a
woman who has been to antenatal cllmc This IS a good way to get to know more
about the woman and her family

ASK and LISTEN IS THE FIRST STEP WHEN SEEING A WOMAN IN LABOR
WRITE THE TIME OF ARRIVAL AND INFORMATION THE WOMAN GIVES YOU
ON THE LABOR RECORD

ReView Questions

What Old I Learn? Find out what you know and understand of thiS section of the
module by answenng the following questions When you are finished, look for the
answer In thiS module on the pages listed In parentheses ( )

1 What 9 questions will you ask a woman who comes to you In labor? (pages 34 ­
3 5)

2 What additional information will you ask a woman who has not been to antenatal
clime? (pages 3 5 - 3 6)

UT
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Case Study 1
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Read the following case study Below It, write the 9 labor admission questions, then
look In the case study for this woman's answers Write the answers under the
questions When you have finished, compare your answers with those on page 3 9

A 16 year old woman In her ninth month of pregnancy comes to the maternity because
she feels sharp pains In her abdomen and has had some vaginal bleeding She says
this IS her first child She has had the pains In her abdomen for about two hours
They come about every twenty minutes She has not been to an antenatal chnlc Her
bag of waters has not broken The bleeding from her vagina appears to be more
severe than bloody show She ate a large meal about two hours ago and has not
passed a stool for about three hours She IS not taking any medications and does not
have a traditional birth attendant



Monitoring Labor Progress 38

Case Study 2
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Read the following case study Below It, wnte the 9 labor admission questions, then
look In the case study for this woman's answers Wnte the answers under the
questions When you have fimshed, compare your answers with those on page 3 9

A woman comes to the maternity and says that her bag of waters has broken She
has had labor pains for about 4 hours, and they are now coming every 10 minutes
She has been to antenatal cllmc and has had a healthy pregnancy This IS her third
child

She ate a big meal about 4 hours ago, but has not passed a stool In the last 24
hours She IS not taking any medications Her TBA has been told of her labor She
says that her TBA wishes to attend thiS birth and will be coming to the maternity
soon The woman has not bled from her vagina
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ANSWERS - Case Study 1
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1 When did your labor palOs begin? How often do they come?

Two hours ago. about every 20 minutes
2 Have you been examtned at antenatal chnlC? No

Smce she has not been to antenatal chOie. ASK and USTEN

(a) Howald are you? 16 years old
(Q) Is thiS your first pregnancy? Yes

(c) Have you had any problems With thiS pregnancy? No information atth!s ttme

3 Has your bag of waters broken? No

4 Have you had any bloody show? Yes

5 When did you last eat? Two hours ago

6 When did you tast pass stoot? Three hours ago

7 Have you taken any mediCIne or treatment to Increase or decrease your labor?
No

8 Do you have a TBA? No

9 Have you bled from your birth canal? Yes, some vaginal bleeding

ANSWERS - case Study 2

1 When did your labor painS begm? Four hours ago

How often do they come? Every 10 minutes

2 Have you been exammed at antenatal clinIC? Yes This is her third child. she
has had a healthy pregnancy

3 Has your bag of waters broken? Yes

4 Have you had any bloody show? No

5 When did you last eat? Four hours ago
6. When dId you last pass stool? Twenty-four hours ago

7 Have you taken any medICIne or treatment to Increase or decrease your labor?
No

8 Do you have a TBA? Yes. she will be coming to the maternity soon to attend
the birth.

9 Have you bled from your bJrth canal? No
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Skill Labor Admission and Monltormg: LOOK and FEEL

When you see a woman In labor, the second step IS to do a physical eXamination,
LOOK and FEEL LOOK for changes at the start of labor and also dUring labor

Equipment

Fetoscope (fetal stethoscope)
Thermometer
Stenle gloves, bowl
Cotton or cloth squares
Antiseptic solution

Procedure

Examine the woman In labor to find out

Blood Pressure (BP) apparatus
Partograph
Soap and water
Pulsometer or watch

• The stage of her labor
• The presenting part of the baby
• Any problems that might affect the woman or baby

The woman In labor should have an admission physical eXamination, including
abdominal examination and vaginal examination MOnitoring examinations are also
done dUring labor and recorded on the partograph

General Physical Exammation

1 The woman should be clean and comfortable If there IS time, offer the woman
time to bathe Explain what you are gOing to do DUring the eXaminations, tell
the woman what you are dOing and why

2 Ask the woman to empty her bladder so that she will be comfortable when you
feel her abdomen Help the woman to he down

3 Take the blood pressure (normal 90/60 - 140/90), temperature (normal 375° C
or 98 6° F), and pulse (normal 70 - 90) Check her height Is this woman
shorter than most people In her area? See Module 2 Quality Antenatal Care,
page 2 16 for more information on height

4 LOOK at the general appearance Notice If the woman looks III, tired or
malnourished LOOK at the eyes, ears, nose, mouth, throat, and neck for signs
of Infection or anemia
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5 LOOK and LISTEN to the respiratory system LOOK how fast and deep the
woman breathes between contractions (normal 16 to 20) and dunng contractions
(normal 20 to 40) LISTEN to the breath sounds of the lungs (are they normal
breathing sounds?) LISTEN to heart sounds COUNT the heart rate Between
contractions, the heart rate should be normal (70 to 90) LOOK for enlarged
veins In the neck Shortness of breath or enlarged neck veins may mean
senous Sickness Help the woman go to the hospital If at all possIble

6 LOOK and FEEL the breasts for problems that might Interfere WIth breast
feeding

7 LOOK and FEEL the arms and legs for swelling and enlarged veins LOOK for
deformItIes of her legs, back, and pelVIS whIch may make vaginal delivery
dIfficult or ImpOSSIble Check her reflexes See Module 2 Quality Antenatal
Care, page 2 10, for management of pregnancy Induced hypertension (pre­
eclampSIa)

REMEMBER TO WRITE INFORMATION FROM
THE PHYSICAL EXAMINATION ON YOUR LABOR RECORD
USE THIS INFORMATION TO IDENTIFY PROBLEMS/NEEDS

SO THAT YOU MAY TAKE THE APPROPRIATE ACTION

Abdommal Exammatlon

An abdominal examination Will help you find out the stage of labor, the progress of
labor, and the conditIon of the baby In order for you to do an abdominal
eXamination, the woman must be well prepared Explain to her what you are gOing
to do

1 Ask the woman to empty her bladder If she has not done so already

2 Help the woman to relax You can help by placing a pIllow under her head and
upper shoulders She should place her arms by her Side or across her chest
and bend her knees a little Help her to relax With some deep breathing

3 Uncover her abdomen LOOK for the way the baby IS lying LOOK for any
movement of the baby LOOK for contractions, unusual shapes or bumps The
normal uterus IS longer than Wide, Jerky movement In one area IS usually the
baby's arms and legs moving

4 Make sure your hands are warm and dry after washing them

5 FEEL for contractions Good utenne contractIons are necessary for progress of
labor Normally contractions become more frequent and last longer as labor
progresses
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6 FEEL THE CONTRACTIONS FOR 10 MINUTES EVERY HOUR IN THE
LATENT PHASE OF LABOR AND EVERY 30 MINUTES IN THE ACTIVE
PHASE OF LABOR Always FEEL contractions at least every hour If you can
not FEEL every 30 minutes

There are three observations made of the contractions although only frequency
and duration are recorded on the partograph

• How often can you feel them (frequency)? The frequency of contractions IS
assessed by the number of contractions In a 10 minute penod

• How long do they last (duration)? The duration of the contraction IS from the
time the contraction IS first felt by your hand on the abdomen to the time
when the contraction IS no longer felt

• How strong (effective) are they? A good, effective contraction can not be
Indented with your finger dunng the peak part of the contraction The
expenenced midWife FEELS for all three parts of a contraction beginning,
peak, decreaSing The beginning of the contraction IS the longer part The
peak IS the strongest

In early labor, contractions usually start around every 20 minutes, last 15 or so
seconds, and the uterus can be Indented with your finger (mild) As labor
progresses, contractions become more frequent, last longer, and get stronger so
that by the end of first stage contractions are usually every 2 or 3 minutes, last
more than 40 seconds, and the uterus cannot be Indented With your finger

It IS Important for the midwife to FEEL the relaxation of the uterus
BETWEEN contractions ThiS relaxation IS VERY IMPORTANT for the
welfare of the baby, mother, and uterus

Relaxation of the uterus allows the baby to get oxygen through the placenta
Relaxation of the uterus provides a resting time for the mother and prevents
exhaustion of the uterus

When contractions are more frequent than every 2 minutes and last longer than
90 seconds, the relaxation time IS too short The baby does not get enough
oxygen The mother does not get ttme to rest The utenne muscle does not stop
working, does not relax, and the effectiveness of the contraction decreases
Refer to page 3 26 In thiS module where action IS outlined for constant
contractions

7 FEEL for the baby Use the flat surface of your fingers for palpating Keep your
fingers together Press evenly and firmly to feel the fundal height and the parts
of the baby Refer to Module 2 Quality Antenatal Care, page 2 4 for fundal
height measurements
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A FEEL (palpate) the abdomen
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Step 1 First Palpation
HOW face the woman's head Put your hands on both sIdes of the top of the uterus
and curve your fingers around (See FIgure 1, Step 1 ) Palpate for shape, Size,
firmness, and how easily the baby moves Ask yourself, "What IS In the top of the
uterus?"

FINDINGS If the fetal head IS In the top of the uterus, you will feel a round and hard
part which IS movable If the buttocks are felt, they will be Irregular, bulky, and softer
than the head, and the top of the uterus will feel full and not easily moved If there IS
a transverse he, the fundus will feel empty

Step 2 Second Palpation
HOW Continue to face the woman's head Place both hands further down on the
abdomen, push down With one hand, pushing the fetus to the other side of the
abdomen (See Figure 1, Step 2) Feel the fetus so that you can tell the parts
Gently move the baby from side to side to more easily tell whIch side has the back
and which side has the arms and legs

FINDINGS A firm, continuous, smooth part will be the back of the fetus If you feel
small, bumpy, Irregular parts which may move or hIt your hand, these will be parts of
the fetus such as the feet or knees If you cannot feel the back on either side, this
will tell you that the back IS towards the back of the mother, a postenor position A
transverse he IS when the baby's body IS felt across the abdomen

Step 1 Step 2

Figure 1 Palpation Steps to Decide the Position of the Baby
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Step 3 Third Palpation
HOW Continue to face the woman's head Have the woman bend her knees Grasp
the part of the baby In the lower part of the abdomen (See Figure 2, Step 3) Ask
yourself "What IS In the lower part of the abdomen?" Compare to your findings of
the first palpation

FINDINGS If the mass moves up, the presenting part IS not engaged Most often,
the head IS the presenting part This IS a vertex presentation If the head IS the
presentmg part, try to move It from side to side If the head cannot be moved, the
head IS engaged If neither the head nor the buttocks can be felt In the lower
abdomen, the baby IS lying sideways, a transverse presentation

Step 4 Fourth Palpation
HOW Turn and face the woman's feet Make sure that the woman's knees are bent
Place both hands on the Sides of the abdomen and press them towards the pelVIS
(See Figure 2, Step 4 )

FINDINGS Compare the findings to the other palpations and figure out the
presentation Ask yourself, "00 I feel more then one baby?"

Step 3 Step 4

Figure 2 Palpation Steps to DeCide the Position of the Baby
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B FEEL the level of the head (descent)

FEEL the level of the head or presenting part Landmarks used In measunng the
descent are the fetal head and the maternal pelvIc bnm (Inlet) (See Figure 3 )
FEELING the fetal descent through the abdomen IS more comfortable for the mother
than a vaginal examination

SINCIPUT

PELVIC BRIM

'1f----------jy~_OCCIPUT

Figure 3 Landmarks for Descent



Monitoring Labor Progress 316 Uf~avIngSkills CACNM 1998

Stand at the side of the woman If you are right handed, stand at the woman's right
side FEEL the head with your right hand (See Figure 4) The head can be moved
When all of the head IS felt, It IS measured as five-fifths above the brim Five of
your fingers can cover the head above the brim

Figure 4 Level of Head above the PelvIc Brim, Five-fifths
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When the baby's head IS four-fifths above the brim, It IS Just entering the brim
When It IS three-fifths above, 3 of your fingers can stili go partially round the head

Figure 5 Level of Head above PelvIc Brim, Two-fifths

When It IS two-fifths above the brim, only 2 fingers measure the head because more
than half of the head has entered the brim You can no longer feel the roundness of
the head The head IS now ENGAGED It IS almost Impossible to move the head

When the head IS all the way m the pelvIs you can not feel It abdommally You will
learn how to plot the level of the head on the labor graph (partograph) later In this
module

C LISTEN to the fetal heart rate

Llstemng to the fetal heart rate IS a safe and reliable way of knowing how the baby IS
dOing dUring labor If the heart rate IS above 160 or below 120 beats per minute, the
baby may be having problems

HOW Have the woman lie on her back Find the heart beat before a contraction
Use a fetal stethoscope to listen for the fetal heart sounds over the chest or back of
the baby You will know where to find the chest or back of the baby after palpating
the abdomen LISTEN carefully In all four areas of the abdomen When you find the
place where the heart beat can be heard the loudest, count the number of beats In a
minute after the strongest part of the contraction

1.:1,0
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LISTEN Just as a contraction IS finishing to determine how well the baby IS standing
(tolerating) the stress of labor If the heart rate IS less than 120 at the end of the
contraction, continue to listen and time how long It takes to come back to normal
Late slOWing of the fetal heart (late deceleration) IS a severe form of fetal distress
ACTION

COUNT AND RECORD THE FETAL HEART RATE
EVERY 30 TO 60 MINUTES DURING ACTIVE LABOR

Vaginal Exammatlon

The reasons for dOing a vaginal examination when the woman IS In labor are
1 to FEEL the thinning, shortening (effacement), and opening of the cerviX,
2 to FEEL the POSition of the presenting part,
3 to FEEL (assess) caput, molding, and bag of waters (liquor and membranes), and
4 to FEEL (assess) the pelvIc size on admiSSion (See page 3 69)

A vaginal examination does not feel very comfortable and can be a cause of
infection In the woman It IS Important to do a vaginal examination ONLY when It IS
necessary You need to do a vaginal examination when you first LOOK and FEEL
(evaluate) the woman DO A VAGINAL EXAMINATION EVERY FOUR HOURS
WHEN A WOMAN IS IN ACTIVE LABOR Some women, like multiparas, may need
to be exammed more often when they are m advanced labor

You may need to do a vaginal examination

• To deCide whether a woman IS In labor
• To mOnitor progress of labor
• To figure out the presentation or POSItion
• To make sure the CORD IS NOT PROLAPSED
• Before gIVIng an enema to a multiparous woman

Procedure

1 Explain to the woman what you are gOing to do Gather your equipment (Do an
abdominal examination before dOing a vaginal examination)

2 Ask the woman to lie on her back With her knees bent and her legs spread apart

LOOK at the woman's genitals for discharge

A whitiSh, clear, watery, or blood tinged discharge may be mucous plug or liquor
(amniotic flUid) Remember, breech presentation may have a yellOWish or
greenish stained liquor Meconium (baby's stool) discharge from the vagina may
be a serious warning sign Management of thiS problem IS discussed In the
section, Baby's Distress, page 3 29
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3 Clean the genital area
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• Wash the woman's genital area with soap and water

• Wash your hands with soap and water, put on stenle or high-level disinfected
gloves, If available

• Use cotton balls or cloth squares and antiseptic solution or soapy solution to
wipe the woman's genital area from front to back

• Repeat the WiPing from front to back until the genital area IS clean

4 FEEL the vaginal walls and cervix

• Dip the Index and middle fingers of your gloved hand Into an antiseptic lubncant

• Hold the woman's labia apart with the thumb and Index finger of your other
gloved hand Gently Insert the 2 fingers of your hand Into the woman's vagina
Once your fingers are Inserted, do not take them out until the examination IS

fimshed, this decreases the nsk of infection

• Feel the woman's vagina Move your fingers around the vaginal wall Feel for
hard scarring Move your fingers to the back of the vagina Feel for stool In the
rectum

• Feel the cervix With the tiPS of your fingers Check ItS firmness and thickness
and deCide how much the cervix has thinned, thinning of the cervix IS
effacement Determine how much the cervix has opened, opening of the cervix
IS dilatation Measure the dilatation In cm, complete dilatation IS 10 cm (See
Learning Aid 1 - Cervical Dilatation Measurements, page 3 65, for information on
how to convert finger measurements to cm)

CERVICAL EFFACEMENT (THINNING) AND DILATATION (OPENING) ALLOW
THE BABY TO PASS OUT OF THE UTERUS FULL EFFACEMENT HAPPENS
WHEN THE CERVIX IS VERY, VERY THIN (It IS as thin as the skin on a
mango) COMPLETE DILATATION OCCURS WHEN THE CERVIX IS NO
LONGER FELT

5 FEEL the bag of waters (membranes) The membranes may be Intact until the
cervix IS fully dilated and may need to be artifiCially ruptured (ARM) With a stenle
Instrument The membranes feel like a full balloon

If the membranes are ruptured, the water (amniotic flUid or liquor) should be
clear If the water IS stained from the meconium (stool of the baby) or If there IS
very little or no water, the baby may be distressed The meconium may indicate
hYPOXia (too little oxygen to the brain) MeCOnium IS frequently seen In breech
presentation
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6

•
•
•

FEEL the presenting part of the baby and use this information with your
abdominal examination findings to confirm (Identify) which part of the baby IS at
the cervix

A vertex presentation means that the head IS at the cervix
A breech presentation means the buttocks or legs are at the cervix
A transverse presentation means the baby IS lying Sideways In the uterus, and
an arm or shoulder may be at the cervix

POSTERIOR FONTANELl.E

Figure 6 Fontanelles and Sutures

• IF THE HEAD IS at the cervix, feel the fontanelles to decide the position of the
baby The antenor fontanelle IS a diamond shaped JOining of four sutures The
postenor fontanelle IS a triangle JOining of three sutures In a well-flexed vertex
presentation, only the postenor fontanelle IS felt If the head IS not well flexed
(deflexed), both fontanelles are felt

• FEEL for caput and molding Feel the suture lines for separation, severe
overlapping of the bones can be a sign that the head Will not fit through the
pelVIS of the woman (cephalopelvIc disproportion) See molding on page 3 46
and In Learning Aid 3 - Measunng the PelVIC Size, page 3 69

7 FEEL how far the baby has progressed Into the pelVIS Compare thiS finding to
your abdominal palpation of descent of the baby's head

8 FEEL for the absence of the umbilical cord, the cord IS prolapsed when It drops
through the cervix before the presenting part, It Will feel like a soft, pulsating
cord See Module 10 Other Emergencies, Umbilical Cord Prolapse, page 10 7

9 Remove your hand from the woman's vagina Help her turn to a comfortable
posItion

10 Explain your findings to the woman and her family Record your findings on the
labor graph (partograph)
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What Did I Learn? Find out what you know and understand of this sectIon of the
module by answering the following questions When you are finished, look for the
answers In the module on the pages listed In parentheses ()

1 Why do you examine a woman In labor? (page 3 10)

2 List the steps of a general phySIcal examination (pages 3 10 - 3 11)

3 DeSCribe the steps used In palpation to deCide the posItion of the baby
(pages 3 11 - 3 17)
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4 What IS engagement? How can you find out If the baby's head IS engaged?
(page 317)

5 Why do you listen to the baby's heart rate? What are the normal heart rates?
(page 317)

6 Why will you do a vaginal examination? List three reasons (page 3 18)
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Skill Labor Admission and Monitoring - IDENTIFY THE PROBLEMSI
NEEDS and TAKE APPROPRIATE ACTION

The third and fourth steps that happen when seeing a woman In labor are IDENTIFY
THE PROBLEMS/NEEDS and TAKE APPROPRIATE ACTION

The midwife IS an expert on caring for pregnant women, finding high risk women and
recognizing complications In order to Identify the problems/needs and take the
appropriate action, you must fully understand the normal findings discussed In ASK
and LISTEN, LOOK and FEEL If you have any questions about these, go back
and review the information

Labor IS a natural process demanding a woman's total physical and emotional effort
You will find women In various stages of labor when you go to them at home or when
they come to you at the maternity You will have to adjust your actions to meet their
needs The normal needs of a woman In labor are comfort, emotional support,
cleanliness, nutrition, hydration and elimination Look at your midwifery textbook to
review normal labor progress

ASK and LISTEN for PROBLEMS and TAKE APPROPRIATE ACTION

If you Identify any of the following problems when you ASK and LISTEN, refer the
woman You may find these problems dUring antenatal care or when a woman
comes to you In labor Consult your midwifery textbook for discussions of these
problems

Women with these problems need to deliver In a hospital, If at all possible

• more than four pregnancies • problem with the last delivery
• older than 35 years vacuum extraction or forceps
• younger than 16 years delivery, retained placenta,
• pre-eclampSia or eclampsia severe bleeding, prolonged
• deformed pelvIs or leg and labor

no prevIous vaginal delivery
• two or more mlscarnages • present pregnancy problems
• stillbirth twinS, transverse lie,
• prevIous cesarean section hemorrhage, small pelvIs,
• height below normal for severe anemia

ethnic group
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LOOK and FEEL for PROBLEMS and TAKE APPROPRIATE ACTION

A woman In labor who suffers a problem that threatens her life and the life of her
baby IS In distress (trouble) Labor and delivery strains all of a woman's physical
and emotional systems For this reason, mOnitoring the mother's condition dUring
labor and delivery IS as Important as mOnitoring the baby's condition

If action IS not taken to relieve the mother's distress, the problem may lead to death
Late signs of mother's distress Include anxIous expression, paleness around
mouth, perspiration on upper lip, dry mouth, concentrated Urine, and dark
vomit

REFER -- You will find this written throughout the actions Each midwife Will have
to make the deCISion according to her situation If It IS Impossible to transport a
woman, decide what you can do to try to keep the woman and her unborn baby alive
If you are at a hospital, call the doctor while you begin the actions

Use the follOWing chart to find (Identify) the reason for the mother's or the baby's
distress Follow the actions to be taken Each time you refer a woman, ask the
doctor to help you update the actions It IS Important to check often for information
on Improved ways to give care and new treatments that may be available

Mother's Distress In Labor

VITAL SIGNS Blood Pressure (BP)

FINDINGS BP above 140/90
ACTION Take every 30 minutes for 3 times, have her lie on her left SIde, hydrate

If BP decreases, continue to mOnitor every 2 hours dUring labor
If BP IS stili high (elevated), REFER If ImpOSSible to refer and
• close to delivery prepare for delivery, hydrate, be ready for possible
convulsions, a depressed baby, and postpartum hemorrhage
• early labor continue hydration, be ready for convulsion, refer to
Pregnancy Induced Hypertension In Module 2 Quality Antenatal Care

FINDINGS BP high AND headache, OR blurred VISion, OR brisk/qUick reflex
(hyper-reflexla), OR edema of face, hands, feet, or vulva

ACTION REFER If referral IS ImpOSSible and
• close to delIVery give Intramuscular magnesium sulfate 10 grams (gm)
OR Valium 20 milligrams (mg), deliver qUickly With vacuum extractor,
give OxytOCIC right away after delivery, be prepared for depressed baby
and convulSion In woman
• early labor give Intramuscular anticonvulsant as above REFER If at
all pOSSible MOnitor labor, bedrest, and watch for signs of eclampSia



Monitoring Labor Progress 325 lJf~av,"gSkills Q ACNM 1998

VITAL SIGNS Blood Pressure (BP), continued

FINDINGS BP below 90/60
ACTION Take every 30 minutes for 3 times Hydrate If stili 90/60 or lower, look

for cause including Illness, bleeding, infection, or shock, refer to
Prevention and Management of Shock In Module 8 Hydration and
Rehydration REFER If close to doctor, If pulse and temperature are
normal continue to mOnitor labor, or If close to delivery, deliver

VITAL SIGNS Pulse

FINDINGS
ACTION

Pulse continuously above 90 or below 60 beats per minute
Take pulse every 30 minutes for 3 times between contractions, hydrate
If the condition remains the same, look for cause, If blood pressure and
temperature normal, continue to mOnitor labor and deliver REFER If
close to doctor

VITAL SIGNS Temperature

FINDINGS Temperature 38°C (100 6°F) or above
ACTION LOOK for signs of infection, malana or dehydration - - refer to Module 7

Prevention and Treatment of SepsIs, and Module 8 Hydration and
Rehydration for additional information REFER to doctor If needed

BREATHING

FINDINGS Respirations above 40 per minute between or dunng a contraction,
woman has difficulty getting her breath

ACTION Encourage the woman to breathe deeply and relax to make sure she IS
not hyperventilating Hydrate REFER If no change In her condition
and/or continue to mOnitor labor and deliver, be prepared for depressed
baby

HEART

FINDINGS Distended (bulging) neck veinS, Irregular heart rate, or unusual heart
sounds May have edema or high blood pressure

ACTION Take action according to edema or high blood pressure above
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ABDOMEN Contractions, Bleedmg, Early Rupture of Membranes

FINDINGS Regular contractions before 28 weeks with or without bleedmg
ACTION REFER to Incomplete Abortion Care In Module 10 Other EmergenCies

FINDINGS Regular contractions, after 28 weeks, no bleedmg
ACTION MOnitor, she may deliver, be prepared for premature baby

FINDINGS
ACTION

Regular contractions, after 28 weeks, ruptured membranes
MOnitor, she Will probably deliver, be prepared for premature baby
Refer to Module 7 Prevention and Treatment of SepsIs, Prevention of
Chorloamnlonltls, page 7 12

FINDINGS Regular contractions, after 28 weeks, severe bleedmg
ACTION REFER Look at Module 5 Prevention and Treatment of

Hemorrhage, and Module 8 Hydration and Rehydration

FINDINGS Hard uterus, no relaxation of the uterus, term -- think abruptio placenta
ACTION Give Intramuscular analgesIc, Intravenous infusion, REFER as soon as

possible

FINDINGS

ACTION

FINDINGS
ACTION

Last 3 months of pregnancy, no abdommal pam, little bleedmg -- think
placenta previa
• Signs of shock give Intramuscular analgesIc, Intravenous infusion,
REFER as soon as possible
• No shock, No transport mOnitor for labor, Intravenous infusion,
bedrest, If labor starts within 24 hours, proceed with normal delivery Be
prepared for hemorrhage, give OxytOCIC, mOnitor postpartum
• If labor does not start, REFER as soon as possible

Weak contractions, Irregular, term
Sedate, hydrate, mOnitor closely for 4 hours
• If contractions stop, mOnitor twice a day until labor starts, proceed with
normal delivery
• If no progress and weak, Irregular contractions continue, REFER as
soon as possible MOnitor for Infection and labor until referral possible

ABDOMEN Uterus Shape

FINDINGS Uterus Wider than long transverse lie
ACTION REFER as soon as possible If In labor, give Intramuscular analgesIc,

Intravenous infusion, and broad spectrum antibiotiC
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ABDOMEN Descent

FINDINGS Presenting part not engaged, term, dilatation 3 cm or more, first
pregnancy, active labor

ACTION Assess pelvIs, give Intravenous infusion, have woman change position
often and walk, mOnitor for 4 hours, If no progress, arrange to REFER
as soon as possible

ABDOMEN Presentation

FINDINGS
ACTION

Breech presentation or transverse lie
Do vaginal exam
• If breech and cord felt assist woman Into knee chest posItion, see
Module 10 Other Emergencies, Umbilical Cord Prolapse, page 10 7
• If breech and no cord felt - do episiotomy In second stage, see Module
10 Other Emergencies, Breech Procedure, page 10 16
• If transverse lie give Intramuscular analgesIc, Intravenous infusion,
and broad spectrum antibiotic, REFER, as soon as possible

ABDOMEN Bladder

FINDINGS Full or distended bladder
ACTION If unable to urinate, catheterize

VAGINA Cervical Dilatation

FINDINGS

ACTION

FINDINGS
ACTION

FINDINGS
ACTION

Less then 3 cm dilatation In 8 hours with contractions of 2 or more In 10
minutes, each lasting 20 seconds or more
REFER, If transportation delayed, give Intramuscular analgesIc,
Intravenous infUSion, and continue to mOnitor

Dilatation on labor graph moves to the right of the alert line
REFER, unless delivery IS about to occur, continue to mOnitor, be
prepared for cord around the neck of the baby, depressed baby, and
postpartum hemorrhage
• If delivery not about to occur, give Intramuscular analgesIc, broad
spectrum antibiotic, and Intravenous InfUSion, continue to mOnitor until
transportation available for REFERRAL

Dilatation on labor graph reaching or crossing the action line
The woman should be In hospital The doctor Will make the deCISion for
action reassess pelVIS and If adequate, continue to mOnitor for 4 hours,
hydrate, augment labor and/or cesarean section
• If not at hospital, reassess pelVIS If adequate, no distress In mother or
baby -- hydrate, ambulate, mOnitor labor for 4 hours, and reevaluate
• If unable to refer to hospital, reassess pelVIS and hydrate

- adequate pelVIS ambulate, mOnitor 4 hours
- not adequate pelVIS give Pethidine 100 mg Intramuscular, try
again to organize transport
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FINDINGS Meconium discharge, may be yellow or green stained fluid or thick
greenish discharge with ruptured membranes Think of fetal distress

ACTION Check condltton of baby and cervix, If delivery not very soon, REFER
Be prepared for Infant resuscitation

FINDINGS Greenish, thick or frothy (bubbly) vaginal discharge, membranes mtact
Think of gonorrhea

ACTION Give broad spectrum antibiotics Be prepared to treat baby's eyes

FINDINGS Black, thick vaginal discharge Think of breech presentation
ACTION Check condition and presentation of baby Refer breech presentation,

If any problems, See Module 10 Other Emergencies, breech delivery

VAGINA Membranes Labor must begin wlthm 8 hours after membranes
rupture, and delivery must be completed wlthm 15
hours, or referral necessary

FINDINGS

ACTION

FINDINGS

ACTION

FINDINGS
ACTION

Ruptured less than 8 hours, no contractions, term, clear or milky liquor,
fetal heart tones In normal range
• If head not engaged, mOnitor for cord prolapse, hydrate, bedrest
• If head engaged walt for labor, hydrate, encourage walking and
resting, watch for prolapse cord, watch for signs of infection

Ruptured 8 hours or more, no contractions, term, clear or milky liquor,
fetal heart tones In normal range
MOnitor for prolapse cord, give broad spectrum antibiotic, hydrate and
REFER

Ruptured before labor begins, term, prolapse cord
Refer Prevent pressure on the cord Prevent the cord from bemg
squeezed See Module 10 Other Emergencies, page 10 7 for the
procedure

FINDINGS Ruptured before labor begins and pregnancy 28 to 36 weeks, do not do
a vagmal examination

ACTION Give broad spectrum antibiotics and REFER

MOnltonng the baby dunng labor should give you early warning when a problem
threatens the baby's life (distresses the baby) Use the chart on the next page showing
the three FINDINGS and ACTIONS for a baby In distress dunng labor

Vf(
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Baby's Distress In Labor
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HEART RATE

FINDINGS A baby's heart rate faster than 160 or slower than 120 beats per mmute
mdJcates a problem A sudden change In the sound of the heart rate
can also mean the baby IS dIStressed A heart rate of 100 or slower
means very severe distress and ACTION should be taken A heart rate
which IS less than 120 at end of contraction and IS slow returmng to
normal means severe distress and ACTION IS necessary Be prepared
for a depressed baby at delivery

ACTION In second stage Hydrate mother, help change the mother's posItion and
deliver her as soon as possible making an episiotomy and uSing the
vacuum extractor, If available Remember to check for cord around the
neck as soon as the baby's head IS delivered

Not In second stage LISTEN to the heart rate between each
contraction Change the mother's position frequently after listening to
an abnormal heart rate Hydrate, watch for cord prolapse, and REFER
If REFERRAL not pOSSible, closely mOnitor until second stage

MECONIUM

FINDINGS The baby passes meconium stool causing a thick meconium stained
liquor (amniotic flUid) to come from the vagina of the mother The color
may be greenish or blackish The baby MAY be In distress from lack of
oxygen

ACTION Check heart rate of the baby If delivery IS not very soon, REFER, If
transportation IS delayed, continue to mOnitor labor, change POSition,
hydrate mother, be ready for delivery Be prepared to suction the mouth
and nose as soon as you see the baby's head For every baby born
With meCOnium, suction stomach IMMEDIATELY after delivery to
prevent aspiration (breathing In) of the meconium

ACTIVITY

FINDINGS The baby moves around a lot In the uterus, as If It IS haVing a problem
and IS trying to move around and get rid of the problem The baby may
even be haVing fits (convulsions) Normally the baby moves very little
dunnglabor

ACTION If delivery IS not very soon, REFER If at all pOSSible Check the heart
rate every 5 minutes If the heart rate IS stili not normal, check for
prolapse of the cord Be prepared for a depressed baby Hydrate
mother, change POSition, give broad spectrum antibiotiC, and mOnitor
labor
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What Did I Learn? Find out what you know and understand of this section of the
module by answering the following questions When you are finished, look for the
answer In the module on the pages listed In parentheses ( )

1 LIst seven problems you can Identify by asking and listening to a woman In

labor (page 3 23)

2 Define mother's (maternal) distress and give 3 examples (pages 3 24-3 28)

3 Describe three ways a baby can tell you that there IS a problem dunng labor
(page 3 29)

/

4 What can you do for fetal distress? (page 3 29 and Module 6 Resuscitation)
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Skill: Use the Partograph to Monitor Labor Progress

A MidWife's Quote

The partograph helps me diagnose abnormal tabor when Jstill have time to
refer the mother to the hospital.

LSS MJdWlfe. Uaanda

The partograph1 IS a clear way to record all labor observations on one chart It IS
Important to remember that the partograph IS a tool for mOnitoring/managing labor
only The partograph does not help you Identify other risk factors which may have
been present before labor started ThiS graph can be used In hospitals and
maternities to help Identify women whose labors are not progressing normally

The MInistry of Health many times prOVides all labor forms to government health
facIlities MidWives In private practice can have copies made for their own practice
The midWife, doctor, and auxIliary personnel caring for a woman In labor are
responsible for recording information

After the midWife ASKS and LISTENS during the history taking and LOOKS and
FEELS dUring the phySical eXamination, the information must be wntten so that the
PROBLEMS/NEEDS can be Identified The midWife Will be able to TAKE
APPROPRIATE ACTION to care for each problem or need she Identifies

Before you can use the partograph to write and Interpret the mformatlon, you must
learn about It LSS uses a labor record form with the partograph on the front and the
labor notes and the outcome of the delIVery on the back The outcome of the delivery
information can be used to take ACTION dUring the postpartum time Adapt and use
the labor record form as appropnate for your sduatlon

EqUipment
Labor record form
Pen
Fetoscope (fetal stethoscope)
BP apparatus
Pulsometer or watch
Thermometer

1 The partograph was designecl In 1970 by Dr R.H Phllpott, a professor In Obstetncs and Gynecology at the UnJYel'SJty of
Rhodesia (noN ZImbabwe) and has been used since then We WISh to thank all those who contnbutecl to the devalopment d the World
Heath OrganlZ8bon wrslOll d the partograph
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The Parts of the Partograph
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The partograph IS used to record and observe labor progress, including the dilatation
of the cervix, the descent of the head, and the frequency and duration of utenne
contractions The parts of the graph are descnbed below In the order In which they
appear on the graph In Figure 7

Top of the partograph, including name, gravida, para, registration/hospital number,
date of admission, time of admission, and time membranes ruptured, IS written at the
top of the graph

Fetal condition

• Fetal Heart Rate IS recorded to mOnitor the condition of the fetus

• Liquor or amniotic fluid IS observed and recorded as clear "e" or meconium
stained "M " If the membranes are not ruptured, record "I" for Intact

• Molding IS felt and recorded With an "0" for no molding or + (small),
++ (moderate), +++ (severe)

Maternal condition and management

• Cervical Dilatation IS the most Important observation In mOnitoring progress of
labor The dilatatIon IS plotted With an "X" The latent phase, active phase, and
alert and action lines Will be explained In detail In the skill section of this module

• Descent of the Head IS very Important In the mOnitoring of labor progress The
descent IS plotted With an "0 "

• Time IS recorded uSing the time of admiSSion as zero time The actual tIme of day
IS recorded below the hours line

• Contractions, along With cervical dilatation and descent of the head, tell the
progress of labor The contractions are recorded below the time line

• Medications - Intravenous FlUids (infUSion) are recorded In the space provided
Note that oxytOCin In labor IS to be directed only by the doctor

• Blood Pressure, Pulse, and Temperature are recorded In the space provIded

• Unne amount IS recorded every time urine IS passed Albumin (protein) and
acetone (ketone) are tested If matenals for testing are available Vomitus IS
recorded each time the woman vomits
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Name Gravida Para Hospital no

Date of admission Time of admission Ruptured membranes hours

T:
Descent 3
of head
[Plot 0] 2
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I I I I I I I I I I \I I I I I I I I I I I
I I I I I I I I I I I I I I I I I I I I I I I I 1
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V ~ /
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180
170
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Fetal 150
heart 140

rate 130
120
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10
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Cervix (cm)

[Plot X]

Time
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1

Oxytocin U/L
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Drugs given
and IV fluids

Pulse •

and

BP

180 h--I-..-I--.--h--J-..-I--.--h--hr+-,.....,h--hC+...,-jL...,-hC+...,-j-,--h-f--.H-,--+-r-f--.H-,---h-f-.,-l
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90 1-+-J-1-+--J-1-+--J-1-+--J-H--HH--HH--H-I--H-f--H-f-+-t-f-+-t-l--H-l-+-t-++-t-l--H-l-+-1
80 1-+-J-1---J--J-1-+--J-1-+--J-f-l--Hf-l--HH--HH--HH-+-J-f--H-f--H-f-+-t-f--I-I-f-+-t-++-t-l-+-1
70 1-l--I-++-l-++-l-l-+-++H-+++J-++-f++-++-lH-+-++J-++-f+t+-HH-+-++t-+-H-l
60 LL...L..LL...L..LL...L..LL...L..L..L..LJL..L..LJL..L..LJ-L...L...J-L...L...J-L...L.J-L...L.J-L...L.J-L...L...l-L...L...l-L...L...l-L..I-J

{

protem Sl
UTine acetone 1--1--+-+-+-II-+-+-+-+-t-+--+-II-+--+-+-+-/-+--+-+-+--t---lSl

1--+--I-___l_---I-.\--1---+_+-~-l--1-___l_--II--+-+--+--+-+--1--+_+-t--_1_--l ~
volume

Figure 7 Partograph - Front of Labor Record Form
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Please circle or write responses
DELIVERY
DATE TIME METHOD Spontaneous I Vacuum Extraction I CIS I Other

PERINEUM Intact I Episiotomy I Laceration

ANESTHESIA None / Local/General

THIRD STAGE
OxytOCIC Given Yes I No If Yes Type, Amount. _

PLACENTA Time Complete /Incomplete

BLOOD LOSS AMOUNT
small (less than 250 cc)
moderate (250-499 cc)
large (more than 500 cc)
significant for mother APGAR

BABY
Weight _______Grams Sex

Time Color Breath Heart Tone Reflex TOTAL

1 min

5 min

Male / Female

Baby Position Vertex I Breech I Other

COMPLICATIONS OF MOTHER I BABY

Midwife Name Date _

Figure 7 Labor and Delivery Notes - Back of Labor Record Form
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On the BACK of the labor record form, there IS space for labor notes and delivery
outcome This part of the form can be modified to fill the needs of your own health
center or labor ward You may want to add or adapt your labor form as shown In this
module, or use this one If you do not already have a labor record form You may
choose to have one sheet for labor notes and a separate sheet for outcome of
delivery

Labor Notes IS a space for recording additional care during labor For example, each
time you give mother fluids to drink or food to eat, record It here When the mother IS
up walking around, has a very bad backache, or takes a bath, record her activities
Write any information about what IS happening dUring the labor that you do NOT write
on the partograph This information IS EXTRA or IN ADDITION to the information you
write on the partograph

Dehvery mformatlon IS a place to record what happened dUring the delivery The
following information may be Included In the delivery outcome

• Delivery date, time, method record the date and time Record the method as
spontaneous, vacuum extraction, cesarean section

• Perineum and anesthesia record whether perineum IS Intact, any laceration or
type of episiotomy and repair Record any anesthesia given, such as local,
pudendal block, or general

• OxytOCIC record the type given, the time and method of administration

• Placenta and membranes record time of placental delivery, type, and complete or
Incomplete

• Blood loss amount small (less than 250 cc), moderate (250 to 499 cc), or large
(more than 500 cc)

APGAR of Newborn (Refer to Module 6 Resuscitation, page 616 for information on
APGAR)

• Record the baby's APGAR after birth at one and 5 minutes

Newborn Baby Details record delivery information including baby's position, sex,
weight, and length

Complications or problems of the mother or baby Use this section to write any
problems Details of management should be recorded on either a postpartum record
or newborn record

MidWife or person dehvenng and the date are always filled In at the end of recording
the information ThiS IS very Important for follow up In case additional Information IS
needed
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Procedure

When a woman IS admitted In labor, a complete evaluation of her condition and the
condition of her baby IS done This Includes a history and physical eXamination, with
both abdominal and vaginal examinations The following Informatron will help you
learn how to record, observe, and Interpret your findings on the partograph

1 PROGRESS OF LABOR

Cervical Dilatation

The first stage of labor IS diVided Into the latent and active phase

• The latent phase, a penod of slow cervical dilatation, IS from athrough 2 cm With
gradual shortenrng of the cervix

• The active phase, a penod offaster cervical dilatation, IS from 3 to 10 cm

----Look at the graph In Figure 8 Along the left Side are the numbers 0 to 10 Each
number/square represents one cm dilatation

.-J---Along the bottom of the graph are numbers 0 to 24 Each number/square represents
one hour Wnte the time at admiSSion on the line

Figure 8 Recording Cervical Dilatation

10
Active P~ase 1/ V9

V V8 # ~

~7 ~

V 1/6

/ /5
/ /4

/ /
3

2.... I Latenl Phase

,{
,

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24

1~j~rt'I

'*

The dilatatIon of the cervix IS recorded With an X Look at Figure 8, to see how the
dilatation IS recorded The first vaginal eXamination, on admission, IS recorded
Vaginal examinations are made at least every 4 hours Women, partiCUlarly
multipara, may need to be checked more frequently In advanced labor

T
Cervix (em)

[Plot Xl

T
Descent
01 head
[Plot OJ

1"L----Tlme
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Exercise 1 Plotting cervical dilatation In the LATENT phase

The latent phase normally may take 8 hours When the woman IS admitted In the
latent phase, dilatation of the cervix IS plotted with an X on the line marked zero
Vaginal examination IS made every 4 hours If the membranes have ruptured and
the woman has no contractions, a very careful vaginal examination IS made upon
admission to make sure the cord IS not prolapsing Cervical dilatation, and the
position and descent of the head are also determined

Cervical dilatation IS plotted with an X If progress IS satisfactory, the X Will
remain on or to the left of the alert line

B

10 .-.-,...-....---,----...-...--.--..---..---...,_~...,_...,___r_~__r__.___._~___.____.__,__,____,

ActIve PhasPjr" 1/ 1/
9f--+--+--1--1--1--+--+--+--+-~Y--+--+--I--+--+--+--I--+--+----t----t--+--1

/ 1/ ~'l-I/--1-~I-+--1--+---i
J &-I-+-~'t-o/

7 1--!---f--I---I----+-I--+--+-+-I-I-/-4V~-+-+-+I/~-'--+-+-+--l--1--+-+----l

6 1--+-+--+-+--+--+-+--+--+l-f--V~+--+-+-V-I-+--I--+---I---l-+----1f--+--1

T : IV V
Descent 3 \ V 1/
of head Latent Ph~~1--" -- -, ~
[Plot OJ 2 1--_..... "

I l'!J-- V

---' JH..ours l' 1 2 3 4 5 6 7 B 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24

Time! ~ =: !j -E:!-t"ll ~ ':::l-. \t)1 '-5 t:--. 00

T
Cervix (cm)

[PlotXj

Figure 9 Recording Dilatation

Find the follOWing on Figure 9
• Admission was at 9 am and the cervix was one cm dilated
• At 1 pm the cervix was 2 cm dilated
• At 5 pm the cerviX was 3 cm dilated when she entered the active phase of

labor,
• At 8 pm the cervix was 10 cm
How many hours was the latent phase of labor?
How many hours was the active phase of labor?

ANSWERS - Exercise 1
• The latent phase of labor began on admission at 9 am and the cerviX was 1 cm

dilated The latent phase of labor ended at 5 pm when the cervix was 3 em
dilated The latent phase lasted 8 hours

• The active phase began at 5 pm when the cervix was 3 em dilated and ended
at 8 pm when the cervix was fully dilated The active phase lasted 3 hours

CERVICAL DILATATION IS PLOTTED WITH AN X
IF PROGRESS IS SATISFACTORY, THE X WILL REMAIN ON OR TO THE LEFTOF THE ALERT UNE
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Exercise 2 Plotting cervical dilatation from latent to active phase

When dilatation IS 0 through 2 cm, plotting, there IS an alert line, a straight line
running through the boxes from 3 to 10 cm When labor goes Into the active
phase, plotting must be moved by a broken line to the alert line See the example
In Figure 10

5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 2~ 21 22 23 24

- - - - - ~ ..c- fIX Qt~

10 r--'--""--"r---r--.--r--r--r-.,.-.,.---r---r---r--r~-:: ... , ~
Act ve Phase 7" ~ "

91--1--+-+--1-+--1--1-+-+-+-+-+-+--#-+--+--+--1---1---1--+--+--+--1
8 1--I1--I-I-I-t-t--+-+-+--t--+-JJo. ~ !i.''l-

V=--+-l--1--l--+--+--1
-0 ~o/71--1--+---I--I--I-+-+-+-+-+--+--;#--+--+--+--"l--t--+--+----+----+--+-+-I

... 1.- -- -- - --.~~ V61--1--+---i--3F-+-+-+-+-+--+-:::'ii)(II'"'-+--+--+--I--t--t--+--+----+---t--+-+-I
/' 7r- /

T
5

4 1--+----¥-/-t--t-t--t-t--t-#-/--+---i-i-:II'/t.........j--+--+-t--t-t--;--t-t--+--1

Descent 3 / / V
01 head ...,/ Latent Phase
[Plot OJ ~"

__ 1ours ~ 1 2 3 4

Time Co II, (" :_ <: -
\6 \~ -. - 1-

T
Cervix (cm)

[PlotXj

Figure 10 Plotting Cervical Dilatation from Latent to Active Phase

Look at the following information on Figure 10

• Admission time was 2 pm and the dilatation was 2 cm

• At 6 pm, the dilatation was 6 cm - active phase, move the time and dilatation
from latent to active phase on the alert Ime Remember to use a dotted line
for the move

• At 10 pm, the cervix was 10 cm

How many vaginal examinations were performed?

How long was the first stage of labor at the maternity?

ANSWERS - Exercise 2
• Vaginal examinations were performed at 2 pm, 6 pm, 10 pm
• First stage of labor was 8 hours, beginning at 2 pm and ending at 10 pm
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• The latent phase IS from 0 through 2 cm dilatation and IS accompanied by gradual
shortening and thinning (effacement) of the cervix It should normally not last
longer than 8 hours

• The active phase IS from 3 to 10 em, and dilatation should be at the rate of at
least one cm/hour

• When labor progresses very well, the dilatation should remain on or to the left of
the alert line

• When admission takes place In the active phase, the admission dilatation IS
Immediately plotted on the alert line

• When labor goes from latent to active phase, the dilatation (plot X) IS Immediately
moved (using a broken line) from the latent phase area to the active phase area
on the alert line
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Descent of the Fetal Head

For labor to progress well, dilatation of the cervix should be accompamed by descent
of the head Measunng the descent of the baby's head helps the midwife follow the
progress of labor

Descent of the head IS measured by palpating the head through the abdomen and
recording the findings every hour As discussed In LOOK and FEEL, page 3 11,
descent IS measured In "fifths" of the head palpable above the pelVIC brim

Descent of the head should always be assessed by abdominal examination
Immediately before dOing a vaginal exammatlon so that you will know where to
expect to feel the head during the vaginal exammatlon

ExerCise 3 Plotting descent

To plot descent of the head, look on the left Side of the graph and see the word
.-+-descent With lines gOing from 5 to 0 Plot the descent With an 0 on the graph

10 r---r---r----.-r--.---,--,---r-.I.r--r---r---r--r-""'V---,----r--r-""'V---,-----.-r---.----,--,
Active Phase

9

a
I--il--l--l-t--+--+-+-+--+-+-+-+--t-V~-t---t-~-t/~"-----t-+--+-+-+--i

f-f-f-f-f-f-f-f-f-t---ir--I----'&.~+-~~~,..-+--l-+--t--1-1--1T
Cervix (em)

[Plot Xl 7 V V
6 V VvT 5 V V

/ 4 t--I--t--t--t--+--t--l---r--I-+-t--I--I--+--+-+----t--t---t--t--+--t--l---I

:::: Descent 3 / /
'" ""- of head Latent Phase

""'" [Plot OJ 2

_~ours ~ f-1f--2i-3i-4+--5-1-6-1-7+-a-J--+g-1-+0-1-+1-1-+2-1-+3-1-+4-1-+5-1-+6-1-+7-1-ia---l1gr--20f-21f--22+--23t--i24

Time

Figure 11 Plot Descent of the Head

Record the follOWing on the graph
• On admission at one pm, the head IS 5/5 (five-fifths) above the pelVIC brim and

the cervix IS one cm dilated
• After 4 hours, the head IS 4/5 (four-fifths) above the brim and the cervix IS 5 cm

dilated Labor IS now In the active phase Cervical dilatation, descent of head,
and time recordings are transferred to the alert line

• After 3 more hours, the head IS 1/5 (one-fifth) above the pelVIC bnm and the
cervix IS 10 cm dilated

• How long was the first stage of labor In the matermty?



Monitoring Labor progress 341

ANSWERS - Exercise 3

Ltfe-SalJlng Skills C ACNM 1998

T
Cervix (cm)

[PlotXJ

T
Descent
of head
[Plot OJ

10urs
Time

0
ActIve Phase I ~ V V

9
V V V~8 h'9 ~7 ~

// /6

~
~ "~- - f- - t- 1-..\ " /
~r-r-~~ lZ ~ V4
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Figure 12 Plot Descent of the Head

• On admission at 1 pm, the head IS 5/5 (five-fifths) above the pelvIc bnm, and
the cerviX IS one cm dilated

• After 4 hours, the head IS 4/5 (four-fifths) above the bnm, and the cerviX IS 5 cm
dilated Labor IS now In the active phase Cervical dilatation, descent of the
head and trme recordings are moved to the acbve phase

• After 3 more hours, the head IS 1/5 (one-fifth) above the pelvIc bnm and the
cervix IS 10 cm dilated

• The first stage of labor In the matermty was 7 hours

POints to Remember

• Measunng the descent of the baby's head helps the midwife follow the
progress of labor

• An abdominal examination must always be done before a vaginal
examination
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Good utenne contractions are necessary for progress of labor Normally, contractions
become more frequent and last longer as labor progresses A woman must be m
labor for the partograph to be useful In momtonng labor progress

Start a Partograph
• In latent phase If contractions are at least 2 or more In 10 minutes, lasting 20

seconds or more, to mOnitor labor progress, OR

• In active phase If contractions are at least one or more In 10 minutes, lasting
20 seconds or more, to mOnitor labor progress, OR

• In early labor to mOnitor If labor IS established Sometimes a woman may be
mOnitored In early labor with 4 hourly observations plotted on a partograph
There IS no harm In thiS At the end of 8 hours, there may be no change In

the cervix, or contractions may have stopped completely If all observations
are normal, including blood pressure, pulse, temperature, and fetal heart
beat, and If the woman IS not sick AND membranes are not ruptured, then the
woman may rest or go home for a while until labor contractions begin A new
partograph should be started when the woman returns In labor

Recording on the Partograph
Below the time line and at the left hand Side, contractions per 10 minutes IS
wntten

5,.....,--r-r---r-T-r-.--.--r-r---r-T-.--.--.-,....-,--,--,.-,--,;--r-.,.........,-,-~-.--r-r--r-r-...,.....,-r-,....,..--r-r---r-T-r-.--.-.,.--r-,

Contractions ~ H--I-I-+-I--+-H--I-I-+-I--+-H--I-I--t-+-Hr-+-t-+--l-+-l-i-+-l-I--I-I--l-i-+-l-I--I-I-+-I--+-H-+-H

~~ H--I-+-+-t-l-H--I-+-+-t-l-H--I-++-t--HH-+-t--H--H-I-H--I-++-t-l-I-t--I-+-+-t-l-I-t--t-H

Figure 13 Recording Contractions

Squares are numbered from 0 to 5 Each square represents one contraction, so If
2 contractions are felt In 10 minutes, 2 squares Will be shaded The squares
below show the key to the 3 ways the strength of contractions are recorded on the
partograph

1::;1 Dots are for mild contractions of less than 20 seconds' duration

~ Diagonal lines indicate moderate contractions of 20 to 40
seconds duration

II Solid color represents strong contractions of longer than 40
seconds
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exercise 4 Plotting contractions on a partograph
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Figure 14 Plotting Contractions

Find the following on the above graph

• The woman was admitted at 2 pm In the active phase of labor

• The cervix was 3 cm dilated, the head was 4/5 (four-fifths) above the pelvIc
brim

• Contractions were 3 In 10 minutes, each lasting between 20 to 40 seconds

• At 6 pm, the cervix was 7 cm dilated, the head 3/5 (three-fifths) above the brim,
and contractions were 4 In 10 minutes, lasting between 20 to 40 seconds

• At 9 pm, the cervix was 10 cm, the head 0/5 (no fifths) above the brim,
contractions were 5 In 10 minutes, lasting over 40 seconds

Pomts to Remember

• Contractions are observed for frequency and duration
• The number of contractions In 10 minutes IS recorded

• The three ways of recording the duration of contractions are up to 20 seconds,
20-40 seconds, more than 40 seconds

• Record contractions below the correct time on the partograph



Monitoring Labor Progress 344 Life-SaVlng Skills C ACNM 1998

2 THE FETAL CONDITION

Fetal heart rate, membranes, liquor (amniotic flUid), and molding of the fetal skull
bones give information about how the baby IS dOing dUring the labor

Fetal Heart Rate

Llstenmg to and recording the fetal heart rate IS a safe and reliable way of knowmg
that the fetus IS well Listen to the fetal heart rate for a full minute Immediately after
the strongest part of the contraction, with the woman Iymg on her back

The fetal heart rate IS recorded at the top of the partograph, Figure 15 There are
spaces to record the fetal heart rate every half hour Each square represents 30
mmutes Take and record the fetal heart rate at least every hour, and every half hour
when possible The lines for 120 and 160 beats per minute are darker to remind the
midWife that these are the normal limits of the fetal heart rate When there are
problems, you may listen to the fetal heart after every contraction
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1/ \

I I I I I I I I I I I I I I I I I I I I II I I I I I I I I I II I II
I I I I I I I /I I II I I I I I I I I II I I I II I I I I I I I I I
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V ~ V
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/ /
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6

T:
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of head
[Plot OJ 2
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TIme

T
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51-1--H---f-H--I-I--H-t--I-I--H-t-+-+++--f-H--I-I--H-t-+-+++-t--H--I-I--H-t-+-+-H-t-i-H
Contractions ~ I-I--H---f-H--I-I--H-t--I-I--H-t-+-+++-t--H--I-I--H-t-+-+++-t--H--I-I--H-t-+-+-H-t-i-H
per 10 mlns 2 I-I--H---f-H--I-I--H-t--I-I--H-t-+-+++--f-H--I-I--H-t-+-+++-t--H--I-I--H-+-+-+-H-t-i-H

lL...L...l-.L....1..-L...!-..L...J..-l-J.....L-..l..J-...L....l---l..-.L.-l-...L...L....1..-L...!-..l..J-...L....l---l..-.L.-l-...L...L....L...-L......L.....L...J......L-J.....L-.l.-J-...L....l---l..-J-..L....J

Figure 15 Recording Fetal Heart Rate
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Membranes and Liquor (Ammotlc Fluid)

The state of the liquor or amniotic fluid can assist In assessing the fetal condition

- The following observations are recorded on the partograph Immediately below the
fetal heart rate recordmgs, Figure 16 The observatIons are made at each vagmal
examination They are

If the membranes are mtact
• write the letter "I" for Intact

If the membranes are ruptured
• liquor IS clear, write the letter "e" for clear
• liquor IS blood stained, write the letter liB"
• liquor IS meconium stalnsd, write the letter "M "
• liquor IS absent, write the letter "A" for absent

THESE MAY BE SIGNS OF FETAL DISTRESS (The baby IS In trouble) Listen
to the fetal heart rate every 5 to 15 minutes If
• liquor has thick green or black meconium
• liquor IS absent at the time membranes rupture
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Figure 16 Record Status of Membranes and Liquor
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Moldmg of the Fetal Skull Bones

The amount of molding helps you know how well the pelvIs IS making room for the
fetal head Molding IS evaluated each time you do a vaginal examination Molding
when the head IS stili high IS a sign of disproportion (baby IS too big for mother's
pelvIs)

Record the molding Look at Figure 17 and use the following key

0 =
+ =
++ =
+++ =

bones are separated and the sutures can be felt easily
bones are Just touching each other
bones are overlapping, can be separated easIly with pressure from
your finger REFER If descent and labor not progressing
bones are overlapping, can not be separated easily with pressure
from your finger REFER

T:
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at head
[Plot 0) 2

lours~
Time

I I I I I II I I I I I I I I I I I I I I IITT TTl I I I I I I I " I IIIII I
If" I I I lit'll I I I I I I ~ I I I I I -r II-r II I I 111111111 III-ri I
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Figure 17 Record Molding

Points to Remember

• Listen to the fetal heart rate for a full minute Immediately after the strongest part
of a contraction, with the woman lying on her back

• Record the fetal heart rate at least every hour In the first stage of normal labor

• Normally the fetal heart rate IS between 120 and 160 beats In a minute

• Molding when the head IS stili high IS a sign of disproportion (baby IS too big for
mother's pelvIs) REFER IMMEDIATELY
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3 THE MATERNAL CONDITION

All the observations on the mother's condition are recorded at the bottom of the
partograph All entries are made on the time line at which the observations are made
Look at the partograph m Figure 18

,-- • Pulse, blood pressure, and temperature Take the blood pressure, temperature
and pulse every 4 hours

• Urine Ask the mother to pass urine every 2 to 4 hours Look at the urine for
amount and concentration Concentrated urine IS a sign of dehydration The
protem and acetone should be tested on admission In hospital and at maternities
If possible Protem m the urine may be a sign of pregnancy mduced
hypertension Acetone In the urine may be a sign of dehydration or diabetes

• Drugs and rehydration fluids Chart these when you give them

• Oxytocin There IS a separate column for oxytocm above the column for

l
rehydration fluids and drugs OxytOCin In labor IS used only when a doctor IS
available to manage the infusion and when cesarean section facIlities are
present
OxytOCin UlL rTTT...".-.rrTT...".-.rrT'T,.,.....,rrT""T'"-rrIl-'--IT""T""T"II...,....,r.-T""T""'T""""T...,....,r-r-T'"""r-I

drops/min L......J.....1-L....L....L-1...-L-1-...L.....L....L....L-1...-L-1-..I-L....J-1-L...JL..l..-.l-L...l.-L.-l.-l--L.-LJ....I-L...L...l....L...JI..-J....L.L..L...l....L...JL.L.L.J...J

1}

~-
...
14

1\ ,
'''l

,
I~

Drugs given
and IV flUids

/

180
170
160

Pulse • 150
/.. 140

/" and I 1~~
BP 110

100

~ ~~
60

r=--.--.,--,-----,-.....-r--,-.-.,..-.,--r-~---r--,-----,-r---r---,----r----r----.---,.-,..--....---.

Temp °C

protem

Unn. { acetone
volume

-
-
~O ~ 100 ~c

Figure 18 Record Maternal Condition
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Figure 19 Partograph - Front of a Labor Record Form
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Please circle or write responses
DELIVERy
DATE ~ I{ '8/q~ TIME J. I Df METHOD ~ontan~vacuum Extraction I CIS I Other

PERINEUM S EpIsiotomy I Laceration

ANESTHESIA S Local/General

THIRD STAGE
OxytOCIC GIven @/ No If Yes TypeEYfDtneh'h~mount 0, ~ h1,j IJ\1

PLACENTA Time ;2 ~of fomPletE;1!lncomPlete

BLOOD LOSS AMOUNT
~Iess than 250 cc)

moderate (250-499 cc)
large (more than 500 cc)
significant for mother APGAR

BABY
Weight d rOO Grams Sex

Time Color Breath Heart Tone Reflex TOTAL

1 min / / .;) :2 .:z g
5 min / .;{ J,. ;;z ~ q

Male~

Baby Position ~ Breech I Other

COMPLICATIONS OF MOTHER I BABY ND prDbJetr2S

MidWIfe Name 7!aM4V3 <'~ Date c:l1 tb'f /990
Labor and Delivery Notes - Back of a Labor Record Form
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Exercise 5 Interpret front of labor record (partograph)

Look at the completed partograph, Figure 19, page 3 48, of a normal first stage of
labor Answer these questions Check your answers with the answers on the next
page when you are finished

1 What was the fetal heart rate on admission?

What was the fetal heart rate at 1 PM?

2 When did the membranes rupture?

What was the condition of the liquor?

3 How much molding of the fetal head was recorded?

4 What was the dilatation of the cervix on admission?

What was the descent of the head?

5 What was the dilatation of the cervix when the labor transferred from latent to
active phase?

6 Descnbe the contractions at 9 AM

7 List the vital signs on admiSSion

8 How long was the latent phase after admission?

9 What was the length of the active phase?
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ANSWERS .. Exercise 5

1 Fetal heart rate on admission 120

At1 PM 140

2 Membranes ruptured 3 AM, 2 hours before admission

Condition of the hquor Clear

3 How much mofdtng of fetal head was recorded no molding was recorded

4 Dllatabon of the cerviX on admission. 2 em

Descent of the head 4J5

5 Dtlatatfon of the cervfX when the labor transferred from latent to active phase 5
em

6 ContractIOns at 9 AM 4 contractions In 10 minutes, strong, lasting over 40
seconds

7 Vital signs on admission B/P 110nO, P 80, T 36 8

8 Latent phase after adrmsslon was 4 hours

9 Length of the active phase 4 hours

Points to Remember

• When the woman comes to the maternity In the latent phase of labor, the time of
admiSSion IS zero tIme

• When the active phase of labor beginS, all recordings are transferred, and
cervical dilatation IS plotted on the alert hne

• When progress of labor IS normal, plotting of the cervical dilatation remains on the
alert hne or to the left of the alert hne
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Exercise 6 Interpret back of labor record

Ufe-Saving Skills ~ACNM 1998

Look at the completed back of the labor record form, page 3 49, of a normal
delivery Answer these questions Check your answers with the answers on the
next page when you are finished

1 What time was the baby born?

How long was second stage?

2 What was the APGAR at 5 minutes?

3 What time was the placenta delivered?

How long was third stage?

4 What OxytOCIC was given?

5 How much did the baby weigh?

What was the baby's sex?

6 How much blood loss?
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ANSWERS ~ Exercise 6

1 The baby was born 2 10 PM,

The second stage was one hour and 10 minutes

2 The APGAR at 5 minutes APGAR of 9

3 The placenta was delivered at 2 20 PM

The third stage was 10 minutes

4 The OxytOCIC gIVen Ergometnne 0 2 mg 1M

5 The baby weighed 2800 gm

The baby's sex female

6 Blood loss Small (less than 250 00)
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4 ABNORMALLABORPROGRESS

The midwife or doctor can use the partograph to Identify problems In labor When the
labor IS not normal, the midwife must help the woman get to the hospital The doctor
will decide the management of the labor and delivery The doctor will decide If
cesarean section, oxytOCin dnp, analgesia, rehydration, forceps, or vacuum extraction
IS necessary to save the mother and her baby

Prolonged Latent Phase

When a woman IS admitted In labor In the latent phase (less than 3 cm dilated) and
remains In the latent phase for the next 8 hours, her progress IS not normal She
must be transferred to a hospital for further care The woman needs care at hospital
REFER the woman

Wnte on the partograph all of your findings and actions including referral In figure
20, page 3 55, REFER IS wntten when the woman was transferred to the care at
hospital
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Exercise 7 Interpret prolonged latent phase

Fill In the follOWing blanks, uSing information on the graph In Figure 20

On admiSSion at 7 am, the head was and the cervix
was _

There were contractlons In 10 minutes, lasting

After 4 hours, at 11 am, the head was and the cervix was

In the last 10 minutes of that half hour, there were contractions lasting

Four hours later at 3 pm, the head was stili and the cervix was
stlll _

Contractions were In 10 minutes lasting _

The length of the latent phase at the maternity was, _

The woman was referred at what time? _

or I I I I I I I
ng I I I I I I I I I
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FI ure 20 Prolon ed Latent Phase
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ANSWERS - Exercise 7
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On admIssion at 7 am, the head was Jim. and the cerviX was 1 em dilated There
were 2 contractions In 10 minutes, lasting 20 to 40 seconds

After 4 hours, at 11 am, the head was~ and the cervix was 2 cm dilated In the
last 10 minutes of that half hour there were !.contractlons lasting 20 to 40
seconds

Four hours later at 3 pm, the head was sttll 415 and the cervix was still 2 em
dilated Contractions were J In ten minutes lasting 20 to 40 seconds

The length of the latent phase at the materntty was 8 hours and thiS phase of
labor was not completed

The woman was referred at what time? 3 pm

NOTE- In thiS case, referral must be Immediate In order to allow the doctor ttme to
make a deCISion on how to assIst the woman In labor

Moving to the right of the alert hne

In the active phase of labor, the cervical dllatatton (plot X) WIll normally remam on, or
to the left of, the alert line When dIlatatIon crosses to the nght of the alert line, this
is NOT normal, this IS a warning that labor may be prolonged

When the dIlatation moves to the nght of the alert line, the mother must be transferred
to a hospital, unless she IS very close to dellvenng

At the action line

The action line IS 4 hours to the nght of the alert line If a woman's labor reaches thIS
line, a deCISIon must be made about the cause of the slow progress and action taken
The deCISion on necessary action to assist the labor must be made With a doctor,
usually In the hospital
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Exercise 8 Interpret prolonged active phase

llfe-Savlng Skills ~ACNM 1998

The alert and action lines are very Important Look carefully at Figure 21, which
shows the dilatation (plot X) crossing the alert line Use the information on the
partograph to answer the questions below

T:
Descent 3
of head
[Plot OJ 2

1ourn~
Time

T
Cervix (em)

[PlotXj

10

9

8

7

6

ActIve Phase 17 '/

#
l7 ~ '/

~...'#
I~ '. V V ~f'

l/V !'\ l/
lJtV l/

, ~ r-~ ,6( ~"Latent Phase ... t7 115"LJj

~ I~

1 0 3 4 5 6 7 8 9 10 11~12 13 14 1596 17 18 19 20 21 22 23 24

I:; ~ ~ .::::: !1. Q, 'n CY'll::r--
Figure 21 Dilatation that Crosses the Alert Line and Reaches the Action Line

Questions

At 8 am, the cervix IS,__dllated on the alert line The woman may remain In the
maternity

At 12 noon, the cervix IS __dilated, crossing the alert line The woman must be
transferred to the The woman was referred
at what tlme? _

At hospital at 4 pm, the cervix IS __dilated, reaching the action line The doctor
was notified at _

THE DOCTOR MUST MAKE THE DECISION
ON ACTION

TO BE TAKEN AT THE HOSPITAL
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ANSWERS· Exercise 8

Llfe-Savlng Skills C ACNM 1998

At 8 am, the cervix IS 3 cm dilated on the alert Ime The woman may remain In the
maternity

At 12 noon, the cervix is 6 cm dilated, crossing the alert hne The woman must be
transferred to the hospital under the care of a doctor The woman was referred
at what time? 12 noon.

At 4 pm. the cervix IS 1£.m dilated, reachmg the action line The doctor was
notified at 4 pm.

THE DOCTOR MUST MAKE THE DECISION
ON ACTION

TO BE TAKEN AT THE HOSPITAL

Points to Remember

• All women whose cervical dilatation (plot X) moves to the fight of the alert hne
must be transferred to hospital, unless delivery IS near

• At the action line, the woman must be reassessed for lack of progress The doctor
must decide what action needs to be taken POSSible actions are hydration.
reassess pelVIS and If adequate, observe for two more hours. augmentation of
labor, cesarean section and others
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PARTOGRAPH
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LABOR NOTES
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Please cIrcle or wnte responses
DELIVERY
DATE TIME METHOD Spontaneous / Vacuum Extraction / CIS / Other

PERINEUM Intact / Episiotomy / Laceration

ANESTHESIA None / Local/General

THIRD STAGE
OxytOCIC Given Yes / No If Yes Type. ....JAmount _

PLACENTA Time Complete /Incomplete

BLOOD LOSS AMOUNT
small (less than 250 cc)
moderate (250-499 cc)
large (more than 500 cc)
significant for mother APGAR

BABY
Weight _______Grams Sex

Time Color Breath Heart Tone Reflex TOTAL

1 min

5 min

Male / Female

Baby Position Vertex / Breech I Other

COMPLICATIONS OF MOTHER I BABY

Midwife Name Date _

Figure 23 Labor and Delivery Notes - Back of Labor Record Form

2-73
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Review Questions

lIfe-5aV1ng Skills Cl ACNM 1998

What Old I Learn? Find out what you know and understand of this section of the
module by answering the following questions When you are finished, look for the
answer In the module on the page listed In parentheses ()

1 Why should a partograph be used? (page 3 31)

2 List the 11 parts of a partograph (page 3 32)

3 Describe the information on the back of the labor record form (page 3 35)
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Case Study 3 - What Is the Problem?

1Ife-58\11ng Skills CACNM 1998

What is the problem? Read the ASK and LISTEN, LOOK and FEEL paragraphs, In
the following case studies Then decide what you think the PROBLEM IS and what
ACTION should be taken to help the woman Remember that action may Include
treatment, education, counseling, more laboratory tests, referral, and follow up

It IS also Important to think about prevention, so you will find a question asking how
you think this problem could have been prevented Sometimes It IS very difficult to
decide, before a problem occurs, that It might be about to happen Other times It IS
very easy to prevent a problem Sometimes a problem cannot be prevented

When you finish, look on the follOWing pages for suggested answers

ASK and LISTEN
DUring a very painful active labor, a woman suddenly stops feeling the pain from labor
contractions When you mOnitor her, you find the contractions have stopped ThiS IS
her eighth pregnancy and she has seven liVing children ThiS IS a twin pregnancy

LOOK and FEEL
Blood pressure 60/40, pulse 100, no contractions felt, fetal heart rates are 100 and a
weak 80, mother looks anxIous (nervous) and her skin feels cool and mOist

What IS the PROBLEM?

What IS the ACTION?

Was thiS PROBLEM preventable? If so, how?
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Case Study 4 - What Is the Problem?

Llfe-Savmg Skills <!:l ACNM 1998

ASK and LISTEN
Mrs Fub has been In active labor 4 hours She IS now complaining of a headache

LOOK and FEEL
Blood pressure 170/100, pulse 88, Temperature 986°F (37°C) Increased reflexes
(hyper-reflexla) present, hands and fingers are swollen, protein (albumin) In the unne

What IS the PROBLEM?

What IS the ACTION?

Was this PROBLEM preventable? If so, how?
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ANSWERS - Case Study 3

LIfe-SavIng Skills CACNM 1998

What Is the PROBLEM? The mother IS close to shock, the babies are In distress,
the uterus may be tearing (ruptured uterus)

What IS the ACTION? REFER while treating for shock With Intravenous InfuSl0n.
keep mother warm, head lower than rest of her body, be
prepared for distressed babies. reassure mother and
family. get blood donors prepared, record all acttons

Was this PROBLEM preventable? If so, how?
Maybe yes, but It is difficult to be sure This IS the mother's eighth
pregnancy We might be able to say that her uterus IS stretched too thin
with the twins and the number of pregnancies She must deliver at a
hospital. and should have labored at a hospital, too

ANSWERS - Case Study 4

What IS the PROBLEM? Pre-eclampsia (toxemia) 10 labor

What IS the ACTION? REFER If mother IS not very close to delivery Treat with
magnesium sulfate or Valium If mother IS close to
dellvertng, be prepared for convulSion and distressed
baby, start Intravenous infusion, deliver. medicate as
above, go With the mother and family, explain what IS
happemng, record all of the care and treatment

Was this PROBLEM preventable? If so. how?
The problem IS not really preventable. but the mother IS best cared for at a
referral site where her condition can be closely mOnitored and a doctor IS
always available
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Learning Aid 1 - Cervical Dilatation On Measurements

The dilatation of the cervix IS usually measured In centimeters (cm) or fingers This
module refers to cm If you use fingers, measure your fingers on the Illustrations
below so that you can record cervical dilatation on the partograph

o
1em o

2em

3em

4em

\.----\---\--1---- 3 em - 2 fingers

7 em - 50% - 5 rmgers

8.5 em-75%

lOem-lOO%

Figure 24 Measurement GUide

Once 50% dilatation has been reached, think about the amount of cervix remaining
dunng the each vaginal examination For Instance, when the dilatation IS 75%, the
midWife feels only a Circle of cervix remaining, about the Width of a finger When the
dilatation IS 95%, the midWife feels only a very thin nm of cervix She knows that the
cervix soon Will slip over the fetal head She knows that second stage Will soon begin
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Learnmg Aid 2 - Second Stage Checklist

Use this checklist to refresh your memory or to practice conducting some normal
dellvenes to update your normal clinical skills After observing/performing,
wnte ./= satisfactory OR X = needs Improvement Add any comments In the
comments section below

Date Date Date Date

Second Stage Procedure

1 Put on protective apron, shoes

2 Explain to mother everything as you do It
Hydrate

3 Wash hands

4 Confirm second stage Make sure there IS full
dilatation

• Collect eqUipment

• Keep bladder empty

• Reassure mother

• Wash hands

• Check abdomen for descent of baby

• Put on stenle high-level diSinfected gloves

• Look for bleeding, liquor

• Separate labia

• Cleanse vulva

5 Vaginal examination Insert Index & middle
fingers Into vagina, noting

• Condition of vagina any scarring or stool felt

• Cervix effacement and dilatation

• Membranes
- If ruptured, feel for prolapse cord
- If not, artifiCially rupture (ARM)
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Date Date Date Date

• Presenting part
- Position (ROA, LOT, so forth)
- Caput
- Descent & molding

• Urge to push

6 Prepare for delivery Remove hand Remove
gloves If delivery not soon

7 Make mother comfortable

8 Wash hands

9 Tell mother your findings

10 Record findings

11 Mother feels urge to push and cervix fully
dilated Help push effectively

• Pushing posItion

• Explain when to push and when not to push

• Encourage & support

12 While pushmg m second stage, check every 30
minutes

• Pulse

• BIP

• Bladder

• Check fetal heart beat every 15 minutes

13 Decide If progress IS normal

14 Delivery about to happen, wash hands

15 Head about to crown, have equipment ready

• Put on gloves

• Birthing position
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Date Date Date Date

• Cleanse vulva

16 Prevent tears!lnJury, remind when to push

• Remind when to not push

• Deliver head slowly

• Maintain flexed head

17 Deliver head, ask mother not to push

• Feel for cord around the neck
- Manage loose cord over head/body
- Manage tight cord, clamp, cut

• Wipe mouth & nose

• Clear aIrway If meconium present, use
Delee (mucus sucker)

18 Deliver shoulders, ask mother to push gently

• Deliver top shoulder

• Deliver bottom shoulder

19 Deliver baby Place on mother's abdomen

• Dry, use one cloth

• Warm, use another cloth

• LOOK and FEEL for baby breathing and heart
beat If breathmg and heart beat, do
APGAR

• Suction mouth & nose, If necessary

• Cut cord

• Place baby on breast - help mother

20 Use APGAR score at 1 and 5 minutes color, heart
beat, reflex, muscle tone, breathing

Comments
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Learning Aid 3 - Measuring the PelvIc Size

Although most women have enough room In their pelvIs for an average-sized baby to
pass, the midwife must be constantly on the alert to Identify a woman who might be
too small When a disproportion IS Identified, the midwife REFERS the woman to the
hospital

In addition to measurements, the strength of uterine contractions, the descent
of the baby, the size of the baby, and the degree ofmolding help to Identify
possible disproportion signs for REFERRAL

The diagonal conjugate measurement IS the distance between the pubic bone and the
tiP of the sacrum It IS good practice for a midwife to know the place on her hand from
the tip of the middle finger that measures 12 to 13 cm (4% to 5 Inches), the normal
diagonal conjugate ThiS measurement helps the midwife estimate the obstetriC
conjugate, which IS about 1 5 to 2 cm (% Inch) smaller than the diagonal conjugate

/

Figure 25 Measunng Diagonal Conjugate

The diagonal conjugate IS measured from the lower border of the symphysIs pubis to
the promontory of the sacrum It IS usually 12 to 13 cm ThiS Internal measurement
of the pelvIs may be done when a woman IS first admitted In labor ThiS
measurement may be taken In pnmlgravldas, In multiparous women who have had a
difficult labor with normal-sized babies, or when the midwife thinks there IS a possible
problem
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Procedure
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1 Ask the woman to empty her bladder

2 Ask the woman to he on her back with knees drawn up

3 Explain what you are gOing to do

4 Wash your hands, put on gloves, and clean the woman's genital area

5 Insert your fingers Into the vagina

• Try to reach up and back to the part of the spine which IS coming forward (the
promontory of the sacrum)

• When the tiP of the middle finger IS touching thiS spot, place the other Index
finger on the part of the hand which IS touching the pubiC bone (see Figure 25)

• Move your fingers along the Side of the pelVIS to feel the Ischial spines on both
Sides (not protrudmg, not sharp), measure the sCiatic notch (two fmgers should
fit), feel the sacral curve (rounded curve) and the pubiC arch (two fingers should
fit - angle 90 0 or more)

6 Remove your fingers

• Measure the outlet Ask the woman to he on her Side with her knees pulled up
Place your fist between the Ischial tuberOSities (fist should fit - about 8 cm or 3
mches)

7 Record your findings of the evaluation for diagonal conjugate and pelVIC Size,
think about the size of the baby and the measurements you felt of the pelVIC
cavity

Most of the time, a woman's pelVIS IS big enough In size to give birth to a normal­
sized baby Is thiS what you found from your evaluation? The best way to learn
what size of baby Will come through what size of pelVIS IS by remembering each
and every woman and baby you deliver Your experience Will be your best
measurementl
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Skills Checklist - Monitormg Labor Progress on Admission

This checklist has two purposes
1 The mIdWife uses It as a gUide for checking her own skIlls
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte ./ =satisfactory OR X =needs Improvement
Add any comments In the comments section below

Date Date Date Date

When mOnitoring the progress of a woman In labor on
admission

1 Collect all equipment, wash your hands

2 Welcome and prepare the mother

• Explain what you are gOing to do

• Ask her to Sit or lie In a comfortable position

• Decide whether the woman IS about to
deliver, she may be fully dilated

3 ASK and LISTEN, RECORD

• Patient informatIon, including tIme of arrival

• When contractions began, how often
contractions occur?

• Whether the woman has gone to antenatal
clinic?

• Whether bag of water has broken, any
bloody show?

• When the woman last ate?

• When she last passed stool?

• Whether she had any medications to
Increase or decrease the labor and whether
they worked?

• Name of TBA, whether TBA knows woman IS
In labor, where TBA can be reached?

• Whether any bleeding from vagina?
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Date Date Date Date

4 LOOK and FEEL, RECORD Help the woman get
ready for examination, explain what you are gOing
to do

5 ASK the woman to pass unne so her bladder Will
be empty

6 LOOK at her general condition and do a general
examination including

• Vital signs and height

• General appearance nutrition, Illness, tired

• Checking eyes, ears, nose, mouth, throat

• Checking neck for enlarged veins

• Breathing how fast, breathing sounds

• Heart how fast, regular

• Breasts

• Arms, legs, back swelling, veinS,
deformities

7 Tell the woman that you are now gOing to do 3n
abdominal examination Explain to her that you
need to feel the baby and find out how the baby IS
lYing In her abdomen

8 Stand at the woman's Side, look at the abdomen
and the way the baby IS lying

9 Feel the woman's abdomen

• Decide the strength and length of
contractions

• Count how many contractions In 10 minutes

• Start at top of abdomen
- Feel shape, Size, firmness, mobility
- Decide what part of baby IS at top of

uterus
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Date Date Date Date

• Put your hands on lower abdomen, feel for
arms, legs, back, head of baby

• Ask woman to bend her knees
- Hold the part of baby In lowest part of

abdomen
- Decide what part of the baby you feel

10 Listen to the heart beat over the chest or back of
the baby Count the heart rate

11 Record your abdominal examination findings on
the partograph Explain your findings to the
mother

12 See vagmal exammatlon, page 3 74

Comments
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Skills Checklist - MOnitoring Labor Progress

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte ./ =satisfactory OR X =needs Improvement
Add any comments needed In the comments section below

Dare Dare Dare Dare

When mOnltonng the progress of a woman In labor

ASK and LISTEN - General well being

LOOK and FEEL

1 Abdominal examination

Descent of baby
• Latent phase - every 4 hours
• Active phase - every 2 hours

Contractions for 10 minutes
• Latent phase - every 1 hour
• Active phase - every 30 minutes

Fetal heart beat, at least every hour
• Latent phase - every 1 hour
• Active phase - every 30 minutes

2 Vaginal exam every 4 hours or as needed

• Explain what you are gOing to do

• Gather equipment, wash hands

• Ask woman to he on her back With her legs
apart and knees bent

• Explain each step of exam before you do It

• Wash hands, put on gloves

• LOOK for discharge

• Wash genital area and vulva With soap/water
or antiseptic solution

• MOisten fingers of gloved examining hand

• Insert fingers Into vagma
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Dam Dam Dam Dam

• FEEL vaginal wall temperature/moisture

• FEEL for hard scarring/stool

• FEEL cervix
- Thickness (effacement)
- Tight or stretchy
- Dilatation

• FEEL bag of waters
- Broken
- Bulging
- Prolapsed cord

• LOOK at color of ammotlc fluid (liquor)

• FEEL presenting part, descent, and position
- Caput
- Molding
- If indicated at first exam, assess pelvIc

Size, see page 3 69

• Remove hand from vagina

• Help woman get comfortable

• Record findings on partograph and labor
record

• Explain findings to woman and family

IDENTIFY PROBLEMS AND NEEDS, TAKE ACTION

3 Vital signs every 4 hours

• Hydrate at least every hour

• Have woman urinate at least 2 - 4 hours

• Care for mother
- Change position often
- Encourage activity
- Rub her back
- Reassure/encourage/help
- Explain progress to mother/family

• Record findings and actions
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Date Date Date Date

• Interpret partograph
- Latent stage
- Active stage
- Alert line
- Action line

• REFER as necessary

Comments
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EPISIOTOMIES AND REPAIR OF LACERATIONS

Goal

The midwife will learn to prevent, diagnose, and repair lacerations She will learn
when to cut and how to repair episiotomies

Objectives

The midwife caring for mothers In labor and delivery Will be able to

1 name the two major types of episiotomies and explain how they differ
2 list signs and symptoms that indicate the need for an episiotomy
3 list signs and symptoms of vaginal and cervical lacerations
4 perform a complete inspection of the cervix and vagina
5 Inject local anesthesia before dOing an episiotomy
6 cut and repair episiotomies
7 repair a laceration
8 explain to a mother the need for cutting an episiotomy, performing a

vaginal inSpection, and/or repairing a laceration or episiotomy, and
obtain her consent

Introduction

An episiotomy IS done to prevent tears (lacerations) or to permit a faster delivery of
the baby when the mother or baby IS In distress Lacerations and unrepalred
episiotomies can lead to heavy blood loss, infection, scarring, unsatisfactory sexual
Intercourse, and even death If It IS not repaired, even a small laceration of the cervix
can cost a woman her life It IS Important that midWives know how to suture, to reduce
both Sickness (morbidity) and death (mortality) An episiotomy IS not done as a
routine procedure or simply as a convenience for the health care prOVider

In thiS module you Will learn how to

• prevent lacerations dUring the delivery process
• cut an episiotomy when needed
• give local anestheSia
• tell If the woman has a laceration of the genital tract by performing a cervical

and vaginal inspection
• repair episiotomies
• repair vaginal and cervical lacerations

Information on how to choose suture and the way to tie a knot Will also be found In the
learning aids at the end of the module
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It was the first baby, and the woman pushed hard for over an hour at home When
she came to me, she was crying and asking for help, the baby's head was swollen,
fetal heart was 100 The perineal tissue was so tight and the mother did not want
to be cut I finally convinced the mother to allow me to help the baby deliver With
a right mediolateral episiotomy, she delivered a big male baby In satisfactory
condition I gave local anesthesia and used the new LSS repair method The
woman can walk and Sit without pain after the episIotomy repair Other women are
asking for the same care I felt very competent to manage this case uSing the
suture sparing method

LSS MIdWife, Vietnam

Common Medical Terms

Deep Muscles - m the perineal area the levator ani and coccygeal muscle groups

Centimeter - a measure of one-hundredth part of a meter, 100 centimeters (cm) =
1 meter

Continuous Suture - a suturing method the suture IS not cut and tied until the end of
a row of stitches

Cubic Centimeter - a measure of volume or capacity, same as milliliter (ml), one­
thousandth part of a liter 1000 cubiC centimeters (cc) = 1 liter

Episiotomy - a cut made m the perineum at the end of the second stage of labor to
prevent tears (lacerations) or to allow a faster delivery of the baby when the mother or
baby IS m distress

Fistula - an abnormal opening between the rectum and vagina (recto-vaginal) or
between the bladder or urethra and vagina (veslco-vaglnal)

Fourchette - a fold of mucous membrane at the back of the vagina, JOining the
posterior ends of the labia minora

Interrupted Suture - a way of suturing each stitch IS cut and tied

Laceration - a wound or Irregular tear of the tissue (flesh)

Median, Medial, or Midline Episiotomy - a cut made In the middle part of the
perineum from the vagina towards the rectum

Mediolateral EpIsiotomy - a cut made m the perineum either to the left or right of
center at about a 45 degree angle The diagonal cut IS made from the vagma
begmnlng In the center of the fourchette m a straight lme, towards the buttock, away
from the rectum

Subcutaneous Layer - the layer of tissue Iymg beneath the subcuticular layer
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Subcuticular Layer - the layer of tissue lYing Immediately under the skin

Suture - (1) the act of stitching (suturing) parts of tissue together, (2) a thread or other
material used to sew parts of the body together Suture may be absorbable or non­
absorbable Refer to Learning Aid 1, page 4 26 for more suture information

Equipment
A light source such as flashlight (torch), lantern, anglepold lamp, or other strong light
Soap and water to wash the genitals and hands
Gloves
Needle holder or toothed clamp
SCissors with one blade rounded or a bandage sCissors (In good condition)
Sponge forceps (ring forceps), 1 or 2
Suture with needle or suture and curved, round body suture needle
Thumb forceps (tissue forceps)
Local anesthesia such as 1% lidocaine hydrochloride without epinephrine
SYringe size 10 to 20 cc IS best, but use whatever you have
Injection needle 1 % Inch 22 gauge IS Ideal but use whatever you have
Gauze (4 x 4's)
Vaginal tampon

Preventing Lacerations

Sometimes the head of the baby can tear the mother's perineum or around the vaginal
opening This IS more common with primigravidas or women who have been
circumcised Lacerations occur with uncontrolled delivery of the baby, with very large
Infants, with Instrument delivery (vacuum extraction or forceps), and with tears
(extensions) of the episiotomy They are also more likely to occur In women who have
very poor nutrition or have had repeated vaginal infections Refer to Module 2
Quality Antenatal Care, page 2 6, for nutntlon information See Module 7
Prevention and Management of SepSIS, page 7 4, for information about Infecttons

The mldwde can do a lot to prevent lacerations from occurring Women who ambulate
(walk, stand, or keep the upright position) for a Significant amount of time dUring labor
(about half of the labor time) had half the rate of operative delivery (vacuum
extraction, forceps or cesarean section) compared with those who did not ambulate
(Albers, et al 1997) The midWife can encourage and explain the reasons for the
labOring mother to Sit upright, walk, and change positions The midWife can help
prevent tears around the vaginal opening by posItioning the mother, applying warm
cloths to the perineum, and slowing the birth of the head Sometimes the best way to
prevent a laceration IS to cut a big enough episiotomy The signs that an episiotomy
IS needed Will be found In the Reasons for Cutting an EpIsiotomy section, page 4 4
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Birthing Position
Studies have shown that lacerations In primigravidas can be decreased by one-third
(33%) by delivering the mother In a lateral (lYing on the left side) position and
applying warm cloths to the perineum In second stage USing lithotomy position with
stirrups for delivery was found to cause over stretching of the penneum and Increases
the nsk of lacerations (Albers, et al 1996)

When the baby's head IS about to crown, help the mother get In a good birthing
position Good birthing positions to prevent lacerations are (a) semi-sitting,
(b) squatting, (c) lying on the left Side, with someone holding the mother's nght leg,
and, (d) on hands and knees

Warm Cloths
Warm cloths around the vaginal opening help Increase Circulation to the skin, making
the skin soft and more able to stretch Use cooled bOiled or very clean water Put a
very clean cloth In the water and wring It out Touch the cloth to the inside of your
wnst to ensure that It IS not too hot Hold the cloth on the mothers' genitals Make
sure you do not bum her You can support the penneum with a warm cloth when
the baby's head IS crowning

Slow the Birth of the Head
As the baby's head crowns, the midwife must try to prevent the mother from tearing If
the head IS born slowly, the mother's skin has more time to stretch and IS less Itkely
to tear

Remember that the mother's need to push IS very strong To keep from pushing, the
mother should blow With short, fast hard breaths DUring a contraction, ask the
mother to "blow, blow, blow, don't push, blow, blow, blow" When the contraction IS
finished, ask her to give a small push Each time, a little more of the head Will come
out Keep the baby's head flexed After the Widest part of the head comes out, the
rest of the head usually comes out Without any pushing

It Is best to teach the mother during her third trimester, In antenatal clinic, how
to stop pushing Review It with her during labor Explain to the mother that her
urge to push will be very strong and that her permeum may feel hot (burning)

Cut an Episiotomy
At times, the best way to prevent a laceration IS to cut an episiotomy

Cutting an Episiotomy

Reasons for Cuttmg an Episiotomy
DeCiding when an episiotomy IS needed comes With expenence Signs that an
episiotomy may be necessary are (1) bright red blood from the vagina before the head
delivers (caused by tearing In the vagina), and (2) the perineal skin becomes pale
(blanched) and shinY In appearance (caused by overstretching) Just pnor to tearing
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There are several reasons you should decide to cut an episiotomy, including

1 to prevent a perineal tear or overstretching of perineal tissues as In the case of a
very large Infant

2 to protect the baby from brain damage, as In the case of a premature Infant whose
head IS being repeatedly pressed against a thiCk, firm perineum

3 to speed the birth In the case of fetal distress

4 to prevent damage to both mother and baby In the case of an abnormal
presentation (breech, face, occipital posterior position) by providing more space
for a safe delivery

5 to decrease the length of second stage for women who are III with heart disease,
sickle cell disease, eclampSia, and so forth

GIving Local Anesthesia before Cutting the EpiSiotomy

Put a 22 gauge 1 % Inch needle on a 10 cc sYringe Longer needles and larger
sYringes can be used One percent lidocaine hydrochloride without epinephrine
(Xylocalne) IS the most popular local anesthetic, though a number of others are
available Explain to the woman what you are gOing to do and help her to relax

1 Fill the sYringe with anesthetic

2 Place your two fingers between the baby's head and the perineum (See Figure
1 ) It IS very Important that your fingers serve as a protection In front of the baby's
head Injecting anesthetiC Into the head of the baby can cause death

Figure 1. Injecting Local AnesthetiC
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3 Insert the whole length of the needle from the fourchette, running Just below the
skin, along the line the episiotomy will follow Pull back on the plunger of the
sYringe to check for blood (aspirate) If you Inject local anesthetic directly Into a
blood vessel, It could cause heart Irregularity Inject evenly as you withdraw the
needle

4 Now angle the needle one side of center and repeat step 3 Repeat on the other
side of center

5 Change the posltton of the needle again and repeat, injecting up the center of the
back wall of the vagina Remember to protect the baby's head by keeping your
fingers between the baby's head and the needle By thiS time, you should have
Injected about 10 cc of anesthetic

6 If there IS time, walt a minute or two before cutting the episiotomy Otherwise,
remember that the thinning and stretching of the perineum provides natural
anesthesia The anesthettc Will have worked (taken effect) by the time you start
the repair

7 During the repair, If the woman IS uncomfortable, Inject up to 10 cc more of
anesthesia In the area where the woman feels pain Try always to Inject evenly
as you withdraw, to prevent the solution from staYing all In one area, and to
lessen the chance of InJecttng Into a blood vessel

With experience you Will usually be able to give the anesthetic prior to delivery

Givmg Local Anesthesia After the EpiSiotomy Has Been Cut and Baby Delivered

Put a 22 gauge 1 % Inch needle on a 10 cc sYringe Longer needles and larger
synnges can be used One percent lidocaine hydrochloride Without epinephrine
(Xylocalne) IS the most popular local anesthetic, though a number of others are
available Explain to the woman what you are gOing to do and help her relax This
same procedure can be used before suturmg a permeallaceratlon

1 Fill the sYringe With anesthetic

2 Because the episiotomy (or laceration) IS already cut, you now have two Sides
which need to have anesthetic (See Figure 2) Look carefully at the shape of the
wound

3 Insert the whole length of the needle from the entry POints indicated on the
draWing (Figure 2) Pull back on the plunger of the syringe to check for blood
(aspirate) If you Inject local anesthetiC directly Into a blood vessel It could cause
heart Irregularity Inject evenly as you Withdraw the needle Withdraw the
needle to Just below the skin



Episiotomies and Repair ofLacenltlons 47 LJfe-SaVlng SkIlls C ACNM 1998

Figure 2 Injecting Local Anesthetic after Delivery

4 Now angle the needle above the center and repeat step 3 Repeat, gOing below
center as shown In Figure 2 Withdraw the needle Repeat on the other side of
the episiotomy In the 3 positions shown (see dotted lines In Figure 2) At this
POint, you should have Injected about 10 cc of anesthetic

5 Walt a minute or two to allow the medication to take effect before starting to sew
the episiotomy The anesthetic will have worked (taken effect) by the time you
start the repair Touch the cut areas with the sharp POint of a needle to make
sure the anesthetic IS working
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6 DUring the repair, If the woman IS uncomfortable, Inject up to 10 cc more of 1%
anesthesia In the area where the woman feels pain Try always to Inject as you
withdraw to prevent the solution from staYing In one area, and to lessen the
chance of injecting Into a blood vessel

Cutting a Medlolateral EpiSiotomy

1 LOOK and FEEL Is the perineum long or short? Thick or thin? Does It have
varicose veinS, genital warts, or other problems?

2 If you prefer to do a medlolateral episiotomy or you are not close to a hospital and
doctor with obstetrical experience, It IS safer to do a medlolateral episiotomy This
type of episiotomy IS unlikely to extend Into the rectum and bowel It does take a
bit longer to repair than other types, and the healing process may be slower and
more uncomfortable for the woman However, you Will not create complications
such as recto-vaginal fistula, which may cause great expense and difficulty for the
woman In the future

MEDIOLATERAL MEDIAN (MEDIAL)

Figure 3. Positions to Cut EPiSiotomies

3 Try not to cut an episiotomy before It IS time Remember the best time IS when the
perineum IS thinned and pale or shinY The blood loss Will be greater If you cut
too soon
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4 Take a sharp pair of sCissors In one hand Place 2 fingers of your other hand In

the vagina between the sCissors and baby's head, to prevent accidentally cutting
the baby The rounded (blunt) blade should be inside the vagina Start at the
center of the penneum and angle (slant) your sCissors out at a 45 degree angle
(See Figure 4) If you are nght handed, cut towards the mother's nght buttock If
you are left handed, cut towards the mother's left buttock

Figure 4 Cutting a Medlolateral EpiSiotomy

5 Make the epIsiotomy with one or 2 large cuts Many tinY cuts may give a ragged
edge to the wound, and Will make repair and healing more difficult

6 After the penneal cut has been made, turn your sCissors around and position them
faCing up the vagina With your hand, protect the baby's head with your fingers
Cut up the center of the vagina 5 to 7 5 cm (2 to 3 Inches) This cut allows more
space In the vagina and helps to prevent teanng upward from the penneal cut

7 Press a gauze firmly over the cut area while the woman continues to push With
contractions, to keep the blood loss as small as possible Remember to use good
stenle technique If you 11ft the gauze off the cut, you Will need to take a fresh
stenle gauze to place on It Take care not to contaminate (Infect) the cut by
touching the rectal area With your gloved hands, gauze, cotton, cloths, or
Instruments
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Diagnosing a Laceration (Tear)

ASK and LISTEN

If the woman delivered at home or with a traditional birth attendant (TBA), ASK the
woman, TBA, or family member about the delivery

ASK - When did you deliver? Have you noticed bleeding? More than usual? Where
IS the bleeding coming from? How much? Have you changed her clothing or cloths
used In delivery? Were the other clothes soaked through?

ASK - Old the placenta deliver? Was It all there In one piece? If twinS, did you
deliver two placentas or one large placenta with two cords?

ASK - Old you take any medicines, herbs, treatments? Has anything been placed In

the vagina to stop bleeding or for another purpose?

Smce you do not know how much blood the woman lost before you see her, DO
NOT WASTE TIME SHE MAY BE CLOSE TO SHOCK OR DEATH

LOOK and FEEL

LOOK for signs of shock (See box)
SHOCK SIGNS

- dull
- pale, sweaty
- fast and shallow
- fast, weak
- cold, clammy
-low

Eyes
Face
Breathing
Pulse
Skin
Blood pressureFEEL the uterus to make certain that It IS

well contracted

LOOK at and FEEL the placenta to make
sure the tissue and membranes are
completely delivered

LOOK at the woman's clothing and genitals
Try to decide how much blood she has lost

IDENTIFY THE PROBLEMS/NEEDS and TAKE APPROPRIATE ACTION

FEEL to see that the uterus IS well contracted If the uterus IS not well contracted,
perform bimanual compression Give OxytOCIC If needed

Refer to Module 5 Prevention and Treatment of Hemorrhage, for a complete
diSCUSSion of active management of the third stage, bimanual compression of the
uterus, and manual removal of the placenta

Prepare to perform a vaginal and cervical inspection to see where the bleeding IS
coming from You should perform this procedure for women who are referred to you
with problems, and on all women you deliver
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Explain to the woman what you are gOing to do Let her know thiS procedure will
cause discomfort, but that you will do It as qUickly and gently as possible Let her
know that It IS Important to make certain she does not have any tears which will cause
her to bleed too much Before you begin, check the uterus to be sure It IS well
contracted

1 LOOK and FEEL as you qUickly and gently wash off the woman's gemtals with
soap and water With your gloved hand, separate the labia (vaginal lips) Have
your assistant shine a light Into her vagina Look carefully for any tears or
hematomas (collection of blood under the tissue) (See Figure 5 )

2 Press firmly on the back wall of the vagina with your fingers Look deep Into the
vagina Bleeding from a laceration may be slvw oozing or spurts from a pumping
artery

3 Slowly press against the vaginal wall and move your fingers up the side wall of
the vagina, one side at a time LOOK and FEEL Is the surface smooth? Are
there any POints where you notice bleeding? Be sure to feel all the way up the
vagma to the cervix

Figure 5 LOOK and FEEL for Tears In the Vagina or Cervix
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4 Next have your assistant press firmly down on the woman's uterus This will move
the cervix lower m the vagma so you can examme It more carefully Press firmly
on the back wall of the vagma with one hand If you see bleedmg or tears, take
your sponge forceps (ring forceps) and clamp the entire rounded part of the
forceps onto the antenor lip (top lip) of the cervix Pull gently on the forceps

WARNING If you do not place the clamp well onto the tissue, you can tear
off a piece of the cervix, creatmg more bleedmg

5 You should now be able to clearly see the cervix LOOK carefully at all Sides of
the cervix Do you see oozmg or spurts of blood? Lacerations occur most
frequently on the Sides of the cervix at 3 or 9 o'clock (mld-nght and mid-left) (See
Figure 6)

12

•

6

Figure 6 Most Common Sites for Cervical Tears

6 If the bleeding blocks your view so that It IS difficult to see where It IS commg from,
take a stenle gauze or cloth and wipe the blood away LOOK and see where the
bleedmg IS commg from Is It from the uterus, a vagmallaceratlon, or a cervical
laceration?

a If the bleedmg IS from the uterus, give an OxytOCIC medication and massage
the uterus If the bleeding IS from a laceration, repair It as descnbed In the
section on laceration repair, page 4 19 If no lacerations or bleedmg are
noted, remove the sponge forceps, make the woman comfortable, and
contmue to mOnitor her vital signs carefully for 2 hours

b If the lacerations seen are large and/or deep, or If the woman does not
Improve with mtravenous rehydration, pack her vagina With a tampon of stenle
gauze or cloth and prepare to transport her Immediately to a health care
facIlity With surgical capability (operatmg theater) She may be sUffenng from
a ruptured uterus, laceration of the utenne artenes, or other complications
See Module 8 Hydration and Rehydration for shock mformatlon
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Repair of an Episiotomy or Laceration

There are several ways that can be used to repair episiotomies The method which
will be taught here IS called the suture sparmg contmuous method ThiS method has
been chosen because It has several advantages The midwife needs to learn only
one type of stitch and one or two types of knots It also causes the woman less pain
after repair because only a small amount of suture IS left In her tissue Remember
that thiS basIc repair can be changed or modified when needed If a woman has an
unusually deep laceration or extension (tear) of her epiSiotomy, an additional layer of
Interrupted (individual) sutures can be used for added strength

Preparation for Repair

1 Put on gloves

2 PosItion the woman's buttocks at the edge of the bed or table Her legs may be
supported by stirrups or held up by family members

3 Remove any sOiled cloths from under her, then wash her genitals

4 Put on clean gloves or wash your gloves with soap and water Place a tampon or
gauze Into the vagina If needed to keep blood off the area you are sutunng

5 Place a stenle or very clean towel or cloth under her buttocks

6 If you gave her local anesthesia before cutting the episiotomy, check to see If IS
working well To do thiS, touch the cut areas with the sharp POint of a needle If
she feels sharp pain, you need to give her some more anesthesia before the
repair If you are repalnng a laceration, or If you were unable to give anesthesia
before the episiotomy was cut, give the local anesthesia now See the section on
local anesthesia, page 4 6

7 Ask someone to adjust your light source so you can see well Into the vagina ThiS
IS a very Important POint If you can not see very well, It IS easy to miss
lacerations or fall to see the top of the episiotomy

8 Sit down and make yourself comfortable If your body IS relaxed and comfortable,
you Will do a better Job

9 If you have not already done so, perform a complete vaginal, cervical, and
penneal inspection as descnbed In Procedure for Cervical and Vaginal
Inspection, page 4 11

10 Open the suture and gently stretch It out until It IS straight Choose 2-0 or 3-0
chromiC catgut, It IS good for repairing episiotomies and lacerations because It IS
flexible, strong, lasts long enough for healing to occur, does not have to be
removed, and causes a minimum of tissue reaction If It IS not avaIlable, use
whatever you have
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If you use regular (coat) thread or non-absorbable suture, use Interrupted stitches
and the one layer method Non-absorbable suture must be removed when
healing IS completed (5 to 10 days) This may create difficulties for women who
must travel long distances See Learning Aid 1, page 426 for more information
on sutures

11 Place the needle In the needle holder at a right angle (See Figure 7) Clamp the
teeth of the holder firmly shut If not clamped well, the needle Will twiSt In the
ttssue as you sew and be difficult to control

Figure 7 Proper Angle of Needle In Needle Holder

Mediolateral Episiotomy Repair

The suture-sparing continuous method IS used In the repair of a medlolateral
episiotomy When you cut on a slant (as In a medlolateral cut), the tissue pulls apart
unevenly and one Side appears thicker than the other You must take a bigger bite of
tissue on one Side of the cut In order to make It come out evenly You must move
your body and your needle holder to the Side to line up parallel With the wound Hold
your needle holder parallel to the wound (cut) when suturing, to make the angle of
suturing correct The procedure for repair of a median episiotomy (suturing straight
across from Side to Side) IS deSCribed In Learning Aid 3, page 4 29

In Figures 8 and 9, the continuous sutures are the same as for repair of the median
episiotomy Because the perineum has been cut on an angle, the opening leans a bit
to the Side When you begin to suture the perineum (shown In Figures 10 through
15), you must change the angle of your body and your needle holder Notice how
much larger the bite of tissue taken on the one Side IS In comparison to the other
You Will get the Impression that you are suturing "uphill" (upwards)
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If the episiotomy IS unusually deep or uneven In depth, It IS possible to place several
Interrupted sutures or an entire row of Interrupted sutures In the deep part before
dOing the rest of the repair as usual To learn how to do Interrupted sutures, see the
section on repair of lacerations of the cervix, page 4 21

1 Run your finger through the whole wound (cut) See clearly where the top of the
wound IS Place your first suture about 1 cm (% Inch) above the top of the wound
In the vagina Hold the thumb forceps In your other hand Use the thumb forceps
to pull the needle through the tissue Never use your fingers USing your finger
to feel for the needle IS dangerous You may prick your finger or make tinY tears
In your gloves greatly increasing your risk of getting a blood borne infection like
HIV or hepatitis B Tie the suture off with a square knot (described In Learning
Aid 2, page 4 27) and trim off the short thread to about 1 cm (% Inch) (See
Figure 8)

2 Suture the vaginal mucosa uSing a continuous stitch (continuous suturing),
sewing down to the hymenal ring (See Figure 9 )
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Figure 8 Sew Vaginal Mucosa Figure 9 Continuous Suturing to Hymenal Ring
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3 The needle then goes through the vagmal mucosa, behmd the hymenal ring, and
IS brought out on the wound of the perineum {See Figure 10} Notice how close
the needle IS to the top of the wound

4 Use conttnuous suturing as you suture the muscle layer LOOK inside the cut for
the muscle layer It looks a little red In color and feels firm to touch It IS

Important to sew muscle to muscle FEEL the bottom of the cut The suture
should come through Just above the bottom of the cut When you reach the end
of the wound, you have closed the deep muscle layer

Figure 10 Suture Moved to Perineum Figure 11 Continuous Suturing Continues
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5 Once you have reached the very tiP of the wound (see Figure 12), turn your
needle over and start to sew up towards the vagina, uSing continuous stitches to
close the subcuticular tissue (See Figure 13) LOOK for the subcuticular layer
Just Immediately under the skin This tissue IS soft to touch and has the same
color as the vaginal mucosa You are now making a second layer of stitches
Notice the angle of the needle In Figures 12 and 13 This second layer of suture
will leave the wound about 0 5 cm (% Inch) open This Will close well by Itself as
healing occurs

Remember to always pull the suture through With your thumb forceps Do
not use your fingertip to feel for the tiP of the needle

Figure 12 Sew from the Very Tip of the Wound Figure 13 Subcuticular Layer Starts
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6 Now move the suture again from the penneal part of the wound back Into the
vagina behind the hymenal nng to be secured, tied off, and cut See Figures 14
and 15 to see how the suture comes out behind the hymenal nng

I

-{
Figure 14 Move Needle Back Into Vagina Figure 15 Tie Off In Vagina

7 Tie off the suture with a square knot To make the knot very secure, make one
and a half square knots Cut the 2 ends of suture off, leaving about 1 cm (~

Inch) If you cut the ends too short, the stitch may pull apart If this happens, the
whole episiotomy becomes loose or pulls apart

8 Double check to make certain you have not left any gauze, tampon, or
Instruments In the woman's vagina Wash her genitals with soapy water Dry her
and make her comfortable

9 AdVise the woman to wash the area well with soapy water 3 to 4 times per day
Otherwise, she should keep her penneum clean and dry Discourage her from
putting anything Into her vagina She should not use bOIling baths Ask her to
return for a follow up VISit In one week, so you can check the healing of the
wound Record findings, care, and medications, see Back of Labor Form In
Module 3 Momtormg Progress of Labor
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10 If possible, check the perineum dally for 3 to 4 days Look for redness, pus,
loosening or opening of the sutures, or a hematoma A hematoma may look like a
brUised or shinY swelling Watch to see If It gets bigger If It IS more than 3 to 4
cm (1-1% Inches), refer her to a hospital so It can be opened and the blood vessel
sutured

Repair of Lacerations

Lacerations occur In different places Once you have done a cervical and vaginal
inspection (page 4 11) and you have found the place(s) where the tissue IS torn, you
must decide whether to refer the woman or do the repair yourself Remember that
women die from blood loss from simple lacerations which are not found or repaired

Periurethral Lacerations

Tears around the clitoris and urethra can bleed very heavily and can be very difficult
to repair If you can, refer the patient To prepare her for referral, pack sanitary pads
or other bandages firmly against the vulva and have her keep her legs pressed
together You may wrap her thighs together with cloths to remind her to keep her legs
firmly together

If you must repair the laceration yourself

1 Place a catheter In the bladder This Will help you Identify the urethra and keep
you from aCCidentally sewing the urethra shut or damaging It

2 Choose the finest (most narrow) suture you have (see Learning Aid 1 - Choosing
a Suture, page 4 26)

3 Press the tissue together Do not hurry this part Lacerations are like puzzles
The ragged pieces must go together again so that the tissue looks like It did
before the laceration The better Job you do pressing the tissue together and
planning where to place the suture, the better It Will look when It heals

4 Place Interrupted (individual) sutures the length of the shallow tear, spaced about
1 cm (1/4 Inch) apart To make an Interrupted stitch
• take a bite of tissue,
• bring It through to the center of the tear,
• look for the needle,
• check that It IS not too deep or too shallow,
• push It through the other Side of the tear With the same size bite of tissue,
• pull the suture through, leaving Just enough of an end (5 to 8 cm), that you

can tie the suture With a square knot (See how to tie a square knot In
Learning Aid 2, page 4 27)
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Figure 16 Repair of an Anterior Periurethral Laceration Interrupted Sutures
Can Be Used An Indwelling Catheter Is Placed before the Repair Is Made

5 Continue making Interrupted (indIVIdual) sutures for the full length of the
laceration Remember the most Important thmg IS to control the bleedmg

• If blood continues to ooze from the laceratIon, press a gauze firmly over the
wound for a couple of minutes

• Carefully take off the gauze

• If the bleeding has stopped, clean and dry the woman, make her comfortable

• If she continues to ooze or bleed, press gauze over the wound With steady
continuous pressure for at least ten minutes Do not peek (look) Normal
clotting time IS usually about 7 minutes If she stili continues to bleed, you Will
need to add one or more stitches to control the bleeding
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Lacerations of the vagina are repaired as described In the prevIous section on repair
of periurethral lacerations However, In this case the best choice of suture IS 2 0 or
3 0 chronic suture It IS also not necessary to place a catheter In the urethra, unless
the laceration IS on the anterior vaginal wall

CircumcIsion Scar

In some parts of the world, women have been circumcised With some types of
CircumCISion, there IS more problem dUring delivery Scarring from circumcIsion does
not always allow scarred skin to stretch, causing tearing, pain, and bleeding If the
vaginal opening IS very small, It must be opened so that the baby can deliver

To cut the scar open
1 Inject local anesthesia as on page 4 5
2 Place your sCissors In the vagina pOinting up Cut up through the old scar

until you can see the opening to the bladder The vagina will probably now
stretch enough to let the baby deliver

To repair the cut
1 Use the laceration repair as on page 4 19
2 This might be a good time to explain to the woman that It would be safer for

her to not have the cut repaired so as to not cause more scarring, which may
block the opening to the bladder and the vagina Partial repair may be
needed to control bleeding

Lacerations of the Cervix

Lacerations of the cervix most often occur at the middle left or middle right (3 and 9
o'clock) of the cervix See the Illustration (Figure 6) of common laceration sites on
page 4 12 Lacerations will be found as you do your vaginal and cervical inspection
Because the cervix does not contract as the uterus does, glvmg OXytOCIC will
not stop bleedmg from the cervix

Cervical lacerations can also occur when the mother starts pushing before her cervix
IS fully open The cervix may tear so that the baby can deliver Cervical lacerations
can occur In easy deliveries For this reason, careful cervical and vaginal
examinations should be done for every woman Women die from small cervical
lacerations that could have been repaired With two or three stitches
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1 Place your sponge forceps on one Side of the laceration (See Figure 17) If you
have a second sponge forceps, place It on the other Side of the laceration Place
the handles from both forceps m one hand

2 Pull the handles toward you This Will help you see the laceration on the cervix
better

Figure 17 Holdmg the Cervix for Laceration Repair
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3 Place Interrupted sutures the length of the wound, spaced about 1 em apart as
descnbed In the penurethral section (See Figure 18 )

Figure 18 Interrupted Sutures on the Cervix

If you do not have sponge forceps to grasp the cervix, have your assistant put on a
pair of gloves Have her press on the postenor (back) wall of the vagina This Will
help hold It out of the way so you can see the laceration better It IS qUite difficult to
sew without the forceps to hold the cervix stili, but It can be done In an emergency
Do not use toothed forceps or clamps to hold the cervix steady Instruments With
teeth can cut the cervix and cause much greater bleedmg, or you might
accidentally pull off a piece of cervix
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If It IS not possible for you to repair the cervical laceration

1 Place your sponge forceps over the cervical laceration as Illustrated In Figure 19
Placing pressure over the bleeding POints IS often enough to stop the bleeding, at
least for some time

2 Wipe out the vagina and make certain the bleeding has stopped If the laceration
IS extensive, prepare the family and woman for referral to a place where a
physIcian with obstetric experience can repair the laceration

3 Release the clamp briefly every 15 minutes or so where possible, to keep the
edges of the lacerated cervix from dYing from lack of blood If this can not be
safely done dUring transport of the woman, keep the cervix clamped and get her
to the referral hospital as qUickly as possible

Figure 19 Sponge Forceps over Cervical Laceration
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If you do not have sponge forceps
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1 Place your gloved hand with gauze or cloth over the cervIcal laceratIon

2 Apply pressure wIth your fingers for 15 minutes

3 Continue the pressure while transporting the woman to hospItal

If the laceratIon IS not large

1 Keep the sponge forceps clamped on for 10 minutes

2 Carefully release the clamp and watch to see If the bleeding has stopped

3 If the bleeding has stopped, remove the clamp and clean the mother

4 If the bleeding continues, try clamping the cervical laceration for another 10
minutes

5 If the bleeding continues, repair the laceration

Remember that vaginal packing does not stop bleeding Vaginal packing absorbs
(soaks up) the blood and prevents the blood from running out of the bleeding woman
IT IS BEST TO STOP BLEEDING WITH PRESSURE FROM YOUR FINGERS or
HANDS If you can not repair the laceration REFER as soon as pOSSIble

Women die from blood loss from simple
lacerations which are not found or repaired.
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Learning Aid 1 - Choosing a Suture

Suture comes In two types - absorbable and non-absorbable

Absorbable suture, which IS often called plain catgut, IS usually made from the
connective tissue of the small intestine of sheep It IS dissolved Within a week by body
tissues or body fluids However, catgut which IS soaked In chromic OXide resists
absorption and retains ItS strength for 10 to 40 days It IS often called chromic catgut
Because of ItS strength and slower rate of dissolving, chromic catgut IS Ideal for repair
of epiSiotomies and delivery lacerations

Some man-made or synthetiC suture are also absorbable Vlcryl or Polyglactln 910
are examples of absorbable suture It IS completely absorbed In 60 to 90 days

Non-absorbable suture may be made from cotton, Silk, plant tissue, metal, or man­
made fibers They tend to cause some tissue reaction (like inflammation With swelling
or redness) If no absorbable suture IS available, use non-absorbable suture and
Interrupted suture technique Non-absorbable suture must be removed after 5-10
days Remember, an unrepalred laceration can lead to hemorrhage, anemia, and
even death

Size Suture matenal IS graded by size 3-0 means 000 The more zeros In the Size,
the smaller the Width of the thread Therefore, 2-0 or 3-0 IS very strong and good for
repalnng lacerations 6-0 IS very good for repalnng wounds on the face 9-0 IS very
good for surgery of the eye

The Ideal suture for epiSiotomies or genital lacerations IS 2-0 or 3-0 chromic catgut It
IS fleXible, strong, lasts long enough for healing to occur, and causes a minimum of
tissue reaction

However, If you are In a situation where chromic catgut IS not available, use anything
at hand Strong cotton thread from a tailor on a regular sewing needle can serve In

an emergency
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Learning Aid 2 - Principles of Knot Tying

1 The knot, when complete, must be firmly tied so It can not slip Therefore, the
simplest type of knot IS preferred

2 The knot must be as small as possible to prevent reaction of the tissue (like an
inflammation) The ends of the knot should be clipped about 1 cm (% Inch) In
length

3 In tying any knot, rubbing the two strands on each other (sometimes called
sawing) should be avoided This can weaken the suture and cause It to break

4 Be careful not to damage suture when you are handling It If you clamp onto It
With the needle holder or forceps, you can weaken or break the threads

5 When pulling tissue together With your suture, be careful not to pull too tightly
This can cut off circulation to the tissue Pulling tissue too tightly can also cause
suture to break

6 Square knots and surgeon's knots are the best knots They he flat, take up a
minimum of space, and hold together well Granny knots (the type of knot
children typically use to tie their shoes) frequently pull apart With pressure and
should never be used for repair of episiotomies or lacerations

Square Knot USing Two Hands

To learn how to tie knots, It IS helpful If you tie a dark and hght thread together Then

1 Place the white strand or thread over the Index finger of your left hand and hold It
In the palm of your left hand Hold the black thread or strand In your right hand

2 Bring the black thread In your right hand between the left thumb and Index finger

3 Turn your left hand Inward and sWing the thumb under the white thread to form the
first loop

4 Cross the black strand over the whIte and hold It between the thumb and Index
finger of your left hand

5 Let go of the black strand In your right hand Then With the left hand, grasp the
black strand and bring It through the white loop Again grasp the black strand
With the right hand

6 With your left hand, let go of the black strand and pull With even tension
(pressure) The first half of the knot IS now complete
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Figure 20 Completed Square Knot

7 Wrap the white strand behind your left thumb

8 Loop the black strand over your left thumb

9 Bring the black strand back up under the white strand

10 Pull the black strand through

11 Pull with equal tension on both strands, one In each hand The second half of the
knot IS now complete For added secunty, tie another half knot

Square Knot USing the Needle Holder

1 The short black strand hes free The long white strand IS held With one hand
Form a loop by placing the needle holder on top of the white strand, wrap the
strand around the needle holder

2 Grasp the end of the short black strand with the needleholder

3 Pull the black strand through the loop, pull firmly, making the first half of the knot

4 Let go of the black strand

5 Hold the long white strand and form a loop by plaCing the needle holder under the
white strand, wrap the strand around the needle holder

6 Grasp the end of the short black strand with the needle holder

7 Pull the black strand through the loop, pull firmly making a complete square knot
Pull hOrizontally to set the knot

8 A third knot may be made by uSing steps 1 through 3
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Learnmg Aid 3 - Procedure for Median Episiotomy Repair

See the section on Preparation for Repair, page 4 50, to review how to prepare for
sutunng

1 Run your fingers through the whole wound (cut) See clearly where the top of the
wound IS Place your first suture about 1 cm (Y2 Inch) above the top of the wound
In the vagina Hold the thumb forceps In your other hand Use the thumb forceps
to pull the needle through the tissue Never use your fingers USing your finger
to feel for the needle IS dangerous as you may prick your finger or make tinY tears
In your gloves, greatly increasing your risk of getting a blood borne infection such
as HIV or hepatitis B Tie the suture off with a square knot (see Learning Aid 2,
page 4 27), and trim off the short thread to about 1 cm (Y2 Inch) (See Figure 21 )

2 Suture the vaginal mucosa uSing a continuous stitch, sewing down to the hymenal
ring (See Figure 22 )

Figure 21 Sewing Vaginal Mucosa Figure 22 Contmuous Suturing to Hymenal Rmg
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3 The needle then goes through the vaginal mucosa, behind the hymenal ring, and
IS brought out on the wound (cut) of the perineum (Look at Figure 23) See how
close to the top of the wound the needle IS

4 Now use the suture sparing continuous method to suture all the way to the bottom
of the wound Make sure that the bite taken on each side IS equal In size You
have now closed the deep muscle layer

Figure 23 Suture Moved to Perineum Figure 24 Continuous Suturing Continues



Episiotomies and Repair ofLacerations 431 lIfe-S8Vlng Skills © ACNM 1998

5 Once you have reached the very end of the wound Just above the rectum (Figure
25), turn your needle over and start to sew up towards the vagina, uSing
continuous stitches to close the subcuticular tissue (See Figure 26) You are
now making a second layer of stitches In the same area Notice the angle of the
needle In Figures 25 and 26 This second layer of suture will leave the wound
about 0 5 cm (% Inch) open This will close well by Itself as healing occurs

Remember always pull the suture through usmg your thumb forceps Do not
use your fmgertlp to feel for the tiP of the needle

Figure 25 Sew to very Bottom Figure 26 Subcuticular Layer Starts
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6 Now move the suture agam from the penneal part of the wound back Into the
vagina to be secured, tied off, and cut See Figures 27 and 28 to see how the
suture comes out behind the hymenal nng

Figure 27 Move Needle Back Into Vagina Figure 28 Tie Off In Vagina

7 Tie off the suture With a square knot To make the knot very secure, make one
and a half square knots Cut the two ends of suture off, leaving about 1 cm (%
Inch) If you cut the ends too short, the stitch may pull apart If thiS happens, the
whole episiotomy becomes loose or pulls apart
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8 Insert your finger Into the rectum Feel the top of rectal wall for suture If you feel
suture, make certain to repeat the rectal exam 6 weeks postpartum If It IS not
fUlly healed at that time (fistula), refer the woman to the doctor Double check to
make certain that you have not left any gauze, sanitary pads, or Instruments In the
woman's vagina Wash her genitals with soapy water Make her dry and
comfortable

9 AdVise the woman to wash the area well with soapy water 3 to 4 times per day
Otherwise, she should keep her penneum clean and dry Discourage her from
putting anything Into her vagina or on the wound She should not use bOIling
baths Ask her to return for a follow-up VISit In one week, so you can check the
healing of the wound

10 If possible, check the penneum dally for 3 to 4 days Look for redness, pus,
loosening or opening of the sutures, or a hematoma A hematoma may look like a
bruised or shinY swelling Watch to see If It gets bigger If It IS more than 3 to 4
cm, refer her to a hospital so It can be opened and the blood vessel sutured

Review Questions

What Old I Learn? Find out what you know and understand of thiS module by
answenng the follOWing questions When you are finished, look for the answer In thiS
module on the pages indicated In parentheses ()

1 What are the two common types of epiSiotomies? (page 4 2)
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2 What are the signs that a woman Will likely tear If she does not have an
episiotomy? (page 4 4)

3 What are the signs and symptoms of vaginal and cervical lacerations? (page
410)

4 What steps Will you take to perform a vaginal and cervical inspection? (pages
4 11 - 4 12)
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5 Describe how to Inject local anesthesia before the baby IS born (pages 4 5 - 4 6)

6 What are the types of suture and what type IS preferred to sew genital lacerations
and episiotomies? (page 4 26)

7 List the steps In the repair of a medlolateral episiotomy (pages 4 14 - 4 19)
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PROBLEM SOLVING METHOD CASE STUDIES

The Problem Solving Method IS an organized way of giVing care to women It IS a way
of thinking about the care you give This case study Will help you review the Problem
SolVing Method Use Modules 1,4,5, and 8 for reference

We all solve problems every day of our lives We usually do not think about the steps
Involved In problem solving, though we all follow steps to solve problems The
Problem SolVing Method IS a way to help us follow steps In giVing care to women
Read, then wnte your answers to the questions In these cases

The four steps of the Problem SolVing Method are
1

2

3

4

(Check your answers by looking In Module 1, page 1 22 )

The Problem SolVing Method IS used by midWives to Identify problems and take
appropnate action

Case Study 1

ASK and LISTEN

ThiS IS the first step In caring for a woman Ask questions about the reason she came
to see you, the midWife In an emergency, you may be asking questions, looking,
feeling, making deCISions, and taking actions almost at the same time It IS very
Important that the four steps of the Problem SolVing Method are practiced over and
over, so that you do not have to look In a book or stop and say, "Now, what should I
do first?" In an emergency, you must know the steps

Read the follOWing example Mrs C L IS brought to the maternity In a truck (lorry)
Her husband IS shouting for you to come and help hiS Wife Mrs eLls lying In the
back of the truck on a mat soaked With blood and flUid Another woman IS sitting
beSide her holding a baby As you greet Mrs C L while she IS stili lying In the truck,
you Immediately FEEL (Fill In thiS sentence)
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Now that you know the uterus IS firm and contracted, you qUickly recall that Mrs C L
IS a primipara who registered In her fifth month of pregnancy She had a normal
pregnancy, even though she was seen by the doctor at the hospital 3 times dUring the
pregnancy You and the doctor both requested that she deliver at hospital She
attended antenatal cllmc last week The baby was close to term and breech Mrs
C L was gOing home to get her things and move to the hospital maternity Village until
she delivered

As you help get the mother Into the maternity, you ask the driver to please walt
because Mrs C L may need to go to the hospital What questions would you ask
Mrs eLand her family?

1

2

3

4

You find out that Mrs eLls very weak and afraid She IS thirsty The woman
holding the baby tells you that Mrs C L was waiting for market day (today) transport
to the hospital She delivered 4 hours ago The baby's head did not come out for a
long time Someone helped the baby deliver by pulling on the baby After the
placenta came out, the bleeding did not stop Mrs C L has not taken any liqUids or
food since before the delivery She has not taken any mediCines

You do not waste any time writing down the above Information at thiS time You
know that prolonged bleeding after delivery can lead to shock and death You can
see that Mrs eLls close to shock You must continue qUickly With the Problem
SolVing Method and prevent shock at the same time

LOOK and FEEL

ThiS IS the second step when seeing a woman As you prevent shock, find out where
the bleeding IS coming from What will you do to prevent shock?

Refer to Module 8, page 8 4
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As you help her lie down, cover her to keep her warm and dry Give her liquids to
dnnk, talk to her, and reassure her so she IS not too afraid QUickly LOOK and FEEL

What will you find as you LOOK and FEEL?

1

2

3

4

5

You find that Mrs eLls nervous (anxIous) and afraid Her respirations are shallow
and fast (44 In a minute), pulse IS strong but fast (100 beats In a minute), blood
pressure IS low (70/48) Her skin IS cold and wet The uterus IS stili firm and
contracted The perineum IS Intact There IS a tear at the middle left (3 o'clock
position) of the cervix

IDENTIFY THE PROBLEM

ThiS IS the third step of the Problem SolVing Method The midwife must Identify the
problems, uSing the information from the first two steps

What IS the problem?

USing the information from ASK and LISTEN (difficult delivery of breech, pnmlpara,
placenta IS delivered, thirsty, nervous, bleeding), the LOOK and FEEL (anxIous,
respirations shallow and fast, pulse 100 but strong, blood pressure 70/48, skin cold
and wet, uterus firm and contracted, tear In cervix), you IDENTIFY the problem -- Mrs
C L has a cervical laceration and IS close to shock
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This IS the fourth step of the Problem SolVing Method You must decide what should
be done to take care of each problem Mrs C L has a life threatening problem She
IS close to shock and IS bleeding from the cervical laceration

What EMERGENCY actions Will you take, and why Will you take each action?

Refer to Modules 4, 6, and 8

You make sure the airway IS open The breathing IS fast at 44 You stop the bleeding
with pressure on the cervix and ask your assistant to get the suture pack to repair the
cervical laceration You ask your assistant to cover and keep the woman warm, raise
her feet and legs, start an IV, and check the blood pressure and pulse every 10
minutes

If you know how to repair the cervical laceration, repair It, and then go with Mrs C L
to the hospital

The EMERGENCY actions should Include treating for shock and repair of the cervical
laceration If you can not repair the cervix well, hold stenle gauze against the cervix,
and go with the family to the hospital
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Case Study 2
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Mrs V L comes to the maternity by taxI She was at the market when her bag of
waters broke and labor contractions started She had a lot of difficulty finding
transport to the maternity She delivered In the market Her cloth IS soaked with
blood The baby IS crying and moving around a lot What do you do Immediately?

You help Mrs V L lie down, feel the uterus to make sure It IS firm and contracted,
wash her genitals with soap and water, put the baby to each breast for 3 to 4 minutes,
ask your assistant to take the blood pressure and pulse

As you care for Mrs V L , you observe that there IS a steady stream of bnght red
blood coming from the vagina

ASK and LISTEN

Since Mrs V L delivered at the market and thiS IS the first time you have seen her,
you need to find out what happened to her Do not waste time You do not know how
much blood she lost before you saw her She may be close to shock or death

What do you need to ask her In thiS Situation?

1

2

3

4

5

6

Refer to Module 4, page 4 10
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You find out that this IS her first baby and there was no bleeding before or dunng the
delivery She has the placenta wrapped In a cloth, you can see that It came out In
one piece She only saw the bleeding when she got out of the taxI She has not
taken any medicines or herbs No one has put anything Into her vagma dunng or after
the delivery

LOOK and FEEL

What examination Will you do on Mrs V L ?

Refer to Module 4, pages 4 10 - 4 12

You find out that her blood pressure IS 96/62, pulse IS 70 Her skin IS warm and
sweaty There are no signs of shock now The placenta and membranes are
complete and not torn The uterus IS firm and contracted The vagina and perineum
have a medial (midline) laceration with bnght red bleeding The cervix has no
laceration

IDENTIFY THE PROBLEM

IDENTIFY the cause of this emergency problem of bleeding You know that
continuous blood loss leads to shock, coma and death You must decide what IS
causing the bleeding uSing the Information from ASK and LISTEN, and LOOK and
FEEL Wnte the problem here

Refer to Module 4, page 4 10

USing the information from ASK and LISTEN (delivered a normal baby and placenta
at the market, bleeding after the delivery) and LOOK and FEEL (placenta and
membranes complete, uterus firm and contracted, no cervical tear, midline vaginal
tear), you IDENTIFY THE PROBLEM that Mrs V L has a vaginal laceration She IS
not In shock
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TAKE APPROPRIATE ACTION

A vaginal laceration can be life threatening What ACTION will you take?

Refer to Module 4, page 4 19

If the bleeding IS not controlled, what do you do next?

If the bleeding IS controlled, what do you do next?
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TAKE APPROPRIATE ACTION AFTER BLEEDING IS CONTROLLED

Mrs V L had a life threatening problem which had to be taken care of right away
What other action needs to be taken uSing the follOWing

Medical treatment

Education/counseling

Laboratory tests

Plans for follow up

Recording

You take her vital signs If the temperature IS elevated, refer to Module 7 and treat for
infection You teach her about care of her laceration, cleanliness of breasts, baby
care, and prevention of tetanus You talk with her about the need for postnatal care
for mother and baby, family planning, and the supportive roles of the family and the
Traditional Birth Attendant (TBA)(lf she has one) You check her hemoglobin and
refer her If she has a low hemoglobin or If she continues to bleed

You give her a date to come back to see you Depending on her condition, you may
want to see her In 2 weeks If she has a very large laceration, you may want to see
her or ask her to see her TBA every day until she IS stronger It all depends on the
condition of Mrs V L

You write In the record that Mrs V L , a primipara delivered her baby and complete
placenta and membranes at the market today, and the time On arrival In a taXI, the
baby was crying, the mother was lying In blood soaked clothes (estimated 400 cc
blood) Record her blood pressure and pulse, that her skin was warm and sweaty,
uterus firm and contracted, that she had a medial vaginal laceration, that her cervix
was Intact The laceration was repaired and bleeding stopped Mrs V L IS eating,
drinking, and walking to the tOilet
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Case Study 3 - What Is the Problem?
(Answers are on the next page)

The new midwifery student working In your maternity has Just completed evening
postpartum rounds She tells you the woman who delivered at 4 AM today seems to
be bleeding too heavily You try to have the student solve the problem

You ask the midwifery student What could be the PROBLEM?

What ACTIONS will you and the student take?

Case Study 4 - What Is the Problem?
(Answers are on the next page)

A family member has sutured a woman with a large penneal laceration with coat
thread The woman comes to you 6 days later complaining of pain and pus coming
from her wounds

What could be the PROBLEM?

What ACTIONS will you take?



EpisIotomIes and RepaIr ofLaceratlons 445

ANSWERS - Case Study 3
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You ask the mIC:lmfery student What could be the PROBLEM?

Uterine atony - with or Without retained products of conception
Missed laceration of the cervix, vagina, or perineum
Normal postpartum lochia New student not yet aware of range of normal
postpartum loss

What ACTIONS mil you and the student take?

Massage the uterus
Express clots
Estimate the blood loss
Start an IV If mdlcated
Under good light thoroughly Inspect the vagma, cerviX and perineum
Suture any lacerations found to be bleeding or oozing
Momtor for vaginal bleedmg, contracted uterus, full bladder, and Vital signs every
hour until normal and then, 3 times a day for 3 days to make sure the bleeding
stops Teach the mother to momtor her own uterus
Determine If referral is needed

ANSWERS - Case Study 4

What could be the PROBLEM?

Infeeted laceration repair

What ACTIONS will you take?

Inspect the area under good hgM
If the area is infected, remove the coat thread
Wash the wound with an antiseptic or soap and water
Take the woman's temperature. blood pressure. and pulse
Teach the woman how to mOnitor her own uterus. clean herself, and change pads
frequently
Give antibiotics according to your protocol
Check how she IS heanng every 2 or 3 days
If the mfectlon IS severe. refer
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Skills Checklist for Episiotomy and Laceration Repair

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte a rating t/ = satisfactory or X = needs Improvement
Add any comments In the comments section below and at the end of the checklists

Date Date Date Date

A Procedure for GIVing Local Anesthesia

Put a 22 gauge, 1 Y2 Inch needle on a sYringe

1 Fill the sYringe with local anesthetic

2 Place your two fingers between the baby's head
and the perineum, If giVing anesthetic before
delivery

3 Insert the whole length of the needle from the
fourchette, running just below the skin, down the
direction of episiotomy

• Pull back on the plunger of the sYringe to
check for blood

• Inject evenly as you withdraw the needle

4 Now angle the needle to one Side of center

• Repeat the steps In 3

• Repeat on the other Side

• Repeat gOing up the center of the vagina

5 About 10 cc of anesthetic has been Injected

6 Walt a minute or two for the anesthesia to take
effect

7 DUring the repair, If the woman IS uncomfortable,
Inject up to 10 cc more of 1% local anesthetic In
the area where the woman feels pain
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Date Date Date Date

B Procedure for Cutting an Episiotomy

1 LOOK and FEEL

• Is the perineum long or short?

• Thick or thin?

• Does It have varicose veinS, genital warts, or
other problems

2 If you are not close to a hospital/doctor, do a
medlolateral episiotomy

3 Cut an episiotomy when the perineum IS thinned
and pale or shinY

4 Take a pair of sCissors with one rounded blade or
bandage sCissors (good condition)

• Place 2 fingers of your other hand In the
vagina between the sCissors and baby's head

• Start at the center of the perineum and angle
(slant) your sCissors out at a 45 degree angle

• If you are nght handed, cut towards the
mother's nght buttock

• If you are left handed, cut towards the
mother's left buttock

5 Make the episiotomy with one or 2 large cuts

6 After the perineal cut has been made, turn your
sCissors around, positioned up the vagina

• With your other hand, protect the baby's head
with your fingers

• Cut up the center of the vagina 5 to 7 5 cm (2
to 3 Inches) (ThiS cut allows more space In
the vagina and helps to prevent teanng up
from the perineal cut)

7 Press a gauze firmly over the cut area while the
woman continues to push with contractions

8 Use stenle technique
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Date Date Date Date

C Procedure for Cervical and Vagmallnspectlon

1 Explain to the woman what you are gOing to do

2 QUickly and gently wash off the woman's gemtals

• With your gloved hand, separate the labia
(vaginal lips)

• Have your assistant shine a light Into her
vagina

3 Look carefully for any tears or hematomas
(collection of blood under the tissue)

• Press firmly on the back wall of the vagina with
your fingers

• Look deep Into the vagina

4 Slowly pressing against the vaginal wall, move
your fingers up the side wall of the vagina, one
side at a time

LOOK and FEEL

• Is the surface smooth?

• Are there any POints where you nottce
bleeding?

• Did you feel all the way up the vagina to the
cervix?

5 Have your assistant press firmly down on the
woman's uterus

• Press firmly on the back wall of the vagina with
one hand Look for bleeding or tears

• If you see bleeding or tears, take the sponge
forceps (ring forceps) and clamp them on the
anterior lip (top lip) of the cervix

• Clamp the entire rounded part of forceps onto
the tissue

• Pull gently on the forceps

• LOOK at the cervix
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Date Date Date Date

• LOOK at all Sides of the cervix carefully

• Take a stenle gauze or cloth and wipe the
blood away

• LOOK and find IS the bleeding coming from
the uterus, vaginal laceration, or cervical
laceration?

6 If the bleeding IS from the uterus, give an OxytOCIC
medication and massage the uterus

• If the bleeding IS from a laceration, repair It

• If no lacerations or bleeding are noted, remove
the sponge forcep, make the woman
comfortable, continue to mOnitor her vital signs
for 2 hours

7 If the lacerations seen are very large or deep, or If
the patient does not Improve with Intravenous
rehydration, pack her vagina with a tampon of
stenle gauze or cloth and prepare to transport her
Immediately

Comments
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Date Date Date Date

D Preparation for EpIsiotomy or Laceration Repair

1 Get eqUipment ready

2 PosItion the woman's buttocks at the edge of the
bed or table Her legs may be supported by
stirrups or held by family members

3 Remove any sOiled cloths from under her and
wash her genitals

4 Put on fresh gloves or wash gloved hands with
soap and water

5 Place a stenle or very clean towel or cloth under
the buttocks

6 Check to see If the local anesthetic IS working well

• Touch the cut areas with the sharp POint of a
needle

• If she feels sharp pain, give her some more
anesthesia before the repair

7 If there IS no time to give anesthetic before
delivery or If It IS a laceration you are repairing,
give the local
anesthesia now

8 Have your light source adjusted so you can see
well Into the vagina

9 Sit down and make yourself comfortable

10 Perform a complete vaginal, cervical, and perineal
inspection

11 Open the suture and gently stretch It out straight

12 Place the needle In the needle holder at the fight
angle

• Clamp the teeth of the holder firmly shut

Comments
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Date Date Date Date

E Procedure for Episiotomy Repair

1 Run your finger through the whole wound (cut)

• See clearly where the top of the wound IS

• Place your first suture about 1 cm (% Inch)
above the top of the wound In the vagina
Pull It through with your thumb forceps

• Tie It off with a square knot, and trim off the
short thread to about 1 cm (% Inch)

2 Suture the vaginal mucosa uSing a continuous
stitch (continuous suturing), sewing down to the
hymenal nng

3 Put the needle through vaginal mucosa behind the
hymenal ring, and bnng It out on the wound of the
perineum

4 Continue uSing the suture sparing continuous
method to suture all the way to the bottom of the
wound

5 Once you have reached the very end of the
wound, turn the needle over and start to sew again
uSing continuous stitches to close the subcuticular
tissue

• Always use your forceps to pull the needle
through

• This second layer of suture Will leave the
wound about 0 5 cm (% Inch) open This Will
close well by Itself as healing occurs

6 Move the suture again from the perineal part of the
wound back Into the vagina and secure It

7 Tie off the suture with a square knot

• Cut the 2 ends of suture leaving about 1 cm
(% Inch)

8 Double check to make certain that you have not
left any gauze, tampon, or Instruments In the
woman's vagina
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Date Date Date Date

• Perform a rectal exam to check that no stitch IS
In the rectum If this IS a midline (medial)
episiotomy

• Wash the genitals With soap and water

• Make mother dry and comfortable

F Procedure for Repair of Lacerations

1 If the laceration IS penurethral (around the
urethra), place a catheter In the bladder This
helps you Identify the urethra and keeps you from
accidentally sewing the urethra shut or damaging
It

2 Choose the finest (most narrow) suture you have
(see the section on how to choose a suture In
Learning Aid 1, page 4 26)

3 Press the tissue together

• Put the ragged pieces together again so that
the tissue looks like It did before Do not hurry
this part

4 Place Interrupted sutures the length of the shallow
tear about 1 cm apart To make an Interrupted
stitch

• Take a bite of tissue

• Bnng It through to the center of the tear

• Look for the needle

• Check that It IS not too deep or too shallow

• Push It through the other side of the tear With
the same Size bite of tissue

• Pull the suture through leaving Just enough of
an end (5 to 8 cm) so that you can tie the
suture With a square knot

5 Continue making Interrupted (Individual) sutures
for the full length of the laceration Remember the
most Important thing IS to control the bleeding
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Date Date Date Date

• If she continues to ooze blood from the
laceration, press a gauze firmly over the
wound for 10 minutes, do not look

• After 10 minutes, carefully take off the gauze

• If the tear has stopped bleeding, the sutures
are enough

• If she continues to ooze or bleed actively, you
Will need to add one or more stitches to control
the bleedIng

G Procedure for Repair of Lacerations of the
Cervix

• Place your sponge forceps on one Side of the
laceration

• If you have a second sponge forceps, place It
on the other Side of the laceration

• Place the handles from both forceps In one
hand

• Gently bnng handles toward you

• Place Interrupted sutures the length of the
wound about 1 em apart

• If you do not have sponge forceps to grasp the
cervix, have your assistant put on a pair of
gloves

• Have her press on the postenor (back) wall of
the vagina ThiS Will help hold It out of the way
so that you can see the laceration better

H Record Findings

• Record progress of vital signs throughout
procedure

• Record type and amount of IV flUids and time
started

• Record estimated blood loss
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Date Date Date Date

• Record location and appearance of laceration
or episiotomy (you may wish to make a
drawing of the location)

• Record time, type and dose of medications or
treatment given

Comments
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PREVENTION AND TREATMENT OF HEMORRHAGE

OVERVIEW

Hemorrhage In labor and the early postpartum penod IS a major cause of maternal
mortality worldwIde Hemorrhage IS one of the top three causes of death In every
maternal mortality study SIxty percent ofall pregnancy-related deaths occur
during the postpartum period Of that 60%1 nearly half (45%) of the mothers dIe
In the FIRST 24 HOURS AFTER DELIVERY (LI, 1996) Hemorrhage In the first
FOUR HOURS AFTER DELIVERY accounts for the single largest number of maternal
deaths The major causes of hemorrhage In those first hours after bIrth are utenne
atony and retained products of conceptIon ThiS IS an area where Improved
maternal care can save many lives

ThiS module outlines methods that mIdWives In rural or urban settings can use to
make a large contnbutlon to saving mothers' lives In thIS module you WIll use the
Problem SolVing Method to find the cause of bleeding The skill procedures Include
active management of the thIrd stage, bimanual compressIon of the uterus (Internal
and external), manual removal of the placenta, and dIgital evacuatIon of the cervix
ReView questIons and case studies WIll help you learn and use the Informatton Skills
checklists Will gUide you while you actually perform the skIlls There are also learning
aIds that contain addItional information Some learning aids descnbe procedures that
are not often performed but may help you save a life Some learning aids are simply
checklists of often performed procedures, to help you review Use learning aids to
review your knowledge or to learn new Ideas

It IS Important for the midWife, when helpmg someone who IS bleedmg, to
remember that a person may have a disease you do not know about, such as
hepatitiS or AIDS There IS a chance you Will get the disease from her blood In your
mouth or eyes The danger IS greater when you have a cut or sore on your body To
protect yourself, cover all cuts or sores Protect your body from splashes of blood by
weanng protective clothing, including gloves and aprons Use soap and water to
wash off blood splashes AS SOON AS POSSIBLE

Modules which also deal wIth ways to decrease maternal blood loss are Module 4
EpiSiotomies and Repair of Lacerations and Module 3 Momtorlng Labor
Progress, whIch dISCUSS preventing utenne rupture by early recognition of prolonged
labor Module 2 Quality Antenatal Care deals with early detectIon and treatment of
anemia and the Importance In bUilding up a mother to endure the blood loss at
delivery Module 10 Other Emergencies gives informatIon on postabortlon care
Treatment of shock IS In Module 8 Hydration and Rehydration PreventIon of blood
borne dIseases for mothers, famIlies, and midWives IS In Module 7 Prevention and
Management of SepsIs
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A Midwife's Experience
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A 36 year old gravida 5 who was unbooked (not attending antenatal
cllmc) came to me She was bleeding She said that she had bled a
lot at home, with clots Her BP was 110/70 and pulse 96 On
abdominal palpation, she was 36 weeks and the fetal heart was 144

I had to refer There was no vehicle We had no boat to go to the
hospital on the river I set up a dnp (mfuslon) of Dextrose 5% I
called the Lord to help and save the poor woman's life, and save my
cliniC as well I really had a "midwife's fever'1 The relatives of the
woman could not afford to hire a boat to the hospital and she couldn't
Sit on a bicycle to the other hospital I left everythmg to the Lord The
IV dnp In Situ got finished I set up a second one

WhUe checking the fetal heart and BP every 1/4 hour, to my surprise,
I noticed the placenta at her vulva "OH LORD," I shouted while the
woman was sttll bleeding Then the placenta followed by the head of
the Infant delivered With the contraction I started Singing, "The Lord
IS my shepherd I shall not want II

ThiS lady had a live female premature active Infant Is thiS not
wonderful?

LSS Midwife, Ghana

Midwives are called upon to manage hemorrhage ThiS reqUires equipment,
drugs, blood and surgical expertise that are not always available In these
cases, they are asked to do as much as pOSSible and refer as best as they
can
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PROBLEM SOLVING METHOD FIND THE CAUSE OF BLEEDING

Goal

The midwife will learn to use the problem solving method to determine nsk
of hemorrhage and to find the cause of bleeding In a pregnant woman

Objectives

The midwife canng for women dunng labor and delivery will be able to

1 ask questtons regarding the woman's medical history to determine her
nsk of hemorrhage (ASK and LISTEN)

2 do abdominal and vaginal examinations to check for findings which
alert her to the possibility of hemorrhage (LOOK and FEEL)

3 IDENTIFY PROBLEMS/NEEDS so that she IS able to take
APPROPRIATE ACTION

When a woman comes to you and
says that she IS pregnant and
bleeding or In labor and IS

bleeding or has delivered and
IS bleeding, you must try to learn
all you can about her problem
The problem solving method can
help you find out about her problem
In an organized way If It IS an
emergency, the midwife must take
action

WHEN YOU FIRST SEE A WOMAN
WITH VAGINAL BLEEDING,
ALWAYS ASK and LISTEN

• When did the bleeding start?
• How much bleeding?
• Stili pregnant or delivered?
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Risk Factors
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There are nsk factors for hemorrhage that you should be alert to dunng the
pregnancy, labor, and postpartum It IS Important that you ASK questions which
will help you to recognize when a woman IS at high nsk Use the questions that are
appropnate to the woman's condition, depending on whether she IS antepartum,
Intrapartum, or postpartum Find out If she has ever had any of the following

PAST ILLNESS OR SURGERY
• surgery on her uterus

fibrOid, cesarean section, or
dilatation and curettage

• blood clotting problems
• anemia
• hepatitis

PAST PREGNANCY PROBLEMS
• prevIous postpartum hemorrhage
• prevIous rupture of the uterus
• prevIous Inverted uterus
• prevIous history of retained placenta
• five or more prevIous pregnancies

THIS PREGNANCY
• placenta previa • contractions
• placenta abruptiO • bleeding
• pre-eclampsia/eclampsia • Induced labor (medicines or herbs)
• fetal death In utero • prolonged labor
• multiple pregnancy • chonoamnlonrtls
• polyhydramniOS • preCipitate labor (3 hours or less)
• abdominal pain
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Early Pregnancy Problems
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If the woman IS pregnant and bleeding with a nonviable pregnancy (baby IS not
big enough to live)

ASK and LISTEN Are you having pain? Where IS the pain? Do you feel tightening
or contractions In your belly (uterus)? How long have you had contractions or pain?
Have you passed any clots or tissue?

LOOK and FEEL Based on your ASK and LISTEN information, you will check the
woman carefully, knowing that she may be at risk for a hemorrhage You are now
ready to do a physical examination of the woman

Abdommal Exammatlon First perform an abdominal examination FEEL for the
contractions, what are the uterine contractions like? How much pain? If severe,
think of abortion or ectopic pregnancy FEEL the size of the uterus How many
weeks pregnant? Is the bladder full? Is there tenderness?

Permeal Exammatlon LOOK at the perineum How much bleeding do you see?
Are there any clots or tissue? If there IS a foul smelling discharge, think of septic
abortion If the woman IS transferred or comes to you, are her clothes and cloths
or pads soaked with blood? Old she bring any blood, clots, or tissue for you to
see?

TAKE THE APPROPRIATE ACTION IMMEDIATELY'

FINDING Abdomen hard and tender, may have signs of shock think of ectopic
pregnancy or injury to Internal organs from unsafe abortion

ACTION Treat as outlined In Learning Aid 1 - Bleeding In the Abdomen, page
562

FINDING Severe abdominal pain with tender uterus OR fever OR offensive
vaginal discharge think of ectopic pregnancy or septic abortion

ACTION REFER Treat as outlined In Module 7 SepsIs or Learning Aid 1 -
Bleeding In the Abdomen, page 5 62

FINDING Heavy vaginal bleeding OR clots with painful contractions think of
Incomplete abortion

ACTION Treat as outlined In Manual Removal of Clots and Products of
Conception (page 5 49) and In Module 10 Other Emergencies

FINDING Vaginal bleeding that has stopped think of threatened abortion
ACTION REFER If bleeding recurs OR fever OR offensive discharge OR

severe abdominal pain
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Antepartum or Intrapartum Bleedmg

If the woman IS pregnant or In labor and bleeding with a viable pregnancy (baby
IS big enough to live)

ASK and LISTEN Are you having pain? Where IS the pain? Do you feel tightening
or contractions In your belly (uterus)? Is your belly (uterus) sore or tender to touch?
What color IS the blood? Have you seen any clots or tissue? Do you bleed when
resting, standing, or walking?

LOOK and FEEL Based on your ASK and LISTEN information, you will check the
woman carefully, knowing that she may be at nsk for a hemorrhage You are now
ready to do a physical examination of the woman

Abdominal Examination First perform an abdominal examination See Module
3 MOnltormg Labor Progress for a full descnptlon of how to perform the
abdominal exam FEEL for contractions, Size, and tenderness of the uterus

Uterus How many weeks' pregnant? How big IS the fetus? Is the shape of
the uterus normal? Is there a Bandl's nng or constnctlon nng In the lower
third of the uterus? If yes, think of utenne rupture or Impending utenne
rupture Is the bladder full?

Baby What IS the position of the baby? If the presenting part IS high or If It IS
a breech or transverse lie, think of placenta previa Is It easier than usual to
feel the parts of the baby? If so, think of pOSSible utenne rupture or, rarely,
abdominal pregnancy

Contractions What are the utenne contractions like? Are the contractions of
normal rhythm and strength? If the contractions are continuous, think of
ruptured uterus If the uterus IS Irritable and painful and there are sometimes
sharp back pains, think of placenta abruptiO

Perineal Examination LOOK at the penneum Do you see any blood, mucus, or
amniotic fluid? How much bleeding do you see? Are there any clots? If the
woman IS transferred or comes to you, are her clothes and cloths or pad soaked
with blood?

IDENTIFY PROBLEMS If the blood IS dark brown or bright red and mixed with
mucus and not more than 5 to 15 cc , It IS most likely bloody show, and you may
safely proceed to do a vaginal examination
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If the blood IS bright red With some blood clots, think about what you found on
abdominal examination It may be light bleeding to very heavy Think of placenta
previa or uterine rupture Do not perform a vaginal examination

If the bleeding IS dark red, does not clot, and may be small to large In amount, think
of what you found on abdominal examination She may have placenta abruptio or
uterine rupture You may do a very gentle vaginal examination to see If delivery IS
very close

TAKE THE APPROPRIATE ACTION IMMEDIATELYI

Antepartum Bleedmg

FINDING Continuous bright red vaginal bleeding IS found, but no abdominal pains,
contractions, or tenderness when you FEEL the uterus think about
placenta previa

ACTION Take action Immediately' REFER Start Intravenous (IV) fluids and
qUickly arrange to transfer the woman to a hospital where cesarean
section and blood transfUSion are pOSSible Have family members find
blood donors to travel With you

FINDING Abdominal pain, abdominal tenderness, and dark red vaginal bleeding or
you see dark red bleeding when you LOOK or no bleeding at present
think about abruptio placenta

ACTION Take action Immediately' REFER With analgeSia Start IV fluids and
qUickly arrange to transfer the woman to a hospital where an operation
can be done and blood transfUSions are pOSSible Have family members
get blood donors to travel With you

Intrapartum Bleedmg

FINDING Very strong abdominal pain, labor contractions stop, mayor may not have
vaginal bleeding, mayor may not have signs of shock think about ruptured
uterus or abruptio placenta

ACTION Take action Immediately' REFER With antibiotics, IV InfUSion, and
analgeSia When you think a woman has placenta preVia, placenta
abruptio, or ruptured uterus, she must be referred for surgical treatment
As soon as you anticipate an emergency, send a family member to arrange
for transport Go With the family to the hospital so that you can keep the IV
fluids gOIng, be ready to deliver the baby In route, be prepared to
resuscitate the baby, see Module 6 ResUscitation Encourage the family
and explain what you are dOing, to prevent them from panicking
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Postpartum Bleeding
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If the woman has delivered and IS bleedmg

ASK and LISTEN Are you having pain? If yes, where IS the pain? Do you feel
tlghtemng or contractions In your belly (uterus)? Is your belly (uterus) sore or tender
to touch? What color IS the blood? Have you seen any clots or tissue? Has the
afterbirth (placenta) come out?

LOOK and FEEL Based on your ASK and LISTEN information, you will check the
woman carefully, knowing that she may be at nsk for a hemorrhage You are now
ready to do a physical examination of the woman

Abdommal Examination First perform an abdominal examination FEEL for the
contractions and the size and tenderness of the uterus

Uterus Is the bladder full? Is the postpartum uterus hard or soft? Is there
tenderness? If the uterus IS soft after delivery, think of postpartum hemorrhage
from utenne atony If the uterus IS tender and soft, think of postpartum infection

Perineal Examination LOOK at the perineum How much bleeding do you see?
Are there any clots, tissue, placenta, or cord? If there IS a foul smelling
discharge, think of postpartum infection If the woman IS transferred or comes to
you, are her clothes and cloths or pads soaked with blood? Old she bring any
blood, clots or tissue for you to see?

IDENTIFY THE PROBLEM If the woman IS bleeding and delivered, think of where
the bleeding might be coming from It could be from a ruptured uterus, vaginal or
cervical lacerations, or utenne atony sometimes with retained pieces of placenta or
membranes FEEL If the uterus IS well contracted Do a careful vaginal and cervical
inspection See Module 4 Episiotomies and Repair of Lacerations for a full
descnptlon of how to do this
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TAKE THE APPROPRIATE ACTION IMMEDIATELyl

POSTPARTUM BLEEDING

FINDING Bleeding In the first 24 hours after delivery

ACTION Take action Immediately' FEEL the uterus to make sure It IS
contracted FEEL the bladder to make sure It IS empty LOOK for the
bleeding site ASK If the placenta has been delivered

a Uterus soft (poorly contracted) treat as outlined In this module under
Bimanual Compression of the Uterus (page 5 34)

b Retained placenta or tissue/membranes treat as outlined later In this
module under Manual Removal of the Placenta (page 5 18)

c Genital tract lacerations, treat as outlined In Module 4 Episiotomies
and Repair of Lacerations

FINDING Bleeding 24 hours or more after delivery

ACTION Take action Immediately' FEEL the uterus to see If It IS contracted or
tender LOOK for retained membranes or clots by vaginal speculum
examination LOOK for infection by taking the temperature and looking
for foul smelling vaginal discharge or swelling In the genital area LOOK
for signs of shock

Eyes - dull
Face - pale, sweaty
BreathIng - shallow, fast
Pulse - fast, weak
SkIn - cold clammy
Blood pressure - low

a Uterus soft (poorly contracted) treat as outlined In Bimanual
Compression of the Uterus, page 5 34

b Signs of infection treat as outlined In Module 7 PreventIon and
Management of SepsIs

c Signs of shock treat as outlined In Module 8 Hydration and
Rehydration
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ACTIVE MANAGEMENT OF THE THIRD STAGE

Goal

The midwife will learn how to decrease the blood loss of the third stage by
actively managing the woman's third stage

Objectives

The midwife canng for women during labor and delivery will be able to

1 descnbe active management of the third stage

2 deliver the placenta, uSing active management of the third stage

3 explain the procedure(s) to the mother and others so that they
understand what IS being done, and why

Introduction

When the baby IS born, the emptying of the uterus causes It to contract and become
smaller This normally causes the placenta to separate from the uterine wall Some
of the small utenne blood vessels tear as the placenta pulls away, so bleeding IS
present until the uterus IS completely emptied and can contract

In the past, midWives waited for the placenta to separate and encouraged the mother
to deliver the placenta by pushing down dunng the next utenne contraction Today to
limit blood loss, It IS recommended that you deliver the placenta promptly by actively
managing the third stage

In clinical studies, It has been found that active management of the third stage can
decrease postpartum hemorrhage by 40 per cent (Veromkls and O'Grady, 1994)
This IS very Important for mothers who deliver In rural settings far from hospitals and
blood transfUSion services
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GIVing oxytOCin at the birth of the anterior shoulder stops bleeding and blood loss
after delivery estimated blood loss IS almost ml uSing the active management of
third stage

LSS Obstetrician, Uganda

Common Medical Terms

Active Management of the Third Stage - a treatment routine which attempts to
decrease postpartum blood loss by (a) giVing OxytOCIC With delivery of the antenor
shoulder, (b) early clamping and cutting of the cord, (c) mpple stimulation usually With
breast feeding, and (d) assisted delivery of the placenta through controlled cord
traction while supporting or holding the contracted uterus

Brandt-Andrews Maneuver - a method of dellvenng the separated placenta from the
uterus The cord IS held With one hand The other hand IS placed on the abdomen
over the uterus The uterus IS pushed gently backward and upward The cord IS
pulled carefully If the placenta IS separated, It slides out eaSily

Crede Maneuver - a harmful procedure of forcefUlly pushing the placenta out of the
uterus by squeezing and pressing on the fundus of the uterus It can cause tearing or
rupture of the uterus It may also cause a partially separated placenta to tear and be
pushed out of the uterus Crede maneuver IS NOT recommended

OXytOCIC - substances which stimulate uterine contractions They are secreted
naturally by the posterior pituitary (for example when the baby nurses) or can be
synthetic (man made) Examples are PltOCIn or Syntoclnon, Syntometrlne,
Ergometnne, Metherglne

Postpartum Hemorrhage - blood loss of 500 cubiC centimeters (cc) (half a liter) or
more from the reproductive organs after the completion of the third stage of labor
Note that while thiS (S the offiCial definition from the World Health Organization
(WHO), women who start labor qUite anemic may go Into shock and suffer greatly
from a hemorrhage (blood loss) of much less than 500 cc

Primary Postpartum Hemorrhage - excessive bleeding from the reproductive tract
Within 24 hours of the delivery of the baby

Retained Placenta - the placenta has not been delivered Within one hour of the birth
of the baby (WHO definition) However, when active management of the third stage IS
used, an attempt IS made to deliver the placenta Within 15 minutes

Secondary Postpartum Hemorrhage - bleeding from the reproductive tract between
24 hours after delivery of the baby and 6 weeks postpartum
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Skin Active Management of Third Stage

For all women who do not fall Into the high risk bleeding categories discussed In the
history (ASK and LISTEN) section, the midwife In a rural maternity with little
eqUipment can play an Important role In decreaSing the amount of bleeding dUring
their third stage of labor This IS called active management of the third stage
Active management of third stage IS a life-saVing skill

The major causes of hemorrhage m the
first hours after birth are uterine atony or

retamed products of conception

EqUipment
Regular delivery pack inclUding gloves
SYringe and needle
OxytOCIC

Which OxytOCIC you choose Will depend on what IS available locally OXytOCICS,
especially Ergometnne and Methergme, may lose their strength (potency) In hot
climates It IS Important that all OXytOCICS are stored m a cool place and kept out of the
sun Keep them m the refngerator If you have one Do not use an OXytOCIC If It IS
cloudy or has color Remember that Ergometrme and Methergme should not be
given to women With hypertension Metherglne given on a prolonged baSIS may
Interfere With lactation

You may give any of the follOWing

• Pltocm or Syntocmon (oxytoCin) 10 IU Intramuscularly (1M) acts fast, Within 2 %
minutes, and lasts about 4 % minutes It may be used In an IV infUSion of 10 IU In
500 milliliters (ml) or 20 IU In 1000 ml

• Syntometrme 1 cc (5 IU synthetic oxytOCin plus 0 5 milligram (mg) ergometrine
maleate) has fast and sustained action due to the combination

If you have none of the above you can give

• Ergometrme 0 2 mg (ergometrine maleate) by 1M injection acts Within 6 - 7
minutes, and by IV injection It acts Within 45 seconds It may be repeated up to 4
times In 24 hours and every 10 minutes If necessary to control hemorrhage after
delivery It may be given slowly (2 to 3 minutes) by IV Injection Caution -- give It
slowly as It may cause a very painful uterine contraction

• Methergme 0 2 mg (methylergonovlne maleate) either by injection or In tablet
form by mouth It takes longer to act than the other OxytOCICS It Will take 2 to 5
minutes by injection and 5 to 10 minutes by mouth to get the tetanic (continuous)
contractions
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• Prepare the OxytOCIC In a sYringe, BEFORE second stage, so that It IS Immediately
ready when you need to give It

• Ensure the bladder IS empty

• Place mother In either a semi-sitting or a squatting position

1 Ask your assistant to give the OxytOCIC with the delivery of the anterior shoulder
If thiS IS not possible, give as soon as possible after the delivery of the baby
Complete delivery as outlined In Module 3 Momtorlng Labor Progress,
Learning Aid 2 - Second Stage, page 3 66

2 Clamp and cut the cord

3 Wrap the baby to keep It warm If there IS an assistant, let the mother hold the
baby, and help It attach and suck the breast

4 Place the side of one hand against the lower half of the contracted uterus ThiS
supports the uterus above the symphYSIS pUbiS, preventing uterine inverSion or
prolapse (see Figure 1)

Figure 1 Support the Uterus
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5 With the other hand, hold the cord firmly by the clamp or by wrappmg the cord
around your fingers Pull down towards the mother's back with firm, steady
tension on the cord to gUide the placenta out Be patient -- sometimes the
vagmal muscles contract and hold the placenta It takes a few minutes of steady
pressure for the vagmal muscles to relax and release the placenta This firm,
steady pressure IS a skill you learn with practice Do not pull so hard that you
pull the cord off At the same time, the pressure should not be so weak that It
does not work Practice will make you comfortable with what IS the proper amount
of tension

6 Deliver the placenta slowly, supportmg It with both hands Deliver the membranes
by gently turning the entire placenta Remember that a very small amount of
retamed membranes can prevent the uterus from effectively contractmg Try to
avoid lettmg the placenta come out suddenly, smce this could cause part of the
membranes to tear off and be retained Any retained membranes Will decrease
the uterine contractions AND cause postpartum hemorrhage

7 Rub or massage the uterus until It gets hard and pushes out blood and clots
Teach the mother what her uterus should feel like

8 Look at the placenta and membranes to see that It IS all there (complete)

9 Record mformatlon, mcludmg the amount of blood loss

WARNING Massage or pressure to the fundus before
the placenta delivers IS DANGEROUS It can cause
tearing of the placenta and rupture or inversion of the
uterus
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the following questions When you are finished, look for the
answer In the module on the pages listed m parentheses ( )

1 What IS the purpose of active management of the third stage? (page 5 11)

2 List at least 7 risk factors you can find from a woman's medical history which
would mdlcate to you that she IS more likely to have a hemorrhage (page 54)
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3 List at least 3 risk factors a woman might have dUring her present pregnancy
whIch would indicate she IS at higher risk of having a hemorrhage (page 5 4)

4 LIst the steps In active management of the third stage In your work sItuatIon
(pages 5 13 - 5 14)
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Skills Checklist - Active Management of Third Stage

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating III = satisfactory OR X= needs Improvement
Add any other comments In the comments section below

Date Date Date Date

When you actively manage the third stage

Prepare OxytOCIC In sYringe before second stage,
ensure empty bladder, place mother In a seml-
sitting or a squatting position

1 Ask assistant to give OxytOCIC with delivery of
anterior shoulder or give as soon as possible

2 Dry and cover baby Clamp and cut cord

3 Ask assistant If available to put baby to
breast

4 The Side of one hand IS placed against the
lower half of the uterus Just above the
symphySIS pubiS

5 The other hand pulls with firm, steady tension
on the cord with uterine contraction

6 Deliver placenta slowly, support With both
hands, deliver membranes gently With a
turmng motion

7 Rub uterus until hard

8 Expel blood and clots

9 LOOK at placenta and membranes to see that
they are complete

10 Record information

11 Store OxytOCIC In a cool place out of the sun to
preserve the potency of the medication

Comments
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MANUAL REMOVAL OF A PLACENTA

Goal
The midwife will learn how to diagnose a retained placenta and to manually
remove a placenta

Objectives
The midwife canng for mothers dunng labor and delivery will be able to

1 define postpartum hemorrhage
2 recognize signs and symptoms of the different causes of postpartum

hemorrhage uterine atony (tired uterus), retained placenta, and vaginal and
cervical lacerations

3 record observations
4 recogntze the need for action and referral specific for the different causes
5 manually remove a placenta
6 explain to the mother and others the need for removal of a placenta and

dangers of postpartum hemorrhage

Introduction

A retained placenta may cause postpartum hemorrhage, shock, and death Manual
removal of a retained placenta IS an emergency procedure to prevent the death of a
mother

Referral of women with retained placenta and resulting postpartum hemorrhage to the
hospital IS best In cases where referral IS difficult or Impossible, the midwife must be
prepared to manually remove the placenta

Retained placenta without bleeding does happen There IS no Immediate danger AS
LONG AS THE MOTHER IS NOT BLEEDING Make sure that the uterus IS not
bleeding and slowly filling with blood WATCH FOR nse In the height of the fundus
ANDIOR the whole uterus getting bigger (increasing In size)

Remember that any amount of blood loss may be significant for the mother The
blood may be staYing inside the abdomen or coming outside Keep In mind that If a
mother has a hemoglobin of 6 grams (gm) and loses 150 cc of blood after delivery, the
blood loss IS more significant for her than for a mother with a hemoglobin of 12 gm
with the same 150 cc blood loss
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Following a normal delivery, the placenta failed to deliver and the mother was
bleedmg I rubbed the uterus, had the mother push, sent for transport, started an
mfuslon, and went to the health center With the mother, holding her uterus tightly

The doctor was not there, but a senior midWife manually removed the placenta
(I studIed retamed placenta dunng midwifery but had never done a manual
removal, so I was afraid to try) The bleedmg decreased after the placenta was
removed. but the mother died

I feel so badly that this happened However, I Just successfully completed LSS and
am confident that I can competently manually remove a placenta and that I will be
able to take the appropnate action

LSS Midwife. IndonesIa

Common Medical Terms

Manual Removal of Placenta - takmg the placenta out of the uterus uSing your hand

Postpartum Hemorrhage - blood loss of 500 cc (half of a liter) or more from the
reproductive organs after the completion of the third stage of labor Note that while
this IS the official WHO definition, women who start labor qUite anemic may go Into
shock and suffer greatly from a hemorrhage (blood loss) of much less than 500 cc

Retamed Placenta - the placenta has not been delivered Within one hour of the birth
of the baby (WHO definition) However, when active management of third stage IS
used, an attempt IS made to deliver the placenta Within 15 minutes

Uterine Atony - tired uterus, soft and boggy uterus, uterine muscles do not contract
(squeeze) and retract (shorten)

Retained Placenta: Causes and Actions

1 Poor utenne contractions (inertia or tired uterus) Active management of third
stage WIth an OxytOCIC Will usually help the uterus to contract Sometimes the
bladder, although empty Just before delivery, IS now once again filling With urine
VOiding by the mother or catheterization often seems to "wake up" the uterus, and
contractions begin once again

2 Membranes stick to the uterme wall Active management of third stage uSing
controlled cord traction With a contracted uterus and OxytOCIC Will usually help the
membranes to separate
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3 The uterme muscle may spasm (constriction ring) This may happen from too
much rubbing of the uterus dUring second stage The utertne muscle becomes
Irritable from vigorous rubbing The spasm can prevent delivery of the placenta
Refer to the Learning Aid 2 - Management of a Constriction Ring, page 5 63

4 Placenta accreta (placenta stuck In to the uterine muscle) This IS usually
Identified when attempting to remove the placenta Placenta accreta begins to
bleed when the removal of the placenta begms Refer to the Learning Aid 3 ­
Management of Placenta Accreta, page 5 64

RETAINED PLACENTA WITH NO BLEEDING MAY BE PLACENTA ACCRETA
ALWAYS REFER, DO NOT ATTEMPT REMOVAL

Diagnose Retamed Placenta

A retained placenta may cause postpartum hemorrhage The placenta may be
partially or completely separated from the uterus but IS not expelled When this
happens, the uterus cannot contract well and It continues to bleed The dangers of
retained placenta are losing too much blood, shock, and death Uterine atony (tired
uterus), retained membranes, and vaginal or cervical lacerations can also cause
postpartum hemorrhage

In order to stop the hemorrhage, you must find out what IS the cause of the bleeding
and deCide what to do You must ASK and LISTEN, LOOK and FEEL, IDENTIFY
THE PROBLEM, and TAKE APPROPRIATE ACTION DO NOT WASTE TIME You
may not know how much blood the woman lost before you see her SHE MAY BE
CLOSE TO DEATH

ASK and LISTEN

If the woman delivered at home or with a Traditional Birth Attendant (TBA) and
comes to you, or you go to her

• ASK when did you deliver? When did you start bleeding?
• ASK how much have you bled?
• ASK did anyone try to deliver the placenta?
• ASK have you taken any mediCines?
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• LOOK FOR SIGNS OF SHOCK
Eyes - dull
Face - pale, sweaty
Breathing - shallow, fast
Pulse - fast, weak
Skin - cold, clammy
Blood pressure - low

As soon as you see the blood

• FEEL the uterus to make sure It IS firm and contracted
• LOOK at the genitalia for tears of the cervix or vagina
• LOOK at the placenta (If delivered) very carefully, to make sure all of the

placenta and membranes are present

IDENTIFY THE PROBLEM

• Find out the cause of bleeding Severe, continuous blood loss leads to
shock, coma, and death

This chart can help you find the cause of the hemorrhage

Findings Uterine Retained
Atony Placenta or Tissue Lacerations

1 FEEL Uterus soft sometimes soft firm and
then hard contracted

2 LOOK at Placenta complete Incomplete or complete
retained

3 LOOK at Gemtals normal normal vaginal or
cervical tear
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Bleeding IS a hfe threatemng emergency TAKE ACTION IMMEDIATELY I

SHOCK

FINDING Signs of shock Eyes
Face
Breathing
Pulse
Skin
Blood pressure

- dull
- pale, sweaty
- shallow, fast
- fast, weak
- cold, clammy
-low

ACTION Raise the woman's feet, keep her covered and warm, start an IV
infusion See Module 8 Hydration and Rehydration for details
of prevention and treatment of shock

UTERUS

FINDING Uterus IS soft and boggy

ACTION Rub the uterus until It contracts See Bimanual Compression of
the Uterus, page 5 34

PLACENTA

FINDING
ACTION

FINDING

ACTION

GENITALIA

FINDING
ACTION

Placenta IS out of the uterus
Check the placenta for placental tissue and membranes

Placenta, part of the placenta, or membranes are NOT OUT OF
THE UTERUS
Call someone to help you remove the placenta Get ready for
manual removal of the placenta, see Manual Removal of the
Placenta, page 5 18

Vaginal or cervical tear
Get ready to stop bleedmg from the tear, see Module 4
Episiotomies and Repair of Lacerations
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Skill Manual Removal of the Placenta

Manual removal of the placenta IS an emergency action taken by the midwife to
manage postpartum hemorrhage and prevent death of the woman Time IS Important
Cleanliness IS cntlcal Protect the mother from infection If at all possible, change
gloves/scrub hands before starting the procedure If gloves are not available, see
Module 7 Prevention and Management of SepsIs for alternative means of
protection

When performing manual removal of the placenta, It IS likely that you will get blood on
your arm ThiS contaminates your skin When performing manual removal, protect
your skin from blood splashes Wear a long sleeved surgical gown If possible If
protective gowns are not available, plastiC bags such as those often used for frUit or to
cover a loaf of bread can be used Push your hand through the closed end and pull
the top of the bag to your elbow Then put on your stenle or high-level diSinfected
glove putting the cuff of the gown or the plastiC bag under the cuff of your glove See
Module 7 Prevention and Management of SepsIs

Important for the midWife the mother may have a disease that you may not
know about, such as hepatitis or AIDS It IS possible for you to get the disease
from her blood ThiS may happen If you get blood In your mouth or eyes The danger
IS greater If you have a cut or sore on your body Protect your body from splashes of
blood Cover all cuts or sores Use soap and water to wash off blood splashes AS
SOON AS POSSIBLE

EqUipment
Intravenous supplies
Soap and water
Antiseptic lubncant

Procedure

Before you manually remove a placenta

Analgesia or anesthesia
Gloves stenle or high-level diSinfected (HLD)
Dehvery pack

1 LOOK for signs of shock and retained placenta

2 While prepanng, ask an assistant to rub or hold the uterus to slow the bleeding
Collect eqUipment

3 Explain to the woman and family what you are gOing to do
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4 Give analgesia 1M, such as Pethidine 50 mg or Taiwin 50 mg, and a sedative 1M,
such as diazepam 10 mg, phenobarbital 30 mg, or Phenergan 50 mg to relax the
woman If medications and anesthesia are not available, continue with the
manual removal of the placenta The woman may not be able to relax and may be
uncomfortable, but you may save her life

Start an IV of 5% Dextrose In Normal Saline or whatever IV fluids are available
The IV will replace some of the fluid lost by the bleeding It will help prevent
shock

5 Tell the woman that you are gOing to put your hand Into her vagina Tell her that
you must take out the afterbirth (placenta) so that the bleeding will stop Help the
woman to he on her back with her knees bent Clean the genital area with soap
and water If she IS unable to vOid, cathetenze and empty the bladder A full
bladder can prevent the delivery of the placenta

6 Rub the uterus to make It contract Attempt to remove the placenta with a firm,
steady pull on the cord while supporting the contracted uterus Support the uterus
by plaCing one hand above the symphysIs pubis Press against the lower part of
the uterus Attempt to remove the placenta with a firm, steady pUll on the cord
Do not pUll too hard If thiS falls, continue with the next step

7 Put on stenle gloves Time IS very Important, so proceed with the most stenle or
high-level disinfected or clean gloves available

If you do not have gloves, use a plastiC bag or even your bare hand Smear
your examining hand with antiseptic lubncant (such as Hlbltane or Dettol cream)
or use soap and water

If you have sterile or high-level dlsmfected gloves, lubncate the examining
gloved hand with clean, cooled, bOiled water
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Figure 2 Put Your Hand In the Uterus

8 With the non-examining hand, hold the umbilical cord firmly Place the examining
hand (with the thumb folded Into the palm) Into the vagina Follow the cord up to
the placental edge Once you have put your hand mto the uterus, do not
brmg your hand out until you have separated the placenta and are brmgmg
out the placenta Do not take your hand In and out of the uterus, because this
Increases the risk of infection (See Figure 2 )
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Figure 3 Hold the Uterus and Find the Placenta

9 Let go of the cord and use your hand to hold the uterus firmly through the
abdomen This Will stop the uterus from moving up and helps to keep It
contracted (See Figure 3 )

10 Feel the placenta to figure out where It IS (exact location) In the uterus Find the
edge of the placenta (See Figure 3 )
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Figure 4 Placenta In Palm of Hand

11 Slip the extended fingers of your hand between the edge of the placenta and the
uterine wall With your palm facing the placenta, use a sideways sliCing
movement to gently detach the placenta with the edge of your hand NEVER claw
with the tiPS of your fingers because the placenta may tear You will feel a
spongy tissue which will let go as the placenta separates from the uterus (See
Figures 3 and 4 )

12 When all ofthe placenta IS separated and In the palm of your examining hand, rub
the uterus to make It contract
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13 Gently remove the placenta with your examining hand dunng the contraction Do
not pull on Just a piece of the placenta for It may tear away from the rest of the
placenta The membranes need to be slowly and carefully delivered the same
way as for any delivery of the placenta and membranes

Even a small amount of membranes left m
the uterus may cause postpartum

hemorrhage and/or mfectlon

14 Rub the uterus to make sure It IS contracted

15 Give the woman an OxytOCIC 1M or IV to help the uterus contract If you do not
have Injectable OxytoCIC, oral tablets may be used Put the baby to the breast

16 Examine the placenta well If you think some of the placenta or the membranes
are missing, transfer the woman to hospital She may need a curettage to remove
the remaining pieces Refer IF UNABLE TO REFER THE WOMAN FOR ANY
REASON, continue with Step 17

17 Give the woman a broad spectrum antibiotic you have available, such as
ampicillin 1 gm stat (Immediately) and 500 mg every 6 hours for 5 days
Intramuscular medication may be used, but oral treatment IS Just as effective If the
woman IS able to take medicines by mouth OR give benzyl pentclilln 1 2 mega
(million) Untts 1M every 6 hours for 24 hours, and follow with procaine penicillin
1 2 mega Untts and streptomycin 1 gm 1M dally for 5 days ThiS IS to prevent
senous infection of the uterus

18 Check for vaginal bleeding, contracted uterus, full bladder, and vital signs every
hour until normal Then continue to check three times a day for three days
Teach the mother how to keep her uterus hard

19 Give a total of 3 liters of IV infUSion In 24 hours to replace flUids lost from bleeding
and to prevent shock Stop the IV infUSion after 24 hours, If the woman IS eating
and drinking Refer to Module 8 Hydration and Rehydration

20 Encourage the baby to breast feed to make sure the uterus stays contracted

21 Give analgesia (such as paracetamol) to lessen abdominal or penneal pain

22 Give perineal care 3 times a day for 3 days Teach the mother the Importance of
thiS care to prevent infection, and the need to continue when she goes home
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23 Nutrition IS Important for healing and strength for the mother and her baby
Encourage breast feeding as often as the baby reqUires The mother should drink
8 glasses of fluids dally and eat easily digested food ActiVity may be Increased
as tolerated

24 Give Iron tablets dally for 6 weeks Check hemoglobin If possible

25 If fever develops, check for the cause You may need to treat for an acute attack
of malaria and refer as soon as possible Give an antipyretic (such as
paracetamol), plenty of flUids (see Module 8 Hydration and Rehydration), and a
sponge bath to reduce the fever See Module 7 Prevention and Treatment of
SepsIs

26 Allow the woman to go home when she has completed her medications and feels
well enough to go home Explain to her and her family that a retained placenta IS
a dangerous problem Show her again how to check the uterus to make sure It IS
hard Remind her how to rub the uterus If It IS not hard AdVise her to come back
to the midWife right away If

• she gets fever
• she starts bleeding more than she IS right now
• the bleeding IS bright red
• she passes large blood clots
• there IS a bad odor to her vaginal discharge
• she has any other problems

If the woman does not feel well enough to go home by 5 days after the delivery,
refer her to the doctor to make sure she does not have another problem

27 Give an appointment for a two week checkup for both mother and baby ThiS IS a
good time to diSCUSS family planning

28 Send a message to the TBA, so that she Will VISit the mother and baby at home
weekly for at least 6 weeks
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What did I learn? Find out what you know and understand of thiS section of the
module by answering the following questions When you are finished I look for the
answers In the module on the pages listed In parentheses ( )

1 List the signs of uterine atony, retained placenta, lacerations (page 521)

2 List dangers of a retained placenta (page 5 21)

3 Describe the procedure for manually removing a placenta (pages 5 25 - 5 29)
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Skills Checklist - Manual Removal of Placenta

This checkhst has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor use It when evaluating how well the midwife performs

After observing/performing, wnte a rating eI'=satlsfactory OR X = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Before you manually remove a placenta

1 Diagnose retained placenta

• Feel uterus for firmness

• Check placenta for completeness

• Inspect genltaha for tears

2 Collect equipment

3 Explain to the woman and family what you are
gOing to do

4 Give medication

• Analgesia

• Sedative

• IV infuSion

5 Tell the woman what you are gOing to do Help
her he on her back with her knees bent Clean
genital area

• If she IS unable to vOid, cathetenze to empty
the bladder

6 Rub the uterus, apply firm, steady pull (traction) on
cord

• Try to dehver placenta

7 If placenta not dehvered, scrub hands and put on
gloves

• Lubncate gloves/hands
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Date Date Date Date

When you manually remove a placenta

8 Insert hand Into vagina, while holding umbilical
cord with other hand

9 Let go of umbilical cord and hold (steady) uterus
through the abdomen

10 Find the edge of placenta

11 Separate placenta with slicing motion uSing the
side of your hand

12 When placenta IS separated, rub the uterus to
make It contract

13 Remove placenta and membranes slowly dunng
the contraction

14 Rub the uterus to make sure It IS contracted

15 Give OxytOCIC medicine to keep uterus contracted
If Injectable OxytOCIC not available, give oral
tablets Put baby to breast

16 Examine the placenta and membranes for
completeness

• Refer to hospital If at all possible

• If unable to refer, continue with Step 17

17 Give broad spectrum antibiotic for 5 days

18 MOnitor the following every hour until normal, then 3
times a day for 3 days

• Vaginal bleeding

• Contracted uterus, teach mother to feel her
uterus and rub up a contraction

• Empty bladder

• Vital signs

19 Continue IV infusion for 24 hours
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Date Date Date Date

20 Encourage breast feeding

21 GIve analgesIc for pain

22 GIve penneal care 3 times a day for 3 days

• Teach mother penneal care

23 Encourage 8 glasses of water and adequate food
dally

• Encourage activIty as tolerated

24 If there IS fever, treat for malana and refer GIve
Iron tablets Check hemoglobIn

25 Allow mother and baby to go home after 5 days If
medICines are completed and the mother IS feeling
well enough to go home

26 Give mother an appointment to come for a checkup
at 2 weeks after delivery for the mother and the
baby DIscuss family planmng

27 Send Information to TBA

Comments
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BIMANUAL COMPRESSION OF THE UTERUS

Goal

The midwife will learn to diagnose utenne atony (tired uterus) and perform
bimanual compression of the uterus to prevent or treat postpartum hemorrhage

Objectives

The midwife canng for mothers dunng delivery will be able to

1 define uterme atony and postpartum hemorrhage
2 descnbe signs and symptoms of utenne atony
3 descnbe signs and symptoms of postpartum hemorrhage
4 record observations and actions
5 Identify the need for referral and refer
6 perform bimanual compression
7 explain to the mother and others the need for bimanual compression and

the dangers of postpartum hemorrhage

Introduction

Utenne atony IS the most common cause of postpartum hemorrhage The uterus IS
tired The utenne muscles can not contract (squeeze) and retract (shorten), so the
bleeding continues If the woman loses too much blood, she Will go Into shock and
die

Usually In the case of utenne atony, there IS no time to refer the woman to the
hospital If the delivery IS taking place In hospital, there IS no time to walt for the
doctor to come The midWife should take action qUickly Bimanual compression of
the uterus IS an emergency procedure used to help the uterus contract and slow the
blood loss This can prevent the death of the mother
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The woman was a 28 year old gravida 7 labor and delivery were normal Vital
signs normal The placenta was delivered

Suddenly while examIning the cervIx and the vagina, there was a gush of blood I
felt the fundus and the uterus was not well contracted I rubbed for a contraction
QUickly washed my hands, put on a new glove and Inserted my hand Into the
vagina, and a fist was formed I held my hand 10 the vaglOa firmly against the
portion of the uterus (lower utenne segment), and I placed my other hand on the
fundus

Soon the bleeding stopped The uterus was well contracted The pulse and blood
pressure of the mother were checked every 5 minutes for half an hour Blood loss
800 cc As the vital signs were normal, I checked them every half an hour for 2
more hours Beverage 600 cc given by mouth

I was confident and competent because I know what to do and by reading the (Life
Saving-SkIllS Manual) modules regularly

lSS MidWife, Ghana

Common Medical Terms

Bimanual Compression - a procedure to control postpartum hemorrhage where the
midWife apphes pressure to the uterus With her hands to stimulate the uterus to
contract or to slow the bleeding until referral IS possible

Postpartum Hemorrhage - blood loss of 500 cc (half of a hter) or more from the
reproductive organs after the completion of the third stage of labor Note that while
thiS IS the offiCial WHO definition, women who start labor qUite anemic may go Into
shock and suffer greatly from a hemorrhage (blood loss) of much less than 500 cc

Uterine Atony - tired uterus, soft and boggy uterus, uteflne muscles do not contract
(squeeze) and retract (shorten)
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Utenne atony may cause postpartum hemorrhage because the utenne muscles do not
contract and shorten The utenne muscle IS tired A full bladder may take up room
and not allow the placenta to come out The utenne muscles get very tired trying to
push out the placenta Even after the placenta delivers, the uterine muscles may not
contract, so the uterus continues to bleed Sometimes the uterus IS stretched too
much from polyhydramnios, twinS, or a large baby The utenne muscle IS too tired,
and the uterus continues to bleed after delivery of the placenta When a woman has
a very long labor or has had many dellvenes, she IS at high risk of developing utenne
atony Her utenne muscle has worked too long or too often and IS slower to contract
and shorten (retract)

As soon as you see the blood coming from the vagina, feel the uterus to make sure It
IS firm Remember she might be bleeding also from lacerations of the uterus (ruptured
uterus), vagina, cervix, or penneum

ThiS chart will help you find out the cause of the hemorrhage

Findings Uterme Atony Retamed Lacerations
Placenta/Membranes

1 FEEL Uterus soft sometimes soft, firm and hard
then hard

2 LOOK at Placenta complete Incomplete or parts complete
retained In uterus

3 LOOK at Gemtals normal normal vaginal or
cervical tear
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Skill Bimanual Compression of the Uterus

Bimanual compression of the uterus IS an emergency procedure performed by the
midwife to stop postpartum hemorrhage due to utenne atony Time IS Important
Cleanliness IS Important If at all possible, change gloves/scrub hands before starting
the procedure

Equipment

Prepare for a hemorrhage emergency Make certain the following are available

Stenle or high-level disinfected gloves or well scrubbed hands
OxytOCIC injection
Intravenous fluids and giVing set (tubing)
Needles, butterfly needles, or Intracatheters
Adhesive tape
A straight unnary catheter
Blood pressure cuff and stethoscope
Watch or clock
An assistant to help set up IV flUids and go for assistance If needed
An emergency transport system that you have worked out locally with bus unron,
neighbors, or other source

Procedure for External Bimanual Compression

Prepare and explain to the woman that she IS bleeding too much so you must rub her
uterus to stop the bleeding Explain that this hurts a little, but you will finrsh qUickly
with as little pain as possible Ask her to lie on her back

1 Call to your assistant for help

2 Place one hand on the abdominal wall and rub the uterus to make It contract

3 Check to see If the bladder IS full If the bladder IS full, rub the uterus to make It
contract, express clots, and then catheterize the mother

4 If the bleeding does not stop, first place one hand on the abdomen, pressing
down behind the uterus Put your other hand low on the abdominal wall Then
press your hands together This compresses the blood vessels at the placental
site as the uterus contracts (See Figure 5 )
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Figure 5 Hand PosItions for External Compression

5 Ask your assistant to give the mother 10 Units of OxytOCIC (Syntoclnon) 1M or IV
OxytOCIC infusion If she IS able Or give ergometrine 0 2 mg (Metherglne) 1M
unless the mother had severe hypertension In labor If you have no aSSistant,
show a family member how to hold the uterus while you give the OxytOCIC Put the
baby to breast

6 If bleedmg stops take vital signs and record, estimate blood loss and record,
check for bleeding and contracted uterus every 15 minutes for one hour, then
check bleeding and contracted uterus every 30 minutes for 2 more hours, put
baby to breast again

Refer If necessary If mother IS not referred for any reason, continue With Step
17, page 5 28

7 If bleeding has not stopped continue to hold the contracted uterus and prepare
for Internal bimanual compression
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Procedure for Internal Bimanual Compression

1 If external bimanual compression has not stopped the bleeding and the uterus
does not remain well contracted when you rub It, ask your assistant to start the IV
infusion with oxytOCin 10 IU In 500 ml IV solution running fast If your assistant
can not start the IV infUSion, ask her to do external bimanual compression while
you start the infUSion If you have no assistant, ask a family member to hold the
uterus while you start the IV infUSion or give 1M OxytOCIC If unable to start infUSion
Then, start to do Internal bimanual compression

2 Ask your assistant to take the pulse and blood pressure of the mother every 5
minutes or as often as possible until the hemorrhage stops If you have no
assistant, you will have to LOOK for signs of shock while you are performing
Internal bimanual compression

3 Rub the uterus to make It contract

4 If there IS no contraction and If the bleeding has not stopped or slowed to a trickle,
Insert your freshly gloved or freshly scrubbed examining hand Into the vagina

5 Form your hand Into a fist (See Figure 6 )

Figure 6 Hand PosItions for Internal Compression
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6 Press the hand that IS In the vagina firmly against the lower portion of the uterus
In grand multiparas, there IS often a large, floppy cervix In the way Pressing on
the floppy cervix IS not effective In stimulating the uterus to contract

7 Use care to move any loose cervix out of the way before pressing Occasionally
the cervix IS difficult to move out of the way If this happens, open your fist and
use your fingers to massage the lower anterior part of the uterus ThiS direct
massage Will frequently stimulate a contraction

8 Put constant downward and forward pressure with the abdominal hand

9 Continue pressure with both hands for 20 minutes to let the OxytOCIC take effect
and to allow for clotting time to take place at the placental site

10 LOOK for bleeding every 15 minutes When the uterus contracts and bleeding
slows, remove hand and continue mOnitoring uterus dUring referral Take pulse
and blood pressure every 15 minutes for half an hour If they are normal, check
the vital signs every half hour for 2 more hours

11 Record findings and actions taken Continue to take the mother's vital signs
every half hour for 3 hours once she IS stable Encourage breast feeding Allow
her IV flUids to run another 3 to 6 hours until you are confident the hemorrhage IS

controlled She may then eat and drink normally

Procedure When Internal Bimanual Compression Falls to Stop Bleedmg

If Internal bimanual compression does not stimulate the uterus to contract after 10
minutes, remove your hand from the vagina Try to manually empty the uterus as
deSCribed In Manual Removal of Clots and Products of Conception, page 5 49

1 Apply external bimanual compression to slow the bleeding during transfer to the
hospital Continue IV With oxytOCin Transfer the woman With her family and
blood donors

2 If referral IS delayed, show someone how to apply external bimanual compression
to slow the bleeding Look again for laceration of the cervix or vagina and for
clots or membranes In the cervix Treat according to your findings If bleeding
continues, manual compression of the abdominal aorta may slow the blood loss
as deSCribed In Learning Aid 4 - Aorta CompreSSion, page 5 65

DO NOT STOP EXTERNAL BIMANUAL COMPRESSION UNTIL YOU GET TO
THE DOCTOR DO NOT GIVE UP CONTINUE IV FLUIDS, REASSURE
MOTHER AND FAMILY UNTIL YOU GET TO THE DOCTOR
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The woman IS a 32 year old gravida 3, one live baby, who had been foUowed In
antenatal cllmc since 12 weeks of pregnancy She was my friend and came from
my very VIllage

The woman came In with labor pains at 9 PM, onset 4 PM PV (Vaginal
exammatlon) done as was 2 cm dilated Membranes Intact Labor progressed
weU She delivered spontaneously a live female Infant at 4 15 AM The placenta
appeared to be complete but the membranes were ragged She started bleedmg

IV (infUSion) 500 cc was set up With PltOCJn External bimanual compression done
Without effect Manual removal of clots (uteflne exploration) done Only blood
clots expeUed Internal bimanual compression done WIthout effect Another IV
1000 ml set up, and the woman was transferred

There were transportation difficulties and the road IS very bad It took us 4 hours
10 minutes, to travel a 35 km Journey The woman received 2500 ml of IV flUids but
very unfortunately the IV got Infiltrated on the way, and due to the bad road, I could
not get the vein All attempts to start the IV agam failed

The woman expired at the hospital before the doctor arrived Estimated blood loss
2500cc

I collapsed at the hospital They gave me Valium 20 mg and put me In a bed I
was not aware for some time I Cried and felt very bad They talked to me and
explamed that sometimes such women dIe at their hospital Where everythrng IS
available I did not feel confident and competent Sometimes when I thmk about It
now I cry

LSS MidWife, Ghana

Unfortunately not aU outcomes have been gratifying MidWives are working under great
hardships to provide safe matermty care to very rural women Our best effort WIU not
save every woman
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What Old I Learn? Find out what you know and understand of thiS section of the
module by answenng the following questions When you are finished, look for the
answers In the module on the pages listed In parentheses ( )

1 What IS the defimtlon of postpartum hemorrhage? (page 5 35)

2 What IS utenne atony I and when IS It likely to happen? (page 5 36)

3 What are the signs and symptoms of utenne atony? (page 5 36)
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4 What are the steps of external bimanual compression? (pages 5 37 - 5 38)

5 What are the steps of Internal bimanual compression? (pages 5 39 - 5 40)
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Skills Checklist - Bimanual Compression of the Uterus

ThiS checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating .I =satisfactory OR){ =needs Improvement
Add any other comments In the comments section below

Date Date Date Date

PreparatIon for Emergency wIth Uterme Atony

A Prepare maternity home or ward wIth the following

• 2 liter bottles/bags IV fluids and giVing
sets/tubing

• Injectable OxytOCICS

• Needles/butterfly needles or Intracatheters

• Arm board to keep arm from moving, tape or
striPS of cloth

• Gloves, stenle or high-level disinfected

• Blood pressure cuff and stethoscope

• Pulsometer or watch with second hand

• MidWife and assistant both trained to start IV
infUSions

• Alert emergency transport system that you
have worked out locally with bus Union,
neighbors, or other source

B Prepare the woman

• Explain to woman she IS bleeding too much so
you must rub her womb to stop the bleeding

• Explain thiS hurts a bit, but you Will finish
qUickly with as little pain as possible

• Ask her to lie on her back
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Da~ Da~ Da~ Da~

Procedure for External Bimanual Compression

1 Call to your assistant for help

2 Rub the uterus to make It contract

3 Check to see If bladder IS full

• If the bladder IS full, rub the uterus to make It
contract

• Express clots and then cathetenze If
necessary

4 If bleeding does not stop, perform external
bimanual compression

• Place one hand on abdomen behind uterus

• Place other hand flat and low on abdomen

• Press hands together

5 Give OxytOCIC

• Hold uterus for 20 minutes

• Put baby to the breast

• Look to see If bleeding has slowed or stopped

6 If bleeding stops

• Take vital signs and record In record

• Estimate blood loss and record

• Check for bleeding every 15 minutes for one
hour, then every 30 minutes for 2 more hours

• Put baby to breast again

• Continue to give broad spectrum antibiotic for
5 days

• Continue IV infUSion for 24 hours
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Date Date Date Date

• Momtor every hour until normal, then 3 times
a day for 3 days vagmal bleedmg, contracted
uterus, empty bladder, vdal signs

• Encourage breast feeding

• Give analgesIc for pain

• Give penneal care 3 times a day for 3 days

• Teach mother penneal care and utenne
mOnltonng

• Encourage 8 glasses of water, adequate food

• Encourage activity as tolerated

• Fever, treat for malana and refer

7 Allow mother and baby to go home after 5 days of
medicines are completed and the mother IS feeling
well enough to go home Give Iron tablets, check
hemoglobin If possible

8 Give mother an appointment to come for a
checkup for the mother and baby at 2 weeks after
delivery Initiate family planning discussions

9 Send information to TBA

10 If bleedmg has not stopped

• Continue holding uterus

• Prepare for Internal bimanual compression

Comments
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Dare Dare Dare Dare

Procedure for Internal Bimanual Compression

1 Start IV infusion with OxytOCIC

2 Check vital signs LOOK for signs of shock

3 Rub uterus If no contraction or If bleeding
continues, put on fresh gloves or qUickly scrub
your hands

4 Place your freshly gloved or freshly scrubbed
examining hand Into the vagina

5 Form your hand Into a fist

6 Press your fist firmly against the lower portion of
the uterus

7 Use care to move any loose or floppy cervix out of
the way before pressing

8 Press your abdominal hand and your fist together

9 Continue pressing your hands together for 20
minutes

10 Observe vaginal bleeding has It slowed or
stopped?

11 If uterus contracts and bleedmg slows or
stops

• Remove hand

• Take Vital signs

• Estimate blood loss

• Check bleeding and uterus every 15 minutes
for one hour, then every 30 minutes for 2 more
hours

• Put baby to breast

• REFER as soon as pOSSible
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Dare Dare Dare Dare

12 If bleedmg does not stop

• Reapply external bimanual compression

• Inspect placenta

• Prepare to transfer mother to hospital with
mfuslon running

13 Do not stop external bimanual compression until
you get to a doctor

Record Ftndlngs

1 Record progress of vital signs throughout
procedure

2 Record type and amount of IV flUids and time
started

3 Record appearance and completeness of placenta
and membranes

4 Record estimated blood loss

5 Record time, type, and dose of OxytOCIC given

Comments



Prevention and Treatment ofHemorrhage 549 lIfe-SaVlng Skills © ACNM 1998

MANUAL REMOVAL OF CLOTS AND PRODUCTS OF CONCEPTION

Goal

The midwife will learn to diagnose and care for the woman who has clots and/or
tissue remaining In her cervix or uterus, and the woman who has lost her
pregnancy

Objectives

The midwife will be able to

1 define and recognize dilatation of the cervix
2 define and recognize postpartum or postabortlon hemorrhage
3 Identify signs and symptoms of uterine atony, lacerations, and retained

placenta, membranes, or products of conception
4 record observations and actions
5 Identify the need for referral and refer
6 perform digital evacuation of the cervix
7 explain to the woman and others the need for digital evacuation and the

dangers of postpartum or postabortlon hemorrhage

Introduction

Severe bleeding may happen when a large clot or fetal tissue gets stuck In the cervix,
preventing total contraction of the uterus and cervix ThiS can happen after the
placenta IS delivered or dUring an Incomplete abortion The situation IS serious and
the cervix must be emptied as soon as pOSSible

There IS usually a trickle of fresh, bright red blood, and the uterus feels soft and then
hard The woman may complain of abdominal cramping The uterus may get bigger
The pUlse Increases The woman may become pale or faint

Treat women who need your help with kindness Many women who come for help are
refused care or treated very poorly Some are made to feel ashamed or unclean
Whatever your own beliefs, try not to Judge women who have lost a pregnancy, but
rather care for them with compassion LOSing a pregnancy (planned or unplanned) IS
something a woman Will never forget Many of us could have an unwanted pregnancy
or lose a much-wanted pregnancy at some time In our lives Treat others as you
would want yourself or your daughter to be treated 1

1 Paraphrased from Bums et aI (1997) P 259
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The 22 year old woman was carned to me having delivered her first baby at home
about 2 hours ago The placenta followed the baby All of her cloths were covered
with blood and she looked very weak

I felt her uterus right away, It was soft and I began to massage It I asked the family
to keep rubbing the uterus while I qUickly started an infusion with pltOCtn, scrubbed
my hands, and put on gloves I did not take BP or pulse because the blood was
coming too much I looked and found large blood clots 10 the cervix I carefully
removed the clots, rubbed the uterus, and cleaned the woman

I then put the baby to suck the breast I felt confident and competent and was so
happy that the bleeding stopped

LSS Midwife, Uganda

Common Medical Terms

Abortion - pregnancy loss, fetus IS not viable (not able to live outside of the uterus)

Complete abortion - all products of conception come out of the uterus

Digital - with fingers

Evacuation - to remove or take out

Incomplete Abortion - pregnancy loss, fetus IS not viable, some or all products of
conception (placenta or chOrion) remam m the uterus

Inevitable Abortion - stage of pregnancy when It IS not possible for the pregnancy to
continue

Miscarriage - spontaneous abortion

Postabortion Hemorrhage - bleeding after a pregnancy loss (planned or unplanned)
with (1) more than normal menses, (2) more than eight days, or (3) signs of shock

Postpartum Hemorrhage - blood loss of 500 cc (half of a liter) or more from the
reproductive organs after the completion of the third stage of labor Note that while
thiS IS the offiCial WHO definition, women who start labor or a pregnancy qUite anemic
may go Into shock and suffer greatly from a hemorrhage (blood loss) of much less
than 500 cc

Spontaneous Abortion (mlscarnage) - pregnancy loss, the fetus IS not Viable, all
products of conception come out of the uterus Without any assistance
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Threatened Abortion - signs and symptoms are so little that It IS possible for the
pregnancy to continue to term

Unsafe Abortion - pregnancy loss caused by dangerous medicine or Instruments
used to end a pregnancy In unclean conditIons

Diagnose Retamed Clots followmg Delivery (Postpartum)

As soon as you see blood coming from the vagina, feel the uterus to make sure It IS
firm If the uterus IS hard, look for laceratIons as described In Module 4 Episiotomies
and Repair of Lacerations Examine the placenta and membranes to make sure
they are complete If there are no laceratIons and placenta IS complete, ensure an
empty bladder, use a vaginal speculum to see If there are clots In the cervix Proceed
to empty the vagina so you can see well and In order to remove clots from the cervix
and stop the bleeding See Digital Evacuation, page 5 56

Diagnose Vagmal Bleedmg Caused by an Abortion (Postabortlon)

Losing a pregnancy IS an emotional and traumatic experience Often, a woman WIll
blame the lost pregnancy on her actions, a death In the famIly, or other chance
happemngs The mIdWIfe should reassure the woman SometImes losing a
pregnancy IS done voluntarily but IS also traumatic The midWife should not Judge the
woman but help her get well

Help her understand that sometimes a pregnancy does not grow normally The
woman's body can tell this and knows that the baby Will not live The body causes the
vaginal bleeding to remove the not normal pregnancy Explain to her that she WIll be
able to have another pregnancy, and that losing the pregnancy usually does not
happen again

Make sure that you always explain to the woman what you are gOing to do Give her
an analgesIc such as Pethidine 50 - 100 mg 1M and flUIds for hydratIon Refer to
Module 8 Hydration and Rehydration Save all blood clots and blood stamed
cloths so that you can look for products of conception and estimate the amount of
bleeding

ASK and LISTEN

• Are you pregnant? When did you see your last menses?
• Do you have any pain? Where IS the pain?
• When did you start to see blood? How much? Clots?
• Any fever, Chills, foul smelling dIscharge?
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SHOCK SIGNS
- dull
- pale sweaty
- shallow fast
- fast, weak
- cold clammy
-low

Eyes
Face
Breathing
Pulse
Skin
Blood pressure• LOOK for signs of shock See Module

8 Hydration and Rehydration

• Take the blood pressure, pulse and
temperature

LOOK and FEEL

• FEEL for low abdominal tenderness, rebound tenderness To check for rebound
tenderness, press the abdomen with your hand Then qUickly remove your hand,
releasing the pressure If removal of your hand causes pain or makes the pain
more, there IS rebound tenderness, a sign of pentoneallnfectlon

• LOOK for vaginal bleeding, clots, or foul smelling discharge

Skill Inspection with Vaginal Speculum

Explain once again what you are gOing to do Help the mother to unnate A full
bladder IS uncomfortable dunng a vaginal examination Provide pnvacy Help the
woman lie down and bend her legs back (lithotomy position) as much as possible
Sometimes stirrups are necessary In order to see the cervix, although It IS more
comfortable for the woman not to use them Ask your assistant to prepare the light so
that you will be able to see

1 Clean the genital area with soap and water

2 Wash your hands and put on stenle or high-level disinfected gloves, If available

3 MOisten the vaginal speculum to make It easier to put In the vagina

4 Tell the woman you are gOing to touch her Explain that you are gOing to LOOK,
In order to see what IS causing the bleeding

5 Gently separate the labia with your thumb and Index finger

6 Ask the woman to take a few deep breaths
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7 To Insert the vaginal speculum, hold It with the handle 30 to 45 degrees to the
side and with the blades closed (See Figure 7 )

Figure 7 Vagmal Speculum at 30 to 45 Degrees for Insertion

8 Slide the speculum Into the vagina, gUiding It towards the woman's back
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9 When the speculum IS In place, turn the handle to the mIdline (See Figure 8 )

Figure 8 Speculum In Midline

10 Slowly open the blades to show the cervix

11 Lock the blades In place Ask your assIstant to adjust the light so that you can
look at the cervix

12 LOOK for swelling, dIscharge, tears, tissue, clots, or other matenals to IDENTIFY
THE PROBLEM and TAKE APPROPRIATE ACTION as found on page 5 55

13 When you are finished, unlock the speculum, turn the handle to the side and
gently remove the speculum

14 Make the woman comfortable and explain your findings to the woman

15 Record the findings and your actions

lfU
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IDENTIFY THE PROBLEM and TAKE APPROPRIATE ACTION

1 FINDINGS No periods for 6 weeks or more Slight or no vaginal bleeding Pain
and tenderness In the lower abdomen Backache Abdomen may be
DISTENDED, and VERY TENDER to touch Abdominal mass felt on
vaginal eXamination, SHOCK may be present Think about ectopic
pregnancy See Learning Aid 1 - Bleeding In the Abdomen, page
562

ACTIONS Refer right away Ask assistant or family to arrange transport and
blood donors Treat according to Learning Aid 1 - Bleeding In the
Abdomen, page 5 62 Treat for shock as desCribed In Module 8
Hydration and Rehydration Go With the woman to the hospital

2 FINDINGS Less than 16 weeks' pregnant, vaginal bleeding With or Without clots,
has labor like abdominal cramps No or very little low abdominal
tenderness On vaginal eXamination, the CERVIX IS SOFT AND
CLOSED With SLIGHT VAGINAL BLEEDING Make sure the woman
does not have an ectopic pregnancy

ACTIONS The pregnancy Will probably continue Tell the woman that she must
get extra rest and eat nutritious foods She should not have sexual
Intercourse until the bleeding has stopped Tell her to come back If
the bleeding does not stop In 3 days or If she starts to bleed again

3 FINDINGS Less than 16 weeks' pregnant, vaginal bleeding With or Without clots,
labor like abdominal cramps No or very little low abdominal
tenderness On vaginal examination, the cervix IS soft and closed
With MODERATE TO HEAVY VAGINAL BLEEDING

ACTIONS Go With the woman to the hospital right away There may be a tear
high In the cervix or In the uterus Watch her for shock and help the
woman stay calm If referral IS delayed, treat for shock as deSCribed
In Module 8 Hydration and Rehydration

4 FINDINGS Less than 16 weeks' pregnant, vaginal bleeding With or Without clots,
labor like abdominal cramps No or very little low abdominal
tenderness, on vaginal eXamination, the CERVIX IS SOFT AND
OPEN With clots or tissue In the vagina and cervix

ACTIONS Give OxytOCIC to help the uterus to contract and complete the
abortion Perform manual digital evacuation to remove clots and/or
tissue See Digital Evacuation, page 5 56
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Digital evacuation IS a life saving skill to help a woman who IS bleeding too much from
retained products of conception or clot(s) that may be felt In the cervix and vagina

Equipment
Delivery equipment and supplies
Stenle or high-level disinfected (HLD) gloves
Vaginal speculum

Procedure

1 Explain to the mother and family what you are gOing to do Explain that you must
remove whatever IS In the cervix so that the bleeding will stop

2 Scrub hands and put on gloves If available Clean the genital area Gently
separate the labia and Insert your examining hand Hold the uterus with your
abdominal hand so that It does not move Press the uterus down over the Internal
fingers

3 Gently slide your Index and middle fingers past the clots you feel Gently push
your two fingers In the cervix Carefully move your fingers around the inside of
the lower uterus and cervix to loosen and gather all clots or tissue Remove the
clots as you slowly remove your hand

4 If some of the clots are stuck, use stenle gauze Wrap the gauze around your
finger and gently put your finger past the clots In the vagina and cervix Wipe
under and around them with your gauzed finger until they become loose Remove
them with your finger Rub or massage the uterus to help It contract

5 Give OxytOCIC to help the uterus contract and stop the bleeding Give broad
spectrum antibiotic, such as ampicillin one gram right away and 500 mg every 6
hours for 7 days

6 LOOK at the gauze, clots, and blood removed to see If there IS tissue or
membranes The uterus Will contract and the bleedmg Will stop If the uterus and
cervix are empty

If there IS fever and foul smelling vaginal discharge, treat for infection See
Module 7 Prevention and Management of SepsIs

If bleedmg IS heavy or continues for more than 3 days, refer to the hospital

See Postabortlon Care In Module 10 Other Emergencies for additional
mformatlon
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the follOWing questions When you are finished, look for the
answers In the module on the pages listed In parentheses ( )

1 What are the signs and symptoms of postpartum hemorrhage caused by clots In

the cervix or uterus? (page 5 51)

2 How Will you decide whether the hemorrhage IS postpartum or postabortlon?
(page 5 51)

3 Why IS a vaginal speculum used when a woman IS bleeding after a delivery or
after an abortion? (page 5 52)

4 What are the steps of digital evacuation? (page 5 56)

5 When all of the clots or products of conception are removed With digital
evacuation, the uterus and cervix are empty The uterus Will contract and the
bleeding usually stops What findings would cause you to refer? (page 5 55)
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Skills Checklist - Inspection with Vagmal Speculum

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte a rating .I =satisfactory OR X =needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Inspection with Vaginal Speculum

Prepare the woman explain what you are gOing to
do, ask her to unnate, provide privacy, help her lie
down and bend her legs back

Prepare eqUIpment including light

1 Wash your hands, clean the genital area with
soap and water

2 Wash your hands, put on stenle or high-level
disinfected gloves, If available

3 MOIsten vaginal speculum to make It easier to
put In the vagina

4 Reassure the woman and explain what you are
dOing

5 Gently separate the labia with your thumb and
Index finger

6 Ask the woman to take a few deep breaths

7 Insert the vaginal speculum by holding It with
the handle 30 to 45 degrees to the side and with
the blades closed

8 Slide the speculum Into the vagina, gUiding It
toward the woman's back

9 When the speculum IS In place, turn the handle
to the midline

10 Slowly open the blades to show the cervix

11 Lock the blades In place and ask your assistant
to adjust the light so that you can look at the
cervix
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Date Date Date Date

12 Look for swelling, discharge, tears, tissue, and
clots

13 When you are fimshed, unlock the speculum,
turn the handle to the side and gently remove
the speculum

14 Make the woman comfortable, and explain your
findings to the woman

15 Record the findings and your actions

Comments
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Skills Checklist - Digital Evacuation

ThiS checklist has two purposes

1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midWife performs

After observing/performing, wnte a rating ./ =satlsfactory OR X = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Digital Evacuation

1 Explain to the mother and family

• What you are gOing to do

• That you must remove whatever IS In the
cervix so that the bleeding will stop

2 Scrub hands and put on stenle gloves

3 Clean the genital area

4 Gently separate the labia

• Insert your examining hand

• Hold the uterus With your abdominal hand, so
that It does not move

5 Gently slide your vaginal hand past the clots you
feel

6 Gently push 2 fingers Into the cervix

• Move your fingers around the inSide of the
lower part of the uterus and cervix

7 Remove the clots as you slowly remove your hand

8 If some of the clots are stuck, use stenle gauze

• Wrap the gauze around your finger

• Gently put your finger past the clots In the
vagina and cervix

• Wipe under and around the clots With your
gauzed finger until they come loose

• Remove them With your finger
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Date Date Date Date

9 Rub the uterus to help It contract

10 Give OxytOCIC to help the uterus contract and stop
the bleeding

11 Give broad spectrum antibiotic, such as ampicillin
one gm right away and 500 mg every 6 hours for 7
days

12 LOOK at the gauze, clots and blood removed

13 Record action, blood loss, outcome, medications,
and condition of woman

COMMENTS
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Learnmg Aid 1 - Bleedmg m the Abdomen (Intra-abdominal Bleeding)

Hemorrhage from an unsafe abortion injury to the Internal organs IS a life-threatening
problem The most common injury IS uterine perforation (hole In the uterus) Damage
can also happen to the ovaries, fallopian tubes, peritoneal tissue around the stomach
and intestine, bowel, bladder, and rectum The POSSIbility of infection and death IS
very high

A ruptured ectopIc pregnancy or ruptured ovanan cyst can also cause Intra-abdominal
hemorrhage The symptoms Will be the same Death can be prevented only by
stopping the hemorrhage Treat for shock and REFER See Module 8 Hydration
and Rehydration

FINDINGS The woman has fever, abdominal pain, cramping pain, shoulder pain,
and nausea or vomiting Her abdomen IS swollen, hard, and tender She
may have signs of shock

ACTIONS The woman IS very Sick

1 Ask someone to arrange for urgent transport and go With her to the
hospital

While you are waltmg or If transport IS delayed,

2 Make sure her airway IS open Do not give anything by mouth, as
surgery may be necessary

3 Put her In shock POSition by raising her feet and legs Cover to keep
her warm

4 If there IS fever, lower the fever by giVing sponge bath and flUids
Start IV flUids, If they are available If you do not have IV flUIds or If
you can not start the IV flUids, give flUids In the rectum See Module
8 Hydration and Rehydration

5 Give PethIdine 50 - 100 mg 1M for pain

6 Take and record blood pressure and pulse every 10 minutes ThiS
Will help you follow the progress of shock or the woman's recovery
from shock

7 Take the woman and her family to the doctor as soon as you can
Remember to keep her In the shock POSItion Remember to take her
record so that the doctor Will know as much as pOSSIble about the
woman Help the woman and family understand what IS happemng
so that they Will not be too afraid and nervous
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Learning Aid 2 - Constriction Rmg

Constriction (contraction) ring IS a spasm of a ring of circular muscle fibers of the
uterus This condition happens about 1 In 1,000 labors It may happen dUring any of
the three stages of labor If It IS found dUring third stage, It IS called an hourglass
contraction

Causes
The most common cause of a constriction ring IS uterine manipulation with procedures
such as aggressive rubbing or pushing on the uterus, Internal verSion, manual
removal of the placenta, manual exploration of the uterus, and so forth The spasm
may be caused by uterine dysfunction found with hypertonic uterus, or premature
rupture of membranes causing Irritation of the uterus

FIRST AND SECOND STAGE OF LABOR

FINDINGS In first and second stage, there IS no advance In the descent of the
presenting part Membranes are almost always ruptured The upper
segment feels tender to touch The uterus IS easily stimulated to
contract by gentle palpation The woman feels very painful contractions
with little relaxation of the uterus between contractions The constriction
ring IS Identified by vaginal examination or dUring cesarean section
Constriction ring must not be confused with Bandl's retraction ring which
can be felt as a transverse ridge across the abdomen, a sign of Imminent
(Immediate) rupture of the uterus

ACTION Reduce the spasm Give Demerol (Pethidine) 100 mg 1M, hydrate, help
the mother relax In a comfortable position, explain what IS happening to
mother and family, mOnitor mother and baby REFER If any problems
according to Module 3 MOnitoring Labor Progress

THIRD STAGE OF LABOR

FINDINGS In third stage, there IS a retained placenta There may have been early
rupture of membranes, or Internal version and extraction of a baby The
gradual development of a constriction ring may be felt while manually
removing the placenta

ACTION If the midwife IS already removing the placenta, a qUick, gentle and
complete removal of the placenta IS possible by an experienced midwife
If the spasm IS very strong and the woman IS not bleeding, give
Pethldme 100 mg OR Morphine Sulfate 15 mg 1M Hydrate, help the
mother relax, explain to mother and family what IS happening, and
mOnitor vital signs and bleedmg Within 4 hours, the spasm will relax
and manual removal can be completed If the spasm IS very strong and
the woman IS bleeding, refer to Bimanual Compression, page 5 34
REFER If any problems
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Learnmg Aid 3 - Placenta Accreta

After the delivery of the baby, the placenta usually begins to separate, detaching a
little more with each contraction In rare cases, the placenta IS senously stuck and
does not detach No bleeding IS seen The only treatment which can save the mother
IS hysterectomy

RETAINED PLACENTA WITH NO BLEEDING, MAY BE PLACENTA ACCRETA,
ALWAYS REFER DO NOT ATTEMPT MANUAL REMOVAL

FINDINGS Placenta retained for more than one hour, without external or Internal
bleedmg

ACTION While waiting the one hour for the placenta to separate, complete the
delivery by examining the genitalia and repairing any laceration or
episiotomy To prevent blood loss, mOnitor vital signs, watch carefully
for bleeding, and watch for signs of placental separation Stay with the
mother

REFER with family, blood donors, and a wntten report of the delivery
The midwife should go with the woman, In case of bleeding or other
problems Give an IV infUSion and nothing to eat or dnnk to prevent
choking dunng the surgery Take time to explain to the mother and
family what has happened Reassure them and keep the mother as
comfortable as possible
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Learnmg Aid 4 - Aorta Compression

Postpartum hemorrhage IS usually controlled with bimanual compression of the uterus
and OxytOCIC medication In extremely rare cases, It IS necessary to close off
(compress) the aorta to reduce the blood supply to the uterus and slow a severe
postpartum hemorrhage If the bleeding IS heavy, a woman may bleed to death In less
than 2 hours, and d she IS also anemIC, she may die In less than one hour By taking
the actions descnbed below, the midwife can help save a woman's life In this rare
situation

COMPRESSION OF THE AORTA IS ONLY USED
WHEN ALL OTHER PROCEDURES ARE NOT SUCCESSFUL

If bimanual compression of the uterus and OxytOCIC medications do not slow the
postpartum hemorrhage and the woman IS close to or In shock, take these actions

1 Ask assistants to continue bimanual compression of the uterus, put the woman In

shock position, cover her with warm blankets or cloths, keep IV infusion running,
give oxygen and blood If available REFER

2 While waiting for the referral, press on the woman's abdomen, Just above the
umbilicus with all of your hand Press the aorta against the spine to slow the
postpartum hemorrhage This IS usually easier to do on fairly thin women

Do not stop until you get to the hospital
Do not give up

Reassure mother and family

An Obstetrician's Experience.

We usually apply bimanual compression of the uterine artenes to reduce the
blood supply to the uterus and slow a severe postpartum hemorrhage by
uSing the edges of our hands, pressing on the woman's abdomen Just above
the uterus It seems that It IS fairly easy and effectIVe to do so

LSS ObstetriCian VIetnam
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Case Study 1 - Problem Solving Method

The Problem Solving Method IS an organized way of giVing care to women It IS a way
of thinking about the care you give women This case study helps you review the
Problem Solving Method You may use Modules 1 and 5 for reference

We solve problems every day of our lives We usually do not think about the mental
steps Involved In problem solving though we all follow steps to solve problems The
Problem Solving Method IS a way to help us follow steps In gIVing care to women
Read, and wnte your answers to questions In this case

What are the four steps of the Problem Solving Method?

1

2

3

4

(Refer to Module 1, page 1 22)

The Problem Solving Method IS used by midwives to Identify problems and take
appropnate action

ASK and LISTEN

ThiS IS the first step In canng for a woman, uSing the Problem Solving Method Ask
questions about the reason she came to see you, the midwife

Mrs R P IS brought to you by the TBA, her husband, and her father-In-law The TBA
tells you Mrs R P delivered a baby girl 8 hours ago The TBA IS holding the baby
The TBA also tells you that Mrs R P IS bleeding and has pain In her belly Mrs R P
did register With you In her fourth month of pregnancy You know that she has a boy 6
years old and a girl 4 years old You know that thiS pregnancy developed normally to
term as she came for regular antenatal clime VISitS
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After you help the TBA and family get the woman Into the maternity, you ask the
following questions, listening very carefully to the answers What questions will you
ask? Wnte your answers

1

2

3

4

(Refer to Module 5 )

You find out that Mrs R P began bleeding as soon as the baby was born The TBA
brought two large cloths soaked with blood and fluid from the delivery The TBA tells
you the placenta will not come out She says she dId not pull on the cord, but did rub
the womb to make It stay hard Mrs R P has taken some weak tea with sugar for
strength She has not taken any medicines

You do not waste any time wntlng down the above information at this time You
know that 8 hours IS a long time to be bleeding and you must continue with the
Problem Solving Method to find out what IS causing the bleeding and take appropnate
actIon to stop the bleeding

LOOK and FEEL

This IS the second step when seeing a woman, uSing the Problem Solving Method
Do an examination on the woman's body depending on the Information you got In step
one ASK and LISTEN What examination will you do on Mrs R P? Wnte your
answers

1

2

3

(Refer to Module 5 )
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You find out that Mrs R P 's skin IS warm and dry, her pulse IS 100, and her blood
pressure IS 96/50 The uterus IS soft but contracts as soon as you rub It The bladder
IS empty The cervix and vagina are free of tears The cord IS presenting at the
vagina, and dark red blood IS running from the vagina

IDENTIFY THE PROBLEMS

This IS the third step In the Problem SolVing Method The midWife must find the
problems by uSing the information from the first two steps It IS Important that all the
problems you Identify are treated, not Just the problem that brought her to you

Mrs R P came with an EMERGENCY PROBLEM You must take appropnate action
for this EMERGENCY first Later you can wnte In her record all of your other findings
and the problems, and take appropnate action for them

Identify the cause of the emergency problem of bleeding You know that continuous
blood loss leads to shock, coma, and death

What IS the cause of bleeding?

How did you decide the cause of bleeding?

(Refer to Module 5 )
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USing the information from ASK and LISTEN (delivered a normal baby, abdominal
pain, placenta has not come out), the LOOK and FEEL (uterus sometimes soft, then
hard, cord of placenta presenting In vagina, no genital tears, dark bleeding, blood
pressure 96/50, pulse 68), you IDENTIFY THE PROBLEM that Mrs R P has a
retained placenta She IS not In shock, but IS feeling somewhat weak

TAKE APPROPRIATE ACTION

This IS the fourth step In the Problem Solving Method The midwife must decide what
should be done to take care of each problem The follOWing areas should be
considered for each problem

Medical treatment
Education
Counseling
Laboratory tests

Referral
Plans for follow up
Recording

Mrs R P may need information on family planning, good nutrition after delivery, how
to relieve hemorrhoid pain, and where to go for ImmUnizations for her small children
Education, counseling, and plans for follow-up and routine medical treatment are not
emergencies They do need attention, but can walt until Mrs R P IS feeling better
They may be taken care of at the follow up VISit

Mrs R P has a life threatening problem Take ACTION IMMEDIATELY Emergency
medical treatment, laboratory tests, referral, and recordmg need to be done now The
EMERGENCY problem needs action right away What EMERGENCY action Will you
take? Why Will you take each action? Write your answers

(Refer to Module 5 )
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1 Make sure there IS no shock because Mrs R P 's condition may change from the
first pulse and blood pressure reading, remember, she IS losing blood and has a
retained placenta

2 Call someone, If available, to help you start the IV and manually remove the
placenta, and to help watch the woman Collect equipment

3 Explain to Mrs R P and her family what you are gOing to do so that they Will
cooperate and not be afraid

4 Give analgesia and sedative, If available, to relax the woman Start an IV infusion
to replace some of the flUids lost by the bleeding and to prevent shock

5 Explain to Mrs R P what you are gOing to do Help her lie on her back with her
knees bent Clean the genital area If she IS unable to vOid, catheterize and
empty the bladder

6 Rub the uterus to make It contract Try to deliver the placenta If this falls,
prepare to manually remove the placenta

7 Scrub hands, put on gloves

8 Hold the umbilical cord and find the placenta by inserting your gloved hand In the
uterus

9 Keep the uterus contracted and prevent the uterus from moving

10 Find the edge of the placenta

11 Detach the placenta With a gentle, Sideways sliCing movement

12 Remove the placenta while you rub the uterus to make It contract

13 Rub the uterus until you are sure It IS contracted

14 Give Mrs R P an OxytOCIC to help the uterus contract Put the baby to breast

15 Examine the placenta well to make sure that all of the placenta and membranes
have been removed

16 Transfer Mrs R P to the hospital If some of the placenta or membranes are
missing, she may need a curettage to remove the remaining pieces
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If the placenta and membranes are completely delivered and YOU DO NOT OR CAN
NOT TRANSFER HER TO THE HOSPITAL, what other actions (care) Will you take?
Write your answers

(Refer to Module 5 )
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If transfer IS Impossible, the other actions (care) should Include

1 Give broad spectrum antibiotic to prevent serious infection of the uterus

2 Continue the IV infusion, a total of 3 liters In 24 hours, to replace fluids lost from
bleeding and to prevent shock Stop the infusion once the woman IS eating and
drinking normally Nutrition, flUids, and actiVity are Important for healing and
strength

3 Check for vaginal bleeding, contracted uterus, full bladder, and vital signs every
hour until normal and then, 3 times a day for 3 days to make sure the bleeding
stops Teach the mother to mOnitor her own uterus

4 Continue to put the baby to each breast as soon as the woman IS strong enough,
give an oral OxytOCIC to make sure the uterus stays contracted If you did not give
Injectable OxytOCIC

5 Give analgesia to lessen abdominal or perineal pain

6 Give penneal care at least 3 times a day, teach the mother the Importance of this
care and the need to continue It when she goes home

7 Treat for fever according to findings Give Iron tablets and check hemoglobin

8 Allow the woman to go home when she has completed the medications She
should feel like gOing home by 5 days after the delivery If she does not, refer her
to the doctor to make sure she does not have another problem

9 Give an appointment for a 2 week check up for both mother and baby

10 Send a message to the TBA so that she will VISit the mother and baby at home
weekly for at least 6 weeks
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Case Study 2 - Problem Solving Method

Read the following case and use the Problem Solving Method

Mrs U A has Just delivered a large baby girl at your maternity This IS her fifth
delivery The placenta IS delivered very soon after the baby The placenta and
membranes are complete The labor and delivery have progressed without any
problems As you are caring for Mrs U A , you see a continuous stream of blood from
the vagina

USing the Problem SolVing Method, you decide what IS wrong and how to help Mrs
U A Continue reading and write In your answers

ASK and LISTEN

There IS not too much to ASK and LISTEN Before the delivery or dUring antenatal
cllmc VISitS, you Will have found out from the woman If she has had a problem with
bleeding after a delivery You may ask the woman how she IS feeling Then, explain
to her that she IS bleeding a little too much Reassure her that you want to find out
where the bleeding IS coming from and stop the bleeding as qUickly as possible You
call to your assistant for help

LOOK and FEEL

Mrs U A IS feeling fine but would like something to drink She IS very excited about
her baby girl You ask your assistant to put the baby to Mrs U A 's breast The blood
pressure IS 100/66 and the pulse IS 88 As soon as you see the bleeding, you
Immediately feel the uterus to make sure It was firm and contracted What else do
you do? Write your answers

(Refer to Module 5 )
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You LOOK for signs of shock (low blood pressure, cold and wet skin, weak and fast
pulse) You check the bladder and catheterize her If It IS full You LOOK at the
placenta very carefully to make sure all of the placenta and membranes are present
You LOOK at the gemtalla for tears of the cervix or vagina The uterus IS stilI not firm
and contracted

IDENTIFY THE PROBLEM

What IS Mrs U A 's problem? Wnte your answer

(Refer to Module 5 )
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USing the information from ASK and LISTEN (delivered normal baby, thirsty), and
from LOOK and FEEL (vaginal bleeding, uterus not firm and contracted, placenta and
membranes complete, no genital lacerations, bladder now empty, S/P 100/66 and
P 88), you IDENTIFY the problem that Mrs U A has uterine atony She IS not In

shock, but IS thirsty Uterine atony IS an emergency, and appropriate ACTION must
be taken as soon as you know what the problem IS When the emergency IS over, you
can take care of any other problems you find

TAKE APPROPRIATE ACTION

Mrs U A has a life threatening problem Take ACTION Immediately The
EMERGENCY problem Will need action right away What EMERGENCY action Will
you take? Why take each action? Write your answers

(Refer to Module 5 )
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You have already called to your assistant for help, rubbed the uterus, checked the
bladder, rubbed the uterus again, catheterized the woman, reassured the women and
explained what IS happening to her

You review for yourself the facts that uterine atony may cause postpartum
hemorrhage and must be taken care of right away There IS not time to refer the
woman to a doctor You must take ACTION right away

1 External bimanual compression of the uterus (place one hand on abdomen behind
uterus, place other hand flat and low on abdomen, press hands together to
squeeze blood vessels at the placental site In the uterus and stop the bleeding)

2 Ask your assistant to give an OxytOCIC while you hold the uterus for 10 minutes to
help the uterus contract If you do not have an assistant, show the family how to
hold the uterus while you give the OxytOCIC

3 Look to see If bleeding IS slOWing or stopping

• If bleedmg has stopped, record vital signs and estimate blood loss, feel the
uterus and check for bleeding every 15 minutes for one hour, then every 30
minutes for 2 more hours to make sure the uterus stays firm and contracted, put
the baby to each breast to help the uterus contract, to nourish the baby with the
colostrum, and to establish mother/child bonding

• If bleedmg has not stopped, what EMERGENCY action will you take? Why take
each action? Write your answers

(Refer to Module 5)
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• If bleedmg has not stopped, continue holding the uterus and ask your assIstant
to take vItal sIgns and get ready for Internal bImanual compression If you do not
have an assistant, ask the family to help You may not have tIme to take vital
sIgns You must LOOK for signs of shock as you continue helping the woman

1 Ask assIstant or famIly to hold the uterus while you start a 500 ml IV infusion
with 10 IU oxytOCin to prevent shock and help the uterus to contract

2 Rub the uterus If there IS no contraction or the bleeding continues, ask
assistant or family to continue to hold the uterus while you put on fresh gloves
or qUickly scrub your hands

3 Internal bimanual compression (place your freshly gloved or scrubbed
examining hand Into the vagina, form your hand Into a fiSt, press your fIst
firmly against the lower portion of the uterus moving any cervix out of the way,
press your abdominal hand and your fist together, hold firmly for 10 minutes)

4 Watch for vaginal bleeding to slow or stop

5 If BLEEDING STOPS, take vital signs every 30 minutes for 2 hours once she
IS stable EstImate blood loss, check bleeding every 15 minutes for one hour
or until normal, then check bleeding every 30 minutes for two hours, then
check bleeding 3 times a day for 3 days, put baby to breast Allow her IV
infusIon to run another 3 to 6 hours until you are confident the hemorrhage IS
controlled She may eat and dnnk normally as she feels able Record
findings and actions

6 If BLEEDING CONTINUES, Inspect the placenta again If membranes or
pieces of placenta are retained In the uterus, prepare for manual removal of
the placenta Prepare to transfer to hospital With an IV infusion running

7 On the way to the hOSPital, continue to hold the uterus to slow the bleeding,
hydrate the mother and keep her warm to prevent shock If the blood IS really
pouring from the woman and If you feel confident and have an assIstant to
hold the uterus, compress the abdominal aorta to slow the bleeding Do not
give up Encourage and reassure the woman and her family
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So a midwife can be ready for an emergency such as utenne atony, the matermty
home, maternity Unit or ward must always be READY FOR AN EMERGENCY
What must be done to always be ready for an emergency? Wnte your answers

(Refer to Module 5 )

So a midwife may always be ready for an emergency, the following should be
available

• Gloves
• Injectable OxytOCICS
• 2 liter bottles/bags IV flUids
• 2 giVing sets/tubing
• Needles/butterfly needles or Intracatheters
• Arm board to keep arm from moving
• Tape or stnps of cloth
• BP cuff and stethoscope
• Pulsometer or watch with second hand
• Emergency transport such as bus, neighbors, or other source
• Midwife and assistant both trained to start IV infusions
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Case Study 3 - What Is the Problem?

Read the ASK and LISTEN, LOOK and FEEL, In the follOWing case study Then
decide what you think IS the PROBLEM and what ACTION needs to be taken to help
the woman Remember that action may Include treatment, education, counseling,
more laboratory tests, referral, and follow up

It IS also Important to think about prevention, so you Will find a question asking, "How
do you think this problem could have been prevented?" Sometimes It IS very difficult
to decide that a problem might happen before It occurs Sometimes a problem can
not be prevented In other cases, It IS very easy to see that certain things can be
done to prevent the problem

When you fimsh, look on the next page for suggested answers

What Is the Problem?

ASK and LISTEN
Mrs P T S arrived at the maternity at 10 AM She delivered a baby boy at 10 15 AM
The baby boy's mouth and nose were wiped free of mucus as soon as they were
seen After delivery he was crying and breathing well He was dried, wrapped In a
dry towel to warm him and given to Mrs P T S She put her third Child, but first baby
boy to the breast and he started to suck

LOOK and FEEL
At 11 15 AM, the placenta was not delivered A little dark red bleeding was seen
The uterus continued to feel somewhat firm but not really hard The bladder was
palpable and looked full

What IS the PROBLEM?

What IS the ACTION?

Was this PROBLEM preventable? If preventable, how?



680

ANSWERS .. Case Study 3

Ufe.S8IItng Skills «> ACNM 1998

What IS the PROBLEM? Retained placenta with a full bladder

What is the ACTION? Ask Mrs P T S to urinate If she IS unable to urinate.
catheterize her Then rub the uterus to stimulate a
contraction

Examine vaginally to see If the placenta IS stuck In the
vagina Help Mrs P T S Into a semi-sitting or
squatting POSition Use controlled cord traction while
supporting the uterus to deliver the placenta

Was this PROBLEM preventable? If preventable. how?

Yes. It seems likely that If the bladder had been empty
follOWing delivery, If there was not time before delivery,
the placenta might have delivered

However, we do not know what the midWife did to try to
deliver the placenta Active management of third stage
may have prevented the problem
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Goal

INFANT RESUSCITATION (HELP A BABY LlVEI)

The midwIfe will learn the Important sIgns and symptoms of a baby who IS having
trouble living She will learn to resuscitate a baby

Objectives

The mIdwIfe canng for the mother and baby will be able to

1 descnbe the care of the baby at birth
2 lIst the sIgns and symptoms of a baby who IS having trouble living
3 descnbe and demonstrate how to resuscitate a baby
4 lIst emergencIes In the newborn that she must refer to the doctor

Introduction

The baby begins to make changes at the time of birth The most Important changes It
must make are Independent cIrculation and breathing Both of these changes are
necessary so that the baby can get enough oxygen to live and grow Most of the time,
when the baby IS born, the heart IS already beating In order for the circulation
changes to take place, the baby needs to begin to breathe on ItS own Normally this
happens without any problem or assistance Breathing IS very Important, because
once the baby IS born, It can no longer depend on the mother's body for oxygen,
warmth, or food

In this section, you WIll review the care of the baby at birth and learn how to
resuscItate the newborn who IS not breathing and does not have a strong heartbeat
The information here WIll help you to answer the review questIons and case studies
and to apply the skills In your work Use the skills checklists as gUides when
performing Infant resuscitation skills The learning aIds provIde addItIonal
information Some of these WIll help you to review what you already know, while
others Will have new information that you must learn Sample resuscitation and
APGAR scoring charts are Included If you already have charts for resuscItation and
APGAR, you may want to compare these and adapt them for your situation If you do
not have charts, you can use the information provided here to make your own
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I sucked out mucous, dried and warmed the baby I saw no respirations and felt
no heartbeat (positioned the baby, wiped the face, breathed In the mouth, and
performed full CPR Soon the heart started beating after a little while, the
breathingI I knew I did Itr

LSS Midwife, Indonesia

Common Medical Terms

Aspiration - breathe In or suck In material such as meCOnium, mucus, or liqUid Into
the air passages (trachea or lungs)

Augment - to Increase or speed up, as In augmentation of labor

Emergency - a time when action must be taken right away to save a person's life, for
Instance, If someone IS not breathing, you must help the person to breathe nght away
so that she Will not die

Induction - making happen, causing to occur Induction of labor or causing labor to
begin

Meconium - A dark greenish, sticky stool (feces or bowel movement) In the intestine
of a full term baby This IS the first stool passed If the fetus does not have enough
oxygen dUring the pregnancy, labor, or delivery, It Will pass some of the meconium
stool The midWife may see the stool come from the mother's vagina This Will tell her
that the fetus IS haVing a problem The meconium stool may be mixed With liquor
(amniotic flUid) and look yellOWish or light green In color

Oligohydramnios - small amount or not enough of amniotic flUid (liquor) It may be
found With fetal malformation and slow growth In the uterus (intrauterine growth
retardation) of the fetus

Polyhydramnios - large amount or too much amniotic flUid (liquor) It IS often seen
With maternal diabetes, congenital abnormalities, and twinS

Resuscitation - clearing the airway, getting air (oxygen) Into the baby by breathing
Into It (respiratory resuscitation) and gently moving the heart (cardiac resuscitation)
until the baby breathes on ItS own and the heart beats regularly on ItS own

Shoulder Dystocia - baby's shoulders get stuck dUring delivery, fall to rotate (See
Module 10 Other Emergencies, page 10 12)
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Care of the Baby at Birth Five Steps of Immediate Care

As soon as you see the baby's head, wipe the mouth and nose Suction the baby If

there IS mucus or meconium In the airway You are already LOOKING at the color
and response of the baby

When the baby IS delivered, there are 5 thmgs the midwife must always do to help
a baby begin to breathe and continue to breathe on ItS own IMMEDIATELY dry,
warm, position, suction, and stimulate, so the baby can breathe As you do these
things, you are now LOOKING at the baby's breathmg (respiration), color, response,
and muscle tone Each of the follOWing actIons IS very Important In helping the baby
to take ItS first breath and continue to live

1 DRY

2 WARM

Wipe the mouth and nose as soon as you see them dUring delivery
Once the baby IS born, dry completely from the head to the toes with
a towel or a cloth, until most of the amniotic fluid (liquor) IS gone
Replace the wet towel or cloth with a dry towel

Immediately after removing the wet cloth, cover the baby with another
dry cloth or blanket, OR place the baby skin to skin with the mother,
and cover the baby's head Cover them both to prevent loss of body
heat

3 POSITION Lay the baby with head down to drain flUids from air passages This
can be done on the mother's body or flat on the bed (See Figure 1 )

Figure 1 PosItion to Drain Mucus
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4 SUCTION Wipe the mouth and nose with your finger or gauze, to clear them
of mucus If there still IS mucus and you have a suction bulb or
mucus extractor, use It to clear the alf passages

To use the suction bulb, flfst squeeze the bulb and then Insert the tiP of the bulb Into
the mouth Release the suction bulb and remove from mouth Squeeze mucus out of
the bulb Then Insert bulb Into each nostnl and repeat the whole process until all
mucus and flUids are removed from the mouth and nose (See Figure 2 )

FIRST SQUEEZE BULB

THEN INSERT BULB INTO
MOUTH AND EACH NOSTRIL

RELEASE BULB AND REMOVE
SQUEezE MUCUS OUT OF BULB
SYRINGE REPEAT WHOLE PROCESS
TO REMOVE ALL MUCUS AND FLUIDS

Figure 2 Bulb Synnge Suctlomng of Mouth and Nose

5 STIMULATE You can best stimulate the baby by gently rubbing the back
With your hand This can be done while It IS wrapped In the cloth,
towel, or blanket Stimulation will encourage the baby's new
function of breathing to continue smoothly as well as Increase the
heart rate

When the baby IS breathing well and the heart IS beating above 100 beats In a minute,
tie and care for the cord Put the baby to breast to stimulate uterine contractions,
encourage sucking, and provide energy Continue to watch the baby while prepanng
to deliver the placenta

Caution Never slap the baby's feet or back hard Never put hot or cold water on the
baby Never bend or rub the baby roughly A newborn can get broken bones or
InJunes to soft tissue If slapped, rubbed, or treated roughly Hot water may burn the
baby's skin Cold water can lower the baby's temperature, which can cause death
Suction With care Research has shown that aggressive suctlomng of the throat can
delay the onset of breathing

REMEMBER DRY, WARM, POSITION, SUCTION (If needed), AND STIMULATE
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Mother's Problems - Be Prepared for Babts Problems

Most of the time, newborns do very well In beginning their lives outside of the
protective place In their mothers' bodies Many babies need only the support of a
midwife or birth attendant to begin thiS new part of their Journey There are other
times, however, when the midWife's actions can mean the difference between life and
death for the baby she delivers It IS most Important that the midWife be prepared for
any emergency that the newborn may have

A place In the delivery area should be set aSide for resuscitation with all necessary
equipment kept together In that place If the midWife does home deliveries, a section
or small container In her delivery bag should contain all necessary equipment for
resuscitation

If the midWife antiCipates the emergency, she can be ready for It There are many
things that affect the mother that Will also warn the midWife that the baby may have
trouble before and/or at the time It IS born These Include

Antenatal bleeding
Amval for delivery dUring 2nd stage
Cesarean section
Diabetes
Fetal distress
Genetic disorders
Heart disease
Induction / augmentation
Kidney disease
Lack of antenatal care

Malpresentation
Meconium stained liquor
Multiple pregnancy
Oligohydramnios
Polyhydramnios
Pregnancy Induced hypertension
Premature rupture of membranes
Preterm labor
Prolonged labor
Shoulder dystocia

It can not be stressed enough that careful mOnitoring of the baby dUring labor can
help the midWife know when the baby IS having trouble getting enough oxygen and
Will probably need resuscitation For more information, see Module 3 MOnitoring
Labor Progress
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The abnormal or emergency situation causes different reactions Panic has no place
In an emergency A well prepared and skilled midWife has a cool head and a steady
hand A skilled midWife remembers the life saving steps (ABCS) for helping a baby
who has trouble living

A AIRWAY - make sure the airway IS open
• PosItion the baby
• Suction the mouth and nose, and If there IS meCOnium, the pharynx (back

of throat)

B BREATHING - make sure the baby IS breathing
• Stimulate to initiate breathing
• Use mouth to mouth or ambu bag breathing as necessary
• Give oxygen, If available

C CARDIAC FUNCTION - make sure the heart IS beating
• Stimulate the baby
• Do chest compressions when necessary

S SHOCK - make sure the baby IS warm and dry
• Dry the baby
• Warm the baby With a blanket, a light, or the mother's skin

IMPORTANT FOR THE MIDWIFE the mother may have a disease that you may not
know about, such as hepatitis, herpes, gonorrhea, or AIDS There IS a chance you
Will get the disease from the baby ThiS may happen If you get blood, mucus or
liqUids In your mouth while dOing mouth to mouth breathing The danger IS greater If
you have a cut or sore In your mouth

If you have a cut or sore, ask someone else to help With mouth to mouth reSUSCitation
Always make sure to clean the baby's face around the mouth With soap and water
before dOing mouth to mouth breathing and use gauze or cloth If It IS available If you
get something In your mouth while dOing mouth to mouth breathing, wash your mouth
With soapy water and rinse With water as soon as you can
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The purpose of Infant resuscitation IS to keep the newly delivered baby warm and dry,
the mouth and nose clear, the lungs breathing, and the heart beating so that the blood
can carry oxygen all around the baby's body This IS done by the midwife and/or
assistant dOing the delivery This IS a hfe savmg skill

Resuscitation must be started as soon as the midwife Identifies the need If the baby
IS not breathing or the heart rate IS below 100 by the time the midwife has dried,
warmed, positioned, suctloned, and stimulated the baby, resuscitation must begin
The baby IS not gOIng to live unless the midwife does something right away As
mentioned before, a maternal history and physical exam dUring labor can alert the
midwife to a probable need for reSUscitation The fetal heart rate may also indicate
whether resuscitation will be needed

Equipment

Suction bulb
Mucus suction catheter (Delee)
Clean dry cloth or gauze

Procedure

LOOK, FEEL, LISTEN· Breathmg, Heart Rate

Flat surface (such as a table)
Clean dry cloths to keep the baby warm
Oxygen, If available

While you do the 5 steps of Immediate care, you are LOOKING at the baby's
breathmg and COUNTING the heart rate

NOTE The baby's heart rate can easily and qUickly be figured by counting It for 6
seconds and adding a 0 behind the number you counted For example If you count
12 beats In the 6 seconds, place a 0 behind the 12 and get 120 beats per minute If
you count 3 beats In the 6 seconds, the addition of the 0 behind the 3 gives you 30
beats per minute, and so on
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IDENTIFY PROBLEM(S) AND TAKE ACTION

FINDINGS I
Airway
Breathing

Cardiac
Shock

Open and clear
Present (they can be Irregular, shallow or grunting). no cry

Heart rate above 100
May be limp, may have blue or pale skin

ACTIONS I
Dry and Warm

Position

StImulate

Oxygen

Continue to keep the baby warm

Continue position to keep the aIrway open

Continue to stimulate as needed

Give oxygen 1 If available

Remember to check breathing (present) and heart rate (above 100) to
make sure they stay good

When baby IS pink, have the mother put baby to breast for energy

I Oxygen should be given at a rate of 10 liters In a minute It IS best given In the nose of the
baby by a single tUbe or face mask because babies breathe through their noses and not their mouths
When you use oxygen with resuscitation, put It Into the baby's mouth while you are breathing for the baby
Your breath will carry the oxygen Into the baby's lungs When the baby starts breathing on Its own move
the oxygen to the nose



Resuscitation

FINDINGS II
Airway
Breathmg
Cardiac
Shock
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Clear and open
Absent - no breathing
Heart rate below 100
Limp, blue skin
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ACTIONS II You must start breathing (respiratory) resuscitation'
Dry and Warm Continue to keep the baby warm

Position

Stimulate

Oxygen

Breathe

LOOK

Continue position to keep the airway open, so that the
head IS slightly extended In the "sniffing" position
ThiS IS the best position to keep the airway open
(See Figure 3 )

Continue to stimulate as needed

Give oxygen 2 If available

Start breathmg for the baby by placmg your mouth
over the mouth and nose Breathe (blow) 1 time
usmg only the air from your mouth

LOOK to see If the chest rises with your breath

If the chest did not rise, reposition the baby, suct,on
again and try another breath, watching for the chest to
rise

If the chest rises, LOOK to see If the baby IS making
any attempt to breathe on Its own

• IF THE BABY IS BREATHING Continue to support with warmth,
stimulation, and oxygen until the baby IS pink and crying Remember
to check breathing (present) and heart rate (above 100) to make sure
they stay good When baby IS pink, have the mother try to put baby to
breast for continued warmth, stimulation, love, and energy

2 Oxygen should be gIVen at a rate of 10 liters m a mmute For addl1:1Onallnformatlon, see
footnote 1
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• IF THE BABY IS NOT BREATHING
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Breathe

LOOK

Breathe

Blow 5 short, fast, and gentle breaths for the baby
(See Figure 3 )

LOOK for breathing (respirations) and FEEULISTEN for
heart beat

Repeat these 2 steps until baby breathes on ItS own and
heart rate IS more than 100

Continue support With warmth and oxygen until the baby IS pink and crying
(heart rate more than 100 and breathing) or strong enough to REFER IF
POSSIBLE

-- ---~---- _._--

Figure 3 Lay Baby on Flat Surface In "Smffing" POSition Breathe Into the
Baby's Mouth through Gauze, a Cloth, or Protective Airway If Available
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FINDINGS III
Airway
Breathing
Cardiac
Shock
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Clear and open
Absent - no breathing
Heart rate absent or below 80
Limp, blue skin, cold
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ACTIONS III Full Cardiopulmonary Resuscitation (CPR)
Dry and Warm Continue to keep the baby warm

Position

Stimulate

Oxygen

Breathe

LOOK

Continue position to keep the airway open so that the
head IS slightly extended In the "sniffing" position
This IS the best position to keep the airway open
(See Figure 3 )

Continue to stimulate as needed

Give oxygen 3 If available

Start breathing for the baby by placing your mouth
over the baby's mouth and nose Blow one time
usmg only the air from your mouth

LOOK to see If the chest rises with your breath

If the chest did not rise, reposition the baby, suction again, and try another
breath, watching for the chest to rise

If the chest rises place your Index and middle fingers on the center of the
chest Just below the nipple line (an Imaginary line drawn between the baby's
nipples) This will place your fingers over the baby's heart (See Figure 4 )

Push the chest down 1 5 em (% to % Inch) at a rate of 100-120 heart beats per
minute, counting 1 and 2 and 3 and 4 and 5 and

The 6th count should be a breath so that the flow would be 1 and 2 and 3 and 4
and 5 and breathe and so on Do not 11ft your fingers off the chest

REMEMBER Do not push on the chest while breathing for the baby This
could cause damaae to Internal oraans

3 Oxygen should be gIVen at a rate of 10 liters m a mmute For additional information see
footnote 1
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Thumb method

Figure 4 Cardiac Massage - Use Two Finger or Thumb Method

ACPRCYCLE
IS 5 heart compressions (cardiac massage) and 1 breath (blow)

You should do the complete CPR CYCLE 5 times (that IS do 5 heart
compressions and 1 breath and continue to repeat this CPR CYCLE until you
have done It five times), then recheck the baby's breathing and heart rate

• IF THERE IS STILL NO HEART RATE OR BREATHING
Continue CPR for 15 - 30 minutes, or until the baby has a heart rate more
than 80, whichever comes first

• IF THERE IS A HEART RATE more than 80
Stop dOing heart massage (compressions) Continue breathing for the
baby (see ACTIONS II, page 6 9) until the baby IS breathing on ItS own and
the heart rate IS more than 100 beats In a minute

Continue to help the baby with warmth, oxygen, and stimulation until the
baby IS pink

REFER IF POSSIBLE
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FINDINGS IV
Meconium In the amniotic flUid at the birth of any baby regardless of Its
condition

ACTIONS IV
When the head IS born and before the chest IS delivered

• Clear the meconium from the upper airways before the baby takes ItS
first breath A mucus catheter (Delee) IS best If a mucus catheter IS
not available, use a clean cloth or gauze or bulb sYringe

Suction the mouth first

Then suction the nose It IS Important to suction the nose last as It
may stimulate the baby to take a breath

• After the baby IS born

Suction the mouth again

Suction the nose down to the stomach If possible

Follow the ACTIONS appropriate to your FINDINGS
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Learmng Aid 1 - Infant Resuscitation

IMMEDIATE AND CONTINUING CARE
AJRWAY KEPT OPEN BY POSITION, SUCTION AND STIMULATE

SHOCK PREVENTED BY DRY, WARM

FINDINGS I II III

BREATHING YES NO NO

CARDIAC (heart rate) ABOVE 100 80 TO 100 NO OR BELOW 80

ACTION ... -tKEEP BABY WARM "OXYGEN, If avaIlable "'OXYGEN, If avaIlable

-tPOSITION "BREATHE 1 TIME "'BREATHE 1 TIME

"STIMULATE CHEST RISE? NO, CHEST RISE? NO,

"'OXYGEN, If avaIlable
REPOSITION, SUCTION REPOSITION, SUCTION

"BREATHE AGAIN "'BREATHE AGAIN

-tGHECKFOR
CHEST RISE? YES CHEST RISE? YES,

BREATHING "'BREATHE "'START CPR 3 CYCLES

HEART RATE (5 SHORT, FAST BREATHS) (1 CYCLE =5 HEART

ABOVE 100 "'LOOK FOR BREATHING COMPRESSIONS, 1 BREATH)

"CONTINUE TO BREATHE I "CHECK BREATHING AND

LOOK UNTIL BREATHING HEART RATE
"GIVE BABY TO

PRESENT AND HEART "'CONTINUE CPR until
MOTHER RATE ABOVE 100 HEART RATE ABOVE 80,
WHEN PINK

"GIVE BABY TO MOTHER IF BREATHING

WHEN PINK AND PRESENT, stop breathmg

CRYING OR ACTIVE for baby

"'GIVE BABY TO MOTHER
WHEN BREATHING and
HEART RATE ABOVE 100

"REFER IF POSSIBLE

~
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Learnmg Aid 2 - APGAR Scoring Chart

The APGAR Scoring System, developed by Dr Virginia Apgar, IS a simple test to help
you decide how well the baby IS dOing after birth As soon as you see the baby's
head, wipe the mouth and nose You are already LOOKING at the color of the baby
When the baby IS delivered, IMMEDIATELY dry, warm, position, suction, and
stimulate, so the baby can breathe As you do these things, you are also LOOKING
at the baby's breathing (respiration) Suction the baby If there IS mucus or meconium
In the airway

All of thiS time, you are LOOKING at the breathing, color, response, and tone of the
baby If the color IS pink or blue and the baby IS breathing, you can continue with the
APGAR scoring

If the baby needs resuscitation, the APGAR Score Will tell you how your efforts are
gOing Give the test by looking at the baby 1 minute after It IS born and again at 5
minutes

LOOK, LISTEN and FEEL for

A - Appearance or color of the baby
P - Pulse or heart beat of the baby
G - Gnmace of face or response of baby when you touch the feet (reflex)
A - ACtiVity or muscle tone of arms and legs
R - Respirations or breathing of the baby

The highest APGAR score for a healthy newborn IS 10, the lowest IS 0, In which case
the baby IS not alive Decide the baby's score by giVing It 0 POints, 1 POint, or 2 pOints
on each of the 5 parts of the test appearance, pulse, grimace, activity, and
respirations The total number of POints IS the baby's APGAR score

A baby who has breathing problems or whose heart IS not beating well needs help
fight away Any baby who scores less than 7 POints five minutes after birth should be
taken to the doctor/hospital If possible
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APGAR Procedure • LOOK and FEEL

Ufe-Savlng Skills ~ACNM 1998

A· Appearance (color) Look at the color of the baby's skin

P • Pulse (heart rate) Listen to the baby's heart with a stethoscope If available,
or feel the pulse with your fingers Count the number of beats In a minute

G • Gnmace (reflex to stimulation) Rub back and forth on the soles of the baby's
feet with one of your fingers Observe the reaction on the face Or, notice the
baby's reaction when you suck the mucus from the mouth and throat

A· ActiVity (muscle tone) Watch the newborn move Its arms and legs Or,
gently pull an arm or a leg away from the body Note how the baby's arms
and legs move In response to the stimulation

R • Respirations (breathing) Look at the newborn's chest and abdomen Watch
the baby breathe

Total the APGAR score Record the score on the mother's labor chart

Normal Signs (Score of 7-10)
Abnormal Signs (Score of 0-6)

2 POints 1 POint oPOints

Appearance Completely pink Pink body, blue Pale or blue body

(color) body and face arms and legs and face

Pulse More than 100 100 beats per No heart beat

(heart rate) beats per minute, minute or less,
strong heart rate weak heart beat

Gnmace Crying, coughing, or Gnmace or No response

(reflex to sneezing puckenng of face

stimulation)

ActiVity Active movement, Some movement, Limp arms and

(muscle tone) waving arms and some fleXion legs, no fleXion,
legs, fleXion no movement

Respirations Strong cry, regular Slow, Irregular No breathing,

(breathing) breathing breathing, retracting no cry
of chest wall,
grunting or weak cry
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Learning Aid 3 - Physical Exammatlon of the Newborn.

The way a baby looks and sounds can tell you a lot about Its health LOOK, LISTEN,
and FEEL everything about the baby Make sure to wear gloves while dOing the
examination and care Prevent heat loss dUring the examination Explain to the
mother and family everything you are dOing

Breathing, heartbeat, and temperature can tell you how the baby IS feeling The baby
should breathe without difficulty The first hours after birth, the breathing may be fast,
It should get slower as the baby becomes used to breathing A new baby should take
between 40 and 60 breaths per minute while resting A new baby's temperature taken
under the arm IS usually between 36° and 372°C (97° and 9goF) The new baby's
heart should beat between 120 and 160 beats In a minute

Weigh and measure the length, If you have the equipment A baby usually weighs
between 2 5 and 4 kilograms (5 5 and 8 8 pounds) Measure the baby from the top of
the head to the bottom of the feet Most babies measure between 45 and 53 cm (18
to 21 Inches)

1 The head LOOK and FEEL the fontanelles, molding and any swelling

2 The spine LOOK and FEEL for swellings, depressions, or openings

3 The eyes LOOK for swelling and discharge

4 The nose and mouth LOOK at the lips and palate (top part or "roof' inside the
mouth) LOOK for the sucking reflex when the baby IS breast feeding LOOK for
breathing from the nose

5 The hipS, legs, and feet LOOK and FEEL the limbs to see that they move, are
smooth (not broken), and that both limbs are the same length

6 The skin LOOK at the color, any lumps or birthmarks (stains)

7 Reflexes are the body's natural reactions to things LOOK for the Moro Reflex
the arms and hands usually open Wide If the baby IS moved suddenly or hears a
loud nOise (like clapping hands)

8 The genitalia For a boy, FEEL both testicles In the scrotum and LOOK for
normal appearance of the penis For a girl, LOOK for normal appearance

9 The anus and urethra LOOK to be sure there are openings To be sure they are
functioning, ask the mother to tell you when there IS a bowel movement or urine
passed

10 The cord LOOK to make sure there IS no oozing (leaking) of blood Retle the
cord If you see fresh blood
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EMERGENCIES A baby with any of these problems needs referral to a hospital

• Irregular breathing continUing up to 12 hours after delivery

• blueness of lips (cyanosIs) or pallor

• Jaundice In the first 24 to 36 hours

• unusual cry OR extreme Irritability OR sleeps all the time

• watery or dark green stools with mucus or with blood

• unusual actions such as eyes roiling, stiffness, convulSions

• poor feeding or sucking

• fever (hyperthermia)

• cold to touch or armpit temperature IS less than 36°e (97 0 F) (hypothermia)

• eye discharge

• repeated vomiting or vomiting with swollen (distended) abdomen

• no stool by third day (Imperforate anus)

• weakness, limp, or cannot seem to wake up (lethargy)

• a premature baby weight of less than 2000 grams (4 4 pounds)
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Learning Aid 4 - General Care of the Newborn

For nine months the baby has lived In a warm, clean, and protected place where all
needs, including nounshment, were met Now the baby must be kept warm, clean
and protected by the mother and the family The baby must suck well to receive the
needed nounshment The baby must be well and strong In order to do all of thiS
Make sure to wear gloves when canng for a newborn

1 The cord should be kept as dry as possible It may be dabbed (swabbed) with
splnts of alcohol or soap and water to help keep It clean It can be covered or left
uncovered depending on the practice In your area It IS Important that the cord
IS kept very clean Teach the mother to tell you about any discharge or foul
smell (odor) of the cord nght away Teach the mother that normally the cord falls
off In 5 to 10 days

2 Wipe the baby's eyes With clean cotton cloth, or gauze ThiS prevents infection
from germs which may cause blindness If It IS your practice to use eye drops, put
the solution or ointment Into the corners of the eyes as soon as pOSSible after
delivery

3 The skm of the baby IS normally pinkish or dusky pink In color At birth there may
be a StiCky cream called vernix over the skin Opinions vary about removing the
vernix It may be removed very gently With a little 011 on the second day It may
be left to come off gradually dunng bathing

The skin should be kept clean It may be washed With clear, warm water and
patted dry gently about 12 hours after birth The baby may be put Into water after
the cord IS off and healed Make sure the baby does not get chilled

A shght yellOWing of the skin IS normal around the third or fourth day
(phySiological Jaundice) It disappears Within a week It should not be confused
With the more senous form of Jaundice, which starts on the first or second day and
may be seen In the eyes, bottom of the feet, and the palms of the hands The
baby With senous Jaundice must be taken to a doctor nght away Jaundice IS
often an early sign of sepsIs or blood Incompatlblhty

4 The first stools (bowel movements) the baby passes are blackish In color The
color of the stools changes to yellow Within 2 or 3 days

If the stools become watery, dark green, contain mucus or are explOSive (gas), the
baby IS very Sick and should go to the doctor nght away Refer to Module 8
Hydration and Rehydration, for care while traveling to the doctor
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5 Babies come In all sizes A baby welghmg under 25 kg (55 pounds) should be
treated as a small baby Premature and small babies need more care to keep
them warm Give them enough breast milk Help mothers with premature and
small babies to go to the doctor/hospital for this extra care

6 Give the breast to all babies as soon as possible after birth Let the mother hold
the baby close to keep the baby warm This IS a good time for the baby to learn to
suck The baby may be very alert with a strong sucking reflex or may need to be
helped to suck It IS normal for a baby to lose a few ounces of weight In the first 4
to 6 days, this IS usually regained gradually

Breast feeding right away after delivery helps the uterus contract Sucking
stimulates the production of oxytoCin, which helps to deliver the placenta and
prevent too much bleeding Suckling Immediately after delivery makes a mother
love and care for her baby (bonding) The baby IS more likely to breast feed for a
long time If there IS a delay of even a few hours breast feeding IS more likely to
fall

In the first few days, the mother's breasts secrete colostrum, a thick, colorless
flUid As the baby sucks, It receives protection from infection Babies who drink
mother's colostrum have fewer Infections dUring the first 6 months of life
Colostrum IS rich In protein and antibodies from the mother It protects the baby
from Infection It IS Important that the baby take thiS rich, protective fluid Teach
the mother and family about the Importance of the colostrum to help protect the
baby and make the meconium (first stools) come out of the baby

The baby should feed whenever It wants to from birth The baby should feed for
as long as It wants Let the mother pick up her baby and feed It whenever It cnes
and she feels a need to feed ThiS IS called feeding on demand ThiS frequent
sucking stimulates the production of prolactin, which helps the milk come In

sooner Demand feeding prevents many problems, such as breast engorgement
Encourage mothers to give both breasts at each feed, changing which breast IS
used first

BREAST FEEDING HAS THESE ADVANTAGES
• Helps stimulate milk production
• Makes the uterus contract and reduces bleeding
• Protects the baby from infection, ESPECIALLY COLOSTRUM
• Is a good way for the mother and baby to begin to know each other
• Comforts the baby
• Helps the mother relax and feel good about her new baby
• Can prevent pregnancy In the first 6 months postpartum when all the

conditions of Lactational Amenorrhea Method (LAM) are followed 4

4 Beck at aI (1996) Topic 6 - Postpartum
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Review Questions
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the follOWing questions When you are finished, look for the
answers In thiS module on the pages listed In parentheses ( )

1 DesCribe Immediate care of the baby at birth (pages 6 3 - 6 4)

2 List and desCribe the steps (ABCS) of resuscitation (page 6 6)

3 DesCribe the action you Will take at delivery for the baby who has meconium In the
amniotic fluid (page 6 13)
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4 What actions will you take for a newly delivered baby with these findings
Breathing - absent, Heart Rate - 80 to 100 beats In a minute? (page 6 9)

5 What actions will you take for a newly delivered baby with these findings
Breathing - absent, Heart Rate - absent? (page 6 11)

6 List emergencies In the newborn that the midwife must refer to the doctor
(page 6 18)
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Case Study 1 - Problem Solving Method

The Problem Solving Method IS an organized way of giving care to women The
Problem Solving Method IS a way of thinking about the care you give women This
case study helps you review and learn to modify the Problem Solving Method In the
case of Infant resuscitation

The four steps of the Problem Solving Method are

1

2

3

4

Check your answers by looking In Module 1, page 1 22

The purpose of Infant resuscitation IS to help keep the newly delivered baby's nose
and mouth clear, lungs breathing, and the heart beating so that the blood can carry
oxygen all around the baby's body This IS a hfe-savlng skill

Resuscitation must be started as soon as the midWife IdentIfies the need If the baby
IS not breathing by the time It takes to clear the fluids from the mouth and nose, or If
the baby IS born limp and not breathing, the problem must be Identified The baby IS
not gOing to live unless the midWife does something nght away Remember, careful
mOnltonng of the fetal heart rate dunng labor can alert the midWIfe to the possibility
that the baby Will need resuscitation

ASK and LISTEN

You Just delivered Mrs I R of a baby girl She had a latent phase of 7 hours, an
active phase of 10 hours, and an episIotomy

In this case, you Will modIfy the Problem SolVing Method You gather the ASK and
LISTEN (history taking) information dunng the labor and delivery This IS why It IS so
very Important to always get information as soon as you see the mother In case of an
emergency, you do not have to go back and ask questions

You know that Mrs I R IS a pnmlpara With a long labor She needed an episiotomy to
deliver her baby You also know that meconium was passed before delivery,
indicating that the baby was haVing some trouble With the long labor process The
fetal heart tones were strong and steady dunng the labor
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LOOK and FEEL
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What dId you do as soon as the baby's head was dehvered? Immediately after
delivery? What dId you LOOK and FEEL?

Refer to Module 6, pages 6 3 - 6 4

You clear the aIrway with a mucus trap or suction bulb as soon as the head IS born
but before the shoulders are out, when the body IS born, you dry, warm, position,
suction, and stimulate the baby You then LOOK and see that the breathing IS
Irregular, she IS grunting and there IS no cry You FEEL the heart beat which has a
rate of 120 beats In a minute You LOOK at the color of the baby and see that It IS
blue

IDENTIFY THE PROBLEM

What IS the problem WIth the baby?

See Module 6, pages 6 8 and 614

You decide that the baby IS having trouble breathing (Irregular, grunting, and there IS
no cry), but that she has a good heart rate of 120, With blue color

TAKE APPROPRIATE ACTION

What action do you take?

See Module 6, pages 6 8 and 6 14
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You continue to stimulate the baby and keep It warm You give oxygen at 10 liters In

a minute If available, and regularly check the heart rate and breathing to make sure
they stay good until she IS pink and crying You remember that you must never slap
hard on the feet or back, put hot or cold water on the baby, roughly rub or bend It

You feel relieved that the baby IS breathing on Its own You think about what you
would have done If she did not breathe after delivery

TAKE APPROPRIATE ACTION

If the baby had not been breathing, what action would you have taken?

See Module 6, pages 6 9 and 614

You must start breathing (respiratory) resuscltatton l Continue to keep the baby warm
Continue position to keep the airway open Place a small towel or cloth under the
baby's shoulders so that the head IS slightly extended In the "sntffing" position This
IS the best position to keep the airway open (See Figure 2) Continue to stimulate as
needed Give oxygen If available Start breathing for the baby

A while later, you do a physical examination on the baby

What problems might you find that would cause you to refer this baby to the hospital?

See Module 6, pages 617 - 6 18
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Case Study 2 - What Is the Problem?
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Read the ASK and LISTEN and LOOK and FEEL, In the following case studIes
Then decIde what you think the PROBLEM IS and what ACTION needs to be taken to
help the woman Remember that actIon may Include treatment, educatIon,
counseling, more laboratory tests, referral, and follow up

It IS also Important to think about preventIon, so you will find a questIon asking how
you think this problem could have been prevented Sometimes It IS very difficult to
decIde before a problem occurs, that It might be about to happen Other tImes It IS
very easy to say that a certain action can prevent a problem Sometimes a problem
can not be prevented

When you finish, look on the next page for suggested answers

ASK and LISTEN
The mother arrived at your maternity and delivered a baby boy as soon as she
reached the labor Unit The placenta Immediately followed the baby and mother was
not bleeding

LOOK and FEEL
The baby was pale He was breathing and hIs heart rate was 120

What IS the PROBLEM?

What IS the ACTION?

Was thIS PROBLEM preventable? If so, how?
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ANSWERS - Case Study 2
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There really IS no problem, a normal newborn IS usually a little blue or pale, IS
breathing and has a heart rate above 100

What 1$ the ACTION?

When the head IS visible, Wipe the mouth and nose

As soon as the baby IS delivered, dry and warm the baby by wrapping him In a
cloth or towel

Lay him In a position so that the allway IS open, gently rub hiS back through the
cloth to stimulate hIm, If necessary If there IS mucus In the mouth or nose,
suction With a bulb synnge

Keep him warm until he IS pink and crying

Check hiS breathing and heart rate to make sure they stay good

Was thiS PROBLEM preventable? If so. how?

There was really no problem, however, the mother could be encouraged to
come earher the next time she IS 10 labor
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Case Study 3 - What Is the Problem?
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Read the ASK and LISTEN and LOOK and FEEL, In the following case studies
Then decide what you think IS the PROBLEM and what ACTION needs to be taken to
help the woman Remember that action may Include treatment, education,
counseling, more laboratory tests, referral, and follow up

It IS also Important to think about prevention, so you will find a question asking how
you think this problem could have been prevented Sometimes It IS very difficult to
decide before a problem occurs, that It might be about to happen Other times It IS
very easy to say that a certain action can prevent a problem Sometimes a problem
can not be prevented

When you finish, look on the next page for suggested answers

ASK and LISTEN
A baby girl IS born at your clinic after a second stage of 60 minutes The umbilical
cord was short

LOOK and FEEL
You Immediately see that her skin color IS pale She IS not breathing You can FEEL
a strong heart beat (over 100)

What IS the PROBLEM?

What IS the ACTION?

Was this PROBLEM preventable? If so, how?
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The baby IS not breathing

What IS the ACTION?

As soon as you see the baby's head, you wipe the mouth and nose When the
baby IS delivered, you Immediately dry and wrap the baby In a warm cloth
When you see the baby IS not breathing, you rub the back to stimulate and at
the same time position her to keep her airway open You suction her with the
bUlb synnge

If the baby does not begin to breathe. you stimulate agaIn, gIve oxygen If It IS
available. for breathing and count the heart rate, breathe one time for the baby
and LOOK to see If the chest did rise

If the baby does not begin to breathe, you reposition and suction her again
Then you breathe 5 times (short. fast, and gentle). and LOOK for breathing

If the baby beginS to breathe, keep her warm. continue oxygen, LOOK for
breathing and count the heart rate to make sure the breathing and heart rate
stay good

Was thiS PROBLEM preventable? If so, how?

It IS very difficult to say how thiS problem could have been prevented
Somebmes, the fetal heart rate shows no problems and there IS no sign of
meconium being passed There was no way to know that the umbilical cord
would be short and that second stage was gomg to be 60 minutes

Since she knew second stage seemed to be taking a little longer. the midwife
could make sure she IS prepared for reSUSCitation
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Skills Checklist -Infant Resuscitation
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This checklist has two purposes
1 The midwife uses It for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte a rating ./ =satisfactory OR ~ =needs Improvement
Add any other comments In the comments section below

Date Date Date Date

When caring for a baby at birth

1 Have equipment ready for Infant resuscitation

2 Find an assistant to help you

3 DRY As soon as the head IS delivered, wipe flUids
from baby's mouth and nose uSing fingers or cloth
or gauze

• Dry with cloth from head to toe

4 WARM Remove the first wet cloth

• Cover with another dry cloth or place baby
skin to skin with the mother Cover both to
prevent heat loss

5 POSITION With head slightly lower than body to
drain flUids from air passage,

• Hold or lay baby on mother or bed,

• With head slightly extended (Sniffing posItion)
to keep the air passage open

6 SUCTION Clean the mouth, throat, and nose With
finger/cloth/gauze, use suction bulb If available

• Before delivery of body

• After delivery

• Use suction correctly

7 STIMULATE Gently rub the back With your hand
while you are drying the baby

8 After you dry, warm, POSition, suction and
stimulate the baby LOOK, FEEL, AND LISTEN

• Breathing

• Heart rate



ResuscdatJon 631 lIfe-Savmg Skills © ACNM 1998

Date Date Date Date

9 FINDINGS I skin color blue, breathing present,
heart rate above 100

ACTIONS I RESUSCITATION

• Continue stimulation

• Give oxygen, If available

• Check breathing and heart rate

• When skin color IS pink, put baby to breast

10 FINDINGS II skin color blue or pale, breathing
absent, heart rate below 100

ACTIONS II BREATHING RESUSCITATION

• Keep the airway open (sniffing position)

• Give oxygen, If available

• Place gauze over mouth If available and start
breathing for the baby

- Place your mouth over baby's mouth and
nose

- Breathe 1 time, uSing air only from your
mouth and watch to see chest rise

- If the chest does not rise, reposItion,
suction again, and try another breath, then
recheck breathing

• When the chest rises, LOOK to see If baby IS
trying to breathe on ItS own

• If the baby IS breathmg continue to warm,
stimulate and give oxygen until the baby IS
pink and crying

• If the baby IS not breathmg

- Breathe 5 times (short, fast and gentle) for
the baby

- LOOK for breathing (respirations)

- FEEULISTEN for heart beat
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Dare Dare Dare Dare

- Contmue until baby breathes and heart
beats more than 100 times m a mmute

- Contmue until baby IS pmk and crymg OR
strong enough to REFER

11 FINDINGS III breathmg absent, heart rate absent
or below 80 beats m a mmute

ACTIONS III FULL CARDIOPULMONARY
RESUSCITATION

• Keep the airway open (sniffing position)

• Give oxygen, If available

• Place gauze over baby's mouth If available
and start breathmg for the baby

- Place your mouth over baby's mouth and
nose

- Breathe 1 time, usmg air only from your
mouth and watch to see chest rise

- If chest does not rise, reposItion, suction
agam, and try another breath LOOK to
see the chest rise

• When the chest rises

- Place your mdex and middle fingers over
the heart (center of the chest, Just below
the nipple line)

- Push the chest down 1 5 cm (% to % mch)
countmg 1 and 2 and 3 and 4 and 5 and

- Breathe on the 6th count Do not 11ft your
fingers off the baby's chest while you
breathe

- Complete the CPR CYCLE of 5 beats and
1 breath, 5 times, then recheck baby's
breathing and heart rate

• If there IS stili no heart beat or breathmg,
contmue full CPR for at least 15 to 30 mmutes
or until the baby has a heart rate above 80 or
IS breathmg
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Dare Dare Dare Dare

• If there IS a heart beat above 80

- Stop dOing heart compressions

- Continue breathing until baby IS breathing
on ItS own

- Continue to warm, give oxygen, stimulate
until baby IS pink

• REFER

12 Do APGAR sconng at 1 and 5 minutes

• Appearance - LOOK

• Pulse - FEEL &LISTEN

• Gnmace - FEEL &LOOK

• ActiVity - LOOK &FEEL

• Respirations - LOOK

• TOTAL THE SCORE AND RECORD

13 Care for the cord

14 LOOK at condition of the baby

• Keep warm

- Have the baby sleep with mother

- Cover baby with a dry cloth

• Air passages clear

- Wipe any fluids

- Place baby on side to sleep

• Nutntlon - colostrum through sucking or
expression

Comments
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ADULT RESUSCITATION
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The midwife will learn the signs and symptoms of an adult having trouble living
She will learn life-saving skills to help the person live

Objectives

The midwife canng for the person will be able to

1 descnbe and demonstrate the actions she will take to help a person who IS
not breathing but does have a heart beat

2 list the signs and symptoms of a person who has no heart beat and IS not
breathing

3 demonstrate the appropnate actions to save the life of a person who has no
heart beat and IS not breathing

Introduction

Resuscitation IS a very Important life-saving skill The midwife may need to use
resuscitation skills for a woman with hemorrhage, sepsIs, reaction to medication or a
convulsion (The management of these conditions IS discussed In other modules)
Resuscitation IS necessary when a person IS unable to breathe and/or her heart IS not
beating The skills can be used to help any adult with these life threatening problems
You may find a person In need of resuscitation In the market, on the street, or In your
maternity or clinic

In this section, you will learn the skill of adult resuscitation Review questions and
case studies will help you learn and use the information Skills checklists will gUide
you while you actually practice the skills There are also learning aids with additional
information, some of which you already know and some that you may need to review
or learn
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One morning very early I was called from my bed A customs worker who works
the mght shift felt diZZY and fell to the ground She was rushed Into my
consultatton roomwlth no breathing and no pulse When I reahzed she was not
breathing. I pUlled her on the sheet onto the floor The room was crowded With
people who came to see what had happened They were at the Windows too I
told them all to move back as the woman needed air to breathe I did CPR She
reVived She started thrashing around I had her friends orgamze transport I
went With her She had a convulSion on the way to the hospital and died I was
happy that rhad the skill to try to save thiS woman, even though she did not lIve
Her friends were very happy With me too (that I tned)

LSS MidWife, Ghana

Common Medical Terms

Choking - a blockage of the breathing passage or the feeling of tightening about the
neck The blockage prevents breathing and keeps oxygen from getting to the brain
and other Vital organs Blockage of the airway may also be caused by spasm of the
larynx from an Imtatlng gas or a foreign object like a bone or piece of food

Emergency - a time when action must be taken nght away to save a person's life, for
Instance, If a person IS not breathing, you must help the person breathe nght away so
that she Will not die

Heart Attack - when the heart muscle needs more blood (oxygen) than It IS getting It
usually IS caused by severe narroWing or complete blockage of the coronary artery,
which causes the muscle of the heart to die from lack of oxygen The usual Signal or
symptom of a heart attack IS a pressure or pain In the chest that lasts for 2 or more
minutes The pressure or pain does not get better when the person stops to rest
Another term for heart attack IS myocardial infarction

Larynx - the large upper end of trachea below the back of the tongue It IS the organ
of vOice

Resuscitation - helping to live, helping to get air (oxygen) Into the person by
breathing Into the person (respiratory resuscitation) and moving the heart (cardiac
reSUSCitation) until the person breathes on her own and until the heart beats regularly

Trachea - the Windpipe or tUbe which connects the larynx and the two bronchial tubes
of the lungs

XiphOid Process - the lowest part of the sternum, made up of cartilage Some
abdominal muscles are attached to It
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Reasons an Adult May Need Resuscitation

Not Breathmg There are many reasons why an adult might not be able to
breathe, including

1 Blockage of the airway If the airway IS completely blocked, air (oxygen) can
not get Into the lungs and Into the blood A couple of minutes after the lungs
stop, the heart will stop

2 Injury to the brain Injury from an accident (car accident, failing, and so on),
overdose of street drugs and other drugs, stroke, or severe shock can
depress the respiratory center In the brain and It stops working

3 Injury to the chest Injury from accidents can cause senous injury to the lungs
and nbs The lungs may collapse (pneumothorax)

4 Drugs Some types of drugs can depress the respiratory center In the brain
and stop breathing Many of the drugs used for psychiatric patients as well as
narcotics have this side effect

5 Electrocution, drowning or suffocation Electrocution can paralyze the
breathing muscles Drowning or suffocation will block oxygen from coming
Into the lungs

6 Cardiac arrest (heart attack, myocardial Infarction)

Heart Does Not Beat There are also many reasons why the heart might not beat
and therefore there IS no circulation of blood throughout the body, including

1 Cardiac arrest (heart attack, myocardial infarction)

2 Severe shock due to a large hemorrhage

3 Injury to the heart

4 Drugs which have the Side effect of decreasing contractions of the heart

5 Respiratory arrest Breathing stops for any of the reasons listed In the section
above The heart Will stop after a couple of minutes The heart muscle slowly
dies from lack of oxygen
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SKILL. Adult Resuscitation
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An adult who IS unable to breathe or keep her heart beating IS In an emergency
situation If she does not receive help qUickly, she will die In 4 minutes, she will
start to get brain damage In 10 minutes, she Will die A skilled midwife
remembers the life-saVing steps (ABCS) for helping a person who IS haVing trouble
hVlng

Airway - make sure the airway IS open
Breathing - make sure the person IS breathing
Cardiac Function - make sure the heart IS beating
Shock - make sure the person IS kept warm

EqUipment

You are all that IS neededl

Procedure

AIRWAY· make sure the airway IS open

1 Speak to the person ASK, "Are you all nght?" ThiS way you can be certain she
IS not Just sleeping If there IS anyone else around, call for help

2 Roll her onto her back on a hard surface (floor) If the person IS on a mattress or
other soft object, the compressions of the heart Will not be effective If the person
IS an accident victim and may have damage to her spine, neck, or head, It IS
Important that you roll her over as a Untt (so her whole body rolls at the same
time) Ask for help from anyone who may be close by

3 Look Into her mouth to make sure the airway IS open

4 With your fingers clear the nose and mouth of anything you can see or feel
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5 Move the head Into a position that will prevent the tongue from failing Into the
throat and cutting off the air (oxygen) supply to the lungs Do this by placing one
hand on the person's forehead and pressing firmly backward With your other
hand, press the fingers under the Jaw near the chin, 11ft the chin forward until the
teeth are almost closed ThiS posItion will keep the tongue out of the throat (See
Figure 5) Remember that until the airway IS clear of debns, no resuscitation
efforts will be successful If the person has loose dentures (false teeth),
remove them I

I

J
I

I
Figure 5 Proper Position of the Head to Open the Airway

BREATHING - make sure the person IS breathing

6 Look at the person's chest Now that the head IS In a position where the tongue IS
not blocking the airway, the person may begin to breathe on her own

REMEMBER
THE MOST COMMON CAUSE OF AN OBSTRUCTED AIRWAY

IS THE PERSON'S OWN TONGUE YOU MAY HAVE TO
REPOSITION THE HEAD SEVERAL TIMES

TO CLEAR THE AIRWAY
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7 If she IS not breathing, qUickly kneel at her side Wipe off her mouth and face
Place a tube, mask, gauze, or cloth over the person's mouth before breathing Into
her This will decrease your risk of getting AIDS, hepatitis, tuberculosIs, and so
forth (For more information, see Learmng Aid 6 - Breathing Aids, page 6 44)
Pinch her nose closed with your fingers and breathe Into her mouth Does the air
enter her chest easily? (See Figure 6 )

Figure 6 Position for Mouth to Mouth ReSUSCitation

8 Does the air enter her chest easily? If the chest does not nse, air IS most likely
not entenng the chest You stili have an obstructed airway

LOOK Into the mouth again With your fingers, clear the nose and mouth of
anything you can see or feel Adjust the POSition of her head and try again

Does the air enter her chest easily? If not, try the Heimlich maneuver to remove
any object that might be blocking her throat See Heimlich Maneuver, page 6 52,
to learn the correct steps for this procedure Try to breathe Into the person again
You should see the chest rise With each breath you blow

'" ,I. f
I
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CARDIAC FUNCTION· make certam the heart IS beatmg

9 After giVing 2 qUick breaths, check to see If the heart IS beating Feel for the
person's pulse (heart beat) on her neck at the carotid pulse This IS the easiest
pUlse to feel It can stili be felt when the person IS In shock, and the peripheral
(arm and leg) pulses can no longer be felt

FEEL for the carotid pulse On the person's throat, locate her thyroid (Adam's
apple) Slide your fingers toward you off the thyroid Into the groove on the Side
between It and the neck muscles You should feel the carotid pulse there

10 If the person has a pulse, do not do cardiac (chest) compressions You can
seriously damage a heart that IS already beating by dOing cardiac compressions

11 If the person has a pulse (heart beat), but IS not breathing, do only respiratory
resuscitation Breathe Into the person's mouth approximately 12 times per
minute (once every 5 seconds)

12 If the person does not have a pulse, and IS not breathing, you will need to both
breathe for her and help her heart to contract (beat) You need to perform
cardiopulmonary (breathing and compressions) resuscitation
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13 Feel on the person's chest for the bottom of her rib cage Slide your fingers along
the lower rib cage to the notch In the center (bottom of the sternum, the XiphOid
process) Place the palm (heel) of your hand above the bottom of the rib cage
Good placement of the hands IS Important to give effective compressions of the
chest and to avoid damage to Internal organs

The heel of the hand IS on the lower half of the sternum Place your other hand
on top (either made Into a fist or With fingers stretched over your bottom hand)
Keep your arms straight and your elbows locked

Press straight down over your hands If the arms are not straight and the
thrusting IS done at an angle, the compressions of the heart will not be effective
and you will tire easily Do not rock as you perform compressions (See Figure
7)

Figure 7 Position to do Chest Compressions, With One Hand Placed on Top of the Other

14 As you lean forward, press the chest 4 - 5 cm (1% to 2 Inches) The time to press
down and release should be equal Set a rhythm Do not stop (pause) between
compressions

Do not hft your hands up off the chest This Will make you lose time and you
may change the position of your hands and cause damage to the Internal organs
Your movements should be smooth and continuous Jerky movements or
bounCing on the chest wall Will cause damage and Will not give effective
compression of the heart
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Compress the heart at 80 to 100 beats per minute Count one and 2 and 3 and 4
and 5 up to 15 This helps to give you the proper rhythm and pace

15 After 15 heart compressions, stop and give the person 2 breaths Remember to
pinch the nose and keep the head In Its slightly tipped back position so that the
tongue does not block the airway (See Figure 7 )

16 After the 2 breaths, locate the proper hand position on the chest and give 15 more
compressions Keep repeating the pattern of 15 compressions followed by 2
breaths You should be able to do 4 or 5 complete cycles In one minute

17 After a minute or so, stop and recheck the person's carotid pulse If she has a
heart beat, look to see If she IS breathing on her own

If there IS no heart beat and no breathing, continue with the cycle of 15
compressions and 2 breaths

If there IS a heart beat but no breathing, continue with the breathing at the rate
of about 12 times per minute

REMEMBER YOU CAN CAUSE SERIOUS DAMAGE TO THE HEART, IF YOU
DO COMPRESSIONS ON A HEART THAT IS BEATING ON ITS OWN

18 It takes a lot of energy to do cardiopulmonary (breathing and compressions)
resuscitation You wIll soon become tired If anyone around you IS trained In the
procedure, get them to help relieve you Get someone around you to organize
transportation After you have successfully resuscitated the person, you will need
to travel with her to the hospital for further care

19 Continue to resuscitate the person until you are successful or so exhausted that
you can not do It anymore You might be able to perform resuscitation In the back
of a truck on the way to the hospital or In an ambulance You will need to do It on
a hard surface If the person IS on a mattress or other soft object, the
compressions of the heart will not be effective

20 The person IS In SHOCK Make certain she IS kept warm Wrap her In a blanket
or dry cloths, while resuscitating her ThiS IS especially Important If she IS wet or
cold
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Learmng Aid 5 - CPR Reference Table 5

ThiS table summarizes resuscltatton for the adult and for the newborn/Infant Look at
the differences

CPR REFERENCE Adult Infant/Newborn
TABLE

Rescue breathing victim 5-6 seconds 3 seconds
has a pulse - Give 1
breath every

No pulse locate Trace nbs Into notch, one One finger width below
compression landmark finger on sternum nipple line

Perform compressions 2 hands, one on top of the 2 or 3 fingers on
with other, heel of one hand on sternum

lower half of sternum

Rate of compressions per 80 -100 at least 100
minute

Compression depth 4-5 cm (1% to 2 Inches) 1 5 cm (% to % Inch)

RatiO of compressions to 15 compressions to 5 compressions to
breaths With one rescuer 2 breaths 1 breath

S Adapted from Effron (1992)

'\
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Learmng Aid 6 - Breathmg Aids 6
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Breathing aids are mentioned to overcome objections to dIrect mouth to mouth
contact The midwife can not depend completely upon these aids, however, for
someone may need resuscItation and the breathing aid may not be available

1 USing the mouth to oxygen mask (or anesthesia mask) for mouth to airway
breathing

a Tilt the head slightly backwards (Sniffing POSition)
b Cover the mouth and nose With the correct size mask
c Prevent air leakage, press firmly against sides of face piece to make a seal
d Place your mouth on the opening where the hose fits
e Follow all of the other steps for mouth to mouth resuscitation

2 USing a bag and mask

The face piece IS fitted to a self-inflating bag, With a special valve that allows the
bag to refill Without removing the face piece, the person can breathe out A
common problem IS that the person holding the face piece falls to hold It firmly
enough against the person's face, so there IS not a tight seal Make sure the
face piece IS the correct size

a Hold the face piece firmly over the person's face With one hand
• Press your thumb over the rim of the mask
• Place your Index finger over the chin part
• Use your third, fourth, and fifth fingers to firmly pull the chin upward and

backward Never push the mask down on the person's chin, as this
may bend the neck and block the air passage

b While holding the mask With one hand (as described above), squeeze the bag
With the other hand about once every 5 seconds
• Squeeze until the chest rises
• Release to allow breathing out (exhalation) When the bag IS released,

the air mlet at the bottom of the bag opens to allow It to refill WIth air The
valve at the mask prevents breathing back Into the bag

• Release the bag qUickly to allow the valves to work

c If you hear leakage, hold the mask more tightly and squeeze the bag again

d Watch for signs of vomiting Vomitus could be forced Into the air passage,
causing aspiration of the fluids or blockage

6 See mouth to mouth resuscitation for baby on page 69 and for adult on page 637
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3 USing the S-tube
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This mouth to airway Unit prevents direct mouth to mouth contact It can be used
IF the midWIfe has been trained In the use of the S-tube, IF the S-tube IS the
correct SIze, and IF the S-tube IS available It IS more dIfficult to use than a mask

a TIlt the head backwards (sniffing posItion)
b Insert the airway as descnbed In mouth to pharynx airway, below
c Pinch the person's nose closed and press the flange firmly over the mouth to

prevent air leakage
d Hold the chin up so that the front of the neck IS stretched ThIs keeps the aIr

passage straight
e Follow all of the other steps for mouth to mouth resuscItation

4 USing the mouth to pharynx aIrway (oropharyngeal aIrway) for mouth to airway
breathing This IS more dIfficult to use than mouth to S-tube

a Use one hand, wIth the thumb and Index finger crossed, to open the mouth
b Use the other hand to Insert the aIrway Start wIth the curve backward
c As you Insert It deeper, turn the airway to the proper position (over the

tongue) This twisting movement prevents the tongue from being pushed
back Into the throat If you have trouble with the tongue, hold It forward with
your Index finger

d Pinch the person's nose closed and hold the Jaw firmly to prevent air leakage
e Continue as with mouth to mouth resuscitation

When a breathmg aid IS used, the AIRWAY MUST BE OPEN, and

A TIGHT SEAL must be formed around the airway or face piece
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Review Questions
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What Did I Learn? Find out what you know and understand of this section by
answenng the following questions When you are finished, look for the answers In the
module on the pages indicated In parentheses ()

1 What are the ABCS of resuscitation? (page 6 37)

2 How do you check the carotid pulse? (page 6 40)

3 Why do you place the person on a hard surface before starting the resuscitation?
(page 6 37)
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4 What are the steps you will take If the person does not have a pulse?
(pages 6 40 - 6 42)

5 What IS the proper hand position for chest compressions? (page 6 41)

6 Why must you never do chest compressions on a person who has a pulse?
(page 6 40)



ResU$c/faUon 648

Skills Checklist - Adult Resuscitation
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This checklist has two purposes
1 The midwife uses It as a gUide for checkmg her own skills
2 The supervisor uses It when evaluating how well the midWife performs

After observmg/performmg wnte a ratmg ,/ = satisfactory OR )( = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Airway· make sure the airway IS open

1 Speak to the person

• ASK "Are you all nght?"

• Call for help

2 Speak to the person

• ASK "Are you all nght?" Roll her onto her
back

• Roll her over as a Unit so her whole body rolls
at the same time

• Ask for help from anyone who may be close
by

3 Speak to the person

• ASK "Are you all nght?" Look mto her mouth
to make sure the airway IS open

4 Clear the nose and mouth with your fingers of
anything you can see or feel

5 Move the head Into a position that Will prevent the
tongue from failing mto the throat

• Place one hand on the person's forehead and
press firmly backward

• With your other hand, press the fingers under
the Jaw near the chin, 11ft the chm forward until
the teeth are almost closed

• If the person has loose false teeth, remove
them
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Date Date Date Date

Breathmg - make sure the person IS breathmg

6 Look at the person's chest Now that the head IS
In a position where the tongue IS not blocking the
airway, the person may begin to breathe on her
own

7 If she IS not breathing, qUickly kneel at her Side

• Pinch her nose closed with your fingers and
breathe Into her mouth

• If air does not enter, adjust the position of her
head and try again

• Does the air enter her chest easily?

• If not, do the Heimlich maneuver

• Then clear the mouth and nose again,
reposition the head, and breathe again

• Try to breathe Into the person again

• Take a breath after each breath you blow Into
the person

Cardiac Function - make sure the heart IS beatmg

8 After giVing 2 qUick breaths, check to see If the
heart IS beating Feel for the person's pulse
(heartbeat) on her neck at the carotid pulse

9 If the person has a pulse, do not do cardiac
compressions

10 If the person has a pulse, but IS not breathmg,
do only respiratory resuscitation Breathe Into the
person's mouth approximately 12 times per
minute (once every 5 seconds)

11 If the person does not have a pulse, breathe for
her and help her heart to contract

12 Feel on the person's chest for the bottom of her
fib cage (bottom of the sternum or XiphOid
process)

• Place the palm (heel) of your hand above the
bottom of the fib cage
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Date Date Date Date

• The heel of your hand IS on the lower half of
the sternum

• Place your other hand (either made Into a fist
or with fingers stretched) on top of your
bottom hand

• Keep your arms straight with your elbows
locked

• Press straight down over your hands

13 As you lean forward, press the chest 4-5 cm (1 %
to 2 Inches)

• Press down and release for equal time (set a
rhythm)

• Do not stop (pause) between compressions

• Do not 11ft your hands up off the chest

• Compress the heart at 80 to 100 beats per
minute

• Count one and 2 and 3 and 4 and 5, up to 15

14 After 15 compressions, stop and give the person
2 breaths

• Pinch the nose and keep the head In ItS
slightly tipped back posItion

15 After the 2 breaths, locate the proper hand
POSition on the chest and give 15 more
compressions

• Keep repeating the pattern of 15
compressions followed by 2 breaths

• Do 4 or 5 complete cycles In one minute

16 After a mmute or so, stop and recheck the
person's carotid pulse

• If she has a heart beat, look to see If she IS
breathing on her own

• If there is no heart beat and no breathmg,
continue With the cycle of 15
compressions and 2 breaths
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Date Date Date Date

• If there IS a heart beat but no breathmg,
contmue with the breathing at the rate of
about 12 times per mmute

17 Get someone around you to help relieve you

• Get someone around you to organize
transportation

• Travel with her to the hospital for further care

18 Shock - make certam the person IS kept warm

• Wrap her In a blanket or dry cloths while
resuscitating her

Comments
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PREVENTION OF DEATH BY CHOKING (HEIMLICH MANEUVER)

Goal

The midwife will learn the signs and symptoms of choking In an adult, Child, or
Infant, and how to save the life of a person who IS choking by uSing the Heimlich
maneuver

Objectives

The midwife caring for a choking person Will be able to

1 list the signs and symptoms of a person who IS choking

2 descnbe and demonstrate the appropriate actions to take to help a person
who IS choking

Introduction

Most commonly, adults choke on bites of food It may be that they Inhale or laugh
while eating A piece of food gets sucked Into the airway Children may choke on
food In the same way They often choke on nuts, fish bones, frUit pitS, pieces of toys,
or small Objects found around the home Infants may choke on milk when sucking
from a bottle They often choke when taking a bottle while lying on their backs
unattended

If a foreign body IS blocking the airway (trachea or larynx), the Heimlich maneuver can
be used to remove It ThiS action can be used on an adult, Child, or Infant It can be
used on a person who IS unconscIous or one who IS stili conscIous

If you are with the person when she chokes, you Will notice her grab her throat The
person IS unable to speak She may become agitated and move her arms Wildly
The face may become purple The person gradually loses consciousness and IS

at risk of dymg from lack of oxygen to the bram

Common Medical Terms

Chokmg - a blockage of the breathing passage or a feeling of tightening about the
neck Choking stops breathing and keeps oxygen from getting to the brain and other
vital organs Blockage of the airway may also be caused by spasm of the larynx from
an Irritating gas
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Heimlich Maneuver - an action used on a choking person to prevent death The
object caught In the throat IS pressed up Into the mouth by pressing on the abdomen
below the xiphoid process

Larynx - the enlarged upper end of the trachea below the back of the tongue It IS the
vOice organ

Trachea - the windpipe or tube which connects the larynx and the two bronchial tubes
of the lungs

Xiphoid Process - the lowest part of the sternum, made of cartilage Some
abdominal muscles are attached to It

Equipment

Your own two hands are all that IS needed!

Procedure

ASK and LISTEN

Ask the person If she can speak If she shakes her head to indicate no, or makes
crowing sounds when she tries to breathe, or grasps her throat, she may be choking

If the person IS coughing or making crowing sounds when she breathes, the airway
may be only partially obstructed (blocked)

If the person IS unconSCIOUS, do not waste time trying to speak to her

LOOK and FEEL

If the person IS unconSCIOUS, open her mouth and look In FEEL the mouth With your
fingers to remove anything In the mouth

If you were not With the person when she became unconSCIOUS, also check the pulse
You may need to prepare to perform complete cardiopulmonary resuscitation See
the section on Adult Resuscitation, page 6 34, for a complete review of how to do
thiS

IDENTIFY the PROBLEM

It IS Important that you react qUickly Do not waste time checking With family and
neighbors to obtain a complete history Save the person's life Later you can find out
what caused the choking
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TAKE APPROPRIATE ACTION

ConscIous Person Choking

654 Ufe-Savlng Skills (C) ACNM 1998

1 If the person IS conSCIOUS, encourage her to cough out the object by herself
If a partial obstruction occurs from a fish bone or other small object, have the
person swallow or eat some food If this does not dislodge the object, refer
her to hospital/doctor for removal

2 If the person IS conscIous but unable to speak, stand behind her where she IS
sitting or standing Keep telling the person that you are there to help her
This will help control her feelings of panic

3 Place your arms around the person, holding your hands together on her upper
abdomen Just below the XiphOid process and above her navel (umbilicus)

Figure 8 Make a Fist

4 Make a fist With your hand against the abdomen

5 Grab your fist With your other hand
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6 Press your fist Into the choking person's abdomen with a qUick Inward and
upward thrust Note the thrusting action IS made With your hands, not
your arms pressing against the person's nbs There IS little chance of
damaging the person's nbs or Internal organs, If your hands are placed
properly

7 Continue to make the qUick thrusting movements with your fist until you have
loosened the object from the throat

8 If the person loses conSCiousness, help her to the floor or ground and lie her
on her back

UnconscIous Person Choking

1 Open the person's mouth and see If you can see what IS blocking the throat
WIpe the mouth with your fingers and try to take It out

2 Tip the person's head back with the Jaw brought forward ThiS will prevent the
tongue from blocking the airway (See Figure 9 )

Figure 9 Head Position to Move the Tongue out of the Airway
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3 Kneel at the feet of a small child or over the thighs of an adult, facing the
person's head (See Figure 10 )

Figure 10 Kneeling and Hand Positions

4 Place one hand over on top of the other Press the heel (palm) of the lower
hand In the middle of the person's abdomen a little above the navel
(umbilicus) In a pregnant woman, place your hands higher up on the
abdomen than the uterus

WARNING MAKE CERTAIN THAT YOUR HANDS ARE
NOT PLACED TOO HIGH WHERE YOU MIGHT BE

PUSHING ON THE TIP OF THE XIPHOID OR THE RIBS
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5 Press qUickly Into the abdomen and upward toward the head The force of
the push (thrust) should be nght In the center of the body This will force air
from the person's lungs up the trachea and larynx, pushing air against the
object that IS blocking the airway, so It gets pushed out

6 If necessary, you may thrust (push Inward and upward) 6 to 10 times one after
the other Thrust more gently In an Infant or child You can also turn children
upside down to loosen the blockage In the throat Sometimes you need to
gently bump the center of the back with the palm of your hand You can also
roll an adult to her side and give her a senes of bumps (blows) at the center
of her back with the palm of your hand

7 The person may now be coughing or making a crowing sound Have her SPit
the object out If she can Look Into the mouth again and see If you can help
to remove the object If the person continues to crow (partial blockage of the
airway) or gives no response, repeat the senes of thrusts

REMEMBER
You must have an open allway

before you can perform
cardiopulmonary resuscitation

If you try the cardiopulmonary resuscitation procedure before you have
cleared the person's airway, you Will fall You can not put air Into a blocked
airway Remember the ABCS steps for all resuscitation
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Review Questions
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the follOWing questions When you are finished, look for the
answers In the module on the pages indicated In parentheses ( )

1 List the signs and symptoms of a person who IS choking (page 6 52)

2 How Will you do the Heimlich maneuver If the person IS conscIous?
(pages 6 54 - 6 55)

3 How Will you do the Heimlich maneuver If the person IS not conscIous?
(pages 6 55 - 6 57)

4 Why must you have an open airway before you do cardiopulmonary resuscitation
on a person? (page 657)
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Skills Checklist - Heimlich Maneuver
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This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs
After observing/performing, wnte a rating ,/ = satisfactory OR X = needs Improvement
Add any other comments In the comments sections below

Date Date Date Date

A In a conscIous person

1 Stand behind the person where she SitS or stands
Keep telling her that you are helping her Help
control the person's feeling of panic

2 Place your arms around the person, holding your
hands together on her upper abdomen Just below
the xiphoid process and above her navel
(umbilicus)

3 Form your hand Into a fist against the abdomen

4 Grasp your fist With your other hand

5 Press your fists Into the victim's abdomen with a
qUick Inward and upward thrust

6 Continue to make the qUick thrusting movements
with your fists until you have loosened the object
from the throat

7 If the person loses conSCiousness, help her to the
floor or ground and lie her on her back

Comments
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Date Date Date Date

B In an unconscious person

1 Open the person's mouth and see If you can see
the obstruction Wipe the mouth to try to take out
the object

2 PosItion the person's head back to move her
tongue out of the way

3 Kneel at the feet of a small child or over the thighs
of an adult

4 Place your hands over one another Press the
heel (palm) of the lower hand In the middle of the
person's abdomen a little above the navel
(umbilicus)

• Make certain that your hands are not placed
too high where you might press on the top of
the xiphoid or the nbs

5 Press qUickly Into the abdomen and upward
toward the head The force of the thrust should be
right In the center of the body

6 Thrust (press Inward and upward) 6 to 10 times
one after the other Thrust more gently In an Infant
or child

7 The person may be coughing or making a crowing
sound now Have her SPit the object out Look
Into the mouth again to see If you can help remove
the object

8 If the person continues to crow (partial blockage of
the airway), or there IS no response, repeat the
series of thrusts

Comments
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PREVENTION AND MANAGEMENT OF SEPSIS

Goal

The midwife Will learn the signs and symptoms of a woman and/or baby with
sepsIs (infection) She will learn life-saving skills to help the mother and/or
baby live, and ways she can reduce the risk of transmitting germs and blood­
borne diseases such as AIDS and hepatitis B

Objectives

The midWife caring for women and babies dunng and after pregnancy will be
able to

1 define sepsIs In mother and baby
2 take a history (ASK and LISTEN) and do a physical examination (LOOK

and FEEL) according to signs and symptoms of mother and/or baby
3 recognize signs and symptoms of chonoamnlonltls, postpartum infections,

and postpartum infections associated with lost pregnancy
4 recognize signs and symptoms of sepsIs and tetanus In the newborn and

the mother
5 take appropnate action to help the woman and/or baby live, including

preventive actions, giVing treatment, and referring to a doctor when needed
6 use universal precautions for infection prevention at all times

Introduction

In developing countries, sepsIs (infection) IS a major cause of death among mothers
SepsIs can lead to shock, failure of the kidneys, and death If the woman does not
die, sepsIs can cause chrOniC pelvIc infection, ectopic pregnancy, and infertility Fetal
and Infant deaths dunng late pregnancy, birth, and the first week of life are frequently
the result of sepsIs Unclean practices dUring and Immediately following childbirth
and inappropriate care of the newborn are common causes of deaths due to sepsIs In
Infants Many babies die soon after the death of their mothers

ThiS module emphasizes methods by which midwives can save mothers' and babies'
lives by preventing and treating infection You will use the Problem Solving Method to
Identify the problem and take the appropnate action Skill procedures, review
questions, and case studies will help you learn and use the Information Skills
checklists will gUide you while you perform actual skills Learning aids prOVide
additional information Some of the aids will help you to review your knowledge, while
others have new Ideas you will need to learn Some of the learning aids are
procedures you may not perform often, but that help you save a life
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A Midwife's Experience.
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This midwife IS 13 hours to 3 days from a referral hospital depending on the weather
and available transport She IS the only trained health staff for miles around She
cares and IS trusted

A 43 year old gravida 11 came complaining of severe lower abdomlnat pam for the
past 2 days Then she had slight dark bleeding, dizziness, and couldn't walk Her
BP 110/50, pulse 180, temperature 38 SoC (102°F) and abdomen tender to touch
Lucky for me it was on a Tuesday, which IS our market day (so there was
transportation available), and Judgmg from her age and panty, I thought could thiS
be appendiCItis or infection The BP too could not give me a clue as to ectOPiC
But I decided to refer her Immediately to hospital Luck was not on my side The
only doctor had traveled She was delayed according to her (the patient) to give
her some tablets to take home the next day

So they returned to me on a Thursday With a BP 60/0 I set up Dextrose 5% IV,
gave antibiotic, and arranged for a boat to take her to the hospital on the nver
ThiS pattent WIn prefer to die In my chmc If I won't accompany her to the hospital
myself, for fear that If she does not meet any doctor, she won't know what to do,
and she beheves my company Will help give her prompt treatment So we got a
boat, whtch took almost my one month's salary Immediately we got there, a blood
transfUSion was arranged for and I gave a Pint ~f blood I left on the third day for
my station I had lost all confidence as I knew thiS pabent was gOing to die But
she SUrviVed I had a Similar case 2 years ago We went by rOWing canoe aU
night This woman had an operatton and she too survived

LSS MidWife, Ghana

Common Medical Terms

Ammon - the mSlde layer of membranes (bag of waters) covering the fetal Side of the
placenta and the chorron

Aseptic Technique or Asepsis - the steps to prevent germs gOing IOta any part of
the body where they may cause mfectlon The goal of asepsIs IS to reduce to a safe
level, or eliminate, the number of germs

Chorioamnlonltls - inflammation (swelling and redness) of the chonon and ammon
It IS the mflammatlon of all of the amniotic sac (bag of waters)

Chorion - the outside layer (mother's Side) of placenta and membranes (bag of
waters) holding the amniotic flUid (liquor) and the baby
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Chronic PelvIc Infection - an infection that has been In the reproductive tract for a
long time, It causes swelling, pain, redness, and foul smelling discharge Sometimes
the infection has not been adequately treated, or has not been treated for a long
enough time A long term or chronic infection Will make the woman very weak,
malnourished and not able to carry on normal functions of life A chronic infection IS
very senous and can lead to infertility It can become acute, leading to death

Cleanmg - the process that physically removes all vIsible blood, body flUids, and any
other foreign matenal such as dust or dirt

Decontamination - the process that makes objects safer to be handled by staff,
before cleaning Objects to be decontaminated Include large surfaces (such as pelVIC
examination or operating tables), surgical Instruments, gloves, and other Items
contaminated with blood or body flUids

EctopiC Pregnancy - a pregnancy In which the fertilized egg becomes Implanted
(attached) outside the uterus It can also be called an extrautenne pregnancy
(outSide of the uterus) The fertilized egg attaches In the abdominal cavity, ovary, or
fallopian tube

High-Level DISinfection (HLD) - a process that kills all germs except some bactenal
endospores The methods used are bOIling, steaming, or soaking In speCial
chemicals

Infertility - the inability of a couple to conceive despite regular and unprotected
sexual Intercourse for a penod of at least one year

Mastitis - infection of the breast

Microorganisms (germs) - very small (micro) liVing things (organisms) which can be
seen only With a microscope When bactenal germs enter a person's body and
multiply (grow In number), they cause Sickness such as puerperal sepSIS,
tuberculosIs, or tetanus Tetanus organisms are endospores, the most difficult
microorganisms to kill

Postpartum Infection (puerperal sepsIs) - an Infection that causes swelling, pain,
redness, foul smelling discharge In the reproductive tract dunng labor or after
delivery The germs (usually bactena) enter the body through the vagina or a tear
(wound) Germs may go from the Infected reproductive tract through the lymph or
bloodstream to cause infection of the breasts, fallopian tubes, ovanes, pentoneum,
blood vessels, and the whole body

Reproductive Tract - the female pelVIS, including pelVIC bones, pelVIC floor, vulva,
vagina, uterus, fallopian tubes, and ovaries
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SepsIs - a serious infection that happens when germs go Into a person's body and
multiply (grow), causing sickness Fever (temperature above 100 4of or 38 DOC) and
chills are signs of sepsIs Pain and swelling at the place In the body where the germs
go In and grow will cause other signs and symptoms For example, If the germs are In

the uterus, the woman may have abdominal pain or cramping and foul smelling
vaginal discharge

Septic Abortion - associated with loss of pregnancy (abortion), foul smelling vaginal
bleeding, abdominal cramping, and/or backache following pregnancy loss dUring first
2 trimesters of pregnancy These symptoms are followed by fever, Chills, and possibly
signs of shock, including a fast pulse beat, low blood pressure, and cool, clammy skin
The germs may enter one or many organs

Septic Shock - a very serious infection of the blood which causes high fever, low
blood pressure, fast heart rate, and fast breathing Untreated septic shock leads to
coma and death

Sterilization - the process that kills all microorganisms, mcludmg endospores,
through steam or dry heat

Tetanus Infection - an infection caused by a bacterium endospore (bacillus) which
produces a deadly pOison The bacteria grow In dirty conditions The tetanus
bacteria can be camed on unwashed hands and unclean equipment A newborn may
get tetanus infection If the umbilical cord IS cut with an unclean Instrument (such as
knife, blade, SCissors, glass) or IS touched with dirty hands or covered with dirty
matenals Tetanus Infection causes fever, repeated convulSions, and death within 2
weeks

Universal Precautions - infection prevention actions to prevent transmission of blood
borne diseases to and from health workers and also between patients

Virus - very small germs, not vIsible with a regular microscope, which live on
nutrients inside of cells

OVERVIEW OF SEPSIS

Most diseases and sepsIs (Infection) are caused by germs Germs are very small
living things that can not be seen Germs can be passed from a midwife to a woman,
baby, or a family Or, the family, the baby, or woman can pass germs to a midwife
The midwife can reduce the chances of passing or receiving germs through
cleanliness and good clean technique In her own practice The midwife can teach
mothers and their families, as well as traditional birth attendants (TBAs), about
preventing the spread of germs dUring pregnancy, Childbirth, and postpartum
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Causes of SepsIs (Infection)

Germs that cause sepsIs are most often

1 germs normally found In the lower genital tract or bowel,
2 germs from the nose, mouth, or hands of those caring for the woman and baby, or
3 germs from blood and body flUids

SepsIs can occur any time germs go Into the body of a woman or child SepsIs can
occur any time unclean hands, Instruments, cloth, mediCines, herbs, and so forth,
touch an opening In the body The opening may be a wound (tear), a natural opening
to the body (vagina, uterus, or bladder), or an injection The opening may be a
newborn's umbilical cord, CircumCISion, or scarification

SepsIs Can Be Prevented

SepsIs can occur If there IS

• rupture of membranes, prolonged or premature (early)
• prolonged labor
• episiotomy, laceration or traumatic delivery
• poor hand washing technique
• frequent or unclean vaginal examinations
• Improper penneal care dUring or after pregnancy
• an unclean delivery
• anything IS put In the birth canal, such as hands, Instruments, or mediCine
• anything put on the perineum after membranes have ruptured
• sexual Intercourse after rupture of the membranes
• retained tissue of placenta, membranes, or abortion (planned or unplanned)
• hemorrhage
• Sickness of the mother, such as anemia, tuberculosIs, or vaginal infections
• anything not clean put on newborn's cord, CircumCISion, or scanficatlon before It

IS completely healed

Prevent sepsIs With cleanliness gUidelines

• Use very clean or stenle procedure when dOing a vaginal examination
• Do a vaginal examination only when It IS necessary
• Wash your hands very well before and after canng for each woman or baby
• Keep the perineal area clean
• Teach all pregnant women to come to the midWife as soon as membranes rupture
• Teach pregnant women they should not have Intercourse after rupture or leaking

of the membranes
• Teach women how to do good penneal care before and after delivery
• Teach clean cord care and tetanus ImmUniZation
• Be an example and teach people about good hygiene practices It IS very

Important that midWives teach others about the Importance of cleanliness to
prevent sepsIs See the section on Infection Prevention, page 7 25
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Treat SepsIs
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SepsIs can be treated Medicines (antibiotiCS) that kill the germs will help the person
get better Hydration Will lower the fever Surgery may be needed to empty the uterus
or drain abscesses Many cases of sepsIs must be referred to a doctor/hospital The
midwife should help arrange transport and go with the woman and/or baby It IS very
Important that sepsIs be treated as soon as possible Remember that sepsIs can lead
to death Even with treatment, sepsIs may cause serious problems

DECIDE WHAT IS CAUSING THE FEVER IN THE MOTHER

You must ASK and LISTEN, LOOK and FEEL, IDENTIFY THE PROBLEM, and
TAKE APPROPRIATE ACTION

• When a mother comes to you with fever, first LOOK to see If she IS In shock
• Do not waste time you do not know how long the woman has had fever before

you see her She may be close to shock
• LOOK for signs of shock If the woman IS In or near shock, she Will LOOK

restless and nervous (anxIous) She Will have
low blood pressure (BP) (below 90/60)
weak and fast pulse (above 90 beats per minute)
shallow and fast respirations (above 40 breaths per minute)
cold and wet skin

• Take action and treat her for shock Review information on shock In Module 8
Hydration and Rehydration, page 8 4

SHOCK IS AN EMERGENCYI

After you have treated the woman for shock and she IS stabilized (BP above 90/60,
pulse and respirations lower, skin warm and dry), follow the problem solVing steps to
Identify the problem and TAKE APPROPRIATE ACTION If the woman was not In

shock, you must determine how to take care of her and help her get to the doctor as
soon as possible Refer to History and PhySical Examination In Module 3 Monitoring
Labor Progress

ASK and LISTEN (History)

When you first see the woman, ASK the follOWing questions, and LISTEN to the
answers

• How long has your body been hot (fever)? Do you have chills? Do you think you
have malaria?

• Are you having pain? Show me where you have the pain
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• When was your last menstruation (penod)? Was It a normal menstruation?

• Have you seen any flUid, mucus, or pus (discharge) from your birth canal? Have
you seen any blood? Have you had a bad smell?

• When did you lose the pregnancy? When did your membranes start to
leak/rupture?

• Old you deliver the placenta (afterbirth)? Old you pass any tissue or clots from
abortion?

• Old you use any medicines or herbs? What did you use? What happened after
uSing the medicine or herb?

• Do you unnate often? Is there pain when you pass unne? Is there any backache
or back pain?

• Is there any pain, swelling, bleeding, or discharge from your breast?

• Do you have pain In your leg(s) or thlgh(s)?

• Do you have catarrah (a runny nose), cough, or sore throat?

LOOK and FEEL (Physical Examination)

• Examine the woman uSing the information she told you (LOOK and FEEL)

• Is the skin hot? Take her temperature (oral temperature above 380°C or
1004°F)

• FEEL the breasts for temperature, tenderness, and swelling, and LOOK for
redness

• FEEL the uterus
If the woman has not delivered, FEEL for tenderness, FEEL the baby's
activity, and LISTEN to the baby's heart rate
If she has delivered or If she has had a spontaneous abortion, FEEL the
uterus for Size, tenderness, softness (not contracting)

• FEEL the lower abdomen for tenderness

• FEEL the lower legs for tenderness
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• Tap the back for kidney tenderness (See Figure 1) If the woman feels pain
when you tap over the kidney area, It IS a sign of kidney infection

\
Figure 1 Tap the Lower Back over Each Kidney USing Your Fist

• LOOK at the genitalia
If she has not delivered, LOOK for foul smelling vaginal discharge, or foul
smelling liquor (amniotic fluid) FEEL the cervix for dilatation
If she has delivered, LOOK for bleeding, foul smelling vaginal discharge, or
tears of the perineum, vagina, or cervix

• LOOK at the placenta/tissue very carefully to make sure the placenta and
membranes are complete, If she has Just delivered

IDENTIFY THE PROBLEM AND TAKE ACTION RIGHT AWAY

• Find the cause of the fever and take action

• Talk to the woman as you are taking care of her Help her feel that you are trying
to make the situation better Have one member of the family stay with her If
possible
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Infection Associated with Abortion (Complete or Incomplete)

FINDINGS The woman has fever, weak and fast pulse (above 100 beats per
minute), expelled (passed) pregnancy tissue before 28 weeks of pregnancy,
utenne tenderness, lower abdommal pam, and foul smelling vaginal discharge
The cervix may be open or closed, With or Without vaginal bleedmg

ACTIONS The woman IS very SIck Ask someone to arrange transport and go
With her to the hospital Surgery may be needed, remove any remalnmg tissue m
the uterus While you are waiting or If transport IS delayed

1 Lower the fever by giving fluids and a sponge bath Refer to Module 8
Hydration and Rehydration for information on how to hydrate the woman

2 Give an OxytOCIC (such as Ergometnne 0 5 milligram (mg) Intramuscular (1M),
Syntoclnon or Pltocm 10 IU 1M) to help the uterus contract

3 Give broad spectrum antibiotics, such as ampicillin 1 gram (gm) (1000 mg)
nght away and 500 mg every 6 hours and streptomycin 1 gm 1M dally for 7
days

If you do not have amplcilltn, you may use benzyl penicillin 2 4 mega or
million umts 1M every 4 hours for 24 hours At 24 hours, give procaine
penicillin 1 2 mega Units and streptomycin 1 gm 1M dally for 7 days

If you do not have streptomycin, you may use another broad spectrum
antibiotic you have available, such as doxycycline 100 mg twice dally for 14
days, cotnmoxazole 800 mg dally for 10 days, chloramphenicol 500 mg 4
times a day for 14 days, or tetracycline 500 mg 4 times a day for 14 days

4 Also give metronidazole (Flagyl) 500 mg stat (nght away) and every 6 hours
for 7 days to treat postpartum infection associated With abortion

5 LOOK for shock, bleeding, and anemia while you walt for the transport and on
the way to the doctor Check vital signs and amount of bleeding Give flUids
accordmg to the condition

Refer to Module 8 Hydration and Rehydration, to review signs and
management of shock, and Module 5 Prevention and Treatment of
Hemorrhage, Digital Evacuation or Module 10 Other Emergencies,
Postabortlon Care, for how to remove any tissue which may be left m the
cervix or uterus that IS causing hemorrhage or infection

6 Remember to go With the woman to the doctor/hospital It IS very Important
that you watch the condition of the woman and help her on the way to the
doctor You can also help the woman and family to keep calm dunng the tnp
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PREVENTION of Postpartum Infection Associated with Abortion

Unplanned and unwanted pregnancy can happen when (1) the woman and her
partner do know how pregnancy happens, (2) health workers think some women
are too young to get family planning, (3) women are forced to have sex, or (4)
family planning IS not available, IS not used correctly, or falls When a mother
gets pregnant too qUickly or too often, she may not be strong enough to carry the
pregnancy and may lose the baby (abortion) There IS the danger that she may
not be ready or prepared for the pregnancy

Any time a woman loses a pregnancy, she goes through a senous expenence
both physically and emotionally The bleedmg and exposure to mfectlon can
cause the woman to become Sick Having children too close together, or having
too many children, can also cause a woman to become Sick or die Acceptable,
affordable, and acceSSible health care services are a necessity to prevent this
loss of life and cause of excessive tiredness and Sickness of women

Dunng or after an abortion (planned or unplanned), the mother IS at nsk for an
infection and anemia Remember that even though infection can be treated to
prevent death, sometimes infection can cause chronic pelvIc infection, future
ectopic pregnancy, or infertility

Until the woman's body IS ready, couples can prevent pregnancy by uSing family
planning methods Teach people In the community about family planning
Provide health education and counseling about human reproduction and family
planning methods

Family planning mformatlon for a woman treated for an abortion

1 She will be at nsk for getting pregnant again as soon as two
weeks after the abortion

2 There are safe contraceptive methods that can be used
Immediately to aVOid pregnancy

3 Where and how to get family planning services

Help your chents to protect themselves and their babies from infection and
anemia Teach mothers the Importance of keeping their bodies, clothing, and
surroundings clean to prevent Sickness Advise use of condoms and one partner
relationships Advise all women to come to you as soon as they see any unusual
vaginal bleeding or discharge
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Help to protect your clients from infection Make your maternity, your home, and
surroundings an example of cleanliness Keep everything In your maternity clean
and ready for use

Protect yourself from exposure to infection, including AIDS, by reducing the way
germs can get Into your body Wash your hands before and after caring for each
person Keep your skin In very good condition Keep your nails short, and treat
any small cuts or sores right away When you use gloves, make sure they do not
have any holes, and that they are sterilized or high-level disinfected between
patients If gloves are not available, clean plastic (polyethylene) bags which have
been decontaminated and washed can be used as hand covers
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Chorloammonitls (Intrauterine Infection)

FINDINGS The woman has fever, fast pulse (above 90 per minute), tender
uterus, foul smelling, purulent (pus) ammotlc fluid The baby has a fast heart beat
(above 160 per minute)

ACTIONS The woman must get to the doctor as qUickly as possible The woman
and her baby are both In danger of losing their lives Delivery should take place
as soon as possible Be prepared for a delivery on the way to the doctor The
baby will be sick and may need resuscitation Be ready to resuscitate the baby
Get transportation arranged very qUickly Review Module 6 ResUscitation

Lower the fever by giVing Intravenous (IV) flUids, giVing a sponge bath and
fanning

Give a broad spectrum antibiotiC (ampicillin 1 gm stat and 500 mg every 6 hours
for 7 days) to treat chonoammomtls

LOOK for shock while you walt for transport and on the way to the doctor

PREVENTION Early rupture of the membranes IS a break or tear In the bag of
waters before regular contractions start The cervix IS opened a Itttle because of
the flUid coming out of the uterus The danger IS that the flUid and membranes
remaining In the uterus will get Infected and Infect the placenta, baby, and mother
Chorloammomtls IS very serious and must be prevented If possible If the
membranes are ruptured, not term, and the woman IS not having contractions, do
not do a vagmal exammatlon

If labor does not begm or the mother has not delivered within 12 hours after the
membranes rupture, treat the mother with a broad spectrum antibiotiC (such as
ampicillin 1 gm stat and 500 mg every 6 hours for 7 days) Watch the mother for
fever or signs of shock Watch the baby carefully for Increased heart beat (more
than 160 beats per minute) If any of these signs are found, arrange
transportation and take the mother to the doctor right away Be prepared for a
deltvery and Infant resuscitation as you travel to the doctor

If the woman has a fever or If the ammotlc flUid (liquor) has a foul odor, give her a
stat dose of ampicillin 1 gm and go with her to the doctor Be prepared for a
deltvery and Infant resuscitation

Advise all pregnant women to come to you for treatment as soon as they have any
flUid (leaking or ruptured membranes) or discharge (sexually transmitted
infections) from their birth canal Help them to understand that they and their
babies could get very sick If they delay
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Postpartum Infection

FINDINGS The woman has recently delivered a baby and has fever, fast pulse
(above 90 per minute, If above 120 per minute, the woman IS senously III), lower
abdominal pain with utenne tenderness and foul smelling, blood tinged, and
sometimes purulent (pus) vaginal discharge The woman may have chills and look
very sick

ACTIONS

1 Ask someone to arrange transport and accompany her to the doctor
2 While waiting for transport, help her rest In a semi-seated position
3 Keep her In a semi-sitting position to help drain discharge from the uterus and

vagina
4 Give a broad spectrum antibiotic (such as ampicillin 1 gm stat and 500 mg every 6

hours for 7 days)
5 Lower her fever and hydrate her by giving at least one glass (8 ounces) of water

or other liquid every hour She may not be able to dnnk this much water If she IS
too Sick If she cannot take this much flUid by mouth or If she IS vomiting, start IV
flUids

6 LOOK for shock as you take the woman to the doctor Remember, untreated
postpartum infection (sepsIs) can spread from the uterus Into the abdomen An
abscess may form In the abdomen The Infection may go Into the bloodstream,
causing septic shock (shock due to infection) and death Refer to Module 8
Hydration and Rehydration for the management of shock

Untreated postpartum infection (sepsIs)
can cause septic shock and result In death

PREVENTION Postpartum infection may start With the premature (early) rupture of
membranes, dunng prolonged or traumatic delivery, or after the delivery Remember
the Importance of cleanliness and hand washing Evaluate labor progress uSing
as few pelVIC examinations as pOSSible ReView the Module 3 Momtorlng Labor
Progress

When you have clean equipment, clean surroundings, and use aseptic technique
before and dunng a delivery, you Will prevent almost all cases of postpartum infection

Teach others about germs and infection Include In your teaching why

1 A pregnant or labonng woman must be clean
2 All persons canng for a pregnant woman must be clean and wash their hands

often
3 All equipment and matenals used for the pregnant woman must be very, very

clean
4 Those who use traditional delivery practices must use thiS information to help

prevent infection In women



Prevention and Management ofSepsis

Other Causes of Postpartum Fever

714 Life-Saving Skills ~ ACNM 1998

Dehydration

Loss of water from the body Fever IS caused by decreased Intake of fluids dunng
labor especially If labor IS prolonged

FINDINGS Low fever (99 6° For 38 DOC) after delivery, mouth and lips may be dry,
unne may be dark wIth a strong odor (concentrated) and small In amount

ACTIONS GIve one glass (8 ounces) or more of water or locally available fluids every
hour Refer to Module 8 Hydration and Rehydration If the woman IS unable to take
fluIds LOOK for signs of infection

PREVENTION GIve water and locally available flUids to women dunng labor

Malaria

ThiS IS a senous Illness with Chills, fever, anemia, and an enlarged spleen, caused by
the bite of an Infected Anopheles mosqUito Malana can Infect the placenta of a
pregnant woman Malana can cause low bIrth weight of the newborn and Infant death

FINDINGS ChIlls, sweating, high fever (104°F or 40°C), headache, or flu-like
symptoms

ACTIONS Treat for an acute attack of malana Make sure the protocol you use IS up
to date, as research continues to provIde new information on the treatment of malana
Check the milligrams base of your stock of chloroquine to be sure you gIve the
correct dose The World Health Organtzatlon (WHO) suggests the following
schedule gIve large first dose of chloroquine 1 gm = 600 mg base, gIve second dose
In 6 hours of chloroquine 500 mg = 300 mg base, and then give once a day, for 2 days
500 mg = 300 mg base

A total of 1500 mg chloroqUine base In 3 days IS necessary for effective
treatment of malaria not resistant to chloroqUine If no Improvement after 24
hours, help the woman to go to the doctor/hospItal She may have a chloroqUine
resIstant type of malana She may need a dIfferent mediCIne

PREVENTION Malana prophylaXIS IS very Important to prevent acute malaria dUring
pregnancy, labor, and postpartum Refer to your country's malana policy and teach
all pregnant women and theIr families the Importance of preventing malaria

Teach the people In the communtty to take protective measures to reduce contact With
mosquitoes, espeCially when mosquitoes are feeding Explain that at ntght, people
should stay In well screened areas, use mosquito nets when sleeping, and wear
clothes to cover the body If they must be outSIde Health care prOViders can set an
example of how to protect themselves from the risk of malana If there IS an
Impregnated bed net program In your area, encourage people to take advantage of It
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It IS Important that mastitis IS prevented It IS Important that a breast abscess be
treated early A breast abscess IS an infection In the breast Infection (sepsIs) IS one
of the major causes of maternal death We must save mothers from getting sepsIs
and from dying from sepsIs

InfectIon of the breast must be treated to prevent breast abscess Breast infection
may be caused by milk staYing In the breast (stasIs), by the breast not completely
emptying after nursing, or by bruIsing of breast tissue as a result of rough or
prolonged expressIon of milk A cracked nipple will also let germs Into the breast

FINDINGS Fever slight at first, but may Increase to 104°F (40°C) Increased pulse
(above 90 beats per minute), Chills, headache, pain usually In only one breast, area of
breast hard, red, swollen and very tender

ACTIONS Prevent breast abscess through early treatment

1 Give antIbiotic (such as penicIllin V 500 mg or erythromyCin 400 mg 4 times a day
for 10 days or co-tnmoxazole 2 tablets twIce a day for 7 days)

2 Apply wet, warm compresses to the painful area, 30 minutes 4 tImes a day

3 Support breasts With a loose fitting brassIere or sling

4 If breast feeding IS too painful for the mother, walt 24 hours after begmnlng
antibiotic treatment and try breast feeding agam Explam to the mother that the
breast mIlk from the sore breast will not hurt the baby

5 If she has a hIgh fever for 48 hours and a soft yellow center area of the breast
showmg locatIon of pus filled abscess, dram out the pus Refer to Learning
Aid 4 - InCISIon and Drainage of Breast Abscess, page 7 45

6 Continue the antibIotIC and gIve analgeSICS as needed for pain

7 Reassure the mother that the pain will lessen With the treatment
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PREVENTION IS the best treatment for a breast infection Teach the mother to pick
up her baby and feed the baby whenever she feels a need to feed This IS demand
feeding Babies may feed very Irregularly at first They may feed very often for a day
or two, they may take only a few feeds each day for a few days Every baby IS
different, but most get a routine after a week or two Frequent sucking stimulates the
production of prolactin, which helps the milk to come In sooner Demand feeding
prevents engorgement and helps the breasts to empty Proper positioning of the baby
when breast feeding prevents sore/cracked nipples

Prevent breast infection through very good hand washing with soap, good breast care
including gentleness, cleanliness with special attention to the nipple, good support for
the breasts, and watching the baby for skin, eye, or cord infection

A Midwife's Expenence

The woman was a 29 year old gravida 4 My fnend She came to my house at
3 AM As soon as I saw her, I remember that she had delivered Just 3 weeks
ago on the first day of Ramadan Labor and delivery were normal I could see
that the pain she was suffering was ternble She did not talk, only opened her
dress and showed me her left breast

Her breast was very swolfen and red There was a soft yellow center I give her
an injection for pain, give her antibiotics and apply a wet, warm compress I fix
her some tea With sugar and try to reassure her After 30 minutes, I drain out
600 cc of pus from her breast The drain was left In the inCISiOn, dressing
applied, and the baby put to the other breast I reassure the mother that the
pain will get less I ask that she return the next evemng for me to change her
dressing and so that I could make sure the baby IS getting enough breast milk
I remember that a cause of child death IS poor maternal health I must help this
mother get well, so that she can continue to provide food secunty and protection
against Illness through exclusive breast feeding of her baby I must make sure
this mother receives appropnate family planning

LSS Co-author
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Hormonal changes dUring pregnancy may cause blood vessels to relax Then the
blood may not move well through the vessels, allOWing blood clots to form or infection
to develop In the blood vessels

FINDINGS Fever, pain, and tenderness In the lower leg or thigh

ACTIONS Help the woman get to the doctor Give aspirin 625 mg to help with the
pain and decrease the chances of clots (thrombosIs) Wrap the entire leg with a
bandage or cloth Start wrapping around the foot and wrap all of the way to the groin
uSing even pressure to give a little support to the veins Do not wrap too tightly,
take care not to cause edema or to stop circulation

PREVENTION Teach and encourage the mother to exercise dUring pregnancy, labor
and postpartum AdVise elevation of her feet when sitting The midWife should
prevent exhaustion, dehydration, and hemorrhage of the woman In labor If stirrups
are necessary dUring delivery, prevent pressure and brUiSing on legs

Upper Respiratory Infection

An upper respiratory Infection may cause fever Most upper respiratory infections
(common colds) are caused by a virus and are contagious Antibiotics Will not help a
common cold caused by a VirUS

FINDINGS Headache, fever, nonproductive (dry) cough, sore throat, and runny
nose

ACTIONS Paracetamol or Tylenol and cough mix Will help the woman feel better
Encourage her to drink plenty of liqUids If her cough IS productive with purulent
sputum, treat her with a broad spectrum antibiotic (such as ampicillin 500 mg 4 times
a day for 10 days)

PREVENTION The mother may continue to breast feed with little risk to her baby
The mother should wash her hands with soap and water before handling her baby If
the midWife or anyone has a cold, sore throat, cough, fever, or flu, they should try to
stay away from the birth and the baby, or wear a mask
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Infection of the unnary tract IS usually caused by germs from outside the body gOing
Into the urethra

FINDINGS Fever and frequent, pamful Urination, usually with lower abdominal
tenderness or back tenderness

ACTIONS

1 Start broad spectrum antibiotic (ampicillin 500 mg 4 times a day for 10 days) or
(co-tnmoxazole - one double strength (DS) tablet every 12 hours for 10 days)

2 Have the woman dnnk one glass (8 ounces) of water or other fluid at least 8 times
m 24 hours

3 Advise the woman to empty her bladder every 2 hours

4 If she does not start to feel much better In one or 2 days, refer her to the doctor

PREVENTION Cleanliness dUring pregnancy, labor, and delivery

Teach women the Importance of good penneal care after delivery, including how to
wipe their bottoms after tOlletlng Women should always wipe (clean) their bottoms
from front to the back after uSing the tOilet, so that they do not bring germs from the
anus to the urethra

Try to avoid cathetenzatlon unless very necessary If catheterization IS necessary,
use aseptic technique
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DECIDE WHAT IS CAUSING SICKNESS IN THE BABY

The death of a child IS a common experience for millions of parents Each year,S
million babies die wlthm the first month of life (Nurture, 1996) Many of the newborn
deaths durmg the 4 weeks followmg birth are the result of or related to mfectlons The
midwife, through early Identification, appropriate action, and prevention of mfectlons,
can save the life of a baby

Ophthalmia Neonatorum

Ophthalmia neonatorum IS an mfectlon of the eyes caused by several kmds of germs,
mcludmg chlamydia and gonococcus The most dangerous IS gonococcus, because It
can cause blindness A pregnant woman with gonorrhea will mfect her baby dUring
birth

FINDINGS ThiCk, greenish, yellOWish discharge usually m both eyes ofthe baby,
eyelids may be swollen and red

ACTIONS

1 BOIl one half liter (500 cubiC centlmeters)(cc) of water with a pmch of salt If
available Cool the solution Use a sYringe filled with the solution to wash the
baby's eyes Wash the eyes from the nose outward toward the ear Wash the
eyes until all of the discharge IS gone Wipe eyes with dry cotton or gauze

2 Put antibiotic eye drops or omtment (tetracycline or penicillin G) m both eyes
Never use eye medications that contam steroids as this can cause blindness
m the baby

3 Wash eyes and apply antibiotic medlcme every 15 mmutes for the first hour
Then treat every hour for the first 24 hours Frequent treatment IS needed
because discharge washes out the eye medlcme qUickly After the first 24 hours,
contmue to treat the eyes 3 times a day for 3 days or more, until the eyes are
normal

4 Give antibiotic 1M such as crystalline (aqueous) penicillin G 50,000 Units per
kilogram (kg) of body weight every 12 hours for 7 days or erythromycm 50
mg/kg/day by mouth m 4 divided doses for 14 days or a one time dose of
ceftnaxone 125 mg 1M Give 1M m the antenor (front) lateral Side part of the thigh
ThiS IS the largest and most developed muscle In children under 2 years of age

5 Check the mother and father of the baby for gonorrhea, and treat accordmg to
your routme

Remember to wash your hands before and after takmg care of the baby The
baby requires a great deal of care However, the complication of life long
blindness can be prevented

/ I
..;/
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Antibiotic Treatment
A baby weighs 3 kg Give 50,000 Units of crystalline penicillin G for each kg of
weight You figure 3 X 50,000 = 150,000 Units Give 150,000 Units of
crystalline penicillin 1M nght away If It IS now 12 noon at the first inJection, give
150,000 Units again at 12 midnight Remember, babies of different weights Will
require different dosages Figure the dosage required for each baby At 12
noon on the second day, give the baby crystalline penicillin 1M, 150,000 Units
Continue giVing every 12 hours for 7 days

Eye Care
After giVing the first dose of crystalline penicillin G, clean the eyes With the
cooled solution, wipe dry, and put In the eye ointment Help the mother breast
feed the baby and keep the baby comfortable Clean the eyes and put In eye
ointment at 12 15, 1230, 1245 and 1 00 PM

After the first hour, clean the baby's eyes and put In antibiotic eye ointment
every hour for 24 hours

PREVENTION Reproductive tract Infections which may come from chlamydia,
gonorrhea and others can be prevented by teaching about the dangers of
reproductive tract infection

Teach women and their family and fnends about the Importance of care dunng
pregnancy so that all Sickness can be treated before the time of delivery

Routine use of 1% Silver nitrate Will prevent ophthalmia neonatorum due to gonorrhea
Put 2 drops Into each of the baby's eyes after delivery Antibiotic eye ointments
(erythromycin or tetracycline) may be used If Silver nitrate IS not available

Explain to the parents the Importance of cleaning the eyes and uSing the mediCines
Teach the parents the need for them to wash their hands and to be careful not to
touch their own eyes
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Septicemia IS an Infection of the whole baby The infection IS caused by germs In the
blood The germs may enter the baby If membranes rupture too early The germs
may get Into the baby through the umbilical cord, respiratory tract, CircumCISion, or
scarification The baby may become very sick and may die

FINDINGS The mother may say that the baby IS not sucking well, has been vomiting,
or Just looks sick The temperature may be above or below normal The baby may
be limp, sleepy, Irritable, have bleeding spots on skin, Jaundice, grayish skin color, or
may have convulsions The cord may be smelly and draining pus The CircumCISion
or scarification may be swollen and dralntng pus The baby may be coughing and the
nostrils flaring

ACTIONS

1 Explain to the family the baby IS very sick and needs a doctor's care Ask
someone to get transport right away

2 Give antibiotics right away Give Intramuscularly ampicillin 50 mg/kg or crystalline
pentclilln G 25,000 untts/kg every SIX hours AND gentamicin 5 mg/kg/day 1M In 2
divided doses

3 Keep the baby warm If the temperature IS below normal Babies with septicemia
usually have trouble keeping warm Sponge bathe If there IS fever

4 Continue to feed the baby If the baby IS too weak to suck, help the mother
express her breast milk Give the milk with a spoon or use a nasogastrlc feeding
tube If the baby cannot take the milk from a spoon The newborn baby needs 40
to 50 cc of fluid every 3 hours If the mother does not have enough breast milk,
try to get expressed breast milk from another nursing mother

5 Go with the family to the doctor The doctor will give antibiotics to the baby for 10
days or longer

PREVENTION Septicemia can be caused when germs get on the cut and open cord
Make sure the delivery area IS clean Teach everyone helping with deliveries to tie
the cord with very clean string, to cut the cord with a very clean Instrument and to
keep the cord as clean as possible The cord should be open to the air to stay dry
Teach the mother to clean the cord 2 times per day with soap and water She may
use SPirits (alcohol) If It IS available

If CircumCISions and scarification are done In your area, teach the Importance of uSing
very clean Instruments and how to care for the baby afterward

Watch the baby who had a difficult delivery or a low birth weight Babies who are
born more than 12 hours after the bag of waters ruptured are much more likely to
become Infected than other babies
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Postpartum Tetanus: Baby and Mother

Postpartum tetanus IS an infection of the baby (tetanus neonatorum) or the mother
The tetanus germs get Into the baby usually through the umbilicus, CircumCISion,
scanficatlon, or ear piercing The tetanus germs get Into the mother most commonly
through the genital tract Tetanus almost always comes from the use of unclean
Instruments when cutting the cord, from unclean herbs, or uSing cow dung to dress
the cord

Tetanus IS more likely to happen when a baby IS delivered or cared for In an unclean
place The mother may get tetanus when unclean hands, cloths, herbs, or
Instruments are put Into the genital tract

TETANUS IS A DEADLY DISEASE

A MidWife's Experience

A fnghtened and crying young mother holds her 2 week old baby girl She says
her child has been vomiting Since morning The child was healthy until about 3
days ago when the mother noticed the Infant was hot to touch Last mght the
Infant had a fit (convulsion) which lasted about 5 minutes She IS not feeding
well at the breast and has vomited twice already today

The mother had a full term delivery at home She IS alone With her baby I
saw that the baby IS very weak I hug the mother and tell her I Will help her
She IS so afraid and so am I I ask her to let me hold her baby so that I can
find out what IS wrong

When I hold the baby, her skin almost burns my hands The baby looks very III
and does not move I hold her on my lap and qUickly look and feel (as I learned
10 LSS) Her antenor fontanelle bulges Her mucous membranes are pink and
dry Her abdomen IS swollen (distended) A pussy discharge comes from the
umbsllcus The umbilicus IS wet and red

I put wet cloths on the baby, gave crystalline penicillin 100,000 umts
mtramuscular, cleaned the umbilicus, and explained to the mother that we must
go to the hospital fight awayl We sent the gardener to tell her family We
expressed breast milk and spoon fed the baby until transport arnved The baby
was cooler by the time we reached the hospital

LSS MidWife, Uganda

FINDINGS The mother usually says the baby cannot suck The baby has
generalized muscle spasms and stiffness of the neck and jaw, and IS unable to
swallow Spasms and stiffness spread to all muscles of the body The most frequent
complaint IS of stiffness In the jaw (lockjaw)
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ACTIONS The most Important action IS to prevent tetanus by makmg sure
every pregnant woman gets tetanus toxoid ImmUnizations durmg her
pregnancy This protects both the mother and the baby from tetanus infection

1 Take the mother and baby to the doctor/hospital right away

2 Sedation While waiting for transport, If the baby has tetanus, give the baby
sedation 1M (such as diazepam 1 mg or 15 mg of amobarbital sodium every 4
hours) to lower the chance of tetanus convulsions

3 If the mother has tetanus, give her sedation for tetanus spasms 1M such as
diazepam (Valium) 20 mg or amobarbital sodium 200 mg to lower the chance of
tetanus convulsions

Sometimes the baby or mother will have tetanus convulsions (tetany) before
sedation Give the sedation to lower the chance of continuous convulsions Do
not expect all of the convulsions to stop, they will Just be fewer or not as strong
Remember that light and touching and moving of the baby or mother may cause
the tetanus convulsions to Increase Keep the airway open Keep the baby or
mother turned to the side so that any flUids In the mouth will run out of the mouth
and not cause choking Go with the family to the doctor/hospital right away

4 Infection Clean the source of infection (usually cord In newly born baby) with
soap and water

Give a baby with tetanus crystalline penicillin G 50,000 units/kg 1M every 6 hours
until you can get the baby to the doctor

If the mother has tetanus, give 2 4 million Units crystalline penicillin 1M every 4
hours for 24 hours Continue with procaine penicillin 1 2 million Units and
Streptomycin 1 gm 1M dally until you get the mother to the doctor

5 Tetanus IS a very difficult sickness to treat It cannot be stressed enough that the
midwife must get the baby and mother to the doctor/hospital for care The
patient with tetanus will need feeding, temperature mOnitoring, urinary and bowel
care, turning, bathing, protection from direct lights, nOise, and unnecessary
touching, and protection during severe tetanus convulsions ThiS care IS beyond
what can be offered without the help of a doctor

6 Feedmg Many tetanus patients die because of aspiration dunng feeding Never
try to force feed with the hand or a spoon Feeding can usually be done with a
nasal gastric feeding tube
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It IS very Important to always make sure that the tube IS m the stomach before
feedmg the baby You can do this by trymg to withdraw flUid from the stomach
If you can't, change the position of the baby and move the feedmg tube a little
If you are stili not able to withdraw any stomach contents, place the stethoscope
Just below the xiphoid process (over the stomach) Push In about 5 cc of air A
whooshmg sound means the tube IS open and the tube IS m the stomach

7 Care The temperature must always be taken under the arm The strong tetanus
convulsions may break a thermometer when used m the mouth or the rectum
Adults with tetanus usually are cathetenzed Babies must be kept clean and dry
after they unnate Enemas may be needed to keep the bowels functiOning
Bathmg and frequent turnmg are Important to prevent the skm from becommg sore
and ulcerated The patient must be kept m a darkened, qUiet place Try to plan
all of the care at one time so the patient will not need to be touched too often
Every time you touch a tetanus patient, you may cause a tetanus convulsion

PREVENTION Give OPT (dlphthena, pertussIs, and tetanus) to all mfants Give
tetanus toxoid to adolescent girls and pregnant women Tetanus toxoid protects
mother and baby At least 2 doses are required for 80 per cent protectIon

WHO TETANUS TOXOID IMMUNIZATION SCHEDULE

PERCENT DURATION
DOSE WHEN TO GIVE PROTECTION OF PROTECTION

TT-1 at first contact or as early Nil None
as possible in pregnancy

TT-2 at least 4 weeks after TT-1 80 3 years

TT-3 at least 6 months after TT-2 95 5 years
or durmg subsequent pregnancy

TT-4 at least one year after TT-3 99 10 years
or during subsequent pregnancy

TT-5 at least one year after TT-4 99 Throughout
or during subsequent pregnancy chlldbeanng

years

Expenence has shown that pregnant women receiving one injection of tetanus toxoid
are more likely to survive when they become Infected It IS the responsibility of
every health worker to make sure every girl and woman IS Immunized against
deadly tetanus ImmUnity IS not gamed by havmg tetanus, therefore a full course of
tetanus toxoid must be given to the tetanus victim after recovery Teach all who do
deliveries, help with dellvenes, do CircumCISions, or scanficatlon to wash their hands
carefully and to use very clean equipment
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When canng for women and babies dunng and after pregnancy, there IS a nsk
(chance) that women and babies, providers and other staff may have contact with
blood and other body flUids that carry blood borne diseases, such as hepatitis Band
AIDS To reduce the nsk, universal precautions (blood and body flUid precautions)
must be carried out at all times while giVing care, uSing equipment, and dispOSing of
waste The infection prevention practices discussed here can be used In any country
or health facIlity

Protective Barriers

Placing "something" (phYSical things such as gloves, mechanical things such as a
needle holder, or chemicals like soap and water) between germs and a person,
whether a client or health care worker, creates a barrier that can prevent the spread of
disease

Protective barners In infection prevention Include
• hand washing (remove nngs, watch, bangles, and so forth)

• weanng gloves (both hands), when canng for mothers and babies, or when
handling contaminated waste matenals or SOiled Instruments

• uSing antiseptic solutions, including soap and water, for cleaning the skin before
procedures

• uSing drapes dunng surgical procedures

• weanng protective clothing (goggles, mask, apron, feet covenng) when In contact
With blood or body flUids If pOSSible (such as when rupturing membranes, cleaning
Instruments, and so forth)

• decontaminating, cleaning, and stenllzlng or high-level disinfecting Instruments,
gloves, and other Items

Protective barriers Will help prevent the spread of infection from
• person to person

• eqUipment, Instruments, and surfaces (walls, floors, furniture, and so forth) to
people

1 This section Infection Prevention IS adapted WIth permiSSion from Winkler et aI (1995)
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All health workers should use protective barriers such as gloves, gowns, aprons,
masks, and goggles to prevent the exposure of skin and mucous membranes to blood
and other body fluids Uniforms or clothing worn when giVing health care should be
changed before leaving work to prevent transfernng germs from the work setting Into
the home

Hand Washing

All midWives should wash their hands before direct contact With women, before
putting on high-level diSinfected or stenle gloves, Immediately after any contact With
blood, body flUids, or mucous membranes, and after removing gloves Always wash
hands Immediately after giVing care to each woman or baby

Hand washing With plain soap for about 15 to 30 seconds followed by nnslng In clean,
running water IS usually enough

Germs grow and multiply In mOisture and In standing water Therefore

• If bar soap IS used, use small bars and soap racks that drain mOisture away

• AVOid repeatedly dipping hands Into baSinS containing standing water, even If an
antiseptic agent such as Dettol® or Savlon® has been added

• When no running water IS available, use a bucket With a tap that can be turned
off Wash hands With soap and turn the tap on again for rinsing, OR ask
someone to pour water while you nnse, OR use an alcohol hand rub that does not
require water

• Dry hands With a clean towel or air dry, shared towels are contaminated

• Collect used water In a baSin and discard In a drain or In the latrine

Glove Use

Disposable exammatlon gloves, If available, can be used for pelVIC eXamination,
normal delivery, and nonsurgical procedures Use new examination gloves for each
procedure, these gloves cannot be reused because they are too thin to be processed

If surgical gloves are used, new gloves are best If gloves are reused, they must be
decontaminated, cleaned, high-level diSinfected, or stenllzed They must be checked
for peeling, cracking, holes, or tears Gloves With any signs of wear must be
discarded See Learning Aid 2, page 7 35, for information on care of surgical gloves

Use utility gloves or clean decontaminated surgical gloves or disposable
examination gloves for cleaning chores These chores Include decontamination and
Instrument cleaning procedures Utility gloves may be decontaminated and reused,
however, cracked or torn gloves should be discarded
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Infection from minor surgical procedures, such as manual vacuum aspiration (MVA) or
episiotomy, may be caused by germs from the skin, cervix, or vagina of the woman or
from the hands of the health care worker Wash hands before and after each
procedure Washing the woman's perineal area prior to a procedure IS an Important
infection prevention measure See Module 10 Other Emergencies for information on
preparing a woman for MVA

Many chemicals are safe skin antiseptics The follOWing antiseptic solutions are
commonly available In different parts of the world

• Chlorhexldlne gluconate (4%) (for example, Hlblclens®, Hlblscrub®, H1bltane®)

• Chlorhexldlne gluconate and cetrlmlde, various concentrations (for example,
Savlon)

• lodophors, various concentrations (for example, Betadlne®)

For vaginal and cervical surgical preparation, use a water based antiseptic, such as
an Iodophor or chlorhexldlne gluconate Do not use alcohol or alcohol containing
preparations, for example, Dettol or tincture of Iodine Alcohols burn, all of them dry
and Irritate mucous membranes, which encourages the growth of germs Do not use
Hexachlorophene (pHlsoHeX®), as It causes nerve damage and IS absorbed by
mucous membranes

Antiseptics do not have the same killing power as the chemicals used for high­
level dlslnfectmg (HLD) Antiseptic solutions should never be used for high-level
diSinfection of Instruments

No-Touch Techmque

In procedures such as manual removal of placenta, cervical laceration repair, or
manual vacuum aspiration (MVA) germs can be carned Into the uterus, causing a
senous infection To prevent infection, midWives and doctors should always use the
no-touch technique dUring the entire procedure and only use gloves and Instruments
that are sterilized or high-level diSinfected

USing the no-touch technique means that the part of the gloves or any other
Instrument that enters the cervix or uterus should not touch anything before insertion
through the cervix During procedures, separate the labia to allow the gloved hand to
have very little contact With the vulva before gOing In the uterus The sponge holding
forceps, cannula, and so forth should not touch unstenle areas, gloves, or vaginal
walls before they are Inserted In the cervix MidWives and doctors should handle the
Instruments only by the parts that do not touch the woman Remember to enter
through the cervical os as few times as pOSSible ThiS reduces the contamination of
the uterus
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To minimize the nsk of transmitting infection to both women and midwives,
Instruments and gloves need to be decontaminated, cleaned, and then either
stenllzed or high-level disinfected Other surfaces such as the examination table or
bed should also be decontaminated and cleaned after you care for each woman

For either the sterilization or HLD process to be effective, Items must first be
decontammated and thoroughly cleaned

Steps for Infection Prevention

STEP 1 The first infection prevention step IS decontammatlon of floors, beds,
Instruments, equipment, linen, gloves, needles, synnges, and other things used In
canng for women and babies The aim of decontamination IS to loosen blood or other
substances to reduce the chance of blood borne transmission Always wear gloves
during this step

Decontamination

• Put on gloves and apron Make a 0 5% chlonne solution, see Module 10
Other Emergencies, page 10 62

• Place the gloves, Instruments, needles, synnges, all rubber articles, and
linens In the solution so that they are completely covered

• Make sure syringes, needles, and tubing are flushed and filled with solution
Make sure Instruments are opened Wide

• Soak for 10 minutes
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STEP 2 Cleamng IS the second infection prevention step Wash Items with soap
and water Rinse off all of the soap Cleamng removes blood, dirt, and other
matenals Cleamng Improves the effectiveness of the third step Always wear clean
gloves for this step

After decontamination, clean

• Gloves by washing with soap and water, turning gloves to ensure both Sides
are free from all sOil See Learning Aid 2 - Care of Surgical Gloves, page
735

• Instruments, needles, and syringes by taking them apart and opening them
Wide to ensure all blood, dirt, and other matenals are removed even from
JOints and hidden areas A brush IS useful In cleaning Instruments Make
sure tubing and needles are flushed well With soap and water, then nnsed

• Linen With soap and water Hang In the sun to dry Depending on your
Situation, a laundry may take responSibility for the linen

STEP 3 Either High-Level DIsinfection (HLD) or Sterilization IS used as the third
infection prevention step High-level diSinfection IS used to destroy all Viruses,
bacteria, parasites, fungi, and some endospore In cllmcs and matermtles With a small
number of clients Before HLD, everything must be decontaminated (see Step 1)
and cleaned (see Step 2) Instruments are opened and sYringes disassembled
Flush all tubing

BOIling and steaming are the simplest and most reliable high-level disinfection
methods Some chemical disinfectants may also be used Instruments, needles,
syringes, and gloves that are high level-disinfected by bOIling, steaming, or chemical
diSinfection need to be used Within one week If more than one week has passed
since disinfection, they need to be disinfected again before they are used

Note Eusol, Hlbltane, Savlon, Dettol, PhlsoHex, Lysol,
Zephlran, gentian Violet, cetrlmlde, phenol, and mercury compounds

are not appropriate to use for high-level diSinfection (HLD) or sterilization
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Methods of High-Level DIsinfection (HLD)

1 Make sure everything IS decontaminated and cleaned, and that Instruments are
open and synnges disassembled Flush all tubing

2 Do not add any more equipment after covenng container

3 Three ways to HLD are

Boiling • Cover equipment completely with water
• Bnng water to a bOil
• Cover pot and bOIl for 20 minutes
• Remove eqUipment from the pot with HLD transfer forceps
• Air or sun dry In an HLD covered container
• Store In an HLD covered container

Steammg· Put eqUipment In steamer with a pot of bOIling water
• Cover pot and steam for 20 minutes
• Remove the steamer containing eqUipment from pot
• Air or sun dry In the HLD covered steamer
• Store In an HLD covered container

Chemical disinfection
• Put eqUipment In container
• Cover eqUipment completely and soak In either

glutaraldehyde 2-4% (Cldex) for 10 hours, or
formaldehyde 8% for 24 hours

• Rinse with bOiled water after soaking
• Discard soaking solution
• Air or sun dry In an HLD covered container
• Store In an HLD covered container

A high-level disinfected (HLD) container and transfer forceps can be prepared by
steaming, bOIling, or soaking with newly prepared decontamination solution for 20
minutes If decontamination solution IS used, nnse with bOiled water after soaking
Let It air or sun dry Cover with HLD lid HLD transfer forceps can also be stored In a
HLD covered container

Sterilization IS used In hospitals and IS preferred for surgical eqUipment It destroys
all microorganisms, Including all endosopores Make sure that everything IS
decontaminated and cleaned All Instruments must be open and the syringes
disassembled

For additional information on infection prevention procedures, see Learning Aid 2,
page 7 35, and Learning Aid 3, page 7 42 See also Module 10 Other Emergencies
Learning Aid 4, page 10 60



Prevention and Management ofSePSiS

Handling Needles and Syringes

731 L1fe-8av1ng Skills ~ACNM 1998

Take precautions to prevent Injunes from used needles and sharp Instruments, which
may carry hepatitis B (HBV) or HIV/AIDS These Injunes may happen dunng surgical
procedures, while cleamng Instruments, during disposal of needles, or when handling
sharp Instruments after procedures Although some may feel that processing used
needles and syringes IS an mapproprlate reuse of disposables, In some
circumstances It IS the only available option Disposable synnges and needles are
recommended, when available, for use In all patient care and surgical procedures
However, the problem of needle stick Injunes IS always present

If disposable needles and syrmges are available, use each needle and syringe
only once Do not break needles after use Do not remove needles from disposable
synnges, If you are gOing to destroy them Do not put the cover (cap) back on a
needle after use, for you might accidentally stick (puncture) yourself with the needle
Dispose of needles and syringes In a puncture-proof container You can burn or bury
used needles and synnges

Where disposable needles are not available, recapping (putting the cover back on
the needle) should be discouraged Once an injection IS prepared, It should be given
Immediately This way, there IS no need to put the cover back on the needle This
Will prevent you from accidentally getting a needle stick

If recappmg IS practiced, the "one-handed" recap method must be used

1 Lay the cap on a table, counter, or flat surface

2 Hold the syringe and needle In one hand

3 GUide the needle Into the cap, without touching the cap Do not touch the
cap until the needle IS m It

4 When the needle has entered the cap all the way, pull the cap tight on the
needle

Safe disposal of needles and syringes may not be easy Used needles and synnges
are dangerous to children and adults When children or adults find them, they like to
play with them, sell them, or use them It IS very Important that midWives and other
health workers make sure that all wastes are disposed of safely Think about how
you can do thiS at your work place
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After completing a procedure, and while stili wearing gloves, dispose of contaminated
gauze, cotton, and other waste Items In a properly marked, leak proof container or
plastic bag Waste should be disposed of by burning or burying

Dispose of needles and syrmges or other sharp Items In a separate puncture proof
container If you do not have a puncture proof contamer, use a thick plastic bag
Carefully wrap all sharp Items In paper, plastic, leaves, or anything else you may
have to throwaway and then wrap tightly In a plastic bag Mark the bag so that
everyone can tell the bag has sharp Items Needles and syringes must be disposed
of by burning or burying

Disposal of blood, placenta, or tissue must be done carefully In order to reduce the
chance of transmitting blood borne diseases to the health care worker, other patients,
or the community After a procedure IS complete and the blood, placenta, or tissue
Inspected, It must be disposed of carefully If possible, empty the liqUid waste
products Into a f1ushable tOIlet which empties Into a sewage system, latrine, or
covered container Be careful to avoid splashing If there IS no sewage system, the
waste products must be disposed of by burning or burying Wrap them tightly In a
plastiC bag before burying Bury the bag deep enough so that animals will not find It

If culturally appropriate, the placenta may be given to the family If the family takes
the placenta home, adVise them on how to protect themselves from exposure to the
blood The placenta may be disposed of by burning or burying The placenta must
be wrapped tightly In a plastiC bag before burying Bury deep enough so that animals
will not find It The placenta may be put Into a placenta Pit With a heavy lid (cover) If
placenta Pit IS dug deep enough (at least 1 meter or about 4 feet)
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The midwife IS responsible for making sure that everything used In the care of the
woman or baby IS properly cleaned or high-level disinfected The midwife IS
responsible that the waste disposal IS done correctly and safely Infection prevention
steps are used to remove blood and body fluids from surroundings and equipment
and to prepare for the next client Gloves should be worn throughout all procedures
You may wish to review Steps for Infection Prevention, page 7 28

• Spills should be decontaminated for 10 minutes by pouring decontamination
solution on the spill Then the spill and solution are Wiped up With a cloth The
entire area should then be cleaned With soap and water

• Lmens should be soaked In decontamination solution for 10 minutes, then
washed With soap and water, rinsed With clean water, sun dried, and stored In a
clean area

• Gloves, rubber, and plastiCS, including bulb sYringes, mucus extractors, rectal
tubes, and urinary and suction catheters should be soaked In decontamination
solution for 10 minutes, washed With soap and water, rinsed With clean water,
checked for holes, and discarded If holes are found They should be dried on
both Sides, high-level diSinfected or sterilized, and stored In a covered container

• Instruments and equipment used for delivery, artificial rupture of membranes,
inJections, episiotomy, manual vacuum aspiration, and so forth should be
decontaminated, cleaned, high-level diSinfected, or sterilized and stored In a
covered container

• People attending a birth or assisting With a procedure must wash their hands at
appropriate times and wear clean, protective clothing The midWife IS responsible
for teaching those around her -- delivery aSSistants, cleaners, trash handlers,
family members, and others -- how to protect themselves The midWife IS
responsible for supervising the handling of blood and body fluids In her work
areas and community
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Learmng Aid 1 - History of Puerperal Infection

Puerperal infection (postpartum infection) has been well known throughout wntten
history Hippocrates, for example, wrote that puerperal infection was caused from the
slOWing down of discharge from the vagina In the weeks after delivery Its true cause
was not known until LoUIs Pasteur found germs (bactena) uSing a microscope
Puerperal infection continues to be a common cause of maternal death, even though
we know how to prevent infection

In 1847, Dr 19naz Semmelwelss, while working at a maternity hospital In Vienna,
noticed the very low mortality (deaths) from puerperal infection In a ward managed by
midWives, compared to the high mortality In a ward managed by doctors The doctors
went directly from dissecting dead bodies to examining patients who were recovenng
from childbirth He deCided that the doctors were spreading thiS fatal infection on
their unwashed hands He got real proof of thiS when he saw a co-worker die of
septicemia after aCCidentally cutting himself with a scalpel used during the autopsy of
a woman who had died of puerperal infection Because of thiS aCCident,
Semmelwelss required his staff to wash their hands with an antiseptic solution before
examining maternity patients

Dunng the first year of hand washing by doctors, mortality from puerperal infection at
Semmelwelss' hospital dropped sharply from almost 12% to 3 8% Even with thiS
demonstration, most doctors did not believe that inVISible bactena could do such a
thing Twenty years later, Pasteur's studies with the microscope and Lister's research
with aseptic methods made doctors take note of and believe what Semmelwelss had
been telling them
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Learnmg Aid 2 • Care of Surgical Gloves2

The nsk In reusing surgical gloves IS that they are likely to contain more invIsible
holes or tears than new ones Therefore, reused gloves may provide less protection
to the midwife Autoclavlng (stenllzatlon) and high-level disinfection (steaming or
bOIling) of gloves, when correctly performed, can stenllze gloves Double gloving
gives more protection dunng hlgh-nsk procedures Processing of gloves IS an
appropriate reuse of disposable Items

How to Decontammate and Clean Surgical Gloves before Sterilization or High.
Level DIsinfection (HLD)

STEP 1 Before removing sOiled gloves, put your gloved hands bnefly In a
container filled with decontamination solution (0 5% chlorine solution)

STEP 2 Remove gloves by turmng them inside out and soak In the chlonne
solution for 10 minutes Performing Steps 1 and 2 decontaminates both sides of
the gloves

STEP 3 Clean gloves by washing them In soapy water, inside and out (Always
wear gloves for Steps 3 to 6 )

STEP 4 Rinse gloves In clean water until no soap remains Soap left on the
glove can Interfere with stenllzatlon or high-level disinfection (HLD)

STEP 5 Test gloves for holes To test a glove for holes, blow air Into It holding
the glove 10 to 20 cm (4 to 8 Inches) from your mouth, and close off the cuff
Then hold the glove under water Air bubbles will appear If there are holes

STEP 6 Gently dry gloves inside and out before proceeding with stenllzatlon or
HLD When gloves remam wet for a long period of time, they absorb water
and become StiCky

STEP 7 When gloves are to be steam stenllzed, package them (see next page)
before further processing

Note It IS suggested that gloves should be discarded after processing them 3 times
because invIsible tears may occur with use and reprocessing If thiS IS not possible,
double-glove for hlgh-nsk procedures

2 ThiS Section Care of Surgical Gloves IS adapted pnmanly from Winkler at aI (1995)
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How to Stenllze Surgical Gloves

After decontamination, cleamng, and drying, gloves must be packaged In cloth or
paper before stenllzlng by autoclavlng

The cuffs should be folded up, so that after stenllzatlon the gloves can be put on
easily without contaminating them Put gauze or paper inside each glove and
under the fold of the cuff to prevent sticking together Glove powder can be used
If available Wrap them as shown In Figure 2 Do not tie tightly or wrap glove
packs with rubber bands Finally, place the glove packs In a wire basket on their
sides to allow optimum steam penetration If gloves are stacked In piles,
penetration of steam under the cuffs may be poor Autoclave at 121°C (250°F)
for 30 minutes and at a pressure of 106 kPa3 (15Ib/1n2

) Higher than
recommended temperatures and pressures are destructive to gloves

--1--- Will be stenle
field of glove
wrapper

----1-----
I I
I
I

Gauze or paper.-=--I-----I ~~~~I t=~~~
~ 1"\ --+.f-II----II--- Cuff used to

~:t3=i:J I pick up glove
.. With bare hands

Will be stenle
portion of glove
must only be
touched by
another stenle
glove

------- ------

Figure 2 Prepanng Gloves for Autoclavlng
Source South East Asia OfflcelWorld Health Organization (1988)

Immediately after autoclavmg, gloves are extremely fragile and tear easily Do not
use the gloves Immediately Walt 24 to 48 hours to allow the elasticity to be restored
and to prevent stickiness

3 kPa kdopascal a term to measure presssure
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How to High-Level DIsinfect Surgical Gloves by Steaming

After gloves have been decontaminated and thoroughly washed, they are ready
for HLD by steaming

STEP 1 Fold up the cuffs of the gloves so that they can be put on easily and
without contamination after HLD

STEP 2 Place gloves In a steamer pan The pan may be metal, bamboo, or
other material A flat pan IS best If making your own pan with holes, push the
holes from top to bottom so that rough edges are on the bottom To make
removal from the pan eaSier, the cuffs should be facing outward toward the edge
of the pan (Figure 3) Five to 15 pairs can be put In each pan depending on the
size (diameter) of the pans

Figure 3 Gloves In Steamer Pan
Source TIetjen et at (1995)

STEP 3 If you are uSing a stack steamer, repeat this process until up to 3
steamer pans have been filled with gloves Stack the filled steamer pan(s) on
top of a pan containing enough water for 20 minutes of bOIling A second (empty)
pan Without holes should be placed on the counter next to the heat source (see
Step 9)

Be sure there IS suffiCient water m the bottom of the pan
for the entire 20 mmutes of steaming

STEP 4 Place a lid on the top steamer pan Bring water to a full roiling bOil
When water only Simmers, very little steam IS formed and the temperature may
not get high enough to kill microorganisms

STEP 5 Reduce the heat so that water continues to bOil at a roiling bOil When
water bOils too Violently, It evaporates qUickly and wastes fuel
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STEP 6 When steam begins coming out between pans, start a timer or note time
on clock and record time In the HLD log (book) or on a paper

STEP 7 Steam gloves for 20 minutes

STEP 8 If you are uSing a stack steamer, remove the top steamer pan and place
the cover on the top pan remalnmg on the stack If you are uSing a single
steamer, remove the steamer pan Gently shake excess water from the gloves m
the steamer pan you have Just removed

STEP 9 Place the pan contalnmg gloves on the pan you placed next to the heat
source In step 3 (see Step 3) Repeat until all pans contalnmg gloves are
restacked on this empty pan This step allows the gloves to cool and dry without
becoming contammated Never place the pans of newly steamed gloves directly
on a table, counter, or other surface, as they will be contammated

Do not place pans containing gloves on a table top,
counter, or other surface as gloves will be contammated

STEP 10 Allow gloves to cool for 5 to 10 minutes before weanng them "wet"
Gloves should be used wlthm 30 minutes If possible After thiS time, the fingers of
the glove stick together and are hard to put on despite being damp Any gloves
that were removed from the steamer pan(s) to be used "wet" or "damp," but that
were not used dunng the cllmc seSSion, should be reprocessed before use

STEP 11 Another option IS to allow gloves to air dry m the covered steamer pan
4 to 6 hours Usmg high-level diSinfected gloves, turn the gloves so that they dry
on both Sides USing a high-level dlsmfected forceps Without teeth, transfer the
gloves, dned on both Sides, to a dry, high-level disinfected container With a tlght­
fittmg lid For postabortlon procedures, store for up to one week For pregnancy
procedures, see page 740 Gloves also can be stored In the stacked and
covered steamer pan(s)

To prepare a high-level diSinfected container, bOil or fill the contamer With
decontammatlon solution, soak for 20 mmutes, nnse With bOiled water, and air
dry The chlorme solution can then be transferred to another contamer and
reused
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How to High-Level DIsinfect Surgical Gloves by BOIling

After surgical gloves have been decontaminated and thoroughly washed, they are
ready for HLD by bOIling for 20 minutes For postabortlon procedures, bOiling
surgical gloves should be done only If the gloves are to be used Immediately (I e ,
worn "wet" after being bOiled and cooled) For pregnancy procedures, air dry
after bOIling, and store In a covered HLD container (see page 740)

STEP 1 Place gloves In a bag made of plastiC or nylon netting

STEP 2 Place a weight In the bag so that all gloves and the bag Will be at least
2 5 cm (1 Inch) below the surface of the water

STEP 3 Place the lid over the pan and bring water to a full, roiling bOil (When
water only Simmers, the temperature at the surface may never get high enough to
kill microorganisms)

STEP 4 Reduce heat so that water continues to bOil at a roiling bOIl When
water bOIls too Violently, It evaporates qUickly and wastes fuel Be sure there IS
suffiCient water In the pan to cover Items for the entire 20 minutes of bOIling

STEP 5 When roiling bOIl beginS, start the timer or note time on a clock and
record In HLD log (book) or on a paper No objects or water should be added
after timing starts

STEP 6 BOIl gloves for 20 minutes If you do not have enough water, add
water, bnng to roiling bOIl, and start timing again for the full 20 minutes

STEP 7 After bOiling for 20 minutes, remove bag of gloves With high-level
disinfected, dry forceps Never leave bOiled objects In water which has stopped
bOIling As the water cools and steam condenses, air and dust particles are
drawn down Into the container and may contaminate the gloves Never leave
balled objects In water which has stopped bOIling

STEP 8 Allow excess water to drip off gloves (shake the bag gently) Place the
bag In a high-level disinfected container, cover, and allow to cool (about 5 to 10
minutes) before use

STEP 9 Wear high-level disinfected gloves to untie the bag Remove the gloves
from the container uSing high-level disinfected forceps Without teeth Gloves
which are worn "wet" may be weakened and less stretchy (elastiC) Therefore, put
on "wet" gloves very carefully Note After bOIling, gloves should be used Within
30 minutes, If pOSSible After thiS time, the fingers of the gloves stick together and
the gloves are hard to put on despite being damp

STEP 10 Gloves remaining In the bag (not used) at the end of the cliniC session
should be reprocessed because they Will not dry completely (inside and outSide)

S£I
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For labor, delIVery and postpartum procedures In low volume health centers,
maternities, and clinics, midWives can use high-level disinfected gloves which
are air dned on both Sides and stored In a high level disinfected covered
container

When they are used, the midwife washes her hands before she puts on the
gloves Since these gloves have been air dned, the midWife should wash her
gloved hands before she prOVides care If the gloves have been stored for one
month and the contamer has been opened, the midWife should wash the stored
gloves with soap and water, and high-level dlsmfect them agam, before she uses
them to prOVide care

Ways to Help Avoid Glove Problems

PROBLEM STICKY GLOVES

Probable Cause Recommended Solution

Residual liqUid soap Reduce amount of liquid soap or detergent used when
washing gloves

Rinse gloves at least three times In clean water

Heated to high temperature for too long Use 30 minutes stenllZlng exposure at 121°C (250°F)
and remove gloves from stenllZer as soon as cycle IS
completed

Gloves sterilIZed wrth other goods Stenllze gloves separately

Gloves not allowed to dry completely after Wear "wet" wrthln 30 minutes or allow to dry for 4 to 6
steaming hours before uSing

Poor powdenng Use absorbable glove powder and follow manufacturer's
Instructions to Insure a film of powder on all surfaces

Surfaces of gloves touching each other Gauze or paper should be Inserted between the palm
and back of hand of each glove and between the hand
of the glove and the turned-back cuff Th IS allows steam
to contact all surfaces dunng stenllZatlon and prevents
surfaces from sticking to each other

Breakdown (detenoratlon) of rubber (latex) Store In a dry cool area

(Rubber gloves deteriorate while stored even Do not store In direct sunlight
though they have not been used They become
soft sticky and unusable )

PROBLEM EXCESSIVE TEARING OR RUPTURING

Gloves used too soon follOWing stenlizatlon Do not use gloves for 24 to 48 hours after sterilIZation
ThiS allows gloves to regain their elastiCity before use

Source Tomlinson (1991)
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Accidental Contamination of Sterile or High-Level DIsinfected Gloves

There are several ways to contaminate stenle or high-level disinfected surgical gloves
including

• teanng or puncturing the glove

• touching any nonstenle object with the stenle glove

• touching the outside of a stenle glove with an ungloved hand

Midwives wearing stenle or high-level disinfected gloves should be careful not to
contaminate gloved hands accidentally by touching nonsterlle objects, unprepped
skin, or mucous membranes

Re-glovlng after Contamination

To re-glove after contaminating a glove dUring a procedure, remove the contaminated
glove by the cuff, and place It In chlonne solution for decontamination (If reusing) or In
waste container The re-glovlng procedure will depend on whether the glove IS stenle
or high-level disinfected

Sterile glove

Have your assistant open a sterile glove pack, laying the glove package on a
clean surface Put on the replacement glove In the usual manner

OR
Have a gloved assistant open the sterile glove package, remove a sterile glove,
and hold the glove open by the cuff Put your hand Into the glove without
touching the outside of the glove Adjust the glove after the assistant lets go of
the cuff

High-level disinfected glove

Have an assistant pick up a replacement glove with high-level disinfected forceps
Grasp the replacement glove by the turned-down cuff Put on the glove In the
usual manner

OR
Have assistant remove a replacement glove from the high-level disinfected
container with forceps and hold the glove open by the cuff Put your hand Into the
glove without touching the outside of the glove
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Learnmg Aid 3 • Sterile Technique and Sterile Supplies

Stenle technique IS used to prevent contamination For example, stenle technique IS
used when dOing a cesarean section or a symphYSiotomy, to stop germs from getting
Into the inCISiOn (cut) All of the area and anything touching the area where the cut IS
made must be stenle (having no germs)

General Rules

1 Everything that touches broken skin, IS used to cut (such as SCissors), or goes
through the skin (like a needle) must be stenle

2 Stenle wrapped articles (such as cotton, gauze, gloves, Instruments) are not
stenle If
• there are holes In the wrappers Holes let germs inSide of the wrapper
• they are damp or wet Germs can go inSide through the wet places
• they fall on the floor The floor IS always very contaminated

3 Stenle gloved hands and stenle objects (supplies and equipment) must always be
kept In view or above your waist The area below the waist or table top IS
conSidered not stenle For that reason, do not let your stenle gloved hands hang
down Always hold your stenle gloved hands higher than your elbows

4 A stenle article touched by something not stenle becomes not stenle

5 It IS not wrong to contammate somethmg It IS very wrong to know an area
or somethmg IS contammated and not correct the situation

6 Stenle equipment IS not stenle If
• It IS uncovered In a stenle container
• It IS touched With unstenle hands, Instruments, or matenals

Hand Washing - IS the best way to keep from passing germs Germs are carned on
your hands as you touch things Germs are on your hands and under your
fingernails

1 Hand washing should be the most frequent actiVity of the midWife

2 Hand washing must be done
• when starting and leaVing work
• before and after dOing any procedure such as cathetenzatlon, giVing an

inJection, bathing a baby, and so forth
• after dOing tests such as unnalysls and hemoglobin

3 Keep your fingernails short and clean Use soap and water Dry your hands With
a clean and dry towel or dry them In the air
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Surgical Hand Washing - must be done for 3 minutes before any procedure In the
operating room You need a brush (surgical or local sponge), a stick to clean your
nalls, soap, or antiseptic solution and water to wash your hands Stenle gloves
should also be used when available

First Scrub

1 Wash your hands with soap and water
2 Wet your hands and forearms
3 Put soap on your hands and then your arms to your elbows
4 Hold your hands above elbow level as much as possible The hands are

always cleaner than your arms dunng and after a surgical scrub Water
should always run from your finger tiPS to your elbows

5 Clean your nails with a stick or nail file
6 Rinse your hands and arms (holding your hands above your elbows) with

running water from a tap or poured by an assistant

If you do not have an assistant, you must have three containers of water Use
one container to wet and make soapy lather Use one container to nnse the first
two times and the third container to do a final nnse Rinse by putting your hands
In first, then with a continuous motion, pull your arms (to the elbows) through the
water Always keep your hands above your elbows so that water runs from the
tiPS of your fingers to the elbows

Second Scrub

1 Wash your hands and arms with soap and water
2 Scrub each hand and arm with a brush or local sponge Make sure to scrub

every Side of each finger Scrub between the fingers Be careful not to rub so
hard that you scratch the skin

3 Rinse hands and arms with running water
4 Remember to keep your hands above your elbows at all times

Third Scrub

1 Repeat scrubbing with brush and nnse again with running water Air dry
2 A stenle towel may be used If you are putting on stenle gloves
3 Remember to keep your hands above your elbows at all times

Practice the surgical hand washing technique under the supervision of a co­
worker Practice until you no longer have to time yourself With practice you
should be able to do a surgical hand wash In 3 minutes Time IS very Important
In an emergency It IS necessary for midWives to be skilled In surgical hand
washing to prevent contamination when assisting In the operating room

/
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Sterile supplies such as mstruments, cotton, gauze, towels, suture, and so forth are
protected from contammatlon by the stenle paper or cloth m which they are wrapped
Supplies that are stenllzed by autoclave or pressure cooker may be protected m
stamless steel drums or canisters with lids Remember that It IS the mSlde of any
stenle container or package that IS stenle

There IS a special way to use stenle contamers An assistant with clean hands can
open the containers, touching only the outSide If there IS a lid and you need to lay It
down, always lay It down with the stenle Side not touching anything With your
stenle gloved hands, touch on the mSlde of the contamer Stenle supplies can be
removed from a container or package with a stenle transfer forceps

Methods of Sterilization

1 Make sure that everything IS decontaminated and cleaned, that mstruments are
open and synnges disassembled Flush all tubmg

2 Two ways to stenllze are

Wet Heat (autoclavmg) - the method of chOice for reusable Instruments, needles,
synnges, and gloves Operate autoclave according to the instructions, at 121°C
(250°F) eqUivalent to a pressure of 101 kPa (15 Ib/square Inch) for a minimum of
20 mmutes If eqUipment IS wrapped, 30 mmutes IS necessary

Dry Heat reqUires that eqUipment be heated at 170°C (340 OF) for 2 hours An
ordinary household oven IS satisfactory for dry heat stenllzatlon Dry heat can
NOT be used for rubber or plastiC equipment

3 Storage should be In a clean dry place If equipment IS wrapped If the eqUipment
IS not wrapped for stenllzatlon, store In a stenle container With a lid

For more Information, review fundamentals of nursing procedures on stenllzatlon
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Learmng Aid 4 - IncIsion and Dramage of Breast Abscess

A breast abscess IS a localized collection of pus which at first IS a painful, hard red
swelling In the breast Over time, or with the application of hot compresses, the
swelling softens and forms a soft yellow center The swelling (abscess) IS ready to be
cut open (inCise), and the pus drained, to help healing and relieve the pressure and
pain

Equipment

Scalpel, size 11 blade If possible
Soap and water
Stenle gloves or artery forceps

Procedure

Gauze squares and bandage
AnalgeSIa/anesthesia
Container for waste

1 Start the woman on a broad spectrum antibiotic such as penicillin V 500 mg or
erythromyCin 400 mg 4 times per day for 10 days or co-tnmoxazole 800 mg tablets
twice a day for 7 days

2 Get all the equipment ready

3 Tell the woman what you are gOing to do Help the woman Sit on a chair With her
breast resting on a table

4 Very gently wash the breast With soap and water LOOK and FEEL to know
where the pus (soft, most painful and tender to touch) area IS on the breast

5 Give analgeSia Intramuscular (1M), (such as Pethidine 50 mg, Taiwin 50 mg) or
local anesthesia (spray ethyl chlonde on the soft and painful part of the breast)

If analgeSia or anesthesia IS not available, continue With the inCISiOn and
drainage The woman may not be able to relax She will have pain and be
uncomfortable Explain to her that the pus must be taken out of her breast so that
she will be able to breast feed her baby Help her to understand that the pus In
the breast can spread to other parts of her body and make her more Sick than she
IS nght now

6 Wash your hands Put on stenle gloves If you have them

7 Cut the abscess With the POint of the blade Make sure the cut IS big enough to
put your finger Into the opening Make the cut all at one time Cut In a straight
line towards the nipple Thick yellow, green, blood stained, foul smelling drainage
(pus) will usually run from the opening
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8 If you are wearing sterile gloves, gently push your finger mto the openmg so that
you will break up the pockets (sections) of the abscess and the pus will dram out
See Figure 4

\
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Figure 4 Breakmg up the Pockets of the Abscess

If you do not have sterile gloves, gently push the hemostat (artery forceps) mto
the opening Open the hemostat to break up the pockets of the abscess so that It
will dram Let the pus dram until It stops Do not press or squeeze the breast,
this will be too pamful for the woman

9 Open a 4 x 4 sterile gauze square Start with one corner and gently push the
gauze mto the opening as far as It will go Let a little of the gauze stick out of the
openmg The gauze packmg will help to dram the pus

10 Cover the openmg with gauze and wrap with a bandage Help the woman put on
a loose fittmg brassiere If she does not have brassiere, use a sling, head tie, or
other cloth to support the breast

11 Change the dressmg every day Pull the gauze out a little each day to help the
pus dram Take the gauze all the way out m 4 days Contmue antibiotics for 10
full days Contmue to breast feed on the breast that IS not affected If breast
feedmg was stopped, start agam as soon as the woman can tolerate It, see
Prevention of Mastitis on page 7 15

12 Contmue to see the woman until there IS no pus drainage and the opening IS

closed
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What Old I Learn? Find out what you know and understand of this module section by
answering the following questions When you are finished, look for the answers In the
module on the pages shown In parentheses ( )

1 Define sepsIs (page 74)

2 List 5 ways germs can get Into a pregnant woman or her newborn baby
(page 7 5)

3 How can you, the midWife, prevent sepsIs? (page 7 5)
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4 List 4 findmgs that will help you decide If a woman has postpartum mfectlon after
a complete abortion (page 7 9)

5 What actions will you take to help a woman who has postpartum mfectlon after a
complete abortion? (page 7 9)

What actions by a midwife could have prevented this woman's mfectlon?
(pages 7 10 - 7 11)
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6 list findings that wIll help you decIde If a woman has chonoammomtls
(page 7 12)

7 How wIll you decIde that a breast abscess IS ready to be cut and drained?
(page 7 15)

8 How does tetanus Infect a newborn? (page 7 22)

9 How can you prevent tetanus In the newborn? (page 7 24)
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10 Septicemia IS an infection of the whole baby, caused by germs m the blood How
can these germs get mto the blood of a newborn baby? (page 7 21)

11 What actions will you take to help a baby with septicemia? (page 7 21)
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12 Ophthalmia neonatorum can cause blindness In the new baby Descnbe the
actions you will take to care for a baby with ophthalmia neonatorum (page 7 19)

13 List and explain each of the mfectlon prevention steps for equipment and
supplies (pages 7 28 - 7 30)

14 Descnbe the high-level diSinfection steaming process for gloves (pages 7 37­
738)
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Case Study 1 - The Problem Solvmg Method

The Problem Solving Method IS an organrzed way of giVing care to women The
Problem Solving Method IS a way of thinking about the care you give to women This
case study will help you review the Problem Solving Method

We all solve problems every day of our lives We usually do not think about the steps
Involved In problem solving, though we all follow steps to solve problems The
Problem Solving Method IS a way to help us follow steps In giVing care to women

The four steps of the Problem Solving Method are

1

2

3

4

Check your answers by looking In Module 1, page 1 22

The Traditional Birth Attendant (TBA) sees you at the market and asks you to VISit
Mrs P I She delivered 5 days ago This morning she feels very hot and does not
feel like bathing or eating

ASK and LISTEN

What do you ASK the TBA on the way to see the woman?

You find out that Mrs P I received antenatal care at the hospital, this IS her second
delivery, the baby girl IS sucking, moving around and looks healthy, the labor was
about 1/2 day, the perineum IS Intact, placenta and membranes are complete

What do you ASK Mrs PI?
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You find out that she has abdominal pain, foul smelling bloody vaginal discharge, and
chills She has taken a little tea, but does not feel like taking any food She has not
taken any medicine

Before you LOOK and FEEL, think about the information you have been told For
example, Mrs P I has Chills, therefore you want to find out If she has fever

LOOK and FEEL

What examination do you do (LOOK and FEEL) on Mrs P I uSing the ASK and
LISTEN information?

Refer to Module 7, page 7 6

You find out that she IS very hot to the touch, her pulse IS 108 beats In a minute, she
IS flushed, looks sick, and has foul smelling, blood-tinged, purulent vaginal discharge
The uterus IS firm, contracted, and very tender

IDENTIFY THE PROBLEM

USing the information from ASK and LISTEN, LOOK and FEEL, what IS the problem
with Mrs PI?

Refer to Module 7, page 7 13

You IDENTIFY THE PROBLEM that Mrs P I has an infection of the uterus You
know that untreated postpartum infection (sepsIs) can spread from the uterus Into the
abdomen An abscess may form In the abdomen The infection may go Into the
blood-stream, causing septic shock (shock due to Infection) and death

TAKE APPROPRIATE ACTION

What ACTION Will you take to help Mrs PI?

Refer to Module 7, page 7 13
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You explain to the TBA, the woman, and the family, that the woman IS very sick and
must get to the hospital as soon as possible Ask the family to arrange transport, and
go with the mother and baby to the hospital While waiting for transport, help her rest
In a semi-seated position Keep her pelvIs low to help drain discharge from the uterus
and vagina

Since you were called from the market, you probably do not have any antibiotics with
you IF you have antibiotics with you, give her a broad spectrum antibiotic such as
ampicillin 1 gm by mouth

Lower her fever and hydrate her by giving at least one glass (8 ounces) of water or
other liqUId every hour If she IS very sick, feed her the liqUId with a spoon If she
begins to vomit, walt a little while and begin giVing her liquids again Reassure her
and explain to her that the fluids Will help her to get better and that she must try to
take them

If It IS possible to get IV flUIds from your maternity, what IV flUId do you give and In
what amount?

Refer to Module 8, pages 8 17 and 8 18, for IV solutions and how to mark containers
with the hours

Give Ringer's Lactate when a woman IS In shock or near shock If you do not have
Ringer's Lactate, choose Dextrose 5% In Water, or any other flUId you may have

Give 500 ml of fluid as fast as It Will go You should stay beside the woman while the
IV IS running In so fast Take the blood pressure and pulse every 5 minutes When
the blood pressure begins to go up and the pulse come down, slow the IV fluid Give
100 ml every hour Mark the IV solution container, With the hour for each 100 ml
Watch the solution gOing In so that you can regulate It to 100 mlln each hour

Always watch carefully for swelling around the needle when you are giVing IV solution
If you see swelling, slow the IV down and watch the woman very carefully If the
swelling Increases, stop the IV solution, and remove the needle Try to start the IV In
another place

Look for shock as you take the woman to the doctor
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What signs of shock will you LOOK for, as you go with the woman to the doctor?

Refer to Module 8, page 84

If Mrs P I IS In shock or near shock, she will LOOK restless and nervous (anxIous)
The respirations Will be shallow and fast (above 40 per minute) The pulse may be
hard to feel (weak) and fast (above 90 per minute) The blood pressure Will be low
(below 90/60) The skin Will FEEL cold and wet If the fever IS very high, the hands
and feet may feel cold and the whole body wet

What Will you do when you reach the hospital?

Help the hospital staff move Mrs P I and make her comfortable Introduce the family
to the staff and explain that the staff will now be canng for Mrs P I Wnte down
everything that you have done for Mrs PI, including any mediCines given and explain
to the staff Ask the family to tell you when Mrs P I comes home so that you can see
her and follow up on anemia
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Case Study 2 - Newborn What Is the Problem?

ASK and LISTEN
An eight day old baby IS brought to your clinic The mother says the baby does not
suck She says the baby IS very hot The mother tells you that the baby has a seizure
(fit) every time she touches her

LOOK and FEEL

The baby IS hot to touch The Jaw IS tight In spasm and the body IS stiff (rigid)

What IS the PROBLEM?

What is the ACTION?

Was this PROBLEM preventable? If so, how?

ANSWERS - Case Study 2

What is the PROBLEM? Tetanus IS probably the problem, but think about sepsIs
too

What is the ACTION? REFER as soon as possible Give 150,000 Units penicillin
to prevent infection and a sedative such as 1 mg Valium or 15 mg amobarbital
sodium Give both 1M If referral takes some time, help the mother to express
breast milk and feed the baby with a spoon or a nasal gastric tube, If available
Give cool compresses for fever, try not to touch the baby any more than you have
to In order to prevent convulsions

Was this PROBLEM preventable? If so, how? Yes, It was preventable Give 2
injections of tetanus tOXOid to the mother at least 4 weeks apart during her
pregnancy Teach birth attendants and mothers to wash their hands carefully and
to use bOiled or stenle equipment at deliveries Teach them that the umbilical cord
IS tied with a stenle or bOiled string/thread and cut wIth a stenle or bOiled knife or a
new razor blade Teach those who perform CircumCISions to use boiled or stenle
Instruments Teach them to wash the cut area with soap and water every day and
every time the child unnates or passes stool



Prevention and Management ofSepsis 757 lJfe.SSVlng Skills «:> ACNM 1998

Case Study 3 - Newborn: What Is the Problem?

ASK and LISTEN
Mother says her three day old baby's eyes are red and swollen The baby was
delivered at home and had no eye care Mother had a vaginal discharge dUring
pregnancy and has It now

LOOK and FEEL
The baby's eyes are swollen When the eyelids are lifted, much thick, greenish
discharge IS seen

What IS the PROBLEM?

What IS the ACTION?

Was this PROBLEM preventable? If so, how?

ANSWERS - Case Study 3

What IS the PROBLEM? ConJunctivitis. possibly gonococcal

What 1$ the ACTION? USing a syringe. wash eyes Wtth cooled bOiled water with a
pInch of salt 10 one-half liter ofwater Wash from the nose outward toward the ear
Wash until all discharge IS removed Apply antibiotiC eye drops or ointment Wash
eyes and put In antibiotic eye medICine, every 15 mmutes X 1 hour, every hour X
24 hours After first 24 hours, 3 times a day untd eyes are normal Give anbblotlc
1M Treat both parents for gonorrhea, if testing IS not available explain to the
parents that the IOfant became Infected from the birth canal dUring delivery

Was this PROBLEM preventable? If so, how? Yes, teach birth attendants and
mothers-to-be that antibiotiC eye mediCine at birth can prevent thiS Sickness
Teach mothers at antenatal chnlc that vaginal discharge can be treated and that
gonorrhea can be prevented by the use of condoms
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Case Study 4 - Mother What Is the Problem?

ASK and LISTEN
Mother complains of fever and chills and a bad smelling vaginal discharge She
delivered 5 days ago

LOOK and FEEL
The temperature IS 39°C (102 6°F), pulse IS 104 The lower abdomen IS tender when
you FEEL (palpate) You see and smell foul smelling bloody purulent (pus) discharge
when you LOOK When you do a vaginal examination (FEEL), the uterus IS very
tender to touch and It IS soft

What IS the PROBLEM?

What is the ACTION?

Was this PROBLEM preventable? If so, how?

ANSWERS - Case Study 4

What is the PROBLEM? Postpartum infection

What IS the ACTION? REFER the mother and her baby Until referral can happen,
place her In a semi-seated position, give a broad spectrum antibiotic Help the baby
attach and breast feed

Give oral hydration. at least one glass of liqUid In an hour If the mother IS too sick to
drink or IS vomiting, give Intravenous infusion Reassure and explain to mother and
family

Was this PROBLEM preventable? If so, how? It IS difficult to know In this situation,
as we do not know where the mother delivered or the conditions surrounding her
delivery General cleanliness and bOlled/stenle gloves and eqUipment should always
be used for a delivery Hand washing before examinations and washing of the
mother's gemtal area before vaginal examinations and before delivery are very
Important
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Case Study 5 - Mother: What Is the Problem?

ASK and LISTEN
Mother complains of painful swelling of her left breast She also has fever and chills

LOOK and FEEL
Her temperature IS 38 aoc (102°F), pulse IS 92, left breast IS warm to touch and
tender One area IS firm and reddened

What IS the PROBLEM?

What IS the ACTION?

Was this PROBLEM preventable? If so, how?

ANSWERS - Case Study 5

What is the PROBLEM? Breast abscess

What IS the ACTION? TeU the mother to continue to breast feed from both
breasts Continued breast feeding will help healmg of the breast and will not make
the baby Sick Tell the mother to apply wet, warm compresses to the affected area
for thirty minutes four times a day Give the mother an oral antibiotic such as
ampICillin If the reddened area forms a soft yellow center, the breast abscess Will
need to be dramed

Was this PROBLEM preventable? I so, how? Th1s breast abscess may have
been prevented Breast Infectlon may be caused by mltk staYing tn the breast, by
the breast not completely emptying after nursing, or by bruiSing of breast tissue as
a result of rough or prolonged expression of milk An abscess may develop from
cracks on nipples Cracks on mpples develop sometimes because the baby does
not attach to the nipple correctly Help the mother learn how to hold her baby so
the entire nipple and areola IS In the baby's mouth, thiS posItion Will prevent sore
mpples Sore mpples lead to cracks on mpples and cracks lead to abscesses Help
the mother learn how to empty her breast either by encouragmg the baby to suck or
by gentle manual expression of breast milk after nursing

Prevent breast mfectlon through very good hand washing With soap, good breast
care mclud.ng gentleness. cleanliness With speCial attention to the mpple, good
support for the breasts, and watchma the baby for skm, eve, or cord mfectlon

"r,J I.) I
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Skills Checklist - IncIsion and Drainage of Breast Abscess

This checklist has two purposes
1 The midwife uses It as a gUide for checkmg her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observmg/performmg, wnte a rating ./ =satlsfactory OR X =needs Improvement
Add any other comments In the comments section below

Date Date Date Date

When domg an mClslon and dramage of a breast
abscess

1 Start the woman on a broad spectrum antibiotic

2 Collect all equipment

3 Prepare the woman and explam what you are
gOing to do

• Help her Sit on a chair, with her breast resting
on a table

4 Gently wash the breast

5 LOOK and FEEL for the soft place on the breast

6 Give analgesia/anesthesia If available

7 Wash your hands, put on high-level disinfected
(HLD) or stenle gloves

8 Cut the abscess

• Use the pomt of the blade Cut m a straight
line towards the nipple

• Make the cut big enough to put one finger In

• Cut all at once

9 Break up the pockets of the abscess

• with gloved finger or artery forceps (hemostat)
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Date Date Date Date

• DO NOT PRESS OR SQUEEZE BREAST

10 Keep the cut open to drain pus

• Open a 4 x 4 gauze square

• Start with one corner

• Push gauze Into the opening

• Let a little gauze stick out of opening

11 Change the dressing every day, until there IS no
pus drainage

• Pull the gauze out a little more each day

• Remove gauze packing on 4th day

12 Follow up

• Continue to give antibiotics for 10 days

• Continue to see the woman until no more pus
drains from the cut and the opening IS closed

• Help the woman with breast feeding If she has
stopped

13 Record what you have done

Comments
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Skills Checklist -Infection Prevention

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor use It when evaluating how well the midwife performs

After observing/performing, write a rating ,/ =satlsfactory OR X =needs Improvement
Add any other comments In the comments section below

Date Date Date Date

1 Use protective clothing and gloves

• Wear apron/gown for delivery, put on before
washing hands

• Change shoes In delivery area, before
washing hands No bare feet or sandals

2 Wash hands for 3 minutes

• Have ready soap, clean water, clean and dry
towel

• Remove Jewelry from hands and forearms

• Wet hands, forearms Put on soap and wash
Clean nails Rinse with running water

• Soap hands, forearms again
- Use brush If available
- Wash every side of each finger

• Rinse hands, forearms with running water

• Repeat wash with soap and water and rinse

• Remember to keep hands above elbows

3 Use gloves

• When touching anything with blood or body
flUids

• When you have a cut on your hand
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Dare Dare Dare Dare

• When washing up after delivery including
- EqUipment
- Instruments
- Delivery furniture or floors

4 Prevent splashes

• When artificially rupturing membranes

• Milk (push blood out of section of cord) the
baby's cord before cutting

5 Prevent needle sticks place used needles In
appropnate contamer

6 Use infection prevention process

• Decontammatlon - Make solution correctly

- Open Instruments like sCissors

- Fill and flush synnges/tubes with solution

- Completely cover and soak for 10 minutes

• Clean - Wash with soap and water

- Use brush on Instruments

- Clean JOints on Instruments

- Flush tubes and synnges

- Rinse with water

• High-level dlsmfect

- If bollmg, cover opened Instruments
completely with water Cover pot

Bring water to bOIling BOil 20 minutes
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Date Date Date Date

Remove transfer forceps, use transfer
forceps to remove Instruments

Place In high-level disinfected covered
container

- If Steaming, bOIl water

Place opened Instruments In steamer wIth
bOIling water Cover pot

Steam for 20 minutes

Remove steamer with Instruments Open
lid slightly

Allow Instruments to air dry

Remove Instruments with HLD transfer
forceps

Place Instruments In HLD covered
container

• Sterilization

- Prepare for autoclave
- Prepare for dry heat

Comments
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Skills Checklist - Care of Surgical Gloves

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor use It when evaluating how well the midwife performs

After observing/performing, write a rating ./ =satisfactory X =needs Improvement
Add any other comments In the comments section below

Date Date Date Date

1 Before removing gloves, put hands In

decontamination (0 5% chlonne) solution rinsing all
sOil from the gloves

2 Remove gloves by turning inside out, soak In

chlonne solution 10 minutes

3 Wear clean gloves to wash used gloves with soap
and water

• Rinse gloves with clean water

• Test gloves for holes by filling with water

• Throwaway gloves with holes

• Air dry

4 If stenhzmg, fold cuffs

• Pack gauze or paper inside each glove so the
glove does not stick

• Wrap gloves

• Stenllze uSing autoclave for 30 minutes

5 If high-level dlsmfect (HLD)

• Fold cuff on gloves

• Lay gloves In steamer so they can be easily
removed without contamination

• Place steamer on pot with water bOIling

( 'I I
.J
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Date Date Date Date

• Place lid on top of steamer

• Steam for 20 minutes (roiling bOil)

• Remove steamer rack with the gloves - shake to
remove water

• Place steamer rack with gloves on an empty
HLD pan,
- Cover
- Allow to cool Use cool, wet gloves for

postabortlon procedures
- Air dry on both sides Use air dned gloves

for pregnancy procedures In low volume
maternities and cliniCS (wash gloved hands,
before providing care)

• Store In a HLD covered contamer

• Reprocess If not used
- In one month (pregnancy procedures In low

volume maternities and cliniCS)
- Dunng a smgle cliniC session (postabortlon

procedures)

• Steam only number of HLD gloves needed for
one month (or one cliniC session) to aVOid
repeated steaming of gloves which wears them
out

Comments
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Goal

HYDRATION AND REHYDRATION

The midwife will learn to mOnitor the mother's fluid Intake and Judge when she
needs more flUids, especially when she IS at risk for shock The midwife will
learn how to give appropriate fluids orally, Intravenously, rectally, or
Intraperltoneally as needed

Objectives

The midwife caring for mothers will be able to

1 describe normal dally flUid needs
2 define shock and dehydration
3 Identify common causes of shock and dehydration In mothers
4 record observations of hydration status
5 Identify signs that indicate a need for emergency referral
6 Identify the best Intravenous solution to use In a specific emergency situation

and the amount to be given
7 list potential dangers of giVing flUids Intravenously
8 describe and demonstrate how to give Intravenous (IV) flUid
9 describe and demonstrate how to give flUid In the rectum
10 describe and demonstrate how to give Intrapentoneal (IP) flUid
11 describe and demonstrate how to prepare oral rehydration solution (ORS)

and give oral rehydration therapy (ORT)

Introduction

People normally take In the water and salts their bodies need through the food they
eat and the flUids they dnnk Water and salts leave the body through stools, Urine,
breathing, and sweating When a person IS healthy, water and salts pass from the
bowel (intestines) Into the blood When there IS sickness, the bowel does not work
normally, and less water and salt go Into the blood More than the normal amount of
water and salts may be lost If the person has fever, vomiting, hemorrhage, or
diarrhea When a person works hard, the water and salts are lost more qUickly
through sweating and breathing

A larger than normal loss of water and salts from the body causes dehydration
Dehydration happens when the output of water and salts IS more than the Intake of
water and salts The output may be due to sickness, hard work, or too small an Intake
of fluids
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The mother In labor IS working very hard, and she loses water and salts qUickly The
midwife must help the mother to drink and eat, so that her body has the energy, salts,
and water It needs The midwife should be sure the mother drinks at least one cup of
liqUid every hour DUring labor, she must record the fluids the mother takes See
Module 3 Momtorlng Labor Progress, page 3 34, for where to record the fluid the
mother drinks

To prevent dehydration, the mother must drink plenty of fluids dUring pregnancy
and early labor Advise her to drink locally available flUids such as rice water, fruit
JUice, weak tea, or drinking water DUring early labor, help the woman to drink fluids
for rehydration and energy Fluids such as frUit JUice and weak tea with sugar are
good Make a note of the fluids that women In your area like to take dUring early labor
for energy and strength If the labonng mother IS vomiting and can not dnnk one
whole cup of liqUid at a time, have her take small SipS after every contraction

The problems of dehydration and shock are closely linked In this module, you will
learn life-saving steps you can take to prevent shock, and actions that will save the
life of a woman In shock, including rehydration You will learn how to start an
Intravenous infusion In a peripheral vein, how to give rehydrating flUids In the rectum
and the peritoneal cavity, and how to rehydrate the mother who IS able to drink, uSing
oral rehydration therapy ReView questions will help you measure your knowledge
Learning aids prOVide information on IV solutions, ORS, and care of a woman with
convulSions Skills checklists will gUide you as you practice the skills

A Midwife's Experience...

A 20 year old primigravida attended antenatal clime and was advised to deliver at
hospital because of pre-eclampsla She delivered at home, and was carried to my
cllmc with her newborn son She was bleeding, felt cold, and her pulse was hard to
feel I asked someone to keep talking to her I covered her and put her bottom and
legs higher than her head (shock pOSition) while I rubbed her uterus The placenta
dehvered at home, too After the placenta came out, the grandmother said she
started bleeding It took 4 hours to carry her to my cllmc

I showed the grandmother how to massage the uterus and I started an infusion with
PltOCIn The bleeding slowed a little BP 70/40, pulse 110, temperature 36 8 0 I
told the family we must take her to the hospital The family had no money to go
We had to carry the woman and her baby one hour to the river The infUSion
infiltrated on the way The woman was very restless I got the vem again in the
canoe It took us 3 hours to get to the road to the hospital The taXI took 30
minutes more and the InfuSion again Infiltrated At the hOSPital, the woman was
taken right in to the theater (operating room) t was so happy I statted to cry The
woman and her baby stayed at the hospital for 5 days I felt confident and
competent to be a LSS midwife

LSS Midwife Vietnam
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Anaphylactic Shock - a reaction caused by taking Into the body a substance the
person IS allergic to, such as a tOXin (poison) from a bee sting, a snake bite, or a
mediCine For example, some people are allergic to peniCillin and Will go Into
anaphylactic shock If they receive It

Dehydration - dryness of the body when the output of water and salts IS greater than
the Intake of water and salts

Hemorrhage - abnormal bleeding (bleeding too much), usually from a ruptured (torn)
blood vessel Abnormal bleeding may be external (outSide of the body, such as
abnormal bleeding from the vagina), Internal (Into the body, such as abnormal
bleeding Into the abdominal caVity), Into the skin (such as a brUise), or Into other
tissues (such as Into the muscle, causing a deep brUise)

Infiltration - flUid gOing Into tissue (such as IV flUid gOing Into the tissue under the
skin Instead of Into the vein)

InfUSion - a liqUid being put Into the body through a vein for medical treatment

Intraperltoneal- In the peritoneal cavity (area)

Intravenous - Into a vein

Peripheral Vems - vessels away from the center of the body (such as veins on the
arms and legs)

Peritoneal Cavity - area (sac) lined by a membrane covering all of the abdominal
organs except the kidneys

Rehydration - giVing water and salts to replace what has been lost In the process of
dehydration

Shock - an emergency In which the body's Circulation does not work normally, and
organs such as the heart and lungs do not work well because they lack oxygen For
example, when a woman IS bleeding too much, there IS not enough blood to carry the
oxygen to the Important organs of the body Therefore, the organs stop or do less of
their normal actiVities such as when the heart can not pump as much, so the blood
pressure IS very low

Thrombophlebitis - infection of the wall of a blood vessel due to an Irritation of the
vessel wall
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When a mother needs extra flUids, It IS usually because she IS very sick She may be
In or nearly In shock The most common causes of shock are severe bleeding
(hemorrhage), flUid loss (diarrhea), oxygen loss (stopping breathing), infection (septic
shock), heart attack, or allergic reaction (anaphylactic shock)

Shock most often occurs dunng the third stage of labor when the mother bleeds too­
much (see Module 5 Prevention and Treatment of Hemorrhage) When blood loss
IS fast and too much (severe), the mother may die The midwife must act qUickly to
prevent this from happenrng A newly born baby with a low APGAR may also be In
shock (see Module 6 Resuscitation, page 6 15)

Shock IS a hfe threatemng emergency! Before you find out what IS causing the
shock, you must make sure you keep the woman alive It can never be stressed
enough that the Immediate responsibility of the midwife IS to Identify signs of shock
(low blood pressure and/or fast, weak pulse and/or cool, wet skin) and take action
right away Follow these life-saving steps of helping a woman

Life-Saving Steps

1 Airway - make sure the mouth and nose are clear and open Lay the woman on
one Side with head tilted back to keep the airway open (See Module 6
ResUscitation, page 6 37 )

2 Breathing - do mouth to mouth breathing If the woman IS not breathing (See
Module 6 ResUscitation, page 6 37 )

3 Heart - If the heart IS beating and the woman IS hemorrhaging, stop the bleeding
(See Module 5 Prevention and Treatment of Hemorrhage, pages 5 5 - 5 7) If
the heart IS not beating, do cardiac resuscitation (See Module 6 ReSUSCitation,
page 640)

4 Shock - cover the woman and keep her warm Raise the feet and legs about 10
centimeters (cm) (4 Inches) Do not give anything to eat or dnnk Keep calm
Reassure the woman and her family when you have time Handle her gently as
body movement can make shock signs stronger (faster pulse, lower blood
pressure)

5 Give fluids - do not walt for severe shock, which Will end In death Start IV flUids,
If they are available (see page 8 7) If you do not have IV flUids or If you can not
start the IV flUids, give flUids In the rectum (see page 8 13) Do not give anything
by mouth until the signs of shock are less
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6 Take blood pressure and pulse - ask your assistant to take and record the
blood pressure and pulse every 10 minutes This will help you follow the progress
of shock or the woman's recovery from shock

7 Transport - take the woman to the doctor as soon as you can Keep her warm,
but do not let her get so hot that she sweats and loses more fluid Keep her feet
and legs a little higher than her head Continue the IV fluids If this IS possible
Remember to take the woman's record so that the doctor will have as much
Information as possible about the woman Help the woman and family understand
what IS happening so that they will not be too afraId and nervous

Fmd Out the Cause of Shock

In order to stop the shock, you must find out what IS the cause and decide what to do
You must ASK and LISTEN, LOOK and FEEL, IDENTIFY THE PROBLEM, and
TAKE APPROPRIATE ACTION Depending on your situation, you may not be able to
take the time to find out the cause of the shock For example, you may Just be able to
try to stop bleeding from the vagina and help get the woman to the doctor, or If you
think the woman IS allergic to a mediCine, you may be able to give her some
antihistamine and help get her to the doctor The follOWing Problem SolVing Steps Will
help you learn the appropriate actions that are needed, In case there IS a delay In
getting the woman to a doctor

ASK and LISTEN

ASK how she feels If she IS In or near shock, she may tell you that she IS weak,
nervous or afraid She may be thIrsty She may say she can not breathe enough air
(short of breath) She may say her skin Itches ASK about pain In her chest She
may be too Sick to answer She may be unconscIous

LOOK and FEEL

SHOCK SIGNS AND SYMPTOMS

If she IS In or near shock, the woman Will
LOOK restless and nervous (anxIous)
Her respiratIons Will be shallow and fast
(above 40 per minute) The pulse may be
hard to feel (weak) and fast (100 or above
per minute) The blood pressure (BP) Will
usually be low (below 90/60) The skin
Will FEEL cold and wet (clammy) The
skin may be raised In places (welts) and
she may be scratching her skin The nails
and lips may look pale The face and lips
may be swollen LOOK for bleeding
FEEL the uterus to make sure It IS
contracted

Eyes
Face
Breathing
Pulse
Skin
BP
Others

- dull
- pale, sweaty
- fast, shallow
- weak, fast
- cold, clammy
- low (below 90/60)
- nausea, weak
vomiting, anXIOUS,
restless, or thirst
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IDENTIFY THE PROBLEM and TAKE APPROPRIATE ACTION RIGHT AWAY

IDENTIFY the cause of the shock, and take ACTION

Talk to the woman as you are taking care of her Help her feel that you are trying to
make the situation better Try to look calm and show that you know what you are
dOing This will help the woman not be too afraid Have one member of the family
stand beside her If at all possible

If the woman IS bleeding from the vagina,
try to stop the bleeding, give flUids, and
refer her as soon as possible If there IS
a delay In the transportation, and the
blood pressure IS continuing to fall (go
lower), firmly wrap the lower limbs, from
the feet to the thighs, with a bandage or
other cloth, and keep the legs elevated to
direct more blood to the brain, heart, and
lungs (See Module 5 Prevention and
Treatment of Hemorrhage, page 5 7)

If the woman IS losing flUids from
diarrhea, replace flUids qUickly and refer
See Learning Aids 1, 2, and 3 In thiS
module

SHOCK CARE

Keep airway open
Keep woman breathing
Keep heart beating
MOnitor shock position
Control bleeding
Keep woman hydrated
Move gently
Prevent loss of body heat
GIVE NOTHING BY MOUTH
Keep calm and be reassuring

If the woman has a severe infection (may have foul smelling vaginal discharge, fever,
and so forth), give flUids slowly and refer (See Module 7 Prevention and
Management of SepSIS, page 7 13 )

If the woman has a heart attack causing shock (she may have severe substernal chest
pain lasting 15 minutes or more, clammy skin, nausea, vomiting, difficulty breathing),
give 2 aspirin right away to help reduce heart damage Also give an available
Intramuscular (1M) analgesIc such as Morphine Sulfate 1/6 grain, Demerol 50
milligram (mg) or by mouth Tylenol with Codeine, and refer

If the woman has an allergiC reaction (difficulty breathing, wheeZing, feels faint,
swelling, rash, nausea, and so forth), give an InJectton of 1 1000 solution of
epinephrine subcutaneous (0 5 cc for adults and children over 40 kilograms) If the
signs of shock continue, repeat the injection In 5 minutes If there IS swelling and
Itching of the skin, give an antihistamine (such as Benadryl 25 mg 1M or Phenergan 25
mg 1M) Give flUids and refer

It Is Important for the midwife always to go with the woman to the doctor or
hospital The midwife can take care of the woman during the trip She can help
the woman and family so that they do not become too afraid The midWife IS the
best person to tell the doctor what IS wrong with the woman
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SKILL. Start an Intravenous Infusion in a Peripheral Vein

This skill of placing a needle Into a vein and making a steady flow of fluid Into the
woman's bloodstream can help you prevent shock and death Start IV fluid when
body flUid IS lost because of bleeding, infection, dehydration or shock ThiS IS a hfe­
saving skill Use Learmng Aid 1, page 8 17, as a gUide for chOOSing the type of IV
flUid and the amount of the flUid to be given

EqUipment

Adhesive tape (plaster)
Padded arm board
Stenle IV tubing
Clamp for IV tubing
Intravenous flUid
Antiseptic solution (such as alcohol, Savlon, or soap and water)
Cotton, gauze, or cloth
Stenle needle (20 gauge or whatever IS available)
Rubber tourmquet
Intravenous stand or nail In the wall
Clean gloves

Procedure

1 Collect eqUipment Place the eqUipment where you can reach It eaSily

2 Cut a 3 cm piece of tape and an 8 cm piece of tape Stick the tape to your clothes
or some other place you can reach It eaSily when you need It

3 Wash your hands with soap and water

4 Explain to the woman what you are gOing to do

5 ASK the woman to he In a comfortable position

6 Connect the IV flUid to the tubing

7 Hang the IV flUid on the stand or nail

8 Fill the tubing with the IV flUid from the bottle to make sure there IS no air In the
tubing Clamp the tubing Leave the stenle plastiC end on the tubing until you are
ready to use It
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9 LOOK for a vein Veins are placed somewhat differently In each person Veins
are usually easiest to see on the back of the hand, the forearm, and the ankle
(See Figures 1 and 2) You should LOOK for a vein as far from the heart as
possible Then If your attempt falls, you can select a new place further up the arm
or leg Do not use a vein that crosses a JOint (such as a Wrist or elbow), as a
needle placed over or at a JOint Will move every time the JOint moves and may
come out Whenever possible, use veins In the arms rather than In the legs

Figure 1 Veins In the Hand

Figure 2 Veins In the Forearm
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10 If the veins are stili hard to see, place the rubber tourniquet around the upper arm
(See Figure 3) You may also use a blood pressure cuff, a rubber glove, or ask
an assistant to squeeze the arm by circling the arm with both of her hands to stop
the flow of blood In the veins The veins will puff up If the woman has very low
blood pressure or IS losing too much blood, you may not be able to FEEL the
veins Place a warm cloth over the veins and pat the area gently to make the
veins fill up

Figure 3 Applying a Tourniquet to Find a Vein

11 Once you have found a vein, loosen the tourniquet Wash your hands Put on
gloves to protect yourself from germs which may be In the blood

12 Clean the skin over the area where you found a veIn, uSing soap and water or
antiseptic solution

13 Put the tourniquet back on the arm

14 Make sure the skin IS dry to prevent pushing soap or antiseptic solution Into the
vein

15 Hold the needle with the hand you use for giVing injections
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16 Use the thumb of your other hand to gently pull or stretch the skin over the vein
and hold the 11mb stili (See Figure 4) This prevents the woman from moving,
and the stretched skin Will hold the vein so that It does not move Remember to
not touch the area you have scrubbed

Figure 4 Pulling or Stretching the Skin

17 Push the needle through the skin, about 1 cm below the pOInt where you want It to
go Into the vein (See Figure 5) Position the needle along the Side of the vein

Figure 5 Push the Needle Through the Skin

18 Gently push the needle Into the vein Use a qUick, steady push Blood should
come back Into the needle If you see no blood, gently turn the needle or push It
a little more Into the vein

19 When you see blood, carefully loosen the tourniquet Attach the IV tubing to the
needle
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20 Check that the needle IS In the vein by slowly running IV fluid Into the vein If the
area around the needle swells, stop the flow of fluid and remove the needle
Apply pressure With a cotton swab to the area where the needle was Continue
pressure until the bleeding stops Start the procedure again further up the arm or
In a different location

21 If the area around the needle does not swell, use the 3 cm piece of tape to fasten
the needle where It enters the skin

22 Loop the 8 cm piece of tape, With ItS adhesive side up, under the needle Fold
each end of the tape diagonally across the needle to hold the needle In place
(See Figure 6 )

Figure 6 Tape the Needle In Place

23 Check again to make sure that the needle IS stili In the vein Clean off any blood
that may have come from the needle before you connected the tubing

24 Use an arm board or a splint to keep the JOint nearest the vein from moving
Place adhesive tape over the 11mb above and below the JOint Stick the ends to
the board Do not wrap the tape all the way around the 11mb Make sure the
board does not stop circulation Loop the tubing once or twice Fasten the tubing
to the 11mb

25 Regulate the flow (see Learning Aid 1, page 8 17) Check the needle every hour
to make sure the flUid IS running In the vein Lower the IV solution container
below the woman You Will see blood come Into the tubing ThiS means that the
needle IS stili In the vein Watch carefully for swelling There could be a leak of
flUid from the needle or the needle may come out of the vein

26 Make sure the woman IS comfortable and that someone IS With her In case she
needs help

27 Clean up all the equipment and prepare It for the next time you Will need It It IS
Important to be able to carry out all of these steps very qUickly In an emergency
Take time to practice and review the skill from time to time
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Dangers of IV therapy can be either local (at the place of the inJection) or general
(throughout the body)

Local problems happen more often and must be taken care of nght away to prevent
senous problems An Irrrtation to the wall of the vein can cause infection of the vein
(thrombophlebitis) To prevent thiS, (a) avoid many needle sticks Into the vein, (b)
avoid veins In the lower limbs (legs), and (c) avoid veins that are small and crooked
If the area around the needle gets painful, swollen, or hot to touch, clamp the tube
and remove the needle right away Start the IV flUid In another area of the body

A second local problem IS infiltration of the IV fluid This happens when the IV flUid
leaks Into the tissue either because the vein IS cut or because the needle gets moved
Infiltration can be prevented by careful and frequent checks of the needle and the IV
fluid If there IS a swelling at the injection area, clamp the tube and remove the needle
right away Restart the IV flUid In another place

General problems are a more senous threat to the life of the woman They happen
less often than the local problems, but the midwife must know about them and watch
carefully to prevent them

Infection of the blood happens when germs are allowed to go Into the bloodstream
This must be prevented by uSing stenle needles, tubing, and IV flUids

GIVing too much IV flUids too fast can cause the heart to weaken (heart failure) and
the lungs to fill up with fluids (pulmonary edema) This can be prevented by giVing IV
fluids according to the rate needed (See Learning Aid 1, page 8 17) The midwife
must also remember to watch for swelling of the face and eyelids when giVing IV
flUids These are signs of too much fluid
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If the midwife IS unable to give IV fluids for any reason, fluids may be given
rectally The woman with severe bleeding will be dehydrated and her body will absorb
the liqUid In a shock emergency, It IS not advisable to give fluids by mouth, even If
the woman IS thirsty, because she may vomit and aspirate FlUid given rectally may
save the woman's life This IS a life-saving skill

Equipment

Enema can with tubing
600 cc or milliliters (ml) of tepid drinking water, or DRS, or IV fluid
Cloth to serve as a pad under the buttocks
Soap and water to wash hands
Gloves

Procedure

1 Gather the eqUipment

2 Tell the woman what you are gOing to do

3 Wash your hands

4 ASK or help the woman to lie on her left side If at all possible ThiS helps the
water to flow Into the sigmOId and descending colon, helping with the absorption
of the flUid You will already have positioned the lower part of her body a little
higher than her head because of the shock Place a cloth pad under her buttocks
to catch any fluid that might run out

5 Lubricate the end of the tubing With water so that It Will slide through the anus
Without Irritation

6 Put on clean gloves

7 Run water to the end of the rectal tube and clamp off Insert the rectal tube Into
the anus slowly and gently ASK the woman (If conscIous) to take a deep breath
and let the air out slowly ThiS Will help her to relax and not try to push the rectal
tube out

8 Push the rectal tube about 10 cm (4 Inches) In the rectum

9 Hold the enema can Just high enough that the water runs Into the woman The
water should run very slowly, so the woman does not get abdominal cramping or
feel the urge to push the water out It usually takes about 30 minutes for the
water to run Into the woman
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10 When 600 ml has run In, remove the rectal tube gently

11 Help the woman to breathe deeply and relax Remind her to try not to let the
water come out The water will absorb soon and she will not have the urge to
push or go to the tOilet

12 Remove your gloves

13 Clean and dry the woman

14 Clean up the equipment

15 Wash your hands

16 Record the fluid Intake

The authors' expenence IS that once some of the rectal fluid absorbs, It IS

usually possible to start an IV infusion

17 If It IS not possible to get an IV infusion running and transfer (referral) IS delayed,
the rectal infusion can be repeated after 2 hours

18 Try very hard to orgamze transport and take the woman to a doctor for continued
care
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SKILL Give Fluids Into the Peritoneal Cavity (Intraperitoneal)

If the midwife IS unable to give IV flUids or clean flUid In the rectum, or If the woman IS
unable to keep the flUid In the rectum, IV fluids may be given Into the peritoneal
cavity It IS not advisable to give fluids by mouth, even If the woman IS thirsty She
may vomit and aspirate Once she has absorbed some fluids from the peritoneal
cavity and the signs of shock are less, oral rehydration therapy can be started (See
Learning Aid 2, page 8 19, for information on oral rehydration therapy) Intravenous
flUid given In the peritoneal cavity may save the woman's hfe This IS a hfe-savlng
skill Use this method only If the woman has delivered, and If she IS m shock
and If you can not give fluids m the vem or rectum Do not use this method for a
woman who IS pregnant

A MidWife's Experience

A grand multtpara was carned In, In the early morning She had dehvered at home
and had a very severe postpartum hemorrhage We could not find her pulse or
blood pressure It was Impossible to start a drip (IV InfuSIon) on her

I took the largest needle I could find and Inserted It Into her peritoneal cavIty I ran
In one liter of flUids as fast as they would go Several minutes later, I was able to
start an IV infusion In her arm We saved her hfel

Many years ago, I can remember putting flUid Into the peritoneum I don't know
why we got out of the habit (practice) of uSing this hfe-savlng procedure I have
used It twice since the training (Life-SaVing SklHs), and both times the woman hved

LSS MidWife, Nigeria

EqUipment
Antiseptic or soap and water
AdheSive tape
Gauze pads (2 x 2)
Gloves
Intravenous flUid at room temperature

Procedure
1 Gather the equipment

2 Tell the woman what you are gOing to do

3 Wash your hands

Stenle IV tubing With clamp
Stenle needle (18 or 19 gauge IS best,
smaller needles Will take longer In
giVing the fluid)

4 Attach the giving set and needle to the IV flUid container Fill the giVing set and
needle With flUid Clamp the tube Carefully place the needle cover over the
needle to keep It stenle
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5 Help the woman to lie on her back Put on gloves

6 Cleanse the abdomen well with antiseptic or soap and water

7 FEEL the abdomen to make sure It IS soft If the abdomen feels hard or tender
to touch, do not give the flUid In the peritoneal cavity as the flUid may not
absorb

8 Pinch the skin of the abdomen Just below the navel (umbilicus) In the midline with
your non-injecting hand

9 Push the needle horizontally through the skin

10 Ask your assistant to unclamp the tubing so that the flUid Will run as soon as the
needle enters the peritoneal cavity

11 Gradually and firmly, push the needle vertically Into the peritoneal cavity As
soon as the needle has gone In, the flUid Will run, and the stream of flUid Will push
the Internal organs out of the way of the sharp needle

12 Tape the needle to the abdomen so that It does not move

13 Run 500 ml of IV flUid Into the pentoneal cavity as fast as It Will go, usually about
10 to 15 minutes The flUid Will absorb through the intestines and pass Into the
bloodstream at a slow rate Since you are running the flUid Into the pentoneal
cavity where absorption IS controlled by the body, the rate of flow can be fast

14 Remove the needle after the 500 ml has run Into the pentoneal cavity

15 Cover the puncture site With a dry gauze dreSSing

16 Help the woman get comfortable, she may feel sleepy

17 Clean up your eqUipment

The danger of the woman gettmg perltomtls IS very low when compared to the
woman dymg from dehydration or shock It IS very Important for the midWife to use
stenle equipment and good aseptic technique See Module 7 Prevention and
Management of SepSIS, page 7 25

Note that the procedure can be repeated every 4 hours d you can not get an IV
mfuslon started, and the woman can not take DRS by mouth Every effort must be
made to get the woman to a doctor for continued care
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Learnmg Aid 1 - Intravenous Solutions Types and Dosages

Intravenous solutions are given directly Into a blood vessel to help replace fluids lost
by the body Use the suggested IV solution for the problem Identified, If you have that
solution available If you do not have the suggested IV solution, choose Dextrose 5%
In Water, or any other that you have Try to keep a supply In case you have an
emergency, so that you Will be able to manage the emergency and give good care to
women Any other IV solutions your doctor may want you to use should be added to
thiS list

1 Dextrose 5% In Water
Give thiS solution to provide the body with energy and water Give 2500 ml
(milliliters) In 24 hours for a 45 to 70 kilogram (kg) (99 to 1541b) person 1

2 Dextrose 5% In % Normal Saline
Give thiS solution to provide some energy for the body and to help maintain
the body's water and salts balance Give 2500 mlln 24 hours for a 45 to 70
kg person 1

3 Normal Saline (Sodium ChlOride 0 9%, Isotomc Saline)
Give thiS solution to replace blood loss and In fluid loss during diarrhea, when
the woman IS not able to take enough oral rehydration fluids by mouth
Give 1000 ml of Normal Saline first and follow with 1500 ml of Dextrose 5% In
Water Give 2500 ml In 24 hours for a 45 to 70 kg person 1

4 Ringer's Lactate
Give thiS solution to replace flUid loss due to diarrhea or when a woman IS In
shock Give 1000 ml of Ringer's Lactate first and follow with 1500 ml of
Dextrose 5% In Water Give In 24 hours for a 45 to 70 kg person 1

Remember that too much IV solution Infused too fast can cause heart failure because
there IS too much fluid In the blood vessels Make sure the flUid IS runmng at the
speed (fast or slow) that you want It to run

If the woman (any weight) IS near shock or bleeding very much, run 500 mlof
fluid Into her vein as fast as It will go Watch the woman carefully for swelling
around the needle site You should stay beSide the woman while the IV IS running In
fast Check her blood pressure and pulse every 5 minutes

1 If the person weighs less or more than 45-70 kg, figure 50 ml per kg In 24 hours For
example, If a person weighs 40 kg (88 Ib), figure 50 ml times 40 kg, which equals 2000 mlln 24 hours, you
would gIVe 80 ml every hour
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When the first 500 ml has been given, slow the flUid down Give the remaining 2000
ml at the rate of 100 ml every hour for a 45 to 60 kg person Mark the IV solution
container with the hour for each 100 ml as In Figure 7 A stnp of tape can be put on
the container and the hours marked with a pen Watch the solution gOing In so that
you regulate It to 100 ml In one hour

Always watch carefully for swelling, especially around the needle site when you are
giVing IV solution If you see swelling, slow the IV down and watch the woman very
carefully If the swelling Increases, stop the IV solution

Figure 7 Mark the IV Solution Container With the Hour for Each 100 ml
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Learmng Aid - 2 Preparmg Oral Rehydration Salts (ORS) Solution
from a Packet (Sachet)

LOOK at your ORS packet Read the directions Find out how much clean drinking
water you must measure Into a clean container Use the cleanest dnnklng water
available

Pour all the ORS powder from one packet Into the water and mix well until the powder
IS completely dissolved Taste the solution before giVing It to the woman Remember
the solution should never taste saltier than tears

MIX fresh ORS solution each day In a clean container

An adult should take at least 2000 ml (2 liters) of ORS solution In a day AdVise the
adult to take other flUids or ORS solution as much above 2000 ml as she wants In a
day

Sometimes while you give the woman an IV infUSion, she will ask for something to
dnnk ORS solution IS an Ideal drink while the woman IS recovering from dehydration
because she needs the salts and water

If the woman does not like the taste of the ORS solution, add some citrus JUice
(orange, lime, lemon) to change the taste If the woman vomits the ORS solution
while the IV infUSion IS running, give her any locally available liqUids she Will drink
(such as coconut water, light soup, weak tea, or water left after cooking starches such
as nce, yam, potato, maize, and so forth)

Explain to the woman and her family the Importance and need for her to dnnk liqUids
to prevent dehydration Show them how to make the ORS solution Explain that ORS
solution can be used to replace flUid lost from diarrhea

Record the time and amount of flUids taken
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Learmng Aid 3 - Preparmg Sugar and Salt Solution
from Locally Available Materials

There may be times when the woman can take fluids by mouth and you do not have
any locally available liqUids or the DRS packet You can make sugar and salt solution
for the woman to drink There are different ways of making sugar and salt solution If
your way IS not written here In this module, add It at the bottom of the page As long
as the solution does not taste more salty than tears, the solution can be used for
hydration and rehydration

You Will need drinking water, sugar, salt, a container to measure (such as a soft drink
or a beer bottle), a container for mixing, a cup, and a teaspoon

Wash your hands Wash all utensils so that they are clean Take the measuring
container and measure 1000 cc (I Itter) of dnnklng water Pour this water Into the
container for mixing

Add 8 level teaspoons of sugar and 1 level teaspoon of salt to 1000 cc of drinking
water

Stir the mixture well Taste the mixture Sugar and salt solution should never taste
more salty than tears Pour the mixture Into a cup Give the solution to the woman
to drink She can drink as much as she wants If she does not Itke the taste,
encourage her to add frUit JUice to the solution to Improve the taste

MIX fresh solution every day In a clean container Record the amount of flUid taken

Explain to the woman and her family the reason to drink liqUids to prevent
dehydration Show them how to make sugar and salt solution Explain that sugar and
salt solution can be used to replace flUid lost from diarrhea
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Learmng Aid 4 - Llfe-Savmg Convulsion Care

Convulsions are uncontrolled, strange Jerking movements of the muscles Many times
there IS loss of consciousness Convulsions come from an Irritation (problem) to the
brain Convulsions may be caused by pregnancy (eclampsia), pOIsoning, infection
(meningitis), high fever, severe dehydration, and so forth A convulsion may last a
few seconds to many minutes Many pregnant women who have convulsions will die
or lose their babies A convulsion IS an emergency Give the woman qUick and
careful treatment

Convulsion Care

1 Stay calm and reassure the family

2 CLEAR AIRWAY Keep a clear airway by helping the woman to lie on her Side on
the floor or a flat surface so that anything In her mouth can run out

3 PROTECT FROM INJURY Try to keep the woman from hurting herself by
moving away hard or sharp objects Try to protect her tongue and teeth with a
padded stick or tongue blade or soft towel Do not try to stop the Jerking
movements, just make sure she does not hurt herself Do not pour anything Into
the woman's mouth as she IS not able to swallow

4 TREAT CAUSE Try to find out the cause of the convulsion and treat It, If
possible See Module 2 Quality Antenatal Care, page 2 10 for Identification and
management of pregnancy Induced hypertension

After the convulsion, the woman may be confused and sleepy If she has not
delivered, she may be ready to deliver very qUickly Find out the progress of the
labor by mOnitoring the contractions and descent of the baby Confirm the
dilatation of the cervix, for If the cervix IS fully dilated, you Will need to prepare to
deliver the woman before you take her to the hospital

Go with her to the hospital as soon as possible after the convulsion Be prepared
for a delivery and more convulSions on your way to the hospital Explain to the
woman and her family what you are dOing Tell them that you are dOing
everything you can to help the woman
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the following questions When you are finished, look for the
answers In the module on the pages shown In parentheses ( )

1 List the life saving steps you will take to help a woman who IS In shock
(pages 8 4 - 8 5)

2 List three common dangers of giVing fluids In the vein (page 8 12)
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3 Descnbe how you Will give an IV flUid (pages 8 7 - 8 11)

4 Descnbe how you Will give flUid In the rectum (pages 8 13 - 8 14)
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5 Describe how you will give fluid Into the pentoneal cavity (pages 8 15 - 8 16)

6 Why IS It Important to prevent dehydration In a woman dUring labor?
(pages 8 1 - 8 2)

How can you prevent dehydration dUring labor? (page 8 2)
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Case Study - Problem Solvmg Method

The Problem Solving Method IS an organized way of giVing care to women It IS a way
of thinking about the care you give women In this case study, you Will use the
Problem SolVing Method to deCide how to care for a woman who has an emergency
Read the case study You may need to refer to modules 1,5,7, and 8 for information
In this case study

The 4 steps of the Problem SolVing Method are

1

2

3

4

Check your answers by looking In Module 1, page 1 22

ASK and LISTEN

You see Mrs C A at your maternity She tells you she IS bleeding and has abdominal
pain What do you ASK Mrs C A ?

See Module 5, page 5 3

You find out that she had her last menses 14 weeks ago She has lower abdominal
pain, started bleeding 3 days ago and passed clots and tissue She feels cold and
nervous She has not taken any mediCine

LOOK and FEEL?

What examination do you (LOOK and FEEL) on Mrs C A uSing the ASK and
LISTEN information?

See Module 5, pages 5 5, 5 6, and 5 8
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You find her BP 80/40, pulse 120 and weak, temperature 39°C (102°F) She has
lower abdominal tenderness with a contracted tender uterus She has expelled clots
and tIssue and has a foul smelling bloody purulent (pus) vaginal discharge, closed
cervix, hot skin, and cold and mOIst hands and feet She IS restless

IDENTIFY THE PROBLEM

USing the information from ASK and LISTEN and LOOK and FEEL, IDENTIFY THE
PROBLEM of Mrs C A

Refer to Module 7, page 7 13

You decide the woman has a postpartum infectIon assocIated with complete abortIon
because you found expelled clots and tissue, contracted and tender uterus, foul
smelling bloody purulent vaginal discharge, temperature of 102°F (39°C), BP 80/40,
pulse 120 and weak She IS nervous and weak, and her hands and feet are cold and
mOIst She IS very sick You see that she IS close to shock You ASK someone to
arrange transport nght away

TAKE APPROPRIATE ACTION

While you walt for transportation, what ACTION Will you take to help Mrs C A ?

See Module 7, page 7 13

You lower the fever by giVing a sponge bath with room temperature water You start
an IV You put the mother In a position so that the pelVIS IS a little lower than her
upper body to help drain discharge from the uterus and vagina You explain to the
mother and her family that thIs semi-sitting position Will help let the discharge come
out of her body

What IV solutIon WIll you give and how much Will you give to Mrs C A ?

See Module 8, page 8 17
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You give Rmgers Lactate because the woman IS In or near shock If you do not have
Ringers Lactate, choose Dextrose 5% m Water or any other fluid you may have

You give 500 ml of flUid as fast as It will go and watch the woman very carefully for
swelling around the needle You stay beside the woman while the IV IS running In

fast

You take the blood pressure and pulse every 5 minutes When the blood pressure
beginS to go up and the pulse comes down, you slow the IV flUid

You control the IV flUid, to give 100 ml every hour You mark the IV solution container
with the hour for each 100 ml You watch the solution carefully so that you regulate lt
to 100 ml In each hour

You watch carefully for swelling ~round the needle when you are giVing IV solution If
you see swelling, you will check to see If the needle IS In the vein You watch this
woman very carefully

You are not able to get the IV started In Mrs C A Her BP IS now 50/30, her pulse IS
difficult to count, she IS very weak and dehydrated You know It IS not advisable to
give flUids by mouth, even If she IS thirsty, for she may vomit and aspirate the flUids

What emergency ACTION will you take?

See Module 8, pages 8 4

You know that Mrs C A IS dehydrated and must have flUids qUickly to Increase her
blood pressure and lower her temperature You qUickly prepare 600 ml of drinking
water and give to Mrs C A rectally You know that when someone IS dehydrated,
absorption can take place from the colon

What do you do after giVing the 600 ml of water In the rectum?

See Module 8, page 8 4
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Five minutes after giVing the flUIds, the BP IS 70/34, pulse 118 but a little stronger
Mrs C A IS looking around and asking for water

What do you do?

See Module 7, page 7 9, and Module 8, pages 819 - 8 20

In 15 minutes after giVing the fluids by rectum, the BP IS 72/36, pulse 110 and stili a
little stronger You give an OxytOCIC to help the uterus remain contracted Give a
broad spectrum antibiotic Give Mrs C A ORS If you have It, or any other available
dnnklng flUid

What do you do on the way to the hospital?

On the way to the hospital, you continue to give Mrs C A flUid to dnnk You take the
blood pressure and pulse, watch for bleeding, and keep the uterus contracted You
tell her and her family what IS happening
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Skills Checklist - Starting an Intravenous Fluid m a Peripheral Vem

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing ,write a rating 1/= satisfactory OR X = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Starting an IV fluid In a peripheral vein

1 Collect equipment

2 Wash your hands with soap and water

3 Tell the patient what you are gOing to do

4 Help the woman to get comfortable

5 Attach Intravenous fluid set to bottle and hang It
from stand/nail

• Get tape ready

6 Run flUid through tubmg and clamp

7 Look for vein between Wrist and elbow

• Avoid any vein that crosses a JOint

8 If you have trouble findmg a vem, tighten the
tourniquet

9 After you find vem, loosen tourniquet

10 Wash your hands, put on gloves to protect you
from germs from the blood

11 Clean the skin With soap, water or antiseptic

12 Tighten the tourniquet

13 Hold the needle In the hand you use for injections

14 Use the other hand to stretch the skin With the
thumb, push m the needle through the skin and
parallel to (beside) the vein

15 Push the needle gently and qUickly Into the vem
Blood Will flow out of the needle
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Date Date Date Date

16 When you see blood In the needle, attach the
tubing to the needle and loosen the tourniquet

17 Let the fluid run Into the vein If the area around
the needle swells, clamp off the tubing, remove the
needle, put pressure on the area until the
bleeding stops Restart the IV In another place

18 When flUid IS gomg In the vein, tape the needle to
the skin Loop the tubing and attach It to the arm
With tape

19 Tape the arm to an arm board so that It can not
bend and move the needle

20 Regulate the flUid rate and check for infiltration
every hour to make sure that the flUid IS not
running Into the skin

21 Record the type, amount and time of InfUSion

Comments
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Skills Checklist - GIVing Fluids In the Rectum

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing ,write a rating 1/= satisfactory OR X = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

GIVing fluids In the rectum

1 Gather the equipment

2 Tell the woman what you are gOing to do

3 Wash your hands

4 Ask the woman to lie on her left Side Place cloth
pad under buttocks

5 Lubncate the end of the tubing with water

6 Put on clean gloves

7 Run water to the end of the tube and clamp off

8 Ask the woman to take a deep breath and breathe
slOWly

9 Push the rectal tube about 10 cm (4 Inches) In the
rectum

10 Hold the enema can Just high enough so the water
runs In Run 600 ml of water very slowly

11 Remove the rectal tube

12 Help the woman breathe and relax

13 Remove your gloves

14 Clean and dry the woman

15 Clean up the eqUipment

16 Wash your hands

17 Record the flUid amount, time, and type

Comments
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Skills Checklist - Glvmg Fluids into the Peritoneal Cavity

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when they evaluate how well the midwife performs

After observing/performing, wrrte a rating 1/= satisfactory OR X = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Startmg an mtraperltoneal mfuslon

1 Gather the eqUipment

2 Tell the woman what you are gOing to do

3 Wash your hands With soap and water, put on
gloves

4 Get the giVing set, needle and flUid attached

5 Fill the giVing set and needle With flUid

6 Ask the woman to Ite on her back

7 Cleanse the abdomen With antiseptic or soap and
water

8 Feel the abdomen to make sure It IS soft

9 Pinch the skin Just below the navel

10 Push the needle horrzontally through the skin

11 Ask assistant to unclamp tubing

12 Push needle vertically Into pentoneal cavity

13 Tape needle to abdomen, so It does not move

14 Run 1000 ml flUid Into pentoneal cavity

15 Remove needle after flUid has run In

16 Cover puncture site

17 Help the woman get comfortable

18 Clean up the eqUipment

19 Remember, only give when a woman IS not
pregnant

20 Use good aseptic technique
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Date Date Date Date

21 Repeat procedure In 4 hours If the woman IS stili In

shock and you are unable to start IV infusion or to
transfer

22 Transfer as soon as possible

23 Record the type, time, and amount of fluid

Comments
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Skills Checklist· Preparation and Glvmg of Oral Solutions

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor use It when evaluating how well the midwife performs

After observing/performing, WrIte a rating II' = satisfactory DR )( = needs Improvement
Add any other comments In the comments section below

Date Date Date Date

Glvmg flUids by mouth

1 Gather the eqUipment

2 Tell the woman what you are gOing to do

3 Wash your hands

4 Wash the containers, cup, and spoon

5 Help the woman to get comfortable

6 Review the recipe

7 Measure 1000 ml (one liter) of drInking water

8 Pour the water Into a clean mixing container

9 Add the DRS packet or the 8 level teaspoons of
sugar and 1 level teaspoon of salt

10 If available, add citrus JUice to Improve the taste
MIx well with a spoon

11 Taste the mixture Remember, the mixture
should not taste saltier than tears

12 Give to the woman at least 2000 cc (2 liters) to
drInk In one day

13 Help the woman take as much DRS or other flUid
as she wants, In addition to the 2 liters a day

14 If she IS thirsty, give DRS to the woman to drInk
while she IS getting the IV infUSion

15 Throwaway any unused solution remaining from
the day before

16 MIx fresh solution every day

17 Clean up eqUipment
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Date Date Date Date

18 Teach the woman and family how to make the
rehydration solution

19 Teach the woman and family to use locally
available fluids to prevent dehydration

Comments
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Vacuum Extraction

Goal

91

VACUUM EXTRACTION

lJfe-SaVing Skills <e> ACNM 1998

The midwife will learn when and how to use vacuum extraction to assist a mother
In the delivery of her baby

Objectives

The midwife canng for a mother during delivery will be able to

1 list Indications for uSing the vacuum extractor
2 prepare the vacuum extractor for use
3 explain to the mother and others the need for vacuum extraction
4 list situations In which vacuum extractions should not be used
5 descnbe potential dangers for mother and baby when the vacuum

extractor IS used
6 explain the procedure for performing vacuum extraction
7 use the vacuum extractor to help a mother deliver her baby
8 demonstrate good care and cleaning of the vacuum extractor

Introduction

In this module, you will learn when the vacuum extractor should be used to assist a
mother In dellvenng her baby You will learn to prepare the eqUipment and how to
use the vacuum extractor to help a mother deliver her baby You will learn to Identify
the problems that can be helped uSing the vacuum extractor Learning aids give
additional Information on equipment and how to clean and care for the vacuum
extractor The checklist will help you to evaluate your skills In uSing a vacuum
extractor dunng a delivery



Vacuum Extract/on

A Midwife's Experience.

92 Ltfe-Saving Skills CACNM 1998

A 20 year old primigravida non-attendant (at antenatal cllmc) With established
labor 3 days ago, came to my cllmc at 1 45 AM My village IS 25 kilometers away
from the referral hospital and we only travel by canoe on the lake She was
admitted Findings Included temperature 40°C, blood pressure 110/70, pulse 86,
reflexes +2, edema 011, last normal menstrual penod unknown The uterus
measured 38 weeks, hemoglobin 50% (7 5 gm), presentation cephalic, descent
1/5, os cervix 8 cm dilated, membranes ruptured With offenSive odor Utenne
contractions were 4 In 10 minutes, lasting 20 to 40 seconds Management cool
bath and enema, 2 tablets of Paracetamol, 1000 mg chloroqUine and 5 mg
diazepam were given stat (right away) Contractions became stronger, cervical
dilatation 10 cm In 1% hours' ttme I gave an episiotomy and did a vacuum
extraction Mother and Infant did well She was kept for 5 days to complete her
antibiotiC course and to start treatment for her severe anemia

LSS MidWife, Ghana

Common Medical Terms

Caput Succedaneum - a swelling on the fetal skull, caused by serum and blood
Infiltrate Into the scalp ttssue

Cephalhematoma (subpenosteal hemorrhage) - a swelling on the fetal skull, the
penosteum tears from the bone, causing the bleeding

Cephalic - head

Engagement - the presenting part of the fetus IS In the true pelVIS, or, m a vertex
presentation, when only 2/5 of the head can be felt abdommally

Pelvic Brim (Inlet) - the upper opemng of the pelVIC caVity, the rounded opemng that
the presenting part of the baby goes Into on ItS way to delivery In measuring the
progress of labor and the descent of the baby, the top of the pubiC bone area of the
pelVIC brim IS used as a landmark

Pelvic Cavity - the curved canal between the bnm and the outlet

Pelvic Outlet - the lower opemng of the pelVIC cavity The diamond shaped opening
has the greatest measurement from the apex of the pubiC arch to the tiP of the coccyx

Periosteum - a membrane covering bone

Sagittal Suture - the Junction of the panetal bones
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Subperiosteal Hemorrhage - see cephalhematoma

Transverse Arrest - the fetal head IS stuck In the pelvIc cavIty with the sagittal suture
In the hOrizontal posItion

Vacuum - suctIon

Vertex - the top of the head, the crown, the area of the head between the anterior and
posterior fontanelle

The Vacuum Extractor

The vacuum extractor IS used In many parts of the world for assisting In deliveries and
IS considered a safer method than forceps Sometimes the mother needs help In
delivering her baby The mIdWife can use the vacuum extractor to assist the mother In
her efforts to vaginally deliver her term baby

A vacuum (suction) inside the vacuum extractor cup pulls against the skin of the
baby's head It pulls the skin of the scalp Into the suction cup This skin forms a
caput succedaneum which fills up the inside of the suctIon cup The caput
succedaneum gIves a grip or hold on the scalp without hurting the skull bone
The suction from the vacuum extractor may cause the periosteum to pull away
from the skull bone a little, sometImes causing a very small amount of bleeding
(sub-periosteal hemorrhage) The midWife uses the vacuum extractor to gUIde the
head of the baby while the mother pushes

----- RUBBER TUBE

~ SUCTION CUP

0+----_ CAPUT SUCCEDANEUM

+---- SUB PERIOSTEUM
HEMORRHAGE (5 ML)

f.i"-----SCALP

...,.--__ PERIOSTEUM

-1#'1----- BONE

Figure 1 Effect of Vacuum Extractor Cup
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Indications for Usmg a Vacuum Extractor

The midwife continues to mOnitor both the mother and the baby dUring second stage
of labor Sometimes the mother needs help In delivering her baby The vacuum
extractor can help a midwife when there IS

• Delay m the second stage of labor The mother must actively push without
progress for 30 minutes In the primigravida, or 20 minutes In the multigravida

• Fetal distress m the second stage of labor The baby IS alive or newly dead
(fetal heart stopped dUring labor)

• Other mdlcatlons that should be managed by a doctor" at all possIble Include
maternal distress, severe anemia, heart problem, hypertension (toxemia),
diabetes, asthma, malnutrition, or tuberculosIs

small or ngld pelVIC outlet

transverse arrest of fetus

large baby

disproportion due to deflexlon of the fetal head

Conditions for Usmg a Vacuum Extractor

When deCiding If a woman can be helped by uSing a vacuum extractor, the midWife
must carefully LOOK and FEEL The abdominal and vaginal findings must always
Include

1 Term (full size) baby

2 Vertex presentation

3 Ruptured membranes

4 No cephalopelvIc disproportion Conditions necessary Include (a) no fetal skull
molding, (b) no caput, and (c) 1/5 or 0/5 on abdominal palpation Refer to Module
3 MOnltormg Labor Progress, pages 3 18 and 3 69

5 Baby IS alive or fetal heart stopped dUring labor

6 Contractions present

7 Full dilatation of the cervix
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Contramdlcatlons

Do not try to do a vacuum extraction If anyone of the following IS present

• No contractions

• CephalopelvIc disproportion/fetal pelvIc disproportion (large Infant)

• Fetal skull molding 2+ or more

• Large amount of caput

• Non-vertex presentation (all types)

• Incomplete cervical dilation

• Gestational age less than 37 weeks

• Unengaged presenting part

• Disengagement of the vacuum extractor (the cup pops off) 3 times

• Failure of efforts after 15 minutes or 5 contractions, whichever comes first
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SKILL Use a Vacuum Extractor
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The midwife should use the vacuum extractor on 5 to 8 normal dellvenes, to gain
experience Choose primiparas at the end of the first stage, when the cervix IS fully
dilated and the head IS Just VISible at the perineum ThiS Will help you learn the
vacuum extraction skill well before you attempt more difficult deliveries

Equipment
Delivery set up
Vacuum extractor

Procedure
1 Examine (LOOK and FEEL) the woman abdominally and vaginally to make sure

the follOWing conditions are present for a vacuum extraction Your findings
should Include
• Term (full size) baby
• Vertex presentation
• Full dilatation of the cervix (antenor lip may be an exception)
• Ruptured membranes
• No fetal skull molding, no caput, and 1/5 or 015 on abdominal palpation which

indicated no cephalopelvIc disproportion
• Baby IS alive or fetal heart stopped dunng labor (If the Infant IS mascerated,

the vacuum Will not work well )
• Contractions

2 Explain to the mother and her family what you are gOing to do, why you are gOing
to do It, and how It Will help her Help her to understand that you Will use the
vacuum extractor to help her deliver the baby more eaSily andlor qUickly

3 Prepare equipment In addition to routine delivery supplies, add the vacuum
extractor Connect pump, tubing, mucus trap, and cup Use the largest cup you
have available Test vacuum on the palm of your hand by squeezing the pump
handle to start the vacuum Hold the cup on your hand, you should feel the
suction on your hand Release the pressure

4 If the mother IS not able to urinate, cathetenze her to make sure that a full bladder
IS not delaying the second stage

5 The mother should lie on her back With her legs bent If a split delivery bed IS not
available, help the woman to move her buttocks to the edge of the bedltable Her
feet should be supported by assistants

6 Do a vaginal examination to determine the baby'S POSition and presentation Find
the postenor fontanelle Place the cup on a well flexed head If the head IS not
well flexed, apply the cup anyway With correct direction of pull, the head Will

flex
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7 Wipe the baby's scalp clean with dry gauze

8 Apply the cup (See FIgure 2 )
• Hold the extractor cup In your most skIlled hand
• Separate the labIa With the fingers of your other hand
• Gently pull down on the penneum to make space for the cup
• Hold the extractor cup WIth your fingers
• Insert the cup gently Into the vagina
• Remember the posItIons of the postenor fontanelle, press the cup downward

and Inward mto the vagina until the cup touches the scalp
• Press the cup up against the part of the baby's scalp that IS easIest to reach
• Pass a fmger gently around the edge of the cup to be sure none of the

mother's tissue has been caught under the cup

//

Figure 2 Apply the Cup

9 Raise the pressure 1

• Squeeze the pump handle to raise the pressure to 100 mm Hg (millimeters of
mercury) See the vacuum conversion table In Learning Aid 3, page 9 16

1 Note If you are uSing a metal cup vacuum extractor (Malmstrom) see Leamlng Aid 2 page 9 15 for Information on hem to
raISe and manage the pressure
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• Recheck to make sure no maternal tissue has been drawn under the edge of
the cup, because this will cause the cup to pull off and damage the mother's
tissues

• Walt for the next contraction
• As the next contraction begins, raise the vacuum pressure to 400 mm Hg (15

Inches Hg) The maximum pressure of 600 mm Hg (22 Inches Hg) should
never be exceeded

10 Bnng the fetal head down with a contraction

-~
0 .............

4ft_.. -.

Figure 3 Correct Direction of Pull before the Vertex
Clears the SymphysIs PubIs Pull Downward

Pull downward toward your knees until the vertex clears the symphysIs pubis
• Encourage the mother to push long and steadily wIth a contraction
• As the mother pushes, pull downward on the handle firmly and straIght

(See FIgure 3) The baby's head will rotate at the speed and direction of a
normal delivery

• Do not twist and turn the cup or the handle, this wIll cause the cup to pop off
The baby's scalp can be Injured (bruIsing, bleeding, swelling) when the cup
pops off
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When a contraction stops
• Reduce the pressure 100 mm Hg
• Do not pull
• Encourage the mother to breathe slowly and deeply to relax
• Have an assistant check the fetal heart rate

.---- ---'------------

p

/--, ..__ .J

It /
/

/

/
I

Figure 4 Correct Direction to Pull When the Vertex Clears
the SymphysIs Pubis Pull Straight Out

11 Repeat step 10 until the head clears the symphysIs pubis Usually 2 or 3 times IS
sufficient Progress must be seen with each contraction With each contraction,
gUide the head straight out (See Figure 4) The head should progress over the
perineum Do not allow pressure to remain at maximal levels (600 mm Hg) for
more than 10 minutes total Too much pressure can cause bleeding Into the skull
or serious scalp damage (See the Illustration of sub-periosteal hemorrhage In
Figure 1, page 9 3 )
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12 Deliver the baby
• An episiotomy may be necessary In the primipara, to decrease resistance of

the perineum before the baby's head has crowned (Review Module 4
EpiSiotomies and Repair of Lacerations, page 4 4 )

• When the head begins to crown, dunng the next contraction, with the
pressure at 600 mm Hg, pull upward (See Figure 5)

• After the head has delivered, release the pressure and continue with the
delivery

Figure 5 Pull upward as the Head Crowns

A vacuum extractor 10 capable hands IS much safer for both the mother and
baby than a long delay 10 the delivery and/or a long Journey to hospital

13 After the delivery, care for the equipment See Learnmg Aid 4, page 9 17 See
Module 7 Prevention and Management of SepsIs, page 7 25, for information on
infection prevention
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Learnmg Aid 1 - Types of Vacuum Extractors

Metal Cup Extractor (Malmstrom)

WIRE BASKET ----1-1

TAP (D) ---+++'"1:

RUBBER TUBE
(A) ----,...c:.lP'

PUMP

-+t+-t+-- GAUGE

RUBBER TUBE
"lVr----- (C)

r----cuP

Figure 6 The Malmstrom Vacuum Extractor

The metal cup extractor Includes a rubber tubing (B) containing a metal chain that
ends m a handle connected to the cup The rubber tubing (A) goes through the
handle and mto a glass container which IS fitted with a pressure gauge A hand pump
(Figure 6) takes out air and makes the vacuum The pump (hand, foot or electrical) IS

attached to a short piece of rubber tubing (c) and the glass container A wire basket
supports and protects the vacuum bottle The pump pulls air from the glass bottle,
creating a vacuum The vacuum pressure IS reduced by loosemng the tap (0) The
handle IS used to pull with each contraction See Learning Aid 2, page 9 15, for more
information on the metal cup extractor
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Soft CUp Extractors (Mltyvac, Sllastlc, GMI)

The soft cup extractors, see Figure 7, Include a plastic vacuum tubmg (B) connecting
the cup to the mucus trap The rubber vacuum tubing (A) connects the mucus trap to
the pump To create a vacuum with the hand held pump, squeeze the pump handles
together (Electrical pumps are also available) To reduce vacuum pressure, pull the
vacuum release trigger (0) toward you and hold until you get the pressure you need
Use the traction handle to pull with the contraction (E)

r---- PUMP

AIR EXHAUST

VACUUM GAUGE-_+-

VACUUM TUBING
(A)

VACUUM RELEASE
TRIGGER (D)

MUCUS TRAP
(OPTIONAL)

VACUUM TUBING
(B)

TRACTION HANDLE
(E)

-\---cup

o

NIPPLE --I-'-

Figure 7 The Mltyvac Vacuum

The Mltyvac cup IS dome shaped, soft, and reusable about 5 tImes Other soft cups
can fit on the Mltyvac Vacuum pump Test the cup each time before usmg It as
described on page 9 6
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The Sllastlc cup, can be fitted to various pumps, IS trumpet shaped, soft, and may be
reused up to 5 times The cup must be tested each time before use, as described on
page 9 6 (See Figure 8 )

.......--NIPPLE

TRUMPET
VALVE

HANDlE (E)

__~J--- RIDGES
FOR GRIPPING

BWE
GUIDE --+-&f
UNE

..
85MM

Figure 8 The Sllastlc Obstetrical Vacuum Cup
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The Columbia Medical, Inc (CMI) hand held vacuum pump IS autoclavable by gas or
steam methods An electrtc model IS also available The mucus trap on the hand
held model IS optional The cup shown on this model (Figure 9) IS dome shaped, soft,
and pre-packaged stertle and disposable A cup which IS trumpet shaped and soft IS

also available A cup model with a shape similar to the Malmstrom cup IS now
available In both stainless steel and rtgld polyvinyl Any cup, either reused or new,
must be tested prtor to use as described on page 9 6

4 TUBING
(B)

FLUIDTAAP
(OPTIONAL)

NIPPLE

(A)

cS

VACUUM
TRIGGER
RELEASE

(0)

CMI
EXTRACTOR CUP

Figure 9 CMI Vacuum Pump

eMI

VACUUM
GAUGE
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Learning Aid 2 - Metal Cup Extractor (Malmstrom)

The Malmstrom vacuum extractor IS used with continuous pressure In the cup (The
plastic cup extractors use pressure only with a contraction) The procedure described
here IS for use only with the Malmstrom type of extractor

Procedure
1 Close the pressure release valve

2 Ask your assistant to pump the pressure and carefully watch the gauge

3 Raise the pressure to 200 mm Hg

4 Recheck to make sure no maternal tissue has been caught under the cup

5 After 2 minutes, raise the pressure to 300 mm Hg, Increase the pressure 100 mm
Hg every 2 minutes until the pressure reaches 600 mm Hg Recheck to make
sure no maternal tissue has been caught under the cup At this time the scalp IS
sucked Into the cup and a caput succedaneum IS produced If the pressure IS
Increased too qUickly With the metal cup, the suction will be poor, and the cup Will
pull off

6 Never exceed the maximum pressure of 600 mm Hg

7 Bring the fetal head down With a contraction, as the mother pushes long and
steady Pull on the handle firmly and straight Do not twiSt or turn the cup or
handle for this Will cause the cup to pop off See Figures 3, 4, and 5 on pages
9 8-9 10 showing the correct direction of pull With a contraction

ONLY PULL WITH A CONTRACTION AND WITH THE MOTHER PUSHING

First pull

Second pull
Third pull

Fourth pull

downward to move the head by flexion under the symphysIs
and to reach the perineum as In Figure 3
downward, same as for first pull, progress must be seen
straight out for the head to progress over the perineum as In
Figure 4
pull up to help the mother deliver the head of the baby

8 When the contraction stops, do not pull, however, continue the pressure at
600 mm Hg

9 Encourage the mother to breathe slowly and deeply to relax between
contractions

10 Have an assistant take the fetal heart tones

11 Pull With contractions until the head begins to crown Do not allow the pressure
to remam at maximal levels (600 mm Hg) for more than 10 mmutes

12 Deliver the baby
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Learmng Aid 3 - Pump Gauges and Measures

Some pump gauges show the safe pressure zones with different colors Red means
the pressure IS too hIgh and IS dangerous - Not Safe On this chart, the maximum
pressure line IS marked to remind you that this IS the highest pressure you can use
with a vacuum extractor

Look at this chart and circle the measures that are on your vacuum extractor

VACUUM CONVERSION TABLE

mmHg Inches Hg Ib/ln squared kg/cm squared

760 299 147 1 03

700 276 135 095

1600 236 11 6 082 MAXIMUM PRESSURE L1Nij

500 197 97 068

400 157 77 054

300 11 8 58 041

200 79 39 027

100 39 1 9 013
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Learnmg Aid 4 - Cleaning and Care of the Vacuum Extractor

• The vacuum extractor IS a delicate Instrument Handle It with care AVOId
dropping It on hard surfaces Store the vacuum extractor In a clean, dry, and
covered area

• After you finish a delivery uSing the vacuum extractor, decontaminate and
clean so that It IS ready the next time you need to use It Wipe the pump,
tubes, and dial with a soft, clean cloth that has been dampened with
decontamination solution

• Clean out any fluids that went Into the pump dUring the delivery by pumping
warm water through the pump It IS Important to do this as soon as possible
If the blood dries or clots In your pump, It Will destroy the pump

• Do not allow flUids to dry inside the pump ThiS may stop your pump from
working To dry It, pump air until the inside of the equipment IS completely
dry

• If you are uSing a reusable cup or tubing, decontaminate It, then wash with
soap and water Rinse very well, drain tubing, and dry completely Sterilize
or high-level disinfect the cup and tubing before uSing for a delivery See
Module 7 Prevention and Management of SepsIs, for information on
Infection Prevention, page 725
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What Did I Learn? Find out what you know and understand of this module by
answenng the following questions When you are finished, look for the answers In the
module on the pages shown In parentheses ( )

1 What are the indications for the midwife that the vacuum extractor should be
used? What will you see? (page 9 4)

2 List the seven conditions necessary for uSing a vacuum extractor (page 9 4)

3 Descnbe the dangers to mother and baby when uSing a vacuum extractor
(page 9 5)
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4 Descnbe how to prepare the vacuum extractor for use (page 9 6)

5 Explam the procedure for usmg the vacuum extractor to assist a mother to deliver
(pages 9 6 - 9 10 )
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Skills Checklist - Usmg a Vacuum Extractor

This checklist has two purposes
1 The midwife uses It for checking her own skills
2 The supervisor uses It when evaluatmg how well the midwife performs

After observmg/performmg, write a ratmg ./ =satisfactory X =needs Improvement
Add any other comments m the comments section below

Date Date Date Date

Usmg a vacuum extractor

1 LOOK and FEEL for conditions necessary for
usmg a vacuum extractor

• Term (full size) baby

• Baby alive or heart stopped dUring labor

• Full dilatation

• Vertex presentation

• Ruptured membranes

• No cephalopelvIc disproportion no moldmg or
caput, descent 1/5 or 0/5

• Contractions present

2 Explam to mother and family what you are gOing to
do, why you are domg It, and how It Will help her

3 Prepare delivery and vacuum extraction
equipment

• Test vacuum extractor on palm of your hand

4 Be sure bladder IS empty (have mother urinate or
catheterize her)

5 Position mother on her back, at edge of table/bed

6 Do vaginal exammatlon to decide baby's position
again

7 Dry baby's scalp

8 Apply the cup

• Separate labia

• Pull perineum down

• Hold cup
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Date Date Date Date

• Insert cup down and In

• Press cup against scalp of baby

• Check for maternal tissue under cup

9 Raise the pressure

• Recheck for absence of maternal tissue under
cup

• Never exceed recommended maximum
pressure for your type of vacuum extractor

10 Pull fetal head through pelvIs with contraction
Use correct direction of pull dependmg on level
of head

• Before head clears symphySIS pUbiS, pull
down

• When the head IS clearing the symphySIS
pUbiS, pull straight out

• When head crowns, pull up

11 When the contraction stops

• Reduce pressure (unless uSing Malmstrom
vacuum extractor)

• Do not pUll

• Encourage mother to breathe slowly and relax

• Check fetal heart rate

12 Repeat 10 and 11 above until head crowns

13 Deliver head of baby

14 Release pressure

15 Complete the delivery

16 Care for mother and baby

17 Care for vacuum extractor

• To wipe off vacuum extractor, use soft, clean
cloth dampened With decontamination fluid
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Date Date Date Date

• If fluids are In pump, clean by pumping warm
water through pump Clean pump qUickly after
birth so that blood does not clot In pump Use
infection prevention steps

• Dry pump by pumping aIr until eqUipment IS

dry inside

• If cup and tubing are reusable, decontaminate,
wash with soap and water, rinse, and dry, and
sterilize

• Store assembled vacuum extractor In clean,
dry, and covered area

Comments
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In Llfe-Savmgs Skill Manual for MidwIVes, Edition 2, this module was titled
Symphysiotomy As Life-Saving Skills (LSS) were taught, the need to change the name
and add content was recognized Skills Identified as problems by many midwives were
not addressed In the second edition LSS trainers and LSS midwives Identified tOPiCS or
skills that would help them In their work This module attempts to provide information to
meet the needs of midwives working In clinics, health centers, and hospitals The
information IS offered In a separate module so that each program may choose the tOPiCS
that are appropriate for ItS situation

This module emphasizes methods by which midwives In rural or urban settings can help
save mothers' lives by uSing the Problem Solving Method to IDENTIFY THE PROBLEM
and TAKE APPROPRIATE ACTION The problems In this module do not occur often, so
It will not be possible to gain clinical skill competency In a training course DUring your
training, make sure you are called every time any of these problems occur, so that you
can Increase your opportunities to learn through observing, assisting, and performing In
order to gain skill competence, you may need to make time for additional clinical
experience The skills checklists and learning aids can serve as gUides for you not only
dUring training but also when you return to your clinic or Unit

The Labor and Delivery Problems section outlines the management of persistent OCCiput
postenor position, umbilical cord prolapse, uterme merlla, shoulder dystocia, breech
presentation, and other abnormal presentations The management for these problems IS
Included for the midWife who can not possibly get the mother to a doctor In the hands of
a skilled and competent midWife, these procedures can save both the mother and her
baby A procedure for the administration of oxytOCin infUSion IS also Included

The Postaborllon Care section bUilds on the early pregnancy loss (abortion) problems
Identified In Module 5 Prevention and Treatment of Hemorrhage, and Module 7
Prevention and Management of SepsIs ThiS section Includes uSing the Problem
SolVing Method to diagnose and care for Incomplete abortion, dOing manual vacuum
aspiration, postabortlon follow-up and counseling, and family planning You Will also find
learning aids on eqUipment, and on the management of problems and complications
during manual vacuum aspiration (MVA)

The Symphysiotomy and Other Learnmg Aids sections, including Assist at Emergency
Blood Transfusion and First Assist at Cesarean Section, offer some rarely needed but life­
saving skills There are times or places where cesarean sections can not be performed
There are times when a midWife IS the only assistant for a cesarean section The
information In these sections was written from the experience of midWives and phySICians
who have worked In difficult situations Some of these skills were used dUring times of
disruption of normal health services (war, floods, storms) Hopefully, thiS information Will
be useful to those who may need It to save a mother or her newborn

Before you study thiS module, review Module 3 MOnltormg Labor Progress
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The midwife will learn to Identify and manage several speCial problems dUring
labor and delivery, to save the lives of mothers and their babies

Objectives

The midwife caring for a mother dUring labor and delivery will be able to

1 Identify abnormal positions or presentations, including OCCipUt postenor
position, face presentation, breech presentation, transverse lie presentation,
Incomplete rotation of the shoulders, and multiple pregnancy

2 descnbe the management of each abnormal position or presentation

3 descnbe and outline the action that must be taken for utenne inertia (tired
uterus) and umbilical cord prolapse

Introduction

Some labor and delivery problems can be Identified dunng an antenatal VISit If this IS
the case, the mother can be referred to hospital for care Other labor and delivery
problems are missed or can not be Identified until after labor beginS These problems
can cause labor to go on for several days The mother can be exhausted,
dehydrated, demoralized, she may even die The risk of fetal distress IS Increased
The baby may also die Postpartum hemorrhage IS likely In the third stage of labor
Active management of labor problems can save the lives of the mother and her baby

In this section, you Will use the Problem SolVing Method to IDENTIFY PROBLEMS In
labor and delivery and to TAKE APPROPRIATE ACTION Learning aids provide
additional information on abnormal presentations and POSitions, and on giVing an
oxytOCin infUSion under the supervision of a doctor ReView questions Will help you
discover how much you have learned or understood and skills checklists Will gUide
you as you perform the skills

Common Medical Terms

Breech - buttocks presentation, may be With flexed or extended legs

Brow - the forehead, a brow presentation, the forehead of the baby IS lying against
the cerviX, IS a pOSSible cause of obstructed labor
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Face - the baby IS lying with ItS face against the cervix, IS a possible cause of
obstructed labor

Footlmg Breech - one foot, or both feet presentatIon

Inertia - weak or tired, as In utenne inertia In uterine inertia, the uterus IS tired, not
able to contract effectively

OCCiput - the back of the head

OCCiput Posterior - the OCCIput of the baby IS towards the sacrum of the mother

POSition - the relattonshlp of a particular part of the fetus to a particular part of the
mother's pelvIs For example, when the fetal head IS presenting and the back of the
fetal head IS towards the symphysIs pUbIS, the POSItion IS OCclpltoantenor When the
fetal buttocks are presenting and the sacrum IS towards the symphysIs pUbIS, the
POSItion IS sacroantenor

Presentation - the part of the baby to go first Into the pelVIS, normally the head,
sometimes the buttocks, occasIonally the brow or shoulder

Shoulder - shoulder presentation In shoulder presentation, the shoulder of the fetus
IS pushed Into the mother's pelVIS, this IS a cause of obstructed labor This may
happen dunng delivery of a second twin or when the lie of the fetus IS oblique when
labor begins

Shoulder Dystocia - follOWing a normal delivery of the fetal head, the shoulders do
not rotate and delivery of the baby's body IS difficult

Transverse - transverse lie, the length of the fetus lies across the mother's uterus It
can cause shoulder presentation and obstructed labor
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Most babies deliver head first, looking toward the back of their mother (OCCiput
anterior position) One of 10 babies comes head first, looking toward the front of their
mother (OCCiput posterior position) An OCCiput posterior position may prolong the
mother's labor

With an OCCiput posterior position, the head does not flex forward ThiS causes a
longer and slower labor because the baby's head IS not coming In good contact With
the mother's cervix to help the cervix dilate The cervix dilates more slOWly, labor IS
longer and there IS a danger of fetal and maternal distress

A MidWife's Experience

One day there was a primigravida, 9 cms dilated With a persistent OCCiput
postenor The Vital signs were normal and the contractions were good Her
back was very painful The baby Just did not move down Remembering my
LSS training, I helped the mother onto her hands and knees, resting her
head on a cloth between contractions After 2 contractions, the mother was
fUlly dilated and delivered a crymg baby I felt a little afraid delivering the
baby With the mother In thiS POSition, but there was no tlmel

LSS MidWife, Uganda

ASK and LISTEN

The mother Will complain of a backache and seem restless as she tries to find a
comfortable POSition She Will want to walk, Sit, lie and turn, sometimes all at the
same time

LOOK and FEEL

LOOK at the abdomen When there IS an OCCipUt posterior posItion you Will often see
a depreSSion at or below the umOillcus Sometimes It Will look like the bladder IS full
The high head With the depreSSion above It looks like a full bladder

FEEL the head The most common cause of a high head In a primigravida dUring the
later weeks of pregnancy and labor IS postenor POSition The head feels very large
because the deflexed head IS presenting a larger circumference The back IS difficult
to FEEL Limbs are felt on both Sides of the abdomen FEEL the POSition when you
do a vaginal examination You Will FEEL the diamond shaped anterior fontanelle
towards the pubiS With the sagittal suture oblique or anterior-posterior
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The first stage of labor may be slow even when there are good uterine contractions
Good contractions help the head flex and descend The head then rotates and the
OCCiput IS delivered anteriorly Sometimes, flexion does not occur The front of the
baby's head reaches the pelvIc floor first and rotates forward The baby IS born with
the face to the pubiS

IDENTIFY THE PROBLEM AND TAKE APPROPRIATE ACTION

The danger of a OCCiput posterior position IS that flexion does not take place and
sometimes the head stops descending

If you cannot take the woman to the doctor with cesarean section faclhtles, try
to help the baby rotate before It IS time for dehvery

1 Explain to the mother and family what the problem IS and what you are dOing to
help her

2 Ask the mother to try to urinate every hour and drink frequently

3 Help the mother to get In a knee chest (knee arm) position

4 Encourage her to relax between her contractions by rubbing her back and
what ever Will help her to be comfortable

5 Help her to change position at least every half hour, for example, to her left Side,
to standing, Sitting, or walking

6 MOnitor her according to Module 3 MOnitoring Labor Progress, pages 3 10 and
374

7 Be prepared for a depressed baby Have resuscitation equipment ready See
Module 6 Resuscitation, page 6 7
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If you can not take the woman to the doctor with cesarean section facIlities or If
the cervix is fUlly dilated and the mother IS ready to push, try to Increase
flexIon

1 Make sure the bladder IS empty

2 Explain to the mother and family what you are dOing

3 Help the mother to get In a knee chest (knee arm) position If this position IS
difficult for the mother, help her to lie on her left Side Put a pillow or folded cloth
under her hip and ask an assistant to hold the mother's nght leg

4 Insert your fingers Into the vagina under the symphysIs pubiS

5 Press on the baby's forehead before the next contraction

6 Hold this position dunng a contraction to help flex the baby's head

7 The baby's head should flex and deliver with 2 or 3 contracttons

8 If the baby's head does not flex and deliver, between contractions push the
baby's head up above the Ischial spines with your hand and try to help the head
rotate If this IS successful, be prepared for a very fast delivery Try to prevent
the head from delivering too qUickly

9 If the baby does not deliver, and you stili can not get to the hospital, help the
mother Into a squatting position and try to flex the head between contractions
Encourage the mother to push well With each contraction If this does not work,
sedate the mother With Pethidine 100 milligrams (mg) to stop contracttons
Hydrate and reassure her The baby Will probably not live at this POint, but you
can not give up Help the mother and family Try to get transportation as soon as
possible

10 Be prepared for a depressed baby See Module 6 Resuscitation, page 6 7

11 Be prepared for bleeding from lacerations In the mother See Module 4
Episiotomies and Repair of Lacerations, page 4 10

12 When you complete the delivery, care for the mother and her baby Be prepared
for postpartum hemorrhage See Module 5 Prevention and Treatment of
Hemorrhage, page 5 8

13 Record your actions and outcome
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When the membranes (bag of waters) rupture, the cord will sometimes come down the
birth canal m front of, or beside the baby Any problem that keeps the presenting
part from fitting well Into the birth canal can also make room for the cord to slip down
past the baby ThiS IS more likely to happen In multiparity when the presenting part
may not be engaged when the membranes rupture or are artificially ruptured (ARM)
Other problems such as polyhydramnios (a lot of water or liquor), a long cord, a very
large or very small size baby, a breech, or malpresentation may cause a prolapsed
cord If the cord IS outside the vulva, the umbilical blood vessels will spasm because
of the cooler temperature ThiS spasm slows or stops the flow of blood and thus
oxygen to the baby Prolapse of the cord occurs about once In every 400 deliveries
Cord prolapse IS an emergency

A compressed cord IS also an emergency We often do not know the cord IS
compressed If the cord IS around the baby's neck/body, has a knot, or gets caught
In front of the baby or on the side of the baby, It can be compressed (pinched or
squeezed) In any of these Situations, It IS difficult for blood to get through the cord
and bring oxygen to the baby The baby may die If the blood can not move through
the cord

ASK and LISTEN

LISTEN to the fetal heart beat routinely dunng labor Any change In the fetal heart
rate dunng labor, especially slOWing of the heart rate dunng first stage, may be a sign
of fetal distress

LOOK and FEEL

LOOK for cord at the vulva when dOing a vaginal eXamination, after spontaneous
rupture of membranes, or when there IS a sign of fetal distress Every time you do a
vaginal eXamination, FEEL for cord, note presentation of the baby and dilatation of
the cervix

IDENTIFY THE PROBLEM and TAKE APPROPRIATE ACTION

Early Identification of the problem and fast action may save the baby's life The
midWife must always LISTEN and FEEL for the possibility of problems each time she
mOnitors a woman's labor See Module 3 Momtormg Labor Progress, page 3 29

If the midWife IDENTIFIES that the cord IS In the vagina, or lying outside of the vulva,
ACTION must be taken If the baby's heart beat drops suddenly, especially right after
the waters break, and does not return to normal, ACTION must be taken If the baby's
heart beat gets very slow dunng each contraction, ACTION must be taken
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If you can see the cord
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1 USing gloves, FEEL for cervical dilatation and touch the cord gently to FEEL
for a cord pulse (beat) If the cervix IS fully dilated, deliver as soon as possible
with the woman In a knee chest position Make an episiotomy and use a
vacuum extractor, If available See Module 9 Vacuum Extraction

2 If the cord has a beat and the cervix IS not fully dilated, help get the mother to
the hospital A cesarean section IS needed to save the baby

3 WhIle waiting for transportation, explain to the mother and family what you are
dOing

4 Gently wrap the cord In a clean cloth to prevent chIlling Try not to handle
the cord, because handling can produce a spasm of the umbIlical blood
vessels A spasm wIll slow the supply of oxygen to the baby Attempts to
replace the cord inside the uterus usually fall To replace the cord, you must
handle It, and the cord can easily prolapse again, wasting valuable time

5 Help the mother get Into a position with her hips hIgher than her chest A
knee chest position IS good but may be difficult dunng travel

6 WIth stenle or high-level disinfected gloves, do a vaginal examination and try
to push the baby's presenting part up, away from the cord to reduce the
pressure on the cord Continue this position during travel to the hospital

7 Ask your assistant to prepare equIpment for delivery and Infant resuscitation
See Module 6 Resuscitation, page 6 7 Take delivery and resuscitation
equipment wIth you to the hospItal

If you cannot see the cord and the baby IS In distress

1 If you cannot see the cord, do a vaginal examinatIon weanng stenle or hlgh­
level diSinfected gloves

2 FEEL inside the vagina for cervical dilatation and to see If you can feel a cord
In front of the baby If the cervix IS fully dilated, deliver as soon as possible
with the woman In a knee chest position Make an episIotomy and use a
vacuum extractor, If available

3 If you FEEL the cord and the cervix IS not fully dilated, put your hand on
the baby's presenting part and gently try to push It up, away from the cord
Try to prevent spasms of the cord by not moving the cord

4 While you travel With the mother and famIly, keep the mother In a POSItion With
her hips higher than her chest Keep your gloved hand In the vagina pushing
up on the baby's presenting part



DUrer Emergencies 109 LIfErSavIOg Skills © ACNM 1998

If It IS not possible to get the mother to the hospital

1 Position the mother so that her hips are higher than her chest, changing her
position often (left lateral position with pillows under the buttocks, hands and
knees, knee arm, or knee chest position) and momtor the labor Keep trying
to get transportation, do not give up MidWives have reported cases In which
they kept pressure off the cord for 3 hours, and a live baby was delivered by
cesarean section

2 Keep the cord protected from cool air Do not handle the cord

3 Continue to push up on the presenting part with your gloved hand, espeCially
dUring contractions

4 Deliver the baby as qUickly as pOSSible, dOing an episiotomy and uSing a
vacuum extractor, If one IS available Be prepared for mfant reSUscitation
See Module 6 ResUscitation, page 67 Sadly, there IS a good chance the
baby Will die

5 Be prepared to help the mother and her family the best you can

6 When the delivery IS completed, record actions and outcomes

If the cord has no pulse and transverse he

1 Explain to the mother and family

2 REFER to doctor with cesarean section facIlities

3 Offer care and support to the mother and her family

4 Record all actions taken

If the cord has no pulse and vertex or breech

1 Explain to the mother and family

2 Continue to momtor the mother and support her dunng the labor

3 Prepare the mother to deliver a stillborn baby

4 Offer care and support to the mother and her family

5 Record all actions taken
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Uterine inertia refers to low or poor tone In the uterine muscle fibers This causes
weak uterine contractIons whIch are not frequent and are not painful The
contractions are not effective Cervical dilatatIon IS slow and labor IS prolonged If
labor goes on for many hours without progress, the mother WIll be too tired for the
active phase of labor, and giVing birth Utenne inertia IS more frequent when a
woman has had many children Prolonged labor Increases the risk of maternal
distress, hemorrhage, and If the membranes are ruptured, infection Utenne inertia
can happen at the beginning of labor or once labor IS established

ASK and LISTEN

The woman WIll tell you that the contractions are not painful The woman feels good
In the beginning because she IS able to rest Later she becomes tired and distressed
because no progress IS being made

LOOK and FEEL

Contractions are not frequent They are of short duration and mild The uterus can
be Indented (pressed Into) even at the height (peak) of a contraction See Module 3
Momtormg Labor Progress, pages 3 12 and 3 74 Abdominal examination shows
slow or no fetal descent The vaginal examination confirms lack of progress In
cervical dilatation and fetal descent The contractIons are not effective

IDENTIFY THE PROBLEM

The labor IS not progressing The findings Include

• Normal fetal heart rate, engaged vertex presentation but no descent If OCCIput
postenor, see actions In thIs module

• If membranes are ruptured, there IS clear amniotIc flUid (liquor)

• Normal maternal blood pressure, pulse, and temperature

• No signs of infection

• Contractions are not frequent, they are of short duration and mild

• Cervix IS dilated some, but there IS no progress wIth thinning or opening

• PelVIC assessment IS adequate, See Module 3 MOnitoring Labor Progress,
Learnmg Aid 3 - Measunng the PelVIC SIze, page 3 69
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1 Prevent maternal exhaustion by giVing fluids (rehydration) and food Help her to
get comfortable, maybe have a wash, take a walk Give a back massage to help
her relax and rest Reassure the woman and her family Sometimes emotions
such as fear or not wanting another baby can slow a labor Talk with the mother,
support and encourage her

2 Give an enema If the enema IS effective, uterine contractions should Improve
Within an hour or so

3 Help the mother learn how to stimulate her nipples, explaining that this may help
to encourage the contractions The nipple can be stimulated by roiling the nipple
between your thumb and finger, pulling a little on the nipple

4 If a vertex presentation IS engaged and the woman IS In active phase of labor,
artifiCially rupture membranes (ARM) Continue to mOnitor labor as desCribed In

Module 3 Momtor Labor Progress

5 If labor progresses and delivery IS accomplished, remember to actively manage
the third stage and be prepared for a postpartum hemorrhage The uterus may
fall to contract well after delivery See Module 5 Prevention and Management
of Hemorrhage, page 5 36

6 If you find fetal or maternal distress, cloudy or bad smelling amniotic flUid, signs of
infection, or If the labor crosses the alert line on the partograph, REFER to a
faCIlity With the capability of performing cesarean section

7 Explain to the woman and her family that at the hospital the doctor may help to
stimulate her labor by giving mediCine (OxytOCIC infUSion) to help her uterus
contact

8 Record all actions
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Shoulder Dystocia (Shoulders Are Stuck)

Shoulder dystocia IS difficulty In delivering the shoulders at the time of a vertex birth
The shoulders are stuck The baby IS In dangerl The baby may be Injured or even
die The mother IS In danger! She may get perineal and vaginal lacerations The
delivery IS traumatic and painful It IS Important for you to be able to manage shoulder
dystocia, because you can only Identify this problem after the head IS born The head
seems to pull back against the mother, almost like It wants to go back inside

ASK and LISTEN

The best way to be ready to manage shoulder dystocia IS to think about It and plan
ahead for It It IS likely to occur If there are any of these conditions

• Maternal diabetes
• History of dellvenng large babies
• Family history of large siblings
• Maternal obesity
• PrevIous shoulder dystocia
• Large fetus weighing 0 5 kilogram (kg) or more than the woman's largest prevIous

baby This delivery can have the most difficult shoulder dystocia especially If the
last baby was 2 2 to 2 7 kg 1 If the mother says this unborn baby feels much
bigger than her other babies, be prepared for shoulder dystocia

LOOK and FEEL

LOOK Sometimes It IS pOSSible to tell that the shoulders might get stuck by the way
the head IS born The head may be born only after a lot of hard pushing, Instead of
coming out easily The retraction of the baby's head against the perineum makes It
look as If the head IS gOing back Into the vagina This IS called the turtle sign

FEEL for an abnormal baby (large abdomen, tumor, or edema), locked or JOined twinS,
Bandl's retraction ring, or the cord, which may be short or around the neck If the cord
IS tight, clamp and cut Make sure the bladder IS empty at the begmnmg ofsecond
stage for all deliveries so that there IS as much room as pOSSible for the baby The
delivery IS more comfortable for the woman Since this IS In an emergency, you do not
have to try to cathetenze her

IDENTIFY THE PROBLEM

The shoulders are stuck The baby's shoulder bone IS stuck over the mother's pelvIc
bone (symphySIS pubis) The baby's chin does not qUite come out The baby can not
turn to face the mother's thigh Even hard pushing by the mother will not bnng the
shoulders out The baby IS In danger

I Varney's predIctive factor from Varney (1997) p 495
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1 QUickly get ready You must work calmly but qUickly and direct your helpers You
may need all of the help you can get

Explam to the mother and her family that the baby's shoulders are stuck Tell them
what you are gOing to do Explain that you Will be asking the mother to work very
hard, probably harder then she has ever worked Her effort IS very Important as you
help her baby get out Everyone must concentrate and listen very carefully

Position to have the mother's buttocks higher than for a normal delivery when you are
ready for her to push again While she IS waiting for preparations to be completed,
ask the mother to lie on her back, plant her feet firmly on the bed, and elevate (11ft) her
buttocks ThiS may make more space and allow the shoulders to move

Refer as appropnate Ask someone to call the doctor or transportation It IS really
ImpOSSible to try to transport the mother at thiS time, however, you may need the
transportation after the delivery If available, you want the doctor to come as soon as
possible You may need help With reSUSCitation of the baby and canng for the mother
She may have a postpartum hemorrhage and/or lacerations to be repaired

Prepare for resuscitation Ask an assistant to prepare resuscitation eqUipment as In
Module 6 Resuscitation, page 6 7

Prepare for hemorrhage Ask an assistant to prepare the OxytOCIC An over distended
uterus from a large baby or a tired uterus from a long first or second stage Increases
the chance that the woman Will bleed too much after delivery See Module 5
Prevention and Management of Hemorrhage, page 5 12

2 Cut or enlarge the episiotomy Cut or enlarge the episiotomy If you have not cut
an episiotomy, thiS IS the time to do so ThiS IS an emergency, you need as much
space as possible ThiS IS to give you more room to help deliver the baby See
Module 4 EPiSiotomies and Repair of Lacerations, page 4 4

Try to deliver With the mother's legs back

3 Help the mother move her POSition Bring the mother's hips to the edge of the bed
If you are at a home delivery and she IS on the floor, put something under her hips to
raise them ThiS Will give the baby's head more space when you deliver

4 Explain and show the mother how to spread her legs Wide and pull her knees back
as far as she can towards her ears Tell her thiS Will make more space for the baby
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5 Press down hard above the pubic bone Ask your assistant or any other person In
the room to press down hard just above the mother's pubic bone releasing the baby's
anterior shoulder CAUTION DO NOT PUSH ON THE MIDDLE OF THE MOTHER'S
ABDOMEN (ON THE BABY), this only makes the situation worse

6 Mother push hard At the same time, ask the mother to pull her legs very wide and
push as hard as she can

7 Midwife pull with cupped hands Cup your hands around the sides of the baby's
head (do not hold the baby's neck) and deliver the shoulders with downward and
outward pressure while counting to 15 Pull hard and firmly, be careful not to pull,
jerk, twiSt, or bend the baby's neck The pressure should be firm but not too much If
the baby does not deliver, change the direction and deliver the shoulders with upward
and outward pressure while counting to 15

If the baby does not deliver, ask the mother to take long and slow breaths Explain to
her that she Will have to get In a different position to deliver the baby

Try to deliver with mother on hands and knees

8 Help the mother change her position Ask your assistant to help the mother to the
hands and knees posItion with her head higher then her hips

9 Mother push hard Ask the mother to push as hard as she can

10 MidWife pull with cupped hands Cup your hands around the Sides of the baby's
head (do not hold the baby's neck) and deliver the shoulders with downward and
outward pressure while counting to 15 Pull hard and firmly, be careful not to pull,
jerk, twiSt, or bend the baby's neck The pressure should be firm but not too much If
the baby does not deliver, change the direction and deliver the shoulders with upward
and outward pressure while counting to 15

If the baby does not deliver, ask the mother to take long and slow breaths Explain
that she should remain In the same hands and knees position

Try to deliver the posterior arm of the baby

11 Explain to the mother that she needs to remain on her hands and knees, that you
must put your hand inside her to try to help the baby You Will try to be gentle, but It
stili may hurt her

12 Deliver posterior arm Put your gloved hand mSlde the vagina and along the baby's
lower back to bring out the posterior arm Move your hand around the baby Grasp
the baby's arm Bend ItS arm Pull the arm out of the vagina by pullmg the baby's
hand If you pull uSing the baby's arm, there IS a greater chance of breaking It ThiS
may be a little difficult
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13 Ask the mother to push, while you cup your hands around the baby's head and
deliver the shoulders with downward and outward pressure while counting to 15 If
the baby does not deliver, change the direction and deliver the shoulders with upward
and outward pressure while counting to 15

If the baby does not deliver, the mother can stay on her hands and knees, lie on her
side, or her back Encourage her and tell her that you will need to try something else
to deliver her baby

Try to deliver by usmg the corkscrew method

14 Try to turn the baby With your hands In the vagina, turn the baby one half circle So
that the posterior shoulder IS where the anterior shoulder was located Always turn
the body of the baby so that the back IS antenor Try to deliver as In number 13

If the baby does not deliver, turn the baby back to the ongmal position and at the
same time gently pull downwards

If the baby does not deliver, the mother can stay on her hands and knees or lie on her
side, or her back Encourage her and tell her that you will need to try something else
to deliver her baby

Try to deliver by breakmg the clavicle of the baby

15 Break the baby's clavicle (collar bone) Reach In With your fingers of both hands
and find the anterior claVicle Pull up (so as not to puncture the baby's lung) on the
middle of the clavicle between your two thumbs and break It This will take much
pressure This will allow the anterior shoulder to become free from behind the
symphysIs pubis

16 Ask the mother to push, at the same time, cup your hands around the baby's head
and deliver the shoulders With downward and outward pressure while counting to 15
If the baby does not deliver, change the direction and deliver the shoulders With
upward and outward pressure while counting to 15

17 Continue With Infant care and resuscitation as needed Prepare for the third stage
care of the mother

18 When you have cared for the mother and Infant, record actions taken
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In a breech presentation, the baby delivers with the buttocks or legs first Breech
delivery occurs In about 3 per cent of pregnancies A breech presentation has 2
major dangers The first danger IS that the head can get stuck (cannot deliver) This
may happen when the cervix dilates enough to deliver only the body of a small baby,
but not enough to deliver the head Also, the woman's pelvIs may be wide enough to
admit the body of the baby, but not the head

The second danger IS a prolapsed cord The umbilical cord, coming before the
shoulders and the head of the baby, may be compressed, cutting off the baby's
oxygen supply Both dangers may cause the death of the baby For these reasons, It
IS best for a woman With a breech presentation to deliver where surgery can be done,
In case It IS necessary

A Midwife's Experience

A gravida 3 With complete breech on the penneum was brought to me The
mother was pushmg all of the time I advised my assistants to help position
the mother on her back with her buttocks at the edge of the table I qUickly
scrubbed, put on gloves, cleaned the penneal are, and advised the mother to
push long and hard with each contraction I kept my hands together ullke I
was praymg" and actually I wasl I knew that I should not touch the baby until
the hairline on the back of the neck was seen I watched the buttocks, then
the stomach, then the legs fell out I felt the cord to make sure It was not
tight Then the mother pushed, the baby turned and the antenor arm
delivered and then the postenor (It all seemed like a dream) I kept wanting
to hold the baby, but was patient until the hairline was shoWing Then I held
both feet, extended the legs and bodyI and slowly delivered the head I felt
confident uSing this new delivery way

LSS MidWife, IndoneSia

ASK and LISTEN

When a breech IS Identified during antenatal examination at 34 to 37 weeks and
modified cephalic version IS not successful, the woman should be advised to go to a
hospital for the delivery If the woman has not had antenatal care, you Will not
discover the breech presentation until she IS already In labor

The family may call you when the woman has already started labor or IS already
delivering at home You may be called, or the woman may be brought to you, when
the body IS delivered and the head IS stuck This baby Will not live
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LOOK and FEEL
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LOOK at the abdomen It may look like a normal head presentation

FEEL the abdomen At the pelvIc brtm (lower part of the uterus), you Will feel a large,
soft mass (buttocks) In the fundus (top part of the uterus), at one or the other SIde,
you WIll feel a round hard mass (head) which can be balloted (moved), Independent of
the back The fetal heart beat IS usually heard around the mother's umbilicus until
descent has progressed

FEEL the dIlatation of the cervIx and the presenting part After the membranes
rupture, do a vaginal examinatIon to FEEL for prolapse of the umbilical cord, dIlatation
of the cerviX, presentation, POSition, and descent of breech See Module 3
Momtormg Labor Progress, pages 3 11 and 3 18

IDENTIFY THE PROBLEM and TAKE APPROPRIATE ACTION

FINDING
ACTION

FINDING

ACTION

FINDING
ACTION

FINDING
ACTION

Prolapsed cord ThiS IS an emergency
See the section on umbilical cord prolapse, page 10 7

Complete breech (thighs and legs flexed) or Incomplete breech
(frank/with extended legs) Footling presentatIon IS rare and knee
presentation IS rarer stIli
Antenatal 34 to 37 weeks, not In labor, membranes Intact attempt
modified cephalic versIon

Ask the mother to rest, lying down WIth her feet a little higher than the
rest of her body and her hIps on a pIllow or rolled up cloth, for one
hour 3 times a day beginning WIth the 34th week of pregnancy If the
presentatIon remains breech after 2 weeks, ask that she get In the
knee chest or knee arm POSition at least 2 times In a day Explain to
her and her family the Importance of a hospital delivery

Term, breech, and not m labor
Refer to hospItal If at all pOSSible

Term, breech, and In labor
Refer to hospital If at all pOSSible, otherwise continue With breech
delivery procedure
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1 Assess the progress of labor Decide whether you can transfer the mother to a
hospital for delivery If you cannot, then you must proceed Explain to the mother
and her family what you are dOIng and what you are gOing to do Reassure them
as best you can

2 Gather supplies and equipment for a normal delivery with episiotomy You must
have a delivery bed or a table for second stage Be prepared for Infant
resuscitation (see Module 6 Resuscitation, page 6 7) and postpartum
hemorrhage (see Module 5 Prevention and Treatment of Hemorrhage, page
5 8)

3 Confirm full dilatation before she starts to push (See Module 3 MOnltormg
Labor Progress, pages 3 18 and 3 65) Encourage the woman to push In any
position that IS comfortable Make sure her bladder IS empty

4 When you see the baby's buttocks distending the perineum, help her Into the
lithotomy (lYing on her back with legs bent) position She should be at the edge of
the table or bed Her feet should be supported, or she may want to spread her
legs and pull them back when she pushes

5 Wash your hands and put on gloves Wash the genital area

6 Perform an episiotomy as the baby's buttocks distend and thin the perineum See
Module 4 Episiotomies and Repair of Lacerations, page 4 5 The episiotomy
makes more space for the breech delivery

7 The breech Will begin to pass through the outlet Now IS the time for self
control Keep your hands off the baby until you see the umbilicus

8 When you can see the umbilicus, It IS okay to touch the baby for the first time
Use one finger to flex the baby's knees and pull down a loop of umbilical cord
ThiS Will bring the feet and legs out

9 As the buttocks and legs deliver, the body usually hangs downwards and the back
turns from oblique to directly upwards (anterior) The face IS looking downward
towards the mother's back Do not push on the uterus or the baby Encourage
the mother to push with each contraction

10 The body slowly rotates (turns) as first one and then the other shoulder delivers
The arms become VISible They are usually folded across the chest If the arms
do not deliver With the next contraction, free the posterior arm first

Insert 2 fingers Into the vagina, FEEL the baby's humerus and follow It to the
elbow Splint and support the arm between your fingers and bring It downward
The anterior arm Will usually deliver
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11 As the mother pushes, the baby IS born to the neck Allow the baby to hang by ItS
own weight, which brings the flexed head down to the pelvIc floor The OCCiput
and back rotate forwards (antenor)

12 The baby can hang for one or 2 minutes Gradually the neck delivers, and you
can see the hairline and feel the suboccipital region You may now attempt to
deliver the head

13 If you are right handed, stand with your back to the woman's left leg and take the
baby's legs In your right hand (If you are left handed, stand with your back to
the woman's right leg and take the baby's legs In your left hand)

Pull firmly outward (stretch) on the legs to prevent the baby's neck from bending
backwards and breaking The suboccipital region, and not the neck, should PiVOt
under the apex of the pubic arch

14 Use one hand to guard the perineum and at the same time prevent the head from
delivering too qUickly

15 With your other hand, hold the feet Keep the body straight by pulling a bit
(traction) and 11ft In a circular movement (an arc of 180 degrees) until the chin,
mouth, and nose are free at the vulva

If the airway IS clear, the baby will breathe Clear away any mucus or liquor
(amniotic flUid) In the mouth and nose The baby can now breathe

16 Slowly and carefully deliver the rest of the head

Allow 2 or 3 minutes for the head to be pushed out Ask the mother to take deep
breaths, explain to her that It IS best not to push but let the baby's head come out
slowly Patience will protect the head from injury and prevent tearing the
episiotomy Sometimes suprapubic pressure may be needed to deliver the head

17 When the baby IS delivered, note the time and proceed as you do for a normal
delivery See Module 3 Momtormg Labor Progress, page 3 66 for the delivery
routine See Module 6 ReSUSCitation, page 6 3 for Immediate care of the
newborn

18 The third stage IS usually very qUick In breech delivery Be prepared for
hemorrhage See Module 5 Prevention and Management of Hemorrhage,
page 5 8

19 When the mother and baby are comfortable, record your actions and outcomes
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Learnmg Aid 1 - Abnormal Presentations and Positions

Face Presentation - usually occurs dUring the labor rather then before the labor When
you do a vaginal eXamination, the presenting part IS high, soft, and Irregular The chin
becomes the leading part

The labor may be prolonged The cord may come first Usually the baby IS born
spontaneously when the chin IS anterior Do an episiotomy to give more space for the
dehvery

If the chin IS posterior, the woman must be taken to the hospital for dehvery She can not
dehver spontaneously from this position Sedate the woman to try to stop the contractions
and ask your assistant to help get transport as soon as pOSSible

Brow Presentation - IS almost never diagnosed before labor begins The presenting part
Will be high The anterior fontanelle may be felt on one Side and the orbital (eye) ridges
felt on the other Side of the presenting part Sedate the woman to try to stop the
contractions and help her get to the hospital as soon as pOSSible

Shoulder Presentation - happens with a transverse he The presenting part does not fit
well Into the pelVIS The membranes usually rupture early The cord may prolapse If the
woman IS In labor, sedate her Help her get to the hospital as soon as pOSSible

Multiple Pregnancy - diagnosIs IS not always easy After 20 weeks, the uterus IS larger
than usual for dates When you palpate, finding more than one head IS diagnostic For
thiS reason, always palpate the entire uterus of a pregnant woman even though a head IS
found Immediately at one or the other end of the uterus The head may feel small In
relation to the size of the uterus Many baby parts may be felt At times the presence of
more than one baby IS not known until It IS realized that the uterus IS stili large and high
after delivery of the first baby

Labor IS often premature In multiple pregnancy The babies may be premature or
Immature Because the babies are small, abnormal presentations are common For these
reasons, multiple pregnancies should be referred to the doctor

Remember that abnormal presentations or POSitions In labor often occur when the
woman has cephalopelvIc disproportion If you attempt to deliver or delay your
referral to the hOSPital, the mother and baby may be Injured, damaged, or even die
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Learning Aid 2 - Oxytocm (Pltocm) Infusion, DOCTOR'S SUPERVISION

The midwife must only use oxytOCin infusion In an emergency situation The midwife must
never decide on her own, to use oxytOCin infusion for augmentation (to speed up) or
induction (to start) labor The doctor deCides when to use oxytOCin dUring labor The
doctor may deCide to use oxytOCin infusion durmg labor when there IS pregnancy-induced
hypertension, prolonged gestation, maternal diabetes, premature or prolonged rupture of
membranes The midwife IS responsible for managing the oxytOCin mfuslon and for
mOnitoring the mother and baby

The doctor supervising the midWife IS responsible for giVing her gUidelmes for uSing an
oxytOCin infusion during emergencies If possible, oxytOCin infusion should only be used
dUring labor where faCIlitIes for cesarean sectIon are avaIlable There IS always the
danger of a ruptured uterus during an oxytOCin infusion For this reason, all
midwives and doctors must use caution when making the decIsion to use an
oxytOCin infusion

The hormone oxytOCin stimulates contraction of uterine smooth muscle and causes
cervical dilatation OxytOCin must always be given Intravenously (IV) to mduce or
strengthen labor contractions Review Module 8 Hydration and Rehydration, page
87, Starting an Intravenous Infusion In a Peripheral Vein

OxytOCin must be given In a way that allows for very close regulation (control) of the
dosage The oxytocm dosage depends on the response of the uterus to the oxytOCin
Hyperstlmulatlon (too strong, too hard contractions) of the uterus must be prevented
dunng labor as It may cause fetal distress or ruptured uterus With death of the mother and
baby OxytOCin should not be given Into the muscle or under the tongue, because you
can not carefully control how fast the body absorbs It You could eaSily cause the uterus
to rupture

Refer to Module 3 MOnltormg Labor Progress, page 3 54, to review abnormal labor
progress Use the partograph to Identify complications In labor Early Identification of
complications will allow the midwife to get the woman to the hospital doctor

OxytOCin infUSion IS contraindicated when placenta preVia, fetal distress, or moderate or
severe cephalopelvIc disproportion IS Identified OxytOCin infUSion should be given only
under doctor's superviSIon In a woman With an over distended (too large) uterus, grand
multiparity, or history of cervical or uterine surgery

DIscuss the gUidelines suggested on the follOWing pages With your supervising doctor,
and make changes accordingly
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Two bottles of Intravenous fluid are used to give an oxytOCin infusion Use one bottle
to start an Intravenous infusion Prepare the oxytOCin In a second bottle In addition
to the equipment for starting an Intravenous infusion you will need a second stenle
Intravenous tubing (giVing set), clamp, needle, and Intravenous solution You will also
need oxytoCin (such as PltoCIn)

Preparation of equipment

Start the Intravenous infusion (first bottle) Get the oxytOCin solution ready (second
bottle) Put 2 5 umts of oxytOCin In one Itter of 5% Dextrose In Water If you have 500
milliliter (ml) infusion containers, put In one umt of oxytOCin Put a piece of tape on this
bottle Wnte the date, time, name, and amount of oxytOCin on the tape Record the
amount of oxytOCin on the labor record Attach the tubing and needle to the bottle
Attach the needle to the first Intravenous tubing (piggyback) (See Figure 1 )

Figure 1 Two Bottle Method for OxytOCin InfUSion

Procedure

1 Explain to the woman and her family what you are gOing to do Wash your hands
Help the woman get comfortable Do not let her he flat on her back (supine) The
pressure from the pregnant uterus may cause low blood pressure (hypotension) In the
mother and reduce blood circulation to the uterus
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2 LISTEN and record the fetal heart rate every 5 minutes for 20 minutes FEEL, time,
and record the uterine contractions continuously for 20 minutes This will give you
baseline information on what IS happening before you start Refer to Module 3
Momtormg Labor Progress, page 3 31 for mOnitoring information

Remember to continue all routme momtorlng of labor progress m addition to
momtormg fetal heart rate and uterme contraction at least every 10 mmutes

3 When you are ready to begin the oxytOCin, clamp the tubing to the first bottle (the one
Without oxytOCin) Open the tubing to the bottle With oxytOCin and regulate the drops
to 15 drops In a minute Listen and record the fetal heart rate every 10 minutes Feel,
time, and record the uterine contractions every 10 minutes

The goal IS to slowly build the labor pattern to 3 to 4 contractions of 40 to 50
seconds' duration every 10 minutes, With the fetal heart rate remalnmg wlthm
the normal range of 120 to 160 beats m a mmute The cervix Will completely
dilate and the mother Will deliver a healthy baby

• After 30 minutes, If there IS no change In contractions and the fetal heart rate IS
Within normal range, Increase the dnp rate to 30 drops In a minute

• After another 30 minutes, If there IS no change In contractions and the fetal heart
rate IS Within normal range, Increase the dnp rate to 60 drops a minutes

• After another 30 minutes, If there IS no change In contractions and the fetal heart
rate IS Within normal range, add the remainder of oxytOCin (2 5 umts) to the
oxytOCin infUSion Ifyou are uSing 1000 ml container for a total of 5 umts, and reset
your drip rate to 15 drops a mmute Remember to record the time and amount
of oxytOCin added on the bottle and the labor record Note If you are uSing 500
ml container, add one umt to the oxytOCin infUSion for a total of 2 umts

Carefully momtor and record on the partograph fetal heart rate and uterme
contractions every 10 minutes as long as oxytocm mfuslon IS bemg given

• If the contractions are less then 2 minutes apart and last 50 seconds or longer, or
If the uterus does not relax between contractions, stop the oxytOCin by clamping
off the piggyback bottle Open the tubing to the first bottle and regulate the drops
to 30 drops In a minute Change the mother's POSition and let the first Intravenous
infUSion run until the uterus IS relaxed between contractions

• If the mother's and baby's conditions are Within normal ranges, try a second time
With the oxytOCin infUSion you have been USing, beginning With 15 drops In a
minute and continue With mOnltonng until the goal IS reached

Remember that oxytocm mfuslons can cause almost contmuous contractions or
the uterus does not relax between contractions ThiS overstlmulatlon can cause
tetamc (hard and continuous) contractions Overstlmulatlon can cause fetal
distress, abruptiO placenta, or rupture of the uterus
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the following questions When you are finished, look for the
answers In the module on the pages shown In parentheses ( )

1 In most cases of an OCCiput postenor position, the baby rotates to OCCiput anterior
and the delivery IS normal However, If rotation does not occur and labor IS
prolonged, what can you do to help? (page 104)

2 When the presenting part IS not engaged at the time the membranes rupture,
there IS a greater risk (chance) of a prolapsed cord Why does this happen and
what emergency action can you take to save the baby's life If you can see the
cord? (page 10 7)

3 What IS the presentation called when a fetus IS lying sideways In the uterus with
the head on one side of the abdomen and the buttocks on the other side? (page
1020)

What care will you give when you Identify this presentation and the mother IS
term? (page 10 20)

4 Utenne inertia can happen at the beginning of labor or once labor IS established
The utenne contractions are not frequent, of short duration, and mild The cervix
IS dilated some, 6 centimeters (cm) or more, but does not continue to progress
with thinning (effacement) and opening (dilatation) What can you do and why Will
you do each action? (page 10 10)
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5 Shoulder dystocia IS difficulty In dellvenng the shoulders at the time of a vertex
birth What are the possible dangers to the baby and the mother? (page 10 12)

6 Breech dellvenes occur In about 3 out of 100 pregnancies What are the 2 major
dangers? (page 10 16)

7 When a mother has a multiple pregnancy, what problems Will you be alert for?
(page 1020)

8 OxytOCin infUSion should only be used under the supervision of a doctor With
cesarean section faCIlities In what situations IS oxytOCin infUSion not to be used?
(page 1021)

9 A face presentation usually develops dunng the labor rather then before the labor
If the chin IS antenor and the woman wants to push, what can the midWife do?
(page 1020)

If the chin IS postenor and the woman wants to push, what can the midWife do?
(page 1020)

10 Descnbe the follOWing POSitions and demonstrate each on a model If available

a OCCiput postenor (page 10 3)

b OCCipUt antenor (page 10 3)

c Sacroantenor (page 10 18)



Other emergencies 1026 lJfe-Savlng Skills C ACNM 1998

Skills Checklist - Persistent OCCiput Posterior Position

This checklist has two purposes
1 The midWife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte a rating ,/ =satisfactory OR X =needs Improvement
Add any comments In the section below

Date Date Date Date

When a woman IS In labor and the baby IS OCCiput
posteflof posItion

1 LOOK, FEEL to confirm position of baby

• Abdominal exam
- Head looks high, head feels large
- Back difficult to feel, limbs felt on both

sides

• Vaginal exam
- Diamond shaped anterior fontanelle

towards mothers front (pubis)

• Contractions, woman In labor

2 IDENTIFY PROBLEM and TAKE ACTION
• Danger If flexion does not happen, descent

stops
• Decide whether REFERRAL IS possible

3 If you can not REFER, try to help the baby rotate
before It IS time for delivery
• Explain to mother and family
• Ask mother to

- Urinate every hour, drink frequently
- Relax between contractions, change

positions
- Get In knee chest or knee arm posItion

often
• MOnitor labor (See Module 3 MOnitOflng

Labor Progress, page 3 66)
• Prepare for depressed baby

If you CAN NOT REFER, CERVIX IS FULLY
DILATED, and WOMAN READY TO PUSH, try to
Increase flexion of head

1 Make sure the bladder IS empty

2 Explain to mother and family what you are dOing
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Date Date Date Date

3 Help mother raise hipS, uSing either knee chest or
knee arm position while assistant holds her right
leg

4 Insert your fingers Into vagina under symphysIs
pubis

5 Press on baby's forehead before contraction

6 Hold this position dunng contraction to help flex
and deliver the baby's head

7 If the head does not flex after 2 or 3 contractions,
• Between contractions push the baby's head up

above the Ischial spines with your hand to try
to help the head rotate

• If thiS IS successful, be prepared for a very
fast delivery Try to prevent the head from
delivering too qUickly

8 If the baby's head does not flex, and you stili can
not get to the hospital, help the mother squat, try
to flex the head, encourage the mother to push
with each contraction

9 If thiS IS not successful after 5 contractions OR
there are signs of distress In the mother or baby
• Sedate the mother with Pethidine 100 mg
• Hydrate and reassure her Help the mother

and family
• Try to get transportation as soon as possible

10 Be prepared for depressed baby See Module 6
Resuscitation, page 6 7

11 Be prepared for bleeding from lacerations In the
mother See Module 4 Episiotomies and Repair
of Lacerations

12 Care for the mother and her baby

13 Be prepared for postpartum hemorrhage See
Module 5 Prevention and Treatment of
Hemorrhage

14 Record your actions and outcome

Comments
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Skills Checklist - Umbilical Cord Prolapse

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating .t = satisfactory OR X = needs Improvement
Add any comments In the section below

Date Date Date Date

When carmg for a woman m labor

1 LISTEN to the fetal heart beat routinely during
labor, If any change LOOK for cause of change In

heart beat

2 When dOing a vaginal examination LOOK and
FEEL
• For cord at vulva

- after rupture of membranes, or
- when signs of fetal distress

• Note presentation of baby
• Note dilatation of cervix

3 IDENTIFY PROBLEM and TAKE ACTION

If you can see the cord

1 USing gloves, FEEL for cervical dilatation and
touch the cord to FEEL pulse (beat)

2 If cord has a beat and the cervix IS fully dilated,
deliver With an episiotomy and vacuum extractor, If
available

3 If the cord has a beat and the cervix IS NOT fully
dilated, help get mother to hospital

4 While waiting for transport, explain to
mother/family

5 Prevent chilling or handling of cord
• Gently wrap In cloth
• Do not attempt to replace cord

6 PosItion mother With hips higher than chest

7 Keep presenting part away from cord
• Use gloved hand In vagina to push baby up
• Continue posItion and pushing head up while

traveling to hospital

,' ~,
16" ,
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Da~ Da~ Da~ Da~

8 Take delivery and resuscitation eqUipment with
you to hospital Be prepared for delivery

If you can not see the cord and the baby IS In

distress

1 Do vaginal exam, If cervix fully dilated, deliver as
soon as possible with the woman In knee chest
posItion, do episiotomy, and use vacuum
extractor, If available

2 FEEL for cord In front of baby

3 If you FEEL cord and the cervix IS not fUlly dilated
• Position mother with hips higher then chest
• Push presenting part up, away from cord
• Try not to touch cord

4 REFER
• Keep presenting part away from cord while

traveling
• Be prepared for delivery and Infant

resuscitation
Comments
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Date Date Date Date

If it IS not possible to get the mother to the
hospital

1 MOnitor labor according to routine and
• change mother's position often, always hips

higher than chest and left lateral as much as
possible

• continue trying to get transport
• encourage and explain to mother and family

2 Protect cord from cool air and handling to prevent
spasm of cord

3 Keep gloved hand pushing up on presenting part
to prevent compression of cord until ready to
deliver

4 Deliver baby as qUickly as possible
• Position mother left lateral with hips on pillow

and assistant holding her right leg or In knee
chest position

• Encourage mother to push with contraction
• Perform episiotomy
• Use vacuum extractor, If It IS available
• Be prepared for Infant resuscitation I but the

baby may die

5 Help the mother and family the best you can

6 Record actions and outcomes

Comments
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Dam Dam Dme Dam

If the cord has no pulse and there IS a transverse
lie

1 Explain to the mother and family

2 REFER to doctor with cesarean section facIlities

3 Offer care and support to the mother and her
family

4 Record all actions taken

If the cord has no pulse and vertex or breech

1 Explain your findings to the mother and family

2 Continue to mOnitor labor and support mother

3 Prepare the mother to deliver a stillborn

4 Offer care and support to mother and her family

5 Record all actions taken
Comments
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Skills Checklist - Uterme Inertia (Tired Uterus)

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, wnte a rating ./ = satisfactory OR X = needs Improvement
Add any comments m the comments section below

Date Date Date Date

When caring for a woman With uterme mertla

1 Decide the progress, ASK and LISTEN
• Early labor contractions are not pamful and

mother feels good, as she can rest
• In later labor, mother IS distressed and tired

as there IS no progress

2 LOOK and FEEL
• Contractions

- frequency, duration, strength
• Abdominal exam

- slow or no fetal descent
• Vaginal exam

- no progress In cervical dilatation
- pelvIc assessment IS adequate

3 IDENTIFY PROBLEM and TAKE ACTION

4 Prevent exhaustion of mother and baby
• Give oral flUids, food, help her to get

comfortable, wash, relax, rest
• Reassure mother, support, encourage

5 Give an enema Be prepared for delivery

6 If enema does not work, help mother to stimulate
nipples explaining that thiS may encourage
contractions

7 If vertex presentation is engaged and the
woman IS In actIve phase of labor, artifiCially
rupture membranes (ARM)

8 If thiS IS effective, remember to acttvely manage
third stage and be prepared for postpartum
hemorrhage
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Date Date Date Date

9 REFER at any time for
• Fetal or maternal distress
• Cloudy or bad smelling ammotlc fluid
• First stage of labor crossing the alert line

10 Explain to woman and family that the hospital
doctor may help stimulate labor by rupturing
membranes, augmentation of labor, and so forth
Encourage and support, be prepared for delivery
on way to hospital

11 Record all actions

Comments
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This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating .I =satisfactory OR )( =needs Improvement
Add any comments In the comments section below

Date Date Date Date

When helpmg a woman m labor"

1 Prevent shoulder dystocia by anticipating and
referring
• Mother with diabetes
• History of delivering large babies
• Family history of large siblings
• Maternal obeSity
• Large fetus
• PrevIous shoulder dystocia
• Fetal weight estimated as 0 5 kg (1 pound)

more or much larger than the prevIous
pregnancy

2 LOOK

• Head may be slow to deliver with much
pushing and effort by the mother

• Head delivers and looks as If It wants to go
back In the vagina (turtle sign)

• Head IS very tight against the perineum

3 FEEL

• If hard pushing by mother, does not turn or
move the shoulders, FEEL for an abnormal
baby, tumor, locked or JOined twinS, Bandl's
retraction ring Sedate and REFER

• For tight cord (may be short or around the
neck) If cord tight, clamp and cut

• Bladder If full, ask mother to urinate Note
It IS very Important that the bladder IS empty at
the beginning of second stage for all
dellvenes
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Date Date Date Date

IDENTIFY THE PROBLEM and TAKE
APPROPRIATE ACTION

1 QUickly get ready

• Explam to the mother and family what you are
gOing to do

• Position to have the mother's buttocks higher
than for a normal delivery Ask mother to plant
her feet firmly on the bed and elevate (11ft) her
buttocks Be ready to deliver as this may allow
the shoulders to move

• Refer as IS appropnate Ask someone to call
doctor/get transportation Be prepared for
resuscitation of baby, postpartum hemorrhage,
laceration/episiotomy repairs

2 Cut or enlarge the episiotomy

Try to deliver with the mother's legs back

3 Position the mother to move Bring her hips to the
edge of the bed ThiS Will give the baby's head
more space when you deliver

4 Explain and show how to spread her legs Wide and
pull her knees back as far as she can towards her
ears

5 Press down hard above pubiC bone Ask someone
to press down hard Just above the mother's pubiC
bone, releaSing the baby's antenor shoulder

6 Mother push hard At the same time, ask the
mother to pull her legs very Wide and push as hard
as she can

7 MidWife pull with cupped hands Cup your hands
around the Sides of the baby's head (do not hold
the baby's neck), and deliver the shoulders with
downward and outward pressure while counting to
15

If the baby does not deliver, change the direction
and deliver the shoulders with upward and
outward pressure while counting to 15
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Date Date Date Date

If the baby does not deliver, ask the mother to take
long and slow breaths Explain to her that she wIll
have to get In a dIfferent posItion to deliver the
baby

Try to deliver with mother on hands and knees

8 Change posItion Help the mother to the hands
and knees positIon with her head higher then her
hIps

9 Mother push as hard as she can

10 Midwife pull wIth cupped hands, see step 7 above

Try to deliver the posterior arm of the baby

11 Explain to the mother to remain on her hands and
knees, that you must put your hand inside her to
help the baby You will try to be gentle, but It stIli
may hurt her

12 Deliver postenor arm

• Put your gloved hand inside the vagina, along
the baby's lower back to bnng out the postenor
arm

• Move your hand around the baby

• Grasp the baby's arm Bend ItS arm

• Pull the arm out of the vagina by pulling the
baby's hand

13 Ask the mother to push whIle you cup your hands
around the sides of the baby's head, and deliver
the shoulders With downward and outward
pressure while counting to 15

If the baby does not deliver, change the direction
and deliver the shoulders With upward and
outward pressure while counting to 15

If the baby does not deliver, the mother can stay
on her hands and knees or lie on her side or her
back Encourage her and tell her that you will
need to try once more to deliver her baby
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Try to deliver by usmg the corkscrew method

14 Try to turn the baby

• With your hands In the vagina, turn the baby
one half circle so the postenor shoulder IS

where the antenor shoulder was located

• Always turn the body of the baby so the back
IS antenor

• Try to deliver as In number 13

• If the baby does not deliver, turn the baby
back to the onglnal position and at the same
time gently pull downwards

If the baby does not deliver, the mother can stay In
any position she would like to be Encourage her
and tell her that you will need to try once more to
deliver her baby

15 Break the baby's clavicle (collar bone)

• Reach In with your fingers of both hands and
find the antenor clavicle

• Pull up (so as not to puncture the baby's lung)
on the middle of the clavicle between your two
thumbs and break It This allows the antenor
shoulder to become free from behind the
symphysIs pubis

16 Ask the mother to push

• At the same time cup your hands around the
sides of the baby's head, and deliver the
shoulders with downward and outward
pressure while counting to 15

• If the baby does not deliver, change the
direction and deliver the shoulders with
upward and outward pressure while countmg
to 15

17 Continue with Infant care and resuscitation as
needed

• Prepare for third stage care of the mother
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Date Date Date Date

18 When you have cared for the mother and Infant,
record actions taken

Comments
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Skills Checklist - Breech Management

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating ./ =satisfactory OR X = needs Improvement
Add any comments In the comments section below

Da~ Da~ Da~ Da~

When helping a mother deliver a baby with breech
presentation

1 Assess the progress of labor to decide If there IS
time to REFER If no time to refer

• Explain to the mother and family what you are
dOing

Reassure as best you can
I

•

2 Gather supplies and eqUipment for delivery with
episiotomy

,

• Have delivery bed or a table for second stage

• Be prepared for Infant resuscitation and
postpartum hemorrhage

3 Confirm second stage (complete cervical
dilatation) before she starts to push

• Encourage woman to push In any comfortable
position

• Make sure her bladder IS empty

4 When baby's buttocks are seen distending
perineum

• Help woman to lithotomy posItion (lYing on her
back with her legs bent), at edge of table or
bed

• Her feet should be supported OR she may
want to spread her legs and pull them back
when she pushes

5 Wash your hands and put on gloves

• Wash the genital area
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Date Date Date Date

6 Perform episiotomy (to make more space for the
breech delivery) as the baby's buttocks distend
and thin the penneum

7 Keep hands off the baby's body, until the
umbilicus IS seen, as the breech passes through
the outlet

8 When the umbilicus IS seen
• Use one finger to flex the baby's knees and

pull down a loop of umbilical cord ThiS will
bring the feet and legs out

9 As the buttocks and legs deliver, the body usually
hangs downward Watch as

• The back turns from oblique to anterior
(upwards)

• The face IS looking downward

• Do not push on the uterus or pull on the
baby

• Encourage mother to push With each
contraction

10 With each contraction, watch as

• The body slOWly rotates as shoulders deliver

• The arms become VISible

If the arms do not deliver With the next contraction,
free the posterior arm

• Insert two fingers Into the vagina

• Follow humerus to elbow

• Splint and support arm between your fingers

• Bnng arm down to deliver

• Anterior arm will usually follow

11 As the mother pushes, the baby IS born to the
neck

• Allow the baby to hang by ItS own weight for
up to 1 to 2 minutes
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Date Date Date Date

- Watch as the flexed head moves down to
pelvIc floor

- Watch as the OCCiput and the back rotate
forward/anterior

12 Watch as the neck gradually delivers

• The hairlIne can be seen

• The suboccipital region (hairline) can be felt

13 The delivery of the head can now be attempted

• If flght.handed, stand with your back to the
woman's left leg

• Take the baby's legs In your right hand

- Pull firmly outward (stretch) on the legs to
prevent the baby's neck from bending
backwards

- The subOCCipital region (hairline), and not
the neck, should PiVOt under the apex of
the pubiC arch

14 Use one hand to guard the perineum and prevent
the head from delIvering too qUickly

15 With the other hand, hold the feet and keep the
body straight by pullIng a bit (traction)

• Lift the feet In a Circular movement (an arc of
180 degrees) until the chin, mouth, and nose
are free at the vulva

• Wipe the mouth and nose to clear away any
mucus or liquor The baby can now breathe

16 Deliver the head slowly and carefully In 2 to 3
minutes

• Ask the mother to take deep breaths

• Explain that the baby's head must deliver
slowly

• Protect the head from injury and prevent
tearing the of episiotomy

• Suprapubic pressure may be needed
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Date Date Date Date

17 When baby IS delivered, note time proceed as for
a normal delivery Be prepared for depressed
baby

18 The third stage IS usually very qUick, be prepared
for postpartum hemorrhage

19 When mother and baby are cared for, record
actions and outcomes

Comments
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Postabortlon Care2
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The midwife wIll learn how to care for a woman with an Incomplete abortion

Objectives

The midwife caring for a woman with Incomplete abortIon WIll be able to

1 Identify possIble problems with Incomplete abortIon and hemorrhage from the
medical hIstory (ASK and LISTEN) and vaginal examination (LOOK and
FEEL)

2 IDENTIFY PROBLEM/NEEDS of a woman wIth Incomplete abortion and take
APPROPRIATE ACTION, including appropriate referral

3 explain to the woman and her family the need for uSing the Manual Vacuum
AspIration (MVA) In Incomplete abortIon care, and the dangers of
hemorrhage and infectIon

4 perform the step by step procedure and safely use MVA by IPAS
(InternatIonal Projects AssIstance Service) for Incomplete abortIon

5 record progress of vital signs dUring the MVA procedure, type and amount of
fluids gIven, estimated blood loss, products of conceptIon, and medIcation
given

6 describe how she wIll do post abortIon follow up and famIly planning
counseling

7 demonstrate InfectIon prevention practices that reduce dIsease transmIssIon
to clients, family, midwIves, and other health care staff, including cleaners
according to Module 7 Prevention and Management of SepsIs, Infection
PreventIon, beginning on page 7 25

Note Before you begin this tOpiC, review normal anatomy and physiology of the
female reproductIve system Also review In Module 5 Prevention and Treatment of
Hemorrhage, FInd the Cause of Bleeding, page 5 3, Digital Evacuation Skill, page
5 56, and Learning AId 1 - Intra-abdominal Bleeding, page 5 62 In Module 7
Prevention and Management of SepSIS, review Infection AssocIated with Abortion,
page 7 9, and InfectIon Prevention, page 7 25

2 This Postabortion Care section IS adapted pnmanly from Wmkler et aI (1995)
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Recent estimates are that at least 15% of all pregnancies end In spontaneous
abortion (mlscarnage) The World Health Organization (WHO) estimates that one In
8 pregnancy-related deaths are due to unsafe abortion Every midwife and health
worker must give quality emergency care to every woman who has lost (complete
abortion) or IS lOSing (Incomplete abortion) her pregnancy Emergency care will vary
depending on the situation ThiS cntlcal emergency care IS life saving for
spontaneous abortion and for unsafe abortion As a midwife, It IS Important to give
life-saVing care and meet the woman's needs In a respectful, non-judgmental way

In thiS section, you Will use the Problem Solving Method to determine the problem
You will learn how to perform a manual vacuum aspiration and to care for the woman
With an Incomplete abortion

WHO offers gUidance In the provIsion of care by level of health care faCIlity and staff,
(see Learning Aid 3 - PrOVISion of Postabortlon Care, page 10 59) GUidelines should
be established according to local conditions, availability of drugs, Instruments,
training, and national standards and regulations

A MidWife's Expenence

I was called by friends of a young and scared woman Her name was Stella I
followed them from my cllmc across the road to a farm In the grass we found
Stella She was lying on the ground In a pool of dark blood Flies were all
around She was awake, very hot, and unable to stand

We carned her to the cliniC An Intravenous infUSion was started, antibiotics
given, and we tned to clean her and at the same time find out what had
happened She was about 3 months' pregnant and so ashamed Her parents
told her to leave Her boyfnend said he did not believe that she was pregnant
All she could think to do was to remove the pregnancy She had tried home
mediCines. douches, bOIling baths, and finally used a coat hanger Stella died

LSS Co-author

Common Medical Terms

Abortion - pregnancy loss, fetus IS not Viable (not able to live outSide of the uterus)

Complete Abortion - all products of conception come out of the uterus

Equal to Dates - when the sIZe of the uterus on bimanual examination gives the same
age as the weeks of amenorrhea or gestation (pregnancy) by history
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Incomplete Abortion - some or all products of conception remain In the uterus

Inevitable Abortion - stage of pregnancy when It IS not possible for the pregnancy to
continue

Miscarriage - see spontaneous abortion

Spontaneous Abortion (miscarriage) - pregnancy loss, the fetus IS not viable, all
products of conception are passed (come out of the uterus) without any assistance

Threatened Abortion - signs and symptoms are so few that It IS possible for the
pregnancy to continue to term

Unsafe Abortion - pregnancy loss caused by dangerous medicine or Instruments
used to end a pregnancy In unclean conditions

Stage of Abortion

DiagnosIs Bleeding Cervix Uterine Size Other Signs

Threatened Slight to Not dilated Equal to dates by last PositIVe pregnancy test

Abortion moderate normal menstrual Cramping
period (LNMP) Uterus soft

Inevitable Moderate Dilated Less than or equal to Cramping

Abortion to heavy dates by LNMP Uterus tender

Incomplete Slight to Dilated Less than or equal to Cramping

Abortion heavy (soft) dates by LNMP Partial expulsion of
products of conception
Uterus tender

Complete Little or Soft (dilated Less than dates by Less or no cramping

Abortion none or closed) LNMP ExpulSion of products of
conception
Uterus firm

Source Adapted from Clinical Management WHO 1994

Use the Problem Solving Method

ASK and LISTEN

Losing a pregnancy IS something a woman Will always remember The woman may
be afraid to answer questions She may have become pregnant due to rape, failed
contraception, or lack of contraception She may be afraid you Will turn her In to the
pohce, tell her family or fnends She may be afraid of expulsion from family, marriage,
or school She may fear being beaten Help her understand that you want to help her
and that you are ready to listen to her Gentle and kind attention from you before,
during, and after the care helps the woman feel better Refer to Module 5
Prevention and Treatment of Hemorrhage, page 5 3
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Find out the following information, ASK

• Are you pregnant? When did the bleeding start? How much bleeding? Any
clots? If the condition of the woman IS seflous (example shock, heavy
bleeding), take action Immediately

• When did you see your last menses? Was this last menses normal? (Length,
frequency, amount of bleeding) See Module 2 Quality Antenatal Care,
Menstrual HiStOry, page 2 16 Determine weeks of gestation (pregnancy) by
uSing the first day of the last normal menstrual period (LNMP) to determine
the weeks of gestation Compare the weeks of gestation information With the
fundal height measurement when you are dOing the examination

• Do you use any family planning? What kind?
• Do you have any pain or cramping? Where IS the pain?
• Any fever, Chills, foul smelling discharge?

ALWAYS THINK OF INCOMPLETE ABORTION when any woman of
childbearing age has a missed penod With vaginal bleeding OR lower abdominal
pain (cramping) OR passed clots or tissue It IS also possible the woman does not
remember she has missed her period

LOOK and FEEL

When you examine the woman, try to have a qUiet and pnvate area where others can
not listen or see what you are dOing If you have only one room for examinations, ask
others to walt outside Use a cloth or sheet to cover the woman dunng the
examination and procedure Explain everything you are gOing to do, before you do It

Refer to Module 5 Prevention and Treatment of Hemorrhage, page 5 5 The main
parts of the examination Include

• Take the blood pressure, pulse, and temperature
• LOOK for signs of shock
• FEEL for low abdommal tenderness, rebound tenderness
• FEEL the uterus for tenderness, Size, POSition, and shape Compare the

actual size of the uterus With the date of the last normal menstrual penod
• LOOK for vaginal bleeding, clots, or foul smelling discharge
• LOOK uSing a vaginal speculum Remove any products of conception or

clots from vaginal canal or cervix
• LOOK for lacerations or discharge
• FEEL the uterus (bimanual examination) to confirm size and compare to the

weeks of gestation Informatton from the history
Insert lubricated Index and middle fingers Into the vagina until you
can feel the cervix
Put your other hand on the abdomen, find the uterus between your
fingers inSide the vagina and your hand on the abdomen
Gently move the uterus noting tenderness, Size, POSition, and shape
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IDENTIFY THE PROBLEM and TAKE APPROPRIATE ACTION

Refer to Module 5 Prevention and Treatment of Hemorrhage, page 5 5

FINDINGS Shock

ACTION Refer to Module 8 Hydration and Rehydration, page 8 5

FINDINGS Abdominal swelling that IS hard and tender, may have signs of
shock. think of ectopic pregnancy or injury to Internal organs

ACTION Treat as outlined In Module 5 Prevention and Treatment of
Hemorrhage, Learning Aid 1 - Bleeding In the Abdomen (Intra­
abdominal Bleeding), page 5 62

FINDINGS Severe abdominal pain with tender uterus OR fever OR
offensive vaginal discharge think of ectopic pregnancy or septic
abortion

ACTION REFER Treat as outlined In Module 7 Prevention and
Management of SepsIs, page 7 9 See Module 5 Prevention
and Treatment of Hemorrhage, pages 5 5 and 5 55

FINDINGS Vaginal bleeding and no fever with clots OR painful contractions
OR passed tissue think of Incomplete abortion

ACTION Treat as outlined In Manual Vacuum Aspiration, page 10 48
See Module 5 Prevention and Treatment of Hemorrhage,
page 5 55

FINDINGS Vaginal bleeding that has stopped think of threatened abortion

ACTION Treat with rest In bed for 24 to 48 hours REFER If bleeding
recurs OR fever OR offensive discharge OR severe abdominal
pain
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SKILL Manual Vacuum Aspiration3

Incomplete or inevitable abortion IS treated by removing the remaining products of
conceptton from the uterus The method used for emptying the uterus depends on the
duration of pregnancy, the availability of eqUipment, supplies, and a skilled midWife
and/or doctor You will find the WHO gUidelines In Learning Aid 3 - ProvIsion of
Postabortlon Care, page 10 59

Manual vacuum aspiration (MVA) IS an effective method for treatment of Incomplete
abortion up to 12 weeks' fundal height Manual vacuum aspiration uses suction to
remove the contents of the uterus As soon as the remaining products of conception
are removed, the uterus will contract and the bleeding will decrease This IS life
saving for the woman with an Incomplete abortion who IS bleeding too much

EqUipment
MVA Instrument kit (See Learning Aid 4 - MVA EqUipment and Supplies, page 1060)

Precautions
As you ASK and LISTEN, LOOK and FEEL, you may IDENTIFY a PROBLEM that
needs ACTION before beginning the MVA, or the need to use a different method to
empty the uterus Special care IS necessary to make sure that the utenne size by
fundal palpation and bimanual examination IS not more than 12 weeks, see page
10 46 At 12 weeks' gestation, the uterus can Just be palpated at the level of the
symphySIS pubis If the size of the uterus IS greater than 12 weeks, treat as a second
tf/mester pregnancy and REFER

Procedure
This procedure descnbes the MVA Instrument If you use other Instruments, check to
make sure you know how to prepare the vacuum as It may be not the same way as
shown In this procedure

Preparation

1 Reduce chance of mfectlon to women and health care staff, including cleaners,
by giVing Infectton prevention training See Module 7 Prevention and
Management of SepSIS, page 7 25

3 The illustrations shC1M1ln Figure 2 through Figure 12 are from IPAS 1993 and are used with penTIlSSlon of the POStabortion
Care Consortium
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Ways of reducing the chance of infection Include

• Wash hands with soap and water before and after each MVA procedure
• Use sterile or high-level disinfected Instruments and gloves on both hands
• Clean the cervix and vagina before inserting any Instrument through the

cervix and Into the uterus
• Use the no-touch technique for the MVA procedure

2 Have the MVA Instruments available and ready

• Ensure that another MVA syringe IS available In case It IS needed

• Prepare the MVA sYringe to create a vacuum to make sure the syringe holds
a vacuum Attach an adaptor If required to the end of the sYringe or cannula

• Lock the valve on the MVA sYringe In a
closed position (See Figure 2 )

Figure 2 ClOSing the Pinch Valve

• Pull back on the plunger until the arms
of the plunger lock In place with the
arms of the plunger seated fully on the
Wide edges of the barrel (See Figure
3) This position keeps the plunger In
place so that It Will not slip back Into
the barrel, see Learning Aid 4 ­
Equipment. page 1060

Figure 3 Creating the Vacuum
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3 Management of pain depends on the emotional state of the woman, the dilatation
of the cervix, the time It takes to complete the MVA, and the skill of the midwife
and/or doctor

• Emotional state of the woman care for the woman's feelings as soon as
you see her Losing a pregnancy IS something a woman will always
remember The woman coming to you for help may be afraid, anXIOUS,
depressed, sad and/or Sick at this time The woman may be afraid to answer
questions Help her understand that you want to help her and that you are
ready to listen to her Give her the feeling that you respect her and want to
help her With her problem Give her care Without expressing Judgment
Helping the woman stay calm helps her remain more comfortable, It really
helps the MVA procedure to be less painful

Remember that nonverbal actions are sometimes stronger than verbal words
Explain to her what you need to do and why you need to do It Make sure she
understands that you want to help her so that she Will remain healthy

• Dilatation of the cervix the cervix IS most always open With an Incomplete
abortion Because It IS soft and open, you can Insert the cannula Without
causing the woman pain Selection of the proper size cannula Will minimize
(lessen) stimulation of the nerves around the cerviX, therefore preventing
pain Explain each step of the procedure before dOing It to help the woman
be prepared

• The MVA procedure takes only a few minutes when It IS done by a skilled,
competent, and confident midWife or doctor Handle Instruments gently and
talk With the woman throughout the procedure After performing each step,
such as plaCing the sponge (ring) forceps or passing the cannula, walt a few
seconds for the woman to prepare for the next step Move slowly and use
Instruments With confidence

• The skill of the midWife or doctor can not be emphaSized enough It IS very
Important to remember that the woman Will have lower abdominal pain With
cramping and uterine contractions as the uterus IS emptying Even the most
skilled midWife and her staff cannot prevent thiS pain, but they can prepare
the woman and encourage her dUring the experience The midWife must
continue to mOnitor her staff and help them review procedures so that they
are ready and capable of assisting her The midWife must continue to update
and Improve her own skills so that she can competently manage an
uncomplicated MVA and Identify any complications

• Gentle, supportive care of the woman, and the use of a non-narcotic
analgesic (Ibuprofen or acetaminophen) often are enough for the
uncomplicated MVA procedure when waiting for the procedure to be
performed as well as dUring and after the procedure

/
11}>
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• If additional dilation of the cervix IS necessary, use of local anesthesia such
as a paracervlcal block IS the best overall option for effective MVA pain
management Refer to Learning Aid 6 - How to Administer Paracervlcal
Block, page 10 68 or ask your referral physIcian to teach you, If this IS local
practice

4 Vaginal examination - It IS Important that the midwife who performs the MVA
procedure be certain about the following

• Uterine Size, the uterus must FEEL no larger than 12 weeks, see page 10 46
If there IS any doubt, REFER

• Position, the midwife must be very careful to Insert the cannula according to
the position of the uterus, to prevent perforation This IS the same caution as
with Intrautenne devices (IUD)

• Condition of the vagina and cervix, If you find tears (lacerations),
perforation, or pus, REFER and give broad spectrum antibiotiC, see Module 7
Prevention and Management of SepsIs

• Contents (products of conception) In the vagina, tissue or clots should be
removed from the vagina before starting the MVA

5 Prepare the woman Explain once again what you are gOing to do Ask the
woman to empty her bladder Ask your assistant to wash the woman's lower
abdomen and genitals With soap and water

• Wash your hands and put high-level diSinfected or stenle gloves on both
hands

• Ask the woman about allergic reactions, such as to Iodine, before selecting an
antiseptic
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STEPS FOR PERFORMING MANUAL VACUUM ASPIRATION (MVA)

1 Gently insert speculum and LOOK at the cervix for tears, tIssue or clots
Remove any tissue, membranes, or clots In the cervix or vagina, uSing a sponge
forceps Also, If IUD strings are vIsible In the cervix, remove the IUD after
cleaning the cervix by clamping on the strmgs with a forceps Pull slowly and
gently until the IUD comes out of the cervix

2 Clean the cervix, cervical os, and vagma Use a sponge forceps and gauze or
cotton to swab the cervical os, the cervix, and vagina with antiseptic solution
Swab the cervical os very well If lodophors are used as antiseptics, allow up to 2
minutes before continuing with the procedure to allow time for the release of free
Iodine

3 Grasp the cervix with a ring forceps See Module 4 EPiSiotomies and Repair
of Lacerations, page 4 11, for information on how to do thiS properly Give
analgesIc medications and/or paracervlcal block If needed, see Learning Aid 6 ­
How to Administer Paracervlcal Block, page 10 68

4 Cervical dilation IS usually not necessary With Incomplete abortIon When
necessary, gently dilate the cervix uSing cannulae of Increasmg Size, taking care
not to use any force, as you may tear the cervix or perforate the uterus Cervical
dilation must be performed by experienced and skilled staff REFER If necessary
Have ready several sizes of cannulae based on the uterine size uSing these
gUidelines

Uterine Size 5 to 7 weeks, try 4, 5, 6 millimeter (mm) cannula
Uterine Size 7 to 9 weeks, try 5 ,6, 7 mm cannula
Uterine Size 9 to 12 weeks, try 7 to 12 mm cannula

5 Hold the cervix so that It does not
move and gently Insert the
cannula through the cervix Into the
utenne cavity Just past the Internal
os (See Figure 4) You may need
to rotate the cannula while gently
applying pressure to get the tiP of
the cannula to pass through the
cervical canal

Figure 4 Inserting the Cannula
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6 Very gently push the cannula
slowly Into the uterine cavity
until It touches the fundus (See
Figure 5) Remember the uterus
IS very soft, use no force Note
the utenne depth by the dots VISible
on the cannula The dot nearest
the tiP of the cannula IS 6 cm from
the tiP, and the other dots are at
1 cm Intervals After measunng the
uterine Size, withdraw the cannula
slightly

Figure 5 MeaSUring the Uterine Depth

Note While performing MVA, prevent injury to the woman by only inserting the
cannula the measurement Identified

7 Attach the prepared syringe to the
cannula by holding the forceps and
the end of the cannula In one hand
and the sYringe In the other (See
Figure 6)

Figure 6 Attaching the SYringe

Note Make sure that the cannula does not move forward Into the uterus as you
attach the sYringe by watching the uterine measurement on the cannula

8 Release the pinch valve on the
sYringe (see Figure 7) to transfer the
vacuum through the cannula to the
utenne cavity Bloody tissue and
bubbles should begin to flow through
the cannula Into the sYringe

Figure 7 ReleaSing Pinch Valve
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9 Evacuate any remaining contents
of the utenne cavity by gently
rotating the synnge and then moving
the cannula gently and slowly back
and forth within the utenne cavity
(see Figure 8) Do not rotate the
cannula more than 180 degrees
(one half turn)

Figure 8 Evacuating Utenne Contents

It IS Important not to withdraw the openlng(s) of the cannula outside of the
cervical os This will cause the vacuum to be lost If this happens or If the
syringe IS full, leave the cannula In place In the uterus and re-establish the
vacuum If the cannula IS withdrawn and touches the vagina or other nonstenle
surface, It IS contaminated Do not reinsert It Use another stenle or high-level
disinfected cannula See Preparation for the Procedure, on page 1048

Note While the vacuum IS established and the cannula IS In the uterus, always
hold the syringe by the barrel, never hold the synnge by the plunger arms
DOing this may cause the plunger arms to become unlocked, accidentally allOWing
the plunger to slip back Into the syringe, pushing matenal back Into the uterus

10 Check for signs of completion The MVA procedure IS finished when

• Red or pink foam and no more tIssue IS seen In the cannula
• A gntty (rough) sensation IS felt as the cannula passes over the surface of the

evacuated uterus
• The uterus contracts around (holds) the cannula

11 Detach the syrmge, withdraw the
cannula, and then place the cannula In
the decontamination solution (See
Figure 9) With valve open, empty the
contents of the MVA sYringe Into a
strainer (gauze or cloth spread over a
container) by pushing on the plunger

Figure 9 Detaching the Synnge

Note Do not put the empty synnge In the decontamination solution until you are
certain the procedure IS completely fintshed Keep the synnge on the tray until
you have Inspected the tissue In case you find that the uterus may not be empty
You may need to use the MVA Instruments to remove more tissue
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12 QUickly mspect the tissue (see Figure 10)
removed from the uterus
• for quantity and presence of products

of conception
• to assure complete evacuation
• to check for a molar pregnancy (not

common)

Figure 10 Inspecting Tissue

If necessary, strain and rinse the tissue to remove excess blood clots Tissue
which may be seen In treatment of Incomplete abortion Include villi, fetal
membranes, endometnal tissue (decidua) and, after 9 weeks from the last
menstrual period, fetal parts Place tissue In container of clean water, saline
solution, or weak acetic aCid (vinegar) to examine again Tissue specimens may
be sent to the laboratory If you suspect a molar pregnancy or other problem

Follow the recommended infection prevention practices for handling specimens,
see Module 7 Prevention and Management of SepsIs, Infection Prevention
Methods, page 7 32

If no products of conception are seen, then

•

•

•

•

•

All of the products of conception may have been passed before the MVA was
performed (complete abortion), no further action IS needed

The uterine cavity may appear to be empty but may not have been emptied
completely due to the inexperience of the midwife, or because uSing a
cannula that IS too small or stopping the aspiration too soon can result In
retained tissue, If this IS the case, repeat the aspiration to remove remammg
tissue

The vaginal bleeding may have been due to a cause other than Incomplete
abortion such as break through bleedmg from contraceptives, utenne fibroid or
ectopIc pregnancy (a IIfe-threatenmg emergency, REFER) See Module 5
Prevention and Treatment of Hemorrhage, page 5 5

The uterus may be abnormal For example, the cannula may have been In
the nonpregnant Side of a double uterus, REFER

With the absence of products of conception In a woman With symptoms of
pregnancy, thmk of ectopic pregnancy, this IS an emergency, REFER
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13 After being certaan the procedure IS fimshed, remove the equipment Make
the woman comfortable and explain your findings to her and her family

14 Decontamanate all Instruments See Module 7 Prevention and Management
of SepsIs, Infection Prevention Methods, page 7 25

15 Dispose of waste While stili weanng gloves, place contaminated gauze, cotton
and other waste Items In a properly marked, leak-proof container or plastic bag
Place sharp Instruments like needles and synnges In a puncture proof container
or wrap firmly so that no one can get stuck Waste should be disposed of by
burmng or burying Tissue and clots removed from the uterus may be emptied
Into the sewage system, If available

16 Remove gloves and decontaminate Put both gloved hands In decontamination
solution, and rinse off all the blood you can see Remove the gloves by turmng
them inside out If surgical gloves are to be reused, put them In the solution for
10 minutes If they are disposable gloves, they can be burned or buned after
soaking for 10 minutes

17 Wash hands thoroughly with soap and water

18 Record findings including vital signs, fluids given, appearance of products of
conception, estimated blood loss, and time, type, and dose of medications given

19 Comfort the woman and her family Talk with the woman and her family,
reassure and encourage them
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1 Take and record vital signs as soon as the MVA IS completed

2 Allow the woman to rest comfortably m a place where her recovery can be
observed and mOnitored

3 Check for anemia and give Iron tablets accordmg to findmgs See Module 2
Quality Antenatal Care, page 2 6, for anemia protocols If the woman IS Rh
negative, give Rh{D) Immune globulin before discharge, If available

4 If treatment for complications was started, contmue treatment and momtor or
REFER as needed

5 For uncomplicated MVA, check bleedmg at least once before discharge
Recheck Vital signs Check to see that crampmg has decreased Prolonged
crampmg IS not conSidered normal The woman may go home as soon as she IS
stable, can walk Without aSSistance, and has received follow up mformatlon

6 Follow up mformatlon for the woman and her family

Signs of a normal recovery are
• Some utenne crampmg over the next few days, which may be relieved by mild

analgeSICS like Ibuprofen or Panadol
• Some spottmg or bleedmg, which should not be more than a normal menstrual

penod
• A normal menstrual penod that should occur wlthm 4 to 8 weeks

AdVice about medications, follow up, and fertility The woman should be given
adVice for takmg any medications that may be ordered for her, should be given a
date of her follow up VISit, and should know that
• She should not have sexual mtercourse or put anythmg mto the vagma (no

douchmg, no tampons) until after the bleedmg stops m 5 to 7 days, and
• Her fertility can return m less than 2 weeks after the MVA procedure, so she

needs to have contraceptive counseling and begm usmg a family planmng
method Immediately If another pregnancy IS not wanted

Warmng signs and symptoms The woman should know the warnmg signs and
symptoms, what to do, and where to go for emergency care for
• Prolonged crampmg, more than a few days
• Prolonged bleeding, more than 2 weeks
• Bleedmg more than normal menstrual bleedmg
• Severe or mcreased pain
• Fever, Chills, or malaise (tired all the time)
• Fainting or weakness
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A woman's fertility returns almost Immediately after an Incomplete abortion, as early
as 11 days after, If the pregnancy was less than 12 weeks She must decide whether
or not she wants to become pregnant soon In the case of spontaneous abortion, she
may wish to become pregnant agam qUickly, and unless there are any medical
problems, there IS no reason to discourage her from dOing so

For many women, the abortion clearly shows she does not want to be pregnant at thiS
time The woman and her partner (If appropnate) need to receive counseling and
Information about her return to fertility and available contraceptive methods ThiS may
not be the best time for her to make deCISions that are permanent or long term
Counseling must be appropnate for the woman's emotional and phySical condition
Full and Informed chOIce IS cntlcal In the selection of any method and espeCially for
intrauterine contraceptive deVices (IUDs), InJectables, Implants, and voluntary
stenllzatlon

Nearly any contraceptive method may be used and can be started Immediately unless
there are major postabortlon comphcatlons Natural family planning IS not
recommended, however, until a regular menstrual pattern returns For more
information, refer to local pohcles and standards and the Healthy Mother and Healthy
Newborn Care Manual, family planning chOices and counseling section Make sure
that every postabortlon woman knows

• She can get pregnant again, almost Immediately and needs to deCide If she wants
to become pregnant soon,

• There are safe, modern family planning methods that can help her aVOId
becoming pregnant, and

• Where and how she can get these methods If the midWife can not help her With
the method of chOice
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Learning Aid 3 - ProvIsion of Postabortion Care by Level of Health Care
Facility and Staff

ProvIsion of Postaborbon Care by Level of Health Care FacIlity and Staff

Level Staff May Include Emergency Postaborbon Care Postabortion Family
Provided Planmng

Commumty ·Communlty residents RecognitIon of sIgns and symptoms of PrOVISion of pills condoms
with basIc health training abortion and senous postabortlon diaphragms and
·TradltlOnal birth complicatIons spermlcldes
attendants
·Tradltlonal healers Referral to facilitIes where treatment IS Referral and follow up for

available these and other methods

Pnmary ·MldwlVes All pnmary care facilibes Above PrOVIsIon of above methods
(Pnmary ·Health workers acbvltles, plus plus IUDs InJectables and
health ·Nurses DiagnOSIs based on medIcal history and Norplant® Implants
cliniCS family ·General practitioners phySical and pelviC examination
planning Resuscitation/preparation for treatment or Referral for voluntary
cliniCS or transfer stenllzatlon
polycliniCS) Hematocntlhemoglobln testing

Referral If needed

If trained staff and appropnate
equipment are available Above
acbvlbes, plus
Initiation of emergency treatments

·antlblotlc therapy
·Intravenous fluid replacement
·OxytOCIC

Utenne evacuation dunng first tnmester
for uncomplicated cases of Incomplete
abortion
Pain control

·slmple analgesia and sedation
·Iocal anestheSia (paraceMcal
block)

First ·MldwlVes Above acbvlbes, plus PrOVISIon of above methods
Referral ·Nurses Emergency utenne evacuation through plus voluntary stenllzatlon
Level ·General practitioners second tnmester
(Dlstnct ·Ob/Gyn speCialists Treatment of most postabortlon Follow up Including anemia
hospital) ccmpllcatlons

Local and general anestheSIa
DIagnOSIs and referral for severe
complications (septicemia peritonitis
renal failure)
Laparotomy and Indicated surgery
(Including for ectopIc pregnancy)
Blood crossmatch and transfuSion

Secondary -MidWIVes Above acbvlbes, plus All above actIVIties
and Terbary -Nurses Utenne evacuatIOn as Indicated for all
Level -General practitIOners Incomplete abortions
(Regional or -Ob/Gyn speCialISts Treatment of severe complications
Referral (including bowel inJury, severe sePSIS,
Hospital) renal failure)

Treatment of bleeding/clotting disorders

Source Adapted from ComplIcationS of Abortion WHO 1994
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Learning Aid 4 - MVA Equipment, Supplies, and Care of MVA Equipment

Incomplete abortion IS treated by removing the remaining products of conception from
the uterus In the first tnmester, MVA may be used If there IS the availability of
equipment, supplies, and skilled staff This learning aid descnbes the basIc equipment,
supplies and care of the equipment necessary for MVA

1 Equipment and Supplies Needed for MVA

MVA Kit, see below Clear container
Vaginal speculum Light source
Utenne tenaculum or Swabs/gauze

Vulsellum forceps AntiseptiC solution
Sponge holding or Gloves

Ring forceps (2) Strainer

Simple magmfylng glass
Not reqUIred but available
Paracervlcal block equipment
Local anesthetIc
Sharp curette
Tapered dilator

Cannul_

RlJ================:?
Adapter Aperture

h

Contents of MVA Kit by IPAS

BasIc MVA Instrument kit for emergency
treatment of Incomplete abortion (see
Figure 11), contain either a Single-valve
or double-valve 60 cc stenle syringe With
• A locking valve
• Plunger handle
• Collar stop
• SIlicone for lubncatlng the synnge
• 0 - nng
• FleXible cannulae With two openings

- smgle-valve syrmge,
use 4, 5, 6 mm cannulae
- double-valve syrmge,
use 6, 7,8,9, 10, 12 mm cannulae

Double Valve
Synnge

Plunger Hande

C': -
',-

Collar Slop -- ::J;
-,-
::J:-
...r- --r

Barrel - :f.
-i:..
.-1:

Valve Liner

Valve ---
Single Valve

SYringa

Figure 11 MVA Instruments by IPAS

/
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Furmture for the treatment room

Before begmnmg the MVA procedure, make sure the followmg are m the treatment
room and m workmg order

• Exammatlon table With stirrups
• PlastiC buckets for decontammatlon
• Puncture proof contamer for disposal of needles
• Leak proof contamer for disposal of waste
• Strong IIght
• Seat or stool

2 Antiseptics

Antiseptics do not reliably destroy bacteria and viruses They do not destroy
bacterial endospores AntiseptiCs are adequate for cleamng skm before an mJection
or surgical procedure They are not appropriate for dlsmfectmg surgical Instruments
and gloves

Antiseptics that should not be used as disinfectants are

• ACridine derivatives (gentian Violet or crystal Violet)
• Cetnmlde (Cetavlon)
• ChlOrinated lime and bOric aCid (Eusol)
• Chlorhexldme gluconate (Hlblscrub, Hlbltane)
• ChlorheXldrlne gluconate and Cetrlmlde, various concentrations (Savlon)
• Chloroxylenol (Dettol)
• Hexachlorophene (pHlsoHex)
• Mercury compounds (tOXIC and not recommended as antiseptic or

dlsmfectant)

Low level antiseptics to be used only for environmental surfaces (such as
floors, walls, beds) when chlOrine solutions are not available

• One to 2 percent phenol (Phenol)
• Five percent carbolic aCid (Lysol)
• Benzalkonium chlOride
• Quaternary ammonium (Zephlran)

3 DIsinfectants

DIsinfectants reliably destroy bactena, Viruses, and some endospores If used
In the correct dilution and method The followmg charts describe appropriate
dlsmfectants for high-level disinfection of MVA Instruments There are also charts
for preparing chlOrine solution for decontamination See Module 7 Prevention and
Management of SepsIs, page 7 25, for additional mfectlon prevention mformatlon
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High-Level Dlsmfecbon of Instruments

Equipment DisInfecting Advantages DIsadvantages Solution MInImum TIme Steps Precautions
Agent Strength RequIred for

DisInfection

Meta BoilIng water EasIly avaIable NJA 20 mmutes at a Fill large (at least 25 cm'10 Grasp cannulae gently
Instruments Will plUlllde high- rdltngbod In dlcmeter) pot 314 full when remollmg frool
and IeI.e dISInfectIon WIth cJean water deposit water Grasping hot
Cannulae (HLD) up to 5 500 Instruments cas pot; cannulae WIth forceps

metEllS (18 000 bnng to bod agam bod for may flatten the
feet) 20 mmutes rerJl(M;l1temS cannulae Do not leave

gentJy WIth HLD forceps atr cannulae In PrE!Vlously
dry on a HLD tray or m a boiled water
HLD contall1er

Instruments Glutaraldehyde Not easily Skm eye Use full strength- 20mmutes Submerge Items DIScard solutIon (J to
Cannulae (2-4%) mactJvated by resPllatory Imtant IlElIIElI'ddute follem completely making sure 28 days) after mixmg

organic matenals manufacturer's solution fills cannula or sooner If cloudy
mstrucltOflS for mtenor soak, remove WIth (follem manufacturer's
moong HLD forceps nnse WIth Instruel:lOflS)

boiled water atr dry on a
HLD tray or ma HLD
contaIner

Chlonne (01%) Fast actIng very CorrosIVe to metal DIlute to 0 1% for 20mmutes Submerge Items completely Change solution daIly
effecblle agatnst clean eqUIpment In a non-metal contamer or sooner If cloudy
HBVand HIV USing boiled water making sure solution fills

05% !ftap water cannula Intenor soak
IS used remove WIth HLD forceps

nnse WIth boded water atr
dry on a HLD tray or In a
HLD contamer

Hydrogen Not easily CorrosIVe to MIX 1 part 30% 3D mInutes Submerge Items completely Store hydrogen
Percoode (6%) Inacttvaled by copper a1urrunum hydrogen perOXIde m a non-metaI contamer perOXIde In opaque

organic matenals ZInC and brass WIth 4 parts boded makmg sure solutIon fills container 'ifN'irI frool
mactJvated by water to make 6% cannula Intenor soak light and heat. Change
prolonged solution remove WIth HLD forceps solutIon daily or
exposure to heat nnse WIth boiled water atr sooner If cloudy
(over 3D·C) or dry on a HLD tray or In a
ltght HLD contaner

Formaldehyde Not easIly Vapors tOXIC skm DIlute 1 part 20mmutes SUbmerge ItemS Use only In well-
(8%) mactlvated by eye respIratory commercial completely making sure YeIlttlated area. Do not

organIC matenals Imtant formaldehyde (35- solution fills cannula ddute WIth chlonnated
40%) WIth 4 parts mterlor soak remove WIth water-thls produces
boded water to HLD forceps nnse WIth tQXIC gas DIScard
make 8% solution boiled water atr dry on a solutIon after 14 clays

HLD tray or In a HLD or sooner !f cloudy
contatner

Source TIeI}en et aI (1995)
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Preparing Dilute Chlorine Solutions from LiqUid Bleach (Sodium Hypochlorite)
for Decontamination and HLD

Type or Brand of Bleach (Country) Chlonne% RatJo of Bleach to Watert
Available 05% o1%tt

JIK (Kenya) Robin Bleach (Nepal) 35% 1 6 1 34

Household bleach (USA Indonesia) ACE (Turkey) 5% 1 9 1 49
Eau de Javal (France) (15 % chlorum)

Blanquedor Cloro (MexIco) 6% 1 11 1 59

Lavandlna (BolIVIa) 8% 1 15 1 79

Chloros (UK) Lejla (Peru) 10% 1 19 1 99

Chloros (UK) Extralt de Javel (France (48 % chlorum) 15% 1 29 1 149

o
S
~

fr
CD

lC!

I

For the ratio of bleach to water read as 1 part concentrated bleach to x parts water
(e g , JIK-1 part bleach to 6 parts water for a total of7 parts)

ttUse bOiled water when preparing a 0 1% chlonne solution for HLD
because tap water contains microscopiC organrc matter which InactIVates chlonne

Source Tietjen et at (1995)
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Chemicals for Sterilizing MVA Instruments

Stenhzlng Advantages Disadvantages Solution Minimum Steps PrecautJons
Agent TIme

Re~ulred
or

StenhzatJon

Glutaraldehyde Not easily Stenllzatlon Full stren~th-. 10 hours Submerge Instruments Use o~ In well ventilated
2 ·4% (Cldex) InactIvated by slower below never dllu a, com~lete~, make sure areas, Iscard according

orgamc 25°C (77°F) follow solu Ion fi s cannulae to manufacturers
matenals skin, e~e manufacturer s Intenor, soak remove Instructions or sooner If

resplra ory instructions for With stenle forceps solution IS cloudy
Irritant mixing nnse with stenle water

alT dry

Fonnaldehyde Not easily Vapors tOXIC Dilute 1 part 24 hours Submerge Instruments Use on~ In well ventilated
(8%) inactivated by skin e~e commercial com~lete~. make sure areas, 0 not dilute with

orgamc resplra cry formaldehyde solu Ion fi s cannulae chlonnated water-thiS
matenals irritant (35-40%J WIth 4 Intenor soak, remove p'roduces tOXIC gas

parts bo led with stenle forceps discard 14 days after
water to make mIXing or sooner If
8% solutton solution IS cloudv

~
~
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4 Care of MVA Equipment see Module 7 Prevention and Management of
SepsIs for additional information

Processing of MVA eqUipment follows the steps of decontamination, cleamng,
sterilization, or high-level dlsmfectlon MVA equipment IS reassembled and
stored ready for use

• Decontammatlon of all Items, including surgical gloves, should be done
Immediately after use to make them safer for staff to handle and clean Soak
all Instruments used, including cannulae, the MVA sYringe, and cervical
dilator In a 0 5% chlOrine solution for 10 minutes before cleaning Surfaces
such as examination or procedure tables should be decontaminated by wiping
with decontamination solution after each client

• Cleanmg with cold water and soap IS the most effective way to reduce the
number of germs on sOiled Instruments Liquid or powdered soap IS best, as
hand soap leaves a residue (coating) which IS sometimes difficult to remove
Wear gloves (utility gloves are good), and use a soft brush for the
Instruments Make sure to take apart all Instruments, including MVA and
injection sYringes After cleaning, nnse inside and outside of synnges,
gloves, and Instruments with clean water

MVA syringe serves only as the source of vacuum and container for blood
and tissue The synnge does not come In contact with the client's
bloodstream so decontamination and cleaning are acceptable care If
diSinfection or stenllzatlon are reqUired by your protocols, use only chemical
agents Heat by bOIling, steaming, or autoclave Will crack the synnge and It
Will be useless

• Stenhzatlon or high-level diSinfection of Instruments - Sterilization IS the
safest and most effective method for processing Instruments (such as nng
forceps, speculum, dilator, note that cannulae can not be sterilized) that
come In contact with the blood, tissue under the skin, or tissues which
normally are stenle When stenllzatlon IS not available, high-level diSinfection
IS the only acceptable method Refer to the tables on high-level diSinfection,
page 1062 and to Module 7 Prevention and Management of SepsIs, page
7 25, for Information



Other Emergencies 1065 LIfe-SaVlng Skills © ACNM 1998

Storage and Reassembly - Sterile packs or containers should be labeled with an
eXpiration date and used within one week If they are not used within one week,
they must be resterlllzed Store packs or containers In covered areas off the floor
to protect from dust If the packs or containers become wet, the Items are not
sterile and must be reprocessed

Store Instruments that have been high-level diSinfected In dry, covered, high-level
diSinfected or sterile containers With tight fitting lids Do not store the cannulae or
Instruments In chemical solutions because they can become contaminated
Remove Instruments from containers With sterile or high-level diSinfected forceps
by holding the end of the cannula that connects to the sYringe It IS best to store a
few cannulae In each container

Reassembling the MVA syringes Replace the o-nng on the plunger
Lubricate the o-ring by plaCing one drop of SIlicone or liqUid soap on the
o-ring, then spread the SIlicone or liqUid soap around the ring With a gloved
fingertip

Reassemble the sYringe by holding the plunger arms together and inserting
the plunger Into the barrel Reattach the collar stop Push the plunger In and
out several times to distribute the lubricant In the barrel

Check the sYringe for vacuum ThiS should be done after cleaning and again
Immediately before use Do thiS by clOSing the pinch valve and pulhng out the
plunger until the locking arms catch Leave the sYringe In thiS posItion for 2 to
3 minutes, and then release the pinch valve You should hear a rush of air
Into the sYringe, which means that the sYringe maintains a vacuum

If you do not hear a rush of air, remove the plunger Check the o-ring for
cracks If the sYringe parts appear undamaged, reassemble the sYringe
Repeat the test If ttfe sYringe stili loses vacuum, replace the o-nng and
repeat the test If the sYringe stili loses vacuum, It should discarded

Storing the MVA syringes Store the sYringes In covered containers or
plastIC bags that Will protect them from dust If they not used WIthin one week,
reprocess by cleaning and drying
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Learmng Aid 5 - Management of MVA Problems and Complications

There are some problems that can happen dunng and after completing an MVA
procedure Most are not senous and If recognized Immediately and corrected, the
client's recovery will not be affected

Techmcal Problems - In most MVA procedures, the synnge vacuum remains
constant until the synnge IS about 90% full However, a decrease In vacuum may
happen before the procedure IS complete If the cannula IS blocked or withdrawn too
early (prematurely)

• Syringe Full - If the synnge IS full

1 Close the pinch valve of the syringe

2 Disconnect the synnge from the cannula, leaving the tiP of the cannula In
place inside the uterus Do not push the plunger when disconnecting the
syringe

3 Empty the synnge Into a container for inspection by opening the pinch valve
and pushing the plunger Into the barrel Be careful not to splash the contents
of the synnge Into your eyes

4 Re-establish a vacuum In the synnge, reconnect It to the cannula and
continue the aspiration You can keep a second prepared synnge In case
one synnge gets full

• Cannula Withdrawn Prematurely mto Vagmal Canal- To correct thiS

1 Remove the synnge and cannula, taking care not to contaminate the cannula

2 Close the pinch valve of the synnge

3 Detach the synnge from the cannula, open the valve, and empty the synnge,
re-establish the vacuum

4 Reinsert the cannula If It has not been contaminated Use another If thiS one
IS contaminated Do not reinsert If the cannula has been contaminated

5 Reconnect the synnge, release the valve, and continue aspiration
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• Cannula Clogged - If no tissue or bubbles are flowing Into the synnge, the
cannula may be clogged

1 Close the pinch valve of the synnge

2 Remove the synnge and cannula, taking care not to contaminate the cannula

3 Remove the matenal from the opening In the cannula, uSing a stenle or hlgh­
level disinfected forceps or sponge Note Never try to unclog the cannula by
pushing the plunger back Into the barrel while the cannula tiP IS stili In the
uterus

4 Re-Insert the cannula, attach a prepared synnge, and release the pinch valve

• Syrmge Does Not Hold Vacuum

If the synnge does not seem to hold a vacuum, try lubncatlng the plunger and
barrel with a drop of SIlicone If thiS does not work, replace the o-ring If thiS
does not work, discard It and use another sYringe See page 10 65 for
additional Information
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Learmng Aid 6 - How to Administer Paracervlcal Block

Local anesthesia, most commonly provided by a paraceNlcal block with lidocaine
wIthout eplnephnne, IS used to ease cervical pain If adddional ceNlcal dilation IS
necessary It reduces cervIcal pain from stretching, dilatation, or movement of the
cannula In the cervIx It wIll not reach the nerves of the uterus

In order to use local anesthesia, emergency drugs and eqUipment for suction and
resuscItation should be avaIlable In most cases 10 ml of one percent lidocaine
without eplnephnne IS adequate In no case should the total dose exceed 20 ml
Remember to prevent injecting directly Into a vein, aspirate (pull back on the plunger
of the synnge) before injecting the medication

Procedure

At each injection site, Insert the needle, then aspirate to make certain the needle IS
not In a blood vessel If any blood IS vIsible In the synnge, do not Inject Pull the
needle out and Insert It In a different injection site

1 After finding an absence of known allergies to anesthetics, fill a 10 to 20 ml
synnge with 1% lidocaine without epinephrine

2 Use a 3 5 cm (1% Inch), 22 or 25 gauge needle to Inject the local anesthetic If a
sponge or ring forceps IS to be used to grasp the cervix, first Inject 1 ml of local
anesthetic Into the antenor or postenor lip of the cervix which has been exposed
by the speculum Refer to Module 4 EPiSiotomies and Repair of Lacerations,
pages 4 11 - 4 12, for seeing and holding the cervix

3 With the forceps on the cervix,
use slight traction and movement
to help Identify the area bet'heen
the smooth cervIx and the vaginal
tIssue ThiS IS the sIte for insertion
of the needle around the cervix
(See Figure 12 )

/

Optional
Injection

r~~~:J~SltesInjection

~ Sites

Source Margolis et al 1993

Figure 12 Paracervlcal Block Injection Sites
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4 Insert the needle just under the cervix and aspirate slightly to make certain the
needle IS not In a blood vessel

5 Inject about 2 ml of the local anesthetic just under the cerviX, not deeper than 2 to
3 millimeters (mm) at 3,5,7, and 9 o'clock, see Figure 12 When the anesthetic
IS correctly placed, a swelling and blanching of the tissue can be seen

6 When you have finished the injections, walt at least to 2 to 4 minutes for the
anesthetic to take effect

Review Questions

What Old I Learn? Find out what you know and understand of thiS section of the
module by answering the following questions When you are finished, look for the
answers In the module on the pages shown In parentheses ( )

1 Losing a pregnancy IS something a woman will always remember Descnbe what
you will ask (ASK and LISTEN) a woman who comes to you because she IS
bleeding Her last menstrual penod was 8 weeks ago (page 10 45)

2 A woman comes to you With vaginal bleeding She has 2 pads and some
clots/tissue wrapped In a cloth Her last menstrual penod was 10 weeks ago
She IS having painful contractions What will you LOOK at and FEEL? (page
1046)

3 You have just Identified that a woman has a threatened abortion What will you
do? (page 1047)
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4 Why IS manual vacuum aspiration done? (page 10 48)

5 In order to perform a manual vacuum aspiration, there are 5 preparation steps
List the steps and descnbe why each one IS necessary (pages 1048 - 10 51)

6 Why IS the size of the uterus measured before performing a manual vacuum
aSpiration? (page 1047)

7 After a manual vacuum aSpiration IS finished, the contents removed from the
uterus must be Inspected Why must thiS be done? (page 10 55)

8 List and explain the infection prevention steps (pages 10 60 and 7 25)

9 Why IS infection prevention Important for the woman who needs a manual vacuum
aspiration? (page 7 25)
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Da~ Da~ Da~ Da~

• REFER If lacerations, trauma, pus discharge, or
uterine size more than 12 weeks

8 Prepare the woman, explain what you are dOing

• Ask her to empty her bladder

• Wash lower abdomen and genitals with soap and
water

Manual Vacuum Aspiration Steps

• Explain what you are gOing to do

• Use infection prevention hand washing, gloves

1 Gently Insert speculum

2 Use infection prevention swab cervical os with
antiseptic solution

3 Grasp cervix with ring forceps Administer
paracervlcal block and/or other medications If
needed Allow time to take effect

4 Inspect cannula and sYringe again to make sure
they are In good condition and correct choices
according to uterine size and cervical dilatation

5 Hold the cervix so It does not move and gently
Insert the cannula Rotate with gentle pressure If
necessary

6 Push the cannula slowly Into the uterine cavity
Measure the uterine depth by the dots vIsible on
the cannula

7 Attach the prepared syringe to the cannula without
contamination Make sure the cannula does not
move forward In the uterus while you attach the
sYringe

8 Release the pinch valve to transfer the vacuum
through the cannula to the uterine cavity

9 Move cannula effectively to empty the uterus

10 Check for signs of completion
• Red or pink foam, no more tissue seen In cannula
• Rough sensation IS felt as cannula passes over

the surface of the uterus



Other Emergencies 1074 LIfe-5av1ng Skills Cl ACNM 1998

Date Date Date Date

• Uterus contracts around the cannula

11 Withdraw cannula, detach sYringe, place cannula
In decontamination solution With valve open,
empty contents of MVA sYringe Into strainer by
pushing on the plunger Do not put the empty
synnge in decontamination solutIon until you
are certain the procedure IS completely finished

12 Inspect the tissue removed You may need to
strain and rinse the tissue so that you can see
better

• For quantity and presence of products of
conception

• To assure complete evacuation
• To check for molar pregnancy (not common)

Solve problem If no products of conception are
seen according to findings

• No further action needed
• Repeat aspiration
• Decide cause for vaginal bleeding and take action

13 After being certain the procedure IS finished,
remove equipment Make the woman comfortable
and explain your findings to her and her family

14 Decontaminate all Instruments after procedure

15 Dispose of wastes

16 Remove gloves and decontaminate

17 Wash hands WIth soap and water

18 Record findings including vital signs, flUids given,
appearance and amount of products of conception,
estimated blood loss, medications (given, time,
dose)

19 Comfort the woman and her family

Monitor the Woman's Recovery

1 Take and record vital signs

2 Observe and mOnitor bleeding and condition while
the woman rests



Other EmergencIes 1071 Llfe-Savlng Skills ©ACNM 1998

10 Why IS infection prevention Important for the midwife when performing a manual
vacuum aSpiration? (page 7 25)

11 During the recovery penod from the manual vacuum aSpiration procedure, what
warning signs and symptoms must the woman and her family know about? (page
1057)

12 A woman's fertility returns almost Immediately after an Incomplete abortion She
must decide whether or not she wants to become pregnant soon What family
planning information will you give her? (page 10 58)
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Skills Checklist - Manual Vacuum Aspiration

This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midWife performs

After observing/performing, wnte a rating .I = satisfactory OR X = needs Improvement
Add any comments In the comments section below

Date Date Date Date

When performing manual vacuum aspiration
procedure

1 Establish rapport, get to know the woman, make
her feel comfortable

2 Explain the procedure and be supportive to the
woman and her family

3 Prepare room, equipment, and medications

4 Have the MVA Instruments ready Including
• Have two MVA HLD/stenle kits, nng forceps,

speculum
• Prepare MVA synnge use adaptor If needed, lock

valve, create vacuum

5 Manage pain

• Care for the emotional state of the woman, explain
what you are dOing and why at each step of the
procedure

• Assess dilatation of cervix and give analgesIc
according to findings See Learning Aid 6 -
Paracervlcal Block, If needed

• Perform MVA with competencl3 and confidence

6 ASK and LISTEN medical histOry, cramping, pain,
bleeding, LNMP, emotional state

7 LOOK and FEEL Assess for shock, anemia,
infection, condition of cervix and utenne position,
and that uterine size IS no larger than 12 weeks

• Abdominal examination - uterus not higher than
the level of the symphySIS pubiS

• Vaginal examination - bimanual palpation con-
firmed uterus not larger than 12 weeks size

• Manage shock, anemia, infection
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Da~ Da~ Da~ Da~

3 Check for anemia and give Iron tablets according
to findings If the woman IS Rh negative, give
Rh(D) Immune globulin before discharge, If
available

4 If there IS treatment for complications, continue
treatment and mOnitor or REFER as needed

5 For uncomplicated MVA, check bleeding at least
once before discharge Recheck vital signs,
cramping, and general well being

Explain to the woman she may expect
• Some utenne cramping over next few days, may

take analgesIc
• Some spotting or bleeding, not more than normal

menstrual penod
• That normal menstrual penod should occur within

4 to 8 weeks

Tell the woman the date for follow up VISit, and
• That she should have no sexual Intercourse or

anything In the vagina until 5 to 7 days after
bleeding has stopped

• That her fertility can return In less than 2 weeks
after the MVA procedure She needs to choose
family planning method Immediately If another
pregnancy IS not wanted

Explain these WARNING SIGNS AND SYMPTOMS
The woman should report back to you If she has
• Cramping more than 5 days
• Bleeding more than 2 weeks
• Bleeding more than normal menstrual bleeding
• Severe or Increased pain
• Fever, Chills, or malaise (tired all of the time)
• Fainting or weakness

Explain to the woman about postabortlon family
planmng
• She can get pregnant as soon as 11 days after

MVA procedure
• There are safe, modern family planning methods

that can help her aVOid becoming pregnant
• Where and how she can get these methods If you

can not help her with the method of choice

Comments
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SYMPHYSIOTOMY

We-Saving Skills~ ACNM 1998

The midwife will learn the indications and contralndlcatlons of a symphysiotomy
She will learn the life-saving skill of dividing (separating) the symphysIs pubis to
make the pelvIc opening larger

Objectives

The midwife caring for a mother dUring delivery will be able to

1 list and recognize the indications for dOing a symphysiotomy
2 demonstrate how to posItion the mother for a symphysiotomy
3 explain to the mother and others the need for symphysiotomy
4 list the contralndlcatlons of a symphysiotomy
5 explain the dangers for the mother when dOing a symphysiotomy
6 describe the procedure for symphysiotomy
7 do a symphysiotomy to help a mother deliver her baby
8 give postpartum care to a woman after symphysiotomy

Note Review Module 3 Momtormg Labor Progress before you study this module

Introduction

The symphysiotomy operation IS Important In midwifery and obstetric practice where
cephalopelvIc disproportion (CPO) IS common and cesarean sect/on /s not available

If a symphysiotomy IS done on the wrong patient at the wrong time or with poor
technique, the results can seriously damage the mother and baby A
symphysiotomy should be done only when the midwife or doctor knows the
mdlcatlons and contramdlcatlons and IS skilled m the operation Side effects
and complications are seen In proportion to the lack of skills and inexperience of the
midwife or doctor dOing the operation (R H Philpott)

The midwife will usually Identify possible problems with size of the pelvIs at the
antenatal clinic and help the woman see a doctor Sometimes the midwife Identifies
problems when a woman IS In labor and helps her get to the doctor It IS Important
that the midwife Identifies problems early and gets help from the doctor with
cesarean section faclhtles as soon as possible This can not be stressed enough
It IS when we delay In Identifying or referring a problem that the outcome IS a
damaged baby, damaged mother, or even the death of mother and/or baby
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There wIll be times when a woman In labor wIth CPO comes to the midwife The baby
and mother may both be dIstressed, and the midWIfe may need to do a
symphysIotomy to save the life of the mother or baby These neglected or
mismanaged cases of women In labor at home may cause damage to the mother or
baby The midwife must try to avoid thiS difficult situation by getting all women
to come to the antenatal cliniC The midWIfe must teach the Importance of coming
to the maternity when having trouble dUring pregnancy, labor, and delivery

A MidWife's Expenence.

A 19 year old woman was earned to my clime The woman looked tired,
warned and was sbU trying to push She had been pushing since the sun went
down (about 3 hours) The fetal heart rate was 100 but strong The baby "felt"
about 3 kg, the head was only 2/5 above the pelvIc bnm, the contractions were
strong (tasting more than 40 seconds) and 4 In 10 mInutes The babys head
was vIsible at the vulva and the caput of about 4 cm was covered with blood
and dung On VE (vaginal examination) the vulva was a httle swollen, the
vagina was hot and dry The cervix could not be felt and moldmg was ++
(overlapped sutures that can be separated) I asked the woman to push WIth a
contraction but the head did not move

I asked the famIly to qUickly find the lorry driver I started an Intravenous
Infuston, gave an antrblotlc. and cleaned the woman I knew that It would take
over 1 hour by lorry to get to the maternIty center With a doctor on site The
family could not agree The family did not want to go any place The family
asked that Jhelp now The mother was In much pam and I feared for both her
hfe (ruptured uterus) and that of her baby I explained an to the mother and her
famdy

I performed a symphysiotomy with the grandmother and auntle holding the
woman's legs The woman was so strong She was able to delIVer her baby
boy successfully The family was so exCited

LSS Co-author

Common Medical Terms

Abduction - movmg an arm or leg away from the body

Adduction - moving an arm or leg toward the body

Cephalopelvic Disproportion (CPO) - the baby's head IS too large or the birth canal
(pelVIC opening) IS too small to let the baby deliver Compare thiS definlbon to normal
cephalopelvIc proportion
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Diagonal Conjugate - the Internal (inside) measurement of the pelvIs from the lower
border (edge) of the symphysIs to the promontory of the sacrum The normal
measurement IS 12 to 13 cm (4 3/4 - 5 Inches) Refer to Module 3 MOnltormg Labor
Progress, for Learning Aid 3 - Measunng the PelvIc Size, page 3 69 See Figure 13

I

t- - !.
I )

----
Figure 13 Side Views for Measurement of the Diagonal Conjugate

Normal CephalopelvIc Proportion - the baby's head goes through the birth canal
(pelvIc opemng) and the baby delivers without problem Compare this defimtlon to
cephalopelvIc disproportion See Figure 14

Figure 14 Normal CephalopelvIc Proportion
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Normal Female PelvIs - the side and front of the pelvIs are formed by the two hip
bones (innominate bones), and the back by the sacrum and the coccyx (tall bone or
bottom of the spine) On vaginal examination the sacrum should feel curved The
subpubiC arch should admit 2 fingers and the Ischial spines can be felt but are not
prominent, sharp, or pOinted Look at Figure 15 to find the POSition and different parts
of these bones

INNOMINATE
BONE

SACRUM

COCCYX

SYMPHYSIS PUBIS

Figure 15 The Bones of the PelVIS and Important POints

OxytocIC - anyone of a number of drugs that stimulate the smooth muscle of the
uterus to contract

SymphySiotomy - the separation (diViding) of the symphySIS pubiS pad of cartilage
With a scalpel, making the pelVIC opening larger

SymphySIS PubiS - the slightly movable JOint of the pelVIS, made up of two pubiC
bones JOined together by a pad of cartilage ThiS JOint softens and becomes more
mobile during the later months of pregnancy
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Early Identification of CephalopelvIc Disproportion

CephalopelvIc disproportion (CPO) IS a problem In some women because of
contracted pelvIs It IS Important to screen women before labor and send those with
possible CPO to a doctor This screenmg IS not 100% reliable, most CPO IS Identmed
durmg labor (Philpott) A maternity IS not a safe place to do a trial labor because
surgery may be needed

DUring antenatal clinic or the first time you see a pregnant woman, ASK and LISTEN,
LOOK and FEEL for the following If any of these are Identified, help her go to the
doctor

Primigravida
• Height below normal for her ethnic group
• Diagonal conjugate less that 12 cm (4 % Inches)

Multipara
• History of stillbirth or neonatal death
• History of cesarean section, vacuum extraction, symphysiotomy

What Happens When You Do a Symphysiotomy?

When you do a symphysiotomy, the pelvIs gets bigger The Increase IS greatest In

the outlet, but the brim and mid-cavity also get larger There IS more room for the
baby The baby may deliver very qUickly after you do the symphysiotomy

There IS a permanent enlargement of pelvIc size The fibrous (stretchy) tissue heals
at the JOint ThiS tissue relaxes (softens or stretches) to let the baby deliver In later
deliveries The outcome of 229 deliveries In women with prevIous symphysiotomy
167 (73%) spontaneous vertex delivery, 32 (14%) episiotomy, 25 (11%) cesarean
section, 5 (2%) repeat symphysiotomy (Van Roosmalen)

Indications

Symphysiotomy IS mainly done to overcome borderline cephalopelvIc
disproportion (CPO) with a primigravid labor, vertex presentatton, and live fetus
The major problem IS to assess (deCide) borderline CPO accurately

For labor to progress well, dilatation of the cervix should be accompanied by descent
of the head MeaSUring the descent of the baby's head helps the midwife follow the
progress of labor Descent of the head IS measured by palpating the head through
the abdomen and recording the findings every hour As discussed In LOOK and
FEEL, descent IS measured In "fifthslf of head palpable above the pelVIC brim See
Module 3 Momtormg Labor Progress, page 3 13, for Descent of the Fetal Head

-vi
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Borderline CPO will usually present as delay late In the first stage or dunng the
second stage of labor It IS very Important for midwives to be skilled In the
Identification of CPO Referral to a doctor with cesarean section facIlities IS the
preferred management of CPO In all patients, to prevent rupture of the uterus and
maternal or fetal death

While mOnitoring labor progress, the degree of CPO Will be seen In the descent (level)
of the fetal head and the degree (amount) of molding and cervical dilatation

• FEEL how far the baby's skull bones (not caput) have progressed Into the pelVIS
Compare thiS finding to your abdominal palpation of descent of the baby's head
Remember the baby's head with caput can be at the vulva, while 4/5 of the head
IS palpable abdominally

• FEEL the fontanelles to deCide the posItion of the baby The anterior fontanelle IS
a diamond shaped JOining of four sutures The posterior fontanelle IS a triangular
JOIning of three sutures In a well-flexed vertex presentation, only the posterior
fontanelle IS felt If the head IS not well flexed (deflexed), both fontanelles are felt

• FEEL for caput and molding Feel the suture lines for separation, severe (+++)
overlapping of the bones IS a sign that the head Will not fit through the pelVIS of
the woman (cephalopelvIc disproportion)

Remember that Increased molding, a change In fetal heart rate, or the
presence of meconium are senous signs of fetal distress The skilled
midWife should realize that a symphySiotomy IS not the answer to delay In
labor due to ineffiCient uterine action (contractions) In the absence of CPO,
nor can It be used to overcome severe CPO

While you mOnitor labor progress, the follOWing signs Will tell you If there IS a CPO
problem whIch may be relieved by a symphySiotomy

1 The fetal head IS engaged Two-fifths or less of the fetal head can be felt
abdominally

2 The degree of overlap (molding) of the fetal head Will be mild (+) to moderate
(++) Severe molding (+++) IS a sign of serious fetal distress Refer to the
doctor nght away to prevent rupture of the uterus, and maternal or fetal death

3 The cervix falls loosely over the head (7 cm or more), but the head cannot
descend to fully dilate the cervix

4 The uterine contractions must be regular, With the woman In active phase of labor
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Symphysiotomy IS only done to overcome borderlme CPO, when the fetal head
IS 2/5 or less on abdommal palpation See Module 3 MOnltormg Labor Progress,
page 313

Borderline CPO CPO

Descent 2/5 or less abdominal not engaged
3/5 or more In pelVIS 4/5 or 5/5 abdominal

Molding mild (+) to moderate (++) severe (+++)

Cervical Dilatation 7 cm or more usually less than 7
cms

Contractions at least 3 In 10 minutes variable, could be very
lasting 20 to 40 seconds or Irregular or almost
more constant

Contramdlcatlons

Symphysiotomy IS not used

1 On obese (heavy) women The weight of the thighs might pull the symphysIs
pubiS too far apart

2 In women who have had a prevIous cesarean section The release (loosening) of
the symphysIs pubiS might cause too much pressure on the uterine scar

3 To overcome delay In labor due to ineffiCient uterine contractions as It would not
Increase uterine contractions and would not solve the problem

4 When the estimated weight of the baby IS less than 2 7 kg (6 Ib) or more than 36
kg (8 Ib) The small baby must have some other problem, for It IS so small that
CPD can not be the problem The large baby may pull the symphysIs pubiS too
far apart, and healing Will not take place

5 When the presentation IS not vertex or when the baby has died
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A symphysiotomy IS an emergency, surgical, life-saving procedure when done by a
skIlled and expenenced midWIfe or doctor

A symphysiotomy IS always done nght before delivery Prepare for a distressed baby
A large episiotomy IS done to reduce the amount of pressure on the symphysIs pubis
and to protect the bladder and urethra Refer to Module 4 Episiotomies and Repair
of Lacerations, page 4 4 A vacuum extraction may be done to help the mother
deliver her baby See Module 9 Vacuum Extraction Because bleedmg and
possible hemorrhage may happen, Intravenous infUSion IS necessary Refer to
Module 8 Hydration and Rehydration

You must have two assistants to help you, and also two additional reliable
persons to support the woman's legs Symphysiotomy IS a sterile procedure See
Module 7 Prevention and Management of SepsIs, page 7 25, and Learning Aid 4 ­
Stenle Technique and Stenle Supplies, page 742

Equipment
Stenle scalpel solid blade scalpel or handle and Number 20 blade
Stenle catheter firm Jacques No 6 If available, or any catheter
Stenle gloves
Stenle episiotomy eqUipment
Stenle local anesthesIa eqUipment
Stenle delivery and vacuum extraction equipment
ReSUSCitation equipment
Good light source
Soap and water

Procedure

1 Collect all of your equipment and explain to your assistants what you expect them
to do One assistant should watch the Intravenous dnp and mOnitor the woman
and baby The second assistant should be gloved to assist In the symphysiotomy
The two reliable persons should be assigned the very Important responsibility of
holding the woman's legs See Learning Aid 7, page 1088, for symphysiotomy
posItioning

2 Explain to the mother and family what you are gOing to do Make sure the woman
understands the Importance of her cooperation Any uncontrolled movement
dunng or after the inCISiOn Will cause too much separation In the symphysIs pubiS
ThiS can cause severe pain and a long recovery
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3 Ask the assistant to wash the lower abdomen and gemtal area with soap and
water Start the Intravenous dnp If It IS not already running

4 Ask two reliable persons to help the woman lie on her back

5 Scrub your hands Put on stenle gloves

6 FEEL the middle (fibrocartilage) of the symphysIs pubiS See Figure 16

/
/

VAGINA

RECTUM

)
ttl :
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- --- ---

SYMPHYSIS PUBIS

--

\

\
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COCCYX

Figure 16 SymphysIs PubiS and Related Anatomy

7 Infiltrate 10 ml of 1 0% lidocaine hydrochlonde over and around the symphysIs
pubiS area uSing the same techmque as for infiltrating the penneum Refer to
Module 4 EPiSiotomies and Repair of Lacerations, page 4 5

8 Infiltrate the perineum with 10 ml of 1 0% lidocaine hydrochloride
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9 Pass a catheter Into the urethra and bladder Tape the catheter to the woman's
leg to keep It from coming out

10 Ask the two reliable persons to support the legs against their chests so that the
legs are abducted (spread apart) to not more than 80 to 90 degrees See the
Illustration, Figure 18, on page 10 88

11 Check to make sure the anesthesia IS working Touch the area with a sharp
needle The woman should feel a dull (not painful) touch

12 Insert two fingers In the vagina Find the catheter and push It to one Side with
your vaginal fingers Use these fingers to make sure you do not cut the urethra or
the uterus Always feel for the kmfe blade With your vagmal fingers

13 Find the symphysIs pubiS with the vaginal fingers

14 With your other hand, feel for the symphysIs pubiS cartilage Just under the mons
(fatty pad) Insert (push) the scalpel In the mons over the symphysIs pubiS Make
a 2 cm (3/4 Inch) inCISiOn

15 Keep the catheter pushed to one Side with one of the vaginal fingers Place the
other finger below the symphysIs pubiS JOint to feel for the knife as you cut Make
sure the knife does not come through to your finger

\

\-

Figure 17 Insert Scalpel In the Mons
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16 Hold the scalpel at nght angles to the skin and the symphysIs pubIs with the
cutting edge pOinting towards you Push the knife firmly and smoothly See
Figure 17 The fibrocartIlage IS cut completely, from the top to the bottom You
will feel the knife more easily wIth the vaginal fingers as the cartIlage IS cut Pay
close attentIon to what you are feeling wIth your vaginal fingers You should
always feel tissue between your vaginal fingers and the knife

17 Your vaginal fingers will be able to feel when separatIon has taken place In the
JOint The separatIon of the pubic bones Will be about 2 5 cm (the Width of a
thumb)

18 If there IS bleeding, stop It by pressing down on the cut

19 The fetal head Will decide the amount of separation of the symphysIs Once the
inCISiOn IS made, the reliable persons should bnng the woman's legs together
(adduction) at the same tIme Ask one of the reliable persons to watch for
bleeding and press on the cut

20 Sometimes contractions slow dunng this part of the procedure and sometimes the
baby comes out qUickly Prepare for the delivery Do a generous (large)
episIotomy so that the head can be delivered wIth as little pressure as possible on
the bladder and urethra

21 Once the symphysIs IS cut, effective utenne contractions are necessary to push
the baby out Help the mother to bear down and push This IS the least traumatic
way for the delivery Use the vacuum extractor to help the baby deliver If
necessary See Module 9 Vacuum Extraction

22 If there are no or ineffiCient utenne contractions, an Intravenous dnp with oxytOCin
should be set up and run to get effiCient contractions Refer to Learning Aid 2 ­
OxytOCIC InfUSIon wIth Doctor SupervIsion, page 1021 Remember ineffiCient
uterine contractions are a contraindication for a symphySiotomy

23 Give oxytOCin after the delivery uSing active management of thIrd stage If an
Intravenous dnp with oxytOCin was started, run It at a fast rate untIl It IS finished

24 Inspect the vagina and cervix for trauma Refer to Module 4 EpiSiotomies and
Repair of Lacerations, page 4 10

25 Repair the episIotomy Keep the legs as close together as possIble

26 Put one stitch In the skin over the symphySIS

27 Change the catheter to a Foley, If available

28 Bathe the woman as needed, and make her comfortable
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29 Help the reltable persons place a soft cloth between the woman's legs,
remembenng always to keep them together (adduct) Wrap the knees loosely
together uSing a Wide roller bandage or cloth

30 Explain to the woman and her family what you did and that the legs must be
wrapped together so that the cut Will heal Ask the family to prepare the woman's
favonte food and dnnk Explain to them that she has worked hard and needs to
eat and drink to get her energy and strength back

31 Help the woman to lie on her Side and arrange for transport to a doctor

Care of the Woman after Symphysiotomy

The woman Will need care In hospital for 10 to 15 days depending on her condition
and recovery Her knees must remain wrapped together for two days She will need
penneal care, frequent turning, and positioning on her Side The catheter should
drain continuously for 5 days Give her a broad spectrum antibiotiC such as ampiCillin
for 10 to 14 days She Will need good food and flUids to heal her body and to
establish a milk supply for her baby

She Will need assistance With walking on the third to the fifth day She may need to
use crutches, canes, or sticks for support when beginning to walk By the tenth day,
she Will usually be able to walk Without assistance

Complications

Complications are usually minimal on well managed cases With expenenced and
skilled staff Bleeding IS controlled by pressure

Pain after the symphySiotomy can be managed With analgeSICS Difficulty walking and
pain usually disappear by the time of discharge There may be some pain over the
inCISion and backache These Will lessen as the woman continues to recover from the
operation There may be recurring pain With another pregnancy at the time when the
symphySIS and sacro-Iltac JOints relax

Unnary tract infection and stress incontinence are usually prevented by an adequate
(large) episiotomy to keep the head from pressing on the antenor vaginal wall
Infection needs to be treated With antibiotiCS

Keep up Postpartum Exammatlons

Try to see the woman every 2 weeks for 2 months to encourage her and make sure
she IS free of problems and complications Counsel on the next pregnancy and place
of delivery She should know what happened so that she can tell the midWife next
time
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Learmng Aid 7 - Position for Symphysiotomy

The position and cooperation of the woman are Important to the success of the
symphysiotomy Ask 2 reliable persons to support the legs They each should hold one
of the woman's legs They should use both hands One hand should hold the ankle

They should stand close to the woman's legs They should hold the legs agamst their
own bodies This will help them not move the legs They should hold the legs firmly
Each leg should not be abducted (pulled away from the body) more than 80 to 90 degrees
from the center of the woman's body (See Figure 18 )

I

Figure 18 Position the Woman for Symphysiotomy
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What Old I Learn? Find out what you know and understand of this section of the
module by answering the following questions When you are finished, look for the
answers In the module on the pages shown In parentheses ( )

1 Describe the indications of cephalopelvIc disproportion and explain how a midwife
decides that she must do a symphysiotomy (page 10 81-82)

2 Describe and demonstrate how to position a mother for a symphysiotomy
(page 1088)
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3 Descnbe the dangers (complications) of a symphysiotomy for a mother How can
you prevent these dangers? (page 10 82)

4 Descnbe postpartum care for a woman after symphysiotomy (page 10 87)
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5 List the steps of a symphysiotomy (pages 10 83-87)

You may need to review the skills checklist and add to or delete from your list a
few times It IS very Important to learn these steps and to help a doctor do a
symphysiotomy so that you can get the confidence you need to safely do the
procedure In an emergency
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This checklist has two purposes
1 The midwife uses It as a gUide for checking her own skills
2 The supervisor uses It when evaluating how well the midwife performs

After observing/performing, write a rating ~ =satisfactory OR X =needs Improvement
Add any comments In the comments section below

Date Date Date Date

When you do a symphysiotomy

1 LOOK and FEEL for signs of CPO

• Decent of fetal head
- Engaged
- 2/5 or less felt abdominally
- Molding + or ++

• Dilation of cervix 7 cm or more

2 Collect all of your eqUipment

3 Explain and show your assistants what to do

• The first assistant watches IV, mOnitors mother
and baby

• The second assistant IS gloved to assist

• Two reliable persons hold the woman's legs

4 Explain to mother and family what you are dOing

5 Ask first assistant to wash the lower abdomen and
genital area with soap and water

6 Start an IV infUSion, If It IS not already running

7 Ask 2 rehable persons to help the woman lie on
her back

8 Scrub and glove

9 Infiltrate 10 ml1 0% lidocaine hydrochloride Into
the skin over and around symphysIs pubiS

10 Infiltrate penneum With 10 ml of 1 0 % lidocaine
hydrochloride

11 Pass a catheter
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Dare Dare Dare Dare

12 Ask the 2 reliable persons to support the legs
against their chests so that the legs are abducted
(pulled apart) to not more than 80 to 90 degrees

13 Check to make sure the anesthesia IS working by
touching a sharp needle to the area

14 Get ready to make the inCISiOn

• Insert two fingers Into the vagina

• Find the catheter/urethra with vaginal fingers

• Push the catheter to one side

• Find the symphysIs pubis with the vaginal
fingers

15 Start the inCISiOn

• Feel for symphysIs pubis fibrocartilage

• Insert scalpel In the mons over symphysIs
pubis

• Make % Inch (% cm) inCISiOn

• Keep catheter pushed to one side with vaginal
finger to protect the urethra

• Place the other vaginal finger at the back of
the symphysIs pubis JOint to feel for knife
blade

16 FInish the inCISiOn

• Hold the scalpel at a right angle to the skin
and symphysIs pubis

• Keep the cutting edge pOinting towards you

• Push knife firmly and smoothly through the
fibrocartilage

• You will feel the blade more easily with vaginal
fingers a cartilage IS cut

• You should always feel tissue between vaginal
fingers and knife blade
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Dare Dare Dare Dare

• Your vaginal fingers will feel about a 2 5 cm
(width of thumb) separation of the pubic
bones

17 If there IS bleeding, stop It with direct pressure

18 Let the fetal head decide the amount of separation
of the symphysIs pubis

• Ask reliable persons to adduct (put together)
woman's legs after inCISiOn

• Ask reliable persons to watch for bleeding and
tell you right away

19 Prepare for delivery

• Make a generous episiotomy

• Use vacuum extractor If woman can not push
baby

20 Deliver the baby

• Be prepared for a depressed baby

21 Give OxytOCIC and do active management of third
stage

22 Inspect vagina and cervix for trauma

23 Repair episiotomy and symphysIs cut

• Keep the legs as close together as possible

24 Change catheter to a Foley, If available

25 Bathe the woman, wrap her legs together, make
her comfortable

• Place soft cloth between her knees

• Wrap legs loosely together so that she does
not forget to keep them together

• Do routine after delivery care

• Check the catheter

26 Arrange for transport to hospital

• Go with the woman and her family

Comments
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Learning Aid 8 - Assist at Emergency Blood Transfusion

Blood transfusions may be life saving In cases of extreme blood loss "The decIsion
to transfuse blood or blood products must be based on a careful assessment which
indicates that they are necessary for saving life or for preventing major morbidity
Blood which has not been obtained from appropriately selected donors and/or which
has not been appropnately screened for infectiOUs agents should not be transfused,
other than In the most exceptional IIfe-threatemng situations • 4

An Obstetnclan's Expenence

I have used thiS techmque (replacement transfusion) In women With freshly
ruptured ectopIc pregnancy for many years With great success I emphaSize
freshly ruptured - Within 6 to 12 hours I do not use anticoagulant as the blood
does not clot In ruptured ectopic If It does clot, then It must come from another
source (pelVIC vessel or uterus)

Obstetrician, Southern Afnca

NOTE Replacement transfusion or recycle of own blood as described here IS only
suggested for the extreme situation where there IS abdommal surgery and no other
chOice

Why?
To replace blood to keep the woman alive The woman has lost so much blood that
she does not have enough blood cells remaining to transport oxygen around her
body Volume can be replaced by Intravenous flUids, only blood can replace oxygen
carrying blood cells Remember that any amount of blood loss may be slgmficant to
an indiVidual woman Keep In mind that If a woman has a Hemoglobin of 5 gm and
loses 500 cc of blood, the blood loss IS more slgmficant for her than for a woman With
a Hemoglobin of 12 gm With the same 500 cc blood loss Blood transfUSion IS
necessary when the loss IS Significant for the woman

NOTE Everything pOSSible must be done to prevent or stop blood loss Refer to
Module 5 Prevention and Treatment of Hemorrhage

When?
DUring abdominal surgery, like cesarean section or rupture uterus, the blood loss IS
so much and the condition so serious that the woman Will die Without help
Immediately

4 WHO {1989} Global Blood Safety In!babYa Guidelines for the ADoroonate Use of Blood
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Where to Collect Blood?
Blood can be collected from the peritoneal cavity of the abdomen dunng surgery for a
freshly (within the last 6 to 12 hours) ruptured ectopic or ruptured uterus One
person should manage the collection usmg all stenle techniques available, but
remember that this IS a LIFE-SAVING procedure The contamination and any
resulting infection can be managed once the woman IS continuing to live If the blood
Just runs on the floor or IS soaked up by cloths and gauze, the woman will not have a
chance to use her own blood to be able to live

How?
1 Collect the fresh blood from the woman m a stenle contamer, or a contamer that IS

as clean as pOSSible Great care must be taken In the handling of thIS blood, for If
the blood cells are broken, they cannot carry oxygen, and oxygen IS the most
Important need at this POint

2 Gently pour and filter the blood through a funnel contammg some stenle gauze or
abdominal pack to strain out any clots NOTE Do not traumatize or break the
blood cells, for the blood cells are necessary to transport oxygen

3 Pour the filtered blood Into an Intravenous mfuslon bottle or a blood collecting
bottle or bag containing anticoagulant If available

4 Attach an Intravenous giVing set Use a blood transfUSion set If available,
because the filter Will stop very small clots from entering the Circulation

Intravenous infusion fluids can replace volume of liquid lost during a severe
hemorrhage, but intravenous fluids can not carry oxygen When the loss of
blood is severe, the W()man must receive blood cells in order to distribute
oxygen throughout her body.

5 Attach the blood transfUSion tubing to a large IV needle already attached to an
mfuslon

6 Run the blood In fairly fast Observe the woman's blood pressure and pulse rate
NOTE There IS no need for cross match

7 All persons helping With this procedure must be protected against exposure to
blood borne diseases by weanng protective clothing Includmg apron and gloves

A MIdwife'. Experience••

In the OlI8rabng room, I have used a sterile stainless steel pitcher to dip
(rer;nove) 'bl.,oad out of the peritoneal cavity, gently retumed it to a
transfusion bottle, and reinfused it to the woman She did live and did
not have an Infecbon

LSS Co-author
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Introduction

Learning Aid 9 - First Assist at Cesarean Section

Cesarean sectton IS an operation In which the baby, placenta, and membranes are
delivered from the woman's uterus when a vaginal delivery IS not pOSSible IncIsions
are made In the abdominal and utenne walls The inCISiOn IS made through the lower
utenne segment

Reasons for Cesarean Section

• Contracted pelvIs
• CephalopelvIc disproportion
• Placenta previa
• Diabetes mellitus
• Failed induction
• Maternal distress

Preparation

• Dysfunctional utenne action
• Severe preeclampSia
• Abruptio placenta
• Prolapse cord
• Fetal distress
• Ruptured uterus

1 Explain to mother and family the problem and what to expect No food or dnnk to
be taken for 6 hours before operation Get the woman's consent for the
operation Arrange for blood donors If needed Be sure Jewelry and/or false teeth
are removed before the operation

2 If time and facIlities are available, check the hemoglobin and cross match blood,
In case there IS a need for transfUSion

3 If an IV infusion IS not already running, start It now See Module 8 Hydration
and Rehydration, page 8 7

4 Do a surgical shave and cleansing of the abdomen

5 Insert a catheter In the bladder and tape the catheter to the mother's thigh A
Foley catheter IS best, If available

6 Atropine 0 6 mg Intramuscularly may be ordered to be given Sometimes an
antacid IS ordered Within 30 minutes of general anestheSia A narcotic IS not
usually given because It Will affect the baby Epidural anestheSia may be used
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Preparation of Equipment In Operating Room (Theater) 5

1 Check suction and oxygen

2 Check availability of drugs and supplies that may be needed, including OxytOCIC,
digOXin, mkethamlde, hydrocortisone, Intravenous solutions, tubing, needles, and
sYringes Scrub/surgical clothing, including footwear and goggles, should be
available

3 Check resuscitation eqUipment for mother and baby See Module 6
ReSUSCitation, page 6 7

4 Prepare the Instrument table A sample of Instruments IS

Sponge holding forceps (4)
Scalpel With blades No 4, No 23
Mayo curved sCissors (1)
Sponge holding forceps (6)
Small artery forceps (2)
Abdominal retractor (1)
Suction nozzle and tubing (1)
Toothed dissecting forceps (1)
Mayo needle holders (2)
Surgical needle, see Figure 19

Towel clips (4)
Mayo straight sCissors (1)
Artery forceps (12)
Allis tissue forceps (4)
Kocher forceps (1)
Obstetnc forceps (1)
Packing forceps (1)
Plain dissecting forceps (1)
Clip inserting forceps (1)
Suture, see Figure 19

UTERUS B Chromic Catgut
IIt layer No 2 - No I or 2

2nd layer B ChromIC Catgut
No 2 No I or 2

3rd layer B ChromIC Catgut
No 2 No I

PERITONEUM
___ Chromic Catgut

No 0 or I

MUSCLE
Mer'i1k No 0

or Nylon No 2

FASCIA -
Chromic Catgut

No I

SKIN 51 m , Straight or Michel Clip, Mer'i1k No 0

Figure 19 Sample of Needles and Sutures for Cesarean Section

5 This section Including Figure 19 IS adapted pnmanly from Textbook for MIdwIVes 8th edition (1975) by Margaret Myles
pages 575-580
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5 A sample of stenle packs used
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Linen and dressing pack one laparotomy sheet, 2 draping sheets, 2 dressing
towels, 5 packs of 5 abdominal swabs (surgical sponges or mops with a tape
orland metal Identifier) each, one penneal pad, 2 small basins for antiseptic
solution, one kidney basin for soiled scalpel, one tray for sutures, one folded
towel for sutures, waste container

Baby pack 2 baby blankets, one towel, 5 gauze squares (swabs), bulb synnge,
Delee mucus extractor, cord ties, one artery forceps, one 10 ml syringe, and
nasogastnc tube size 14 (very small)

Gown pack 4 sets of surgical gowns (OR aprons), caps, masks, hand towels

Bowl packs 2 large basins and one basin for antiseptic solution

Extra packs Synnges, needles, catheters, gloves

Procedure - Assist at Cesarean Section

The midwife who "scrubs" IS responsible for counting abdominal swabs with an
assistant who does not scrub for the operation The "scrubbed" midwife prepares all
of the eqUipment In order of use and within easy reach Used Instruments are set
aSide In a basin and additional Instruments are added to the Instrument table
anticipating each step of the operation The "scrubbed" midWife must know the
cesarean section procedure step by step In order to be prepared

The assistant helps to welcome the woman for cesarean section, listens to the fetal
heart, makes the woman comfortable, checks the catheter, and explainS to the woman
what IS happening The woman may be placed a little on her left Side, uSing a pillow,
to prevent her lying flat on her back

The "scrubbed" midWife

1 Hands the doctor a sponge holding forceps with a swab (sponge) soaked In
antiseptic

2 Places a surgical sheet over the woman's thighs, hands 4 towel clips and drapes
to place around inCISiOn area, helps put the laparotomy sheet In place

3 For the skin inCISion places on the Instrument table In order of need scalpel,
abdominal swabs, kidney basin, dissecting forceps, SCissors, artery forceps, and
towel with short lengths of catgut 2/0, places Instrument table over thighs, hands
scalpel and abdominal swab, has kidney basin ready for scalpel, hands catgut to
tie vessels If diathermy IS not being used
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4 For the peratoneallnCISIOn hands artery forceps, tissue forceps, clean scalpel
and sCissors as needed, hands dry abdominal swabs (sometimes used to hold
back intestines), hands abdominal retractor

5 For the utenne mClslon places clean scalpel, dissecting forceps, and curved
sCissors on table, mops wound with dry abdominal swab, has obstetric forceps
ready, holds suction nozzle as membranes of the fetal sac are being punctured

6 For delivery of the baby clears all Instruments from the area where the baby Will
be laid Holds the baby with the head a little lower than the body, wipes the
mouth and nose, dries, covers, and clamps the cord with Mayo forceps and cuts
the cord, hands the baby to the assistant See Module 6 ReSUscitation, pages
6 3 and 6 6 for information on Immediate care of baby and resuscitation

The anesthetist or assistant gives ergometrine Intravenously as the baby's body IS
being removed If the woman IS pre-eclamptic, Syntoclnon IS given
Intramuscularly (1M) Time of birth IS noted

7 Hands basin for placenta and Mayo forceps to remove (detach) membranes
Hands SIX forceps to pick up edges of wound

8 Suturing of the cesarean section wound depends on each doctor's special
technique The follOWing information IS given to help the midWife understand the
complicated and necessary repair Ask your doctor to outline for you the suture
and needles preferred Refer to Figure 19 for suggested needles and sutures

For the suture of the uterus places clean towel on Instrument table with needle
holders and dissecting (tissue) forceps, hands suture and needle on needle
holder, hands abdominal swab to dry uterine wound, counts and checks
abdominal swabs (surgical sponges) with the "non-scrubbed" midWife The count
must be correct before the uterine wound IS closed

For the suture of the peritoneum hands 4 Allis forceps, suture and needle on
needle holder, again wipes the wound dry

For the suture of the fascia hands suture and needle on needle holder

For the suture of fat (subcutaneous tissue) hands suture and needle on needle
holder

For closure of the skin hands 4 Allis forceps, and clips, holder and Inserter OR
suture and needle on needle holder, according to preference of the doctor, wipes
the wound dry after closure, puts on abdominal dressing, removes drapes

9 Expresses clots from the uterus, makes sure the uterus IS contracting, removes
catheter, washes the genital area, and puts on a pad



0theF Emergencies 1&101 Llfe-Sawlg SktIIs @ACNM 1998

10 Positions the woman on her side, with a pillow behmd her until she IS fully awake

11 Contmues postsurgical postpartum observation every 15 mmutes for 3 hours,
watchmg for signs of abdommal wound or vagmal bleedmg, pulse, blood
pressure

12 Cares for mstruments, linen, and eqUipment accord109 to the Infection Prevention
routme of decontammatlon, cleanmg, and sterlllzmg See Module 7 Prevention
and Treatment of SepsIs, page 7 25, for details

Postoperative Care on the Postpartum Umt

1 Take the temperature, pulse, and blood pressure every 2 hours for 2 times
Check for bleed109 of the abdommal wound or vagmal bleedmg If all signs are
wlthm normal limits, then take every 4 hours for 24 hours

If the woman IS recelvmg blood transfusion or has signs of shock or other findmgs
are not normal, take vital signs every 30 mmutes until she IS Improved and then
contmue as above

2 SIX to 8 hours after vital signs are wlthm normal limits, give the woman a wash
(sponge bath) 10 bed Do genital cleansmg and change the pad every 2 hours for
the first 24 hours Give light food and drinks once the woman IS awake Offer the
woman a chance to urinate If she IS not able to pass urine by 24 hours after
surgery, a catheter needs to be passed Pam medication IS Important so that she
can rest comfortably Encourage and help the mother to turn at least every 2
hours

3 The baby should be offered the warmth and comfort of bemg with mother as soon
as the mother IS Willing Encourage the baby to nurse Help the mother to find a
comfortable position

4 The first day after surgery, the mother IS allowed out of bed as soon as she IS
able She Will need assistance with bathmg, vOldmg, genital cleans109 and
probably with walkmg Pam medlcme IS usually given every 6 hours Take vital
signs every 6 hours Encourage breast feed109 and help the mother

5 The second day after surgery, give the mother assistance as she needs It A
shower may be allowed Pam medication IS not needed as often, the baby IS
more mterested In nursmg A laxative may be necessary If her bowels do not
move Take vital signs twice a day and mOnitor the uterus for hardness The
dressmg may be changed by the midwife or the doctor, depend109 on the routme

6 Skm clips or sutures are removed on the sixth and eighth days, agam this may
vary The woman may go home when she feels like It, depend109 on where she
lives and her home situation Follow up accordmg to the woman's condition, but
usually follows the schedule of a normal delivery
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This IS a reference for the medications suggested In the Life-Saving Skills
Manual for Midwives Use It as your reference and adapt to what IS allowed,
available and appropnate In your circumstances If you have a different name
for any medicine, wnte It next to the name(s) In parentheses ()

Dispensing medicines IS an Important part of your work as a midwife You use
medicines to prevent or treat disease The Formulary contains the information
you will need to use and dispense medicines safely and effectively

Also Included In this Formulary IS a bnef diScussion of anaphylactic shock,
allergic reaction and penicillin skin testing The mediCines are listed according
to categones of use, for example, OxytOCIC or vaccines Each mediCine entry
Includes a descnptlon In the follOWing order

Uses

Dose

Side Effects

Warmng

Client
Instructions

A statement about the problems for which the mediCine IS
used In this manual Dosages are discussed In the module
that conSiders each speCific problem

Adult dose given, unless otherwise noted

Information about the most common Side effects of the
mediCine

Information to alert the midWife to precautions that she
should take when uSing and dispensing the mediCine

Suggestions about what information to tell the woman or
family about the mediCine
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The formulary Itst of medicines below, uses generic (scientific) names You can look up the name of a
medicine you want to use to find the page number In the formulary where you can learn more about It

A
Acetaminophen (Tylenol) 114
Acetylsalicylic aCid (aspIrin) 114
Allergic reaction 117
Amobarbital sodium (Sodium Amytal) 115
Ampicillin (AmoxII) 108
ANALGESICS 114
Anaphylactic shock 117
ANESTHETICS 114
ANTI ALLERGY MEDICINES 108
ANTIINFECTNE MEDICINES 108
ANTICONVULSNE MEDICINES 115
Antibiotic eye ointment (erythromycin, penicillin G,
tetracycline) 109
Ascorbic aCid (Vitamin C) 115
Aspirin (acetylsalicylic aCid) 115
B
C
Ceftrlaxone (Roceptln) 108
Chloroquine (Aralen) 108
Co-trlmoxazole (Septrln, Bactrlm, Septra) 109
o
Diazepam (Valium) 116
Diphenhydramine hydrochlOride (Benadryl) 108
E
Epinephrine (Adrenalln) 117
Ergonovine maleate (Ergometrine Maleate) 112
Erythromycin 109
Ethyl chloride spray 115
Eye Ointment, antibiotic (erythromycin, penicillin G,
tetracycline) 109
Eye solution silver nitrate 109
F
Ferrous sulfate (Iron) 113
Folic aCid (VItamin B 9) 113
G
GentamiCin (Garamycln) 109
H
HEMATINICS 113
I
Iron (ferrous sulfate) 113
J
K

L
Lidocaine hydrochlOride without epmephnne
(Xylocalne, Lignocaine) 114
M
Magnesium sulfate 116
Mefloqulne (Larlam, MephaqUln) 110
MethylergonoVine maleate (Metherglne) 112
Metronidazole (Flagyl) 110
Morphine sulfate 115
N
NARCOTICS 115
o
OXYTOCIC MEDICINES 112
Oxytocin (Oxytocin, Pltocln, Syntoclnon) 112
P
Paracetamol (Panadol) 114
Penicillin benzylpenicillin, crystalline or aqueous
110
Penicillin, procaine 111
Penlcillm skm test 117
Pentazocine hydrochlOride (Talwln, Fortral) 115
Pethidine or Pethllorfan (Demerol) 115
Phenobarbitone (Phenobarbital) 116
Phenoxymethyipenlclllin (PeniCillin V) 110
ProbeneCid (BenemId) 111
PromethaZine hydrochlonde (Phenergan) 108
Q
R
S
SEDATIVES 115
Silver nitrate eye solution 109
Streptomycin 111
Sulfadoxlne-pYrimethamlne (Fansldar) 111
Syntometrlne 113
T
Tetanus Toxoid (Absorbed Tetanus Vaccine) 113
Tetracycline 112
U
V
VACCINES 113
VITAMINS 113
W
X
y
Z
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Side Effect
Warnmg
Client Instructions

Dose
Side Effect
Warnmg
Client Instruct/OflS

Dose

Side Effect
Warnmg
Client Instructions

ANTI ALLERGY MEDICINES
Diphenhydramine hydrochloride (Benadryl)
Use Effective In controlling allergic reactions and Itchy skin lesions
Dose GIVe 25 to 50 mg 1M May repeat dose In 2 to 4 hours or give 25 to 50 mg capsule by

mouth
May cause drowsiness, dry mouth and blurred VISion
Do not operate machinery or drIVe motor vehicles dunng treatment
This medicine Will help stop the symptoms of allergy and Itchy skin Keep the mediCine out
of the reach of children

Promethazine hydrochloride (Phenergan)
Use Prevention and control of nausea and vomiting, sedation dunng labor controlling allergiC

reactions Use for pregnant women dunng labor or In emergency situation for vomiting or
allergiC reaction
GIVe 25 to 50 mg 1M
May cause drowsiness
Do not operate machinery or dnve motor vehicles dunng treatment
ThiS mediCine Will help you to rest relax, or stop the feelings of nausea or vomiting Keep
the medicine out of the reach of children

ANTI INFECTIVE MEDICINES
Ampicillin (Amoxll)
Use Effective against a broad range of bactena Including Infections of the reproductive system,

throat, chest, skin and genltounnary system
Dose GIVe 1M or by mouth 1 gm (1000 mg) first dose, then 500 mg every 6 hours for 7 to 10

days
SIde Effect The most frequent reaction IS a generalIZed skin rash that Itches Stop the mediCine If

allergiC reaction appears
Warnmg Do not give ampiCillin to clients who have a history of allergiC reaction to either penicillin or

ampiCillin
Cll6ntmstructJons It you see any rash or get Itching of the skin, stop taking the medicine and tell the midwife

right away Keep the mediCine out of reach of children

Ceftrlaxone (Roceptln)
Use Effective against a broad range of bacteria including gonococcal infections Safe for

pregnant and breast feeding women
Adult GIVe 250 mg 1M one time only
Newborn for ophthalmia neonatorum due to gonorrhea Give 125 mg 1M one time only
ExpenSive
None
None

Chloroquine (Aralen)
Use Effective In treatment and suppression of nonchloroqUine resistant malana
Dose Give by mouth 1 gr first dose, 500 mg In 6 hours, and 500 mg dally for the next 2 days
Side Effect Visual disturbances and skin Irritations
Warnmg Overdosage or Intravenous injection may cause headache drOWSiness, decreased

respiratory and heart rates, shock followed by death
Client Instructions ChloroqUine tastes bitter It IS dangerous If a large amount IS taken at one time and It can

cause Visual disturbances and skin Itching, but the mediCine should be continued Keep It
out of reach of children
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Dose

Side Effect
Warning

Side Effect
Warnmg
ClIent tnStruotJons

Co-tnmoxazole (Septnn, Bactnm, Septra)
Use EffectNe against a broad range of bacteria Including Infections of the reproductNe system,

throat, chest, skin and genitourinary tract
Oral tablets of 400 mg sulfamethoxazole with 80 mg trlmethoprlm gNe 2 tablets 2 times a
day for 7 days THIS MEDICINE COMES IN SMALLER AND LARGER STRENGTHS read
the label and gNe the correct dose
Nausea, abdominal discomfort and skin itching
Contains sulpha medication, should not be gNen dUring last days of pregnancy to nursing
mothers, or Infants younger than 6 weeks

ClIent InstructJons Take this medicine twice In a day until It IS all finished even If you feel better before the
medicine IS finished This medicine leaves your body In urine It can block up the kidneys
unless you drink an extra amount of water every day Each day while you are taking the
medicine, drink at least 6 more glasses of water than you usually drink

Eye ointment, antibiotic (erythromyCin, penicillin G, tetracycline)
Use Local treatment of conjunctNltls In the newborn
Dose Use every 2 hours until the conjuctNltls has cleared Newborn Within 4 hours ofbirth, put a

small amount In the Inner corner of each eye. do not wipe or rinse out
None
The ointment may be mistaken for discharge
After cleaning the eyes, put ointment In both eyes, every 2 hours until cleared

Eye solution, Silver nitrate
Use EffectNe In newborns to prevent gonococcal conjUnctMtls
Dose Put one drop of 1 percent Silver nitrate In each eye
Side Effect Redness and Irritation of the eyes, Will clear up Within 2 to 3 days
Warning None
CIJenttnstruotlOns This medICine Will prevent eye Infection that sometimes happens at birth, the medICine can

cause some redness of the eyes which Will clear up In one or two days

ErythromyCin
Use

Dose

Side Effect
Warning
ClIent tnStruotJons

For clients allergic to penicillin, effective In Infections of the skin. ear, throat, soft tissues,
lungs and when broad spectrum antibiotiCS are not available Safe for pregnant and breast
feeding women
Adult GNe 500 mg by mouth 4 times a day for 7 to 10 days
Newborn Give by mouth 50 mglkg/day.n 4 dIVIded doses for 14 days
Sometimes nausea, vomiting and dlBrrhea but can continue taking the mediCine
None
Take this mediCine before you eat, when your stomach IS empty. With a glass of water
Take all of the mediCine, even after you begin to feel better Keep the drug out of the
reach of children

Dose

Side Effect
Warning
ClIent tnstruotJons

GentamiCin (Garamycln)
Use EffectNe In treating seriOUS Infections such as septicemia In the newborn particularly when

used With peniCillin or ampicillin
Adult GNe 1M 80 mg 2 times a day for 7 to 10 days
Newborn for septicemia Give 1M 5 mglkg/day In 2 dNided doses (for example for a 3 kg
baby, gNe 5 mg per kg which equals 15 mg, dIVIde by 2 to gNe 7 5 mg 1M 2 times a day)
May cause hearing loss or kidney damage
Do not gNe to pregnant women, thiS mediCine may harm the growing baby
ThiS mediCine Will help to make you feel better very soon
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Warning

Dose
Side Effect

Dose
Side Effect

Mefloqulne (Lariam, Mephaquin)
Use Prevention of P falclparum and P vlVax malaria Infections Insufficient clinical data to

document effect In P ovale or P malanae
Give by mouth one 250 mg tablet every week
DIZZiness, nausea are common If anXiety depressIon or restlessness occur stop the
medicine
Use with caution In pregnant and breast feeding women Administration of mefloqUine and
qUInine or chloroqUine may Increase the risk of convulsions

Client Instructions This mediCine may cause dIZZiness or nausea but continue taking It If you feel anXIous
depressed. or restless stop the mediCine and tell your midwife

Metronidazole (Flagyl)
Use Effective In treating anaerobic Infections amebiaSIS giardiaSIS and tnchomonal vaginitis
Dose GIVe by mouth 500 mg 2 times In a day, for postpartum or postabortlon Infection combine

With broad spectrum antibiotics and gIVe 1 gram 2 times a day for 10 days
Side Effect Sometimes causes nausea vomIting abdominal pain unpleasant taste In the mouth,

headache and skin rashes
Warning Do not give to pregnant women dUring the first 3 months of pregnancy
CllfJnt Instructions Take all of the mediCine Do not drink alcohol while your are uSing this mediCine You

may get an unpleasant taste Keep the drug away from children

Penicillin, (benzylpenicillin or crystalline or aqueous)
Use Effective against many bactena In newborn Infections and when broad spectrum antibiotiCS

are Indicated but not available An Intram uscular Injection prOVides high blood levels
rapidly (See skin test at the end of this formulary)

Dose Adult Give 1M 2 million every 4 to 6 hours
Newborn Give 50 000 IU per kg every 12 hours for 7 days

Side Effect Allergic reactions are most common Side effect Mild reactions Include generalized skin
rash With severe Itching fever, JOint pains and swelling of face Serious hypersensitivity
reactions (anaphylactiC shock) should be treated Immediately Intramuscular route IS very
painful

Warnmg Do not give any penicillin to a person who has a history of allergy to peniCillin Mild
reactions can be treated With an antlallergy mediCine

CllfJnt Instructions ThiS mediCine may cause an Itchy skin rash fever swelling and pain In the JOints ThiS IS a
painful Injection

Phenoxymethylpenlcillin (Penicillin V)
Use Effective In certain Infections of the ears, Sinuses, throat chest, and soft tissues Is qUickly

absorbed through the Intestines Sometimes IS used to continue treatment after Injections
Give by mouth 1 gm (1000 mg) 4 times a day for 10 days
AllergiC reactions are very rare May develop skin rash fever JOint pains and generalIZed
swelling

Warning Do not give to clients With a history of peniCillin allergy
CllfJntlnstructlons Take at least 30 minutes before mealtime or 2 hours after eating Return to the midwife If

any reaction of skin rash and fever Keep the drug out of reach of children



Formulary 10111 LIfe-5av1ng Sktlls ©ACNM 1998

Warning

Dose
SIde Effect

Dose
SIde Effect
Warning
Cll8nt Instrucbons

Penicillin, procaine
Use EffectIVe for serious Infections of the skin, ear, throat and lungs Use when the chent IS not

likely to take penicillin regularly by mouth This type of penicillin maintainS blood levels for
up to 24 hours
Give 1M 800,000 -1,200,000 IU 2 times a day for 5 to 10 days
Can cause the same types of allergiC reactions as other penicillins, Including skin rash,
fever, JOint pain and generalIZed swelling
Do not use In newborns or when client has history of allergy to penicillin Never give
Intravenously

Cll8ntlnstrucbons ThiS medicine sometimes causes severe reactions You may develop an Itchy skin rash,
general swelling of your body, pain In your JOints and fever If thiS happens, tell the midwife
as soon as possible The medicine Will help to stop the infection In your body However,
you Will need to take all of the Injections In order for the medicine to make you well

Probenecid (Benemld)
Use EffectIVe In the treatment of gonorrhea, pelVIC Inflammatory disease, and other infections,

by slOWing down the elimination of penicIllin through the kidneys In thiS way, It helps to
Increase the level of penicillin In the blood after an oral or Intramuscular dose of penicillin
GIVe by mouth 1 gm
None
None
ThiS medicine Will help to make the penicillin Injection more effectIVe than It would be
otherwise

Streptomycin
Use

Dose
Side Effect

Warning

Cll8nt instructIOns

Effective In the treatment of septic abortion, infections In the abdomen, and tuberculosIs
when used with one or 2 additional antibiotics
GIVe 1M % to 1 gm every 24 hours for as long as antibiotics are gIVen
Pain and Irritation at the site of the Injection are common Rotate the site of injection for
each shot
Do not gIVe to pregnant women, streptomycin Will cause permanent damage to the ears of
the fetus resulting In deafness In the newborn Ringing In the ears and difficulty In
maintaining body balance are symptoms of Irritation of the nerves of the ear Stop gMng
the medicine Immediately If these symptoms occur
ThiS Injection may cause pain where It IS Injected The Injection IS gIVen In a different
muscle each time to prevent some of the pain The medicine can cause nnglng In your
ears or make It difficult for you to keep your balance If you notice these feelings, tell the
midwife right away

Sulfadoxlne-pynmethamlne (Fansldar)
Use EffectIVe In prophylaXIs where chloroqUine resistant P falclparum malaria IS endemiC

However, strains of P falclparum may have developed resistance to the medicine
Dose One tablet contains 500 mg sulfadoXlne and 25 mg pYrimethamine GIVe one tablet by

mouth every week
SIde Effect Sometimes skin rash (stop Immediately), pharyngitIS, itching, diarrhea or nausea may be

problems
Warning Do not gIVe If allergiC to sulpha medications Do use for pregnant or breast feeding

women
C1l8nt InstructIOns Take only the amount which has been ordered Keep the drug out of reach of children If

skin rash IS seen, stop taking the drug and Immediately see your midwife or doctor
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Dose

Side Effect
Warnmg

Dose
SIde Effect
Warnmg
Client Instructions

Dose
SIde Effect
Warnmg
Client InstructIOns

Tetracycline
Use Effective In certain types of Infections for which penicillin IS not effectIVe These Include

urinary tract Infections, chronic bronchitis typhus, bacterial gastroenteritis and trachoma
Dose Give by mouth 500 mg 4 times a day for 10 to 14 days
SIde Effect May cause vomiting nausea, and diarrhea May also develop thrush Other tOXIC side

effects are rare
Warnmg Tetracycline IS qUickly absorbed Into growing teeth and will damage the teeth and cause

permanent discoloration Do not gIVe to children under 8 years of age Do not gIVe to
pregnant or nursing women, unless you are treating a life-threatening Illness and this IS the
only antibiotic available

Client Instructions Drink a full glass (cup) of water with each dose to prevent an upset stomach Take the
mediCine at least one hour before meals, because food Will Interfere with the absorption
Milk and milk products also Interfere With the absorption Do not take Iron pills, laxatIVes,
antacids or sodium bicarbonate while you are taking tetracycline Continue to take the
medicine even If you have some nausea, vomiting or diarrhea Keep the drug out of reach
of children and protect It from the light

OXYTOCIC
Ergonovine maleate (Ergometrine Maleate)
Use Effective In controlling bleeding after delIVery by causing the uterus to contract Intravenous

acts In 45 seconds Intramuscular acts In 7 minutes and gives sustained contractions of the
uterus
Give IV or 1M 0 2 to 0 25 mg Intramuscular dose may be repeated, If necessary, up to 5
times over a 24 hour period
Nausea and vomiting occaSionally
DO NOT GIVE IF BLOOD PRESSURE IS HIGH Do not use for augmentation (Induction)
of labor

Client InstructIOns ThiS mediCine IS very helpfUl In controlling bleeding It causes the uterus to clamp down
and prevent more blood loss

MethylergonoYlne maleate (Metherglne)
Use Effective In contrOlling bleeding after delivery by causing the uterus to contract It acts In 20

minutes Intramuscular or oral Intravenous response In 5 minutes, all ways of gIVIng the
medication have a sustained action
Give IV or 1M 0 2 mg Available In tablets 0 2 mg
Nausea, headache
DO NOT GIVE IF BLOOD PRESSURE HIGH do not use for Induction of labor
ThiS mediCine helps control bleeding by causing the uterus to clamp down and prevent
blood loss

Oxytocin synthetic (Oxytocin, Pltocin, Syntocinon)
Use Effective In controlling bleeding after delivery and dunng postabortlon by causing the

uterus to contract Use Instead of ergometrine In management of third stage of labor
where ergometrine IS contraindicated or unavailable Intramuscular acts In 3 to 7 minutes,
Intravenous Infusion acts within 1 minute
Give 1M 10 to 20 IU after delIVery and dUring spontaneous or Incomplete abortion
Low blood pressure and fast heartbeat occur occasionally
None reported for contrOlling bleeding
ThiS mediCine helps control bleeding It causes the womb to clamp down and prevent
further blood loss
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Syntometrme
Use

Dose
Side Effect
Warnmg
Client Instructions

(combmatlon of synthetIc oxytocm 5 IU and ergometrine maleate 0 5 mg)
Effectwe In active management of third stage, prevention and treatment of postpartum
hemorrhage It has rapid and sustained action
Same as for oxytocin and ergometnne
Same as for oxytocin and ergometnne
Same as for oxytocin and ergometnne
ThiS medIcine helps control bleeding It causes the uterus to clamp down and prevent
further blood loss

Side Effect
Warning
Client Instructions

VACCINES
Tetanus TOXOId (Absorbed Tetanus Vaccine, Absorbed Tetanus ToxOid)
Use PrOVides active ImmUnization against tetanus
Dose Gwe 1M 0 5 ml at first contact or as early as pOSSible In pregnancy, gwe the second

Injection at least 4 weeks later, give the third Injection 6 months later or dunng the next
pregnancy, gwe the fourth Injection one year later or dunng the next pregnancy, and gwe
the fifth Injection at least one year following the fourth Injection or dunng another
pregnancy ThiS prOVides protection from tetanus throughout the chlldbeanng years (See
Module 7 Prevention and Management of SepSIS, for World Health Organization
recommendations on ImmUniZation)
Local redness and swelling occur occasionally at the Injection site
None
ThiS mediCIne will help to protect you and your baby from becoming III with tetanus Be
sure that you receive all of the recommended Injections You may have some pain and
swelling at the place where you are Injected If the pain and swelling fast longer than 2
days, return to the midwife

VITAMINS and HEMATINICS
Ferrous Sulfate (Iron)
Use Prevention and treatment of anemia
Dose Gwe by mouth 320 mg 2 times a day
Side Effect May cause discomfort In the abdomen nausea, constipation or dIarrhea, and black stools
Warning Keep out of reach of children Ferrous sulfate IS pOIsonous If taken In overdosage
Client InstructJons ThiS mediCine contains Iron, which your body needs In order to make blood properly Many

foods contain Iron You must try to eat foods that contaIn Iron so that your body Will get the
natural Iron that It needs The mediCIne Will give your body an extra amount of Iron and Will
help you the most If you can take It when your stomach IS empty If the mediCine causes
you to feel Sick to your stomach, take the mediCine nght after eating Do not take antaCids
for they Will prevent the body from uSIng the Iron Keep It out of the reach of children

Folic AcId (Vitamin B 9)
Use Effective for the treatment and prevention of anemia
Dose Give by mouth 500 mcg to 1 mg dally
Side Effect None
Warning None
Client Instrucbons Take mediCine every day to help prevent anemia Keep thiS mediCine out of reach of

children
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Dose
SIde Effect
Warnmg
Client Instructions

Ascorbic Acid (VItamin C)
Use EffectIVe for the treatment and prevention of scurvy and anemia Vitamin C Increases the

absorption of Iron
Give by mouth 500 mg dally
None
None
Take this medicine every day so that your body can absorb and use Iron Many foods
contain Vitamin C You must eat foods that contain Vitamin C so that your body will better
use Iron

ANALGESICS
Acetaminophen (Tylenol)
Use Effective In reducing fever and relieving pain
Dose Give by mouth 1000 mg 4 times a day for pain or fever
Side Effect Occasional rash or itching
Warnmg Large doses can cause liver damage
Client Instructions Keep medicine out of the reach of children It IS pOisonous In large doses

Acetylsalicylic Acid (aspinn)
Use Effective in reducing fever, pain and Inflammation In arthritis
Dose Give by mouth 600 mg (10 grain) every 3 to 4 hours as needed for pain or fever
SIde Effect Can cause stomach Irritation and bleeding, nausea and vomiting Ringing In the ears

dizziness, sweating, and confusion are signs of overdosage
Warnmg Bleeding time IS Increased Do not use In those who have ulcers Do not use In children

less than 2 years of age
CIKmt Instructions Take every 4 hours for pain discomfort and fever Take aspirin with food or milk to reduce

Irritation of the stomach Keep aspirin out of reach of children It IS pOisonous In large
doses

Paracetamol (Panadol)
Use EffectIVe In reducing fever and the discomfort associated With many common Illnesses
Dose Give by mouth 1000 mg 4 times a day for fever or pain
SIde Effect None
Warnmg Do not use With liver or kidney disease
Cll8nt Instructions Take every 3 to 4 hours for discomfort or fever Keep out of reach of children

ANESTHETICS
Lidocaine hydrochloride without epinephrine (Xylocalne, Lignocaine)
Use EffectIVe to prevent pain when performing and repairing an epiSiotomy, and/or dUring repair

of perineal laceration
Dose Give subcutaneous around the episiotomy or laceration 5 to 20 ml of 05% to 2% solution

WIthout epmephnne
SIde Effect DrOWSiness (sleep) can occur With usual dose Overdose of more than 30 ml may cause

convulSions, low blood pressure, and respiratory arrest
Warnmg Do not use If patient has a history of convulSions or liver disease Before Injecting, always

make certain that the needle IS not In a blood vessel Injection Into a blood vessel Will
cause an overdose

Client Instructions This mediCine will cause numbness (no feeling) at the place It IS Injected This numbness
will reduce pain and discomfort though you Will feel pressure and movement
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Dose

Side Effect
Warnmg
Client Instructions

Ethyl Chlonde spray
Use EffectIve to prevent pain for the procedure of InCISion and drainage of a breast abscess

(See Module 7, Prevention and Management of Sepsis)
For local anesthesia, hold container about 12 Inches (30 cm) from area to produce a fine
spray Spray for 1 to 3 minutes
Overdose may Increase sensitIZation, and pain
Do not spray on broken skin or mucous membranes
This medicine will cause numbness at the place It IS sprayed This numbness will reduce
pain and discomfort and will last Just long enough for the procedure

NARCOTICS
Morphine Sulfate
Use Relieve severe pain In any emergency such as ruptured uterus
Dose GIVe 1M 10 mg (1/6 grain) every 3 to 4 hours for severe pain
Side Effect Nausea, loss of appetite constipatIon, confUSion, and sweating
Warnmg DepreSSion of respiration and blood pressure may occur
Client Instructions This medICIne IS a strong pain-killer It will help you to feel better

Pethidine or Pethllorfan (Cemerol)
Use Short acting effectIVe pain relief The pain relieVing effect lasts for 2 to 4 hours after

Intramuscular injection
Dose GIVe 1M 25 to 100 mg every 2 to 4 hours
SIde Effect DIZZiness, nausea, vomiting, sweating, headache, weakness and dry mouth occasionally

occur
Warnmg May cause depreSSion of respiratory center In baby Try not to gIVe to mother Within 2

hours of antIcipated delIVery
Client Instructions ThiS mediCine Will reduce the pain and help you relax. It will help you to feel better

Pentazocine Hydrochlonde (TalWln, Fortral)
Use Relief of moderate to severe pain, rehef IS vanable
Dose GIVe 1M 50 mg every 3 to 4 hours
SIde Effect Sedation, VIsual disturbances, nausea, respiratory depreSSion occur
Warnmg None
Client Instructions ThiS mediCine will reduce the pain and help you to sleep It Will help you to feel better

SEDATIVES/ANTICONVULSIVE
Amobarbital Sodium (Sodium amytal)
Use Control of seIZures (convulSions) related to epilepsy, rabies, and tetanus
Dose GIVe 1M 250 mg
Side Effect Overdosage leads to depressed respirations, low blood pressure, shock, coma, and death
Warnmg None
Client Instructions ThiS medICine Will help to prevent you from haVIng more convulSions
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Dose

Side Effect
Warnmg
Cll6nt Instructions

Dose

SIde Effect
Warnmg
Client InstructlOrls

Diazepam (Valium)
Use Effective In the control of repeated seIZures (convulsions) associated wrth epilepsy,

eclampsia dUring pregnancy, and eclampSia dUring labor It IS also effective In causing
muscle relaxation In cases of tetanus
Adult convulsion GIVe IV 10 mg, repeat In 30 minutes If continued convulSion Give 1M If
unable to Infuse
Severe pre-eclampsia Give 1M 20 mg, may repeat after 30 minutes If needed
Newborn tetanus Give 1M every 4 hours 0 5 mg per kg body weight
Large dosages of diazepam cause drOWSiness dIZZiness and Inability to walk or stand
Overdosage may lead to depressed respirations low blood pressure and coma
This mediCine Will help to stop your convulsions It Will cause your muscles to relax. ThiS
mediCine can cause drOWSiness

Magnesium Sulfate
Use EffectIVe In controlling convulSions and lowering blood pressure In women suffering from

eclampSia
Dose A 10 gm ampule contains 20 ml of a 50 % solution GIVe 1M 10 mlln each hip for a total of

20 ml or 10 gm Note ampUles also come In 10% to 25% solutions, make sure you give
the correct dose

Side Effect ToXIC effect Including flushing of the face thirst severe lowering of the blood pressure, and
respiratory depreSSion may occur Overdose may be treated With calCIUm gluconate

Warnmg Do not gIVe If the woman IS not passing urine or If she IS suffering from respiratory
depression (breathing less than 16 times In a minute) or In a deep coma

Cbent Instructions When your blood pressure IS very high thiS mediCine helps to lower It The mediCine may
cause you to breathe more slowly but you need to have thiS injection to stop your
convulsions It WIll also make you feel hot

Phenobarbitone (Phenobarbital)
Use Effective In the control of epilepsy, may be used to stop premature labor, may be used In

tetanus convulSions
Adults Give 1M or by mouth 30 to 120 mg GIVe one time only
Newborn With tetanus convulsion Give 1M 2 5 mg per kg
Rare Overdosage and pOisoning lead to decreased respirations
None
ThiS mediCine may help prevent or reduce convulsions due to tetanus and epilepsy Too
much of thiS mediCine can cause diffiCUlty breathing
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ANAPHYLACTIC SHOCK OR ALLERGIC REACTION
Epinephrine (Adrenalln) 1 1000
Dose GIVe Injection of 1 1000 solution subcutaneous as follows

Adults and children over 40 kg gIVe 0 5 cc
Children 20 to 40 kg gIVe 0 3 cc
Children 10 to 20 kg gIVe 0 2 cc
Children under 10 kg gIVe 0 1 cc

Management

1 Place person on his or her back, feet elevated (shock posItion), make certaIn airway IS open and
clear

2 Give Injection according to dose appropriate for weight
3 Take and record pUlse, respirations and blood pressure every 5 minutes until normal
4 If signs of shock or reaction continue for 10 minutes, repeat injection uSing appropnate dose
5 If signs of shock continue for 30 minutes, REFER as qUickly as possible Go with person to

hospital so you can continue to help person and family

PENICILLIN SKIN TEST
Use To rule out allergy to procaine penicillin for suspected penicillin allergy

Dose Make a solution of 0 1 ml procaIne penicillin and 09 ml distilled (InJection) water

Management

1 Inject 0 1 ml subcutaneous on the Inner aspect of the arm, midway between the elbow and the
Wrist forming a small wheel (blister)

2 If no redness or other allergiC signs In 10 minutes, continue to gIVe the dose of procaine
penicillin

3 If there IS redness or other allergiC signs, adVise the person not to take procaine penicillin Use
another antibiotic
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