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FOWARD

The Millennium Development Goalimber 5isto improve maternal health with a target of reducing MMR
by 75% between 1990 and 20Fsr this to beattainedthere isneed fora 5.5% decline in MMRnnualy
from 1990.However, ¢pbally thereported annual percentage decline in MMR between 1990 and 2008
gl a 2yfe Hoer o | Y2y3 1aAndigad NtFisSvdent thai 80 counfriesahave mage
insufficient or noprogress This list include23 countries from subSaharan AfricawWHO...Trends in Maternal
mortality 19902008) Sadly Kenya is among these countries with an MM#EB8fper 100,000 live births, with
some regions reporting MMRs of over 1000 per 100 000 live birbsls 2008/09)

The United Nations SecretaGeneralin 2010t | dzy OKSR G KS Df 26l f {GNX (GS3e
Health, which is a catalyst for renedi@nd enhanced commitment by all partners for adequate financing
YR LRfAOe (2 AYLINRGS gehsSogmmitments Wil sApiokt fthe fofovitga K S
elements to accelerate progress towards MDGCbuntryled health plans, a comprehensive, égtrated

package of essential interventions and services, Health systems strengthening, Health workforce capacity
building,and coordinated research and innovation.

Thefive Strategic Thrusts of the Ministries of HealK) defined as the priority areas for health services,
include equitable access to health, improving quality of care, efficiency, effectiveness and responsiveness
of health servicesThe National Reproductive Heath2Pf A O&@ Q& LINA 2 NR (i & Ilewborh 2 y &
KSFHfGK Ffaz2z SOK2 GKS YAyAaadNrRSaQ 3A2Frfa yR 20602580
of maternal health services and increasing the proportion of deliveries conducted by skilled attendants.
Kenya has also developed the maual RH training plan whose goatdasensure that health personnel have

the knowledge, technical skills and positive attitude, to handle reproductive health issues within a
comprehensive and integrated system

The development of this reference manual risresponse to the need foemerging,updated evidence

based interventions that have proved successful when applied throughout the continuum of care of the
G2YFyQa LINBE O2yOSLIiA2Yy S LINBE3IYIl y OeBbth thKobdteRicah axdi K |
medical conditions and the complications that would affect a woman during this period have extensively
been described along with the management of the same. It is hoped that this document which is designed
to equip all Health care providers with maternal ltbaare Knowledge, skills armpbsitive attitudes at all

levels ofservice deliveryimplementation will go a long way in accelerating reduction of maternal and
newborn morbidity and mortalitand get the country on track to attaining MDG 5.

Dr Anna Vdmae

Head¢ Department of family Health
Ministry of Public Health and Sanitation
Republic of Kenya



ACRONYMS

AFASS -Acceptable, feasible, Affordable, Sustainable, Safe
AMTSL -Active management of Third Stage of labour

ANC
APH
ARV
BF
BP
CCC
CHW
C/S
COCs
CPR
CT
DBP
DCAH
DOT
DRH
DTC
EOC
ESAR
FANC
FBOs
FClI
FGC
FHI
FS

-Antenatal Care

-Ante partumHemorrhage
-Antiretroviral Therapy

-Breast feeding

-Blood Pressure
-Comprehensive Care Clinic
-Community health Worker
-Caesarean Section

-Combined Oral Contraceptives
-Contraceptive Prevalence Rate
-Counseling & Testing

-Diastolic Blood Pressure

- Division of Child and Adolescent health
-Directly Observed Treatment

- Division of Reproductive Health
- Decentraliised Training Centre
- Essential Obstetric Care
-Eastern &Southern African Countries
-Focused Antenatal care

-Faith based organizations
-Family Care International
-Female genital Cutting

-Family Health International
-Female sterilization

HAART -Highly Active antiretrovidalherapy

Hb
IYCF
IUCD
KAIS
KDHS
KEPH
KMTC
KNH
KOGS
LAM
LBW
LLITN
MEC
M&E
MMR
MNH
MOMS

-Haemoglobin HTSRealth Timing and Spacing of Pregnancy
-Infant and Young Child Feeding

-Intrauterine Contraceptive Device

-Kenya AIDS Indicator Survey

-Kenya Demographic and Health Survey
-Kenya Essential Package lftwalth

-Kenya Medical training College

-Kenyatta National Hospital

- Kenya Obstetrical and Gynecological Society
-Lactational Amenorrhea

-Low Birth Weight

-Long Lasting Insecticide Treated Net
-Medical Eligibity criteria

-Monitoring and evaluation

-maternal mortality ratio

-Maternal and Newborn Health

-Ministry of Medical services

MOPHS -Ministry of Public Health and Sanitation

OF
PIH

-Obstetric Fistula
-pregnancy Induced Hypertension

PMTCT -prevention of Mother to Child transmission

PNC
POC
POPs
PPH
RHL
SIS
TB
WHO

-Postnatal care

-Products of Conception
-progesterone only pills
-Post partum hemorrhage
-Reproductive Health library
-Symptoms and Signs
-Tuberculosis

-World HealthOrganzation



HOW TO USE THIS GUIDE

DEFINITION OF TERMS

Guidelines are systematically developed statements which assist in decision making about appropriate
health care for specific conditions. They are not intended to dictate an exclusive course of management
treatment. They are based on available research or evidence.

Most of the management techniques suggesiadthis document are already in practice. Howeiteis
important to screen the entire document topic by topic and ask yourself whether thighat you have

been practicing In so doing you will standardise your practice with the guide. You might find some of the
management technigues new. This will give you an opportunity to update yourself or to seek appropriate
support and /or update from yousupervisor. At that stage you can then judge when the guide is most
useful to you depending on the facilities available at your station and your competency to manage the
conditions you may encounter. In most cases we have attempted to guide you on mibkirmprrect
diagnosis as well as the standard management for the condition. Some of the information has been
presented in flow charts for easy reference.

In using this guide, it is important to remember that this is a living document. New evidence may co
into the health system as to the best management approach. The MOH will try as best as it can to
disseminate any new information through appropriate fora.

In the application of these guidelin@sespective of your qualificationyou will be asking yaself
some questions down decisionaction pathway. To manage any condition encountered the
following are the key questions on the pathway:

Questionl: What is the problem?

Problem solving begins with understanding the problem. If you are sure of theadiisg you can proceed

to the next question. If in doubt refer to the guidelines or consult your superior and reappraise your
diagnosis. If this does not help yREFER the next level. Remember that if you not know the diagnosis
(youdo notknowtheJNR 6t SY @2dz FNB RSFfAy3 gAGKO Ad YlI& O2.

Question2: Given my knowledge, skills and the facilities available in my service delivery point, am | able

to manage according to specific problem guidelines?

This question only appkeif you are sure of your diagnosim which case refer to the guidelines and
manage the patient as per recommendations if you have the facilities and skills to do so. If you do not have
the facilities or doubt your competencies, refer the patient to thext level. Delay in referral in the
absence of competenciesr systems to support management of the patient may result in maternal or
neonatal death.

Question 3: Is my management leading to success?

As you manage the patient continuously evaluate theultesf your management. If it is effective,
continue; otherwise refer to the guidelines for further information. In the absence of observable success
with your management, consult your superior or refer to the next level. Remember to judge your success
agdnst time taken to the next referral level in case a need arises. It is better to refer early than be faced



with an anticipated emergency or which you have neither the competencies nor the facilities to manage.
This delay may be fatal to the mother and tbe baby.

Always remember thatIMEis an important factor in the practice of Obstetrics.
Referral needs to be timelyyou must always match the time against the distance to
the next level and the urgency required given the problem encountered.

This guide also serves other important purposes. By referring to this guide you may have an idea of the
most likely mode of management at the next station in order to correctly advice the patient and her
relatives thereby assist them to be better prepafegath psychologically and financially

Again obstetrics can have some life threatening conditions that may not allow adequate time for referral in
case of difficult terrain and vast distances. In such a situation, the guide will assist the midwife ptzlg the

of doctor in order to execute a life saving proceduFmr instance a midwife may need to fix an
Intravenous infusion on a bleeding patient to minimise the effects of hypovolaemic shock during
transportation.

AVAILABILITY, USE AND REVIEW OF THHESH BIEIS

U This document must be available for reference and other uses in every reproductive health service
providing and training facility

i This documenmay be used irboth pre service and igervice training of MNH service providers

U The document isecommended for use
0 In Reproductive Health training institutions
o Atall level of Reproductive Health service delivery
0 By allcadres ofRH service providers including health administrative staff and other
support personnel

0 Itis recommended that this docuent is reviewed every 3 years so as to ke@pwith the rapidly
growing evidence base and best practice in MNH

i This document should not stand alon#.does not have ALL the information available. Neither
does it cover ALL possible management approacheshouldtherefore be used alongside other
reference materials and job aids.



Unit 1: Overview of MNH services in Kenya

Content outline
1. Introduction
Situation analysis
Status of interventiors
The Kenya MNH Model
Policies and guidelines
Minimum package of MNH services by level
Systems support for MNH services (coordination, supervision, standards, HRH, HMIS, M&E)
Quality of MNH care (Service charter in relation to MNH, human rights, etc)
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Introduction
In most cases, pegnant women and their fariés anticipate a healthy pregnancy, safe delivery, and

normal healthy baby that grows up wellHowever, this is not always the case as many women and
YSs02Nya &adzFFSNJ Y2NDARAGE yR Y2NIlFfAGe gAGKAY
is a tragedy unlike others, because of the deeply held feeling that no one should die in the course of the
normal process of reproduction and because of the devastating effects on her family and the community.

2 A0K G2RIFI&Qa (y26tf SRE2 NRYIR (RSO0 KiyK2St 2LINP56 fISKYS YO K |
and newborns can be prevented or treated. Most of the millions of untimely deaths that asceell as

the suffering that accompanies ill health are avoidalfethisregard,we need to take intaaccount the
inseparable duo of mother and balgyin terms of time, causes and places of death, and the health system
ability to serve the mother and newborn with appropriate effective care.

For centuries, care for pregnhancy, childbirth and young childvaa regarded as a domestic affair, the
realm of mothers and midwives. In the 20th centimgwever, the health of mothers and children was
transformed from a purely domestic concern into a public health priority with corresponding
responsibilities for thestate. In the opening years of the 21st century, the Millennium Development Goals
place it at the core of the struggle against poverty and inequality, as a matter of human Tiglstshift in
emphasis has fareaching consequences for the way the worlbponds to Maternal and Newborn
Health. Kenya like many other countries is signatory to many international conventions that recognize
Safe motherhood as a human right.

An increasing number of countries have succeeded in improving the health anteimgll of mothers,
babies and children in recent years, with noticeable results. However, the countries with the highest
burden of mortality and #health have made little progress to date. In some, the situation has actually
worsened in recent years. Prog®e has therefore been patchy and unless it is accelerated significantly,
there is little hope of reducing maternal mortality by three quarters and child mortality by two thirds by
the target date of 2015 the targets set by the Millennium Declaration.

The reasons for this are complex and vary from one country to another. They include the familiar,
persistent enemies of healtig poverty, inequality, warcivil unrest, and the destructive influence of
HIV/AIDSC), but also the failure to translate lifsaning knowledge into effective action and to invest
adequately in public health and a safe environment. This leaves many mothers and children, particularly



the poorest among them, excluded from access to the affordable, effective and responsive care to which
they are entitled.

oNot simply because these are women in the prime of their lives... not simply because a
maternal death s one of the most horribl e
every maternal death is an event that could have beemwoided and should never have

been all owed to happen. o

MAHMOUD FATHALL At the SAFE MOTHERHOOD TECHNICAL CONSULTATION IN

SRI LANKA 1997

Evidence has shown that there are 2 key interventions that improve maternal health and reduce maternal
mortality, namely: Skilled attendance at delivery (skills, numbers, enabling environment) and availability
of BmergencyObstetric Care. Universal access to family planning has also been shown to reduce maternal
morbidity and mortality as well as improvaild survival.

The difference iimaternal mortality between the industrialized and the developing world is greater than
any other development indicator. Every country must therefore prioritize Maternal and newborn health as
part of the development ageradand poverty reduction strategies.

SITUATION ANALYSIS
Maternal and newborn conditions account for a substantial part of the health gap between the developed

and developing countries. Of the estimated 536,000 maternal deaths that occurred in 2005 globally, 99
percent (533,000) occurred in developing countneth SubSaharan Africa having the highest MMR at
900 maternal deaths per 100,000 live births. The adult lifetime risk of maternal deaths is highest in Africa
(1:26), as compared with developed countries (1: 73WIHO, 2007).

In Kenya, complications &fregnancy, Childbirth and the puerperium are the leading causes of inpatient
morbidity and mortality in females over 5 years of age (Facts and figures 208&¥xnal mortality levels

in Kenya have remained unacceptably high188 per 100,000 live birthswith some regions reporting
MMRs of over 1000 /100 000 live birthehe neonatal mortality rate is 31 per 1,000 live births (KDHS 2008
/09). Currently in Kenyagonatal mortality contributes t®0%of all infant mortality cases in Kenya.

Maternal Mortality
"A maternal death is defined as the death of a woman while pregnant or within 42 days of termination of

the pregnancy, irrespective of the duration and site of pregnancy, from any cause related to or aggravated
by the pregnancy or its management, mdt from accidental or incidental causes."
Causes of maternal mortality maybe direct or indirect

Direct Causes of Maternal Death

These result from obstetric complications of pregnancy, labour and the puerperium and from interventions
or any after effect®f these events. The Five major causes of direct maternal deaths in order of frequency
are:HaemorrhageSepsisHypertensive disorder€omplications of abortioand dstructed labour

Indirect causes of Maternal Deaths

Theyresult from previously existing disease or disease that develops during pregnancy which was not due
to direct obstetric causes, but which was aggravated by physiologic effects of pregnancy. The major causes
of indirect maternal deaths in our set up inclutialaria, HIV/AIDS, and anaemia.

10



Causes of Maternal Mortality in the African Region

Other direct
causes

Obstructed

e disorders
12%

SourceUNDP, WHO,UNFPA, World Bank (2006). Causes of maternal death.
A systematic review. The Lancet 2006;367:1D66

Approximately 13 percent of all maternal deaths occur among adolescents mainly as a result of
complications of unsafe abortion (WHO 2008).

Causes of Maternal Mortality in Kenya

Reporting of the cause of maternal death is incomplete in the HMIS. Ovbealkad causes appe&w be
antenatal and postnatal haemorrhage. Also common wecelanpsia, sepsis, ruptured uterus and
obstructed labour(Kenya Health situation and trends 192910)

Maternal Morbidity

For every woman who dies another 30 suffer ldegn injuries and illness due to pregnancy and childbirth
related complications.Maternal morbidity is any symptom or condition resulting from or made worse by
pregnancy. Severe maternal morbidity (Near Miss) is definedés$: y @ LINB Ay | y GveredNI NI
woman (within six weeks after termination of pregnancy or delivery), in whom immediate survival is
G§KNBIFIGSYSR I'yR ¢gK2 ad2NPA@Sa o6& OKFIyOS 2NJ 6SOlF dzaS

Table 1. Maternal conditions most frequently reportedsiudies included in the WHO/HRP systematic
review. (2005)

Morbidity No of studies %
Hypertensive disorders of pregnancy 885 14.9
Stillbirth 828 13.9
Preterm delivery 489 8.2
Induced abortion 400 6.7
Hemorrhage(antepartum, intrapartum, postpartum, unspecified) 365 6.2
Anemia 267 4.5
Placenta anomalies (praevia, abruptio, etc.) 245 4.1
Spontaneous abortion 235 4.0
Gestational diabetes 224 3.8
Ectopic pregnancy 146 2.5
Premature rupture of membranes 140 2.4
Perineal laceration 139 2.3
Uterine rupture 116 2.0
Obstructedlabor 102 1.7
Depression (postpartum, during pregnancy) 96 1.6
[ N )
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Puerperal infection 86 15
Violence during pregnancy 77 1.3
Urinary tract infection 66 1.1
Malaria 54 0.9
Other conditions 973 16.4
Overall 5933

Newborn Mortality

Global and regional:

Maternal health is inextricably linked with the survival of the newborn: The adverse events surrounding
pregnancy, labour and delivery such as lack of antenatal care, andflskiled attendance at delivery,
and lack of postnatal care among others are major contributors to perinatal and newborn morbidity and

mortality.

Every year four million babies die in the first four weeks of life (the neonatal period), many others are
stillborns. Three quarters of neonatal deaths occur within the first week of life and the highest risk of dying
is within the first 24 hours. Almost all (99%) neonatal deaths occur in low and middle income countries.

The top three causes of newborn death Africa aresevereinfections (28%),Birth asphyxig27%), and
prematurity (29%).They are highlighted in the bar chart belowofld Health statistics 20J0

Causes of Newborn mortality ikenya are highlighted belowith asphyxia and birth trauma accoumg
for 29%, prematurity 28%, and sepsis 28nya healtfsituation and trends 1992010)

Causes of NMR in Kenya

Distribution of causes of death in Kenya within
the neonatal period 2008 (WHO 2010)
Other
diseases
and injuries,

Diarrhoeal
diseases,
2% _ Tetanus, 1%

5%
Congenital Pneumonia,
anomalies, 4%
7% \‘
Prematurity,
Neonatal 28%
sepsis, 23%
Q Birth
asphyxia

and birth
trauma, 29%

Causesicd NMR in Afr

Other 5%

Congenital anomalies 7%

Neonatal tetanus
[EEEEE  Diarrhoeal diseases 2%

Neonatal infections
28%

Birth asphyxia and
birth trauma
27%

Prematurity and low
birth w eight
29%

Current trends show that the infant and USMiRKenyaare declining, while the NMR has stagnated and
accounts for 6% of all infant mortality rateKpHS 2008 /9Addressing newborn mortality in Keniglikely

to result inattainment of MDG 4

Underlyingcauses of Maternal & Neonatal Mortality

The three delays

There are three distinct levels of delay which contribute to maternal morbidity and mortality: (Thadaseus

and Maine, 1994):

1. Delayin deciding to seek appropriate care. This could be due to: siaral barriers, Failure to

recognize danger signs, failure to perceive severity of illresbcost considerations



2. Delayin reaching an appropriate health care facility.
This is due totong distance to a facility, poor condition of roadsck of transportatiorand cost
considerations

3. Delayin receiving adequate emergency care at the facility.
This may be due to: Shortage of staff, supplies and basic equipment; unskilled personnfeesse

among others.

Timeliness of interventions is imperative if advers

maternal and newborn outcomes are to be averted.

Status of Interventions to Reduce Maternal Morbidity and Mortality
Approximately 9 out of 10 (92%) of all pregnant wonmeiKenya attend antenatal care at least once from

a health care provider and 56% make four or more ANC visits. However, only about 44% of all deliveries
are attended to by a skilled healtprovider. In fact since 1990, delivery by skilled attendants has

progressively declined in Kenyajority of births are therefore occurring at home with no skilled care
(KDHS, 2008/9).

Trends in Skilled Birth Attendance durirgglivery (MOHfacts and figures 200p

Attendant 1993 1994 | 1998 2003 2006 200809
during delivery KDHS WMS II| KDHS KDHS KIHBS KDHS
Doctor 12.3 14.9 12.3 11.4 10.5 43.8
Nurse/Midwife 33.1 34.2 32.0 30.2 28.5
Untrained TBA 12.4 0.0 9.9 28.0 27.4 56.2
Trained TBA 8.7 26.5 11.3 11.7
Self 10.1 8.6 10.2 8.0 7.3
Other 23.4 15.8 24.3 224 14.6
TOTAL 100.0 100.0 100.0 100.0 100.0 100.0

Among women who deliver outside the H#wafacility, a vast majority (®ut of 10) do notreceive
postnatal care. Only 4percent attend postnatal care within two days of delivetypHS 2a®9). This is
despite the fact that majority of maternal deaths occur during the postpartum period.

Utilisation of Health Services:

The Kenya Service Provision Assessn28i0 indicated thasome 74 percent of all facilities (excluding
standalone VCTacilities) offer ANC (compared with 79 percent in 2004), 59 percent offer PNC compared
with 35 percent in 2004), and 69 percent provide TT vaccine (compared with 84 percent in 2004)x Fifty
percent of facilities offer all three services (compared v@8percent in 2004).

Thirty percent of facilities provide services for normal deliveries, a decline from 38 percent in 2004. Only 5
percent of facilities provide caesarean section services, similar to 7 percent in 2004. Half of hospitals (a
decline from B percent in 2004) provide the service. Overall, half (49 percent) of all facilities have
transportation support for maternityemergencigisSPA 2004, KSPA 2010)
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Overall, during the three months preceding the survey, only a very small proportion ofdadiitpercent)

had applied or carried out all six signal functions asiBEmergencyObstetric Care; and only 3% of the
hospitals had carried out all eightgsial functions that constitute @nprehensiveEmergency Obstetric
Care. This is a significant de@ from 2004 andtorroboratesthe fact that Kenya still is far from attaining
universal coverage of MNH cagesPA 2004, KSPA 2010)

Results from the Kenya AIDS Indicator Survey (2007) reveal that the HIV prevalence rate among adults is
7.8 percent while that amongregnant women is higher at 9.7 percefithe PMTCT programme is well
entrenched in the healt system;by 2009, thePMTCTcoverage ratesvere as followsCounselling 95%,
Testing 90%, and ARV coverage 7&%najor challenge to attaining universal coverage is that PMTCT
services are offered in the MCH clinics where less than half of the eligible population attend consistently.

Family Planning isnown to be a cost effective strategy to enhance maternal and newborn health, reduce
maternal and newborn mortality and is one of the prongs of PMTCT. However in Kenya, contraceptive
prevalence stands at 46 percent, unmet need amongried women aged 189 stands at 2@ercent and

the total fertility rate is 4.6Discontinuation is a major challenge in Kenya with nearly 40 percent of users
discontinuing their family planning method within 12 months. Family planning utilisation is gicareng
adolescentswhose CPR is only 22.58chigher percentage of urban women use contraceptives compared

to their rural counterparts. There are also regional disparities with the North Eastern province having a CPR
of only 4% Some of the reasons fahe low CPR includéow level of education in womerghortageof FP

commodities, unskilled personnehyths and misconceptionand negative attitudes of service providers
(KDHS 2008/9)

Avalilability of service providers with MNH competencies is grdsaiyed. To achieve the MDG 5 the
country needs a minimum of 4 service providers /1000 population. However in Kenya the Nurse to
population ratio is only 1.2 /1000 while theoctor to population ratio is 0.2 1000. (Economic survey 20D

This is furthecomplicated by inequitable distribution of the available service providers and deficient MNH
competencies.

I I

Doctors 6,271 6,623 17

Dentists 931 974 3

Nursing officers 12,198 14,073 37

Enrolled Nurses 31,917 31,917 83

Clinical Officers 5,797 5,035 13
Source: Economic Survey 2009

The Kenya Maternal and Newborn Health model

The six pillars of Maternal and Newborn Health in Kenya includegmeeptualcare and family planning,
focused antenatal care, essential obstetric care, essential newborn care, targeteggsasn care, and
lastly postabortion care. These services are underpinned by the foundation of skilled attendad a
supportive& functional health system. The Kenya MNH model recognises the potential role communities
have in the promotion of their ow health. It reiteratesghe importance of strengthening the interface
between the community and health services, as well as promdtieghuman rights approach to health
service delivery. Theselementsare also identified by the &ional Health Sector Strategid®an Il 2005

2010 as key areas of focus.

14



TheKenya Maternal and Newborn Health model (2009)

Maternal and Newborn Health
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SKILLED ATTENDANTS & ENABLING
ENVIRONMNENT TO PROVIDE QUALITY CARE

| SUPPORTIVE HEALTH SYSTEMS* |
I COMMUNITY ACTION, PARTNERSHIPS, MALE INVOLVEMENT I

| EQUITY FOR ALL/HUMAN RIGHTS I

*M and E; health planning; financial & commodity supply management; functioning
referral network; human resource management & development; quality assurance &
standards; investment and maintenance; Information, communication and technology;
and performance monitoring

Maternal and Newborn Health (MNH) Pillars
1. Family planningand prepregnancy care To ensure that individuals and couples have the
information and services to plan the timing, number and spacing of pregnancies.

2. Focused Antenatal CareTo prevent complications where possible and ensure that complications
of pregnancy are detected early and treated appropriately.

3. Essential Obstetric Carg To ensure that essential care for the higsk pregnancies and
complications is made availabtie all women who need it.

4. Essential Newborn Care To ensure that essential care is given to newborns from the time they
are born up to 28 days in order to prevesamplications that may arise after birth.

5. Targeted Postpartum CatelTo prevent any comgation occurring after childbirth and ensure that
both mother and baby are healthy and there is no transmission of infection from mother to child.

6. Post Abortion Careg to provide clinical treatment to all women and girls seeking care, for
complications dincomplete abortion and miscarriage as well as counselling and contraceptive

(Note that HIVPMTCTservices are now integrated into ALL the pillars of MNH and clean and safe
delivery is part of Essential Obstetric Care

Skilled Attendance

Evidenceéhas shown that there are 2 key interventions that improve maternal health and reduce maternal
mortality, namely: Skilled attendance at delivery (skills, numbers, enabling environment) and availability
of EmergencyObstetric Care.
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Skilled attendant
The emphasis for improving maternal health must bet@ning and deploying an adequate numbafr

skilled health workerto provide antenatal, intrapartum and postnatal care. The téskilled attendant”

refers exclusively to people with midwifery sk{ésg. doctors, midwives, nurses, clinical officers) who have
been trained to proficiency in the skills necessary to manage normal deliveries and diagnose or refer
obstetric complications. Consequently, it is recommended that all health centres and digpserbat
provide delivery services to expectant womsimould be adequately staffed with a skilled birth attendant.
The required number and mix is outlined in the Norms and Standards for service de\awives should

also be able to conduct deliveriéss the woman's home, and refer early when necessary. Training and
deployment of health care providers at appropriate service delivery levels helps increase access to
maternal health services, especially {faving services.

Enabling Environment

To ensue effective and efficient service delivery, the skilled attendant requires an enabling environment.
There is need for appropriate infrastructure as well as ensuhagthe continuum of cards connected by

an effective referral system, and supported bgemuate supplies, equipment, drugs, good management
and supportive supervisiorPlease refer to the MNH model for other elements of supportive health
systems. $eeAnnexfor list of essential MNH equipment, drugs and supplies)

Coordination of MNH services
The coordination of MNH services nationally is part of the core mandate of the Division of Reproductive

Health Ministry of Public Health and Sanitatiowithin the Ministry of Medical services, the Division of
Obstetrics and Gynaecology oversees these services with support from the Division of Paetiasriesin
line with the National Health policy framework, Vision 2030, the dveti Health Sector &ttegic Pan, and
the Reproductive Health Policy.

Quality of MNH care
The quality of MNH care is achieved and maintained by adhering to Quality Assurance staniiris.

being carried out throughthe employment of specific Quality Improvement approashsuch asthe
Service Barter, Client Oriented Provider Efficiency (COPE), Performance Improvement Approach (PIA),
Kenya Quality Model (KQM), Standard Based Management and RecognitiorRjSBM. The above
quality improvement approaches and tools coerplent support supervision.

To track performance and evaluate the outcomes of delivery of MNH services, a minimum set of indicators
have been described in theeRroductiveHealth M&E framework and the Kenya MNH Road MEipey can
be found in the M&E Chagr of these guidelines.

Referral Systems

A key aspect in ensuring a good maternal health service is a functional referral system. Access to a
telephone and/or vehicle, with emergency funds or fuel to transfer urgent cases day or night is extremely
important. Good record keeping and use of detailed referral letters will assist in reducing delay in the care
for women with obstetric emergenciemd severely ill newborns

Effective communication between health care providers at both the community level and at the point of
referral is essential for management of obstetric emergencies and for ensuring continuity of care.

The referring unit should be aware of the capaciy the referral
point to manage the client being referred.




The referral system can be strengthened through active supportive supervision, regular feedback on cases,
continuing education and formal-service update sessions.

Consultations between Dispsaies, Health Centres and the hospitals including the use of telemedicine
and other modern technologies facilitates patient management, and reduces unnecessary referrals and
delays.For further reading, please refer to the National Refernaildélines2009.

Community Action, Partnerships

Involving community members (particularly women and their families, health care providers, and local
leaders) in efforts to improve maternal health helps to ensure programme success; Community education
about obstetrc complications and when and where to seek medical care is important to ehétine
planning/ use of birth preparedness cardsarly recognition of complications and prompt cadaking
behaviour

Male involvement and patrticipation

Previously MNH issuese been considered to be women issues; however it is evident that for successful
programme implementation, male participation is imperatitdowever, tudies have shown that male
involvement in MNH results in good outcomes for both mother and baby. Male involvement and
participation is critical in addressing the first and second delay. In the Kenyan context, men have the
resources and are the main deaisimakers in the families and communities on issues relating to MNH.

Equity for All

Rights based perspeet helps legitimise prioritisation &f 2 YSy Qa KSI f 4 K® LG F20dz
economic and geographic inequities. Strong political suppod national ownership are essédit to

create enabling policieso attract resources for maternal and newborn health and to ensure those
resources reach groups with the highest maternal mortality and morbidity.

Reproductive Rights

Health care providersh®uld appreciate that most maternal and neonatal deaths are avoidadnhel
therefore maternal and newborn health must be given its due prominence. Safe Motherhood is a basic
human right as women are entitled to enjoy a safe pregnancy and childbirth.

THESAFE MOTHERHOOQOD INITIATIVE

Maternal and newborn morbidity and mortality have been recognised internationally as public health
priorities. The Global Safe Motherhood Initiative launched in Nairobi in 1987 aimed at reducing the burden
of maternal deaths and ill health in developinguatries.

The Safe Motherhood Initiative differed from other health initiatives in that it focused on the wigi) of
women as an end in itself. In the SMI, the prevention ofdeath of a pregnant woman is considered to
be the key objective, not becaa death adversely affects children and other family members but because
women are intrinsically valuable (Thaddeus and Maine 19®%4)underscored the fact thatSafe
motherhood is a basic human right

17



Summary ofSMI Events:

Year Event Summary
1987 International Safe Motherhood Goal : 50%aduction in 1990 levels of maternal mortality K
Conference(Nairobi, Kenyapafe motherhood | 2000 (and 75% reduction by 2015)
Initiative launched
19871997 Sde Motherhood Initiative Involved:
A Enhancedddvocacyfor Safe Motherhood
A Determine theMagnitude of the problem
A Institution of Effective interventions
A Identify constraints toimplementation,
A Addressbarriers to access
1997 Safe Motherhood Technical Ten key messages were formulated
Consultation(Colombo, Sri Lanka)

International Conference forPopulation and Development (ICPD)

The 1994 International Conferenceon Population and Developmerin Cairo recommended to the
of important population and development objectives.

international
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health services.

For Kenya, e ICPD recommendations wethen translated into the National Reproductive Health
Strategy (NRHS 19€72010) and implementation plawhose goal waso reducematernal, perinatal and

neonatalmorbidity and mortality.

Another event that followed the ICPD was tiMillennium Declaration in 2000 anthe development of
goals (MDGs)with indicators. A major contributiortowards the achievement of the MDGs is the
commitment of government developingcountries and the international community, who have adopted

l OliA2Y o6l a &a0GNAR1TAYy3 F2N GKS

the MDGs as their framework for development and cooperation.

Millennium Development Goals

In September 2000leaders from 189 countries including Kenya adopted the Millennium Declaration,

I.
includedgoals withregard to education, especially for girls, and for the further reduction of infant, child and
maternal mortality levelsThe1994 ICPD Program of Action later called for a paradigm shpftlicies and
strategiesfrom a single focus on Family plannitmthe provision of comprehensive and quality reproductive

ad

pledging to eliminate poverty and create a climate for sustainable development. Eight Millennium

Development Goals were established to create a framework for implementing thiafagon. All MDGs

are relevant to the health sector

Achieving MDG5 will require political, social, legal and economic actions as well as scaling up technical
strategies that are evidence based.

National Reproductive Health Policy 2007

The goal of tB RH policy is to enhance the Reproductive Health status of all Kenyans through:
Increased equitable access to RH services

Improved quality, efficiency and effectiveness of service delivery at all levels
Improved responsiveness to clients needs

The mainobjective for Safe Motherhood in this RH Policy is to reduce maternal, perinatal and neonatal
morbidity and mortality in Kenya
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National Reproductive Health StrategiRHS)2009 2015

This is a revision of the NRHS 12810 and includes issues and chales that had not been
incorporated in the original strategy. The revision was also necessary in order to align it to the National RH
Policy- 2007.

The overall goal of the strategy is to facilitate the operationalisatibthe NationalRH policy by ensuring

that the interlinkages between RH and all other sectors of development are properly identified and
effectively addressed through a multisectoral approach. It is also intended to aid the Division of RH in
resource mobilization.

The MNational Health Sector Strategic Plan (NHSSR00)5-2010

The aim of NHSSP Il isreverse the decline in the health status of Kenyans through an efficient, high
guality health care system that is accessible, equitable and affordable for every Kenyan household. A major
feature of the NHSSP is the introduction of the Kenya Essentiahdradbr Health (KEPH), which focuses

on the health needs of individuals through the six stages ef itiman life cycle. The strategic plan
emphasizes strong community involvement in health dareugh the community Strategy.

The KEPH Lif€ycle Cohorts
They are delineated in the NHSSP Il as follows

Cohort 1:Pregnancy, delivery and the newborn child (up to 2 weeks of age)
Cohort 2: Early childhood (3 weeks to 5 years)

Cohort 3: Late childhood (8.2 years)

Cohort 4: Adolescence (124 years)

Cohort 5: Adulthood (2559 years)

Cohort 6: Elderly (60 years and over)

5

Levels of Care in KEPH

The KEPH approach is not only limited to a definition of the target groups in termsafdigecohorts. It
also defines wheréhe health services will be deliverednder KEPH, promotive, preventive and curative
services are provided at six levels of c48ee pyramid below)

6
Tertiary
hospitals
5
Secondary hospitals

4
Primary hospitals

3
Health centres, maternities, nursing
homes

2
Dispensaries/clinics

INTERFACE

1
Community: Village/households/families/individuals

The interface refers to the relation between the community aspirations and expectations at one Side and the objectives of the
healthservices to attain greater coverage and community involvement and empowerment at the other side
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The Annual Operational Plans (AOPs) translate Kenya Essential Package for Health and the National
Health Sector Strategic Plan 11208501 mn A Yy (i 2 pelatOnaipnsl 6 £ SQ 2

AOPRs alsoimprovethe planning process within the Ministry in particular highlighting the need for
e Improved coordination and decisianaking
e Elimination of duplication of activities and
e More efficient use of available resources

TheCommunity Strategy

The communitybased approach, as set out in this strategythe mechanism through which households
and communities take an active role in health and heedfated development issudsiitiatives outlined in
the approach target the maj priority health and related problems affecting all cohorts of life at the
community and household levetdevel 1 of the KERHefined service delivery.

Vision 2030

Kenya Vision 203@ & G KS O2dzyiNEQa yS¢ RS@St 2 LIY So/2030.0rhedzS LINJ
Grarzy Aa oF&ASR 2y GKNBS aGLAtfINERE yIFIYSteT (G4KS S
is part of the social pillar.

To improve the overall livelihoods of Kenyans, the country aims to provideffment and high gality

health care system with the best standarddisis in order toreduce health inequalities and improve
indicators in key areas where Kenya is lagging, especially in lowering infant and maternal mortality.

Specificstrategies includeprovision ofa robust health infrastructure network; improving the quality of
health service delivery to the highest standards and promotion of partnerships with the private sector.

In addition the Governmenhas putin place health financing mechanisms to make quality MNH services
affordable and accessible to all especially the poor and vulnerable women. These include the provision of
free MNH /FP services at the lower levelgtibinal Health InsuranceFund (NSSEFHealth Sector Support

Fund (HSSFHospital Management Support Fund (HMS$HF;, Voucher system (fput BasedAid (OBA).

The governmenis also encouraginigitiatives that promotecommunitybasedhealth financing.

The National Road Map for accelerating dhattainment of MDGs related to Maternal and Newborn
Health in Kenya. (2002015)

The MNH Road Mawas developed by MNH partners and adopted by African union countries as a
response to declining maternal and newborn indicators in Sub Saharan Africa. Atdiesothereafter
adapted and domesticated the generic Road Majs H health sector strategy for reducing maternal and
perinatal morbidity and mortality by providing efficient and high quality MNH services that are accessible,
equitable, acceptable, araffordable for all Kenyans.

TheKenyaMNHv2 I R al LJQa 1S@ &adNXGiS3IASa AyOf dzRST AYLINERCE
quality Maternal and Newborn health care; reducing unmet need through expanding access to good
quality family planning ptions for men, women and sexually active adolescents; strengthening the referral
system; advocating for increased commitment and resources for MNH and FP sestieagthening
community based maternal and newborn health care approaches; strengthenmgntnitoring and
evaluation systenfior MNHand operations research.
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Emergency Obstetricate

Emergency Obstetric @arefers to a set of minimal health care elements, which should be availed to all
women during pregnancy and delivery. It includes ddthsaving and emergency measureg. Caesarean
section, manual removal of placenta, etc, as well asemergency measures (e.g. use of the partograph
to monitor labour, active management of the third stage of labour, etEmergencyObstetric Care
functions are generally categorized Basic EmergencyObstetric Care(BENnOC)and Comprehensive
Emergency Obstetricare (CEnOC)

The signal functions to identify BEOC and G&OC are:

BasicEmergencyObstetric Carencludes:

Administration of \antibiotics.

Administration of magnesium sulphate.

Administration of parental oxytocics.

Performing manual removal of the placenta.

Performing removal of retained products.

Performing assisted vaginal delivéeyg.by vacuumextraction).
Performing newban resuscitation

N o ok WDN P

Comprehensive BergencyObstetric Carencludes all the seven above, PLUS:

8 Performing surgery (Caesarean section), including provision of emergency obstetric
anaesthesia.
9 Admuistration of blood transfusion

CLIENT AND PROVIDERS RIGHTS

t NEAINI Y YIYylFI3ISNA YR aSNBAOS LINRPJARSNAE | NB dzyRSN
The achievement of this goal is directly related to the availability, accessibility, acceptability and quality of
reproductive health information ashservices.

Clients Rights include:

1. Right to Information
All members of the community have a right to information on the benefits of reproductive health
including Maternal and Newborn health for themselves and their families. They also have a right to
information on how to access the services.

2. Right to Access
All members of the community have a right to receive services from reproductive health / MNH
programs, regardless of their soe@gonomic status, political affiliations, religious beliefs, ethnic
origin, marital status or geographical location. Access includes freedom from barriers such as
policies, standards and practices, which are not scientifically justifiable.

3. Right of choice
Individuals and couples have the right to decide freely whem@btain RH /MNH services.
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4. Right to safety
Clients have a right to safety in the practice of MNH

5. Right to Privacy
Clients have a right to privacy while holding conversation with service providers and while
undergoing physical examination.

6. Right to Confidentiality
The client should be assured that any information she/he provides or any details of the service
received will not be communicated to other parties without her/his consent.

7. Right to Dignity
Reproductive HealtiMNH clients have aight to be treated with courtesy, consideration, and
attentiveness and with full respect of their dignity regardless of their level of education, social
status or any other characteristics, which would single them out or make them vulnerable to
abuse.

8. Right to Comfort
Clients have a right to comfort when receiving services. This can be ensured by providing quality
services in hygienically safe and conveniently located service delivery sites.

9. Right to Continuity of Care
Clients have a right to receigervices and reliable supply of RH /MNH commodities and drugs for
as long as they need them.

10. Right of Opinion
Clients have a right to express their views freely on the services they receive.

twh+L59w{Q wLDI ¢{

Outlined below are some needs Bfoviders, which if met will contribute to facilitating the provision of
quality services that in turn address the rights of their clients.

1. Training
To continuously have access to the knowledge and skills needed to perform all the tasks required
of them.

2. Information
To be kept informed on issues related to their duties

3. Infrastructure

To have appropriate physical facilities and organization to provide services at an acceptable level
of quality.
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10.

Supplies
To receive continuous and reliable suppliesd anaterials required for providing reproductive
health services at acceptable standards of quality.

Guidance
To receive clear, relevant and objective guidance.

Back up
To be reassured that whatever the level of care at which they are working thegeéllve support
from other individuals or units.

Respect
To receive recognition of their competence and potential, and respect for their human needs.

Encouragement
To be given stimulus in the development of their potential, initiative and creativity.

Feedback
To receive feedback concerning their competence and attitudes as judged by others.

Seltexpression

To express their views freely, concerning the quality and efficiency of the reproductive health
program.
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Unit 2:
FUNCTIONAL ANATOMY AND PEIYSGY RELEVANT TO MATERNAL AND NEWBORN HEALTH

Pelvic inlet:

Sacral promontory

Sacral alae

Ischial spine

Ischial spine

Figure 1.1: Normal female pelvis

GEL

Antero-posterior

Figure 1.2: The pelvic inlet

Pelvic outlet

Pubic arch

Ischial tuberosities Ischial tuberosities

Transverse

Antero-posterior
9.5-11.5cm

24



ANATOMY OF THE PELVIS
The Pelvic canal through which the foetus must pass during child birth consists of the brim, cavity and
outlet

The Pelvic Brim (inlet)
The pelvidorim is bounded at the back by the promontory and the alae of the sacrum, and infront by the
pubic bones. In the normal female pelvis, the brim is round except where the sacral promontory projects
into it
The two most important diameters of the pelvicrorare:

I.  The anteroposterior (AP*) diameter from the upper border of the symphisis pubis to the sacral

promontory. The normal AP dimeter measures 12 cm
II.  The transverse diameter is the widest part of the brim. It measures 13cm

The Pelvic cavity:
The pelw cavity is a curved canal between the inlet and the outlet. In the normal female pelvis, the cavity
is circular in shape and curves fowards. All diameters measure approximately 12 cm

The Pelvic Outlet:

The pelvic outlet isliamond shapedand is bounded mteriorly by the pubic arch which in the normal
female pelvis forms an angle of ®@aterally the pelvic outlet is bounded by the ischial tuberosities. The
smallest diameter is between the two ischial spines which projet into the outlet. The posterandalksl of

the pelvis are the coccyx and the sacrotuberous ligaments. During birth however the coccyx bends
backwards to increase the diameter of the pelvic outlet.

The most important diameters of theelvicoutlet are:
I.  The transverse diameter which riseasured between the two ischial tuberosities and is normally
10.5-11 cm
Il.  The antero posterior diametre measured from the apex of the pubic arch to the sacrococcygeal
joint and is normally approximately 13cm

PELVIC VARIETIES:
The classification of pelvitypes which is commonly used (caldwell and Moloy 1938) is basettheon

variations in theposterior and anterior segments. They include
1. Gynecoid Pelvis: referes to a normal female pelvis witlnded brim, spacious segment, non
prominent ischial spines angide inter spinous and intertuberous diameters
2. Android Pelvis: resembles the moal pelvis with wedge shapediét, narrow fore pelvis and short
inter spinous and intertuberous diameterlt favours occipital posteri@ngagement of the head
3. Anthropoid Pévis: It has along narrowval inlet, long narrow sacrum andrerrow sub pubic
angle. It is usually seéntall women. Head egagement isisuallyoccipital posterior

Delivery in both android and anthropoid pelvis provides mechanical problems from ithetdthe outlet
because the sidewalls are parallel.

The pelvis grows gradually until late 20s. A young adolescent less than 20 years becoming pregnant will not
acquire full development of the pelvis and is more liable to prolonged labour due to CPD.
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Anaomy of the Foetal skull
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Significanceof the foetal skull

e |tis the largest and hardest part of the foetus

e It has to pass througha bonybirth canal

o If the midwife knows the landmarks of the foetal skull, he/she can dedbcormal presentation
and positions

e Knowledge of the diameters of thietal skull helps in the reduction of maternal and foetal
mortality and morbidity ratesince malpositions can be diagnosed and managed early

DIVISIONS

The foetal skull is made of theault, face and base. The vaultli® most significant in relation to labour
because it undergoes changder examplemoulding involves this pauf the skull It is made up of five
bones namely2 frontal bones, 2 parietal bones, and 1 occipital bore Bones are separated by sutures,
which are membranous spaceBhese are thdrontal, sagittal, coronal and lambdoidal suturd@$e paces
where these sutures meet are called fontanelldse important onesbeing the anterior and posterior
fontanelles. hie position of the sutures and fontanelles in relation to the different areas of the pelvis
indicate the position of the headuring labour

REGIONS OF THE SKULL

Significance

Knowledge of the regions of the foetal skull helps the midwife/ health worker to state precisely what area
of the skull is presenting over the lower uterine pole during labour. Some presentations are associated
with prolonged and obstructed labour.

Thereare four regions:

Vertex This is the area of the skull bounded by the anterior fontanelle in frivet,posterior fontanelle
behind and the two parietal eminences on either sid@résentswhen the head is well flexed.

Sinciput or brow This is the aa from the orbital ridges to the coronal suture and the anterior fontanelle.
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(At the centre of this area is the forehead). It presents when the head is deflexed, and leads to prolonged
and obstructed labour.

Occiput This is the area below the lambdoidalture and posterior fontanelle. It is the first part of the
head to be delivered in a vertex presentation i.e. it escapes under the pubic arch.

Eace This is the part of the skull from the orbital ridges to the chin or mentum. It presents when the head
is extended.

IMPORTANT DIAMETERS OF THE FOETAL SKULL

Significance

Knowledge of the diameters of the skull guides the midivifealth workeras to the favourable and

unfavourable dimeters the foetus may present duritgbour.

1. Suboccipito-bregmatic diameter: Equals 9.5 cm. It follows a line drawn from the middle of the
anterior fontanelle to the under surface of the occipital bone just where it joins the neck. It presents
when there is full flexion resulting in vertex presentation

2. Suboccipito-frontal diameter: Extends from under the occiput to the centre of the brow or sinciput.
Measurement =10cm. Presents when the head is almost fully flexed (e.g. occipgosterior or
occipito lateral positions).

3. Occipital ¢frontal diameter. Equals 11.5 cmt follows a line extending from a point just above the
root of the nose to the most prominent potion of the occipital bone. It presents when there is deficient
flexion (deep transverse arrest)

4. Mento -vertical diameter Equals 14cm. It extends from tipeint of the chin to the centre of the

posterior fontanelle It presents when there is partial extensifhrow presentation)

5. Sub mentebregmatic diameter: Equals 9.5cm. It is from below the chin to the centre of the anterior

fontanelle.Presents wheitthe head is fully extended (face presentation)

Relevance of the Foetal skull in Obstetrics
Antenatal Priod:
e Pregnancy dating
e Monitoring Foetal wellbeing e.g. IUGR and congenital abnormalities (the foetal skull is a common
site for congenital and acquirddetal abnormalities
¢ Identification of multiple gestation
e Identification of malpresentation
Intrapartum Period
e Plays a critical role in the progress of labour (cervical dilatation and descent of head)
e ltis an early indicator of possible CPD hence avaostiotted labour
e Assists to identify malpresentations and malpositions
e Acts as a safer leverage for assisted vaginal deliveries (vacuum and forceps)

Moulding of the FoetaHead
Under the pressure of strong uterine contractionganial bones (parietalral frontal) overlap one another

at the major sutures. This process is referred to as moulding. Moulding describes the degree of apposition
and overlap of the foetal skull bones
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Classification of moulding

1* degree: Sutures apposadNo overlap

2" degree: Sutures overlapped, but reducible

3" degree: Sutures overlapped but not reducible

These changes are frequently accomplished without obvious detriment, however when the distortion is
marked as in third degree moulding, it may lead to tentorial témreration of foetal blood \&sels and
intracranial haemorrhagerhis degree of mouldingassignof severe obstruction.

CAPUTSUCCEDANUM (CAPUT)
Caput succedaneum is a diffuseellingof the scalp in a newborn caused by pressure from the uterus or

vaginal wall during a hedfitst (vertex) delivery. It is caused by the mechanical trauma tbe initial
portion of scalp pushing through a narrowedrvix The swelling may be on any portion of the scalp, may
cross the midline (as opposed to a ceptedmatama), and may beéiscolouredbecause of slight bleeding

in the area.Moulding of the headis common in association with a caput succedanedhysical
examinationconfirms that the swelling is a caput succedaneum. No testing is necedsaryreatment is
necessary, and it usually heals spontaneously within a few dagmplete recovery can be expected, with
the scalp regaining its normal contouRossible Complicatis include Jaundicewhich is aresult of the
bruise breaikngdown intobilirubin.

Prevention
A caput succedaneum is more likely to form during a prolonged or difficult delivery. This is especially true

after the membranes have ruptured, thus removing the protective cushion of the amniotic sac. Vacuum
extraction can also imease the chances of a caput succedaneum.

However, a caput succedaneum is sometimes identified by prenatal ultrasound even befove ¢abo
delivery begins. It has been found as early as 31 weeks of gestation. More often than not, this is associated
with either premature rupture of the membranes or too little amniotic fluid (oligohydramnios). All other
things being equal, the longer the membranes are intact, the less likely a caput is to form.

Nevertheless, a caput succedaneum can form before or duritiy den in the absence of any identifiable
risk factor. Good prenatal care and management of laband delivery can reduce the chances of this
minor problem
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MATERNAL PHYSIOLOGICAL CHANGES DURING PREGNANCY

Pregnancy is associated with variquig/siological, biochemical, and anatomic changes that may bedocal
systemic These alterations maintain a healthy environment for the foetus withompgromising the
Y 2 (i K S NI althokigh [ sémietin®s there maybe some discomfort to the mother.

Gastrointestinal Tract
During pregnancy, nutritional requirements, including those for vitamins and minerals, are increased, and
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food intake is greaterSome womemmoweverhave a reduced appetite or experience nausea and vomiting.
These symptoms may be related to rising levels of human Chorionic Gonadotrophin (hCG) and this is
normal.

Oral Cavity:
Salivation may seem to increase due to difficuttyswallowingassociated with nausea. This is prevalent

mainly in the first trimester and should reduce with time.

Tooth decay during pregnancy, is not due to lack of calcium in the teeth. Indeed, dental calcium is stable
and not mobilized during pregnancy ashione calciumilf the pH of the oral cavity increases, tooth decay
may occurPregnant women are therefore encouraged to maintain good oral hygiene.

The gums may become hypertrophiityperaemicand friable; this maybe due to increased systemic
oestrogen Mtamin C deficiency can also cause tenderness and bleeding of the gums. The gums should
return to normal in the early puerperium

Gastrointestinal Motility
Gastrointestinal motility may be reduced during pregnancy due to increased levels of progestehicte,

in turn decrease the production of motilin, a hormonal peptide that is known to stimulate smooth muscle

in the gut. This leads to a feeling of bloatedness which is common among pregnant women. Transit time of
food throughout the gastrointestinal traenay be so much slower that more water than normal is

reabsorbed leading to constipation.

Stomach and Oesophagus
Gastric production of hydrochloric acid may be increased leading to hyperacidity (heart burn).

Oesophageal peristalsis is decreased, accamngohby gastric reflux because of the slower emptying time
and dilatation or relaxation of the gastroesophageal sphinctefastric refluxs more prevalent in later
pregnancy owing to elevation of the stomach by the enlarged uterus.

These alterations as well as lying in the supine position, make the use of anaesthesia more hazardous
because of the increased possibility of regurgitation asgiration.

Small and Large Bowel and Appendix
During pregnancyhie large and smallowels aredisplaced upward and laterally, the appendix is displaced

superiorly in the right flank area. These organs return to the normal positions in the early puerpés
noted previously, motility and gastrointestinal tone are decreased.

Gallbladder
Gallbladder function is also altered during pregnancy because of the hypotonia of the smooth muscle wall.

Emptying time is slowed and often incomplete. Bile can becthie&, and bile stasis may lead to gallstone
formation.
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Liver
There are no apparent morphologic changes in the liver during normal pregnancy, but there are functional

alterations. Serum alkaline phosphatase activity can double, probably because dseuntrplacental
alkaline phosphatase isoenzymes. Thus, a decrease in the albumin/globulin ratio occurs normally in
pregnancy. This needs to be taken into consideration when interpreting LFT results.

Kidneys and Urinary Tract

Renal Dilatation
During pregnancy, each kidney increases in length-bypdm, with a concomitant increase in weight. The

renal pelvisusually dilates The ureters dilate, elongate, widen, and become more curved. Thus thare i
increase in urinary stasishis may leadto infection and may make tests of renal function difficult to
interpret.

Renal Function

The glomerular filtration rate (GFR) increases during pregnancy by about 50% .The renal plasma flow rate
increases by as much as-26%. Urinary flow and sodium exdist rates in late pregnancy can be altered

by posture, being twice as great in the lateral recumbent position as in the supine position.

Even though the GFR increases dramatically during pregnancy, the volume of the urine passed each day
doesnot increaseConsequently theesum urea and creatinine levels are reduced

The increase in GF&dupledwith the impairment of tubular reabsorption capacity for filtered glucose
leads to glycosuria. Increased levels of urinary glucose also contribute to inceessegtibility to urinary
tract infection (UT]).

Normally there is little change iroteinuria during pregnancandthereforeif more than 500mg/24h is
lost, a disease process should be suspected e.g. pre eclampsia/ eclampsia

Water Retention
Fluid retenton, swelling orédema affects about 65% of healthy pregnant women with a normal blood

pressure. While it can occur at any time in the pregnancy, it more commonly happens in the last 3 months
of the pregnancy. This is because by about 32 weeks, the livodlating in the woman'®ody has
increased by up to 50% typically involves the lower extremities but occasionally appears as swelling or
puffiness in the face or hands.

e Etiology
The most common cause eflemain pregnancy is Physiologidema Thisis due to an increase in the
total amount of body fluid and a lower concentration of protein to keep the fluid in the blood vedtels.
may also resulfrom hormoneinducedsodiumretention. Pedaledemamayalsooccur when the enlarged
uterus intermittenly compresses the inferior vena cava during recumbency, obstructing outflow from both
femoral veins.
Pathologic causes of edema are less common but often dangerous. They idekgl®enous thrombosis
(DVT) preeclampsiarenal disease and cardiac diseasepregnancy Extensive, cellulitis, which usually
causes focal erythema, may resemble general edema

Physiological oedema is a diagnosis of exclusion. (Physical examination aims to rule out the pathologic
causes)Physiologic oedemgends to worsen during the day especially when the patient is ambulaist. It
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reduced by lying in the left lateral decubitus position, elevating the lower extremities, and using
compression stocking$athological oedema on the other hand, usually persesten after elevating the
feet.

Bladder
As the uterus enlarges; the urinary bladder is displaced upwardsftattened in the anteriofposterior

diameter. Bladder vascularity increases and muscle tone decrethezsby increasingits capacity up to
1500ml. Pressure from the uterus leads to increased in urinary frequency. This effect increases as
pregnancy advances.

Hematologic System

Blood Volume’
The blood volume increases progressively until term by aboub0®% and is higher in multiple

pregnancies. This increase is needed for extra blood flow to the uterus, extra metabolic needtusf f
and increased perfusion of other organs, especially kidneys. The increased volume also compensates for
maternal blood loss during delivery.

Red BloodCells
The red blood cell mass increases by about 33%, however the plasma volume increases earlier and faster

than red blood cell volume. This leads to physiologic anaemia in pregnancy. The hematocrit (PCV) then
stabilizes or may increase slightly neamter

Iron
With the increase in red blood cells, the need for iron for the productiohagmoglobinnaturally

increases. If supplemental iron is not added to the diet, iron deficiency anaemia will result. Maternal
requirements can reach-6mg/d in the later half of pregnancy. If iron is not readily available, thetus

uses iron from maternal stores. Thus, the production of foetamoglobins usually adequate even if the
moather is severely iron deficient; andhérefore anaemia irthe newborn is rarelya problem. hstead,
maternal iron deficiency more commonly may cause pretdaiour and late spontaneous abortion,
increasing the incidence fdetal wastage and maternal morbidity.

White Blood Cells

The total blood leukocyte count increases during peewy from a prepregnancy level of 4308500/ml

to 500012000/mlin the last trimester. The polymorphonuclear leucocyéee the main contributors to

this increase. Lymphocyte and monocyte numbers stay essentially the same throughout pregnancy. This
shouldbe taken into account when interpreting results of WBC counts in pregnancy.

Clotting Factors

During pregnancy, levels of several essential coagulation factors increase. There are marked increases in
fibrinogen and factor VIII. Factors VII, 1X, X, andls@lincreased but to a lesser extent.

Fibrinolytic activity is depressed during pregnancy dadour, although the precise mechanism is
unknown. Plasminogen levels increase concomitantly with fibrinogens levels, causing equilibrium of

clotting and lysingctivity.
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Understanding these physiologic changes is necessary to manage two of the more seriousproble
pregnancy ¢ (that is haemorrhage and thromboembolic disease both caused by disorders in the
mechanism ohaemostasik

Cardiovascular System
Position and Size of Heart

As the uterus enlarges and the diaphragm becomes elevated the heart is displaced upward and somewhat
to the left with rotation on its long axis, so that the apex beat is moved laterally. Cardiac capacity increases
by 7080mL; ths may be due to increased volume or hypertrophy of cardiac muscle. The size of the heart
appears to increase by about 12%

Cardiac Output

Cardiac output increases approximately 40% during pregnancy, reaching its maximurRatwziks
gestation and contining at this level until term. The increase in output can be as much asl1.5L/min over
the non pregnant level and is higher in multiple pregnancy. Cardiac output is very sensitive to changes in
body position. This sensitivity increases with advancing gestatn a pregnant woman lying flat on her
back, the uterus impinges upon the inferior vena cava, thereby decreasing venous return to the heart
leading to supine hypotension syndrome. Clients in advanced pregnancy are therefore discouraged from
lying inthis position.

Blood Pressure

Systemic blood pressure declines slightly during pregnancy. There is a little change in systolic blood
pressure, but diastolic pressure is reducedl@®mHg) from about 126 weeks. Diastolic pressure
increases thereafter to prpregnancy levels by about 36 week# is important to know the pre
pregnancy diastolic BP in order to accurately diagnose hypertensive disease in preghhacglevated
venous pressure returns toward normal if the woman lies in the lateral recumsitign.

The obstruction posed by the uterus on the inferior vena cava and the presstne @etal presenting
part on the common iliac vein can result in decreasedous returnto the heart. This decreases cardiac
output, leads to a fall in blood pres®, andcontributes tooedema in thdower limbs

Peripheral Resistance
Peripheral resistance = blood pressure

Cardiac output.
Peripheral resistance declines because of decreased blood peessd increased cardiac output.

Effects of theLabouron the Cardiovascular System

When a patient is in supine position, uterine contractions can cause a 25% increase in maternal cardiac
output, a 15% decrease in heart rate, and a resultant 33% inerieastroke volume. However when the
labouringpatient is in the lateral recumbent position, the hemodynamic parameters stabilize , with only a
7.6% increase in cardiac output, a 0.7% decrease in heart rate, and a 7.7% increase in stroke volume. These
significant differences are attributable to inferivena cava occlusion caused by the gravid uterus. During
contractions, pulse pressure increases 26% in the supine position but only 6% in the lateral recumbent
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position. Central venous pressure increases in direct relationship to the intensity of utenmeaction
and increased intra abdominal pressure. Additionally, cardiopulmonary blood volume increase@0800
during contractions. At the time of delivery, hemodynamic alterations vary witlattaesthetiaused.

Pulmonary System
Anatomic and Physialgic Changes

Pregnancy produces anatomic and physiologic changes that affect respiratory performance. Early in
pregnancy, capillary dilatation occurs throughout the respiratory tract, leading to engorgement of the
nasopharynx, larynx, trachea and brondhiis causes the voice to change and makes breathing though the
nose difficult. Respiratory infections and preeclampsia aggravate these symptoms. Gagst réveal
increased vascular makings in the lungs.

As the uterus enlarges, the diaphragm is elevaasdnuch as 4cm, and the rib cage is displaced upward
and widens, increasing the lower thoracic diameter by 2cm and the thoracic circumference by up to 6cm.
Elevation of the diaphragm does not impede its movement. Abdominal muscles have less tone asd are |
active during the pregnancy, causing respaatto be mainly diaphragmatic.

Lung Volumes and Capacities

Alterations occurring in lung volumes and capacities during pregnancy include the following: Dead volume
increases owing to relaxation of the musdature of conducting airways. Tidal volume increases gradually
(35-:50%) as pregnancy progresses. Total lung capacity is redudéd) [y the elevation of the diaphragm.
Functional residual capacity, residual volume, and respiratory reserve volume @hdedy about 20%.
Larger tidal volume and smaller residual volume cause increased alveolar ventilation (about 65%) during
pregnancy. Inspiratory capacity increagg$-10%.

Functional respiratory changes include a slight increase in respiratory rdi@%maincrease in minute
ventilation, a 40% increase in tidal volume, and a progressive increase in @grggmption of up to 15
20% above non pregnant levels by term. With the increase in respiratory tidal vassoeiatedvith a
normal respiratory ratethere is an increase in respiratory minute volume of approximately 26%. As the
NBaLIANI 02 NE YA Y dzihgpen@ifatidey & pregnataydS Ci(BokERg @ decrease in
alveolar C@ This decrease lowers the maternal blood,@&hsion; however aleolar oxygen tension is
maintained within normal limits. Maternal hyperventilation is considered a protective measure that
prevents thefoetusfrom the exposure to excessive levels 0,CO

Effects ofLabouron the Pulmonary System

There is a furthedecrease in functional residual capacity (FRC) during the early phase of each uterine
contraction, resulting from redistribution of blood from the uterus to the central venous pool. Because this
decrease in FRC occurs without a concomitant change in gk sthere is little residual dilution and,
therefore, presumably more efficient gas exchange.

Metabolism

As thefoetusand placenta grow and place increasing demands on the mother, phenomenal alterations in
metabolism occur. The most obvious physicalndes are weight gain and altered body shape. Weight
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gain is due not only to the uterus and its contents but also to increase breast tissue, blood and water
volume in the form of extra vascular and extracellular fluid. Deposition of fat and protein arehsect
cellular water are added to the maternal stores. The average weight gain during pregnancy is 12.5Kg.

During normal pregnancy, approximately 1000g of weight gain is attributable to protein. Half of this is
found in thefoetus and the placenta, with th rest being distributed as uterine contractile protein, breast
glandular tissue, plasma protein, ahdemoglobin

Total body fat increases during pregnhancy, but the amount varies with total weight gain. During the second
half of pregnancy, plasma lipidscrease, but triglycerides, cholesterol and lipoproteins decrease soon
after delivery. The ratio of low density lipoproteins to high density lipoproteins increases during
pregnancy.

Reference
DeCherneyPernoHObstetric &Gynaecologi®iagnosis & Treatnmg
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UNIT 3: MATERNAL NUTRITION
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Nutrition in Postpartum period

Essential Nutrition Actions

Nutrition care in pregnancy related complications and in special cases

1. INTRODUCTION

Maternal nutrition is critical to both motheland child. It lays the fundamental foundation for the
4dz00SaaFdzZ 2dzi02YS 2F LINBIylyoOed LYGSNBSylGAz2zya
before pregnancy. Paonutritional status before and during pregnancy has been associated with
intrauterine growth retardation (IUGR), low birth weight (LBW) and premature delivery. Anaemic women
are more likely to deliver low birth weight infants. Low folic acid levels are associated with an increased
risk of low birth weight and birth defects. Vitami deficiency in pregnant women has been associated
with an increased risk of stillbirth and low birth weight.

Maternal nutrition is critical in lactation performance. Health practitioners/educators can positively
influence attitudes toward breastfeedinduring the prenatal period. The need for health practitioners to
promote, protect and support breastfeeding as the healthiest choice for both infant and mother is well
recognized and should be a point of focus in the prenatal and postnatal care.

2. SITUATION ANALYSIS

G

@) @)

O O G

G

The average Body Mass Index (BMI) of Kenyan womedAqi&ars) is 23. 3.8% of women are
moderately and severely thin with BMI <17 and 25% are overweight or obese with BMI of
>25(KDHS, 206@0)

46% of women received Vitamin A postpar(KDHS, 20089)

42% of women are anaemic with a prevalence of 55% among pregnant w@dMeamiki et al.,
1999)

60% of pregnant women were reported to be taking iron supplements(KDHS02008

Exclusive breastfeeding rates have improved from 2.7% to @DHS, 2003,20030)

Prevalence of Vitamin A Deficiency (VAD) is high among pregnant women, being between 8
% and 24 %(GOK,1999)

98% of women who had a birth 5years before the survey live in households with adequately
iodized salt(KDHS, 2008)
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3. NUTRITION INRHEPRECONCEPTION PERIOD

Prepregnancy nutrition is as important amitrition RdzNRA y3 LINB Iyl yOed Ll Ay TFf dz
conceive, determines the foatgrowth and development and as such the size of the foetus and its overall
hSFfGK a ¢Sttt a GKS KSFHfGK 2F GKS Y2GKSNW®» | g2°
development of the foetus; therefore her nutrition influences the health of that environméfeny

women however often do not suspect they are pregnantingy the first few weeks after conception.
Malnutrition prior and around pregnancy makes the placenta fail to develop dultitherefore it cannot
optimally nourish the foetus. A well nourished woman before conception begins her pregnhancy with a
reserveof several nutrients so that the needs of the foetus can be met without jeopardizing her health.
Underweight and overweight women experience more complications during pregnancy than normal
women.

Underweight women riskdelivering preterm and low birth weipt infants. Obese women have an
increased risk of complicatisrsuch ashypertension, gestational diabetes atmigher risk of caesarean
sections since thetend to deliver largebirth weightbabies Low birth weight (LBW) israajor underlying

cause ofinfant mortality and other developmental and learning disorders in children. Full term infants
weighing less than 2500 grams are referred to as small for gestational age (SGA) and this is due to
intrauterine growth retardation (IUGR). Deficiencies of someients such as calcium, iron, vitamin D and

folic acidas well aghe use of certain drugs and alcohol have detrimental effestdbryonic growtheven

before a woman realizes she is pregnant.

Prepregnancy BMI influences gestational weight gain and fealde pregnancy outcomelt is
recommended that more emphasis be placed on preconception and early pregnatrion due to the
following reasons:

w In Kenya, 1718% of all births are to women under the age of 20 years. This is a time of rapid
physical growth with nutritional requirements increasing significantly to support growth and
development. The additional energy and nutrient demands of pregnancy place adolescents at
nutritional risk.

w Prevention of stunting in girl children during the first two years can help break the cycle of
malnutrition and improves their chances of surviving the deliv&tyinted women are at ris&f
obstructed labour because of the disproportion between the sife 0 KS o0l 068 Q& KSI
maternal pelvis

w Approximately 50% of cases of neural tube defects may be prevented with adequate intakes of
folic acid from the preconceptionperiodand throughout the early months of pregnancy.

w Birth weight is closely associatavith child survival, welbeing, and growthNutrient stores built
up in adolescencéeterminethe nutrition of the motherwhen she enters pregnan@uring and
between pregnancied his in turn impacts on birth weight and child survival

o Efforts to improe eating patterns and achieve healthy weights can be implemented, in part,
through schocbased nutrition programs and integration of nutrition and health promotion
counselling into primary health care services.
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4. NUTRITION IN PREGNANCY

Pregnancy is a critical period in the life cydiee tothe many body changes both the mother and the
foetus. Optimal maternalnutrition is critical for foetal growth andfor a successful delivery. Dietary
counselling and supporting interventions thrdugocused Antenatal Care (FANC) are an essential package
for improving nutrition during pregnancyfoor nutritional status during pregnancy on the other hand has
been associated with IUGR, LBW, premature delivery, birth defects and stillbirths. Thisénadby
dietary practices that increase nutritional risk at the time of pregnamcy change from the traditional

diet (high fibre low fat) to highly refined foods, adherence to a vegetarian diet and rigid dietitigg
disorders such as anorexia andlimia.

Pregnancy demands additional nutrients due to the physiological changes that occur. Weight gain is one of
the obvious changethat occurduring pregnancyAdequate weight gain is essential for foetal growth and
desired weight gain is based uporefpregnancy weight using BMI criteria and fm@nceptual nutritional

status of the womanMaternal weight should beroutinely monitored throughout pregnancy and the
baseline measurement should be taken if possidf®@men may lose weight especially in the first trimester

due to nausea and vomitindnderweight women are advised to gain more weight during pregnancy to
avoid giving birth to préerm and low birth weight babies while overweight women are advised to limit
weight gain during pregnancy. The following table shows the expected weight gain based -on pre
pregnancy body mass index.

Recommended weight gain during pregnancy

Underweight( BMI<18.5) 12.518 kg

Normal weight ( BMI 18:34.9) 12-15 kg

Overweight ( BMI 229.9) 7-11.5 kg

Obese (BMI >30) 6 kg

Twin preghancy 16.020.5

Adolescent pregnancy Upper end of recommended
values

Source: WHO (1998)

Both total weight gain and patterns of weight are important indicators of pregnancy outcomes. \ifeight
pregnancyshould be gained gradually. Excessive weight gain is gaining more than one kilogram of body
weight in a week (>1kg/week) while inadequatergesi gaining less than one kilogram of body weight in a
month (<1kg/month)especially in the third trimester

NB. Weight gain alone should not be usedttas basis of estimating the nutritional risk but should be
combined with other indicators like dietaintake, medical history and biochemical profile.

4.1 GENERAL NUTRITION REQUIREMENTS IN PREGNANCY

Indicators of good nutritional status during pregnancy include:
A Weight gainbetween11.516 kgfor the duration of pregnancy
A1 Sy23ft20Ay fS@St x mmIkRf
A Absence of clinical signs of micronutrient deficiencies
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ENERGY AND PROTEEQUIREMENTS IN PREGNANCY

During pregnancy the needs for energy and protein are increasearder to meet the demands for
adeguatematernalgestational weight gairgs well as th growth and development of the foetus. Energy is
needed to meet the increased basal metabolism andr¢his normal accumulation of fat as the energy
reserves.

Maternal stores of nitrogen are increased in pregnancy hence increased need for protein bggdecia
women with low BMk18.5. A 10% increas# protein equivalent to 60 gmday is required for: Tissue
growth; nitrogen balancegrowth of foetus enlarged mammary glandsiterus and placentaincreased
circulating blood volume and plasma proteifisrmation of amniotic fluiglreserves for labour, delivery

and lactation.

Richdietary sources of proteins include milk, eggoy beans, meatwhich provide High Biological Value
(HBV) protein. Vegetable proteins except soy bean provide low biological value proteins. A proper dietary
oFflyOS Aa ySOSaalrNEB (2 SyadaNBE adFFAOASY(d Ayidl S
own tissuego maintain her pregnancy.

Energy and protein requirements in pregnancy

Healthy pregnant and lactating women
Energy requirements | Protein requirements
Pregnancy Total nutrient 36-40kcal/kg/day 0.8-1.0g/kg/d
reqguirements
First trimester +150kcal/day +0.7g/day
Second trimester +300kcal/day +3.3g/day
37 trimester +300kcal/day 6g/day
Adolescent in 40-43 kcal/kg/d 1.5g/kg/day add extra as per the
pregnancy trimester
Lactation First 6mths then +500kcal/day +17.5g/day for the first 6mths of
decrease gradually lactation
+13g/day for next six months and
11g/day thereafter
*Underweight +650kcal/day +21g/day
women

(*This includes women whose weight gain during pregnancy was lower than expected weight gair) for BMI
Frequency oMeals

A Pregnant women should increase their nutrient intake by taking an extra meal in addition to the 3
regular meals.

A It is recommended that pregnant women have snacks between meals to meet their daily energy
requirement. The table below shows a listafailable snacks that can be used by the pregnant
women.

List of locally available Snacks (300kcal) including fruits for Pregnant Women (1 Cup = 200m)

SNACKS FRUITS

Chapati with oil (1) Orange (1 medium size),

Mandazi (2) Guava ( 2 medium size),

Sweet potato (1) Mango (1 small or % of a medium size),
Scone/bun (2) Papaya(1/5 of a medium size),

Bread (3 slices) Banana (1 big size or 3 small)

Ugali (1cup) Water melon 2 small slices
Potatoes(small) (3 pieces) Berries1 cup

Porridge thick(2 cups)

Arrow roots (2) medium size
Roasted Groundnutsl packet
Roasted simsim
Milk(Fresh/Fermented) 2 cups
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4.2 MICRONUTRIENT REQUIREMENTS FOR PREGNANT AND LACTATING MOTHERS

During pregnancy there is an increased need for micronutrient requirema@iitmajor and trace minerals

and vitamins have a role in maternal heallihe pregnant and laating mothers needs extra folic achd

vitamin B, due to the great increase in ldd volume/cells and the rapid growth of the foetus. Iron
demands increase as the body conserves more than usual during pregnancy and the growing foetus draws
on maternal iron stores. Minerals involved in building the skelettaicium, magnesium and phdsprus

are alsoin great demand. A normal adult woman would require 800mg calcium, 280mg magnesium and
800mg of phosphorus whereas in pregnancy the needs areehigh

Micronutrients are required by the body for production of enzyr@ekormones formation o brain cells
regulation of physical growt& development regulation of the immune system and reproductive system
and forstrengthering ofthe muscular and the nervous system.

The following micronutrients play a critical role in pregnancy.

4.2.1 IRQ
Iron helps in the formation of blood. It is essential for many enzymes that are required for metabolism of
3f dz02aS |yR Flraide FrOARao® LG LXrea | GAdlrf NBfS

hormones and neurotransmitters. Women of regluctive age and infants have the highest need for iron.
Extra iron is needed for haemoglobin synthesis during pregnancy. The RDA doubles to 30mg/day,
especially in the” and 3° trimesters.Inadequate iron is the commonest cause of anaemia.

Consequences of Iron Deficiency Anaemia

A Anaemic women are more likely to die from blood loss during delieexy in the post partum
period

A Obstetric haemorrhage is the leading cause of maternal death in developing countries, accounting
for approximately34% of alimaternal deaths

A Severe anaemia can lead to heart failure or circulatory shock at the tinebotir, delivery and
postpartum

A Anaemic women aralsomore susceptible to puerperal infection

Risk factors to iron deficiency anaemia include

e Inadequate consuntpn, or low intake of heme iron

e High consumption of staples with low bio available iron

e Inadequate intake of foods that enhance iron absorption from diet, such as Vitamin C

e Consumption of foods high in phytate or phenolic compounds that inhibit mbsorption
(legumes, cereals, coffee, tea, sorghum and millet)

e Parasitic infestation such as hookworms, ascaris and schistosomiasis

e Malariain pregnancy

e Chronic infections such as TB and HIV

e Heavy blood losprior to or during pregnancy

e High consumption focow's milk.(Cow's milk contains high amounts of calcium which inhibit the
absorption of iron.

e Restricted food intake
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Symptoms of iron deficiency anaemiaclude:
Dizziness

Irritability

Shortness of breath

Decreased appetite (especially in children),
headache frontal

Hypothermia

Lack of energy or tiring easily (fatigue)
Increased heart rate (tachycardia)
Abnormal pallor or lack of skin colour
Sore or swollen tongue

Brittle nails

Enlarged spleen

Dietary Management

Health/Nutrition education and information.

Encourage consumtn of foods rich in iron, folic agighroteins and other nutrients needed for
blood production.

O Q)

Animal sourceg Red meat, Liver, Kidneys, fish, poultry, eggs
Plant source; legumes(cow peas, kidney beans, Soya beans) fortified cereals, dark green leafy

vegetables such as black night shgdeanagu), amarantt{Terere), spinach, stinging nettle
(Thabai) and kalesukuma wiki)Note that ron from plant sourceis notreadily bio available
asthey contain phytates, oxalates and malic acid which inhibitatasorption

Provide foods rich in VitaminBFolic acid, Vitamin E and C

Reduce intake of beverages that contain phenolic compounds and tannin such as teavdeats,

bran

Discourage drinking of tea or coffee with meals

Factors that influence iron availability:

w

Inhibitors:

0 The practice of taking tea, coffee, chocolates with or immediately after food. They have
polyphenols such as tannins that bind iron.

o0 Itis recommended not to take beverages with or soon after eating.

0 Legumes also have tannins and hence their use in composite flours is discouraged.

0 Vegetables have oxalates which too act as inhibitors while cereals have phytates.

w Enhancers:

0 Mixing of foods with Vitamin C rich foods (oranges, lemon, tangerines, Guavas, pineapples,
Berries).

o0 Serving of heme and non heme source of iron at the same time.

o0 Fermentation, sprouting/germinating, malting of cereals enhances availability of iron and
should be encouraged.

o Cooking methods: Soaking before cooking of cereals and legumes reduces the phytic
effect.

o0 Cooking eggs softly avails more iron for use.
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Points to cover during counselling session to improve adherence to iron supplementation
Iron is normally obtained through food in the diet as supplementation.The ANC counselling should
include:
A The importance of taking iron tablets in pregnancy.
Taking iron tablets from first month or first contact
When to take iron tablets.
How to take irortablets.
Recommended drinks to take with iron tablets.
Foods and drinks to avoid while taking iron tablets.
Side effects of iron tablets such as nausea and vomiting.
Management of the side effects of iron tablets.
| £t ASyiGQa 02y 0S Nyadive effects bfkhS tadlé&NDSA SR y S
How to store iron tablets.
Where to return for more tablets.

v By By By B By D D

Prevention of Iron Deficiency

The following public health interventions have been shown to increase availability of iron and prevent
iron deficiency during pregncy and in the postpartum period:

e Dietary improvementhrough consumption oiron rich foods

e Exclusive breast feeding

e Fortification of foods

e Supplementation of vulnerable groups

e Intestinal worm control

e Malaria and other disease control

e Use of Family plaring

4.2.2 ZINC

Zinc is the essential trace mineral occurring in the body in larger amounts than any other trace element
because it is present in all tissues. Zinc promotes normal growth and development. It is a major
component in body enzymes, hormonegenetic material proteins. It promotes wound healing and
maintainsan effective immune systemit is essential for sperm production arkde development of sex
organs.

Zinc requirements are highest in the third trimester when fbetus acquires twethirds of its zinc stores.
The RDA for zinc is 15gm/day for pregnant women, 25% higher than for non pregnant women.
Inadequate zinc status in pregnancy increases the risk of delivering low birth weight infants.

Diets that are very high in calciufibre or phytates may decrease zinc absorption. Routine iron and folate
supplementation may also impair zinc absorption. Therefore, good dietary sources a$ zimdl as dietary
habitsshould bereinforced.

Food sources:

e Organs Qffal, liver, Kidneys), red meat (Beef, lamb) white meat (fish and chicken)
e Eggs and dairy products

e Nuts and seeds e.g. pumpkin seeds, water melon seeds, simsim seeds
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e Legumes and cereal&lthough their phytate levels reduce the amount of Zinc available for
absorption).
¢ Note that £rmentation and germination /sprouting increases the bioavailahilftginc

Health and economic impact of Zinc Deficiency

Zinc deficiencyncreases the risk dhe following conditions /complications:
A Preeclampsia,

Anaemia,

Miscarriage,

Preterm labour and delivery

Foetal growth restriction,

Early rupture of the membranes,

Perinatal morbidity and Neonatal death.

P I I P 2

4.2.3 IODINE

lodine is essentiafor the functioning of the thyroid gland and for normal mental and physical
development. The body needs iodine to prevent goitre, cretinism and low intelligence.

Pregnant women and young children have special needs for iodine. lodine deficiency isitheamse of
preventable brain damage globallyodine deficiency also causes cretinism, congenital anomalies,
stillbirths and abortions. It also contributes to increased prenatal mortality and infant mortality.

The RDA for a pregnant woman is 175mg/dagt #ms coverdor the extra demands of the foetus. Use of
iodized salt is highly recommended.

Health and economic impact of lodine Deficiency Disorders
e Increased risk of spontaneous abortions, stillbirths and impaired foetal brain development
e Goitreandcretinism
¢ Reduce mental capacity and productivity.

Cause®f iodine deficiency:
e Consumption of diets low in lodine
e Low consumption of iodine fortified foods such as iodized salt
e Anti-nutrient factors such as goitrogens that bind iodine
e Poor storage oibdized salts

Food sourceslodized salt, sea/marine fish (shellfish and sardine), lobsters, oysters and crabs, seaweed
and plants growing in iodine rich soils.

Preventive Measures
A Promote use of iodized salt
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4.2.4 Vitamin A

Vitamin A is an essential nutrient which is required in small amounts for epithelial cell integrity, effective
immune system function and normal functioning of the visual system. It is also necessary for maintenance
of cell function and for growth ahreproduction.

Improving Vitamin A status among pregnhant women dramatically reduces maternal mortality, foetal
growth retardation and is necessary for embryo development and spermatogenesis.

Health and economic impact of vitamiA deficiency
Vitamin ADeficiency:
e s associated with an increased risk of night blindness, wlaaobes corneal scaring and in severe
cases blindness and death
e Increases vulnerability to infections and leads to increased risk of maternal mortality and
miscarriage
e Impairs immunesystem thereby increases risk of infections
e Results in Low Birth Weight and Vitamin A deficient infants
e |s associated witmadequate pregnancy weight gain
e Results in low Vitamin A concentration in Breast Milk

Food sources:
e Animal sources (liver, eggs
e Plant sourceDark green leafy vegetables (Amaranth, spinackesalack night shade, comfjey
yellow/orange fruits(Mangqg passion, pawpaw, oranges); avocado; orafigehed vegetables
(sweet potatoes, pumpkin, carrot, tomatoes, and sweet pepper
e Fatified foods (fats and oils, margarines)
e Absorption of provitamin A may be low in diets low in fat.

The table below shows a supplementation schedule for some micronutrients.

Micronutrient supplementation for pregnant and lactating mothers

Pregnant - - -
Vitamin A Lactating 200,0001U Single dose At delivery (should be given within 4
weeks of delivery)
Folic acid Pregnant Daily throughout From first month of pregnancy or on
lactating 400 pg or pregnancy 1% contact
0.4mg
Iron Pregnant Daily throughout From first month of pregnancy or on
60mg pregnancy (critical | 1% contact
for the first 90 days
of pregnancy)
Adolescent and :
120m Dail 3 months
adults including g y
pregnant
women with
anaemia
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4.2.5. CALCIUM

Calcium is needed during pregnancy to promote adequate mineralization ofmtternal skeleton &
teeth; for normal blood clotting mechanismnormal muscle action and rapid foetal mineralization of
skeletal tissue especially in the 2nd and 3rd trimester.

The RDA for pregnant women is 1200mg/dByiring pregnancy, approximately -39 g of calcium is
transferred to the foetus. Most of this Ecquired during the third trimester, when calcium is deposited
into the foetal skeleton at a rate of about 330 mg per day.

Deficiency of Calcium may lead to the mother suffering from osteoporosis and osteomalacia. In infants
Calcium deficiency may lead teduced birth weight and neonatal hypocalcaemia.

To meet the recommended calcium requirements in pregnancy, women should be counselled to:
e Consume small amounts of milk with snacks.
e Drink fermented milk.

Dietary surces of calcium include:
e Milk, yogurt and cheese and sardines (small fish eaten with bones).
e Whole enriched cereal grains and green leafy vegetables.

4.2.6 Folic Acid

The body needs folic acid for the production, repair, and functioning of DiWwAgenetic map and a basic
building block of cells. Folic acid is particularly important for the rapid cell growth that occurs during
pregnancy.

Its deficiency is associated with an increased risk of neural tube birth deféetse birth defects occur
early in gestation, before pregnancy is apparent.

Women of childbearing age should consume a diet rich in &aiddaily.

Food sources:
Folate is present in a variety of foods such as green leafy vegetables, liver, fruits and pulses.
The richest soues are spinach, kidney beans, groundnuts, kidney and liver.

Some general nutrition recommendations for pregnant women

A Weight gain: 1216 kgthroughout the course of pregnancy

Daily additional energy intake: 300kcal/day

Diversified diet, to ensurgariety in the food choices using the locally available foods(see Food
pyramid below)

Iron and folic acid supplementation: 60mg of iron and 400 pg folic acid every day

Daily consumption of iodized salt

Prevention and treatment of malaria

Deworming (Mebendzole given during”2trimester)

Adequate rest

> >

vy >y > D
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The food guide Pyramid adapted from the A.D.A.M diabetes food pyramid below

Diabetes
Food Pyramid

Fats, oils
& sweels

Meat, meat substitutes
& other proteins

Breads, grains & other starches

Ante Natal Nutrition Counselling

The following should be done during the ANC visits:

A

> > >

>

A

A

Assess the nutritional status of plegnant women
Treat, educate and provide nutrition counselling
Encourage mal#amily involvement
Discuss benefits of exclusive breastfeeding for six months and continued breastfeeding for
two years and beyond, to the baby and to the mother
Provide additional counselling for the partner/spouse and other family members if
possible on:
A Breastfeeding to ensure a social support system for the mother once she delivers
A Reduced workload to reduce physiological stress on the woman
Identify a support syyem to follow up pregnant women through delivery into the first
weeks of the post partum period
Carry out follow up sessions.

ANC providers should follow th@uidelines in the Baby Friendly Hospital Initiatiy@e. Ten steps to
successful breastfeedingnd theNational Policy on Infant and Young Child Feedimbich includes
HIV and Infant Feeding guidelines.

a) Nutritional Assessment
Physical Assessment
A Anthropometric measurements:
A Weight gain during pregnancy during every antenatal visit.

A

Mid-upper-arm circumference (MUAC) can be measured of pregnant and lactating women.
MUAC of less than 23cm indicates nutritional risk.

45



Dietary Assessment
A Eating patterns: foods regularly consumed, frequency of meals
Foods available and affordable
Food inblerance and aversions
Dietary problems
Hygiene in food preparation and handling practices.
Psychosocial factors contributing to inadequacy of intake, such as social isolation, depression,
stigma.
Fatigue and physical activity.
Use of vitamin and mineraupplements and alternative practices.

v >y > P

> >

b) Medical History
A Gastro intestinal problems (e.g., diarrhoea, abdominal pain, nausea, vomiting)
Pattern of bowel movements (constipation)
Presence of opportunistic infections
Concurrent medical problems (e.g. bé&es, hypertension, malaria)
Physical condition (examination)
Medication Profile
G Medication taken
G Side effects of medications: Negative effects on food intake or malabsorption of nutrients
c) Biochemical profile
A Blood sugar
A Evaluation of anaemia (iroB12, and folate status)
A Urinalysis ( for proteinuria)
d) Psychosocial
A Living environment and functional status (income, housing, amenities to cook, access to food,
attitude regarding nutrition and food preparation)

> > > B> >

4.3 CONSEQUENCES OF MALNUTRITION DCRREHSBIANCY

Maternal malnutrition increases morbidity and mortality in women.
Malnourished women are at increased risk of maternal complications and death.
Maternal malnutrition also results in the following risks to the foetus /infant
A Intra-uterine growth retardation, low birth weight and prematurity
Birth defects
Cretinism
Brain damage
Increased risk of infection
Increased risk of foetal, neonatal, and infant death

v vy B>y B

Indicators of malnutrition in pregnant women include:
A 2S8SA3KG LAY X mmop 13
A Weightgay X pnn3aYk YRNIKS &AYS NOKISY R "andBtdIrimasgeryoll K A y
the pregnancy
A Mid-upper arm circumference (MUAC) < 23 cm
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A Haemoglobin level < 11g/dl
A Presence of goitre
A Presence of clinical signs of micronutrient deficiencies

5.0NUTRITION CARE DURING LABOUR AND DELIVERY

Labour and delivery is a period of high energy expenditAtehis time, he woman needs energy which
should be provided in the form of light foods and drinks that are high in energy supbgasrt, milk,

fruits, soup and fruit juiceRestricting food and fluids can be distressing to the labouring women. Higher

intake of fluids helps prevent dehydration and is associated with shorter duration of labour and reduced

need for augmentation of labour with oxytioc

Following a normal delivery a woman may be hungry and should have access to food. Maternity units

shouldtherefore ensurethat some food is available for women who deliver at night.

5.1 Skin to skin contact

Ensure uninterrupted unhurried skin to skinntact between the mother and the unwrapped baby

This shouldstart immediately- even before cord clamping or as soon as possible after birth. Arrange
that this skin to skin contact continue for at least one hour after birth.

Skin to skin contads keneficial in that it

/ Ffya GKS Y20KSNJFYyR GKS otoeé FyR KSf LA
Keers the baby warm with heat from the mothers body/fathers body (the involvement of the
fathers in caesarean section cases is being encouraged \whesible)

Assiss with metabolic adaptation and blood glucose stabilisation in the baby
Reducsinfant crying thus reducing stress and energy use

Enables colonisation of the baby with the mot@enormal body bacteria
Facilitates bonding between the mothand the baby

1.
2.

No okow

Allows the baby to find the breast anpromotesself attachment which is more likely to result

in effective suckling

5.2 Early initiation of breastfeeding
Ensure there is rooming:inKeep the baby with the mother in the same bed for unlimited
breastfeeding breastfeeding on demand

Give no prdacteal feedsGive no water, glucose, teas or any fluids to the baby.

The mother should be supported to attach and position the baby tgatei breastfeeding within 1

hour of delivery.

Benefits of Early Initiation
It facilitates milkproduction.

It helps in the release of oxytocin which helps the uterus to contract and cergost partum

haemorrhage
The baby gets colostrum which has fielowing benefits:

1.

ok wnN

Rich in Antibodies protects against allergy & infection

Has many white cells- protects against infection

Is a prgative - clears meconiunthus helping to prevent jaundice

Has gowth factors - helps intestine to mature, prevents allergy and intolerances
Itis rich in Vitamin Ac prevents and reduces severity in case of infection

a7
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6.0 POSTNATAL PERIOD

This is a crucial stage for both the mother and the baby. Adequate nutrition for the mother should be
maintained to ensur¢hat the mother remains healthgndto enhance lactation performance.

Lactation is a physiological condition that places extra dehwmnthe mother hence the need for nutrition
support and care. In addition, breastfeeding is a learned behaviour that needs a supportive environment at
the facility, home andit the community level.

6.1 Nutritional needs during lactation
The mother shouldlo the following:
Eat at least 2 additional servings of staple foods per day to supply the ext@G8@0calories

needed

Eat at least 3 additional servings of calcium rich foods (milk and milk products, fish, salmons and
sardine§Omena) to supply thex@ra 1200 mg of calcium needed

Include a variety of fluids such as milk, water and fruit juices

Eat smaller frequent meals if unable to consume larger amounts in fewer meals

Avoid alcohol and tobacco, which decrease milk production

Avoid excessive consuyrtion of caffeinated beverages

6.2 During discharge
Mothers should be counselled on

(0)
(0)
(0]
(0)

Takingan extra meal and snacks rich in enenggotein and micronutriers;
Timing ofmeals,preparation and storingf foods;

The use ofocally available and affordable fogds

What extra food portions are.

Ensure that the mother is able to breastfeed:

(0]

O O O O o o

(0]

Emphasishould be madeon exclusive breastfeeding for 6 months and find outhéy
haveany difficulties in breastfeeding

Observe the bby breastfeeding and assess a breastfeed

Check positioning and attachment and teach/reinforce correct positioning and attachment
Show the mother how to identify signs of effective breastfeeding

Counsel on demand feeding

Teach all mothers expression athst milk, storage of breast milk and cup feeding

Counsel the mother on preventing and managing sore/cracked nipples and engorgement
Refer the mother to breastfeeding support groups

Give all mothers Vitamin A 200,000 1U on discharge and record indtteer child booklet
Advise on adequate resind avoidance of stress
Involve the family members(spouse/partner, mother in law, grandmother) to support the mother

6.3 Points to be emphasised during postnatal visits
Exclusive breastfeeding for 6 months

A if there are any breastfeeding difficulties

Check for correct attachment and positioning

Give Vitamin A 200,0001U before 4 weeks if not given
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7.0 ESSENTIAL NUTRITION ACTIONS

Nutritional Assessment Essential Nutrition Actions Message for Hi\égative Pregnant Women
Prepregnancy BMI is normal an A Eat three meals and one snack every day.

weight gain is regular (500gm/m i A Rest moraluring pregnancy.

the 1°* trimester and 1kg/month in A Increase daily consumption of fruits and vegetables, ani
the 2nd and & trimesters) products, and fortified foods.

If anaemic A Consume a daily dose of 120 mg iron plus at least 400 pg

acid for 3 months along with orange, pineapple, or citrus ju
Restri¢ consumption of tea, coffee, and cocoa.

No sign of micronutrient deficiency A Take 60 mg of iron and 400ug of folic acid every day for
days along with orange, pineapple, or citrus juice. Res
consumption of tea, coffee, and cocoa.

A Take presumptivéreatment for hookworm.

A Use insecticidéreated nets. Take anthalarial drugs. See
treatment for fever.

If weight gain is less than 1kg/mont A Eat more than three meals and one extra snack per day.
during the second and thirg A Rest more.
trimester

8.0 COMMON NUTRITION RELATED CONCERNS IN PREGNANCY

8.1 Nausea and vomiting

G Fifty to eighty percent of pregnant women experience nausea and vomiingut one percent
suffer severe symptoms. The condition is linked to hormonal changes, but the exact caeiset

well understood.

Always ask pregnant women if they are suffering from nausea and vomiting and take immediate
action to help them manage the condition through dietary modification, lifestyle changes and, if
necessary, approved amiausea medidion.

Even mild cases require monitoring until symptoms subside. Women with severe nausea and
vomiting hypermesisgravidarum) are at risk for dehydration, electrolyte imbalances, abnormal
metabolism and weight loss. The severity of the condition watbdie the course of therapy.

Emphasize eating foods that are well tolerated.

Treatment for serious nauseahyperemesis gravidarum) and vomiting often requires
hospitalization and interventions such as intravenous fluid replacement therapy, total paaénter
nutrition and antinausea medication.

(0] (0]

@) @)

Practical Consideration®ffer the following tips to help relieve nausea and vomiting:
o Eat small meals frequently, every two to three hours; do not skip meals; avoid hunger.
e Have a snack before bedtime or during the night.
e Try eating a piece of bread or a few crackers before getting up in the morning to quell nausea.
e Get out of bed slowly; avoid sudden movements.
e Avoid high fat and fried foods; eat low&at meats, poultryand fish; use skim or lofat milk
products; try carbohydrateich foods such as fruit, fruit juice, breads, cereals, rice, potatoes.
e Drink fluids between rather than with meals to avoid stomach fullness at meal times.
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e Avoid strong food smells and coolirodours by eating cold foods, opening windows to
freshen the air, avoiding coffee, garlic and otlpices andhaving others cook when possible.

e Avoid highly seasoned foods.

e Avoid brushing your teeth immediately after eating; avoid brushing your tongue.

o Keep well rested; avoid fatigue.

e Avoid cigarette smoking

8.2 Heartburn

The hormone progestin produced by the placenta causes muscles in both the uterus and the intestinal
tract to relax. This leads to heartburn as stomach acids slip through the twegephageal sphincter into

the oesophagusThirty to fifty percent of pregnant women experience heartburn. Gastric reflux is more
likely to happen during pregnancy because the enlarging uterus presses on the stomach and can force
stomach contents up intthe oesophagus. Heartburn is a serious problem only if it discourages pregnant
women from eating. Relief from heartburn is often achieved through simple dietary and lifestyle changes.

Practical Considerations
For women suffering from heartburn offer the following management tips
e Eat small, lowefat meals frequently. Dietary fat lowers tliesophageasphincter tone, already
reduced or relaxed by the hormonal changes associated with pregnancy.
e Eat slowly, che food well, avoid tension while eating
e Drink fluids between meals rather than with meals to avoid stomach fullness
e Avoid spicy foods that seem to exacerbate heartburn
e Avoid lying down for at least one to two hours after eating to minimize reflux
e Elevatethe head of the bed
e Avoid bending and stooping after eating
e Avoid eating and drinking, except for water, before bedtime
e Wear looséfitting clothing
¢ Do not take antacids without consulting a physician

8.3 Constipation

Constipation affects 11 to 38 penet of pregnant womenConstipation during pregnancy is linked to
several physiological changes associated \pithgnancyas well asan eating pattern low in fibre and
liquids. Hormonal changes relax the gastrointestinal tract, decreasing motility arehgiicg the transit

time of waste through the colon. Increases in progesterone levels also promote increased absorption of
water from the colon, a factor linked to constipation. The enlarging uterus contributes to constipation by
putting pressure on the coh, sometimes displacing it and making bowel movements more difficult.
Decreased physical activity, extra bed rest and iron supplements may also contribute to this common
discomfort. Dietary and lifestyle changes usually correct it.

PracticalConsiderations
To relieve the discomfort of constipation advise pregnant women to:
e Increase fibre intake by eating more whole grain breads and cereals; vegetables; and fruit and
legumes such as beans, split peas and lentils.
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e Drink between 8 and 12 cups of fluid every day in the form of water, milk and juice. Warm or hot
fluids may be particularly helpful.

e Maintain an active lifestyle, for example, by walking or swimming regularly.

e Avoid all laxatives unless one is recommeahday a physician. Some types of laxatives are
contraindicated during pregnancy.

8.4 Pica

Picais an abnormal craving or compulsion to eat Afmod substances of little or no nutritional value
During pregnancy the most common substances craved fodiaresoil, stones,clay and laundry starch;
freezer frost, burnt matches, charcoal, and cigarette ashes are also associated with pigaroBadaly
results more from cultural influence and learned behaviour than from a need for specific nutrients like iron
and zinc

Gonsunption of non-food substances during pregnangysesrisk toboth the motherand the foetus. They
should be monitored closely for iron deficiency and poor foetal development. Pica is a concern because
non-food items may displace nutritiou®ods and toxic or parasitic substances may be consumed. Worn
down teeth, bowel obstruction and constipation are other possible side effects. Women who practice pica
are often ashamed of the compulsion and hesitate to admit it.

Practical Considerations
e Ask pregnant women if they have cravings for 4iood items such as dirt or clay.
¢ Advice women you suspect may be eating{iond substances of the potential risks.
o If the behaviour persists, monitor iron statusaternal healthand foetal development cafully.

8.5 Lack of appetite
This is a common condition in pregnancy which can lead to inadequate intake of food at a time of
increased nutrient need.

Practical Considerationfr pregnant women with loss of appetite
o Eat small frequent meals spacttdoughout the day (% meals per day)
e Schedulearegular eating time
e Eat protein from animal or plant source with snacks and meals whenever possible
e Drink plenty of liquids, preferabla between meals
o Take walks before meals to stimulate appetite
e Chooseand prepare food that look and smell good for you
e Use spices such as onions, garlic, cinnamon, and ginger to stimulate appetite, improve flavour and
digestion
e Eat with others as this makes food more enjoyable

9.0 NUTRITION CARE IN PREGNANCY COMPLICATIONS

9.1 Gestational diabetes

Hormones synthesized by the placenta antagonize the action of insulin. This can precipitate gestational
diabetes.Hence pregnancy is considered a diabetogenic s#stgoregnant women should have their urine

or blood glucosdevds monitored regularly Potential diabetics should be subjected to an oral glucose
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tolerance test.If diabetesor glucose intolerancés detecteda specialdiabeticdiet and sometimes insulin
injections areecommended

Regular physical activity is recorarmded for pregnant women with gestational diabetgSestational
diabetesusuallydisappears after the infa@ birth but it is linked to development of diabetes later in the
motherQ life, especially if she fails to maintain a desirable body weight.

If not well controlled, dabetes increases the risk of maternal morbidity and mortality. It should be noted
that expectant mothers whether diabetic or not should take the same amount of calories. If diabetic, refer
for appropriate management while taking into account the calorie and protein requirement during
pregnancy.

Infants born of mothers with diabetes have a higher risk of developing low blood sugar levels during the
first 3 days of life which can resiitt damageto the mapr organs, and even death. They are also at risk of
increased congenital malformatigrand neonatal jaundiceThey should therefore be monitored carefully
after birth and appropriate interventions instituted.

The aim of nutrition counselling gestation&diabetesis to:

e Provide appropriate energy and nutrients ftre health of the motheras well aghe growth and
development of thefoetus

e Attain and maintain blood glucose levels as close to normal as possible

e Attain optimum blood lipids and bloggressure control and so reduce the risk of macro vascular
disease

e Achieve optimum metabolic control

e Prevent and treat diabetic related complications

e Promote physical, social and psychological well being.

e Achieve and maintain optimal metabolic and plojsgic outcomes

e Provide relief from symptoms

e YRAGARdzZFE AT S YSIE LXIYy FOO2NRAYy3 (G2 | LISNEA2YO

e Integrate diet, activity and pharmacological management of the condition

Nutritional management in gestational idbetes:

A good pregnancy gestational diabetes diet supplies you with essential nutrients without overloading your
system with too much sugarhe calories need to come from proteins and carbohydrates, but not sugar.

e Eat three small meals and two or thresnacksat regular times every dajtat a variety of foodw
get all the nutrients you needivoid feasting and fasting in a diabetes pregnancy diet. Eat at the
right time every day. Sticking to the timingsmportant. Avoid overeating.

e DO NOT DIET orytrto lose weight during pregnancyDo not skip meals or snacks. Eat small,
frequent meals throughout the day.

e Try to eat a consistent amount of carbohydrateluring each meal and shaclkat less
carbohydrate at breakfast than at other mealbecause this is when insulin resistance is the
greatest.A snack prior to bed helps in preventing hypoglycaemia or low blood sugar levels.

e If you have morning sicknesgat 1-2 servings of crackers, cereal or {meds before getting out of
bed. If you tale insulin and have morning sickness, make sure you know how to treat low blood
glucose.
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e Choose foods high in fibreuch as wholgrain breads, cerealsassava, yamgreen bananas,
fruits and vegetablestc.

o Eat foods with less sugar and fand avoid &tty, fried and greasy foodgwoid foods with added
sugar, such as honey, jellies, jams, sodas, biscuits, cakes, ice cream and molasses.

e Drink at least 8 cups (or 64 ounces) of liquids per d&jater is the best option as it contains no
sugar tocounteract the goals for keeping glucose amounts intAgbid alcoholic beverages during
pregnancy. Limit caffeine to no more than 300 mg. per.day

e Make sure you are getting enough vitamins and minerals in your daily dighoose at least one
source of famin C, one source of folic acid, and one source of Vitamin A every day.

e Eat and drink at least 4 servings of dairy products and calchich foods a dayto help ensure
that you are getting 1200 mg. of calcium in your daily diett at least three seimgs of ironrich
foods per dayo ensure you are getting 30 mg. of iron in your daily diet.

e The use of nomutritive or artificial sweeteners approved by the Food and Drug Administration is
acceptable during pregnancyhese FDApproved sweeteners include aspartame and acesulfame
K. The use of saccharin is strongly discouraged during pregnancy because it can cross the
placenta and may remain ifoetal tissues.

9.2 Toxaemia(pre-eclampsia)

This is acute hypertension thiproteinuria or oedema or both after the 20week of pregnancy. If the
mother is suffering from toxaemia, reféor nutritional management of toxaemia patient while taking into
account the nutrient requiremestduring pregnancy.

The aim of the dietlsould be to;
e Maintain adequate nutrition
e Restrict fat and sodium intake
e Ensure optimal protein intake in the absence of renal disease

Nutritional management

e Manage the calorie content in the diet if the patient is overweight in an effort to redxcessive
weight gain

e Regulate fat intake. Encourage intake of unsaturated fats (oils). . Fats should be 20%cqaidoizl
intake

e Restrict alcohol intake

e Restrict sodium by encouraging choice of foods low in sodium , limit the amountt @fdsid to
food, restrict the use of processed foods and use of sodium containing spices

e Avoid stimulants e.g. caffeine and spirits

e Avoid cigarette smoking, which may lead to atherosclerosis

e Incase of overt oedemit may be necessary to restrict fluid ake

e Encourage physical activity for those leading a sedentary lifestyle. Physical activity has measurable
biological effects affecting cholesterol levels, insulin sensitivity and vascular reactivity.

9.3 HIV and AIDS
In a HIV positive pregnant mother,ig important to control symptoms, support the immune system and
lower theviral loadsn the blood.
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Nutrition supports the immune system thus preventing onset of opportunistic infections. The role nutrition
plays will vary along the disease continuumthwtonsideration given to the patient's age, behaviour,
current medication, drug histongocioeconomic statysand associated health concerns.

Nutrition and HIV/AIDS are strongly interdependent. Malnutrition can both contribute to and result from
the progression of HIV.

HIV weakens the immune system, which in turn leads to more infections. Infections increase energy needs
and at the same time eeme anorexia. Heightened infections (in number and severity) lead to loss of
appetite, resulting in inadequate food intake, and eventually malnutritidns creates a vicious cycle with
malnourished personbavinggreater risk of infectionand therebyincreasedvulnerability to HIV.

An effective nutritional care and support programme will improve the quality of life of the pregnant HIV
positive mother by:
e Maintaining body weight and strength
e Providing the nutrients needed by the growing foetus
¢ Replenishing lost vitamins and minerals
e Improving the function of the immune system and the body's ability to fight infections
e Prolonging the period from infection to the development of the AIDS disease
e Improving response to treatment; reducing timedamoney spent on health care
o Keeping HANhfected people active, allowing them to take care of themselves, their family and
children; and
o Keeping HAhfected people productive, able to work, grow food and contribute to the income of
their families

Nutrient requirements for People Living with HIV (PLHIV)

Energy needs

There is increased nutrient needs due to:

Increased resting energy equilibrium (REE)

Viral load (body trying to cope with illness/inflammation)

Opportunistic Infections that increase enermggmand

Malabsorptionof nutrients

The recommended amount of energy increments in HIV pogitiegnant/lactating womens 10% for the
asymptomatic mother and 280% for the symptomatic mothers. This is in addition to extra energy,
proteins and micronutriets required by pregnant or lactating mothers case of fever and multiple
infections, consider addition of 10% on the calorie requirement.

The protein and fat needs for the HIV infected pregnant mother are the same as those recommended for a
healthy nonHIV infected mother.

Summary of Critical Nutrition Interventions for pregnant/ lactating PLHIV

1. Advise the client to havperiodic nutritional status assessmenespecially of their weight, every
2" month for symptomatic clients and ever{ 4nonth for asymptomatic clients

2. Educate and counsel PLWHA of thereased energy needser their disease stage, and the need
to consume a balanced diet. Clients with severe malnutrition should be supported with
therapeutic supplementary foods.

3. Educate ad support clients tanaintain high levels of sanitatipfood hygiene, and water safety
at all times.
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4. They musfpractice positive living behaviounscluding practicing safer sex avoiding or moderating
use of alcohol, cigarettes and ngnescription drugs

5. Educate and support clients t@mrry out physical activity or exercigeorder to build muscles and
increase appetite and improve health.

6. Drink plenty of clean safe watdfiltered and boiled or treated) and use clean safe water to
swallow medicines angrepare juice.

7. Counsel PLWHA to seekompt treatment for all opportunistic infectionand symptoms, and
especially those that may interfere with food intake.

8. Those on medicine, including ARVs, should be informed about managingirtile food
interactionsand sideeffectsthat can be managed by food and nutritionterventions.
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PRECONCEPTION CARE
Content Outline

Definition ofpre conception care

Why is preconception care a public health concern?

Reproductive health risks

Preconception care protocol

Interventions: (Health education and counselliBgecific interventions
Pre conception care service delivery areas

Creating linkages with other disciplines to promote-panception care

NooakowdpRE

Definition of pre-conception care

This is a set of interventions that identify and modify biomedical, behavioural, and social risks to a
62YFyQad KSIfOGdK |yR FdzidzNB LINBIYlFyOASad LG AyOf dzR
pre existing conditions; emphasizing health issties require action before conception or very early in
pregnancy for maximal impact. The target population for pre conception care is women of reproductive
age (WRA 15 to 49 years), although men are also targeted by several components of pre concepédon ¢
(Recommendations to improve pre ception health and health car€DC)

Objectivesof Pre conception Care:

1. To provideHealth promotion and education to improve knowledge attitudes and behaviours of
men and womerwith regard to pregnancy

2. To provideEvidence based Screening faregnancyrisks

3. To providelnterventions to address identified risks and conditions

4. ToAchieve universal coveragef EssentiaDbstetric Care

Why is pre conception care a public health concern?

Despite advances in maternaihd newborn health care, poor birth outcomes continue to be a problem in
Kenya. Newborn mortality now contributes to 60% of all infant mortality rate (KDHS 2009); with
prematurity, asphyxia and infection accounting for the majority of the deaths. Pastpehaemorrhage
contributesto 34% of maternal mortality ratio (KDHS 2009); HIV prevalence in WRA has increased to 9.2 %;
among youth 15 to 24 years women are 4 times more likely to be infesidd HIVthan men (KAIS
2007)This is also the group of womevith highest total fertility rate.

Among women of reproductive age, risks associated with poor pregnancy outcomes e.g. malaria and
anaemia remain prevalent; smokjnalcohol use and drug abuse amthe increaseEvents in childhood /
adolescence e.gnalnutrition, stunting, obesity maglso lead to poor obstetric outcomes later. All of these
factors could beaddressed with proper health interventiopsior to conception

Although the recommended timing of the first ANC visit is before 16 weeks, most women present when it
is too late to prevent the majority of serious maternal and newborn health problehe foetus is most
susceptible to developing certain problems in tiirst 4-10 weeks of intrauterine life. At this time many
women are nokevenaware that they are pregnant arttiey are therefore unable torecognise and address
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the risks to their2 6y | YR ( KS A NJendel the 6ead foK Silerbeitior’s toKbegin befo
conception.(NationalCentreon Birh Defects and Developmental Disabilithggil 12, 200%

Reproductive Health riskiclude the following:

Age of the couple
Very young (16yrs and beloyBlderly (35 yrs and above)
Parity
PrimigravidaGrand multiparity (gravida five and aboy8hortpregnancy interval (less than 2 years)
Nutritional status
Under nutrition,obesity,malnutrition
Low Socieeconomic status
Previous adverse pregnancy outcome
Recurrent spontaneous abortionStillbirths Early neonatal deaths (first one week)
Previousbaby with congenital abnormalities
Medical conditions such as
Anaemia, Malaria, HIV/AIDS, Tuberculosis, STIs/RTIs, cardiac disease, Diabetes
Sickle cell disease, Asthma, Hypertension (Pre and post conception)
ABO and Rhesus incompatibility, Breast canmenvical cancer, renal disease
Obstetric Complications such as
Previous obstetric Haemorrhage; previous C/S scars, previous preterm labour,
Previous PET / eclampsia
Substanceabuse
SmokingAlcohol orDrug abusglntake of prescription or over the countdrugs that are known to be
teratogens.
Gender based violence
FGM, Early marriage, Physical / psychological abuse, Sexual violence
Negative cultural practices
Food restrictions, Health seeking behaviour

PRECONCEPTION CRRETOCOL

History takingshould be comprehensive and include
1. Family history. hereditary conditions, Medical conditions, congenital abnormalities
2. Medicalhistory. Diabetes, hypertension, HIV, TB, RT cancers e.g. Breast cancer, cervical cancer
3. Surgicahistory: Previous myomectomy, C/section, Obstetric fistula repair
4. Obstetric/gynaecologicalhistory. Pregnancy wastage, previous preterm deliveries, STI/RTI,
menstrual disorders, prolongesiib fertility
Environmentahistory. exposure to radiation, Chenaic
6. Occupationalhistory : type of work and length of working hours as in long distance drivers,
athletes, bicycle riders
7. Nutritional history: diet
8. Male partner history: mumps, STIs/HIV, substance abuse, tight clothing (around scrotum)

o

Physical examinatin

This shouldencompass& generakexamination(head to toe)o include vital signs, weighe:.t.c.
Thesystemic examination of the thyroid, heart, breasts, abdomen, palvikother relevant systemuill
be based on the history obtained from the woman.
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Investigations

Minimum investigations should include: Full blood count, random blood sugar, Syphilis test, HIV test, Blood
group and rhesus, Urinalysis

Additionalinvestigations are based on the history and examination

Interventions:

e Health education and counselling

1. Psychosocial counselling
2. Family planningEach woman, man, and couple should be encouraged to have a reproductive
life plan includindhealthy timing and spacing of pregnancy
3. Life styles issues
a. Nutrition: Assess dietary status and advice on healthy nutrition.
b. Weight: Check BMI, Advise on weight gain or loss where BMI in <20 or >30
c. Substance abuse such as alcohol, hard drugs, tobacco, traditional medications, herbs
d. Timing of intercourse: Chedkat the couple understandshe ovulatory cycle anadan
determine the mostfertile daysrelative to theg 2 YI yQa Oedt$od ! RO
conception to occurjntercourse should occur regularly (two to three times a week
and should cover the most fertile tin)
e. Regular exercises
f.  Adequate rest
g. Spiritual nourishment
4. Prenatal diagnosis: Educate women about options for prenatal diagnosis including genetic
O2dzyaStftAy3d o052pyQa &adyRNRYS: AAO01ft &d OS¢t ¢
virologic screemig (TORCHES )
5. Discourage over the counter drugs and use of teratogenic medications

e Other Specific interventions

Prophylaxis
Folic Acid
¢ Women who are trying to conceive should take folic acid supplements (400mcg)

daily to reduce the risk of neural tulefects. This should begin 3months before
pregnancy. Women with a history of neural tube defects or epilepsy should take
5mg daily.

Iron, Zing Vitamin A 10,000 IUodine andCalciummay betakenduring the preconception

period depending on the healtlstatus of the patient andany underlyingmedical

conditions or risks.

Management oPreexisting medical problems
¢ Stabilise medical conditions and ensure that medical control is optimal
¢ Checkthat anydrugsor treatments usedare safe for use in pregnanand do not
affect sperm function( cytotoxic and radiation, smoking and alcohol etc)
¢ Where appropriate, refer women for specialised care.
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PRE CONCEPTION CARE DELIVERY AREAS

It is important that these services are not stand alone, &g rather integraed into other services and
programmes; such agamily planning servicegntenatal care service§hild welfare clinicPostpartum

care Outpatient servicesyouth friendly sitesComprehensive care clinicSpecialised clinic§chool health
programmesVCTcentres, and other specific service sites that target men

Creating linkages with other disciplines faromote pre-conception care

e Create awareness for other professionals e.g.,
t KEaAOAl ya 02 SRdzOF (S RA I
paediatricians; nutritionist etc
e Community awareness and participation
- Schools? 2 Y Sy Q& , PHbNchdmzzEs, , faith based institutions, youth ¢les
- Linkageswith other programmes (HIVChild health, vaccines), Other sectors /Ministries
(Education, Gender, Agriculture, Culture andi8l services) and other stakeholders
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[ Focused Antenatal Care ]

Outline

1. Background

a. Definition of antenatal care.

b. Aim of antenatal care

c. The risk approach

d. Focused antenatal care

e. The objectives of focused antenatal care
2. Management

a. Schedule of visits

b. Contents of visits
3. Summary oMother and Child Health booklet

Background
Definition of artenatal care
Antenatal care (ANC) is health caiieen to apregnant woman from conception to the onset of labour.

Aim of antenatal care

To achieve a good outcome for the mother and baby and prevent any complications that may occur in
pregnancy, labour, delivery arlde post partumperiod

The approach

The risk approach to antenatal care has not resulted in significant improvemematigrnal survival. Life
threatening complications of pregnancy are difficult to predict with any degree of certainty. Health care
providers must, therefore, consider the possibility of complications in every pregnancy and prepare clients
accordingly.

While risk assessment can help direct counselling and treatment for individuals, it is important to
understand that most women who experience complications have no 'risk factors' at all.

Every pregnant, delivering or postpartum woman is at risk of seriou s life

threatening complications !
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FANCFocused antenatal care

Women can benefit from just a few antenatal visits, as long as those visits are thorough. Focused or
targeted ANC refers to a minimum number of four comprehensive personalised antenatal visits, each of
which has specific items of client assessment, edanatind care to ensure prevention or early detection

and prompt management of complications. The focus is on birth preparedness and on individuals in
readiness to handle complications. Always view eachagsitit were the only visit the woman may make.
Many women cannot come for 4 visits

Antenatal care should be simpler, safer, friendly and more accessible. Women are more likely to seek and
return for services if they feetared for and respectedy their providers. This personalized approach
requireshealth care providers to use excellent interpersonal skiltge listening to client's concerns is

just as important as giving adviee L G NI & LIS O (i dignit@) fpriv&y, GoafdentidtyIfedliand (i 2
accurate information.

The objectives of foclued antenatal care are:

Early detection and treatmendf problems

Prevention of complicationgsing safe, simple and cestfective interventions
Birth preparedness and complication readiness

Health promotion using health messages and counseling

Provision of care by a skilled attendant

> > > >y P>

Schedule of Visits

It is recommended that the pregnant woman should attendrmanimum of four comprehensive
personalized antenatal visits spread out during the entire pregnancy during which specific focused
activities are carried out to guide the woman along the path of survival, as follows:

A First visit less than 16 weeks

A Second visit 1628 weeks
Depending on individual need, some

A Third visit 2832 weeks women will require additional visits.
A Fourth visit32 ¢ 40 weeks
The first visit:

Content of the first visit
a) Obtain information on:
e Personal history
e Name
e Age (date of birth)
e Physical address and telephone number
e Marital status
e Educational level: primary, secondary, university
e Economic resourcesmployed? Type of work, position of patient and husband/guardian
e Tobacco use (smoking or chewing habit) or use of other harmful substances?
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History of present pregnancy

o

0O o o o

Date of last menstrual period (LMP); certainty of dates (by regularity, accuracyadifaad other
relevant information including contraceptive history). Determine the expected date of delivery
based on LMP and all other relevant information. Use-@&@ rule (LMP + 280 days). Some women
will refer to the date of the first missed period wh asked about LMP, which may lead to
miscalculation of term by four weeks

Quickening if applicable

Any unexpected event (pain, vaginal bleeding, other: specify)

Malaria attacks

Habits: smoking/chewing tobacco, alcohol, drugs (frequency and quantity)

Obstetric history

Number of previous pregnancies (Gravida and Parity)

Date (month, year) and outcome of each event (live birth, stillbirth, neonatal death, abortion,
ectopic, hydatidiform mole)

Specify (validate) preterm births

Specify type and gestatiorf any abortion, and management if possible (MVA, D&C)
Birth weight of previous pregnancies (if known)

Sex of the baby / babies

Puerperium (eventful or uneventful)

Periods of exclusive breaf#teding: whenForhow long?

Special maternal complications andeaits in previous pregnancies;
Specify which pregnangyalidate by records (if possible):
recurrent early abortion

induced abortion and any associated complications
thrombosis, embolus

hypertension, preeclampsia or eclampsia

placental abruption

placentapraevia

breech or transverse presentation

obstructed labour, including dystocia

third-degree tears

third stage excessive bleeding

puerperal sepsis

0 Gestationaliabetes.

o

O O OO0 oo o o o

Obstetrical operations:

o

0]
0]
0]

caesarean section (indication, if known)

forceps or vacuunextraction

manual removal of the placenta

destructive procedures (craniotomy, decapitation)

Special perinatal (foetal, newborn) complicatiorsd events in previous
Pregnancies; specify which pregnaneglidate by records (gossible):

0]
0]
0]

twins or higher oder multiples
low birth weight: <2500 g
intrauterine growth restriction (if validated)
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rhesusantibody affection (hydrops)

malformed or chromosomally abnormal child
macrosomic (>4500g) newborn

resuscitation or other treatment of newborn
perinatal,neonatal or infant death (also: later death)

e Medical history
e Specific diseases and conditions:

(0]

o O O

O O O O o

tuberculosis, heart disease, chronic renal disease, epilepsy, diabetes mellitus
RTIs

HIV status, if known

other specific conditions depending on prevalenceha tegion, e.g. hepatitis, malaria,
sickle cell trait

operations other than caesarean section

blood transfusions

Rhesus D negative antibodies

current use of medicines: specify

Periodof infertility: when? duration, cause(s)

e Any other diseases, past ohronic; allergy

b) Perform physical examination
General appearance
Head to toe examination
Measure blood pressure, pulse, temperature
Record weight (kilograms) and height (metres) to assess the mother's nutritional status
Check for signs of anaemia: palemplexion, fingernails, conjunctiva, oral mucosa, tip of tongue
and shortness of breath
Examine the chest, including breast exam and heart auscultation
Measure uterine size (fundal height)
Signs of previous caesarean section (scar)
Foetal presentationad heart sounds if applicable
Inspection of the external genitalia to assess for abnormalities:
-FGM status- If type 111 discuss the possibility of-d€ibulation @pening upeither
antenataly or during labour)
-Varicosities, warts, discharge

c) Peform the following tests:
Urine: multiple dipstick test for proteinuria, acetone and sugar for all women and urinalysis for

bacteriuria

Blood: syphilis (VDRL or RPR)
Bloodgroup typing (ABO and rhesus)
Haemoglobin (Hb)

Counselling and testing for HIV
Sputum for AFB if indicated
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d) Implement the following interventions:

Iron and folic acidupplements to all women

If test for syphilis is positive: treat

Tetanus toxoid ( See the 5 TT schedule as per the Kenya guidelines)

Refer woman when complicatisrarise that cannot be managed at that facility, e.g.:
0 Severe anaemia, Hb <7.0 g/ml

AntepartumHaemorrhage

High blood pressure (>140/90 mm Hg)

Intra-uterine growth restriction / IUCD

Underweight, use mid upper arm circumference(MUAC)

Polyhydramnios

Tuberculosis
0 Opportunistic infections / AIDS

If the first visit isafter 16 weeks give:

In malaria endemic areas: sufadoxine/pyrimetham{ifeT) three tablets once to be taken at the

facility under supervision(DOT)

Mebendazole 500mg stat

O O O O O ©o

e) Assess thaeed for specialised care
Determine whether the woman is in need of special care and/or referral to a specialized clinic or hospital.
The following conditions might require spedalcare:

Diabetes

Heart disease

Renal disease

Epilepsy

Drug abuse

Family fstory of genetic disease

f) Development of an individual birth plan

Assist the pregnant woman to develop brdividual Birth Plan (IBPEncourage the male partner
to be involved in the health care of the moth&r-be and his baby and they should know:

o] The Expected Date of Delivery (EDD)

The danger signs in pregnhancy, childbirth and the postpartum period.

The danger signs for the newborn.

She should decide on who will be the skilled attendant at her delivery and where

She should be advised to identdybirth companion

What transport she will use before, during labour and after delivery if complications arise
How she will raise funds for transport, delivery charges and for essential items/supplies
Identification of possible blood donors in case of haerhage

Her postpartum contraception plans and subsequent reproductive goals

A decision maker is identified in case of emergency

Where women have dad obstetric historylike previous caesarean section, stillbirth, retained
placenta / PPH, the woman shoulde advised to deliver at a facility that can provide
Comprehensive Emergency Obstetric and Newborn Care (CEONC)

Where multiple pregnancyhas been diagnosed, the woman should be referred immediately to a
CEONC facility for confirmation of the multiple pragcy and planning for the delivery

O O O OO0 OO0 O o
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Birth Plan and emergency preparedness checklist
e Isthe EDD known?
e Has a skilled professional birth attendant been identified?
e Has a facility been identified?
¢ Has a birth companion been identified?
e Has a decision maker been identified?
e  Are emergency funds identified?
e Who is the custodian of the emergency funds?
e Has financial support been identified?
¢ Has means of transport been identified?

e Has a blood donor been identified

g) Advice on complications and danger signs
e Counsel on possible complications during pregnancy, labour and postpartum period

o Dangersigns in pregnancy
- Bleedingper vagina
- Bleeding
- Drainage of liquor
- Severe abdominal pains
- Severe headaches
- Generalized bog swelling
- Reduced foetal movements
- Convulsions

e Danger signs in labour
- Labour pains for more than 12 hours (sun rise to sunset)
- Excessive bleeding
- Ruptured membranes without labour for more than 12 hours
- Convulsions during labour
- Loss of consciousness
- Cord, arm or leg prolapse

e Danger signs in postpartum period (mother)
- Excessive bleeding
- Fever
- Foul smelling discharge
- Abdominal cramps or pains
- Painful breasts or cracked nipples
- Mental disturbances
- Extreme fatigue
- Facial or hand swelling
- Headaches
- Convul®ns
- Painful calf muscles

65



e Danger signs in postpartum period (newborn)
- Fast breathing(more than 60 breaths/minute)
- Slow breathing less than 30 breaths per minute
- Severe chest hdrawing - Grunting
- Umbilicus draining pus /rednesstending to skin
- Floppy or stiff
- Fever(temp 38 degree c and above
- Convulsions
- More than 10 skin pustules
- Bleeding from stump/cut
e Give advice on whom to call or where to go in case of any of the above complications /
emergencies

h) Health promotion, quesbns and answers, and scheduling the next appointment

e Advice on personal hygiene, rest, nutrition, family plannimglaria worm infestations, HIV/AIDS
and PMTCT.

e Give advice on safer sex. Emphasize the risk of acquiring or transmitting HIV or STistétho
use of condoms

e Advise women to stop the use of tobacco (both smoking and chewing), alcohol and other harmful
substances

e Counsel on breadeeding of the last born child; when to stop bredseding, generally until
seven months gestation (but avdideastfeeding if there is history of habitual abortion)

e Counsel on exclusive and early initiation of brefastding (alternative options will be discussed in
other chapters)

e Counsel on the signs of labour (contractions, vaginal discharge, lower abdqaims)l

e In case of an emergency home delivery the mother should be encouraged to visit the health facility
within 48 hrs for a postnatal checlp

e Request the woman to record when she notes the first foetal movement

e Questions & answers: time for free commication

e Advise the woman to bring her partner (or a family member or friend) to later ANC visits so that
they can be involved in the activities and can learn how to support the woman throughout her
pregnancy, childbirth and postnatal period

e Scheduleappointment as per recommendations (state date, and hotiis should be written in
(KS s2YFyQa FydSyrare OFNR FYR Ay GKS Ot AyAaAoQ

[) Maintain complete records
e Complete clinic record. Give the ANC ¢ambther child bookletto the patient and advise her to bring
it with her to all appointments she may have with any health services.

Although every pregnancy is at risk, the following conditions require careful monitoring:
- Poor obstetrical history - Strikingly short stature
Very young maternal age (below 15 yearsNulliparity and grandmultiparity
Sizedate discrepancy - Unwanted preghancy
Extreme social disruption or deprivation -Preterm &bour in previous pregnancy
Multiple gestation - Abnormal lie/presentation
- Previous uterine scar
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The second visit:

Contents of the second visit
a) Obtain information on:

Personal history

o Note anychanges since first visit

o Checkup on habits: smoking, alcohol, other

Present pregnancy

o Note abnormal changes in body features or physical capacity (e.g. peripheral swelling, shortness of
breath), observed by the woman herself, by her partner, or otherlfamembers

o Record symptoms and events since first visit: e.g. pain, bleeding, vaginal discharge (amniotic fluid
or any other), and manage appropriately

o Check for signs and symptoms of anaemia.

o Note foetal movements; record time of first recognition

o Reviewthe individualised birth plan

Obstetric history

0 Review relevant issues of obstetric history as recorded at first visit.

Medical history

0 Review relevant issues of medical history as recorded at first visit
Note any intercurrent diseases, injuries, or otheonditions since first visit

o Note intake of medicines, e.g. aiiB, ARTs and check on compliance
o Iron and folate intake: check on compliance
o Note other medical consultations, hospitalization or dikve since last visit

b) Perform physicaéxamination

Measure blood pressure and pulse

Fundal height

Oedema

Other signs of disease: shortness of breath, coughing, others.

Vaginal examination: do only if indicated. If patient is bleeding or spotting, do not perform vaginal
examination but refer fofurther management.

c) Perform the following tests:

Urine: repeat multiple dipstick test to detect urinaimact infection, proteinuria, and sugar
Blood: repeat Hb if Hb at first visit was below 7.0 g/ml or signs of anaemia are detected on
examination.

d) Implement the following interventions:

e Iron: continue; if Hb is <7.0 g/ml, consider further investigations

e If bacteriuria was treated at first visit and test is still positive, consider culture, change treatment
and/or refer

Tetanus toxoid in line withational guidelines

In malaria endemic areas: administer sufadoxine/pyrimethamine as per national guidelines

Administer mebendazole 500mg stat aftef ttimester
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e) Reassess for complications and possible referral
0 Reassess whether the woman hagveloped any new complications since first visit, and

refer/manage appropriately
o] Hb <7.0 g/ml at first and present (second) visit

APH / spotting

high blood pressure (>140/90 mm Hg):

foetal growth restriction

gestation diabetes

reduced foetal movement

polyhydramnios

malnutrition

opportunistic infections

any other alarming symptoms or signs

O O O 0O 0O 0O o o o

f) Advice, questions and answers, and scheduling the next appointment
e Repeat all the advice given at the first visit
e Questions & answers: time for free communication
e Schedule the next appointment

g) Maintain complete records
Complete clinic record. Give the ANC cambther child bookletto the patient and advise her to bring it
with her to all appointments she may have with any health services.

The third visit:

Cmtents of the third visit
a) Obtain information on:
e Personal history
o Note any changes since second visit
o Checkup on habits: smoking, alcohol, other
e Present pregnancy
o Note abnormal changes in body features or physical capacity (e.g. peripheral svebitirngess of
breath), observed by the woman herself, by her partner, or other family members
0 Record symptoms and events since second visit: e.g. pain, bleeding, vaginal discharge (amniotic
fluid or any other), and manage appropriately
o Check for signs angmptoms of anaemia.
0 Note foetal movements
0 Review the individualised birth plan
e Obstetric history
0 Review relevant issues of obstetric history as recorded at first visit.
e Medical history
0 Review relevant issues of medical history as recorded at first anchdedsit
Note any intercurrent diseases, injuries, or other conditions since second visit

o0 Note intake of medicines, e.g. B, ARTs and check on compliance
o Iron and folate intake: check on compliance
o Note other medical consultations, hospitalizationsickleave since last visit
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b) Perform physical examination

e Measure blood pressure and pulse

e Fundal height

e Palpate abdomen for multiple pregnancy

e Oedema

e  Other signs of disease: shortness of breath, coughing, others.

e Vaginal examination: do only if indied. If patient is bleeding or spotting, do not perform vaginal

examination but refer for further management.

c) Perform the following tests:
e Urine: repeat multiple dipstick test to detect urinaimact infection, proteinuria, and sugar

e Blood: repeat HGf Hb at previous visit was below 7.0 g/ml or signs of anaemia are detected on

examination.

d) Implement the following interventions:
e |ron: continue; if Hb is <7.0 g/ml, consider further investigations

o If bacteriuria was treated at previous visit and test still positive, consider culture, change

treatment and/or refer
e Tetanus toxoid in line with national guidelines
¢ In malaria endemic areas: administer sufadoxine/pyrimethamine as per national guidelines

e) Reassess for complications and possible refdrr

e Follow up on previous observations and assess for new complications, and refer/manage

appropriately

Hb <7.0 g/ml at first and present (second) visit
APH / spotting

high blood pressure (>140/90 mm Hg):
foetal growth restriction

multiple pregnacy

gestation diabetes

reduced foetal movement
polyhydramnios

malnutrition

opportunistic infections

any other alarming symptoms or signs

O O 0O 0O 0O O o o o o o

f) Advice, questions and answers, and scheduling the next appointment
e Repeat all the advice given at the first and secoist
e Give advice on measures to be taken in case of (preterm) labour

e In case of suspected twins, advice mother to visit a facility that can provide Comprehensive

Emergency Obstetric and Newborn Care to prepare for delivery
e Reconfirm in writing on whom toall and where to go in case of emergency or any other need
e Plans to ensure transport is available in case of need during labour
e Questions & answers: time for free communication
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e Provide recommendations on lactation, contraception and the importance ofpis&partum
visits.
e Schedule appointment: fourth visit

g) Maintain complete records
Complete clinic record. Give the ANC cambther child bookletto the patient and advise her to bring it
with her to all appointments she may have with any health services

The fourth visit:

Content of the fourth visit
a) Obtain information on:

Personal history

o Note any changes since third visit

o Checkup on habits: smoking, alcohol, other

Present pregnancy

o Note abnormal changes in body features or physical capacityperigpheral swelling, shortness of
breath), observed by the woman herself, by her partner, or other family members

o Record symptoms and events since third visit: e.g. contractionstépme labour?), pain, bleeding,
vaginal discharge (amniotic fluid or aother), and manage appropriately

o Check for signs and symptoms of anaemia.

o Note foetal movements

0 Review the individualised birth plan

Obstetric history

0 Review relevant issues of obstetric history as recorded at first visit.

Medical history

o0 Review relevantssues of medical history as recorded at previous visits

o Note any intercurrent diseases, injuries, or other conditions since third visit
o Note intake of medicines, e.g. afitB, ARTs and check on compliance

o Iron and folate intake: check on compliance

o Noteother medical consultations, hospitalization or sielve since last visit

b) Perform physical examination

Measure blood pressure and pulse

Fundal height

Palpate abdomen for multiple pregnancy and presentation

Oedema

Other signs of disease: shortnedsoeath, coughing, others.

Vaginal examination: do only if indicated. If patient is bleeding or spotting, do not perform vaginal
examination but refer for further management.

c) Perform the following tests:

Urine: repeat multiple dipstick test to deteatinary-tract infection, proteinuria, and sugar
Blood: repeat Hb if Hb at previous visit was below 7.0 g/ml or signs of anaemia are detected on
examination.
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d) Implement the following interventions:
e Iron: continue; if Hb is <7.0 g/ml, consider furthevestigations
e If bacteriuria was treated at previous visit and test is still positive, consider culture, change
treatment and/or refer
e In malaria endemic areas: administer sufadoxine/pyrimethamine as per national guidelines

e) Reassess for complicatiorand possible referral
e Follow up on previous observations and assess for new complications, and refer/manage
appropriately
Hb <7.0 g/ml at first and present (second) visit
APH / spotting
high blood pressure (>140/90 mm Hg):
foetal growth restriction
abnamal presentation / twin pregnancy
gestation diabetes
reduced foetal movement
polyhydramnios
malnutrition
opportunistic infections
any other alarming symptoms or signs

O O O 0O 0O OO0 o o o o

f) Advice, questions and answers, and scheduling the next appointment

o Repeat all the advice given at the first and second visit

e Give advice on measures to be taken in case of the initiation of labour or leakage of amniotic fluid.

e In case of suspected twins and/or malpresentation, advice mother to deliver at facility that ca
provide Comprehensive Emergency Obstetric and Newborn Care

e Reconfirm in writing on whom to call and where to go in case of emergency or any other need

e Plans to ensure transport is available in case of need during labour

e Questions & answers: time for frammunication

e Provide recommendations on lactation, contraception and the importance of the postpartum
visits.

e Schedule appointment: if not delivered by end of week 41 (state date and write it in the ANC card),
go to hospital for checlap.

g) Maintain complete records
Complete clinic record. Give the ANC card to the patient and advise her to bring it with her to all
appointments she may have with any health services.

Late enrolment and missed visits

It is very likely that a good number of women wilt initiate ANC early enough in pregnancy to follow the focy
four antenatal visits. These women, particularly those starting after 32 weeks of gestation, should have in th
visit all activities recomended for the previous visjtas well as thse which correspond to the present visit. If
expected, therefore, that a late first visit will take more time than a regular first visit
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The Mother and Child Health Booklet

On the new Ministry of Health MCH Health Booklet, you will see a plasedod:

Personal information

Medical and surgical history; information on previous pregnancies, gravida and parity.
Findings of the general physical examination

A checklist to record additional data: urine, Hb, pallor, maturity, fundal height, presentdi#
foetal heart rate and oedema

Intermittent Preventive Treatment for Malaria

Complications and/or referral information

Laboratory data

Delivery

Immunization and maternal medication information.

Post natal information and a place to record genénaltes"

Family Planning usage

National guidelines for IPT

A

Intermittent Preventive Treatment (IPT) is an effective approach to preventing malaria in pregnant
women bygiving antimalarial drugs in treatment doses at defined intervals after quickening to
clear a presumed burden of parasites

The Ministry of Health Guidelines on Maladigects us to give SP to pregnant womiarendemic

malaria areas at least twice during each pregnanceven if she has no physical signs and her
haemoglobin is within normahnge.

Administer IPT with each scheduled visit after quickening (16 weeks) to ensure women receive at
least 2 doses at an interval of at least 4 weeks.

IPT should be given under Directly Observed Therapy (DOT) in the ANC clinic and can be given on
an empy stomach

National guidelines for Tetanus Toxoid

Dose of TT When to give

At first contact or as early as possible in pregnancy

At least 4 weeks after TT1

At least 6 months after TT2 or during subsequent pregnai

At least 1 year after TT3 during subsequent pregnancy

g | W| N| =

At least 1 year after TT4 or during subsequent pregnancy|
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OBSTETRIC COMPLICATIONS DURING ANTENATAL PERIOD
ANTEPARTUM HAEMORRHAGE
Outline

Introduction

Definition /explanation of Antepartum Haemorrhage (APH)
Causes oAPH

Diagnosis of APH

Management of APH

Management ofCoagulopathy

Management oRuptured uterus

NooakwbdpE

Introduction

Haemorrhage is the leading direct cause of maternal mortality accounting4fét of all maternal deaths
in SubSaharan Africa. APH complicates 2 to 6 percent of all pregnasesh may occur in about 10
hours after the onset of APH. Anaemia in pregnancy is common in Africa and bleedingeiistire
anaemia increases the risk @éath. Appropriate care in pregnancy and labour includes:

. Detection, correction and prevention of anaemia

o Care by skilled attendant

. Recognition and early management of complications

Definition of APH

APH is vaginal bleeding during pregnancy uspadigenting in the last trimester of pregnancy. Any vaginal
bleeding after 28 weeks should be assumed to be due to either placenta praevia or abruptio placentae,
unless proven otherwise.

Causes of APH
Bleeding in late pregnancy and in labour is usuallytdusacenta abruptionor placenta praevia.

Placenta Praevia:

This is when implantation of the placenta occurs at or near the cervix. It may be partial or complete
praevia.ln partial placenta praeviaosteriotly situated placenta is more dangerous than an antedoe.
In placenta praevia bleeding is always revealed, though it may cease spontandteshiyood colouris
usuallybright red

The signs and symptoms of placenta praevia are as follows:

e painless bleeding

e Blood is bright red and may Igxanty or heavy

e Pale looking patient, the degree of which corresponds to the amount of blood loss.

e No tenderness in the abdomen

e  Soft and relaxed uterus

e The presenting part may be highthlere may beabnomal presentation

e The foetal parts are easily palpable

e Foetal heart sounds are usually present.
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Abruptio Placentae

This is prematureletachmentof a normally situated placenthefore the foetus is delivered. Thiesultant
retro - placental bleedingnaybe revealed, concealed or mixed type.
The causes include toxaemia, trauma, sudden uterine decompression, or short umbilical cord.

Signs and symptoms are as follows:
e Bleeding
- In the revealed type, the amount of external blood loss is consistent wittcdimelition of the
patient
- Inthe concealed type, there is usually little or no visible vaginal bleeding, yet the patient is pale
e Constant abdominal pain
e Tender abdomen
e Woody hard, tense uterus
e Foetal sounds are absent in severe cases.

Diagnosis oAPH

The table below outlines the presenting signs and symptoms of APH and differential diagnosis of ruptured
uterus

Presenting symptom and Symptoms and signs Probable Diagnosis
other symptoms and signs typically sometimes present
present
e Bleeding after 28veeks gestation | ¢  Shock Placenta Praevia

e Bleeding may be precipitated by intercourse
e Relaxed uterus
e Foetal presentation not in lower uterine pole feels

empty
e Normal foetal condition
e Bleeding (may be retained inthe | ¢  Shock Abruptio placentae

Uterus) after 28 weeks gestation. Tense tender uterus

e Intermittent or constant Decreased foetal movements
abdominal pain Foetal distress or absent
foetal heart sounds
A Bleeding (intraabdominally and Shock Ruptured uterus
/or vaginally) Abdominal distension!
A Severe abdominal pain (may Free fluid

Abdominal uterine contour

Tender abdomen

Easily palpable foetal parts

Absent foetal movements and heart sounds
Rapid maternal pulse

decrease afterupture)

DD DB e e e

The differential diagnosisf APHncludes:
e Labour(bloody show)

e (Cervical erosion

e (Cervicitis

e (Cervical polyp

e (Carcinoma

e Trauma
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NOTE

Digital vaginal examination can cause severe bleeding, making the need for delivery urdgRiGEYERAL BHOULD BE
AVOIDED

If it is absolutely necessary, it should d@ne under sterile conditions in the operating room and then only if preparations hay
been made for immediate blood transfusion and vaginal delivery or caesarean section (double setup)

MANAGEMENT OF APH

GENERAL MANAGEMENT

Shout for help. Urgentlynobilize all available personnel

Make a rapid evaluation of the general condition of the woman including vital signs (pulse, blood
pressure, respiration, temperature).

If you suspect shock, begin treatment immediately.

Start a rapid IV infusion (Normal seg or ringers solution)

Even if signs of shock are not present, keep shock in mind as you evaluate the woman further
because her status may worsen rapidly

Management of PLACENTA PRAEVIA

Placenta praevia is implantation of the placenta at or neardéevix. If you suspect placenta praevia, do
not perform a vaginal examination unless preparations have been made for immediate caesarean section

Perform a carefubpeculumexamination to rule out other causes of bleeding such as cervicitis,
trauma, cervical polyps or cervical malignancy. The presence of these, however, does not rule out
placenta praevia
Assess the amount of bleeding.
wSai2NBE o0ft22R @2ftdzYS o0& AyFdzaAaAy3d L+ FtdzAR&a oY
If bleeding is heavy and continuoustarge for caesarean delivery irrespective of foetal maturity
If bleeding is light or if it has stopped and the foetus is alive but premature, consider expectant
management until delivery or heavy bleeding occurs

0 Keep the woman in the hospital until deliyer

0 Correct anaemia with oral iron therapy

0 Ensure that blood is available for transfusion, if required
If bleeding recurs, decide management after weighing benefits and risks for the woman and foetus
of further expectant management versus delivery.

Confirming the diagnosis of Placenta Praevia

If a reliable ultrasound examination can be performed, localize the placenta.

If placenta praevia is confirmed and the foetus is mature, plan delivery.

If ultrasound is not available or the report is unreliable and gregnancy is less than 37 weeks,
manage as placenta praevia until 37 weeks.

If ultrasound is not available or the report is unreliable and the pregnancy is 37 weeks or more,
examine under double setp to exclude placenta praevia, with the woman in theemting
theatre with the surgical team present.
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The double setp prepares for either vaginal or caesarean delivery, as follows.
e Ensure IV lines are running and cross matched blood is available.
e Use a sterile vaginal speculum to see the cervix:
e |If the cervix is partly dilated and placental tissue is visible, the diagnosis is confirmed; plan
caesarean delivery
e If the cervix is not dilated, cautiously palpate thegginal fornices
e If you feel spongy tissue, confirm placenta praevia and plan caesdedanry
e If you feel a firm foetal head, rule out major placenta praevia and proceed to deliver by induction
e If a diagnosis of placenta praevia is still in doubt, perform a cautious digital examination:
o If you feel soft tissue within the cervix, confirmapénta praevia and plan delivery
e If you feel membranes and foetal parts both centrally and marginally, rule out placenta praevia
and proceed to deliver by induction.
e If delivered by caesarean section and there is bleeding from the placental site:
I Underrun the bleeding sites with sutures.
i Ly¥dzaS 2E@G20AY wn dzyAda Ay wm [ L
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Women with placenta praevia are at high risk for postpartum haemorrhage and placenta accreta/increta
common findirg at the site of a previous caesarean scar

Delivery is indicated if:
e Foetus is mature
e Foetus is dead or has anomaly not compatible with life
e Mothers life is at risk due to excessive blood loss
Rupture the membranes for vaginal delivery if:
e Minor degree of placentae praevia is suspected and / or detected
e Presentation is favourable for vaginal delivery
e Bleeding is light

Perform caesarean section if:
e Bleeding is heavy ar@ntinuousirrespective of gestational age
e Major degree of placenta pevia is suspected
Alower segment caesarean section is the treatment of choice for a major degree of placenta praevia
If placenta obstructs delivery, either incise it or deliver the baby around the placental edge. Prompt
delivery will reduce maternal arfdetal complications including mortality.

MANAGEMENT OF ABRUPTIO PLACENTAE

An abruptio placentae (placental abruptiaetro placentalbleed) is the detachment of a normally located
placenta from the uterus before the foetus is delivered

Management isas follows:
e Assess clotting status using a bedside clotting test. Failure of a clot to form after 7 minutes or a
soft clot that breaks down easily suggests coagulopathy.

e Ensure that blood is available for transfusion, if required
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e If bleeding is heavy (edent or hidden), deliver as soon as possible
o If the cervix is fully dilatedperform assisted vaginal delivery if there are no other
contraindications
o If vaginal delivery is not imminent, deliver by caesarean section.
e |If bleeding is light to moderate (themother is not in immediate danger),the course of action
depends on the foetal hearate:
o If foetal heart rate is normal or absent, rupture the membranes with an amniotic hook or a
Y 2 OK &axip a
A If contractions are poor, augment labour with oxytocin
A If the cervix is unfavourable (firm, thick, closed), perform a caesarean section
o |If the foetal heart rate is less than 100 or more than 180 beats per minute:
- Perform rapid vaginal delivery
- If rapid vaginal delivery is not possible, deliver by immediatearaas section.
e In every case of abruptio placentae, be prepared for postpartum haemorrhage.

Management of accidental haemorrhage (Abruptio Placenta) of revealed type

Consider conservative treatment if:

e Bleeding stops on admission or if it is minimal.
e There is a need to prolong the pregnancy

e Foetal condition is stable

If bleeding continues, however, examine the patient in an operating theatre, with trays at hand for both
amniotomy for induction of labour or caesarean section, to decide/upon a furibxrse of action.

Lower segment caesarean section in the management of APH is indicataske of
e poor progress of labour

o failure of the uterus to relax between contractions

o foetal distress

® increased bleeding

COAGULOPATHY (CLOTTING FAILURE)

Coagulopathy is both a cause and a result of massive obstetric haemorrhage.
It can be triggered by many causes, including:

e Abruption

e Sepsis

e Foetal death

e Eclampsia

e Amniotic fluid embolism.

The clinical picture ranges from major haemorrhage, with or withttwombotic complications, to a
clinically stable state that can be detected only by laboratory testing. In many cases of acute blood loss,
the development of coagulopathy can be prevented if blood volume is restored promptly by infusion of IV
fluids.
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Management is as follows:

Treat the possible cause of coagulation failure.
Give fresh whole blood, if available, to replace coagulation factors and red cells
If fresh whole blood is not available, choose one of the following based on availability:
o Fresh froza plasma or cryoprecipitate for replacement of coagulation factors
o0 Packed red cells for red cell replacement
o Cryoprecipitate to replace fibrinogen
o0 Platelet concentrates (if bleeding continues and the platelet count is less than 20 000).

RUPTURED UTERUS

Bleeding from a ruptured uterus may occur vaginally unless the foetal head blocks the pelvis. Bleeding may
also occur intreabdominally. Rupture of the lower uterine segment into the broad ligament, however, will
not release blood into the abdominal cavity.

wSai2NBE o0ft22R @2fdzYS o0& AyFdzaAaAy3d L+ FtdzARa oy
When stable, immediately perform laparotomy and deliver the baby and placenta.

Repair the uterus ithe operative risks less than whahtysterectomy would entail and the edges of

the tear arenot necrotic Thistakes a shorter timéhan hysterectomyandreducesblood loss.

If the uterus cannot be repaired, perform subtotal hysterectomy. If the tears extends through the
cervix and vagindotal hysterectomy may be required

Because there is an increased risk of rupture with subsequent pregnancies, discuss the option of
permanent contraception with the woman after the emergency is over.

Other important considerations for management of APH
When there is vaginal bleeding in pregnancy, the life of the mother and baby may be in danger:
1. The delivery must always be in the hospital, even if the bleeding stops on its own.

2.

Efficient referral systems must therefore be available at all levels andtopral
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Preterm Premature Rupture of Membranes (PPROM)

Outline

Introduction

Definition of preterm Premature Ruptures of Membranes

Diagnosis of preterm Premature Ruptures of Membranes (PPROM)
Assessment of the condition of a patient with PPROM
Management of a woman with PPROM
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Introduction

Preterm Premature Rupture of Membranes (PPROM) is a condition in which spontaneous rupture of
membranes occurs before 37 completed weeks of pregnancy and at least one hour before the onset of
labour. Itoccurs in about 3% of pregnancies. It varies considerably between different areas due to
different population risk factors. It precedes about-80 % of spontaneous preterm labour. 8@10 % of
PPROM will deliver within 48 hours and 56 to 63% within 7 days

Premature / prolonged rupture of membranes is a major risk factor for development of puerperal sepsis. It

is a major cause of neonatal sepsis. As an etiological factor in these outcomes, PPROM causes
chorioamnionitis which together with retained produat$ conception are the major causes of secondary
postpartum haemorrhage.

Causes

The causative factors of PPROM are unclear, however possible factors include:
History of PPROM
e Local amniotic membrane defect
e Genital tract infection or colonization with:
0 Chlamydia trachomatis
Neisseria gonorrhoea
Bacteria vaginosis
GroupB streptococcus
Gardnerella vaginalis
e Incompetent cerviXx Short cervix
e Multiple gestation
e Polyhydromnios
e Abruptio placentae and placenta praevia
e latrogenic (Invasive proceduresamniocentesis, foetal blood sampling)
e Foetal malformations
e Presence of foetal Fibronectin
e Intra uterine foetal death
e Trauma
e Low socieeconomic status

O O o o
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Diagnosis

Symptoms

e Abnormally heavy watery vaginal discharge, may run up to the@&eSudden gush of fluid from the
vagina

e The fluid may be cleAtransparent, pink, yellow, greeor brown

e  The fluid may be foul smelling

e The fluid may leak constantyRonly when walking, standing, after sitting, lying down or on exertion

e There may be feer, chills or abdominal pains

Signs

e  Temperature may be raised (above 37.2°C)

e Intermittent or slow leakindgrom the vaginasoakinga vulva pad.

e Fluid seen escaping from cervical canal on speculum examination is diagnds@ervicalOScan be
closed)

Obstetric history

The following information should bebtained from the patient

e Last menstrual period, regularity of the menstrual cycles and hence duration of gestation
e History of similar episode in previous pregnancies

e Duration of drainage and amounof fluid

e Pattern of foetal movements

Assessing the condition of a patient with PPROM

e Take vital signs

e Perform head to toe examination (including obstetric examination)

e Inspect thevulva

e Inspect the vagina from OUTSIDE to see if liquid is dripping ost, Ihow much it is and its
colour/odour

e  Perform speculum examinaticand rule out cord prolapse

e Evaluate the foetal movement, heartbeat and uterine contractions

e Determine the baby's presentation

e Determine gestational age by palpation

Sterile speculm examination

Only a sterile speculum examination is performed to confirm drainage of liquor from cervical OS and to secur
specimens for microbiological and lung maturity studizsnot perform a digital vaginal examination (unless
delivery is anticipated within 24 hoursgs it does not help establish the diagnosis and can introduce infection.

Basic mvestigationsinclude:
e  Full blood count: Hb, WBC (total and differentaunt), ESR
e  Amniotic fluid for microscopy, culture and sensitivity, bubble test for lung maturity
e  Urine for albumin and sugar
e  Obstetric ultrasound to determine: viability, maturity, amount of liquor, any foetal abnormalities
and presentation
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Management ofPreterm Premature Rupture of Membranes
The patient is admitted into hospital for bed rest and may use toilet facilities.
e A sterile pad is used to monitor drainage of liquor.
e  Foetal monitoring
e Maternal pulse and temperature are recorded 4 hourly
e  Monitoring for uterine tenderness by abdominal palpation is performed.
e  Start on antibiotic treatment, first choice prophylactic antibiotics:
- AmoxicillinClavulanate Potassium e.g. Augmenti2g IV. 8hrly for 48 hours, then 625 mg
orally three times a day for five more days.
- Erythromycin 500mg orally four times a day for seven days

Further management as follows:

Care of patients without clinical evidence of intrauterine infection
Before 34 weeks gestation, manage conservatively:

. ' N
e Hospital bed rest
e Toilet facilities permitted Note: Qorticosteroids
. . . should not be used in
e  Close observation till the patient starts labour the presence of frank
e Tocolysis e.gsalbutamolto prevent uterne contraction: infection
0 During referral W\ ,
o To allow time for steroids given for foetal lung

maturity

e Bethamethasoa 12mg IM ODor 2 days (24 hours apart) or Dexamethaso6mg IM BDor 2
days (12 hours apart)

e Preterm delivery may be allowed in cases of spontarseonset of labour, foetal distress. In
cases of extreme prematurity or severe foetal distress caesarean section is the preferred mode
of delivery.

Between 3437 weeks active management is provided:
e Assess for foetal welleing and determine best mode délivery.

Care of patients with intrauterine infection (Chorioamnionifis

Commence broadpectrum parenteral antibiotics and consider other supportive measures, such as IV
fluids

First choice antibiotics:
AmoxicilliiClavulanate Potassium e gugmentin 1.2g IV 8 hourlfor 48 hours then 625 mg three times a

day for five more days

ORgive the following combination for 10 days
Injection Ampicillir600 mg 1.M. 6 hourly until abdominal distension subsides and bowel returns followed
by 500 mg by maihh 6 hourly.

PLUS
Injection Gentamycin 80 mg IV 8 hourly

PLUS

InjectionMetronidazole 500mdV 8 hourly

Once the results of culture and sensitivity are available, antibiotic therapy is modified accordingly
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PRETERM LABOUR

Outline

1. Introduction

2. Definition of Preterm labour (PTL)
3. Diagnosis of Preterm labour (PTL)
4. Management of Preterm labour

Introduction

Preterm labour is defined as the occurrence of regular uterine contractions that produce progressive
effacement and dilatation of the cervixtaf 28 weeks but before 37 completed weeks of pregnancy.
Globally the incidence of Preterm labour continues to be about 10% of all live births despite aduacites

as the development and use of tocolytic agents.

Preterm birth is the cause of at least5% of neonatal deaths that are not attributable to congenital
malformations. Thus both premature rupture of membranes and preterm labour are major risk factors of
maternal and perinatal mortality and morbidity. Interventions in the management of PPROMP&INd
include community awarenessmergency preparednessavailability and accessibility of quality maternal
and perinatal services.

Causes
Although theexact cause remains elusitrgggers of PTL mayhbmaultifactoralandinclude
e Premature rupture of thenembranes
e Chorioamnionitis
e Other ascending uterine infectiord whichGroup B streptococds themost common
e Multiple pregnancy
e Preeclampsia
e Placental abnormalities
e Urinary tract infections especialByelonephritis
e Sexually transmitted infections
In sane cases no identifiable cause is found

Risk factordor PTL include:
e Low socieeconomic status
¢ Nonwhite race
e Maternal age less than 18 or greater than 40
e Smoking
e Under weight
e Preterm PROM
e Cervical incompetenceShort cervix
e Uterine abnormalities
e Polyhydramnios
o Positive foetal fibrinectin
e Foetal abnormalities
¢ Intra uterine death
e Systemic febrile infections
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e Genital tract infection or colonisation with
o0 Chlamydia trachomatis
Treponema pallidum
Mycoplasma
Neisseria gonorrhoea
Bacterial vaginosis
Group B streptococcus
0 Gardrenella vaginalis
¢ latrogenic (medical indications for preterm deliveryg. severd®ET, IUGR, foetal distress, abruptio
placenta, chorioamnionitis, cardiac disease, renal disease and malignancies)

O O O O O

Possible foetal consequences of Prete labour
e Respiratory distress syndrome
e Bronchepulmonary dysplasia
e Patent persistent ductus arteriosus
¢ Necrotizing enterocolitis
¢ Intraventricular haemorrhage
¢ Hypothermia
¢ Hypoglycaemia
e Jaundice
o Feeding difficulties
¢ Neurological impairment
e Apnoea
¢ Retrolental fibroplasia
e Disability and handicap
¢ Neonatal sepsis and death

Diagnosis of Preterm labour

Symptoms of preterm labour usually include:
e Complaints of Uterine contractions
e Passage of showr Vaginal bleeding
e Increased vaginal discharge
e Lowerabdominal pain or cramping
e Sensation of vaginal pressure

The following history shoultherefore be taken
e Ask the mother about her previous pregnancies.
- Has she had other premature deliveries?
Last menstrual periodnd theExpected date of delivery
Isthere any bwer abdominal pain radiating to the backgbour/uterine contractions)
- When did they start?
- How often?
- Are they strong or mild?
Is there any history of previous rupture of the membranes
- If yes,Duration/amount of fluid
Is there bleeding? Bo, how much?
Are there any lbanges in the foetal movement
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Signs of preterm labour
The following signs are usually indicative of preterm labour:

Palpable uterine activity

Engagement of presenting part

Show¢ may be blood stained
Cervicallilatation andeffacement

Bulging membranesRupture of membranes

Physical examination should therefore entail the following:

Check vital signs (Temp, Pulse, Respiration, BP)

Measure the fundal height to try to estimate the gestational age by weeks.

Palpate the uteruso determine the frequency, duration and strength of the contractions as well
as the position of the foetus. Determine the presentation.

Take andecord foetal heart rate.

Inspect the vulva to see if there is leakage of amniotic fluid or blood

Vaginakpeculum assessment (assess cervix, membrane status for swab taking)

Digital exam may be useful BUT not necessary

Investigations
The following are the basic investigations required:

Blood slide for malaria parasites (in malarial endemic areas)
Urine for mcroscopy culture and sensitivity
Swals:
o0 High vaginaswabfor gramstainand culture
o0 Endocervicaswab forgonorrhoea culture
o0 Endocervicaswabfor Chlamydia
o If genital infection is suspected, urethral and anorectal swabs are indicated as well
Any otherinvestigation as per individual assessment
Ultrasound for foetal assessment (dating, foetal anomalies, presentation, liquor assessment,
estimating foetal weight)

Management of Preterm labour
Conservative Management
This is done if theesvix less than 2m dilatedand includes:

Bed rest if less than 34 weeks gestation

Administer tothe mother corticosteroids (Betamethasone 12 mg I.M two doses 24 hours apart
or Dexamethasone 6 mg I.M 4 doses 12 hours apart) to improve foetal lung maturity and
chances oheonatal survival(Note: Corticosteroid should not be used in the presence of frank
Infection)

Sdate the mother

Adminiser tocolytics drugs to rebathe uterine muscles, e.g. I@lButamol 10 mg in 1L iv fluids,

10 drops per minute. In case contractopersist, increase infusion rate by 10 drops/minute
every 30 minutes until contractions stop or maternal pulse exceeds 120/minute.

Treat any underlying cause(s)
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Contraindications

Contraindication for the use of tocolytic drugs include premature ruptof the membranes, choriamnionitis, fever of
unknown origin, heart disease, cardiac dysrhythmias, thyrotoxicosised®aepsia, severe antepartum haemorrhage, cervi
dilatation of more than 2cm, foetal distress, or intrauterine death

Active Management
This is recommended the cervical dilatation is more than 2crthere isfoetal distress, or intrauterine
death. It involves the following:

Administer corticosteroids in anticipation of preterm delivery. Contraindications to this treatment are
maternal infection, hypertension, maternal heart disease, or rupture of the membranes.

Commence administration of antibiotics

Rupture the membranes (dwot rupture if IUFD)

Monitor labour in the usual manner with special consideration for maternal nutrition and hydration
and foetal condition.

Caesarean section is sometimes indicated for obstetric reasons, but vaginal delivery is usually
preferable. Wherthe head presents at the vulva, perform a wide episiotomy to prevent intracranial
injury.

Manage the pre term baby according to set standards

Important considerations for preterm labour

Remember: premature babies are more susceptible to sepsis, hypothermia and hypoglycaemia. For this reason, i
important to educate the mother and family about their care.

Allow labour to progress if

Gestation is more than 37 weeks

Cervix isnore than 3 cm dilated

There is active bleeding (manage as appropriate)

The betus is distressed, dead or has an abnormality incompatible with survival
There is evidence of chorioamnionitis

The patient has seveiere-eclampsideclampsia
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Pre- Eclampsia and Eclampsia

Outline

Introduction andDefinition preeclampsia and eclampsia
Risk &ctors for preeclampsia and eclampsia
Qassification of preeclampsidEclampsia
Diagnosipre-eclampsidEclampsia

Management of preeclampsia an@clampsia
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Introduction / Epidemiology

Preeclampsia is a disorder of widespread vascular endothelial malfunction and vasospasm that occurs after
20 weeks' gestation and can present as late a6 Wweeks postpartum. It is clinically defined
by hypertensionand proteinuria, with or without pathologioedema

Preeclampsia is part of a spectrum of hypertensive disorders that complicate pregnancy. These include
chronic hypertension, preeclampsia superimposed on chronic hypertension, gestational hypertension,
preeclampsia, andclampsiaAlthough each of these disorders can appear in isolation, they are thought of
as progressive manifestations of a single process and are believed to share a castinlogy

The global incidence of preeclampsia hHzeen estimated at 84% of all pregnancies. In developing
countries, hypertensive disorders were the second most common obstetrical cause of stillbirths and early
neonatal deaths, Preeclampsia is the third leading pregnaseleyed cause of death, aftdraemorrhage

and sepsis.Preeclampsia is the cause in an estimated 790 maternal deaths per 100,000 live births
accounting for 23.6%.

Race:The frequency of mortality differs among race and ethnicity, viithck womenhaving a worse
mortality rate than white women.

Age Preeclampsia occurs more frequently in women at the extremes of reproductive age.

e Younger women (<20 y) have a slightly increased risk. Primigravid patients in particular seem to be
predisposed.
e Older women (>35 y) have a markedly increased risk.

Genetics have long been understood to play an important role, and the risk of preeclampsia is positively
correlated between close relatives; a recent study showed thad@ of daughters and 137% of sisters

of preeclamptic women also develop preeclampdiaiin studies have also shown a high correlation,
approaching 40%.

Definitions:

Consensus is lacking among the various national and international organizations about the values that
define the disorder, but a reasonable limit in a woman who was normotensive prior to 20 weeks' gestation
is a systolic blood pressure (BP) greater tha@ d¥in Hg and a diastolic BP greater than 90 mm Hg on 2
successive measurementssdours apart.

Preeclampsia in a patient with pexisting essential hypertension is diagnosed if systolic BP has increased
by 30 mm Hg or if diastolic BP has increased bhyihsHg.
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Proteinuria is defined as 300 mg or more of protein in é@dr urine sample. Although more convenient,
a urine dipstick value of 1+ or more (30 mg/dL) is not reliable.

Risk factors for preeclampsia and eclampsia

e Pregnancyassociated risk factors

(0]
(0]
[0)

[0)
[0)

Chromosomal abnormalities

Hydatidiform mole

Multiple pregnancy: Incidence is increased in twin gestations but is unaffected by their
Zygosity.

Oocyte donation or donor insemination

Urinary tract infection

e Maternatspecific risk factors

(0]
(0]

O O O o o ©
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Extremes of age (aternal age <20 and>35 yrs)

Black racei(ln the United States, the incidence of preeclampsia is 1.8% among white
women and 3% in African Americans

Family history of preeclampsia

Nulliparity (more common in primigravidae)

Preeclampsia in a previous pregrms

Change of male partner

Diabetes

Obesity: Body weight is strongly correlated with progressively increased risk, ranging from
4.3% for women with a BMI <20 kg/m to 13.3% in those with a BMI >35 kg/m.

Chronic hypertension

Renal disease

Collagen vasculatisease

Antiphospholipid syndrome

Periodontal disease

Vitamin D deficiency: One literature review suggests that maternal vitamin D deficiency
may increase the risk of preeclampsia and foetal grown restriction.

Essential for diagnosis &?re-Eclampsia:

Hypertension:

Hypertension is blood pressure (BP) of 140/90 mmHg or more on two occasions six hours apart

A diastolic blood pressure of 110 mmHg or more on a single occasion

Proteinuria:

Is a protein concentration of 0.3 g/l or more in at least t'@adom urine specimens collected six hours apart
OR
Urine dipstick finding o# (i NI O $niore prétairis Q S

Normally protein is not supposed to be present in urine.

OR

Oedema:

Gradual or sudden swelling of the face, hands and legs.

Eclampsia:

It is chaacterized by convulsiondits (in the absence of other medical conditions predisposing to
convulsion} in awomanwith pre-eclampsia.
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Impending Eclampsia:
Impending eclampsia means that eclamptic fits are likely to occur very soon, usually in a woman with
severe preeclampsiaSymptoms andigns of impending eclampsieclude
e  Severe headache
e Drowsiness
e Mental confusion
e Visual disturbance (e.g. blurrediais, flashes of flight)
e Epigastric pain
e Nausea / vomiting
e Asharprise in blood pressure
e Decreased urinary output
e Increased proteinuria
e  Hyperreflexia

(assification of preeclampsia/ eclampsia

Preeclampsia is classified as mild, and sevétee clinical picturef the different stagess shown in the
table below:

Table showingClassificatiorand Clinical picture of Preclampsia and Eclampsia

Finding Mild Severe Eclampsia

Preeclampsia  [Pre-eclampsia

Diastolic blood absolute level is [absolute level is >100 |As in severe pre

pressure > 90 but <100 eclampsia plus fits

Proteinuria Trace or 1+ 2+ or greater

Generalized oedema including falAbsent Persistently present

and hands

Headache Absent Present

Visual disturbance Absent Present

Upper abdominal pain Absent Present

Oliguria Absent Present

Diminished foetal Absent Present

movement

Characteristics of Eclamptic fits
e Convulsions may occur regardless of the severithygertension, are difficult to predict and
typically occur in the absence of hypexflexia, headache or visual changes.
e Convulsions are toriclonic and resemble granagal seizures of epilepsy
e Seizures may recur in rapid sequence as in status epilepiindsend in death.

e Convulsion may be followed by coma that lasts minutes or hours, depending on the frequency of
seizures.

o 25% of eclamptic fits occur after delivery of the baby.
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Stages of eclamptic fit
An eclamptic fit is similar to an epilepfit and has the following stages:

A) Premonitory stage

This lasts 1420 seconds, during which:
e The eyes roll or stare
e The face and hand muscle may twitch
e There is a loss of consciousnhess

B)Tonic stage

This stage lasts 120 seconds, during which:
e  The muscles go stiff or rigid
e The colour of the skin becomes blue or dusky (cyanoqis) Remember that the onset of pre
e  The back may be arched eclampsia and eclampsia can be very
e The teeth are clenched sudden and without warning
e The eyes bulge

C)ClonicStage

This stage lasts-2 minutes and is marked by:
e Violet contraction and relaxation of the muscles occur
e Increased saliva causes "foaming" at the mouth
e  Deep noisy breathing
e Inhalation of mucous or saliva
e The face looks congested (filled with blooddawollen
e Tongue is bitten by violent action of the jaws

D)Coma stage
This may last minutes or hours. During this time
e There is a deep state of unconsciousness
e Breathing is noisy and rapid
e Cyanosis fades, but the face remains congested and swollen
e  Futher fits may occur before the woman regains consciousness

Differential diagnosis of Eclampsia

Eclampsia must be differentiated from other conditions that may be associated with convulsions and
coma, e.g. epilepsy, cerebral malaria, meningitis, head yinjaerebrovascular accident, intoxication
(alcohol, drugs, and poisons), drug withdrawal, metabolic disorders, water intoxication, , encephalitis,
hypertensive encephalopathy, hysteria.

Diagnosis of Preeclampsia /Eclampsia

History:
Mild-to-moderate preeclampsia may be asymptomatic. Many cases are detected through routine prenatal
screening.

Patients with severe preeclampsia display @mdan effects and may complain of the following:

e CNS
o Headache
o Visual disturbancesBlurred, saitillating scotomata
o Altered mental status
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o Blindness May be corticalor retinal
Dyspnoea
Edema: This exists in many pregnant women but sudden increase in edema or facial edema is
more concerning for preeclampsia.
Epigastric or right upper quadrant (RU&y)dominal pain: Hepatic involvement occurs in 10% of
women with severe preeclampsia.
Weakness or malaise:

PhysicaExamination

Findings on physical examination may include the following:

Increased BP compared with the patient's baseline or greater 14890 mm Hg

Altered mental status

Decreased vision or scotomas

Papilledema

Epigastric or RUQ abdominal tenderness

Peripheral edema: Edema can be normapiagnancyhowever, a sudden increase in edema or
swelling of the face is more suggestive of presxgaia and should be promptly investigated.
Hyperreflexia or clonus: Although deep tendon reflexes are more useful in assessing magnesium
toxicity, the presence of clonus may indicate an increased risk of convulsions.

Seizures

Focal neurologic deficit

Invedigations:
Laboratory Studies

CBC count and peripheral smear
o Microangiopathic haemolytic anaemia (HELLP)
o Thrombocytopenia <100,000
o Hemoconcentration may occur in severe preeclampsia.
o Schistocytes on peripheral smear
Liver function tests: Transaminasevels are elevated from hepatocellular injury and in HELLP
syndrome.
Serum creatinine level: Levels are elevated due to decreased intravascular volume and decreased
glomerular filtration rate (GFR).
Urinalysis Proteinuria is one of the diagnostic criigfor preeclampsia.
o Significant proteinuria defining preeclampsia is 300 mg or more of protein intoo@4
urine sample.
o Proteinuria suggestive of preeclampsia is greater than or equal to 1+ protein on urine
dipstick or 300 mg/L or more on urine dipstick
Abnormal coagulation profile: PT and aPTT are elevated.
Disseminated intravascular coagulopathy testing will show fibrin split products and decreased
fibrinogen levels.
Uric acid
o Hyperuricemia is one of the earliest laboratory manifestations of pregutsm It has a
low sensitivity, ranging from-85%, but a relatively high specificity, ranging frorri956%o.
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Ultrasonography:

This is used to assess the status of the foetus as well as to evaluate for growth restriction (typically
asymmetrical IUGR). Aside from transabdominal ultrasonography, umbilical artery Doppler
ultrasonography should be performed to assess blood flow.

Management of patients with preeclampsia eclampsia

General principles:

BP control

e The goal is to lower BP to prevent cerebrovascular and cardiac complications while maintaining
uteroplacental blood flow.

e Control of mildly increased BP does not appeaniprove perinatal morbidity or mortality, and, in
fact, it may reduce birth weight.

e Antihypertensive treatment is indicated for diastolic blood pressure above 105 mm Hg and systolic
pressure above 160 mm Hg, though patients with chronic hypertension nhenate higher values.

e Patients with severe preeclampsia who have BP below 160/105 mm Hg may benefit from
antihypertensives because of the possibility of unpredictable acceleration of the disease and
sudden increases in hypertension.

e The goal is to maintaidiastolic blood pressure between 90 and 100 mm Hg and systolic pressure
between 140 and 155 mm Hg.

e Firstline medications are labetalol, given orally or IV; nifedipine, given orally or IV; or hydralazine
IV.(Atenolol, ACE inhibitors, ARBs, and diuresticaild be avoidéed

Control of seizures

e The basic principles of airway, breathing, circulation (the ABCs) should always be followed as a
general principle of seizure management.

o Active seizures should be treated with intravenous magnesulphateas a firstline agent.

e Prophylactic treatment with magnesiumsulphate is indicated for all patients with severe
preeclampsia.

e Magnesium levels, respiratory rate, reflexes, and urine output must be monitored to detect
magnesium toxicity. Magnesiursulphde is mostly excreted in the urine, and therefore urine
output needs to be closely monitored. If urine output falls below 20 mL/h, the magnesium infusion
should be stopped.

o Be aware of the risk of seizures following deliveryup to 44% of eclampsia caskave been
reported to occur postnatally. This risk is especially elevated 48 hours postpartum, but it can occur
at any time up to 4 weeks after delivery.

e For seizure refractory to magnesiwulphatetherapy, benzodiazepines and/or phenytoin may be
consicered.
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Fluid management

o Despite the peripheral edema, patients with preeclampsia are intravascularly volume depleted
with high peripheral vascular resistandaiuretics should be avoided.

e Aggressive volume resuscitation may lead to pulmonary edema, which is a common cause of
maternal morbidity and mortality. Pulmonary edema occurs most frequently7218nhours
postpartum, probably due to mobilization of extravascular fluid.

e Because volume @ansion has no demonstrated benefit, patients should be fluid restricted when
possible, at least until the period of postpartum diureSistal fluids should generally be limited to
80 mL/h or 1 mL/kg/h.

e Careful measurement of fluid input and output is &dble, particularly in the immediate
postpartum period. Many patients will have a brief (up to 6 h) period of oliguria following delivery;
this should be anticipated and not overcorrected.

e If fluids are required, preferably ush y 3 S NI & Normadbsaling & a @&tdlbf 80 mls/ hr or
1ml/kg/hr. Avoid using Dextrose or Dexses Saline infusion

Delivery

e Delivery is the definitive treatment for antepartum preeclampsia.

e Patients with mild preeclampsia are often induced after 37 weeks' gestation. Prior to this, the
immature foetus is treated with expectant management with corticosteroids to accelerate lung
maturity in preparation for early delivery.

e In patients with sever@reeclampsia, induction of delivery should be considered after 34 weeks'
gestation. In these cases, the severity of disease must be weighed against the risks of prematurity.

e Eclampsia is common after delivery and has occurred up to 6 weeks after deftadignts at risk
for eclampsia should be carefully monitored postpartudditionally, patients with preeclampsia
successfully treated with delivery may present with recurrent preeclampsia up to 4 weeks
postpartum.

Medication

Magnesiunmsulphateis the firstline treatment of prevention of primary and recurrent eclamptic seizures.

For eclamptic seizures refractory to magnesigoiphate Diazepamand phenytoin may be used as
secondline agents.

In the setting of severe hypertension (systolic BR,60 mm Hg; diastolic BP, >110 mm Hg),
antihypertensive treatment is recommended. Antihypertensive treatment decreases the incidence of
cerebrovascular problems but does not alter the progression of preeclampsia.

Anticonvulsants:
Magnesium sulphate:

This works by atagoniing calcium channels of smooth muscle. Administer IV/IM for seizure prophylaxis in
preeclampsia. Use IV for quicker onset of action in true eclampbiatable below illustrates the dosage
andadministrationschedule
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Magnesium sulphate schedules for severe prelampsia and eclampsia

Loading Dose

Magnesium sulphate 20% Solution, 4g IV over 5 minutes

Follow promptly with 10g of 50% magnesium sulphate solution, 5g in each buttock as deep IM injection with 1m|
lignocaine in the same syringe

Ensure that aseptic technique is practiced when giving magnesium sulphate deep IM injection. Warn the woma|
feeling of warmth will be felt when magnesium sulphate is given.

If convulsions occur after 15 minutegiive 2 magnesium sulphate (50% solution) IV over 5 minutes

Maintenance Dose

Give 5g magnesium sulphate (50% solution) + 1 mL lignocaine 2% IM every 4 hours into alternate buttocks.
treatment with magnesium sulphate for 24 hours after delivery or tls¢ ¢@nvulsion, whichever occurs last.

If 50% solution is not available, give 1g of 20% magnesium sulphate sd\igieery hour by continuous infusion
CLOSELY MONITOR THE WOMAN FOR SIGNS OF TOXICITY

Before repeat administration, ensure that:

Respiratoryrate is at least 16 per minute

Patellar reflexes are present

Urinary output is at least 30 Irper hour over preceding four hours

WITHHOLD OR DELAY DRUG IF:

Respiratory rate falls below 16 per minute

Patellar reflexes are absent

Urinary output falls belov80ml per hour over the preceding 4 hours

Keep antidote ready:

In case of respiratory arrest:

Assist ventilation (mask and bag, anaesthesia apparatus, intubation)

Give Calciumlgconate 1g (10mL of 10% solution) IV slowly until calcium gluconate beginsaigoaise the effects o
magnesium sulphate and respiration begins

Phenytoin:

Phenytoin has been used successfully in eclamptic seizures, but cardiac monitoring is required due to
associated bradycardia and hypotension.

Central anticonvulsant effect ghenytoin is by stabilizing neuronal activity by decreasing the ion flux
across depolarizing membranes.

Some benefits to using phenytoin are that:

e It can be continued orally for several days until the risk of eclamptic seizures has subsided,
e It has estabshed therapeutic levels that are easily tested,
¢ It has no known neonatal adverse effects are associated with $ért usage.

Dosage:

10 mg/kg loading dose infused IV no faster than 50 mg/min, followed by maintenance dose started 2 h
later at 5 mg/kg
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In the absence of MgSO4, diazepam is used following the regime below

Diazepam schedules for severe peelampsia and eclampsia
Intravenous administration:

Loading dose
. Diazepam 20mg IV slowly over 2 minutes
. If convulsions recurrepeat loading dose

Maintenance dose

. Diazepam 40mg in 500ml IV fluids (normal saline or Ringer's Lactate) titrated to keep the woman sedated
be aroused

. Maternal respiratory depression may occur when dose exceeds 30mgs in 1 hour
Assist ventilation (mask and bag, anhesia apparatus, intubation), if necessary
Do not give more than 100mg in 24 hours.

Rectal Administration:

. Give Diazepam rectally when IV access is not possible. The loading dose is 20mg in 10ml syringe. R¢
needle, lubricate the barrel and insettie syringe into the rectum to half its length. Discharge the contents
leave the syringe in place, holding the buttocks together for 10 minutes to prevent expulsion of the
Alternatively, the drug may be instilled into the rectum through a cathet

. If convulsions are not controlled within 10 minuteadminister an additional 10mg per hour or more, depend
on the size of the woman and her clinical response.

Antihypertensives

These agents are used to decrease systemic resistance and treleipe uteroplacental insufficiency.
Hydralazine (Apresoline)

This is theifst-line therapy against preeclamptic hypertensidhdecreases systemic resistance through
direct vasodilatation of arterioles, resulting in reflex tachycardia. Reflex tachyiearand resultant
increased cardiac output helps reverse uteroplacental insufficiency, a key concern when treating
hypertension in a patient with preeclampsia. Adverse effects tddle¢usare uncommon.

Dosage
Give 5mg IV slowly over 10 mins if BB =16)/110mm Hg repeat5 mgg20min to maximum o20mg

Labetalol

This is the recommendedesondline therapy that produces vasodilatation and decreases in systemic
vascular resistancdt has alphal and betaantagonist effects and beta2gonist effects.The onset of
action is more rapidhan hydralazine and results inless overshoot hypotension. Dosage and duration of
labetalol is more variable. Adverse effectdoetusare uncommon.

Dosage

Give 20mg bolus, subsequently give doses of 40mg followed by BOatd 0- 20 min intervals to achieve
BP control to a maximum of 80mg Lebetolol may also be administered by contious IV infusion at 1mg
/kg/hr
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Nifedipine

It relaxes coronary smooth muscle and produces coronagodilatation which, in turn, improves
myocardial oxygen delivery. Sublingual administration is generally safe, despite theoretical concerns.

Dosage

Initial dosage is 10 mg orally of BP > or = 160/1&®hg. One may repeat after 30 minutes as needed

Definitive Management

a) Mild Preeclampsiae.g. with BP 140/90

Establish if the mother can rest at home
Advise patient and relatives on importance of bed rest

Give oral antihypertensiveslpha methyl dop@250mg three times daily) Maintain diastolic BP at
90-100 mmHg

Monitor maternal and foetal condition weekly

Admit if coming too far away from hospital,

Advise on worsening signs of the condition, ahe& need toreport if any signs of severe pre
eclampsiaare present

Advise mother to take a diet, which is rich in protein, fibre and vitamins but low in carbohydrate
and salt

If the mother shows namprovement andfacilities kkills to manage severe eclampsia are lacking,
refer to higher level

c) Severe Rr-eclampsiae.g. BP diastolic > 100 mmHg

Admit patient

Nurse in a quiet semi darkroom

Monitor vital signs every 380 minutes

Start MgSO4 regime

Consider timing and mode of delivery

Closely monitor fluid intake and urine output

Do blood chemistryliyer enzymes and creatinine)

If the diastolic blood pressure is 110 mm Hg or more, start antihypertensive drugs, e.g. Hydralazine
5 mg IV slowly every 5 minutes until blood pressure is lowered. Repeat hourly as needed or give
hydralazine 12.5mg IM everytdurs as needed

If hydralazine is not available, give labetolol or nifedipine

If no improvement, refer to comprehensive centre accompanied by trained nurse

Managementof eclampsia:

Call for help

Maintain open airway

Control fits

Control the blood pressure and monitor quarter hourly

Start IV line but restrict fluid intake to avoid pulmonary and cerebral oedema. Maximum of 30 drops
per minute.

Catheterise, and closely monitor fluid intake and urine output
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Managementof fitting patient:
e Patient should be put in semi prone position so that mucous and saliva can drain out
e Tight fitting dresses around the neck should be loosened or removed
¢ No attempt should be made to insert any instrument into the mouth
e  Administer magnesium sulphater(diazepam) as per regime to control fits
e Aspirate secretions from the mouth and nostrils as necessary
e  Give Oxygen continuously during fit and for 5 minutes after each fit (if available)
e  Fitting should be allowed to complete its course without restirsgrthe patient
e Privacy and dignity of patient must be observgull screens around her

DELIVERY: Delivery is the only cure for preclampsia and eclampsia

e Delivery should take place as
soon as the woma® condition has been stabilized, preferablithin 6-8 hours from first convulsign
or within 12 hours of admission

o Delaying delivery to increase foetal maturity will risk the lives of both the woman and the foetus.

e Delivery should occur regardless of the gestational age Halampsia alone is nan indication for
C/section Get skilled anaesthetic help early; this will also aid the management of hypertensive crises
and fits.

Mode of delivery

Vaginal delivery is recommended:

- If the cervix is favourable(soft, dilated, effaced), rupture the membranes and induce labour using
oxytocin

- If there is no absolute indication for Cesaerian section

- If safe anaesthesia is not available for C/sectionif thefoetus is dead or too premature for survival

If the cewix is unfavourable (firm, thick, closed), ripen the cervix using prostaglandins or a Foley catheter

Caesarean section should be done:

- If vaginal delivery is not anticipatedvithin 8 hours (for eclampsia) or 24 hours (for severe-pre
eclampsia), deliver b§/section

- If there arefoetal heart rate abnormalitieq< 100 or > 180 beats / minute)

- If the cervix is unfavourabldfirm, thick, closed) and thimetus is alive

Postnatal care:
e Continue anticonvulsive therapy for 24 hours after delivery or last convulsion, whichever occurs last.

e Continue antihypertensive therapy as long as the diastolic pressure is 110 mmHg or more.

e Continue to monitor urine outputlf urine output is less thaB00 ml in 24 hours, limit the amount of
fluid intake to 500 mls per 24 hour + an amount equal to the amount of urine passed

e Watch carefully for the development of pulmonary oedema, which often occurs after delivery.

e Life threatening complications canlstccur after delivery. Monitor carefully until the patient is clearly
recovering.

e Consider referral of women who have
- Oliguria (less than 500 ml urine output in 24 hours) that persists for 48 hours after delivery
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- Coagulation failure (e.g. coagulopathy haemolysis, elevated liver enzymes and low platelets
(HELLP) syndrome)
- Persistent coma lasting more than 24 hours after convulsion.

Complications
Complications of preeclampsfeclampsia maynclude the following:

e Abruptio placentaevith disseminated intravascular coagulopathy

e Renal insufficiency or failure

e Haemolysiselevated liver enzyme levels, and low platelet count (or HELLP syndrome)
e Cerebrahaemorrhage

e Maternal death and/ofoetal demise

Prognosis

o Early detection and frequent obstetric assessmand prompt managemennarkedly improves
prognosis.

e Women at risk of preeclampsia must have pre conception care and attend ANC early and regularly

e A history of preeclampsia increasew/aman'’s subsequent risk of vascular disease, including
hypertension, thrombosis, ischemic heart disease, myocardial infarction, and stroke.
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ABORTION

OUTLINE

Definition and classification cdbortion
Epidemiology

Risk Factors for abortion

Diagnosis o&bortion

Complications of abortion and its management
MVA procedure

Follow up and FP

No oo kowdhpeE

Introduction
Abortion isdefined asthe termination of pregnancy by any means, resulting in expulsion of an immature

nonviable foetus of less than 28 weeksmay beearly or late depending on gestation (early up to 12
weeks gestation and late between -EB weeks gestation). Abortion can also be classifiespastaneous

or induced.Induced abortion may be further classified as safe or unddfe.WHO defines unsafeation

as a procedure meant to terminate an unintended pregnancy that is performed by individuals without the
necessary skills, or in an environment that does not conform to the minimum medical standards, .or both

Epidemiology:

Worldwide, the overall abortion rate declined between 1995 and 2003 from 35 to 29 per w@®en of
reproductive age(WRA. This may be attributed to increased contraceptive use, and enhanced post
abortion care services. In contrast, during the same petie unsafe abortiorrate declined minimally

from 15 to 14 per 1,000VRA Almost 95% of msafeabortions occuin women from low resource settings.

Adolescents (women aged 4B9) are estimated to have 2.5 million of the approximately 19 million unsafe
abortions that occur annually in the developing world

It isestimated that 316,560 spontaneous and induced abortions occur in Kenya anndélipr every
1,000WRA Abortion is one of the 5 major causes of maternal mortality in Kenya.

oParagraph 8.2%rom the International Conference on Population and Development (ICPD) Programme of Action 1¢

Ly y2 OlFasS akKzdA#R F02NIiA2y o6S LINRY2GSR F+a I YSGK2R
Prevention of unwanted pregnancies must always be given the highest priority antkalpté should be made to
eliminate the need for abortiod X X @ ¢

Risk factors for spontaneous abortion:
The majority of spontaneous abortions occur early in pregnancy with approximately 80% occurring in the
first trimester.In many cases, there is no specific factor that causes a spontaneous abortion.

However, nore than half of first trimester spontaneous abortions are due to abnormal embryological
development. Other possible factors include: febrile illnesses, systemicgandal infections such as
syphilis, systemic tuberculosis, Chagas disease, rubella virus, cytomegalovirus, herpes simplex virus,
Chlamydia, mycoplasma, toxoplasma gondii, listeria, brucella, maternal chronic disease, hormonal causes,
environmental toxinsdietary causes, anatomic abnormalities, and preghancy occurring while an 1UD is in
place.
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Risk factors for induced abortion:
Contributing factors at individual level

Sexual activity at a young age

Lack of knowledge about family planning

Lack ofknowledge about where to obtain family planning services
Unwillingness to use family planning methods for cultural, religious, social, economic or emotional
reasons (services not perceived as disiEmdly)

Inability to use a contraceptive method effectiye

Contraceptive failure

Lack of awareness about the harmful effects of unsafe abortion

Low educational status (related to lack of knowledge)

Low economic status (leads to lack of access if services are fee paying)
Previous history of unwanted pregnancydasbortion.

Contributing factors at community level

Lack of awareness about the harmful effects of unsafe abortion

Lack of family planning services

Low socioeconomic status

Lack of involvement of men in reproductive health matters, men not willingptoply with
contraceptives

2 2 Y Sy Qstatusesygmay not be able to seek care without permission of partner or older
member of family.

Types of Abortion

Septic abortionis defined as any abortion that is complicated by infection

Habitual or recurrent abortionis when a woman has had three or more consecutive pregnancies ending
in spontaneous abortion.

Missed abortiondescribes a pregnancy where the fetus has died but the fetal tissue and placenta are
retained in the uterus.

Four stages of abortion have been described:

1.
2.

Threatened abortionimplies that pregnancy may continue

Inevitable abortiong implies that the pregnancy will not continue and will proceed to partial or
complete expulsion

Incomplete abortiorg Where productsof conception are partially expelled

Complete abortiorg When products of conception are completely expelled
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Features of the various types of abortiare outlined in the table below:

Diagnosis Bleeding Cervix Uterine size Other signs
Threatened abortion | Slight to moderate | Not dilated Equal to dates Positive pregnancy test
Cramping
Uterus soft
Inevitable abortion Moderate to heavy | Dilated Less than or equal to | Cramping
dates Uterus tender/firm
Incomplete abortion | Slight to heavy Dilated Less than or equal to | Partial expulsion of
dates products of conception
Uterus tender/firm
Complete abortion Slight to moderate | Dilated or closed | Less than dates Complete expulsion of
products of conception
Missed abortion Little or none Closed Less than or equal to | Fetus dead; delayed
dates expulsion
Decrease in pregnancy
signs

Summary of complete Clinical assessment:

History

Obtain the following information, either from the woman or from a relative:
* amenorrhoea - when was the last menstrual period

* bleeding - duration, amount and presence of clots or pieces of tissue

= cramping - duration, severity and location

= abdominal or shoulder pain

= fever, chills, general malaise or fainting

= interference with pregnancy - if and how an attempt was made to stop
the pregnancy

= past obstetrical and gynaecological problems - nature of problems
and how they were managed

= drug allergies - including reactions to local anaesthetic

General physical examination

take and record vital signs - temperature, pulse, respiration and blood
pressure

= note general health of woman - e.g. malnourished, anaemic, poor general
health, check for physical injuries

= cramping - duration, severity and location
= ausculate heart and lungs

= gxamine abdomen - listen for bowel sounds, look for distention and
rigidity, gently palpate for abdominal masses, check for rebound
tenderness!

Pelvic examination

= perform a speculum examination

= remove any visible products of conception from vaginal canal or cervical os
= note the amount of bleeding and whether the cervix is open or closed

= check for vaginal and cervical lacerations

= note if there is a foul smelling discharge

= perform bimanual examination to estimate size of uterus, check for pelvic
masses, pelvic pain (note severity, location and cause of pain)

Adapted from Clinical management of abortion complications: a practical guide. Geneva,
World Health Organization, 1994 (WHO/FHE/MSM/94.1).
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LaboratoryTests and XRays:

Test

Potential use

Haemeglobin and haematocrit

In cases of shock, severe vaginal bleeding, suspected intra-abdominal injury
or anaemia - to assess the Hb level to determine whether or not to transfuse

Blood typing and crossmatching

In cases of shock, severe vaginal bleeding, or suspected intra-abdominal
injury - is done to determine suitability of blood for transfusion

Complete blood count

In cases of shock, infection, suspected intra-abdominal injury, or
coagulopathy - to determine the levels of platelets, white blood cell count in
order to decide on an intervention

Rh testing It should be done to determine the Rh state of the woman so that prophylaxis
treatment against Rh iso-immunization can be done if the woman’s Rh is
negative

Ultrasound In cases of suspected ectopic pregnancy or uncertain uterine size - to

confirm diagnosis

Abdominal x—ray

Only in cases of severe infection or suspected intra-abdominal injury - to
determine and confirm the extent of injury

STl screening and voluntary
counselling and testing (VCT)
for HIV, unless HIV status
already known

Important to offer both tests to all women, but especially important where
pregnancy is associated with violence, in very young girls and in cases of
unsafe abortion

Post Abortion care

e Postabortion care is the care given to a woman who has had an unsafe, spontaneous or legally

induced abortion. It consists of the following components:
e Emergency treatment of complications from a spontaneousrmafe induced abortion
e Family planning counseling and services

e Access to comprehensive reproductive health care, including screening and treatment for STI, RTIs

and HIV/AIDS

e Community education to improve reproductive health and reduce the need for amorti

Management of Shock:

The main aim when managing shock is to stabilize the patient, as follows:

1. Universal measures:

e Make sure that the airway is open;

e (heck vital signs;

e Do not give fluids by mouth as the woman may vomit and inhale or aspirate the vomitus;

Keep the woman warm but do not over heat;

Maintain circulation to vital organs by elevating the legs (either by placing pillows under feet,
elevating foot of the bed oplacing the patient in a trendelenburg positioflgemember if you
elevate the foot of the bed too much, the blood may collect in the uterus rather than be expelled

2. Oxygenif oxygen is available, give by mask or nasal cannulaeSditées per minute
3. Fluids:

Start intravenous fluids immediately; use a large bore needle (i€l8 §auge)

If possible, collect blood samples for hemoglobin and haematocrit and crossmatch;

Gve sodium lactate or normal saline at a rate of 1 litre irg2® minutes (normally it takes
approximately &3 litres, infused at this rate to stabilize a patient in shock).
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e Blood transfusion is required if hemoglobin is 5 g/100 ml or less or haemai®&&es or less.1 No

fluids should be given by mouth.
5. Medication:

e Broad spectrum antibiotics should be started either intravenously or intramuscularly;
e TSIl ydzA G2E2AR FYR FYUGAG2EAY &aK2dAZ R 06S 3IA0S

vaccinatiorhistory.

Management of haemorrhage

This involves the following basic steps
Manage shock as above

Identify site of bleeding

Evauate the uterus

Examine products of conception
Repair cervical /genital tract lacerations
Manage uterine perforations

Referral and transfer as appropriate

NookowdpRE

SPECIFIC MANAGEMENT

Threatened Abortion
e Medical treatment is usually not necessary

Abnormal findings on tissue examination:
-The presence of decidua without villi may
indicate incomplete evacuation of the uterus,
ectopic pregnancy, completed abortion prior
to procedure, or blighted ovum

-Old blood clots, pus, éoul-smelling material
indicate infection/sepsis

-Grapelike clusters indicate the possibility of
a molar pregnancy or hydatidiform mole.

e Avoidstrenuous activity and sexual intercourse, but bed rest is not necessary

e If bleeding stops, follow up in antenatal clinic. Reassess if bleeding reoccurs.

e If bleeding persists, asses for foetal viability (pregnancy test / ultrasound) or ectopic pregnancy
(ultrasound). Persistent bleeding, particularly in the presence of a uterus larger than expected, may

indicate twins or molar preghancy

Inevitable Abortion

e If pregnancy is less than 16 weeks, plan for evacuation of uterine contents. If evacuatiopdssibte
immediately, give oxytocin 10 IU IM and arrange for evacuation as soon as possible

e If pregnancy is greater than 16 weeks, await for spontaneous expulsion of the products of conception
followed by evacuation; if necessary infuse oxytocin 40 unitkL iv fluids at 40 drops per minute to
help achieve expulsion of products of conception

® Ensure followup of the woman after treatment

Incomplete Abortion

o If bleeding is light to moderate and pregnancy is less than 16 weeks, use fingers (@rrépgnge)
forceps to remove products of conception protruding from the cervix
e If bleeding is heavy and pregnancy is less than 16 weeks, evacuate the uterus:
- Manual Vacuum Aspiration is the preferred method of evacuation. Evacuation by sharp
curettage should oly be done if MVA is not available
- If evacuation is not immediately possible, give oxytocin 10 IU IM and arrange for

evacuation as soon as possible
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e If pregnancy is greater than 16 weeks:
- Infuse oxytocinn n dzyAla Ay wm [ AQ BLatatd at 40dyopshdf |- €
minute until expulsion of products of conception occurs
- If necessary, giveisoprostol200 mcg vaginally every 4 hours until expulsion, but do not
administer more than 800 mcg
- Evacuate any remaining products of conception from titerus
e Ensure followup of the woman after treatment

Complete Abortion

e Evacuation of the uterus is usually not necessary
e Observe for heavy bleeding
e Ensure followup of the woman after treatment

Management of Septic abortion
1. Manage Shock
2. ldentify source of infection
3. Choice of antibiotics:
If severe infection involving deep tissue, give:
- Ampicillin 2 g IV stat every 6 houend
- Gentamicin 5 mg/kg body weight IV every 24 hoasd
- Metronidazole 500 IV every 8 hours.
If infection does not involve @ tissue, give:
- Amoxicillin 500 mg orally 3 times a day for 5 days]
- Metronidazole 400 mg orally 3 times a day for 5 days.
- Gentamicin 5mg/kg body weight IV every 24hours for 5 days.
4. Tetanus Immunoprophylaxis
5. If the woman has not been fully immunizefbr tetanus within the last 10 years or is unsure of her
vaccination status, tetanus vaccine and tetanus antitoxin should be given.
6. Evacuate the uterus
Examine products of conception
8. Referral and transfer

N

Procedure of Manual Vacuum Aspiration

The management of incomplete abortion almost always includes evacuation of retained products of
conception from the uterus. MVA is a simple, eeffective procedure involving the use of suction to
remove tissue and blood through a cannula and into a ggrinThe procedure is highly effective in
removing retained products of conception from the uterus and is associated with a low complication rate.
It is an effective method of treatment for uterine sizes up to 12 weeks. MVA does not rexjgieeeral
anestteticand can be performed in an examination or procedure room, rather than in an operating room.

Certain serious complications resulting from unsafe abortion, such as shock, uterine perforation or sepsis
must be identified and treated before uterine ewstion is attempted. It is also contraindicated in large
fibroids. MVA should be used with caution in the following cases and only in health facilities with full
emergency backup: History of bleeding disorder, hemodynamic instability due to cardiac dassehse
severe anemia.
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MVA
e Explain the procedure to the patient. e  Withdraw the cannula 1cm away from the fundus
. Provide emotional/verbal support and e Attach the prepared syringe to the cannula
encouragement throughout the procedure e Release the pinch valve on the syringe
. Maintain aseptic technique e Evacuate any contents of the uterine cavity by gent
e  Gyve Pethidine 50mg IM 30 minutes before the rotating the cannula and syringe
procedure at hospital level ddiclofenac/lbuprofen | e  Check for signs of completiorefl or pink foam, no
at Health Centre level Y2NB (A&aadzS Ay OF yydz |
e Assemble the equipment e  Gently withdraw the cannula and detach the cannu
. Perform 6 swab technique to clean the vulva and from syringe
vagina with chlorhexidine e Quickly inspect the products of conception
e  Perform bimanual pelvic examination e Give Oxytocin 10 IU IM
e Insert the speculum gently and remove the visible | ¢  Process the MVA equipment according to standard
products of conception e Observe tle client / patient for 30 minutes
e  Clearthe cervix e  Complete the counselling process including Family
e  Examine the cervix for tears, lacerations, etc. Planning and provision of the chosen method
. Put single tooth tenaculum or vulsellum forceps on| e  Documentation
anterior lip of cervix
e  Gently apply traction on the cervix and insert cann
slowly into uterine cavity until it touches the fundus
(not more thar 10cm)

Complications of Abortions

It is estimated that between 10% and 50% of all women wkperience unsafe abortion need medical
care for complications.

The most common complications are incomplete abortion, sepsis, hemorrhage andliatoaninal injury

(e.g. puncturing and tearing of the uterus).

Common longerm health problems caused by sa&fe abortion includeanemia, chronic pain, pelvic
inflammatory disease, tubal blockage and secondary infertility.

Other potential consequences of unsafe abortion include ectopic pregnancy and an increased risk of
spontaneous abortion or premature deliwein subsequent pregnancies.

Abortion is one of the five major causes of maternal death

Management of complications of abortion

Symptoms and signs Complication Management
e Lower abdominal pain Infection / sepsis Begin antibiotics as soon as possible before
¢ Rebound tenderness attempting manual vacuum aspiration
e Tender uterus
e Prolonged bleeding Ampicillin 2g 1V 6hrly
e Malaise plus
e Fever Gentamycin 5mg/kg IV daily
e Foul smelling vaginal discharge plus
e Purulent cervical discharge Metronidazok 500 mg IV 8hrly
e Cervical motion tenderness . . .
Until the patient is fever free for 48 hours
Cramping / abdominal pain Uterine, vaginal or Perform alaparotomy to repair the injury and
Rebound tenderness bowel injury perform MVA simultaneously.
Abdominal distension
Rigid (tense and hard) abdomen Seek further assistance is required.

Shoulder pain
Nausea / vomiting
Fever
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Follow up of women who have had an abortion

o Before discharge, tell a woman who has had a spontaneous abortion that spontaneous abortion is
common andoccurs in at least 15% of clinically recognised pregnancies. Also reassure the woman that
the chances for a subsequent successful pregnancy are good unless there has been sepsis or a cause of
the abortion is identified that may have an adverse effect doreipregnancies (rare).

e Some women may want to become pregnant soon after having an incomplete abortion. The woman
should be encouraged to delay the next pregnancy until she is completely recovered.

e |tis impotant to counsel a woman who h&sd an unsafabortion. If pregnancy is not desired, certain
methods of family planning can be started immediately (within 7 days) provided:

0 There are no severe complications requiring further treatment
o The woman receives adequate counselling and help in selectingdabeappropriate family
planning method

Post Abortion Family Planning:

Ovulation can occur as early as two to four weeks after an abortion. Approximately 75% of women who
have had an abortion will ovulate within six weeks of the abortion. After atfinsester abortion,

ovulation often occurs within two weeks, and after a second trimester abortion, within four weeks.
Therefore, there is an immediate need for contraception for women who do not want to become
pregnant, or for health reasons should delsgcoming pregnant.

There is no medical reason to limit the choice of contraceptive methods available to women after
treatment for abortion. All methods can be considered for use after abortion, providing there are (a) no
complications requiring further &gatment, (b) appropriate screening is provided for the contraindications
to each method, and (c) good counseling is offgisee methods below)

Method Timing after abortion Remarks

Fitted barriers used | Diaphragm can be fitted immediately May provide some protection against

with spermicides after first trimester abortion STls; protection against HIV should not be
(diaphragm) cervical assumed

cap After second trimester abortion, fitting

should be delayed until uterus returns to
pre-pregnancy size (in 6 weeks)

Fertility Not recommended for immediate No protection against STI/HIV
awareness-based post-abortion use
methods

Women can use calendar-based
methods as soon as they have
completed three post-abortion menses

Tubal occlusion Tubal occlusion (mini laparotomy Performing tubal occlusion after a first
or laparoscopy) can be performed trimester incomplete abortion is similar to an
immediately after an uncomplicated interval procedure
abortion
After a second trimester incomplete abortion,
In cases of post-abortion sepsis or it is similar to a postpartum procedure
fever, severe post-abortal haemorrhage,
severe trauma to the genital tract or Adequate counselling and informed
acute haematoaetra, the procedure must | decision-making and consent must go before
be delayed until satisfactory treatment voluntary sterilization procedures (tubal
has been completed andfor injury has occlusion or vasectomy); however this is often
healed not possible at the time of emergency care

No protection against STI/HIV
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Method

Timing after abortion

Remarks

Oral contraceptives
Combined oral
contraceptives (COCs)
and Progestogen only

Start COC or POP use immediately,
preferably on the day of treatment

Can be started immediately, even if infection
is present

If adequate counselling and informed
decision-making cannot be guaranteed, delay

pills (POPs) starting pills and provide condoms in the
meantime
Mo protection against STI/HIV infection
Injectables May be given immediately Can be started immediately, even if infection
Depot medroxy is present

progesterone aretate
(DMPA), Norethisterone
enantate (NET-EN)

If adequate counselling and informed
decision-making cannot be guaranteed, delay
first injection and provide condoms in the
meantime

Mo protection against STI/HIV

Implants
Levonogestrel and
etonorgestrel

May be given immediately

Can be started immediately, even if infection
is present

If adequate counselling and informed
decision-making cannot be guaranteed, delay
first insertion and provide condoms in the
meantime

Access to a provider who is skilled in
insertion and removal is necessary

Mo protection against STI/HIV

IUD
Intra uterine device

First and second trimester abortion:
|UDs can be inserted if risk or presence
of infection can be ruled out

Delay insertion until serious injury is
healed, haemorrhage is controlled and
acute anaemia improves

Uterine performation can occur during
insertion

If adequate counselling and informed
decision-making cannot be guaranteed,
delay insertion and provide condoms in the
meantime

Access to a provider who is skilled in
insertion and removal is necessary

Mo protection against STI/HIV

There is some concern about the risk of
expulsion after second trimester abortion

Non-fitted barriers
and spermicides
(condoms, foam, cream,
film, tablets, gel)

Start as soon as intercourse is resumed
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Intercourse should be delayed until bleeding
has stopped (5 to 7 days)
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Postabortion contraception: guidelines for contraceptive use by clinical condition

Clinical condition

Precautions

Recommendations

Confirmed or presumed
diagnosis of infection:

signs and symptoms
of sepsis/infection

signs of unsafe or
unclean abortion

unable to rule out
infection

IUD: Do not insert until risk
of infection ruled out, or
infection has completey gone
(approximately three months
after completion of treatment)

Female voluntary
sterilization: Do not

perform procedure until risk
of infection ruled out, or
infection has completely gone
(approximately three months
after completion of treatment)

Oral contraceptives (COCs and POPs) can begin
use immediately

Patch and ring can begin use immediately
Implants can begin use immediately

Injectables (DMPA, NET-EN) can begin use
immediately

Condom can be used when sexual activity is
resumed

Diaphragm can be used when sexual activity is
resumed

Spermicides can be used when sexual activity is
resumed

Injury to genital tract:

uterine performation
(with or without bowel
imjury)

serious vaginal or
cervical injury,
including chemical
burns

IUD: Do not insert until
serious injury has healed
Diaphragm: Do not use until
vaginal or cervical injury has
healed

Spermicides: Do not use
until vaginal or cervical injury
has healed

Ring: Do not use until
wvaginal or cervical injury has
healed

Oral contraceptives (COCs and POPs) can begin
use immediately

Patch and ring can begin use immediately
Implants can begin use immediately

Injectables (DMPA, NET-EN, Cyclofem, Mesigyna)
can begin use immediately

Condom can be used when sexual activity is
resumed

Diaphragm can be used when sexual activity is
resumed (can be used with uncomplicated uterine
perforation}

Spermicides can be used when sexual activity is
resumed (can be used with uncomplicated uterine
perforation)

Severe bleeding
(haemorrhage) and
related severe anaemia
(Hb<7 gm/dl or Hct<20)

IUD: {inert or copper-bearing):
Delay insertion until acute
anaemia improves

Female voluntary
sterilization: do not perform
procedure until the cause of
haemorrhage or anemia has
been resolved

Oral contraceptives (COCs and POPs) can begin
use immediately

Implants can begin use immediately

Injectables (DMPA, NET-EN): Can begin use
immediately

Patch and ring can begin use immediately
IUD (progestogen-releasing) can be used with
severe anaemia (decreases menstrual blood loss)

Condom can be used when sexual activity is
resumed

Diaphragm can be used when sexual activity is
resumed

Spermicidies can be used when sexual activity is
resumed
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ECTOPIEREGNANCY

OUTLINE

Definition/explanation of ectopic preghancy

Incidence and Risk factors

Diagnosis of ectopic preghancy

Immediate and subsequent management of a patient with ectopic pregnancy
Complications of ectopic preghancy

o~ wnNPE

Definition of ectopicpregnancy and anatomical sites

In ectopic pregnancy, implantation occlwasa site other than the endometrial lining of the uterine cavity,
e.g. in the fallopian tube, uterineornug cervix, ovary, abdominal or pelvic cavity. All ectopic preghancies
evertually rupture or involute An ectopic pregnancy is a medical emergency and if not treated may lead to
death.

Classification:

I.  Tubal ectopic The most common site for ectopic implantation is the fallopian tube (more than
90%), followed by the uterineornua. Tubal ectopic pregnancy is caused by a combination of
retention of the embryo within the fallopian tube due to impaired embitybal transport and
alterations in the tubal environment allowing early implantation to occur.

II.  Non Tubal ectopic pregnary. Two percent of ectopic pregnancies occur in the ovary, cervix, or
are intraabdominal. Maternal morbidity and mortality from extraterine pregnancy is high as
attempts to remove the placenta from the organs to which it is attached usually lead to
uncantrollable bleeding from the attachment site.

lll.  Heterotopic pregnancyThis is rare. It occurs when there are two fertilized eggs, one outside the
uterus and the other inside. The uterine pregnancy is usually discovered later than the ectopic.

IV. Persistent eabpic pregnancy This refers to the continuation of trophoplastic growth after a
surgical intervention to remove an ectopic pregnancy.

Incidence and risk factors

The overall incidence of ectopic pregnancy is about 2% of all pregnaincig8-1/2 of cases no risk factor
is identified.The incidencéncreases as maternal age increases. Otisl factorsinclude previouspelvic
inflammatorydisease previoustubal surgerypreviousectopic pregnancy, cigarette smoking gmevious
inducead abortion. Ectopic pregnancy may occur any time from menarche to menopblaseever about
40% occur in women between ages 20 and 29 years. Overof ¥¢topic pregnanciesre diagnosed
before the 12th week of gestation.

Diagnosis of ectopic
A high indexof suspicion is required for diagnosis of ectopic pregnancgtfEsymptoms are either absent
or subtle. Clinical presentation of ectopic pregnancy occurs at a mean of 7.2 weeks after the last normal
menstrual period. Early signs include:
e Pain in the loweabdomen, and inflammatiotThis is usually mild
e Dysuria Pain while urinating
e Mild vaginal bleeding, usually mild.
e Pain while having a bowel movement
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Patients with a late ectopic pregnancy typically experience pain and bleeding.
External bleeding is @uto the falling progesterone levels.
Internal bleedingl{fematoperitoneun) is due to hemorrhage from the affected tube.

Symptoms and signs differ according to stageupture:

An un-ruptured ectopic pregnancy may be difficult to diagnose. Tpatient may only complain of
vaginal spotting, intermittent abdominal pain andrmalpregnancy symptoms (amenorrhoea, nausea,

vomiting, etc.)

In a slow leaking ectopicpregnancy,an ammenorrhoeigoatient usuallyabdominal pain,and may
experience faintingattacks. She may be paléypotensive,and will havetachycardia,abdominal

distension withtendernessguarding / rebound; pain ogervical motion and adnexal tenderness.

Anacutely ruptured ectopicpatient may, in addition to the above, present with signs and symptoms

of shock

Differential diagnosis

Presenting

symptoms and othe|
symptoms typically present

Symptoms and signs sometimes present

Probable Diagnosis

Abdominalpain

THREATENED ABORTION

e Amenorrhoea
e Light bleeding
e Closed cervix
e Uterus slightly larger than normal
e Uterus softer than normal
e Abdominal pain Fainting ECTOPIC PREGNANCY
e Light bleeding Tenderadnexal mass
e Closed cervix Amenorrhoea
e Uterus slightly larger than normal Cervical motion tenderness
e Uterus softer than normal
e  Abdominal pain Palpable, tender discreet mass in OVARIAN CYST
e Adnexal mass on vaginal examinati lower abdomen
Light vaginal bleeding
. Abdominal pain Abdominal distension APPENDICITIS
. Low grade fever Anorexia
. Rebound tenderness Nausea/vomiting
Paralytic ileus
Increased white blood cells
No mass in lower abdomen
Site of pain higher than expected
. Dysuria Retropubic osuprapubic pain CYSTITIS
. Increased frequency and urgency
pass urine
. Abdominal pain
. Dysuria Retropubic or suprapubic pain ACUTE
o Spiking fever and chills Loin pain/tenderness PYELONEPHRITIS
. Increased frequency and urgency Tenderness in rib cage
. to pass urine Anorexia
. Abdominal pain

Nausea/Vomiting

Low gradefever/chills
Lower abdominal pain
Absent bowel sounds

Rebound tenderness
Abdominal distension
Anorexia
Nausea/vomiting
Shock

PERITONITIS
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Investigations

An ectopic pregnancy should be considered in any woman with abdominal pain or vaginal bleeding who
has a positivepregnancy test

e Pregnancy test Measurement of the urine 3 human chorionic gonadotrophin is about 99 %
positive for pregnhancy and ectopic. Note that a negative pregnancydtest not rule outectopic
pregnancy.

e If onparacentesis or culdocentesisn-clotting blood is obtained, thigmdicates ruptured ectopic

e Ultrasonography Anultrasoundshowing agestational saevith fetal heart in thefallopian tubeis
clear evidence of ectopic pregnancy.

e Alaparoscopyor laparotomy can also be performed to visually confirm an ectopic pregnancy

Management

Untreated ectopic pregnancy is fatal to the motheloweverif treatment occurs before rupture, maternal
death is rare.

Medical management:

Early treatment of an ectopic pregnancy wittethotrexateis a viable alternative to surgical treagmit

since at least 1993. If administered early in the pregnancy, methotrexate terminates the growth of the
developing embryo; this may cause aportion, or the tissue may then be either @bed by the woman's
body or pass with enenstrual period

Immediate Management

¢ [fthe patient is in shock, manage accordingly

¢ Ifin a peripheral facility, stabilise patient and refer to a hospital thataféar surgical services

e Take blood for cross matching and arrange for immediate laparotomy. Do not wait for blood before
performing surgery.

e At surgery go straight for the eqbec gestation and stop the bleeding. If the damage to the tube is
extensive perform salpingectomy. If the damage is minimal and further fertility desired perform
salpingostomy.

e Auto transfusion may be considered if significant haemorrhage occurs anddbd Is fresh and free
from infection and clots.

Subsequent Management

e Provide counselling on future fertility, risk of repeat ectopic pregnancy
e Provide contraceptiorinformation / servicedefore discharge.

e Correct/prevent anaemia as appropriate

e Provicke nutritional and dietary counselling

e Arrange for a follow followp visit in 1 week
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Complications of ectopic preghancy

e Haemorrhagic shock

e Anaemia

e Pelvic adhesions, chronic pelvic pain

e Secondary infertility

e Increased risk of repeat ectogicegnancy
e Maternal death

Prognosis

Fertility following ectopic pregnancy depends upon several factors, the most important of which is a prior
history ofinfertility.

The treatment choice, whether surgical or nonsurgical, also plays a role. For example, the rate of
intrauterine pregnancy may be higher following methotrexate compared to surgical treatment.

Rate of fertility mayalsobe better following salpingostomy thasalpingectomy
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Multiple pregnancies

OUTLINE
1. Introduction: (definition, epidemiology)
2. Diagnosis
3. Differential diagnosis
4. Investigations
5. Management
Introduction:

Multiple pregnancy isvhen there isa pregnancyvith morethan one foetus. Twin pregnancy is the most
common form of multiple pregnancy.

Symptoms and signs

e A positive family history of twins

o Exaggerated symptoms of preghancy (hyperemesis gravidaruregampsia)
e Uterus greater than gestational age

e Globular werus

e Two or more foetal hearts

e Heads feel smaller than the dates would indicate

Differential diagnosis

e Large single foetus

e Wrong dates

e Polyhydramnios

e Obesity of the mother
e Hydrocephalus

e Uterine / ovarian mass

Investigations
e Ultrasonography
Management

e If twins are expected, refer to facility that can provide Comprehensive Emergency Obstetric and
Newborn Care
e Screen for possible complications, e.g.-potampsia, anaemia, etc.
e Reasons for admission are:
- To ensure bedest
- For women who have no accessdmergency transport
- Polyhydramnios
- Preterm labour
- Anaemia
- APH
- Hypertension in pregnancy
- Poor past obstetric history
- Malpresentation of the first twin
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Labour

Allow spontaneous labour only if the first twin is presenting cephalic. If the first babyadpaesentation,

CS should be performed.

e Setup an IV line and take blood for grouping and cross matching

e Ensure preparedness of neonatal / paediatric unit

e No oxytodcs should be administered after delivery of first baby

o After delivery of the first babygscertain lie of second baby. If longitudinal, rupture the membranes
and wait for spontaneous delivery of second baby

e Continue foetal monitoring

e |f no contraction within 10 minutes, put up oxytocin drip to augment labour and deliver second baby.

e In caseof retained subsequent baby (>30 minutes after delivery of first twin), consider C/section

e Palpate uterus and ensure that there is no baby before giving oxytocin

e Conduct active management of third stage of labour

e Examine placenta(s) for consanguinity agdasity

e Continue with IV oxytocin for one hour after delivery of placenta

Note

e Twin pregnancies pose serious risks to the woman and the foetuses. The risk of stillbirth is ten
times higher in each twin foetus than in a singleton foetus. Neonatal miyrtei also higher,
mainly because 50% of twins are born preterm and many are growth retarded. Twin foetuses may
suffer from discordant growth and twito-twin transfusion syndrome, sometimes in combination.
These and other complications are more often seemonozygotic twins.

e Triplets and higher order multiples are increasingly vulnerable. Women carrying twins more often
develop anaemia, preeclampsia, hyperemesis and polyhydramnios, and will experience more peri
partum complications. With advancing pregity they will be increasingly burdened by physical
work. SicKkeave will relieve them of undue strain, but bed rest has not been shown to be
beneficial.

e As soon as a twin (or higher order) pregnancy is diagnosed or suspected, the woman should be
referred to a comprehensive facility. Ideally, referral centres should be equipped with an
ultrasound scanner for diagnosis and monitoring. Further antenatal care should be as advised by
the specialist obstetrician. Provision of care may then be shared betweepriimary care and
referral centres.

e Advice is crucial for women pregnant with twins. Preparing for labour and delivery at the hospital
should involve prior contact with the obstetrical unit to prepare a plan for adequate and
immediate transportation in casef labour or complications (e.g. passage of amniotic fluid or
bleeding), and to emphasize that birth is likely to be preterm. The woman should be given
appropriate advice, both verbally and in written form. Sielkve during the third trimester should
be considered, especially for women with physically strenuous work.
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[ Session 1: Malaria in Pregnancy 1

Outline

Introduction

Definition of malaria

Clinical features of malaria
Effects of malaria in pregnancy
Preventionof malaria in pregnancy
Treatment of malaria iPregnancy

I o

INTRODUCTION

Malaria is a disease caused by parasites of the genus Plasmodium. NatiBlesiyodium falciparuns

the predominant species accounting for 98.2 per cent of all infectiglagaria 5 one of the major diseases

of public health significance in this countiy.causes5 times more illness than TB, AIDS, measles and
leprosy combined. It is responsible for-246% of hospital admissions and 2Z&% of outpatient clinic
visits. In Kenya ahe, 96 children die daily from malaria. It is also a major cause of maternal morbidity and
mortality, accounting for 10% of maternal deaths. By preventing malaria during pregnancy an estimated
25,000lives could be saved each year.

Kenya has four malaripidemiological zones, with diversity in risk determined largely by altitude, rainfall
patterns and temperature. The zones are:

1. Endemic:Areas of stable malaria have altitudes ranging from 0 to 1 3@@ers around Lake
Victoria in western Kenya and in the coastal regidimansmission is intense throughout the year

2. Seasonal transmissionArid and semarid areas of northern and soudmastern parts of the
country experience short periods of intense malarengmission during the rainfall seasons.

3. Epidemic prone areas of western highlands of Kenydalaria transmission in the western
highlands of Kenya is seasonal, with considerable -iegear variation. Epidemics are
experienced when climatic conditiofesvor sustainability ominimum temperatures around 18

4. Low risk malaria areasThis zone covers the central highlands of Kenya includeigobi. The
temperatures are usually too low to allow completion of the sporogamnicle of the malaria
parasite in thevector.

Approximately 1.5 million women become pregnant each year in Kenya, majority live in areas of moderate
to intense transmission of malarigPregnant women are especially vulnerable to malaria infectidfects

of MIP are greatest in primigravidsecond pregnancy and HIV positive pregnant wonvéamen without

pre existing immunity those living in a nonendemic malaria area) are susceptible to more severe
complications of malarjawhereaswomen with acquired immunity to malari@hose living in Mkria
endemic areasjre at a higher risk for developing severe anaeamd its consequences.
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2009 Malaria Endemicity Map

P. faiciparumprevalence (%)

Clinical features of malaria

Uncomplicated Malaria:

This is characterized by fever in the presence of peripheral parasitaemia. Other features may include chills,
profuse sweating, muscle pains, joint pains, abdominal pain, diarrhoea, nausea, vomiting, irritadslivy
appetite and splenomegaly In pregnancy, falséabour may occurThese features may occur singly or in
combination.

Severe malaria:
This is a life threatening manifestation of malaria, and is defined as the detectBnfafciparumn the
peripheral blood in the presence of any afeoor more of the clinical or laboratory features listed below:
e Prostration (inability or difficulty to sit upright, stand or walk without support jpeason normally
able to do sd
e Alteration in the level of consciousness (ranging from drowsiness to clm®@p)
e Cerebral malaria (unrousable coma not attributable to any other cause in a patientalgiparum
malaria)
o Respiratory distress (acidotic breathing)
e Multiple generalized convulsions (2 or more episodes within a 24 hour period)
e Shock (circulatory dlapse, septicemia)
e Pulmonary edema
e Abnormal bleedig (Disseminated Intravasculandgulopathy-DIQ
e Jaundice
e Haemoglobinuria (black water fever)
e Acute renal failure presenting as oliguria or anuria
e Severe anemia (Hemoglobin < 5g/dl or Haematocrit < 15%)
e Hypoglycemia (blood glucose level < 2.2.mmol/l)
e Hyperlactataemia
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Investigations:

A In all pregnant womenwith fever or history of fever the use aparasitological diagnosiss
recommended.

A At health facilities where malaria diagnostics (microscopRDT) are not available, patiewith fever
or history of fever in whom the health worker suspects malaria and has eliminated other possible
causes of fever, should be presumptively classified and treated as malaria.

Effectsof Malaria in pregnancy

Mother:

Pregnant women are at higher risk from malaria infection and its harmful effaténg pregnancy a
woman also loses some of the ability to fight the infectibns exercabating her risk of morbidity and
mortality. The malaria parasite in the dd of the mother hides in the placenta arfnce malaria
parasites may not beetectedwhen you take a finger blood sample. The parasites hwyeverstill be
present and cause damage to the placenta.

The major health effect of malaria on the mother ietdevelopment of anaemid2 ¢ 15% of severe
maternal anaemia is attributable to malaridjalaria causes anaemia by destroyihg red blood cells of
the mother. Thissugments maternal ill health and increadeer risk of dyingSevere anaemia manifesits
approximately 6,00@rimigravida in Kenya (MOH, GOK 1998&ituation analysis for Kenya). Haemorrhage
complicating malariaelated anaemia during pregnancy contributes significantly to maternal mortality.
Malariarelated anaemia is estimated to causermany as 10,000 maternal deaths in Afeaahyear.

Malariaalsoincreases the risk of prematutabour(8 ¢ 36% of preterm delivery is attributable to malaria)

Baby:

Malaria infection poses a risk to the unborn child leadingpontaneousabortion, stillbirth, congenital
infection, low birth weight Up to 30% of preventabldow birth weight is attributable to malaria);
prematurity and intrauterine growth retardation(13 ¢ 70% of intrauterine growth retardation is
attributable to malaria)lt causes & % of neonatal deaths.

Prevention of malaria in pregnancy

The goal of prevention of malaria in pregnancy is to reduce maternal and perinatal morbidity and mortality
associated with malaria. The strategies in prevention of malanmegnancy are integrated in the overall
antenatal care (ANC) package for maternal health. They include the provision of:

e Intermittent preventive treatment for malaria in pregnancy (IPTp)

e Long lasting Insecticidal Nets

e Provision of prompt diagnosis and ttezent of fever due to malaria

e Health education
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Intermittent Preventive Treatmentfor Malaria in Regnhancy

IPTp is the presumptive provision of a full treatment course of an efficacious antimalarial at specific
intervals during pregnandyegardlesof whether the woman is infected or not)PTp has been shown to
reduce the risk of placental infection and the associated risk of maternal anaemia, miscarriage, premature
deliveries and low birth weight. The current recommended medicine for IPTp ide@sald sulphadoxine/
sulphalene 500mg and pyrimethamine 25mg.

IPTp is recommended in areas of high malaria transmission

Administer IPTp with each scheduled vidier quickeningto ensure women receive a minimum

of 2 doses

IPTp should be given at an intal of at least 4 weeks (1 month)

IPTp should be given under directly observed therdp®T in the antenatal clinic and can be

given on an empty stomach.

SP as IPTp is safe up to 40 weeks pregnancy and late dosing is beneficial for women presenting late
in pregnancy

Folic acid tablets should NOT be administered with SP given for IPTp and if need be, may be taken
14 days following administration of IPTp

Before SP is given

Ask if the woman has haany allergic reaction e.@ severe skin rash or mucous meraibe
reaction to a sulpha drug

If the client does not know whether she has had a reaction to sulpha drugs it is safe to presume
that they have not had a serious reaction

If the woman hasad aserious skin or mucous membrane reactido,not give SP

If a patient is allergic to SP
A Unfortunately, noalternative to SP for use as IPT for pregnant women has been approved.
A If your client is allergic to SP:

0 Carefully counsel her about symptoms of malaria and early seeking of treatment,

0 Monitor her for anaemia and ensure that she knaWwat she has to promptly return to the
clinic if she develops symptoms of anaemia or malaria

0 Minimizeher risk for anaemia from other causes such as iron deficiency, hookworm, etc. by
appropriate diet, supplements and medication.

0 Advice her to sleep under dnsecticidetreated net (ITN).

o If she becomes symptomatior malariatreat herappropriately

IPT in HIV positive Women

HIV infection during pregnancy increases the risk of the complications of malaria in pregnduiey
malaria infection during pregnancy particularly placental malaria increases the risk of mother to child
transmission of HIV.

Women known to be HIV infected or with unknown HIV status living in areas of high HIV
prevalencg>10% among pregnant women) should receive at |I@aktses of IPTp.

Pregnant womerwho are HIV positive and are on daily cotrimoxazole chemoprophylaxis should
not be given SP for IPTp

Pregnant women who are HIV positive and are also taking antiretrdieghpy for PMTCT who

are not receiving cotrimoxazole should receive IPTp with SP.
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Long Lasting Insecticidaldts
A study in an area of high malati@nsmission in Kenya has shown that women protected by ITNs every
night during their first four pregnancies produce 25% fewer underweight or premature babies. In addition,
ITN use benefits the infant who sleeps under the net with the mother by decreagpasure to malaria
infection. Therefore the service provider should ensure that:
e Each pregnant woman living in a malaria risk area receives a free LLIN at the first contact visit to
the ANC
e Each pregnant woman is shown how to hang the LLIN and encoutagese the net each and
every night during her pregnancy and thereafter.
e LLIN alsdill lice, ticks, and pests such as bedbugs and cockroaches
e LLIN are not a substitute for IPTp and vice versa. Both must be used in order to achieve maximal
benefits in thereduction of both maternal and perinatal morbidity and mortality

Health Education

Continuous maternal health education should be provided at the ANC encouraging use of all interventions
and services and encouraging the pregnant woman to attend all A€ as scheduled.

Treatment of Malaria in preghancy

First trimester

The recommended treatment for uncomplicated malaria in the first trimester isday7therapy of oral
quinine. Do not withhold artemethelumefantrine or any other treatment in 1stimester if quinine is not
available. Malaria if untreated can be fatal to the pregnant woman.

Second and third trimesters

Artemetherlumefantrine is the recommended treatment in the 2nd and 3rd trimesters. Oral quinine may
also be used but compliance must be ensured.

Artemetherlumefantrine (AL) currently available as afoomulated dispersible tablet containing 20 mg of
artemether and 120 mg of lumefantrine. This is administered asdasg regimen given over three days
(that is 4 tablets stat, repeat after 8 hours, 24hrs, 36hrs, 48hrs and 66HK)AIDSatients withMalaria
should be managed according to the saragimen.

Second line treatment in all age groups
The recommended second line treatment for uncomplicated malaria in Kenya is dihydroartemisinin

piperaquine (DHAPQ). This is currently available as a folese combination with adult tablets
containing 40 mg oflihydroartemisinin and 320 mg of piperaquinehese are administereds three (3)
tabletsonce daily for three days

Treatment of Severe MIP
The recommended medicine for severe malaria in pregnancy is parenteral quinine or parenteral

artemisinins (arterather or artesunate). The preferred route of administration is the intravenous route for
quinine and artesunate. However the intramuscular route can be used as an alternative where intravenous
route is notfeasible.Administration of quinine to pregnant vwoen should be closely observed as it can
induce premature labour.
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Quinine administration in adults

Quinine should only be given as an intravenous infusion and NEVER given as an intravenous (bolus)
injection.
wTheLoading dose should be omittedghtient has received quinine in the last 24 hours os ha
received mefloquine in the last 7 days
w VAdZAYAYS A& y2i O2yiNIAYRAOIGSR Ay aS@OSNB |y
w LYy NByYylIf AyadZFFAOASyOe (GKS R2aS 2F ljdAyAyS
w Ly KSLI GAO Ay adzF Fshdldl BeyfeOuead byi2B% R2aS 2F ljdzA yA
w | &8LR3IteOSYAl Aa | LRIGSYGAltf aARS STFSOG 27
andtherefore quinineshould be administered in a glucose containing infusion.

Administer quinine as follows:
w ! {21 & yuhiAe 2Rragkd(maximum 1200mg) diluted in 15mis/kg (maximum 500ml) of
isotonic solution (5% dextrose or normal saline) is given intravenously to run over 4 hours.
w y K2dz2NE FNBY O02YYSyOSYSyid 2F (GKS AyAuAlf R
diluted in 10mls/kg (maximum 500ml) of isotonic solution (5% dextrose or normal saline) to run
over 4 hours.
w WSLISFG tnyY3dk]13 ldAYyAYyS AyFdzaizy SOSNE y K2d:
w C¢CKSNBI TiSNI I arorfethediuBelaSrin®@ldadgiven 2 F
w ''fGSNYylFIGA@StEe 2NIf ljdAyAyS Aa O2yGAydzsSR i
a total of 7 days treatment, in combination with clindamycin or doxycycline also for 7 days.
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Common causes of anaemia
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Effects of anaemia in pregnancy

Management of anaemiduring pregnancy and labour
Prevention of Anaemia

© N O wWDdE

Introduction

Anaemia is one of the most frequently observed nutritional deficiency diseases in the world today. It is
especially prevalent in women of reproductive age, particularly during pregnancy where it is often a
contributory cause of maternal death. In areas whenalaria is prevalent, the number of women affected
increases. The prevalence of anaemia in rural Kenya was found to be 7.4%t(8in&P84). It is a major
obstetric complication in Kenya and one of the commonest medical condition encountered during
pregnancy.

During pregnancydelay intreatment is common with large numbers of those affected being seen for the

first time with severe degrees of anaemia. Consequently, pressure on the health services rises and
treatment costs increase, while maternatchfoetal lives are lost on a large scale. After the puerperium,
0KS RSOAfAGIGAY3 SFFSOG 2F IylFSYAl dzyRSNXYAyYySa ¢+
reduces their ability to care for their homes and look after their children.

Definition of anaemia

Anaemia is a disorder characterised by blood haemoglobin concentration lower than the defined normal
level and it is usually associated with decrease in circulating mass of red blood cells. This may result from
decreased generation of red blo@ells,or from their premature destruction, or from loss through chronic
blood loss or haemorrhage.

Classification of anaemia
In Kenya, maemia is diagnosed when the Hb ééwf pregnant women is below 1§m/dl and can be
grouped as follows:

o Mild: Hb 8.1¢ 9.9 gMdl ( mucous membranes look slightly pale
e Moderate: Hb 51 g¢ 8.0 d dl (mucous membranes are moderate pple
e Severe: Hb kss or equal t®& ¢/ dl (mucous membrane markedly pale

Causes of anaemia

During pregnancy, the growth of the foetus and the placenta and the larger amount of blood circulating
blood in the expectant mother lead to an increase in the demand for nutrients, especially iron and folic
acid. The fact that most women start pregnancgtwdepleted body stores of these nutrients mean that
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their extra requirements are even higher than usual.

The total iron needed during the whole pregnancy is estimated at 1000mg. The daily requirement of iron
as well foic acidis six times greater for@oman in the last trimester of pregnancy than for a non pregnant
woman. This need cannot be met by diet alone, but it is derived at least partly from maternal reserves. In a
well nourished woman about half of total requirement of iron may come from itones. When these
reserves are already lodue to malnutrition malariaand /or frequent pregnanciesanaemia results.
Common causes are classified as shown below:

(a) Physiological anaemia
This is due to the disproportionate increase in plasma volume #tioel to the red blood cell mass
during pregnancy.

(b) Dietary causes
. A lowdietaryintake of iron, folic acid and proteins
o Faultyabsorption of nutrients such as iron, folic acid and proteins

(c) Obstetrical and gynaecological reasons
e Pregnancy related bloddss (Abortions, Ectopic Pregnancy, APH, PPH
e Menorrhagia
¢ Increased demand (multiple pregnancy, frequent child birth)

(d) Nonobstetrical reasons

Frequent attacks of malaria

Dysentery

Hook worm infestation

Urinary tract infections including bilharzia

(e) Chraic illness
e Bleeding Disorders
e  Pulmonary Tuberculosis
e Pre-existing medical conditions i.e. HIV/AIB&kle cell disease

Womenat risk of developing anaemia in pregnancy are those with:

e Low socio economic status

e Young primigravida

e Frequent or too many pregnancies

e  Previous history of PPH

e History of APH

e  Multiple pregnancy

e  Pregnant women in Malaria endemic areas
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Signs and symptoms of anaemaand differential diagnosis

Presenting Symptoms and Other
Symptoms and
Signs TypicallfPresent

Symptoms and Signs
Sometimes Present

Probable Diagnosis
Differential diagnosis of
severe anaemia

Dizziness

Difficulty in breathing

Pallor of conjunctiva, tongue, nail
beds and/orpalms

Haemoglobirb ¢/ dl or less
Haematocritl5 % or less

¢ Lethargyand fatigue

Severe anaemia

Flat or concave nails
Chest pain
Headache

Glossitis/ stomatitis
Loss of appetite

Symptoms and signs of severe
anaemia

Oedema

Cough

Basal crepitations
Enlarged liver
Prominent neck veins
Systolic murmur

Heart failure due to
anaemia

Difficulty in breathing
Diastolic murmur and /or harsh
systolic murmur with palpable thri

Irregular heart beat
Enlarged heart
Raledcrepitations
Cyanosis (blueness)
Cough

Swelling of legs
Enlarged liver
Prominent neckeins

Heart failure due to
heart disease

Difficulty in breathing
Fever

Cough with expectoration
Chest pain

Consolidation
Congested throat
Rapid breathing
Rhonchi/rales

Pneumonia

Difficulty in breathing
Wheezing

Cough with expectoration

Rhonchi/rales

Bronchial asthma

Difficulty in breathing
Hypertension
Proteinuria

Rales
Frothy cough

Pulmonary oedema
associated with P.E.T

Effects of anaemia in pregnancy
The dfect of anaemia on pregnancy results from the diminished oxygen carrying capaditg bfood.

When this occurs even minor blood loss at delivery may be fatshaemia is a major indirect cause of
maternal mortality
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Maternal Effects:

Antenatal period During labour and delivery| In Peurperium

Prone to PET Heart failure Puerperakepsis

Diminished resistance to Predisposed to PPH Uterine sup-involution

infection

Late abortions (228 weeks) | Maternal death Deep venous thrombosis
(DVT)

Preterm labour Pulmonary embolism

Congestive cardiac failure Post partum haemorrhage

The greatest risk ohnaemia related hearfailure is during the following periods:

e 30¢ 32 weeks gestation

e During labour

o Immediately after delivery

e In puaperium especially daysc710

Effects of anaemia on foetus / neonateclude:

- Prematurity

- Intrauterine growth retardation (IUGR)

- Foetal malformations esp. in folate deficiency.
- Intra uterine foetal death (IUFD)

- Foetal distress

- Asphyxia at birth and/or cerebral damage

- Meconium aspiration

- Low birth weight

- Still births(may be fresh or macerated)

Diagnosis of anaemia

A comprehensive history and physical examination is imperative to rule out the underlying causes of
anaemia, andto detect any complications that may have occurr&asic laboratory work up should
include the following:

1. Haemoglobirand haematocritEstimation(to know degree of anaemja

2. Fullblood countand peripleral blood film (to know the tye of anaemia)

3. Stool examinationfor ova and cysts, I8od Side or RDTdor malaria diagnosis,urinalysis/

microscopyetc (to know the causef anaemia
4. Blood group and Rhesus factor determination
5. Other tests will be determined by the findings on history and physical examination
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Management of anaemia during pregnancy and labour

General treatment of anaemia during pregnancy
e  Prescribe drrous sulphate or ferrous fumerate 200 mg PLUS folic acid 5mg by mouth once daily for 6
months during pregnancy. Continue for 3 months postpartum.
e  Wherehookworm is endemigprevalence of 20% or more), give:
- Albendazole 400 mg by mouth once;
- Or mebendaza 500 mg by mouth once or 100 mg two times per day for 3 days;
- Or levamisole 2.5 mg/kg body weight by mouth once daily for 3 days;
- Or pyrantel 10mg/kg body weight by mouth once daily for 3 days;
e Treat any underlying cause of anaemia as appropriate

It isimportant to differentiate betweemmild, moderateand severeanaemiaat the time of diagnosis as the
specific management depends on the degree of anaemia present.

Mild anaemiais to be treated by administration of oral iron and folate.

Moderate anaemiamay need parental iron therapy. If detectedter 36 weeks she may need a blood
transfusion.

Severe cases of anaemsould bemanaged as follows:

e Admit to the hospital for close supervision and intensive treatment.

e Investigatefor the other causes ofreaemia and treat appropriately.

e Transfusausingpacked red cellsAdminister a diuretic (e.drusemide40mg V) with each unit of
blood.

e |f the woman is in heart failurdransfuseas above slowlymaintain a strict fluid balance chaaind
managethe congestive cardiac failure.

e Thereafter maintain oriron 120mg plus folate 400mcg orally once a day for six months during
pregnancy and until 3 months post partum

e In case of caesarean section, avoid the use of spinal anaesthesia in women with severe anaemia
haemorrhage and coagulation disorders.

Treatment of anaemia during Labour and delivery

Labour and the first two weeks of the puerperium are the periods of greatest danger to the anaemic
mother, and more than half of the deaths occur in the first 12 fsoafter delivery. When a severely
anaemic patient is in labour, she shouldrsedin a propped up positionJudicious monitoring of the
mother and foetus must be maintainedhe team must always be prepared to manage PPH and for
newborn resuscitation.

Give oxygen inhalatioby mask

Transfuse as necessary

Maintain grict aseptic techniquen orderto minimize puerperal infection.

The second stage of labour usually poses no problem, but assisted delivery with forceps or vacuum
extraction is recommende

5. Active management of third stage of labour is recommend@xtocinis the uterotonic of choice

Do not give ergometrine especially if the woman is in CCF

P ownNPR
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6. Prophylactic antibiotics such @&snoxicillin maye given a&00mg orally every 8 hours.

NOTE In facilities where blood transfusion services are not available, EARLY REFERRAL is mandatory witt
an experienced escort

Preventionof Anaemia

e Prepregnancy care for early diagnosis and management of anaemia and any underlying causes
should beencouraged.

e Early ANC attendance is important for prompt diagnosis of anaemia

e Ensure comprehensive obstetric and social history in antenatal clinic to identify factors
predisposing to anaemia

e  During the ANC,igeroutine supplementation of iron and foliccid

e Deworm the pregnant mothers as part of ANC care

e  Give intermittent preventive treatment of malaria Malaria endemic areas

e  Treatany concurreninfections infestationsand manage medical conditions as appropriate

e Give dietary advice which is apprage for each woman depending on health status, religious
and cultural preferencesHighlight the sources of iron available in the index community

¢ Advise womeron healthy timing and spacing of pregnancy

e  Counseto discourageica(especially eating of spilluring pregnancy
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Sessiors: Cardiac Disease in Pregnancy

Outline:

Definition of cardiac disease in preghancy

Common causes of cardiac disease in pregnancy
Classification of cardiatisease in pregnancy

Diagnosis of cardiac disease

Effect of pregnancy on cardiac disease

Effect of cardiac disease on pregnancy

Management of a woman with cardiac disease in pregnancy
Criteria for referral.

NGO~ WDE

Definition of cardiac disease in preghancy

These are disorders that affect the heart muscles, valves or blood vessels in pregnancy. The disease impairs
the ability of the heart to supply tissue with oxygen.

Background:

Cardiovascular disorders complicate 1% of all pregnancies, and they incleeexigting diseases,
conditions developed during pregnancy and the postpartum period, congenital or acquired structural
abnormalities and arrhythmias. During pregnancy enormous changes take iplate cardio vascular
system; thesénavemany implication®n the management of pregnant women with cardiac disease. These
implications must be considered for apprige care during the antepartum, intrapartuamd postpartum
periods.

Cardiovascular changes during pregnancy:
Kindly refer to the chapter on phydogical changes in pregnancy
Common causes of cardiac disease in pregnancy are:

¢ Congenital anomalies

¢  Rheumatic fever

e Cardiomyopathies

e Coronary artery disease

Classification of cardiac disease in pregnancy

According to the New York Heart Associaticardiac diseas@& pregnancys classified into four grades
shown below.
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Grades and classification of cardiac disease

Grade Classification

Grade |

Uncompromised patient A heart lesion exists but the patientasymptomatic|eads
normalactive life without discomfort or breathlessness

Slightly compromised patient Patient experiences breathlessness, exhaustion

Grade Il moderate to heavy workHas slight limitation to physical activity.
Markedly compromised patientPatient experiences breathlessness with light wor
Grade llI exercise (household chores or walking on the levdhs marked limitation to physi
activity
Grade IV Severely compromised patientSymptomaticat rest. Patient is unable to carry out &

light work or exercise.

Patients in NYHA grades Ill and IV have high complication rates such as heart failure, arrhythmias, stroke
and even maternal death

Patients with valvular stenosis (e.g. mitral or aogienosis) and minimal symptoms (NYHA | and Il) may
deteriorate rapidly. As such they are managed as grade Il or IV

The increasen maternal morbidity and mortality related to cardiac disease is found in the following
conditions

Severe cardiomyopathy (théeads to heart failure)

Symptomatic valve narrowing (mitral or aortic or pulmonary stenosis
Cyanotic heart disease (e.g. Tetrallogy of Fallot)

Pulmonary hypertension

Artificial valves

Diagnosis of cardiac disease
Because of the physiological changed thacur in the cardiovascular system in pregnancy, it may be
difficult to distinguish signs of heart disease from physiological changes.

Signs noted in a normal pregnhancy

Fatigue and decreased exercise capacity and orthopnoea
Dyspnoea

Syncope

Palpitations

Distended neck veins

Displaced apex beat

Soft continuous murmur at the apex

Warming Signs Suggestive of Heart Disease:
Particular attention must be paid to warning signs, which include the following:

Worsening dyspnoea on exertion, or dysga at rest
Chest pain with exercise or activity

Syncope preceded by palpitations or exertion
Loud systolic or diastolic murmur

Cyanosis or clubbing of fingers or toes

Jugular venous distension

Cardiomegaly or a ventricular heave
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Effects of Pregnancy on lde Disease:
Thisis related to the marked increase in cardiac outpeading toincreased risk of cardiovascular
compromise. Cardiac failure may occur during pregnancy, during labour or puerperium. The risk periods
for cardiac failure are:

0 30¢ 32 weeks gestation

o During laboutespecially ¥ stage of labour

o Immediately after delivery

Common Aggravating Factors for Cardiac Failure:
e Anaemia
e Respiratory or urinary tract Infection
e Any febrile iliness
e Excessive exercise
e Emotional upset
e Hypertension
e Multiple gestation
o Obesity

Effect of Heart Disease on Pregnancy
Cyanosis and poor functional capacity are indicators of significant maternal and foet@lis&tric
complications of cardiac disease include:

e Preterm Labour

e Intrauterine gowth retardation (UGR

e Intrauterine foetal deathlUFD

Investigations

In most patiens with cardiac diseasethe diagnosis has already been madiher before or early in
pregnancyas can be deduced from the history and documents avail&uoleallpatients however:

¢ A thorough history and physical examination must be done.

e Otherrecommendedrivestigations include

0 ElectrocardiogramECG- to assessschemicacute/chronic changes in cardiac function

Echocardiogramto identify the specific heart leisn
Chest Xay (shielded)
Full blood count to rule out anaemia and infection
Urinalysis to rule outirinary tractinfection

O O O o

Management of cardiac disease in preghancy

Principles of Management:
The followingprinciplesmust beapplied for successfuhanagement of Cardiac disease in preghancy
1. Early diagnosis and evaluation of the functional classification
2. Preventon, timely detection and instituion of effective therapy for cardiac failure
3. Prevent and controbf any underlying conditions @omplicatons e.g. Anaemia
4. Judicious follow up and prevention /management of any obstetric complicatadosg the
continuum of pregnancy, labour and the puerperium
Apart from the obstetrician, The patient should be followed up by a cardiologist
6. Mandatory hospital delivery

o
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PreconceptionCare:

When the patient's cardiac status is known, it is very important that the woman is counselled carefully
about the maternal and foetal risks, which can occur during pregndncsome serious heart conditisn

the mother should be warned that pregnancy is absolutely comdicated.In an ideal situation, this
counselling should take place before conception but if the woman is already pregnant, it should take place
as early as possibl&ny underlying condition@.g. anaemia, hypertensiopre existing cardiac conditions,

etc) must be treated /controlled before pregnancy or as soon as the diagnosis is ffidkde.pregnancy
poses a serious risk to maternal health, the patient should iveceounselling to help her evaluate the
option of terminating the pregnancy on medical grounds.

Antenatal Care:
Early initiation of antenatal care is recommended.

Continuity of care with a single provider facilitates early intervention.
There should belose monitoring of foetal growth and viability
The patient should be advised on adequate rest and avoidance of aggravating factors for cardiac failure:
¢ Infections should be treated vigorously.
e Anaemia should be prevented using prophylactic haematiniog, \ehen present it should be
treated vigorously.
e Encourage good dental care
e Patients with prosthetic valves should be put on anticoagulants.

Management of Grade | and II:
e Manage as outpatient
e Admit at 34 weeks gestation ; (In case of unfavourablgal surrounding admit earlier)
e Admit in case of deterioration of Cardiac state
e Admit in the event of any obstetric complications

Management of Grade Il and IV:
e Admit as soon as pregnancy is diagnosed until delivery
e The patient should have complete bed rest
e Look out for aggravating signs and treat aggressively

Management in labour:
1% Stage of labour:
e Prop up in bed and tilt forwards the left side
e Give Oxygen continuously by masknasal catheter
e Provide adeqate analgesia with pethidine 250mg IM or morphine
e Avoid dehydration Maintain strict fluid balance chaftimit fluid infusion to minimize the risk of
circulatory overload
e If oxytocin infusion is required, use a higher concentration at a slower rate
e Start on parenteral antibiotics (e.g. crystalline penicillin LMU)for prophylaxis against infection
e Carefully monitor pulse and respiratory rate
e |If pulse is >110/minute in between uterine contractions or in case of cardiac failure give digoxin
e In case opulmonary oedema give Frusemide 40mg IV

NB/ Caesarean section should only be done for obstetric reasons.
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Second Third stage of labour:

Maintain the patient in @ropped upposition

Assisted vacuum delivery should be done to avoid sustained bearing down efforts during expulsive
phase as this can aggravate cardiac failure

Ensure active management of third stageammediate oxytocin, controlled cord contraction and
uterine massage.

DONOT GIVE ERGOMETRiIdIEhis may lead tsudden overload of the heart as a result of additional
blood squeezed out from the uterus

In case of caesarean section avoid spinal anaesthesia

Postpartum Care

There is need to observe the patient closely for the first few days because a significant number of deaths
occur during this period. Cardiac output may increase as much as 65% after delivery.

The major causes of maternal morbidity and mortalitpmediatdy postpartum are haemorrhage and
pulmonary oedema. The risk of pulmonary oedema increases as interstitial fluid is mobilized into the
vascular spacanith this in mind:

The patient should be closely monitored for the first 24 hours

Retain the patient ifhospital for at least 1@ 14 days depending on grade

Restrict exercise in the first week of delivery and mobilize slowly thereafter

Give prophylactic crystalline penicillin 2 mega unit |.Mhdurly for 48 hours after delivery.
Continue penicillin treatment orally for 10 days 500mg 6 hourly (this is to preveracutie
bacterial endocarditis)

Managethe cardiac conditiorand any complicationas appropriate

Encourage breastfeeding

Advise on familplanning

Referral of patients with cardiac disease in pregnancy

All patientssuspected to have cardialisease in pregnancy should be referred to a hospital with a detailed
referral letter where suitable investigations and management will be done. Allemorith heart disease
should be advised to deliver in a hospital under the care of skilled experts.
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Session 4: Sickle Cell Diseag&CD)n Pregnancy

Outline

Definition of sickle cellisease (SCD)
Background
Pathophysiology
Symptoms and signs
Effects of pregnancy on SCD
Effect of SCD on Pregnancy
Management of a woman with SCD in preghancy
a. Preconception care
b. During pregnancy
c. During labour and delivery
d. In puerperium
8.  Contraception

NoabkwdpRE

Definition

Sickle cell disease (SCDhigenetically transmittecautosomal recessive conditiomccurring in
persons who inherihomozygas sickle celhaemoglobin IbSS). This abnormal Hb variant results
from the substitutionof valine for glutamic acid at position 6 in the betdobin chain. Upon
deoxygenation, the poorly soluble Hh8ndergoes polymerization leading to the characteristic
sickle cell.

Those who inherit the gene from both parents (homozygous) Isiide cell anaemigHbSS) and
hence full blown disease. On the other hatttbse who inherit the gene from one parent
(heterozygoushave sickle cell traifHbAShnd are carriers; displaying clinical manifestations only
under stressful conditions.

Inheritance of sickle celjene

Urnaffect=d Unaffected
Y re=r YCEmrriert
Father Moth =r

s arFF e b Unaffacksd ""Carriar o ke

1 ind4chas Zmn 4 chancs 1Lin 4chancs
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Background

More than 80 million people worldwide carry the HbSS gene. Sickle cell disease is common through
East, West and Central Africda summary of the global distribution is shown below

Homozygous HbSS % Heterozygous HbAS 9
USA (Africamericans) 39 8-16
USA (White Americans) | 1-8 8-10
Africa 1-10 10-25
Europe 2-8 3-8

In affluent societies sickle cell disease runs a less severe course than it does in poor and deprived
areas. This explains why both the manifestations of sickle cell disease and its morbidity and
mortality are much worse in Africa than in the Caribbeani Ud Europe.

In sub Saharan Africa, a tenfold increase in Maternal Mortality for HbSS (and a 5 fold increase for
Hb SC) is common compared with overall MMRkle cell disease increases maternal morbidity
and mortality by enhancing the development bfiemolytic anaemia, folic acid deficiency,
embolism following bone marrow infarction and acute sequestration of red cE#sinatal
mortality rate is high in Hb SS with a moderate increase in the other forms of sickle cell disease.

Pathophysiology

HbSmolecules as opposed to HbA, when subjected to low oxygen tension undergo polymerization
to form the characteristic sickle shape. Predisposing factors to sickling include Hypoxia,
Hypothermia/ Hyperthermia, Acidosis, Dehydration and Infecti@onstant sikling and desickling
results in membrane damage, and the cell may become irreversibly sickled

Signs and symptoms

Sickle cell diseaggpically manifestsn the following ways:

e Chronic Anaemia
It results from the shortened survival time of tHe®omozygous S red blood cells due to
circulation trauma and intravascular hemolysis or phagocytosis by reticuloendothelial cells in
the spleen and liver.

e Increased susceptibility to bacterial infections
(E.g. broncho pneumonia) and pulmonary infarction.
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e Sicklecell crises
The hallmark of sickling episodes priods during which there is ischemia and infarction in

various organsesulting predominantlyin severepain. Sickle Cell Crises mbg classified as:
vasceocclusive, haemolytic, sequestrationaplastic

1. Vasococclusive crisis

This isoccurs when thesickleshaped red blood cells obstruct capillaries and restrict blood flow to
an organ, resulting irschemiapain, necrosisand often organ damage. The frequency, severity,
and duration of thesecrises vary considerablyRecurrent episodes cae Irreversible Organ
damage. The patiemhaypresent with:

e Osteonecrosis, osteomyelitis

e Hand foot syndrome

e Acute abdomen

e Autosplenectomy

e Cerebral infarction

e Acute chest syndrome

2. Haemolytic crisis

This is de to sequestratiorand destructionof deformedcells in the Reticuloendothelial system
The ife span of the cells is reduced from 1@8ysto 17- 20 days. Patientssuallymanifestwith
sudden exacerbation @naemiaandsudden drop in Hb levels.

3. Acute splenic sequestrationrisis

1. This occurs whethere is sudden massive trapping of red blood cells within the splenic
sinusoids resulting isevereanaemiaand hypovolemic shocklhis is largely a pediatric
problem although adolescent pregnant girls with SCD may be affedteel.abdomen
becomes bloated and very har8plenic sequestration crisis is considered an emergency.
If not treated, patients may die withinc2 hours due to circulatory failure.

4. Aplastic crisis

Aplastic crisianay be as a result of bone marrow infection or folate deficierityis rare in
obstetric practicelt is characterized by rapidly developiagaemia due to cessation of red blood
cell production Thehaemoglobinlevel may be as low as¢3 g/dL The patient presents with
fatigue, pallor, and the peripheral blood film shows a diminished reticulocyte count.

Effect of pregnancy on sickle cell disease

Pregnancyaggravates SCD and increases maternal morbidity and mowdaléyresult of
e Haemolytic anddlate deficiency anaemia
e Frequent crises
e Pulmonary complications
e Congestive cardiac failure
e Infections
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Effect of sickle cell disease on pregnancy

SCD affects pregnancy by exercabating the following conditions

Increased risk of crises especiglginful crisis affecting the bones and joints. $aenay
occur at any time during pregnancy, labour and im&gium and are more severe during
the last 4 weeks of pregnancy and the first 4 days after delivery.
Acute chest syndromeseveral relatedlisorders that affect the lungs present with similar
clinical features and occur mostly during painful crisis may occur. These include:

0 Lung infarction

o0 Pulmonary sequestration

0 Pneumonia

0 Bone marrow embolism in the lungs.
Anaemia during pregnancy is frequeand may be severe. Continuing red cell haemolysis
adds to the normally increased demand for folic acid during pregnancy, the bone marrow
becomes megaloblastic if folate is not supplemented in pregnancy.
Bacterial infections especially UTI and RTIs aoaoue frequently during pregnancy than in
non pregnant statendare most troublesome during the puerperium
There isnicreased incidence of precclampsia

Obstetric haemorrhage may occur especiatigtiPartum Haemorrhage

Effect on thefoetus

With SCDthere is excessive foetal wastage due to increase in:

Spontaneous abortions
IUGR

IUFD

Preterm delivery

Low birth weight

Early neonatal deaths

Lab Investigations

A full blood countrevealshaemoglobirlevels in the range of @@g/dL with a
highreticulocytecount (as the bone marrow compensates for the destruction of sickle
cells by producing more red blood cells). Those with sickle cell trait have a higher Hb
Sickling of the red blood cells, on a blood film, can be induced by the additsodinim
metabisulfite2%, one drop mixed with one drop of blood.

Haemoglobin electrophoresis confirms diagnosis and determines whether homozygous or
heterozygous.

Other irvestigations include urinatys andCXR toule outinfection

Management of SCD in preghancy

Preconception care
When managing patients with SCD considering pregnancy the following measures need to be
instituted

A Folic acid supplemeation from 1mg to 5Smger day

A

Immuniztion against pnemocoaus & influenza where possible.
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A Stop Hydroxyurea 3 months before Regnancy. (Hydroxyurea is a chemotherapeutic
agent that reactivates th production ofFoetalHaemoglotm (HbF)in place of HbS thus
improving survival. It also reducestasion of sickle cells to the endotheliuBUT it is
teratogenic and should be avoidedpnegnancy). Ithe patient becomes Pg while on Rx to
stop immediately.

A Assessment for :

i Frequency of crisis

i End organ damage (nephropathy, heart failure, stroke)

T Pulmonary hypertensioliThisis associated with 380% Maternal Mortalitythus
pregnancycontraindicated.

Prevention and management of various crisis of Sickle Cell Disease
In the management of crises

e The most common predisposing factormfection, dehydration, and hypoxiashould be
diagnosedand treated.

e Symptomatic treatment of pafml crisis consists ofest, intravenous fluid, oxygen
supplementation, and adequate analgesidgild pain - paracetamo]l moderate paing
dihydro codeine; severe patropiates.

e Adequate hydration is achieved by oral fluid intake of at least 3 litres daily; prophylactic
antibiotics are administered as long as the painful crisis lasts and hematocrit estimated
twice dailyduring crises.

e Bacterial pneumonia or pyelonephritis must be treated vigorously with intravenous
antibiotics. Streptococcal pneumonia is common and is a serious complication.

e In all cases, adequate oxygenation must be maintained by face mask as necessary.

e Aplastic and acute splenic sequestration crises are managed by blood transfusion in order
to maintain haemoglobin in the range of 8 g/dl.

Management of sickle cell disease during pregnancy

e Good antenatal care must be hospital based, and should ainprevention of severe
anaemia, infection, effective treatment of other medical and obstetric complications, and
proper management of other sickling complications.

e Folic acid supplementation5mgs once daily; in areas with folate dedinty give 30mg at
each visit using DOT

e Due to the risk of iron overload, iron treatment should be reservedhaematologically
proven iron deficiencyTheaim is to maintain the hematocrit level at 0-D25 in HbSS, and
over 0.3 in all other forms of sickle cell disease.

e Antimalarial prophylaxidRT withSP) is also important to avoid additiotalemolyticeffects
of malaria which can lead to megaloblastic anaemia

e Haemoglobirestimation mustdone at every visit anthe results known before woman leaves
clinic

e Encourage 2weekly visits until the 30 week of pregnancy then weekihereafter until
delivery. At each visitcheck Hb level check for proteinuria, examine for jaundi@nd

hepatosplenomegaly
e  Closely mnitor foetal growth and well being and look out for IUGR

e All pregnancy related complications must be treated onigpatient basisThe patientmust

also beadmitted when Hb level drops and/or she develops bone pain
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Painful crises must be closely supervisigdquently assessednd promptly treated.

CGonditions that predispose to sickling e.g. dehydration, bacterial infections and acidosis
should be recognised promptly and treated appropriately

Note that the &st month of pregnancy requires special attenti®hen crisis occur during

the last 4 weeks of pregnancy, iabour, or in the first 4 days of the puerperium, fatal bone
marrow embolism is prevented by an immediate partial exchange blood transfusion followed
by rapid delivery of the baby, if necessary by C/section.

Management during labour

All women with sicle cell disease are advised to deliver in the hospital

Prepare at least 2 units of compatible blood preferably Hb AA for each patient in labour.
Administer prophylactic IV antibiotics

Maintain Nil by mouthuntil delivery

EstimateHb or PCV including spleand liver size 6 hourly to help detect acute sequestration
crisis early

Ensure dequate rehydration and pain relief in labour

In the absence of obstetric complications, allow spontaneous lab&@L per se is not an
indication for induction of labouy. CSectionisdone for obstetric indications

Avoid unnecessary perineal trauma durirflfj @age andperform active management of third
stage of labour. Blood loss exceeding 150ml should be replaced if maternal PCV is 0.2 or less.
Blood loss should beninimized during operative deliveries as wound hematomas lead to
serious complications.

When there is CPD or prolonged labour, early Caesarean Section is prefémeldnged
labour increases the risk of infection and maternal acidosis leading to paiiges.

Before C/section, correct severe anaemia (#nachieve PCV of 0.25). During the operation
adequate oxygenation (380% oxygen) and ventilatioshould be giverto avoid sickling;
maintain circulating volume (replace blood loss adequately).

Risks from painful crisis are high in first 24 hours after surgery due to dehydration thus the
need for good nursing care and maintain adequate hydration.

Management during puerperium

Careful observatiois criticalduring the first four days of puerpeuim due to high likelihood
of painful and sequestration crises, withseudo toxaemia anaemia from the acute
haemolytic crisis and bacterial infections. Thesemplications may bes high as during
labour. There is therefore need farlose supervision, prdgylactic antibiotics, adequate fluid
intake and twice daily PCV estimation.

If the Hb falls by more than 2g/100ml in 24hoursxchange transfusion with packed cells is
recommended

Assess liver and spleen size

Encourage breast feeding

Wound infection is psblematic due to poor maternal nutrition, severe anaemia, wound
hematoma, local bacterial infection, and local tissue hypoxia caused by sickling.

Complete wound dehiscence is also common and takes long to heal, even after secondary
suturing.

Delay dischamgyuntil 10 days post delivery.
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e Discharge from post natal clinic at 6 weeks post partum and refére@cal sickle cell clinic
Contraception

Because of chronic debility, complications caused by pregnancy, and the predictably shortened life
span of women with sickieellanaemiathe couple must be counselled to limit family size and be
offered suitable contraception

According to the American College of Obstetricians @gdaecologist$2000b),use of combined
Oestrogenprogesterone oral contraceptigehasnot been wellassessedn women with sickle
hemoglobinopathies. Many clinicians do not recommend their use becalipetential adverse
vascular and thrombotic effects

Progesterone has been long known to yeat painful sicklecell crisestherefore low-dose oral
progesterone, progesterone injections, or implants seem ideal.
Permanent sterilizatioBTL or Vasectomghouldalso be considered
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Definition

Syphilis is a complex disease caused by the spirochrefgonema pallidumit can involve near
every organ system in a variety of ways either acutely or more commonly in an insidio
chronic fashion. Latent periods between clinical manifestations beagf variable duration. It hi
the potential to cause serious congenital disease and appears to enhance the transmit
human immunodeficiency virus (HIV).

Background

Syphilis is a chronic often latent infectibat with some clinically recogséble stages. Where the disease is
prevalent, most cases may be asymptomatic. Syphilis is important due to the disastrous consequences of
mother to child transmission which é@mmonin many developing countries. In parts of sBhharan Africa,
prevalencerates in pregnant women exceed 10%. In Kenya according to the natiogaiid€lines 2006) a
prevalence of 5.8% with a range 08% was reported and the Kenya AIDS Indicator Survey of 2008 quoted

a prevalence rate of 1.8%.

Although estimates vary, deast 50% of women with acute syphilis suffer adverse preghancy
outcomes. Of these 50%nd instill births or spontaneous abortions and the other 50fperinatal deaths,
serious neonatal infections or low birth weight. Mortality in infected infants carnigeer than 10%. The
more recent the maternal infection, the more likelihood the infant will be infected.

Mode of transmission

Syphilis is typicallyansmitted sexually or congenitally.

Rare cases of acquisition through contaminated blood products have been reported.

Syphilis can also be spread by skin or mucosal contact with an infectious legjothr@igh nonsexual
direct contact such as skin to skin or kissing)
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Clinical featuresn the mother

Most preghant women with syphilis have no clinical signs, hence the need for routine screening in
pregnancy.

The incubation period averages -28 days after exposure, before development of primary chancre.
However it carbe as long as 90 dayBhe clinical features vary according to the stage of syphilis.

Primary syphilis

The initial manifestation is the chancr&his isan indurated, nortender lesion that feels hard and exudes

clear fluid. The chancre can be found in the perineum, vagina, cervix, anus, or rectum. Lesions can also
appear on the lips or in the oropharynx. Several lesions may occur at once, but they are more often
solitary. In case e chancrehassecondary bacterial infectioit will usuallybecome painful In primary
syphilis, @atients usually develop nesuppurative, nortender inguinal lymphadenopathy. The chancre
heals spontaneously in about 3 weeks leaving a thin dimpcar or none at all

Secondary Syphilis

The clinical manifestations of secondary syphilis develop several Wateksnd include the following:

A diffuse maculopapular rasbircumferential scaling may involve the palms and soles

Moist heapedup lesions, termedondylomata lataare seen in the intertriginous areas such as
the buttocks and the upper thighs. Similar lesions, termmadcous patchesappear in the
nasolabial folds and in the mouth.

Patchy alopecia, diffudgmphadenopathy, pharyngitis, or fever may also be present.

Focal involvement of various organ systems, such as gastritis, uveitis, hepatitis, periostitis,
meningitis, and cerebrovascular accidents, can occur

The period of spirochetemia that is linked toet development of secondary syphilis is the most
likely opportunity for transplacental transmission in the pregnant woman.

Latent syphilis

As in primary syphilis, the clinical manifestations of secondary stage disease abate withdime (i
within weeks) een in the absence of specific therapy. At this point the disease is considered to
have entered a latent period. Studies have demonstrated that about 25% of untreated persons
with latent syphilis may have recrudescent secondary symptoms withirt@3yea period after

their initial resolution. The majority of these events occur within 1 year.

Neverthelessas many as one third of untreated patients with latent syphilis go on to develop
tertiary syphilis. Sexual transmission of syphilis in the latent staget likely.

Tertiary Syphilis

This stage is characterized by an element of -erghn damage. There are three types of
presentations oftertiary disease: neurosyphilis, cardiovascular syphilis, and gummatous (or late
benign) syphilisThese are descrilagebelow:
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1. Neurosyphilismay present as follows:

o There may beocularmanifestations such as uveitis or cerebrovascular accidents.

e There maybe vascular compromise of some portion of the neuroaxis or chronic
debilitating loss of functiodlue to andcorrelaing with parenchymal destruction.

e There may beGeneral paresischaracterized by a combination of psychiatric and
neurologic findings. The letters in the word PARESIS correspond to the prominent findings
associated with this aspect of disease: Pagdity (emotional lability), Affect (flahood),
Reflexes (hypereflexivity), Eye (ArgyRobertson pupil), Sensorium (illusions, delusions,
hallucinations), Intellect (memory, judgment impairment), and Speech (slurring). The
classic ArgylRobertson pupi of late neurosyphilis is characterized by a pupil that
constricts upon accommodation but not to light.

e Another classic latstage neurosyphilis syndrome tabes dorsalis.This is a a result of
demyelination of the posterior columns of the spinal corfihe patients develop
abnormalities in gait, as well as various sensory abnormalities, including characteristic
"lightening" pains, bladder and bowel dysfunctiomdaa positive Romberg sign. These
symptoms may present alone oombination

2. CardiovasculaSyphilis

T pallidumdamages the muscular intima of the aorta and with time the resultant weakening leads
to the development of an aortic aneurysm, usually of the ascending arch. Dissection, however, is
uncommon. Dilation resulting from syphilitic aortitis turn leads to aortic regurgitation.
Involvement of the coronary ostia may compromise myocardial blood flow.

3. Gummatous (or Late Benign) Syphilis

Gummatous (localised gralomas) disease is also extremely uncommon and is characterized by
indolent destrucive lesions of skin, soft tissue, and bony structures. Significant scarring may result
in disfigurement. Visceral organs and the central nervous system may also be involved. Gummas
may vary widely in size from small defects to latgaour-like masses.

Laboratory tests for syphilis
e Nontreponemal Tests

Initial testing is performedvith a nontreponemal serologic testThese tests use a laboratery
prepared lecithiacholesterol antigen to detect treponemdirected antibody in the target serum
specimen. Thesensitivity of these tests (which include Rapid Plasmeadin [RPR], Venereal
Disease Research Laboratory RI), and Toluidine Red Unheated Serusst TTRUST]), is very
good. Specificity is slightly less reliable. A variety of factors can producepfsis®e reactions,
including older age, autoimmune disease, intravenous drug use, and recent vaccination.

o Darkfield microscopy

T pallidumis too slender to be adequately observed by ordinary light microscopy and fails to take
up usual stains. Instead it can be observed using fiklk techniques, which require a microscope
equipped with a special condenser that angles light to allow drdgé rays reflected by the object

of interest to enter the objective. Daffield microscopy is only useful when examining the moist
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lesions of primary syphilis or condylomata lata. For dakl specimen collection, lesions must
first be cleaned with sale-soaked gauze. Serous exudate is then pressed against a glass slide,
which must be immediately examined before the specimen desiccates fiblarlexamination may

also be used for aspirates from involved lymph nodes. The yield from resolving lestams is |

e Treponemal Serologic Tests

To rule out falsegoositive tests, when used for diagnosis, reactive tr@ponemal serologic tests
must be confirmed. This is done using treponesyacific tests, whiclare more specific and
confirmatory. Theyinclude the fluorescent treponemal antibody absorbed (ABS),T pallidum

particle agglutination (THPA), andr pallidumhemagglutination assay (TPHA).

Prevention of Mother to Child Transmission of SYPHILIS

Providers of maternal and neonatal health cargarticular skilled attendants must:
a. Screen all pregnant women for syphilis at the first ANC visit, preferably beforel6 weeks
gestation
Review test result at subsequent visits and at time of delivery
Offer syphilis screening after delivery to all thoe# screened during preghancy
d. Treat all sero reactive women with: BENZATHINE benzyl penicillin at the recommended
dosages of at least 2.4 MU IM as a single dose. If mother is allergienioillin give
Erythromycin orally 500mg three times daily for 7 glay early syphilis (NEBrythromycin
diffuses poorly in foetal circulation so prevention of congenital syphilis will not be
achieved).
Contact tracing and treatment of partners
Counsel sero negative women to remain negative
Treat of women with clinicatlisease or history of exposure
Offer voluntary counselling and testing of HIV to all woman who test positive for syphilis
Screen for other STls
Plan for treatment of baby at birth
Record testing results and treatment in the facilities register andMbéher Child booklet

~T T oT@a o

CONGENITAL SYPHILIS

Symptomausuallydevelop 28 weeks after birth.
Symptoms and signs:
e Generalized oedema
e Skin lesions include: Skin rash, bullous eruptions, blisters on palms and soles, shiny scaly
erythema on palms and soles
e Mucousmembrane lesions include snuffles which make suckling difficult, laryngitis and
pharyngitis
e Anal condylomata
e Enlarged spleen and liver
e Paralysis of one limb
e Jaundice
e AnaemiaPallor
e Failure to gain weight
e Marasmus
o Gastroenteritis
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e Bone lesions ( osteochoritis, and periostitis) are characteristic
e Saddle nosenp bridge to nosg

Confirmation of diagnosis:
e Spirochetes seen on dark field examination of lesions, body fluid, or CSF.
e RPR/VDHitres higher than maternalitres
e Rising RPR/VDRires over the fdlowing 612 weeks
e Sero conversion from negative to positive in baby
e FTA-absorption test is positive

NB passively transferred maternal antibodies are recognized by:
Decline in titre in repeat testsvhich become negative within 3 months although the TPHA may remain
positive up to 15 months

Treatment of Congenital Syphilis:

e If the mother has a positive serologic test for syphilis or is symptomatic but the new born
shows no signs of syphilis, whetherrmot the mother was treated, give benzathine penicillin
50 000units /Kg body weight IM as a single dose.

e If CSF is normal treat as abovegoreprocaine penicillin 50 000ui. daily for 10 days

e |f CSF is abnormal: admit, then give crystalline penicia@® I.U IM/IV 12 hrly for at least 10
days.
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Definition and epidemiology of tuberculosis

Tuberculosis (TB) is a chronic infectious disease caudggdnbacterium tuberculosisin acid fast

rod shaped bacillus. Although TB is found in most parts of the world, over 90% of new TB cases and
deaths occur in developing countries. In some parts sfafand Africa0.51% ofthe adult
population is sputum positive for TBTB is one of the leadirigfectious causesf morbidity and
mortality amongwomen of reproductive age.

Kenya ranks 1th30n the list of 22 higfburden tuberculosis (TB) countrigsthe world and has the
fifth highest burden in Africa. According to the World Health Organiz&i0WwH@) Global TB
Report 200, Kenya had approximately32,000new TB cases and an incidence rate of 142 new
sputum smeatpositive (SS+) cases per 100,@@pulation.In the last decade TB case notification
in Kenyahas been increasing at an average/étannualy. However over the pasB years the
number of cases has been noted to be stabilizing.

Tuberculosis remains a major cause of morbidity and mortality in Kenya. It affects all age groups,
but has its greatest toll in the most productive age group of 15 to 44 years. The major factor
responsible for the large TB disease burden in Kenya is theuo@nt HIV epidemiddI\4+ persons

have 10% annual risk and 50% lifetime risk of developing TB diSEade the leading cause of
mortality in PHIV. It is important to note thatHIV is prevalent in pregnant populatioaad this

puts mothers at increaskrisk of contracting TB. Hence pregnancy, labor and the postpartum
period provides a unigue opportunity for TB screening and management.

Factors leading to the increase in TB Cases
e HIV pandemic
e Poverty
e Overcrowding
e Poor nutrition
e Limited access thealth services
e Chronic diseases (diabetes, carcinoma, silicosis etc)
e Immune suppressing therapy
e Males are usually more susceptible than females, as are persons at the extremes of age.
Risk of TB infection
The risk of one being infected with the TB basitlepends on:
e Exposure to bacilli
e Intensity of exposure
e Duration of exposure
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e Presence of ndetected smear positive TB
e Presence of porly treated previous TB

Types of Tuberculosis

Tuberculosis for epidemiological purposes is classified according to the organ affeghednary
TuberculosigPTB) is the most common and infectious type of TB. It affects the lungs and accounts
for majority of TB cases. PTB can either be smear positismear negative.

Extra Pulmonary Tuberculosis is TB of organ other than the lung. It can involve any organ of the
body such as the kidney, bladder, ovaries, testes, eyes, bones or joints, intestines, skin or glands,
and the meninges which is TB megitis. The most common extra pulmonary TB is TB of the
glands, also called TB Lymphadenitis. The most severe extra pulmonary TB is pleural effusion and
meningitis

Signs and Symptoms of Pulmonary (Lung) Tuberculosis:
These include:
o Persistent coughasting for more than two weeks with or without blood stained sputum
e Excessive night sweats
e Intermittent fever
e Loss of body weight
o Excessive tiredness and generally feeling unwell
e Chest pain
e Shortness of breath
e Loss of appetite
o Excessive tiredness agenerally feeling unwell

Effect of Pregnancy on TB:

Pregnancy has no adverse impact on TB if there is no great delay in diagnosis. The diagnosis of TB
may be delayed in pregnancy. Pregnant patients with pulmonary TB are more likely to be
asymptomaticat the time of diagnosis, compared with npnegnant women with pulmonary TB

They are also more likely to have nspecific symptoms and to experience a delay in obtaining a
chest Xray. The clinical manifestations of pulmonary TB, if present, are theesasin non
pregnant women. The tuberculin reaction is not altered in pregnancy.

Obstetric morbidity and perinatal mortality have been found to increase in patients whose
treatment was started late in pregnandypfant and maternal mortality rates fromntreated active

TB are 3&40 per cent. With adequate treatment, a pregnant woman with TB has a prognosis
equivalent to that of a comparable negregnant woman.

With regard to Latent TBhe risk of disease developing in a tubercydsitive pregnant wman
with a normal chestXray is the same as the risk for a mpregnant woman. The risk of
reactivation of inactive pulmonary TB during the ppattum period is possibly higher, but this
view is disputed.

Effect of TB on pregnancy:

In the chemotherapy &, the outcome of pregnancy is rarely altered by the presence of TB except

in the rare cases of congenital TB. Most studies have not shown that TB increases complications of
childbirth. The general consensus is that the risk of an adverse pregnancy euisora greater
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among pregnant women on andtiberculous drugs than among healthy pregnant women.
Untreated TBhoweverrepresents a far greater hazard to a pregnant woman and her fetus than
does the treatment of her disease. In which case it may leadregnancy wastage, LBW, preterm
delivery, IUFD, increased NMRaternal morbidity and mortality.

Congenital infection may occur as a result of transplacental spread or aspiration or ingestion of
infected amniotic fluid in utero or of infected genital sec¢ogt during birth. These routes of
infection are extremely rare. Most cases of neonatal TB occur as a result of airborne spread after
delivery.

Antenatal care

e All pregnant women should be screened for TB routinely

e Pregnant women suspected to have TB shdwalde their sputum collected and tested for TB

e Pregnant women suspected to have TB should be referred to the TB clinic for treatment

e Pregnant women with sputum smear positive TB and with children under 5 years should be
requested to get the children screed for TB

NB: Negative Sputum does not exclude TB!

Screening for TB in pregnancy
During history taking, ask the pregnant woman the following questions:
1. Have you had persistent cough for more than two weeks with or without blood stained
sputum?
Have yowexperienced excessive sweating at night?
Have you lost weight?
Do you have chest pain?
Have you been in contact with anyone who has TB?
Do you have swollen glands? (Response can be confirmed during head to toe examination)

o0k wN

Screening for TB:
(Ask every mther at every ANC/PNC visit the following questions)

Symptom YES NO

1. Have you had a persistent cough with or without
sputum for more than two weeks?

2.Have you experienced excessive sweating or fever §
night

3. Have you lost any weight

4. Do you have anyhest pain?

5. Have you been in contact with anyone who has TB7

6. Do you have any swollgglands?
(confirm during physical examination)

How to detect TB in a pregnant woman
A 1f & , Sté guestion one: Do sputum test and carry out clinical evaluation of the patient
using the algorithm of diagnosing PTB below.
A If & b 2t@& question 1 andd , Std any other question; continue investigating for TB
according to clinical signs. Refer when essary.
A If & b 2t all questions: Stop investigations for TB and repeat intensive detection during
the next medical visit.
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ForHIV negativevomen anyone of the following signs may indicate TB infection;
e Cough of more than 2 weeks
e Haemoptysis (blood staéd sputum even once)
e Chest pain for more than one month

ForHIV positivewomenYESo any of the screening questions may indicate TB.

Investigation:- PTB detection /Diagnosis

PTB is confirmed by examining two separate sputum specimens including ameamnipg sample

which should be collected within a 24 hour periodlwospecimens are collected and examined by
direct smear for acid fast bacilli (AFBnegative smear test for TB does NOT exclude TB infection.

In case of negative smear, consider other signs and symptoms. The process of collection involves
collecting a Spot and Morningsample { LI2 1€ NBTFTSNE {2 inimedéateds TBASY Sy
suspeced)

Procedure:

e 1% specimen to be taken immediately TB is suspettedl (4 KS f | 60 I . ARchdtain@ y (i K
is then provided for next day home collectamd delivered to the laboratory on the same day

e The pregnant women produces &”Zpecimen in the edy morning of the following day at
home and takes it to the laboratory

Counselling for TB during pregnancy
If the pregnant woman has been confirmed to have TB;
e Explain that treatment for TB fsee
e Explain that TB is treated over aix toeight month period and the drugs asafe to use
during pregnancy and breastfeeding
e Explain the importance of drug compliance and contact invitation
o Explain that after deliverydiscussions omethods of family planning arenecessary as
some TB drugs {a@mpicin) interfere with the absorption of hormonal contraceptives
e Explain the need for high nutritious diet obtained from locally available sources

Treatment:
Most countries have standard drug treatment regimens in their national amB8 programmes.
Generally treatment is in 2 phases. The following drug regimens are used in Kenya

For new TB case (previously untreated)
Intensive phase (2 months):

Ethambutol (E), Rifampicin (R), Isoniazid (H), pyrazinamide (Z)
Continuation phase (4 months)

Rifampicin(R) and Isoniazid (H)

For retreatment TB cases
Intensive phase (3 months):

Ethambutol (E), Rifampicin (R), Isoniazid (H), pyrazinamide (Z)
Continuation phase (5 months)

Rifampicin (R) and Isoniazid {Hjhambutol (E),
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Notes on the Drugs:
Isoniazidand ethambutolare both category A drugs, and are safe in pregnancy. The current consensus is
that rifampicin is not teratogenic and that any risk to the foetus must be small compared with the risks from
other sources. Pregnancy is not a contraindicatibrifampicin.
The use opyrazinamidgcategory B2) is little studied in pregnancy. Pyrazinamide is especially indicated:

w 2KSYy YdzZ GARNYzZZ NBaradlryOS Aa adzalLISOGSR

w 2KSYy GKS LINB3IYylIyild é62YFy A& 1Lz AYyFSOGSR
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Streptomycir(category D) occasionally causes ototoxicity and is contraindicated in pregnancy.
A pyridoxinesupplement in preghancy should be at a dose of 50 mg/day (instead of 25 mg/day).

DOT: Directly Observed Traaent

Initial phase:

The first 2 months of TB treatment should be administered under direct observation of either a
health worker in the facility or a member of the household or community. If client is too sick or
observed treatment is not possible, tloent should be admitted to hospital.

Continuation phase:

Theclient collects supplies two weekly for daily DOT at home.

For pregnant women who are HIV positive and also have TB, the treatment should be continued
and the client referred to comprehensiware clinic.

All cainfected patients (HIV and TB) should be started oftriomoxazole prophylaxis as it reduces
mortality.

TB AND THE NEW BORN
In HIV negative mothers
A If the woman is diagnosed with PTB all children under 5 should be screened for evaflence
active TB. Those found with TB should be put on treatment
A Children <5 years without TB disease should be put on Isoniazid 5mg/kg daily for 6 months
A If TB disease develops during the six months pe@®®HRsoniazid and switch to anfiB
treatment (SeeNational TB guidelines)

If a mother has TB and has started treatment 2 months or more before the due date, she should
have 2 sputum smear tests done before giving birth. If she is sputum smear negative just before
delivery, then she is non infectious attie infant does not need prophylaxis and BCG is given at
birth.

If the mother has active lung tuberculosis and was treated for less than two months before birth or
was diagnosed with tuberculosis after birth: do not give the tuberculosis vaccine (Bif#).at

In the asymptomatic newborn of a mother with tuberculosis (smear positive):
e Give prophylactic isoniazid 5 mg/kg body weight by mouth once daily
e At the age of six weeks,#valuate the baby, noting weight gain and taking arayof the
chest, if pssible
e If there areany findings suggestive of active diseastart full antituberculosis treatment
e If the baby is doing well and tests are negativeontinue prophylactic isoniazid to
complete six months of treatment.



e Delay BCG vaccine until two weeks after treatment is completeBCIE was already
given, repeat BCG two weeks after the end of the isoniazid treatment

e Reassure the mother that it is safe for her to breastfeed her baby

e Follow up in two weeks to assess weigain.

Cainfection with HIV and TB is common in childréB in HIMnhfected children is more difficult to
diagnose HI\tinfected children are more likely to experience progressive primary TB disease and
severe forms of extrpulmonary disease, such aBmeningitis

Management ofTB in children:
1. Recommended TB treatment for child weighilegs thanlOkg:
a. Rifampicin 60 mg + Isoniazid 30mg + Pyrazinamide 150 mgs@RHZ)
b. Rifampicin 60 mg + Isoniazid 30mg (RH)
2. If HIV+ and below 3 years or weighshan 10kg give AZT+3TC+ABC
3. Provide counseling and support to the mother
4. Admit all children with severe cases of TB

TB and breastfeeding

Encourage the mother to continue breast feediBgeast feeding women on INH should also take a
diet rich in VitamirB6

If mother is HIV+ explore other feeding options and discuss with the mother according to the
infant and young child feeding (IYCF) guideli#¢d=ASS

Monitor the d | 6 FréwahQ Failure to thrive is the most common suggestive sign associated with
TB inchildren

TB drugs get into breast milkloweverPotential toxic effects of drugs delivered in breast milk
have not been reported.

Follow up management
All pregnant TB positive women should be followed up at weekly intervals for two months; then
two weekly in the chest clinic until completion of treatment.
The woman should continue with ANC services as appropriate. Contacts should be traced and
investigaed.
At the post partum visit, information should be sought on:

e Assessment and treatment of newborn and other close contacts,

e Adherence to treatment,

¢ Infant feeding and family planning.

e HIV positive women should be linked to comprehensive sareices.

Family Planning and Tuberculosis

According to the WHO MEC, all contraceptive methods are category 1 for women with non pelvic
tuberculosis and female sterilisation is acceptable. This implies that they can be used in any
circumstance. In case &hown pelvic Tuberculosis, use of IUCD is category-3hédaning that
generally the IUCD should not be used; while the rest are category 1.

However Rifampicin use is category32for hormonal contraceptives. Dual contraception is
therefore recommendeddr TB patients on rifampicin.
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In a TB mother cinfected with HIV, one would have to take into account the drug interactions of
various contraceptive methods with ARVs. The gestation of the infant, whether the mother is
breastfeeding or not, and the coexénce of other medical conditions will also impact on
contraceptive choices for TB patients.

TB Infection Control Measures:

1st Priority: Administrative Control Measures
A Patient Management

(0]

Early recognitionof patients with suspected or confirmed TB disease, through
screeningg may be done by registering officer/clerk

Educationof the above mentioned persons identified through screeningdngh
etiquette and respiratory hygiene

Triaging symptomatic patient® the front of the line for the services they are
seeking

TB suspects or TB cases identified by the screening questiorsemamtedfrom
other patients and requested to wait in a separate walhtilated waiting area or
patient ward

Provide identifiel TB suspects with a surgical mask or tissues to cover their mouths
and noses to ensure compliance with cough etiquette.

Environmental control:
A This is sed to reduce the concentration of infectious droplet

A

It includes:

A Maximizing natural ventilatiothrough open windows and doors
A use of mechanical ventilation

x  window fans
x  exhaust ventilation systems
x  supply and exhaust ventilation systems

A Additional complex and costly methods include

X room air cleaners with air filtration
x  Air filtration with ultraviolet germicidal irradiation (UVGI) to inactivadie
tuberculosi®rganisms

Infection Prevention of Air Borne diseases
A Each facility should have a written airborne disease(TB/NIBRinfection prevention

A

control
Investigation for TB; Provision of services and/or Referral for services of patients with
suspected or confirmed TB disease

Administrative support for implementation of the plan, including quality assurahoild

be available

plan that outlines protocol for theimmediate Recognition, Separation,
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[ Diabetesin Pregnancy 1

Outline:
e Introductionand epidemiology
o Effects of diabetes on pregnancy and effects of pregnancy on diabetes
o Diagnosis of gestational diabetes
e Preconception care
e Antenatal care
e Care during labour
e Postnatakareincluding contraception

Introduction

Diabetes mellitus, a clinical syndrome characterized by deficiency of or insensitivity to insulin and
exposure of organs to chronic hyperglycemia, is a common medical complication of pregnancy.
Gestational diabetesmellitus (GDM) is defined as any degree of glucose intolerance with first
recognition during pregnancy.

Gestational diabetes is the result of hormonal changes that occur in all women during pregnancy.
Increased levels placental hormones interfere with the ability of insulin to manage glucose. This
condition is called "insulin resistance." Usually the mothgrancreas is able to produce more
insulin (about three times the normal amount) to overcome the insulin resistant@sIfioes not
occur,glucose levels will rise, resulting in gestational diabdtkesially, blood glucose levels return

to normal after dildbirth.

Epidemiology

Abnormal maternal glucose regulation occurs iHLl8% of pregnancies. Studies suggest that the
prevalence of diabetem WRA is increasin@his may be attributed to: more sedentary lifestyles,
dietary changes, and an increase arlg childhood and adolescent obesity. Gestational diabetes
accounts for up to 90% of diabetes mellitus in pregnancy. Prevalence of gestational diabetes is
higher in African than white women.

Risk factors for gestational diabetes include: advantedernal age (older than 35 yrs), obesity
(>90kg), previous history of diabetes, previous history of macrosomia (over 4kg), previous
unexplained foetal deathiyomen with polycystic ovarian syndromand a strong family history of
diabetes

Effect of diabetes on pregnancy:

Risks ofpre-gestational diabetego the baby

Poorly controlled pregestational diabeteposes a number of risks to the baby. These risks can be
greatly reduced with good blood sugar control starting before pregnafmtigy include the
following:
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A Birth defects Women with poorly controlled diabetes in the early weekprgnancyare 3 to

4 times more likely than nodiabetic women to have a baby with a serious birth defect. These
include heart defects or neural tube defects (NTDs), birth defects of the brain or spinal cord

A Miscarriage High blood sugar levels around the time of conception may increase the risk of
miscarriage

A Premature birth(before 37 completed weeks of pregnancy): Premature babies are atiseie

risk of health problems in the newborn period as well as lasting disabilities.

A Macrosomia Women with poorly controlled diabetes are at increased risk of having a very large
baby (10 pounds or more). Macrosomia is the medical term for this. Thesesbgiow so large
because some of the extra sugar in the mother's blood crosses the placenta and goes to the
foetus. The foetus then produces extra insulin, which helps it process the sugar and store it as
fat. The fat tends to accumulate around the sharkl and trunk, sometimes making these
babies difficult to deliver vaginally and putting them at risk for inju(achial plexus trauma,
shoulder dystocia, fracturesluring delivery.

A Stillbirth: Though stillbirth is rare, the risk is increased with fypoontrolled diabetes

A Newborn complications These includerespiratory distress syndromehypoglycaemia,
polycythaemia neonatal hypocalcaemiand neonatal jaundice. These complications can be
treated, but it's better to prevent them by controlling bldsugar levels during pregnancy.

A Obesity and diabetesBabies of women with poorly controlled diabetes may be at increased
risk of developingmetabolic syndrome (childhoodbesity, glucose intolerancehypertension

and diabetes as young adylts

Risks ofgestational diabetego the baby

Babies of women witlgestationaldiabetesusually face fewer risks than those of women with-pre
gestational diabetesBabies of women withestational diabtesusually do not have aimcreased
risk of birth defects.However, some women witgestational diabetemay have had
unrecognized diabetes that began before pregnancy. These women awayhiad high blood sugar
in the early weeks of pregnancy, which increases the risk of birth defeiks.pregestational
diabetes poorly controlledgestational diabetemcreases the risk of macrosomia, stillbirth and
newborn complications, as well abesityand diabetes in young adulthood

Effectsof diabetes mellituson the mother
Women with diabetes (prgestational and gestational) are likely to have an uncomplicated
pregnancyand a healthy baby, as long as blood sugar levels are well controlled. However, women
with poorly contolled diabetes are at increased risk of certgiregnancycomplications.These
include:

e Diabetic retinopathy

e Chronic hypertension

¢ Renal dysfunction

e Preeclampsia

e Polyhydramnios

e Increased operative deliveries

e Abruptio placentae

e Maternal stroke

e HELLP syndrome

e Maternal mortality
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Effect of pregnancy on diabetes:

Deterioration of glucose tolerance occurs normally during pregnancy. Due to the circulating
hormones, insulin resistance increases with gestatiagd. Patients with risk factors who test
negative in early pregnancy should be retested atZ®weeks.

Certain complications e.g. retinopathy worsen in pregnancy.

Gestational diabetes only occurs in pregnancy. Diagnosis is by glucose tolerance testing

Diagnosis of gestational diabetes mellitus

Risk assessment for GDM is undertaken at the first prenatal visit. Women with risk factors, should
have a glucose tolerance test (GTT) as soon as feasible. If results of testing do not demonstrate
diabetes, theysidzZf R 0SS NBISAGSR 0Si oSS yastingbloddgugar #¥8 4SS
mmol/l or random blood sugar >11.1 mmolfeets the criteria for diabetes if confirmed on a
subsequent day.

Symptoms of diabetes (polyuria, polydypsia, and/or unexplained weight loss) plus a fasting blood
sugar > 7.8 mmol&hould raise suspicion of gestational diabetes.

Glucosuria is a common finding pregnancydue to increased glomerular filtration and is
therefore unreliable as a means of diagnosis.

Pre-conception care

In spite of the goal of preconception counselling for women with-gxisting diabetes, many
women will present for medical care for the first time during pregnancy. In this lgbgnancy
affords a unique opportunity for diabetes screening and may well be the best opportunity in a
woman's life to discover or prevent her diabetes.

Women with diabetes who are planning to become pregnant should be informed that establishing
good glycaemic cdrol before conception and continuing this throughout pregnancy will reduce
the risk of miscarriage, congenital malformation, stillbirth and neonatal death. It is important to
explain that risks can be reduced but not eliminated.

The importance of avoidgunplanned pregnancy should be an essential component of diabetes
education from adolescence for women with diabetégomen with diabetes who are planning to
become pregnant should be offered pcenception care and advice before discontinuing
contracepton.

Information and adviceshould include the following:
Women with diabetes who are planning to become pregnant and their families should be offered
information about how diabetes affects pregnancy and how pregnancy affects diabetes. The
information should cover:

e The role of diet, body weight and exercise

e The risks of hypoglycaemia and hypoglycaemia unawareness during pregnancy

e How nausea and vomiting in pregnancy can affect glycaemic control

e The increased risk of having a baby who is large for gestdtage, which increases the

likelihood of birth trauma, induction of labor and caesarean section
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e The need for assessment of diabetic retinopatind diabetic nephropathybefore and
during pregnancy

e The importance of maternal glycaemic control duriagor and birth and early feeding of
the baby in order to reduce the risk of neonatal hypoglycaemia

e The possibility of transient morbidity in the baby during the neonatal period, which may
require admission to the neonatal unit

e The risk of the baby develogjrobesity and/or diabetes in later life.

e Taking folic acid supplements (5 mg/day) from-poaception until 12 weeks of gestation

e Review of, and possible changes to, medication, glycaemic targets antha@etbring
routine

e Frequency of appointments and loal support, including emergency telephone
numbers/contacts

Provide / offer the following

e Blood glucose meter for seffionitoring

e Ketone testing strips to women with type 1 diabetes and advise on use if hyperglycaemic
or unwell

e Diabetes structureéducation programme

e Offer monthly HbAlc. Advise women to aim for an HbAlc below 6.1%. Inform women that
any reduction in HbAlc may reduce risks. Advise women with HbAlc above 10% to avoid
pregnancy.

Antenatal care

The following should be observed on topthe routine ANC care. Note that diabetic patients will
require more ANC visits.

Before or as soon as pregnancy is confirmed:
e stop oral hypoglycaemic agents, apart from metformin2, and commence insulin if required
e stop angiotensirconverting enzyme inhitors and angiotensihl receptor antagonists and
consider alternative antihypertensives

If it is safely achievable, women with diabetes should aim to keep fasting blood glucose between
3.5 and 5.9 mmol /litre and -hour postprandial blood glucose belo#8 mmol/litre during
pregnancy.

Diabetics have triple the normal rate of asymptomatic bacteriuria. Therefore, a urine culture is
obtained initially, and appropriate treatment initiated if it is positive. After cessation of therapy,
urinary culture is gain obtained to confirm elimination of the infection.

Protein detected in cleanatch urine specimens should be evaluated byh@dr urine testing and
repeated as needed.

In addition to routine prenatal carthe development of edema (including carpahnel syndrome)

is closely monitored. If edema occurs, greater attention to glucose contglréturning to daily
monitoring) and enhanced bed rest are necessities.
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Clinical/ultrasound assessment of foetal growth should be routinely carried lautddition,
women with diabetes should be offered antenatal examination of the -fthamber view of the
foetal heart and outflow tracts at X20 weeks.

2S5S1fté b{c¢ta OFNRY ou 6S5SS1aQ 3ISall GA 2eduringl NB
gestational diabeteswith an increase to biweeklgecommendafter 36 weeks as well as the
addition of AFI evaluation. For diebntrolled gestational diabetics, weekly NSTs are usually begun
at 36 weeks.

All patients should be instructed to make daily assessmentsatél movements and to alert the
physician if a decrease is noted.

A biophysical profile should be done if decreased movement is noted or if a nonreactive NST
occurs.

During pregnancy, wonme who are suspected ohaving ketoacidosishould be admitted
immediately for critical care, where they can receive both medical and obstetric care.

In the case of abnormal foetal testing, the practitioner should assess gestational age and, if the
foetus B found to be mature, deliverghould be expeditedIf the foetus is intermediate in
maturity, amniotic fluid assessment for pulmonary maturity may assist in the decision regarding
whether delivery should be effected. Lung maturity should also be assdssfede elective
induction if glucose control is questionable or if the foetus is less than 38 weeks unless foetal
jeopardy is suspected. The lecithin: sphingomyelin ratio should be 2.5 or higher due to the higher
incidence of respiratory distress in theetos. If the foetus is immature, further testing such as
contraction stress tests or hospitalization with continuous foetal heart rate monitoring is advised.

Preterm labour is increased in patients with diabetes, and they should be treated with magnesium
sulphate as the initial tocolytic agent because the beta mimetics markedly influence glucose
control. Corticosteroids increase maternal glucose levels, andafiyeshould be prescribed to
keep levels in the desired range. This therapy may consist of continuous insulin infusion in certain
cases.

Induction of labour is recommended at 38 weeks in patients with poor glucose control and
macrosomia. Use of Prostagldin to ripen the cervix reduces tlemesarean sectiorate, but is not
advised without a negative contraction stress test if oligohydramnios is the indication for
induction.

Hypoglycaemic therapy
Consider hypoglycaemic therapy for women with gestational diabetes:
o |If lifestyle changes do not maintain blood glucose targets over a periogRofvéeks or
e If ultrasound shows incipient foetal macrosomia (abdominal circumferenceeathe/70th
percentile) at diagnosis.
If hypoglycaemic therapy is required:
e Tailor hypoglycaemic therapy to the individual woman
e Regular insulin, the rapid acting insulin analogues or the oral hypoglycaemic agents
metformin and glibenclamide may be considdr
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e The patient should be managed jointly by tth@betes and antenatal clinteam. Maintain
contact with the diabetes care team everg2lweeks to assess glycaemic control

Management ofLabour

Diabetic patients must be advised to deliver in hospitalamskilled birth attendance.

InsuinRSLISY RSy RAIFI6SiA0a aK2dzZ R 6S AYyRdzZOSR |4
not occurred.Diabetes Mellitus alone is not an indication for C/setti@xytocin is given for

labour induction similarly to normal pregnancies. Continuous foetal heart rate monitoring is
required with careful attention to decelerations.

Df dz024S Ay FdzaiAz2y o065p23 I OGF (S RabwrugledSonlidedy & 2 f d:
is immediate

Glucose levelaire monitoredevery 24 hours with the goal of maintaining levels3-7 mmol/L till
delivery.

In those requiring insulirgive half the dose of insulin with a light meal in the morning on the day
of delivay. Maintain withregularinsulin (25iu/250 mL normal saline, giving a dilution of 0.1
iu/mL) by continuous infusion at levels of @%u/h.

Shoulder dystocighouldalwaysbe anticipated and prepared for.

If repeatcaesarean sectionr other indication for elective surgery occurs, the patient should be
directed to take the evening insulin dose prior to surgery, but not her morning dose. Shgweri
with a bacterial solution the night before delivery seems reasonable due to the increase in wound
infections in this group. The patient is at increased risk of thromboembolic events due to
decreased prostacyclin production by the platelets.

Neonatal cae

Babies of women with diabetes should be kept with their mothers unless there is a clinical
complication or there are abnormal clinical signs that warrant admission for intensive or special
care. However they need to be observed carefully for complicgagicsuch as hypoglycaemia,
RespiratoryDistressSyndrome (RD3Ind neonatal jaundice.

Breastfeeding is not affected by diabetes and is generally encouraged.

Postnatal care

Women who were diagnosed with gestational diabetes should be offered lifestyleeg@vatuding
weight control, diet and exercise) and offered a fasting plasma glusEsesurement aB-week
postnatal check and annually thereafter

Contraception should be offered. Fgestational diabetesall methodsare MEC category 1.

However if thediabetes is persistent, hormonal methods are MEC category 2, while IUCD is MEC
category 1. Female sterilisation needs extra preparation and precaution (category C).

In case of vascular complications including kidney, ocular or nerve damage, hormonal
contraceptivesare categorie8 /4 meaning they should generally not be used.
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[ Session 5 HIV in Pregnancy 1

OUTLINE
Definition of HIV/AIDS
Background
Magnitude of HIV in Kenya
MTCT transmission patterns
Effect of HIV of pregnanand Effect ofpregnancy on HIV
Risk factors for MTCT
Management of HIV in preghancy
a. Preconception care
Antenatal care
Use of ARVs
Intrapartum care
Postpartum care
Neonatal care
Contraception
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Definition of HIV/AIDS
HIV: stands for Humanmmunodeficiency Virysthe vius that causes AIDS. Clients with HIV

infection do not have symptoms. However, thegn stillpass HIV to others. The duration of
asymptomatic phase varies from a few months to years. Most children infected through MTCT
develop symptoms before they arey2ars old

AIDS stands for Acquired Immunodeficiency Syndrome. Clients have physical signs and symptoms
of HIV infection that come as a result of weakened immune system. Progression of HIV depends on
type of virus and specific characteristics of persomwluding general health, nutritional and
immune status

Background

According to UNAIDS 2008 report there were an estimated 33 million people living with HIV
globally in 2007.SubSaharan Africa remains the region most heavily affected, accountir@y $ér

of all people living with HIV and for 75% of AIDS deaths in 20@men account for half of all
people living with HIV worldwideand nearly 60% of HIV infections in stéharan Africa. Young
people aged 1624 account for an estimated 45% of new HIfédtions worldwide. Globally, the
number of children younger than 15 years living with HIV increased from 1.6 million in 2001 to 2.0
million in 2007. Almost 90% live in s8aharan Africa.

Generally if in the absence of any interventiome trisk of arHI\tinfected mother passing the virus

to her infant during pregnancy, labour and delivery or in the postnatal period is 1 lim tBe
developed countries, the rate of MTCT is less than 2% because of widespread access to anti
retroviral therapy (ART), plaed caesarean sections (CS), ability to safely formula feed, and access
to quality medical services. In contrast resource poountries like Kenydhavea 3040% chance
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that an HIV positive breastfeeding mother will pass HIV to her chiédto the absene of these
interventions PMTCT services therefore must be integrated into SRH to minimise transmission
rates.

Magnitude of HIV in Kenya

According to the 2009 KDHS resul&d Kenyan adults age #® are infected with HIVIhe peak
prevalence among women is at age-4dD (144, while prevalence among men is highest at age 35
39 (1®%). The prevalence if HIV in pregnarioyKenyds 9.8%

The HIV epidemic shows regional heterogeneityith Nyanza province hdéng an overall
prevalence of 1% c¢more than double the national average; whiirobi and Westermprovinces
have a prevalence of%each. All otheprovinces have levels between 3#d 3% overall, except
North Eastern province wheréé prevalence is about/a

Infants and young children under 15 years account for 16% of all new HIV infections mainly as a
result of MTCT. Most of the new infections occur among young people, in whom the main mode of
transmission is through sexual intercourse

MTCT transmissiopatternsin Kenya

During pregnancy ¢10% 5
During labour and delivery ¢ 20%0
Non breastfeeding 15¢ 30%
Breastfeeding 1ST 6 months ¢ 35985
Breastfeeding 18 24 months C 45%

Effect of HIV on pregnancy

HIV/ AIDS may have the following effects on pregnancy

Maternal
1. Spontaneous Miscarriage
2. Low weight gain/ may experience weight loss
3. Frequent infections especially UTI and RTI
4. Anaemialcommon)
5. APH in 3 trimester/ placental abruption
6. Greater likelihood of PPH reported
7. High risk of maternal mortality
8. PretermPROM
9. Chorioamnionitis
Baby
1. Preterm delivery
2. Low birth weight/ IUGR
3. Increased IUFD and still births
4. Low apgar scores at 5 minutes
5. High infant mortality rates



Effect of pregnancy on HIV
Studies have shown that pregnancy does not seem to have an effect on overall HIV disease
progression

Risk factors for MTCT
The most important risk factor for MTCT is the amount of HIV in the mother's blood. This is known
as theviral load. The viral issually high ircase of:

Recent HIV infection
Advanced AIDS

Maternal Risk factordor MTCTduring pregnancy

A

> By B>y P D

High maternal viral load (new infection or advanced AIDS)

Low CD4 count

Pacentallnfections eg. Malaria

Anaemia

Sexually transmitteéhfections (STIs) especially the ulcerative ones
Unprotected sex

Multiple sexuapartners

Smoking

Maternal Risk factordor MTCTduring labour and delivery

>
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High maternal viral load (new infection or advanced AIDS)
Rupture of membranes for more than 4 s

Instrumental delivery

Episiotomy

APH or Intrapartum haemorrhage

Chorioamnionitis

Vaginal delivery

External cephalic version

Infant Risk factors foMTCT

A
A
A

Premature delivery
Low birth weight
Breaks in the skin or mucous membranes ((e.g. thrush or sores)

Risk factordor MTCTduring breastfeeding

A

A

A

Breastfeeding
A Method of breastfeeding (exclusive versus mixed feeding)
A Duration of breastfeeding,
Maternal disease status
A High viral load,
A Low CD4ount
Breast disease
A Cracked nipples, mastitis, breast abscess

Role of the Community in PMTCT
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Large proportions (60%) of women in Kenya deliver outside the health sydtdmpositive
women must be advised to deliver in a health facility vasisistance from qualified personnel.
e There is need to educate the community on the risk of MTCT and ways of prevention
e The community should be encouraged to facilitate motherattend ANC andeliver in
health facilities
e The community should bencouraged to refer to health facilities all children born at home
and mothers who deliver at home for PNC

1. Preconception care

t NBO2yOSLIiA2y OFNBE NBFSNER (G2 AyGSNBSyGuAz2ya GcFk
future pregnancies. It includeprevention and management of health issues that require action
before conception. These interventions include:

Knowledge of HIV status to make informed choices

Partner involvement

Good nutrition

Provision of Comprehensive Post Rape Care services

STI seeening and management

Contraception to prevent unintended pregnancies

Life style and behaviour change

ART for those who are eligible

To o Do Do Do Do Do Do

To reduce MTCT, the woman should conceive when the viral load is low and the CD4 is high. She
should be advised to ensutkat:
A She is in good health in good health, without Opportunistic infections (OIs) or other
illnesses due to HIV
A I eligible,she shouldbe taking and responding to therapy with ARVs for several months.
A She needs todassessed for TB and complétatment as necessary
A She needs to btaking cotrimoxazole
A She needs to beated for any existing STIs
altS tFENIySNRa | SItdK
Before the woman tries to get pregnant, the man should be advised to:
A Be in good health and taking and responding to therajiin ARVs for several weeks if HIV
positive and eligible
A Be treated for any existing STIs
A Be circumcised if he is Hhégative and this service is available

Safer Methods to Conceive
A Encouragecondom use during most of the montho prevent transmission oHIV, re
infection with other strains of HIV, or STls. Consider unprotected sex only when the
woman is most fertile. (If cycles are-3@ days, the fertile period is-B3" day)
A In case of discordance consider artificial insemination

2. Antenatal Care

A pregnant woman identified to be HIV positive should have a full physical examination. In
particular
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Obstetric evaluation and care
A Assessment. This includes taking a complete history and physical examination.
A Antenatal profile including HIV testing for those who do not know their status
A They should have routine follow up visits. For HIV positive, additional visits for further
counselling& Care sessions are recommended
A Avoid invasive procedures e.g. amniocesige
A Avoid external cephalic version

Medical management
A Assess for HIV related symptoms and illnesses and signs of opportunistic infections
(especially tuberculosis). Special attention should be paid to infections including STIs.
Treatment should be givefior any infections
A Laboratory investigations including full blood count (FBC), CD4 count, viral load, and
Hepatitis B and C screening
A TB screening should be done and the positive clients referred for treatment
A Prophylactic treatment should include
A Iron and folate
A Multivitamin supplementation
A TT immunization
A Malaria prophylaxis (only for those who are HIV negative)
A Cotrimoxazole prophylaxis
A Antiretroviral treatment or prophylaxis

Maternal nutritional counsellingand support

HIV positive women wilheed advice on a healthy diet and may need nutritional support during
pregnancy. Advice on healthy diet (depends on availability, cost, cultural considerations and HIV
related symptomg

Multiple Micronutrient supplementations during pregnanigy encouragd as itresults in better
pregnancy outcomdt should include: zinc, calcium, magnesium, iron, vitamin A, folic acid, vitamin
B 6, vitamin B 12, and selenium.

They should be advised to eat small frequent meals to increase absorption

Lifestyle and behaviour change

Behaviour change should be encouraged to reduce risk of transmission to the child. If possible the
spouse should be involved.

Discourage smoking and drug abuse

Condom use

Encourage coupleounsellingand testing

Reduce numbeof sexual partners and risky sexual practices

To Do Do Do

MOH recommendations for PMTGR01012-23

A All pregnant women should be encouraged to start attending ANC as soon as thy know
they are pregnant; preferably in the first trimester

A All pregnant women shouldebcounselled and tested for HIV during their first visit and
retesting should be done in thé“3rimester for HIV negative women

A Al HIV +ve pregnant women should be evaluated for eligibility for HAART during the first
ANC visit using WHO staging and @4 testing where available

A Mothers in need of ART for their own health should get lifelong treatment
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A Those already on HAART before pregnancy should continue with their ART

3. Use of ARVs in Pregnhancy

ARV therapy (ART)This is thdongterm use ofantiretroviral drugs to treat maternal HIV and for
PMTCT

ARV prophylaxis:Is the short-term use of antiretroviral drugs to reduce HIV transmission from
mother-to-child

MOH guidelines for ARV prophylaxis in HIV +ve women in WHO stage 1 or 2, or CD4oveunt
350
A Start Zidovudine (AZT) at 14 weeks of pregnancy or first contact thereafter and continue in
labour
Give single dose Nevirapine (sdNVP) at onset of labour
Start Lamivudine (3TC) in labour
Continue AZT and 3TC for 1 week after delivery
HIV +vevomen presenting for the first time at 38 weeks and not eligible for HAART should
be offered ARV prophylaxis during labour and up to 1 week post partum

To Do Do Do

ARV prophylaxis in pregnancy
New recommendations (WHO 2009)

Mother

e Antenatal: Start AZT from 14 veks or immediately thereafter up to 36 weeks

e Intrapartum: give AZT 600 mg stat (or 300mg BD) + 3TC 150mg BD +dsisgIalVP 200 mg
onset of labour

e Post partum:Give AZT 300mg BD +3TC 150mg BD for seven days

Baby

A Breastfeeding infant: Daily NVP from birth until one week after exposure to breast milk has
ended.

A Nonbreastfeeding infant: NVP daily for 6 weeks

161



Prophylaxis options

Option A: AZT

Option B: Triple ARV

Mother

AAntepartum AZT (from 14 weeks)
Asd-NVP at onset of labour*

AAZT + 3TC during labour & delivery*
AAZT + 3TC for 7 days postpartum*

Infant
Breastfeeding population

A Daily NV P (from birth until one wk after
all exposure to breast milk had ended)

Non -breastfeeding population
A AZT for 6 weeks OR
A NVP for 6 weeks

Mother

ATriple ARV (from 14 wks until one wk after
all exposure to breast milk has ended)

AAZT + 3TC + LPV-r

AAZT + 3TC + ABC

AAZT + 3TC + EFV

ATDF + XTC + EFV

Infant

Breastfeeding population
ADaily NVP from birth to 6 weeks

Non -breastfeeding population
AAZT for 6 weeks OR
ANVP for 6 weeks

*sd-NVP and AZT+3TC can be omitted if mother receives > 4 wks AZT antepartum

Aa
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ARV Therapy
When to initiate ARV Therapy in pregnancy
A LT GKS /5n 02dzi
the WHO stage.

A For those in WHO stage 3 and 4, ART is started regardless of CDA4.
A All patients with HIV and TB are also started on ART

A If the CD4 count is natvailable the all patients in WHO stage 3 and 4 are started on ART

The recommended regimen is AZT + 3TC + NVP or EFV* or LPV/r
*(EFVhot to be used in % Fourteen weeks of Pregnancy)

Benefit and impact of providing ART to eligible pregnant women
Pregnant women with CD4350comprise

To Do Do Do Do

ARV

About 40% of HIV+ pregnant women
Account for > 75% of MTCT risk

Account for >80% of postpartum transmission

Account for 85% of maternal deaths within 2 years of delivery
Would have a strong benefit from initiating ART for maternal health and PMTCT during
pregnancy, labour and delivery and breastfeeding

therapy in pregnancy

If the woman becomes pregnant while on ARV therapy:
A She should antinue to take ARV therapy thughout pregnancy, labour, delivery and

A

postpartum

If she is on Efavirenz (EFV) as a part of her ARV therapy and becomes pregnant:

i Substitute NVP for EFV if pregnancy is recognized dufiRgurteen weeks

i Continue EFV if recognized durify & 3° trimester
A Adherence to ART may be more difficult in early pregnancy because of morning sickness in

addition to nausea caused by ART.

Delay in starting ART
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Delaying the start of ARV therapy can be considered if a pregnant woman:
A Suffers frequently from ausea, a common side effect of some ARVs
A Isin her first trimester and concerned about the effects of ARVEEY on the developing
foetus
A HOWEVER AT I ¢2YlIyQa Of AyAOl fseardlyilktheVezgfis a d |
of early ARV therapy dwreigh any potential risk to théoetus

Induction of labour

Induction of labour may be associated with increased risk of HIV MTCT. Careful assessment of the
need for and desirability of induction rather than CS is necessary. When induction of labour is
chosen, membranes should be left intact for as long as possible. Remember that oxytocin should
not be used with intact membranes.

Support during labour

Emotional support during labour is important for all women, and may be even more necessary for
an HIV psitive woman who is concerned about her condition and risk of HIV transmission to child.
Whenever possible, during labour, ward staff must be sensitive to the fears and concerns of the
HIV positive mother about her infection, and how much she had tolghgner.

4. Intrapartum Care

Some practices may increase the risk of HIV transmission while having little or no proven obstetric
value. Routine management should be modified for all women whether known to be positive or
not.

e Use universal precautions fatl patients. These include protective gear, safe use and
disposal of sharps, sterilization of equipment and safe disposal of contaminated
materials

e Minimize vaginal examination by performing them only when necessary and recording
all vaginal examinationzerformed

e Use of the partognah: Proper and consistent use of the partoghan the monitoring
progress of labour will improve the management and reduce the risk of prolonged
labour in all women.

e Avoid artificial rupture of membranes unless necessary

e Avoidunnecessary trauma during delivery.

0 Avoid invasive procedures, such as using scalp electrodes or scalp sampling
0 Avoid routine episiotomy
0 Minimize the use of forceps or vacuum extractors
e Minimize risk of postpartum haemorrhage through:
o Active managementfdhe third stage of labour
o0 Carefully remove all products of conception
0 Carefully repair genital tract lacerations and tears
e Use safe blood transfusion practices
0 Minimize use of blood transfusions
0 Use only blood screened for HIV , Syphilis, maljagpatitis B and C

o Elective C/S. Caesarean section performetbre the onsetof labour or membrane
rupture has been associated with reduced MT8maadspectrum antibiotics should
be used routinely after caesarean section. There is a higher prevalenpestf
operative complications in HIV infected women. The decision to undertake caesarean
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section delivery to prevent MTCT should be balanced against the immediate and long
term risks to the mother.

HIV testing during labour

A woman ofunknown HIV status at labour should be offered HIV testing and counselRY.
prophylaxis, when initiated during labour for the woman and just after birth for the infant, can
reduce MTCT by as much as 50%

5. Postpartum Care

The postpartum period provides an oppanity to educate all mothers about HIV, to provide
counsellingand testing if it was not done previously, and to reinforce the education provided
during the antenatal period. Both HIV infected and HIV uninfected mothers should receive this
education anccounsellingbefore discharge.

Specific postpartum care includes
A Ongoing treatment, care and support for new Kidsitive mother, including referral for
ARV therapy if eligible
EID for HIV exposed infants
Educate on personal hygiene to prevamintamination of baby with maternal blood and
other secretions
Nutritional counselling and support for both
Early detection and seeking care for H#lated conditions, including TB and malaria.
Family planning options including dual protection
Advice m breast care depending on her feeding option
Discuss partner CT
Cervical cancer screening at 6 weeks

o Do

To Do Do Do Do Do

6. Neonatal care

e  Wipe the mouth and nostrils with gauze at delivery of the head.

e Clamp anctut cordimmediately after birth and avoid milking the cord. Cowdth gauze
before cutting the cord

e Avoid suctioninginless therels a meconium or excess secreson If you must suction,
use low pressure or bulb suction.

e Avoidbeating or turning baby upside down

e Wipe baby dry with particular attention to the mucousembranes. Wiping should be
done carefully to avoid trauma to the skin. The preterm infant's skin bruises more easily.

e Feed the baby within one hour to avoid infection.

e Umbilical cord requires good hygiene; the mother should be instructed on how to clean
the cord as per the recommended guidelines

e  Prophylaxis for all HIV exposed infants is recommended

Cotrimoxazole Prophylaxis
All HIV exposed infants are given cotrimoxazmigphylaxisstarting from 6 weeks. This is stopped
the child is confirmed HIV negative and no longer breastfeeding.

Confirmation of HIV infection in children
ConductVirologic Diagnostic TedDNA PCR) at 6 weeks of age or at first contact after 6 weeks.
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e |If the virdogy test is positive then start the infant on ARVs and continue with
cotrimoxazole

o If the virology test is negative follow up the child and condbietgnostic Antibody HIV Test
at 9 Months irrespective of wellness of child or before 9 months if child Idpsesigns or
symptoms suggestive of HIV.

e If the antibody test is positive, confirm with a virology test and start on ARVs

o If the antibody test is negative the infant stops cotrimoxazole and continues with routine
under 5 follow up

e For breastfeeding infastconfirmatory testing is done 6 weeks after complete cessation of
breastfeeding.

(Refer to Early Infant Diagnosis (EID) flow chart for details)

Infant feeding recommendations
For HIV infected mothers
A Exclusive breastfeeding is recommendfeat HI\tinfected women for the first 6 months of
life unless replacement feeding is Acceptable, Feasible, Affordable, Sustainable and Safe
(AFASSpr them and their infants
A WHO recommends continued breastfeeding for up to 12 months with ARV prophylaxis
until one wed after breastfeeding ceases
A When replacement feeding is AFASS, avoidance of all breastfeeding byfadted
women is recommended
These mothers should receive counselling
A Information about risks and benefits of each option
A Specific guidance on selectingtion most suitable for their situations

7. Contraception

Family planning services are among the core interventions of PMTCT provided to help women
determine future childbearing patterns including the prevention of -ifécted births.
Reproductive healtttounsellingcan help a woman practice safer sex and detesrher future
childbearing patterns on a more responsible and informed basis.

HIV positive women can use all methods of contraception as long as they meet the eligibility
criteria.

Below is the summary of the WHO Medical Eligibility Criteria for HIV pesiwomen

Summary Chart

Contraceptive Method

DMPA

NETEN

Implants

Oral contraceptives

HIV-
infected

Condition

ARV therapy

NNRTIs

Ritonavir




initiation 2 3* 2/3* 2/3* 2/3*
IUCD

continuation 2 2 2 2 2
Condoms No restrictions; use is encouraged to prevent STI/HIV transmission.
ECPs No restrictions.
Sterilization No reasons to deny. Delay in case of acutetdldted infection.

FAB methods

Can use if menstrual cycle is regular. Encourage to continue using condom
outside thefertile window to prevent STI/HIV transmission.

LAM

Advise on the risk of transmission; exclusive breastfeeding reduces risk
compared to mixed feeding.

Spermicidesand
diaphragm

Use is not recommended, may increase risk of HIV transmission/superinfeg

* Category 2 if client with AIDS is clinically well on ARV therapy; otherwise
category 3.

Interpersonal communication and Counselling

OUTLINE
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Definition of terms used in interpersonal communication and counselling (IPCC)
Health activities that require IPCC

Counselling principles and IPCC skills and techniques

Purpose of counselling

Qualities of a good counsellor

Counselling process utilizing GAER steps

Factors that facilitate and those that interfere with counselling

Elements of quality care

Definitions of terms used in IPCC

Interpersonal Communication
It is faceto-face verbal and nowerbal exchange of information or feelings between tp&ople
involving motivation, education and counselling.

Counselling
It is a persorto-person interaction in which the counsellor provides adequate information to
enable the client to make an informed choice about the course of action that is best far Hier.

Interpersonal Communication and Counselling

It is the faceto-face verbal or nonverbal exchange of information or feelings between individuals
or in groups, to enable the client or the group to make an informed choice about the course of
actionto take. The client also develops confidence in the service provider if the communication is
effective.
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Information
It is creating awareness on a particular issue.

/ ftASYGQa NAIKGAY LYF2NXIGA2Y | O0Saa and
confidentiality dignity comfort expression of opinion informed decision makiogntinuity
of care

Health activities that require IPCC

Interpersonal communication and counselling is required in all settings where health workers

interact with clienis or patients. Specific situations are during:

e  History taking

e Examination

e  Motivation

e Counselling e.g. during discharge time, rescheduling appointment, course of treatment and
care.

Basic counselling principles and IPCC skills and techniques
Forcounselling to be effective, observe the following:

e The right to make an informed decision

e Process should be confidential

e  Process must be truthful

e  Freedom of expression

e  Genuine communication without emotional involvement
e Auditory and visual privacy

e Recepive atmosphere

e Recognize limitations and refer when necessary

Examples of verbal and newerbal communication include:
e Hand shaking

e  Speaking and laughing

e Facial expressions (frowning, smiling)

e Eye contact (rolling eyes, gazing, staring)

e Nudging, kickingnd crossing arms

e Crying and shouting.

Interpersonal communication counselling skills and techniques

Non verbal communication skillszinvolves | Verbal Skills
body language

ROLE&re an acronym used for norverbal | CLEARIs an acronym used for verb
behaviour that facilitates communitian to | behaviour that facilitates communication.
occur.

R- Relax C- Clarify
O- Open and approachable L- Listen actively
L- Lean towards client E- Encourage




E- Eye contact A - Acknowledge

S- Sits squarely and smile R- Repeat and Reflect

Purpose of Counselling

To provide accurate Safe Motherhood information to clients/patients to enable them make
informed decisions with emphasis to the following priority groups:

e Women during intrapartunand postpartum period

e Adolescents

e Individual men, women and couples

e Women receiving post abortion care regardless of age

e Women with medical or obstetric conditions likely to worsen with pregnancy and childbirth.

Quialities of a Good Counsellor

A good counsellor is a person who is:

Counselling technigues

- Praise and encouragement - Questioning

- Probing - Observation

- Paraphrasing - Summarizing

- Activelistening - Reflecting

- Clarification - Nonverbal response (nodding)

- Explaining in language the client can understand
- Copying with special needs (facial expression showing pain)
- Use of IEC support materials.

Honest:Always tells the truth to the client and provides them with care and information desired.

Understanding/empathicBeing able to put yourself in the place of the client; being able to feel
what the client feels and to demonstrate to the client that you understand, and accept their
feelings without bias or judgment.

Nonjudgmental: The counsellor should treat the clisnwith respect and kindness, and give
information in an unbiased manner.

Flexible:Counsellor should be able to recognize when he/she cannot sufficiently help a client to
refer to someone who can.

Sensitivelo clients' needs and concernihe Counselloshould help clients to deal with rumours,
misconceptions, needs and concerns by discussing fully their fears and anxieties and by providing
facts in a sensitive, caring manner.

GenuineThe Counsellor must be a real person and not a role model and node alayer. He/ She
uses the past experience and skills to facilitate the client/provider interaction.

Active ListenerActive listening facilitates communication and this will allow the client to express

herself freely and adequately. Counsellor may aod look at the client.
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Accepting and respectfuk respectful Counsellor treats the client in a way that the provider would
like to be treated if he/she were the client.

Counselling process utilizing GATHER

GATHER an acronym for the Counsiay Process it has been usaddther areas of reproductive
health but is relevant in providing services for maternal health:

G- Greet the client, welcome her and ask how you could help her.

A - Ask about themselves and the family

T- Tell what is going tbappen during her visit

H - Help her to be comfortable to understand her situation and make a decision

E- Explain any pre & post procedure care/instructions including use & effects of drugs.
R- Return visit, referral and follow up.

Demonstration of thecounselling process utilizing GATHER (Role Play)

Use the following two scenarios to demonstrate the counselling process through-pddsy. Try to
equip the two clients to make informed choices.

Scenaria: Mary, a 24 years old single mother of twognod health, comes to ANC at 28 weeks gestati
On examination, she is found with pallor and blood slide reveals that she has malaria parasites. Mary d
wish to have the baby due to financial difficulties. Using IPCC skills, demonstrate how ydicaumsel Mary
to deal with her situation.

Scenari®: Rose is a 21 yeald primipara who had a SVD 24 hours ago. She had no complications
throughout the course of labour. During postnatal examination the midwife notes that Rose's padaadvet
dirty. Upon being asked, Rose explains that she has changed her pad once since delivery and has not {
bath.
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Elements of Quality Care

Elements of Quality of Care

Promotion and protection of healthPeople need to know aboupregnancy and childbirth and to
understand the danger signs

Accessibility and availability of service®Women should be able to benefit from quality of care,
understand the full range of services available & receive care at the lowest appropriatd theel
system close to where they live.

Acceptability of servicesWomen need privacy, they may prefer to consult a female health wor|
and they should be assured of confidentiality.

Technical competence of health care provideT®chnical competence depends on regular train
and retraining and on clear guidelines for clinical treatment

Essential supplies and equipmentNorms and standards should be established for the neces
equipment, supplies, drugs at each level of camd their availability should be ensured

Quiality of clientprovider interaction: Providers must treat clients with respect, be responsive)
their needs and avoid judgmental attitudes.

Information and counselling for the client: Clienshould have the gportunity to talk to health care
providers and should be offered guidance on any health problems identified.

Involvement of clients in decisiemaking Providers should see clients as partners in health care
should involve them in decision making as\aeparticipants in their own health care.
Comprehensiveness of care and linkages to other $¥fvices Maternal health care is a uniqu
opportunity to provide women with comprehensive RH care and to address other issues, s{
nutrition and sexually trasmitted diseases.
Continuity of care and followup: Maternal health care should be part of continuiogre comprising]
of antenatal, delivery & postpartum care. Clients must, however be seen as people with health
that continue through their lives.

Sipport to health care providersHealth Care providers at all levels need the backup and econ
and social support of the State and the communities that they work.
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MANAGEMENT QFABOUR AND DELIVERY
Content Outline

Definition of and diagnosis of labour
Management of normal labour at different stages
Thepartograph

Management of abnormal labour including referral

i\ e

Definition of Labour

Labour is a physiological procesharactersed byrhythmic regular uterine contractions increasing
frequencyand intensity accompanied by progressive cervical effacement and dilatatiod,descent of
the presenting partLabour may be spontaneous or induced.

Definition of Normal Labour

Normal labour is a physiological process, which commences spontaneously at tecomniflétedweeks)

with rhythmic regular uterine contractions of increasing intensity and frequency, accompanied by
progressive cervical effacement and dilatatiamd descen of the presenting partfreferably cephalic)
resulting in expulsion of a healthy foetus, a complete placenta and membranes and a healthy.mother

Essentials oDiagnosis of Normal Labour

Diagnosis of labour includes: diagnosis and confirmatiotalodur, diagnosis of the stage and phase of
labour, assessment of the engagement and descent of dkeus, and identification of presentation and
position of the foetus.

Symptoms of normal labour may include history mitermittent low abdominal painsadiating to the
back blood-stained mucoid vaginal discharge (shgwyatery vaginal discharger a sudden gush of
amniotic fluid (drainage of liquor)

Labour is confirmed by the presence of: cervical effacement and cervical dilatation.

Labour may be ctsified as true or false labour. The differences are outlined below.

True versus False Labour

Features True Labour False Labour
Contractions Regular Irregular

Interval between pains Gradually shortens Remains long
Intensity Increases Remains the same
Cervix dilatation/effacement Presentand progressive | Absent

Bulging membranes Present Absent

Sedation Pain not stopped Pain relieved
Descent of presenting part Presentand progressive | Absent
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MANAGEMENT OF LABOUR
Admitting a Woman in Labour
When the mother comes in labour, the health service provider nmustiide a supportive, encouraging

FGY2aLKSNBE F2NJ 0 ANIK GKIF G Atds impSativaddhéxih® deialth pravidei K S
ensures privacyand confidentiality at all times.I€anliness of the woman and her environment should be

maintained at all times.
During history taking,he initial questions that should be asked, while obsenheg physical condition

include:
Questions to ask Issues to explore
1. When did your laboupains begin? How long has the woman been in labour? How is she doing?
2. Has your bag of waters (membranes) brokel If the water has proken, it i.s important to klleW how mth time has elaps
and what the fluid looked like (clear, greenish ptwod-stained?).
3. Have you bled from your vagina since you
started feeling labour pains? Did you have a Any bleedingduring pregnancy or labour isdanger sign
bleeding during your pregnancy?
Ask if foetal movementare normal or have reduced.
4. Do you feel anjoetal movements? If they are reduced find out if they are less than 10 in a day. Find out ho
long ago she felt the last foetal movement
If the woman has been attending antenatal clinic, examine her record fo
information about her history.

e Ask about the gestation at first visit, the number of visits, and
presence of complications e.g. vaginal bleeding, high blood
pressure etc.

e Check theesults of antenatal profile

- e Confirm any interventions done in pregnancy
5. Have you attended antenatal clinic? . L
e Review hePast obstetric history
If she has not attended any antenatal clinic, she may have untreated or
unidentified problems. Additional questions include:
e How old are you?
o Is thisyour first pregnancy? How many times have you been
pregnant?
e Past medical history
6. Have you had any discharge or bloody muct Unlike blood, the show is-often sticky and stretches. It is a sign of early
labour. It may be bloodtained
(show)?
If she has not eaten, she may not have much strength. It is good to
7. When did yodast eat? encourage the woman to eand drink as she wishes. Nutritious liquid
drinks are important even in late labour.
8. Have you taken any medicine, herbs or othg It is important to explore what other medicines or herbs may have been
treatment? taken. Some may have a stimulating effect on labour
9. Have anyone given you care at home? If yes, what kind of care was givand bywhom?
10. Are you accompanied by your partner, frien¢ Encourage the woman to have personal support from a person of her ch
or relative? throughout labour and birth.
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The client should then be encouraged to empty her bladder and provide a urine specimen for testing for
protein and sugarThe provider shouldexplain all procedures, seek permission to perform them, and
discuss the findings with the woman.

Physical Examination

The health provider should perforafull physical examination, including an abdominal examination and a
vaginal examination in ordeo quickly determineThe stage of labour she is the presenting part, andd
rule out maternal or foetal complications.

Physical examinatiod 2 Odza Sa 2y GKS ¢2YlyQa @QAGFE aiadiya FyR

« The health provider should wash his/her hamdgh soapbefore examining the mother

« Infection prevention protocols should be adhered to during physical examination

« The vital signsto be checked includeBlood pressure, pulse rate, respiratory rate, and
temperature.

« ¢KS LI Genéday icdpdition should be assessed forgeneral appearancestate of
consciousnesgallor,cyanosispedema respiratory distressgtc

The health provider should theregorm afull systemic examinatioas far as possible.

Abdominal Examinationhelps the health servic providerto confirm the gestation, rule out multiple
pregnancydetermine thepresenting partthe lie,the descentthe frequency and strength of contractions,
and the characteristics of the foetal heart tone#t is important for the woman to be as sled and
comfortable as possible during the examinati@uring this process, the provider should maintain open
communication with the mother, explaining the findings and reassuring the mother. Thereafter
appropriate action should be taken.

The vaginal eamination is important for confirming labour and determining the stage and progress of
labour. It is conducted in order to assessweal dilatation and effacementonfirm the presenting part,

the position in vertex and breech presentation, thiate ofmembranes and the pelviedequacy Vaginal
examination should only be performed on initial admission and after every four hours when a woman is in
active labour. Too frequent vaginal examination may predispose to infection, therefore the provider needs
to observe infection prevention and control precautions at all times. It tm@yincomfortable forsome
women and there is need to ascertain that the woman is relaxed during this procedure.

If the cervix is not dilated on first examination, diagnosis of labmay be difficult. However if the
contractions persist, rexamine the woman after 4 hours for cervical changes. At this stage if there is
effacement and dilatation the woman is in labour, but if there is no changelikbly diagnosis is false
labour.

Digital vaginal examination is contraindicated in case of preterm rupture of membranes, and Ante partum
haemorrhage especially when placenta praevia is suspected.

RECORMAII findingsduring activdabour should be recordedn the partograph accurately amgomptly.

The woman needs prompt attention if she has any of the following sgesature labourplood stained
mucous discharge (show) with palpable contractions, ruptured membranes, pallor, weakness, fainting,
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severe headaches, blurred vision, vongtirfever, respiratory distresgr active bleedingper vaginum
Such a patient should be picked up from the queue and rapid management instituted.

Stages of Labour
Labour is divided into four main stages:

1st Stagefrom onset of labour to full dilatatioof the cervix.
2nd Stagefrom full dilatation to expulsion of the foetus.

3rd Stage from delivery of the baby, to delivery of placenta.
4™ Stage Up toone hour after expulsion of placemt

MANAGEMENT OF NORMAL LABOUR

Management of First Stage dfabour

Note: Provide womarcentred individualized care.

During the first stage of labour, encourage the woman to:

Empty her bladder regularly

Freely move about

Maintain oral intake of fluids and food as required
Exercise breathing techniques

Observepersonal hygiene

Have a chosen companion with her.

The health provider should:

Practice universal infection prevention and confpobtocols

Use partograph as appropriate for monitoring labour

Listen to, encouragesupportand reassure the woman contially
Prepare for managemerior the other stages of labour

Ensure privacy and confidentiality

Make arrangements to accommodate th&th companion omale partner
Anticipate the need for neonatal resuscitation and prepare for it

Control of pairmaybe achieved by:

To Do Do Do Do Do

Change of positionfoving around,

Touch and back massage from a companion,

Breathing techniques

Verbal coaching and relaxation to help draw her attention away from labour pain,

Warm bath or shower

Use of pharmacological agents e.g. trambat00mg 1M or slow IV -& hourly, pethidine 5@.00

mg 1M or IV slowly-8 hourly, inhalational nitrous oxide combined with 50% oxygen (Entonox) or
epidural analgesia where available
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Progress of First stage of labour:

Satisfactory progress in firstage of labour is indicated by: Regular contractions megjvely increasing in
frequencyand intensity, cervical dilatation of at least 1cm per hour with the cervix well applied to the
presenting part

Unsatisfactory progress of first stage of labounigen the contractions are infrequent and irregular after
the latent phase, cervical dilatation is less than 1 cm per hour during the active phase and the cervix is
poorly applied to the presenting part.

Examples of Positions for Labour and Delivery

'3

Contents of a delivery kit:

a) Instruments

A Fetoscope b) Supplies and drugs

A Artery forceps (2) A Gloves

A Cord scissors (1) A Syringes (2ml and 10ml)
A Episiotomy scissors (1) A Needle (21G)

A Needle holder (1) A Lignocaine injection

A Toothed dissecting forceps A Injection oxytocin giu/ml)
A Small galipot (1) A Suture No 2

A Cord ligature (1) A Pads/gauze

A Large kidney dish (1) A Infection prevention and control supplies and equipmer|
A Suction/mucous extractor A Baby weighingcale

A b8s62NYy ! Yodmo A Portable light

A Blood pressure machine

A Stethoscope

A Thermometer

Management of Second Stage of Labour
Diagnosis

The second stage (full dilatation) is recognized by:
e Uterine ontractions becoming strong and more frequentg4er 10 minutes)
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e The woman grunts or gethe urge to bear down

e The woman mayetch orvomit

e The foetal head further descending into the pelvis

e The perineum bulging and the skin becoming tense and glistening
e The anus may gape and may pass faecal matter.

Management of Second Stage of Labour

Note: Deliver in the position the woman finds most comfortable. Allow and encouragetiirtin
companion male partnerto be present during childbirth

Once confirmation of full cervical dilatation is performed by digital vaginal examinationafME)he
woman is in the expulsive phase of second stage should be encouraged tbear downonly during
contractionsand relax in between. At crowning, the perineum should be supported with a pad firmly held
to prevent perineal teas (avoid obstructing the presenting part and allow foetal head to extéma
perineum).

Examples of positions for childbirth

Note: Avoid routine episiotomy!

Perform episiotomyonly when it is clearly indicatedEpisiotomy should only be considerad case of:
complicated vaginal delivery (breech, shoulder dystocia, forceps or vacuum delivery); scarring from
previous female genital cutting or poorly healed perineal tears; and foetal distress.

Routine episiotomy is associated with increased third &mdrth degree tears, and subsequent anal
sphincter muscle dysfunctionVhenever episiotomy is given, administer local anaesthesia.
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Delivery of the head:

¢2 O2yiGNRf OANIK 2F GKS ¥F2S8S0Ft KSIRX LJI CiéxediKS 7T
| 2y GAydzS (2 &dzLILI2 NI G KS LISNX Yy S dzy headisfelifered,chegk fdi KS 6
the cord aroundthenesck L ¥ LINBaSy i odzi € 22 alSte cadfisitight akotind th&d S NJ |
neck doubly clamp and cutliefore unwinding it from the head.

lff2¢6 GKS o0l 0@ Qa K SOnBe the Beadiisidulifered ask tifelpatignSribidzaplish. Clear
the airway of the newborn gently with sterile swab

Delivery of the body

Reduce the likelihood of tears by delivering one shoulder atame.i K | KIFyR 2y S| OK 2
head, move the head posteriorly to deliver the anterior shoulder and vice vHrdaere is difficulty in
delivering the shoulders suspect should#ystocia. DO NOT USE FORCH dzLJLJ2 NIi G KS o0 0 ¢
aft ARSa 2dzi I'YyR LXI OS (KS o6loé 2y (GKS Y2G0KSNR& |6

Immediate care of the newborn

Thoroughly but gently dry the babRrying helps to keep the baby warm and stimulates breathing. A newly
born baby wet with amniotic fluid can become cold even in a warm room! Dry the body, arms legs and
especially the head by gently rubbing with a cloth. Remove the wet cloth and wrap in a dry cloth.
Thereafter evaluate if the baby is crying. A baby who is dny&egls routine care. The elements of routine
care include the following:

o Keep the baby warm

e Check breathing (Baby should be crying or breathing quietly and easily)

e Clamp and cut the corDO NOT MILK THE CORD)

e Encourage breastfeeding and routine newbaoare.

e Anticipate the need for neonatal resuscitation and prepare in advance for it

How to clamp or tie the umbilical cord:
a. Place 2 clamps or ties around the cord. The first clamp is placed about 2 finger breadths from
0KS o0l 0&Qa I oR2 Ydyip igpkth fin§erbiie&ddhs feod he asddmen
b. Cut between the clamps/ ties with a clean scissors or bl#dgeeding occurs, place a second
Of YL 0SGgSSy GUKS FANRG 2yS yR GKS ol oeéQa
c. Leave the cut end of the umbilical cord open to the air to dry
It is recommended that as part of routine care, the provider waits at least 1 minute and up to 3 minutes to
clampl/tie and cut the cord. There is now considerable evidence that early cord clamping does not benefit
mothers or babies and may even be harmful.

The precise timing of clamping and cutting the umbilical delichportant as there is some evidence of
potential benefits for the baby when the cord is not clamped and cut immediately after birth. Physiological
studies have shown that there is a transfeom the placenta of about 80 ml of blood at 1 minute after
birth, reaching about 100 ml at 3 minutes after birth (1, 2). These additional volumes of blood can supply
extra iron amounting to 460 mg/kg of body weight. When this extra iron is added te #pproximately
75 mg/kg of body iron that a futerm newborn is born with, the total amount of iron can reach 4185
mg/kg of body weight, which may help prevent iron deficiency during the first year of life (3).
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Perform APGAR scoring and show ltiady to the mother. Let heconfirmthe sex of the babyApply an
identification tag and wrap baby in warsoft, dry towels and give to the mother to initiate breastfeeding
within the first one hour of life. Once stable, perform a full physical examinatiche baby.To prevent
ophthalmia neonatorum, apply 1% tetracycline eye ointment.

Palpate the abdomen to rule out the presence of an additional baby before proceeding with active
management of third stage of labour.

Active Management of the Third Stagé Labour (AMTSL)

To prevent postpartum haemorrhage (PPiHls recommended thaactive management of third stage of
labour (AMI'Y.), be practiced at all times.

AMTS includes:

1. Prophylactic use of oxytocin
2. Controlled cord traction for delivery of thdgzenta
3. Uterine massage

1. Prophylactic Oxytocin to Prevent Postpartum Haemorrhage

Within one minute of delivery of the baby, palpate the abdomen to rule out the presence of additional
baby/babies.

Give oxytocin 10 lihtramuscular (IM)

Oxytocin is preferred because it is effectiveé3ghinutes after injection, has minimal adverse effects and
can be used in all women.

If oxytocin is not available, ergometrine can be used as 0.25mg given IM.

However, ergometrine is contraindicated in womevith preeclampsia/eclampsia, high blood pressure
and cardiac disease because it increases blood pressure by peripheral vasoconstriction, ancteagg
the risk of convulsions and cerebrovascular accidents.

IM Oxytocin 10U

2. Controlled Cordraction

Within one minute of delivery,lamp the cord close to the perineum usisgongeforceps.

Hold the clamped cord and the end of the forceps with one hand.
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Controlled cord traction

tfFO0OS GKS 20GKSNJ KIFyR 2dzal btabifiz® the uieku$ by @plying\ceuiter LJdzo
traction during controlled cord traction. This helps prevent uterine inversion.

Keep slight tension on the cord and await a strong uterine contractied rfiinutes).When the uterus
becomes rounded or the cord letiggns very gently pull downwards on the cord to deliver the placenta.

Do not wait for a gush of blood.

If the placenta does not descend during-80 seconds of controlled cord traction (i.e. there are no signs of
placentl separation)DONOTcontinue to pull on the cord. Gently hold the cord and wait until the uterus

is well contracted again. If necessary, roll the cord on the foroeptamp the cord closer to the perineum

as it lengthens.

With the next contraction, repeat controlled cotdgaction with counter traction.

Never apply cord traction without applying counter traction above the pubic bone with the other hand.

To reduce the risk of the thin membranes tearing off as the placenta delivers, hold the placenta in two
hands and gentlyurn it until the membranes are twisted. Slowly complete delivery of the placenta.

Inspect the maternal surface of the placental lobes for completeness and remove any retained fragments
Maintain infection prevention protocols at all times

3. Uterine Massage

LYYSRAIFGSt&@ FFGSNI RSt AOSNE 2F GKS LXFOSyidlsz YI a
abdomen until the uterus is contracted.

Repeat uterine massage every 15 minutes for the fidsodr.

Ensure that the uterus does not become relaxed after you stop uterine massage.

Ensure the urinary bladder is empty.

Uterine massage
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Examination of the placenta

Carefully examine the placenta to ensure completeness and that no lobe is missing. If a portion of the
maternal surface is missing or there are torn membranes, suspect retained placental fragments.

In such cases examine the upper vagina and cervix and sp®nge forceps to remove any pieces of
membranes that are present.

Examination of the placenta

Also xamine for infarctspresence of a retro placentalot and any other abnormalities ge. extra lobes.
Examine the blood vesseis the cord Normally © has two arteries and one vein. The absence of one
artery may be associated with congenital abnormality, particularly renal agenesis.

Weigh the placenta.

Record all findings

Examinationfor tears

Carefully examine the cervix, vagina and perineum and repair anypgesgent as appropriate.
Repair the episiotomy.

Explain all procedures to the mother.

Emergencies of Third Stage of Labour:

If uterine inversion occurs, reposition thgerus
If the cord is pulled off, manual removal of the placenta may be necessary
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Management of 4 Stage of Labour

The fourth stage of labour is the first hour after delivery of the placenta. The mother should remain in
labour ward where her condition should be assessed, the perineum, vagina, and cervix should be examined
for tears.

During this time, observe the mogh every 15 minutes for vital signs and vaginal bleeding. Monitor the
ySg02NyQa O2yRAGAZ2Y F2NJ of SSRAy3a TFNRY GKS O2NFR
appropriate, encourage initiation of breastfeeding.

DRUGS FOR ACTIVE MANAGEMENT OF THE THIRD STAGE OF LABOR (AMTSL) '

Name of Drug /
Preparation

Dosage & Route

Drug Action &
Effectiveness

Side Effects & Cautions

Oxytocin

Give 10 units IM

* Acts within 2to 3
minutes.

* First choice.

Posterior pituitary iniection 2 * No known contraindications for
. jection. 3
extract: other names * Effect lasts about postpartum use.
Pitocin or Syntocinon. 15 to 30 minutes. |+ Minimal or no side effects.
* (Causes tonic contractions (may
increase risk of retained placenta).
" Contraindicated in women with or
history of hyperiension, heart
disease, retained placenta, pre-
Ergometrine * Acts within6to 7 eclampsia, eclampsia. 4
Preparation of grgot. _G@ve D.2 mg IM minutes IM. * Side effects: nausea, vomiting,
Usually comes in dark | injection. * Effect lasts 2 to 4 headaches, and hypertension.
brown ampoule. hours. o ,
* Greater incidence of retained
placenta.
DO NOT USE if drug is cloudy. This
means it has been exposed to
excess heat or light and is no longer
effective.
Syntometrine * Combined rapid * Same cautions and
Combination of 51U Give 1 ml IM action of oxytocin contraindications as ergometrine.
oxytocin plus 0.5mg | injection. and sustained * Side effects: nausea, vomiting
ergometrine. action of h ! -
ergometrine. eadaches and hypertension.
Orally: * Side effects: shivering and
Give 600 mcg + Acts within 6 elevated temperature.
minutes.

Misoprostol
E1 analog
prostaglandin

(three 200 mecg
tablets) orally or
sublingually
(under the
tongue).

* Peak serum
concentration
between 18 to 34
minutes.

+ Effect lasts 75
minutes.

NEWVER GIVE oxytocin until at least 6
hours after last misoprostol dose.

Because you may not have used
this before for this indication, be
sure to carefully follow lecal
guidelines when using.
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USING THE PARTOGRAPH

The first stag of labour is divided inthatentand Active phases. This is differentiated by the cervical
dilatation. In Latent phase of labour the dilatation is less than 2cm while in active phase the cervical
dilatation is 34 cm and above.

Definition of partograph

The partograph is a graphic presentation, which outlines the progress of a woraativielabour
including the foetal and marnal condition.

It serves as management tool used for thestkction of abnormal progressf labour.

The WHO composite partagph has been modified to make it simpler and easier to use

The events of active labour are plotted against time in hoi#k.entries are recorded in relation to the
time at which the observations are madle.

Conditions for starting a Partograph
A Partograph chart must only be started when a woman is in active phase of labour.

Plotting progress of labour on partograph
The following information is recorded on the partograph

1. Patient information:
RecordrullName, age, gravidity, parithpsptal number, date andime of admission antime of rupture
of the membranes in houiig the space provided at the top of the partograph

2. Foetal Condition

TheFoetal heart rate observed % hourly and plotted with a dot (.) on the partograph. The roeted!

heart rate is between 120160 beats per minutéJsing the modified partograph range of 1100 taken

for the country. If at level -3, refer to higher level if 3 consecutive readings 15 minutes apart reveal FHR
<110 or >170 mm hg

3. Amniotic fluid and membranes
Record he state of themembranes and/or amniotic fluidifuor on the partograh in the area provided as
follows:

[ - Intact membranes

C- Clear liquor on ruptured membranes
M - Meconium stained liquor

A- Absent liquor if membranes aruptured
B- Blood stainediquor.

This observation is made at each vaginal examination. If there is thick meconium at any time or absent
liquor at the time of membrane ruptureule out othersigns of foetal distressnd take appropriate actian

Moulding of the foetal skull bones
This is an important indication of how adequately the pelvis can accommodate the foetal head. Increasing

moulding with the head high in the pelvisaisign of cephalopelvic disproportion.
Moulding is observed 4 hourly.
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There are four different ways to record the moulding on the partograph in the row indicatediding:

e 0 If bones are separated and the sutures can be felt easily
o + If sutures are apposed but no overlap i.e. th@nes are just touching each other
o ++ If there is overlapping of thsutures but it is reducible

e +++ Ifthe sutures overlap but not reducible

Cervical dilation

The cervical dilatiors assessed at every vaginal examination iarglotted with an(x).

The first vaginal examination, on admissiomcludes a pelvic assessment. Thereafter, vaginal examinations
are done every 4 hours, unless contraindicatedas indicated e.g. if"2 stage is imminent or there is
evidence of rapid progress of labour as may occur in multiparous patients

When usingthe composite partograph plot dilatation of 0-2 cm in the latent phase area of the
cervicographstartingF & GAYS nd 2 KSy I 62dzNJ LIMEE Miharégllar 6 A d
contractions)record the dilatation against the time and thé&ransferusing a broken line to the alert line,

using the lettersTR. (TRANSFERaving the area between the transferred recordirigank. Note that

the broken transfer line is not part of the process of labour. When a woman is admitted in the active
labour @-10cm)the dilatation of the cervix is plotted on the alert line and the clock time written directly
under the X in the space for time.

Due to the confusion that was noted during transfer of the cervical dilatation,réfvesed partograph
DOES NOT include trednt phase. The charting commences only when the cervical dilatation is 4cm and
above (that is when the patient is in Active phase of labout)is recommended that the revised
partograph has been adapted for use in Kenya

TheAlert line starts at 4cm of cervical dilatation to the point of full dilatation at a rate of 1cm per hour
TheAction lineis a parallel line draw4 hours to the right of the alert line

When thecervicaldilatation moves to the right of the alert linghis indicategprolonged Active Phase. In
this instance, he woman must be referred to a comprehensbmmergency Obstetric Cafacility.

The 4 hours betweethe alert and action lines allows time for the woman to be assessed and appropriate
intervention taken includig referral.

If during labour, the cervical dilatation reaches the action &rgecision must be taken about the course of
the progress and appropriate action takeldnder no circumstance should theervical dilatation be
allowed to cross the action line.

Descent of the foetal head

For labour to progress well, dilatation of the cervix should be accompanied by descent of the head.
Descent of the head is measured by abdominal palpationiaaglpressed in terms of fifthsalpableabove

the pelvic brim.Abdominal palpation has bedound to be a more reliable way of gauging descent than
vaginal examination where large caput formation often leads inexperieheadth providers to confuse
scalp descent with skull descent.

Descent of the head should always be assessed by abdominal examination immediately before doing a
vaginal examinationA simplified way is to use theidth of the five fingersasa guide to the expressioof
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the fifths of the head above the brimA head that is mobiland fully palpableabove thepelvicbrim will
accommodate the full width of the five fingens.is reported as 5/5 palpablét is generally accepted that
the head is engaged when the part above the brim is represented by 2 finigtisor less.When none of
the head is palpable, this is reported as 0/5 palpablescent is plotted with a(O) on the respective area
outlined o the partograplasthe time ofthe observation.

Hours:
This refers to the time elapsed since onset of &cpiase of labour (observed or extrapolated)

Time:
This refers to actual time

Uterine Contractions
In normal labour the uterine contractions increase in frequency and intensity. The number of the uterine

contractions is assessed and recordaery halkhourin the active phasef labour.

When darting the contractionstwo important observationanust be recorded:

(a) The frequency: How often are they fe{tUsually this is the number afontractionspalpatedin ten
minutes)

(b) The duration: How long do they lagin second$; the duration must also be palpated not just
estimated by observation

The frequency of the contractions is assessed over artienite period.

The duration of the contractions is from the time the cadtion is felt abdominally to theirhe the
contraction passes off.

Contractions are charted on the partograph in the area having the 5 blank squares high that go across the
f SYyadkK 2F GKS 3INILK O00GKS tSTlO KIFIYYRPIARS Aa gNRGO
Each sgare represents one contractiorf.tivo contractions are felt then 2 squarase shaded.

Thekey for charting theluration of contractions is showbelow:

Contractiondastingless than 20 seconds represented by
o
Contractiondastingbetween 20 and 40 seconds represented by e

Contractiondastingmore than 40 seconds represented by .

Maternal Condition

All the recordings for the maternal condition are entered at the foot of the partograph, below the
recording of the uterine contraction3hey include the following:
e Oxytocin regimeindicates the amount of oxytocin per volume intravenous fluid as well as the rate
of administration in drops per minute.
e Drugs and IV fluidsRecord here any additiondtugs administered during labour
e Pulse rate Maternal pulse rate istmserved every héhourly and marked with a doft)(
e Blood PressureThis is taken ce eve yA4 hourand indicated with arrows for diastolic and
systolic reading joined with a dottethé f v
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e Temperature Ideally the temperature ifC should be taken everytursand recorded in the
space provided

e Urine: Encourage the woma to pass urine every-2 hours. Measure the volumef urine passed
and checkit for protein and acetone Record in the space provided at the bottom of the
partograph

TheComposite Partograph

PARTOGRAPH
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SUMMARY OF LABOUR
1st Stage Induction labour YesMo Duration Hrs Mo of VE

2nd Stage Mede of delivery Duration Ming.  Syntometrine/Egometrine  IVIM
3rd Stage Baby Alve/SB M/F Apgarscore 1 Min

5 Min Resuscitation Yes/Mo Ouration, Min

Placenta complete/incomplete Membranes complete/incomplete Cord-narmalfabnormal Placenta Wi____|
Blood loss___M/s. Perineal tear/Episiotomy Repar Yes/MNo Mother BP__Pulse__ Temp__ Resp__

Baby Length____Weight_  GmHC____ Cm Drugs given
Delivered by: Time and Date of Delivery
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Ministry of Health Kenya RevisedPartograph (2019
Gravida

Name Para Hospital number

Date of admission

Time of admission

Ruptured membranes

Fetal

80
Liquor C/B/M/F mmml l i_}_t_H_I_{—}_{—H—}—{—{_{_H—}_{—l_H_]
Moulding

10

=T

> 40
-

H ;

pets

- 40

Contraction

20
Seconds
L

<20
g
0

Pulse ®

and A

ap

333883
338858888838

§
4

proten

i
-~
3

SUMMARY OF LABOUR:

I“Stage Induction of labour: YES/NO

2nd Stage  Mode of delivery ; Duration

Placental Wt g, Blood loss
Baby: Alive /SB;
Resuscitation- HBB: Y /N; Vit. K / other drugs

Delivered by

Duration

min;

hrs No of VE

ml; Perineal tear/ episictomy; Repair Y /N;

Birth Wt g; Sex:M/F; HC cm; Apgar score Imin ___, 5min

Baby length

3'“Stage: AMTSL:Y/N Uterotonic: Oxytocin / other ; Placenta complete/ incomplete ,

HC

BP Pulse Temp RR
; Birth weight: g
cm;  Drugs given

; Date of delivery

; Time of delivery
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Example of a Completed Partograph in Normal Labour
Name Mrs. S Gravida 3 Para 2+0 Hospital number 7886

Date of admission  12.5.2000 Time of admission  5:00 A. M. Ruptured membranes 1 hours

Fetal 150
heart 140 - 1A
rate 130 A

Amniotic fluid
Moulding -
- 10 /g

AAN
N\

Cervix (cm)
[Plot X}

.

Descent
of head
[Plat O]

11

Hours 1 2 3 4 5 ] 7 [:] 9 10 11 12

Live [female
infant

SEL\EE
@
%]
e
:

Time 14 10 11 12 i3

Contractions
per 10 mins

- N W A O
~J
R

\
1 RSERRRT

Oxytocin UL [T 1]
dropsmin [ [ [

1

Drugs given
and IV fluids

o [ses| _far] | | 1 ] [ [ T ]

protein — —
Urine {l:dnn. — —
volume 200 150

Identification of danger signs during labour and the need for timely referral

NOTE that there are particular problems, which may be identified before labour starts or during labour and
which may need special action. Examples include:

e Antepartum haemorrhage

e Severe preeclampsia and eclampsia

e Foetal distress as in cord prolapse

e Previous caesarean section

e Severe anaemia

e Multiple pregnancies
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e Malpresentation

e Very premature labour

e Obvious obstructed labour

e Patient who arrives in 2nd stage of taly (although the summary of labour can be filled in).

Whena woman isadmitted in labouy a rapid assessment must be done to quickly idergifgh special
problems Depending on the local situatioris may require transfer of the patient ta hospital or
immediate deliveryDue to the life threatening naturef some of the above problems, it may not be
necessaryin case of emergencio plot the progress of labour on the partogra@s this action will
unnecessarily lead to delain taking promp action thatwould be life saving for the patient

Management of latent phase of labour
The initial phase of labor is termed the latent phase. It begins at the point at which the woman perceives

regular uterine contractions. These contractions gradusdiften, efface, and begin to dilate the cervix.
Generally speaking latent phase endhen the cervix dilates to 4cmcéurate assessment of the onset of
latent phaseis difficult since determining exactly when a patient has entered latent phase is piymari
based upon the woman's history and the judgment of the attending provitlee. latent phase of labour
should not last longer than 8 hours.

When a patient is admitted in earlgbour, and on examination everything is found to be normal, only
routine observations are done. The next complete examination is done four tetersor sooner if the
patient starts to experience more regular and painful contractions. The patient should datiramk
normally, and should be encouraged to walk around. She need not be admitted to the labouuniesd
distance from home is a factor

At the second complete examination the following must be assessed.

1. The contractions: If the contractions have gpen the patient is no longer in labour, and if the
maternal and fetal conditions are normal, she may be discharged. However, if the contractions
have remained regular, then you must assess the cervix.

2. The cervix:

o If the effacement and dilatation of the ngx have remained unchanged, the patient is probably
not in true labour. If she is experiencing painful contractions, she should be given an analgesic,
e.g. pethidine 100 mg and promethazine (Phenegan) 25 mg by intramuscular injection and,
provided that # other observations are normal, the next complete physical examination is
planned for four hours later.

o If there has been progress in effacement and/or dilatation of the cervix, the patient is in labour
and, provided that all other observations are nofithe next complete examination is planned
for four hours later. If the cervix is 3 cm or more dilated, the patient has now progressed to the
active phase of the first stage of labour.

If there is no progress to active labour 8 hours later:

1. Thecontractions may have stopped, in which case the patient is not in labour. If the membranes have
not ruptured and if there is no indication to induce labour, the patient should be discharged.
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2. The patient may still be having regular contractions. In thicéurther management depends upon
the state of the cervix:

o If there has been no progress in effacement and/or dilatation of the cervix, the patient is
probably not in labour. The responsible doctor should see and assess this patient, in order to
decidewhether labour should be induced.

o If there has been progressive effacement and/or dilatation of the cervix, the patient is in labour.
If the progress has been slow during the latent phase, it may be necessary to rupture the
membranesand/or commence an oxgcin infusion

Management of Meconium Stained Liquor

Meconiumstaining is a frequent cause of anxiety in the delivery room due to its association with inc
perinatal morbidity and mortalityMeconium stainings considered significant iif is dark green or blac
with a thick, tenacious appearance. Meconium staining often occurs in conjunction with other ca
foetal distress.

It occurs in about 13% of all live births andsitrare in babies born at <34 weeks' gestatiBassage ¢
meconum is increasingly common in pregnancies over 37 weeks and occurs in up to 50% of post
infants (above 42 weeks).

Risk factorsor meconium stained liquor includ@lacental insufficiencgs occurs in postdatisniVaternal
hypertensior/ pre-eclampsiaOligohydramnios Smokingand Cocaine abuse

Components of the meconium, especially the bile salts and enzymes, can cause serious complications if
they are inhaled by théoetus at any stage of labouiThiscan result in meconium aspiration syndrome
(MAS)leading toobstruction of the airwayslLoss of lung surfactantshemical pneumonitisandmay in

some casegesult inchronic lung disease.

Intrapartum Management If significant meconium staining is noted in labdoeetal monitoringshould be
more frequent In case ofadditional signs offoetal distress,an emergencydelivery should beexpedited

The mode of delivery will depend on the stage of lab@urction prior to deliverfias not been shown to
reduce the incidence of MABHowever every delivery unit should have appropriately trained staff and
neonatal resuscitatin equipmentready. If there is blood or lumps of meconium in the oropharynx, suction
of the upper airways should then be donia this case always suction the mouth first before the nose
(Suctioning the nose first may cause gasping and inhaling of secretions).

Amnioinfusion has been used in some settings to prevent or relieve umbilical cord compression and to
dilute the meconium thus reducinthe risk of meconium aspiration. The evidenice this is however
conflicting.

CLASSIFICATION OF PRACTICES IN NORMAL BIRTH
CATEGORY A:
Practices that are dmonstrablyusefuland should be encouraged

1.  Anindividual birth plan determining where and by whdtme birth will be attended, made with
the woman and her partner during pregnancy. If the husband was not involved in making the
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individual birth plan then the woman shoute encouraged to inform him anshereapplicable,
the extendedfamily.

2. Risk assessment of pregnancy during antenatal careyvakiated at each contact with the
health system and at the time of the first contact with the caregiver during labour, and
throughout labour.

3.  Monitoring the woman's physical and emotional well being throughout labour and delivery, and
at the conclusion oftte birth process.

4.  Offering oral fluids during labour and delivery.

5. Repecting women's informed choices

6. Providing care in labour and delivery at the most peripheral level where birth is feasible and safe
and where the woman feels safe and confident.

7. Respecting the right of women to privacy in the birthing place.

8.  Empathic support by caregivers during labour and birth.

9. Respecting women's choice of companions during labour and birth.

10. Givingthe women as much information and explanation as they desire.

11. Non-invasive, norpharmacological methods of pain relief during labour, such as massage and
relaxation techniques.

12. Foetal monitoring with intermittent auscultation.

13. Single use of disposable materials and appropriate decontamination of reusable materials
throughout labour and delivery.

14. Use of gloves in vaginal examination, during delivery of the baby and in handling the placenta.

15. Freedom in position and movement throughout labour.

16. Encouragement of nesupine position in labour.

17. Careful monitoring of the progss of labour by use of partograph.

18. Active management of third stage of labour.

19. Sterility in the cutting of the cord.

20. Prevention of hypothermia of the baby.

21. Early skirto-skin contact between mother and child and support of the initiation of breast
feedingwithin 1 hour of childbirth.

22. Routine examination of the placenta and the membranes.

CATEGORY B:

Practices that arelearly Harmful or Ineffective and should be eliminated

ook wNRE
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10.

Routine use of enema.

Routine use of pubic shaving.

Routine prophylatic insertionof intravenous caula.

Routine intravenous infusion in labour.

Routine use of the supine position during labour.

Administration of oxytocics at any time before delivery in such a way that their effect cannot be
controlled.

Routine use of lithotomy positiowith or without stirrups during labour.

Sustained, directed bearing down efforts (Valsalva manoeuvre) during the second stage of
labour.

Massaging and stretching the perineum during the second stage of labour.

Routine use of parenteral ergometrine in therd stage of labour.
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CATEGORY C:

Practices for whichnsufficient Evidence Existe Support a Clear Recommendation and which should be
used with Cautiorwhile Further Research Clarifies the Issue

1. Nonpharmacological methods of pain relief during dab, such as herbs, immersion in water and
nerve stimulation.

2. Routine early amniotomy in the first stage of labour.

3. Fundal pressure during labour.

4. Manoeuvresrelated to protecting the perineum and the management of the foetal head at the
moment of birth.

5. Active manipulation of the foetus at the moment of birth.

6. Early clamping of the umbilical cord.

7. Nipple stimulation to increase uterine contractions during the third stage of labour.

CATEGORY D:

Practices that arderequently Used Inappropriately
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11.

12.
13.

Restriction of food and fluids during labour.

Pain control by systemic agents.

Pain control by epidural analgesia.

Electronic foetal monitoring.

Wearing masks and sterile gowns during labour attendance.

Repeated or frequent vaginal examinations especkaflynore than one caregiver.

Oxytocin augmentation.

Routinely moving the labouring woman to a different room at the onset of the second stage.
Bladder catheterisation.

Encouraging the woman to push when full dilatation or nearly full dilatation of thexchas been
diagnosed, before the woman feels the urge to bear down herself.

Rigid adherence to a stipulated duration of the second stage of labour, such as 1 hour, if maternal
and foetal conditions are good and if there is progress of labour.

Liberal or ratine use of episiotomy.

Manual exploration of the uterus after delivery.
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INDUCTION OF LABOUR

Definition:
Induction of labour is defined as the process of artificially stimulating the uterus to start labour

General principles for induction of laboyWHO 201)
1. Induction oflaborshould be performed only when there is a clear medical iriindor it and the
expected benefits outweigh its potential harms.
2. When inducindabor, consideration must be given to the actual ddion, wishes and preferences
of each woman, with emphasis being placed on cervical status, the specific method of induction of
laborand associated contitbns such as parity and rupture of membranes.
3. Induction oflaborshould be performed with cautiorirece the procedure carries the risk of uterine
hyper stimulation and rupture and fetal distress.
4. Wherever induction ofaboris carried out, facilities should be available for assessing maternal and
fetal wellbeing.
5. Women receiving oxytocin, misoprostal ather prostaglandins should never be left unattended.
Failed induction ofabordoes not necessarily indicate caesarean section.
7. Wherever possible, induction &dborshould be carried out in facilities where caesarean section
can be performed.

o

Indications

Over the years, various professional societies have recommended the use of induction of labour in
circumstances in which the risks of waiting for the onset of spontaneous labour are judged by clinicians to
be greater than the risks associated with shortenthe duration of pregnancy by induction.

These circumstances generally include gestational age of 41 completed weeks or mdadopirerupture
of amniotic membranes, hypertensive disorders, maternal medical complicatiresuterine fetal death,
fetal growth restrictioflUGR) placental insufficiencychorioamnionitis, multiple pregnancy, vaginal
bleedingamongother complications.

Although currently available guidelines do not recommend this, induction of labour is being used more and
more at therequest of pregnant women to shorten the duration of pregnancy or to time the birth of the
baby according to the convenience of the mother and/or heahline workers

Contraindications to Induction ofabor:

Absolute contraindications to induction débour include:transversefoetal position, umbilical cor
prolapse, active genital herpes infection, placenta prevasa praevia, pelvic structural abnorma)
invasive cervical cancemd women who have had a previous myomectoarymore than 2 previol
Clsections

On the other hand, the followingonditions constituterelative contraindications to induction of labot
Abnormal foetal heart patterns, breech presentation, maternal heart disease, polyhydramnio
severe maternbhypertension

According to WHO guidelinésr Induction ofLabour2011
e Induction of labour is not recommended for women with an uncomplicated pregnancy at
gestational age less than 41 weeks.

e Induction of labour at term is nobutinelyrecommended for suspectedetal macrosomia
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If gestational diabetes is the only abnormality, induction of labour before 41 weeks of gestations is
not recommended(other guidelines e JACOG and RCOG however recommend early delivery of
mothers with gestational diabetdsefore term)

No recommendations were made with regards to induction of labowaise of multiple pregnancy

Prior to inducing labour, it is important to perform bishog®ing of the cervix. This will help to determine
the method of induction whether cervical ripening is neededs well as projecting the success of the
induction. The tabléor Bishops scoring outlined below:

Bishop System of Cervical Scoring

Assessment score  Dilation (cm)  Effacement (%) Fetal station*  Consistency Position

w N - O

0 0to 30 -3 Firm Posterior
1to2 40 to 50 -2 Medium Mid
3to4 60 to 80 -1,0 Soft Anterior
5t06 90 to 100 +1, +2, +3 - --

NOTE: Add the score for each of the clinical assessments. If the total score is greater than 8, the success

induction approaches that of spontaneolabour.

*---3 = engaged; +3 = on the perineum.

(Adapted from Bishop EH. Pelvic scoring for electivadtidn. Obstet Gynecol 19624:2668).

WHO recommendations focervical ripening and Induction

1.

Low doses of vaginal prostaglandins are recommended for induction of labour. However,
Prostaglandin preparations other than misoprostol are expensive and may not be a priority for
implementation, especially in lovand middleincome countries. . When prasglandins are used,
close monitoring of the woman and fetus should begin immediately after administration of the
drug.

Oral misoprostol (25ug, 2hourly) is recommended for induction of labouVaginal lowdose
misoprostol (25.g, 6hourly) isalsorecommended for induction of labouMisoprostoluseis not
recommended for women with previous caesarean section.

If prostaglandins are not available, intravenous oxytocin alone should be used fotiamlo€
labour. It should however be used with caution darcareful observation due to risk of hyper
stimulation andfoetal distress and rarely uterine ruptur&Vvhen oxytocin infusion results in good
labour pattern, maintain the same rate until delivery

Amniotomy alone is not recommended for induction of labour.

Balloon catheter is recommended for induction of labour. The combination of balloon catheter
plus oxytocin is recommended as an alternative method when prostaglandins (including
misoprostol) are not available or are contraindicatdghlloon catheter maybe preferred for
women with scarred uterus, since it is less likely to be associated with hyper stimulation of the
uterus.

In the third trimester of pregnancy, in women with a dead or anomaloatus, oral or vaginal
misoprostol are recommended for induah of labour

Sweeping membranes is recommended for reducing formal induction of labour. However,
maternal discomfort and bleeding associated with the procedure should be balanced with the
anticipated benefits. Since the interval between intervention aesult (i.e. sweeping membranes
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and initiation of labour) can be longer than with formal methods of induction of labour, this
intervention would be suitable for neargent indications for pregnancy termination.

8. Regarding breast stimulation, sexual intercourse and other similar methods ehguetion of
labour, thereisinsufficient evidence for recommending those methods.

9. Betamimetics are recommended for women with uterine hyper stimulation during induction of
labour. However caution should be exercised in using betamitadtecause of their sideffects.
Their contraindications (e.g. cardiac diseases) should be respected.

10. Outpatient induction of labour is not recommended

Risks associated with induction ddibour
Premature delivery

Sepsis

Foetal distress

Failed induction an€aesarean section
Hyper stimulation

Umbilical cord accidents

Uterine rupture

NogahkwdpE

Details on selected drugs

Oxytocin:

Oxytocin is the most commonly used drug for induction of labour. Oxytocin may be used after ripening of
the cervix using prostaglandins or other mechanical methhds. G KS 06A aK2LJQa &a02NB A
labour is usually successfully induced with ogjnicalone. A lower score necessitates ripening.

Prior to administering oxytocin one needs to review for indications and rule out any contraindications to
induction. Women receiving oxytocin must be carefully monitored throughout latdthrspecial focus on
maternal pulse, blood pressure, contractions and foetal heart rate.

In areas without an infusion pumpoxytocin is delivered as follows:

e Infuse oxytocin 2.5 units in 500mls of dextrose or normal saline at 10 drops per minutés (this
approximately 2.5mIU /min)

e Increase the infusion rate by Hbops per minute (dpm) every 30 minutes until the patient has a
good contraction pattern of 3 contractions in 10 minutes each lasting 40 seconds

e Maintain this rate until delivery

e |f a good cotraction pattern is not established with an infusion rate of 60dpm, increase the
oxytocin concentration to 5units in 500 mls of dextrose or normal saline and adjust the rate to 30
dpm

¢ Increase the infusion rate by10 dpm every 30 minutes until a good adigrapattern is
established or the maximum of 60dpm is reached.

e If a good contraction pattern is still not reached: in multigravida and in women with a previous
scar, the induction has failed and delivery should be by Caasaection. In primigravidane can
increase the concentration of oxytocin to 10 unitsh00 mis of dextrose or saline. If good
contractions are not established with the maximum dose, deliver by caesarean section

In areas where there is an infusion pump
Oxytocin is prepared for use by placing 10 U in 1 L of isotonic intravenous solution to achieve a
concentration of 10 mU per mL. Because severe hypotension can occur, a controlled infusionraestice
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be used to determine its rate. It can be administered as a continuous infusion or in "pulsed" doses.
Continuous infusions usually start with a dosage of 0.5 to 2.5 mU per minute, which is increased at the
same increment every 15 to 60 minutes. The effachdted within three to five minutes, and a steady
state is achieved within 15 to 30 minutes.

The advantages of Oxytocin aipit R2 Say Qi ONXR a & {iiKit3s potént aBdSedsy to titrate, I NINJR
ii) it has a short halfife (one to five mintes) andiv) it is generally well tolerated. However, because
oxytocin is close to vasopressin in structure, it has an antidiuretic effect when given in high dosages (40
muU per minute); thus, water intoxication is a possibility in prolonged inductionsgirdtéyper stimulation

and uterine rupture can also occur. When the resting uterine tone remains above 20 mm Hg,
uteroplacental insufficiency and fetal hypoxia can result.

If a worrisome FHR occurs during induction, the oxytocin dosage can usually bredossther than
stopped completely. This allows the fetus to recover without unnecessarily slowing the entire labor. In
emergency situations, the infusion can be stopped. Minor FHR abnormalities such as variable decelerations
or lack of accelerations carelcorrected by changing the mother's position, administering oxygen and
increasing intravenous fluid administration.

WHO recommends use of Oxytocin for AMTSL because it is:
1. Fast acting

Inexpensive

Minimal side effects

No contraindications

Stable in heatad light

Effective in preventing PPH

Large evidence base for its use

No ok wd

Comparison of Uterotonics

Characteristic Oxytocin Ergometrine | Misoprostol
Works fastest X

Has longest action X

Causes Tonic contraction X

Has a common side effect of shiverimgd elevated X
temperature

Has a common side effect of headache X

Is contraindicated in women with or having history of X

hypertension, heart disease, retained placenta,-pre
eclampsia, eclampsia

Has no contraindications when administeredhe X

postpartum period

Stability when exposed to heat* 2 3 1
(most stablel, least stable3)

Stability when exposed to light 2 3 1

(most stablel, least stable3)
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Effectiveness after 1 year of controlled storagrerelationship to light and temperature of storage area:

Drug Dark 48°C Dark 30C Light 21 25°C
Ergometrine 5% loss 31% loss 90% loss
Oxytocin 0% loss 14% loss 7% loss
Misoprostol

Misoprostol is a synthetic analogue of RGBEVhen given orally, it is rapidly absorbed by the
gastrointestinal tract. It can also be administered vagindihe total systemic bioavailability of vaginally
administered misoprostol is three times greater than that of orally administered misoprdistohy be
used both for cervical ripening and induction of labotlihe primary advantages of misoprostol are cost
and convenience.

Therecommendeddosefor induction of labour at termis 25 g, inserted once every six houidosefetal
monitoring is recemended The patient should lie dowfor at least three hours after misoprostol
application before the patient is allowed to ambulaté/Vhen oxytocin augmentation is necessary, a
minimal interval of three hours is recommended after the last misopratisk

The use of misoprostol has been associated with an increased incidence of tachysystole, defined as six or
more uterine contractions in 10 minutes for two consecutiverdidute periods. Other uterine contraction
abnormalities occur with misoprostol, sl as hypertonus and hyper stimulation syndrome (contractions
lasting longer than 90 seconds or more than five contractions in 10 minutes). They can be managed by
changing the maternal position and administering oxygen by face nmgdbdcutaneousterbutaline
(subcutaneously, or bothlV salbutamol, IV ritodrine, 1V/IM magnesium sulpha@ther uncommon
complications resulting from misoprostol use include uterine rupture and foetal demise

PROTOCOL FOR INDUCTION OF LABOUR WITH ORAL MISOPROSTOL SOLUTION
Confrm that there is an appropriate indication for induction of labour.

1. Confirm that there is no contraindication faduction of laboure.g. previous Caesarean Section,
myomectomy, hysterotomyfetus currently in breech presentation or transversg.lie

2. Indudion of labourshouldbe commencedin the ward ie. admit the client

3. Preparation of solutioshouldbe done inthe ward

4. Preparation: Dissolve one tablet of misoprostol 200mcg in 200mls of drinking water

5. Administration: Give 25mls of the prepared solutistat, then give 25mls every two hours to a
maximum of ten (10yloses

6. Once contractions start, vaginal examination should be done to confirm labour

7. Monitor labour with partograph

8. If the mother has not gone into labour two hours after the™i@ose, criticlly reappraise and
OKSO1 GKS . AaK2LIQa aftdnddleo ¥ Fc 00 KRB2 . 1Awiak2 LIQdr3 YalD~
YR O2yliAydzS 20aSNBIGA2yad LT (GKS . AakKz2LIQa &aco
hrs, then start again, or caesareagcion depending on the indication for induction and urgency
of delivery.
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Note:

e When prostaglandins are used, close monitoring of the woman and fetus should begin
immediately after administration of the drug.

e In case of uterindnyper stimulationstop further misoprostol and assess need for tocolygih
salbutamol, terbutaline, ritodrine, magnesium sulphate etc.

e The prepared oral solution must be used within 24 hours

PROTOCOL FOR INDUCTION OF LABSINRH p ¥NAGINAIMISOPROSTAIABLET

For induction of labour usingaginal misoprostol use a4 p taBlet/pessary inserted into the posterig
fornix every six (6) hours

1. Confirm that there is an appropriate indication for induction of labour.

2. Confirm that there is no contraindication iaduction of labour e.g. previous Cesarean section,
myomectomy, hysterotomy, malpresentation, fetus currently in breech presentation or transverse
lie etc.

3. Admit the client.

4. Administration: insert 1 tablet a?5> #®f misoprostol in theposterior fornix stat. Repeat this dose
every six (6) hours for a maximum of four (4) doses.

5. Once contractions start, perform vaginal examination to confirm labour

6. Monitor labour with partograph

7. If the mother has not gone into labour 6 hours after tHe dbse, critically rappraise and check
iKS . AaK2LJQa a0O2NBo

a LT (KS . AakK2LIQa a0O2NB Aa FlL@2NIotS o6x cO |
charting the partograph observations.

b. LT GKS . AaK2LIQa a02NB Aad LR2NE O2y dest&RtSNI | f
the regimen or deliver by Caesarean section depending on the indication for induction and
urgency of delivery.

c. If the second cycle of oral misoprostol fails, deliver by Caesarean section.

Note:
e LowWR2 &S QI IAY I Y-haudy)lisN@oamimehded foringuctisribElabour.
e When prostaglandins are used, close monitoring of the woman and fetus should begin immediately
after administration of the drug.
¢ Remove any remaining tablet from the vagina
e In case of uterine hyperstimulation stdprther misoprostol and assess need for tocolysis e.g. using
salbutamol, terbutaline, magnesium sulphate etc.
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COMPLICATIONS OF LABOUR AND DELIVERY

PROLONGED LABOUR

CONTENT OUTLINE

1. Definition of prolonged labour

2. Diagnosis of prolongddbour

3. Causes of prolonged labour

4. Management of prolonged labour
5. Criteria for referral

Definition of prolonged labour
Prolonged labour is active labour with regular uterine contractions and progressive cervical dilatation,
which lasts for moréhan 12 hours in both multiparas and primigravidas.

Causes of Prolonged Labour
It is usual to describe this as due to the three "Ps":
e Powers:poor or uncoordinated uterine action
e Passengerfetal head too large or position abnormal
e Passagepelvisabnormal, or tumor or obstruction in pelvis or birth canal.

Diagnosis of Prolonged Labour
Findings from history and physical examination or as interpreted from the partograph that is correctly
charted will guide in the diagnosis of prolonged labour.

History
e At what time did the contractions begin?
e How frequent are the contractions?
e When did the membranes (water) break?

Examination
e The frequency, duration and intensity of the contractions
e Determine the foetal position and identify any evidence of cephelldp disproportion and /or
foetal malposition
e Evaluate foetal heart rate
e 5SUSNYAYS gKSUKSNI GKS Y2UKSNRa ofF RRSNJ A& ¥Fdz
frequently. If not able to pass urine then catheterize
e Inspect the external genitalia to datmine the presence of liquid and /or blood
e Vaginal exam with sterile gloves every four hours (or at a different frequency when indicated.
Criteria for referral
Refer all patients with prolonged labour to a comprehensive EOC facility if not available in your facility.

Referral process
o Explain the dangers of prolonged labour to the family
o0 Write a referral note and refer immediately to the hospital.
o0 A skilled hedh care provider must escort the woman and continue to monitor her condition.
o Monitor maternal vital signs 1/2 hourly
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Monitor foetal heart rate 1/2 hourly

Measure the urine volume

Ensure 1V fluids (5% dextrose) continue during transfer
Broadspectrum antiliotics should be started before departure.

o O O O

Laboratory investigations
e Blood grouping and cross match two units
e Urine for albumin, sugar, acetone

Management of Prolonged labour
e Monitor maternal vital signs: Temperaturedzhourly, Pulse %2 hourliRespirations 4 hourly
e Monitor foetal heart rate %2 hourly
e Measure the urine volume every£hours (encourage mother to void regularly)
e Start I.V fluid (5 dextrose)
e Start broad spectrum antibiotics
e Oxygen by mask

First choice antibiotics:

. IV Ampicillin 50thg 6 hourly for 3 days
o IV Gentamicin 80 mg 8 hourly for 7 days
o Followed by foxycilin 500mg oral 8 hourly for 7 days

Second choice line antibiotics
e |V second generatio@ephalosporin
e |V amoxicillin/clavulanic acid 1.2g stat dose followed by oral premarati

Second stage
Maternal expulsive efforts increase fetal risk by reducing the delivery of oxygen to the placenta. While
aLRyGlryS2dza YFGSNYlFf dalLzaKAYy3IE aK2dZ R 6S Fff26SR
be encouraged. If malpresentatioand obviousobstruction have been ruled oytlabor should be
augmented withoxytocin.
If there isno descent after augmentatiomnd:
e |If the head is not more than 1/5 abovéhe symphysis pubis or the leading bony edge of the fetal
head is at the 0 stationdelivery should be by vacuum extraction or forceps
o If the head ishetween 1/5 and 3/5abovethe symphwis pubis or the leading bony edge of the
fetal head is between O station aneR station, and birth is taking place in a facility where safe
caesareanextion is not possible, delivery should be by vacuum extraction and symphysiotomy
o If the serviceprovider is not proficient in symphysiotomyimmediate referral is required for
delivery by caesarean section
e |f the head isnore than 3/5 abovethe symphgispubis or the leading bony edge of the fetedad
is above-2 station, delivery must be by caesarean section.
e If the woman arrived very late and the foetus is dedal destructive obstetric procedure

Third Stage
Perform active management of third stage of labour.

Management of prolonged labour when there is uterine dysfunction
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Hypotonic dysfunction

If the foetal heat rate is normal, the cervical®® A & xnOY | yR (GKSNB Aa y2 SgA
or CPD, perform ARM then wait forZLhours for improvement of contractions. If contractions do not pick
dzLJ> adGF NI 2y plL! 2E@G20AY AY pnnYt 2F LIKeairzfz23
dextrose at a rate of 10 drops per minute. Incseahe rate of oxytocin administration at 10 drops per
minute every 30 minutes to maximum 60 drops per minute or until 3 contractions every 10 minutes each
lasting 2640 minutes are achieved.

If the liquor is meconium stained, deliver by caesarean sedftisime is not fully dilated or there is evidence
of GephaloPelvicDisproportion (CPD)
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OBSTRUCTED LABOUR
CONTENT OUTLINE

1. Definition of obstructed labour

2. Causes of obstructed labour

3. Diagnosis obstructed labour

4. Complications of obstructed labour
5. Management of obstructed labour
6. Referral procedure.

Rationale

Four to eight percent of all maternal deaths in developing countries are due to obstructed labour. It is an
under estimation of the problem because deaths due to obstructed labour are ofseifted under other
complications associated with obstructed labour such as ruptured uterus, puerperal sepsis.

Definition of obstructed labour

Obstructed labour means that, in spite of strong uterine contraction, the foetus cannot descend because
of mechanical factors. Obstruction usually occurs at the brim, but it may occur in the mid cavity or pelvic
outlet.

Definition of Cephalopelvic Disproportion (CPD)his occurs when foetal head is laigeomparison with

the pelvis. Cephalopelvic disproportion may be due to a small pelvis with a normal sized head, or a normal
pelvis with a large foetus or a combination of a large baby and small pelvis. This means it is difficult or
impossible for the foets to pass safely through the pelvis.

Cephalopelvic disproportion may be:
e Margind CPDwhichmeans that the problem may be overcome during labour. The relaxation of
the pelvic joints and moulding of the foetal skull may enable vaginal delivery. Half of these patients
will need an operative delivery.

e True CPDThis means the pelvis is small onabmally shaped and/or foetus is unusually large or
abnormal e.g. hydrocephalus. Operative delivery will be needed.

Causes of obstructed labour

Common factors predisposing to obstructed labour include:
e Cephalopelvic disproportion
e Foetal macrosomia e.g1 poorly controlled diabetes mellitus in pregnancy
e Malpresentation e.g. brow, shoulder, face with mentoposterior, breech
e Foetal abnormalities e.g. hydrocephalus
e Multiple gestation with locked twins
e Abnormalities of the reproductive tract e.g. pelvic tumpuervical or vaginal stenosis, tight
perineum and FGM/FGC scar.
e Underdeveloped pelvis e.g. adolescent pregnancy
e Childhood malnutrition leading to contracted pelvis
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Diagnosis of obstructed labour

History

Relevant points to find out from the woman or hiemily are

Her age, parity, gravidity

History of previous operative delivery
History of previous stillbirth

Duration of previous labour and outcome
Duration of current labour

Duration of ruptured membranes

PhysicaExamination

General examination
Thefollowing may be observed:

Signs of physical and mental exhaustion

Dehydration dry mouth,

Acetone breath due to ket@cidosis.

Fever

Shock rapid pulse, anuria or oligouria, cold extremities, pale complexion, low blood pressure.

Shock may be due to a nyped uterus or sepsis.

Abdominal examination

The foetal head may be palpable above the pelvic brim

There may bdrequent and strong uterine contractions

The uterus may have gone into tetanic contractions and sits tightly moulded around the foetus
|y RihgQriay be evident. This is when tHsorder of upper and lower uterine segments

becomes visible andt palpable during labourlt is usually seen as a depression across the

abdomen at about the level of the umbilicushis is a late sign of obstructedbtaur occurring

mostly in primigravida.

The uerus may stop contracting especially in primigravidas

Vaginal examination
Signs of obstructiomclude

Oedema of the vulva present, especially if the woman has been pushing for a long time
Foul smelling meconiumstainedliquor

Absence of mniotic fluid(fluid hasalready drained awgy

Catheterization will produce concentrated urine which may contain blood

Hot and dry vagina

Oedema of the cervix.

Incomplete dilatation of the cervix

Large cput succedaneum can be felt

May palpatea severely moulded head, or a shoulder presentation or prolapsed arm.

Partograph reading
Examination of the partograph may reveal:

Foetal heart rateof more than 160/minute or less than 120/minutedicating foetal distress
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e Foul smelling meconiurstained liquor

e Severe moulding

e Severe capuformation

e The rate of cervical dilatation slow or remains static in spite of strong contraction
e Maternal tachycardia and pyrexia

e Scanty urine with ketonuria.

Management of Obstructed labour
a) Resuscitation of the Mother
Perform a rapid assessment of the airway, breathing and circulation and manage as appropriate

b) Rehydrate the patient
Aim to maintain normal plasma volume and to prevent or treat dehydratiod ketosis. Put up an
intravenous infusionuse a large bore needle or aaa. If the woman is in shock give IV fluids e.g. normal
saline. Run 1 litre in the first 15 minutes or as quickly as possible. If the woman is mainly starved and
exhausted, givé-2 litres 5 or 10%dextrosein 6 hours.

c) Catheterize
Insert an indwelling urinary catheter using aseptic technignd monitor urine output

d) Give antibiotics
If there are signs of infection, or the membranes have been ruptured for 18 hours or more, paribd of
gestation is 37 weeks or less, give antibiotics as follows:

e Ampicillin 2 g every 6 hourand

e Gentamicin 5 mg/body weight IV every 24 hours.
If the woman is delivered by caesarean section, continue antibiamcsgive metronidazole 500 mg IV
eveay 8 hours until the woman is fewdiree for 48 hours.

(e.) Deliver the baby
Cephalepelvic disproportion:
e If cephalopelvic disproportion is confirmeddelivery should be by caesarean section
e If thefetus is dead - delivery should be by craniotomnf this is not possible, delivery should be
by caesarean section.
Obstruction:
o If the fetus is alive, the cervix is fully dilatednd thehead is at O station or belowdeliver by
vacuum extraction
o |If the fetus is alive and the cervix is fully dilated and there is evidencer d@fidication for
symphysiotomyfor relatively minor obstruction (if safe caesarean section is not possible) and the
fetal head is at-2 station,then delivery should be by syrhpsiotomy and vacuum extraction.
o |If the fetus is alive but the cervix is not fully dilatedr if the fetal head is too high for vacuum
extraction, referral should be made immediately for delivery by caesarean section
e If the fetus is dead: delivery shoulde by craniotomy if this is not possible, delivery should be by
caesarearsection.Destructive obstetric procedures such as craniotomy should be perfobyed
competent health provider using the appropriate equipment
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Complications of obstructed labour

Maternal complications

Maternal death

Chorioamnionitis

Uterine rupture

Obstetric fistula

Puerperal sepsis

Neurological injury e.g. foot drop

Spontaneous symphsiotomy and/or osteitis pubis

Foetal complications

Intrauterine foetal death
Foetal distress

Foetal injury

Birth asphyxia
Neonatal sepsis

Factors associated with obstructed labour

Childhood malnutrition leading to contracted pelvis

History of previous still birth, or previous prolonged labour

Young age of mother (under 17 years)

Female genitanutilation/cutting

Some medical illnesses like diabetes mellitus

Pelvic abnormalities followinghildhood illnesses like polio pelvic injuries

Referral process

o

O O O O O O

Explain the dangers of obstructed labour to the family

Write a referral note and refer imnakately to a hospital with comprehensive obstetric care.

A skilled health care provider must escort the woman and continue to monitor her condition.
Monitor maternal vital signs 1/2 hourly

Monitor foetal heart rate 1/2 hourly

Ensure 1V fluids (5% dextrosm)ntinue during transfer

Stat on intravenous antibiotics (Apicilin 500mg and @ntamicin 80mg)
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OBSTETRIC FISTULA

Obstetric fistula is predominantly caused by prolonged obstructed labor, which is one of the five major
causes of maternafortality and accounts for 8 percent of maternal deaths worldwitte Kenya the
incidence is about 5000 per year

There are areas in the country where the problem of obstetric fistula is more pronounced particularly the
pastoral regions of West Pokot, Gaas Kitui, and Machakos and in South Nyanza.

The reliance on TBAs over skilled attendants contributes to the occurrence of obstetric fistula and
maternal deaths, since they are not qualified to handle obstructed labor or other complications during
delivery.

When the fetal head is stuck in the pelvis for a long time, portions of the bladder, cervix, vagina and
rectum are trapped between the fetal head and the pelvic bones and are subjected to excessive pressure.
Because the circulation is impairedxygenation of these tissues is inadequate and necrosis occurs,
followed in a few day®y the formation of a fistuldetweeni KS g2 Yl yQa @ AAy-l | yF
vaginal fistula or VVF) or between the vagina and rectum (reatpnal fistula or RVF) ooth. This leaves

the woman leaking urine and/or feces continuously from the vagina.

Most fistulas can be repaired surgically even if they are several years old. Success rates for fistula repair by
experienced surgeons can be as high as 90 percent

Complications of Fistula:

e Without surgical repair, the physical consequences of fistula are severe, and can include a fetid
odor, frequent pelvic or urinary infections, painful genital ulcerations, burning of thighs from the
constant wetness, infertilityperve damage to the legs, and sometimes early mortality.

e Many women interviewed also complained of difficulty walking because the skin on their thighs
stung so intensely.

¢ Many women suffering from obstetric fistula limit their intake of water and fbedause they do
not want to leak. This can lead to dehydration and malnutrition.

e The majority of women and girls who were married or in sexual relationships complained of pain
and discomfort during sex.

e Fistula has a huge psychological impact on womehgirls, sometimes leading to depression and
suicide.

e Women and girls living with fistula are often ostracized largely because of the foul odor they
Produce

e Women and girls with fistula are often abused, beaten, abandoned, and divorced by their
husbandsor are isolated in their homes or shacks outside their homes

e Fistula places a huge financial burden on poor familiesfeeguent infections mean women and
girls regularly need medical attention.

(Am not dead but Am not livingtenya Humamights Watch- July 2010

NB: The importance of monitoring of labour with use of a partoghecannot be overemphasized
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IMMEDIATE CARE / EARLY INTERVENTION

Principles for the immediate care of women who have survived prolonged or obstructed labor

In order to tryto prevent fistula formation, or to encourage very small fistula to close spontaneously, it is
important that all women who have survived prolonged or obstructed labor, with or without a caesarean
section, be treated by the following regime immediatelyeaftlelivery, or as soon as they present to a
health-care facility:

A An appropriate size (Foley size-18) indwelling bladder catheter should lserted to enable
free drainage of urine. Opinions vary as to the length of tthie should remain in placén the
case of a small healing fistula it may be fréoar to six weeks, but if no apparent damage has
been shown to have occurrédmay be suitable to remove the catheter after 14 days.

A The perineum and vagina should be cleaned with salty waterkattes), or asolution of mild
detergent in water, twice a day.

A The woman should be encouraged to drink a large volume of fluids, afoundo fivelitersa day.

A The vagina should be examined as soon as possible, by speculum, anecemtyc tissue gently
excised. This should be performed under aseptinditions and may need to be repeated until the
vagina is clean.

A Any intercurrent infection should be treated according to local protocolsstasuld routine
prophylaxis against urinary tract infectionsus#fed.

A The need to deliver future babies in a unit equipped and staffecundertake emergency
caesarean sectionshould be emphasized as well as the need to seek antenatal care in future
pregnancies.

Principles for the management of women who present inediately after delivery with an obstetric
fistula

The following should be the early intervention (treatment) for those women who present within 3 months
after delivery:
1. Insert a catheter for a period of -4 weeks.

2. Encourage Oral fluid intake of at lédslitres daily. In this way 15 20% of the women can be cured
with catheter treatment only.

3. Perineal toilet and Sitz baths with a simple detergent/liquid soaf #imes daily.

4. Perform a peculum examinabn after 2 - 3 days and removeny slough and necrotic tissue
(debridement), when present. This can be repeated weekly, if necessary.

5. As soon as the fistula edge is clean early closure should be performed

With this regimen the vagina will be clean in 8 weeks. If the fistula has noehled, early repair should
be performed at that time (to avoid fibrosis and tissue formation).

The advantage of the early treatment is that it is highly successful (success rate 95%) and prevents the
woman from becoming an outcasf lbngwait results inthe formation of fibrosis and scar tissue.

It is extremely important that at all levels (community as well as various levels of health facility) all the
possible preventive measures be taken so that women have focusednatdk care, well monitored
labour with the use of partgraph a clean and safe delivery and are attended to by a skilled health care
provider.
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Predischarge health education

A

Prior to discharge, the woman and her partner, if present, should receive basith and
nutritional education to ensure she maintains her overall genbeslith.

Further, she and her partner should receive full advice on family planoorgraception (with
supplies if available) and the management of any subseqoegnancies.
o Women and theirfamilies should be advised on the importance of having adequate
antenatal care in subsequent pregnancies.
0 She must deliver in a hospital equipped to undertake caesarean sections.

In case she had a fistula which was repairé, should be advised not haugercourse for three
months to allow for completéhealing to take place and ideally not to become pregnant for six
months to a yearfollowing this period. This should also be explained to her partner if possible.
Once intercourse has resumed this shouddgentle, and with consideration ftine woman.

Each woman should be given a card to take home with details of her histatyha management
given.Thereafter, any time she goes to a clinic for maternity care she can presegatliso that
those camg for her will be able to take necessary precautions on bedalf to avoid further
injuries in childbirth.

208



RUPTURE OF THE UTERUS

CONTENT OUTLINE

Definition of ruptured uterus
Predisposing factors for ruptured uterus
Diagnosis of ruptured uterus
Management of ruptured uterus
Referral procedure

agrONPE

Definition of ruptured uterus

Rupture of the uteruss defined as a complete separation or tear in the wall of the uterus with or without
expulsion of the foetuslt may be complete when the visceral perieum is involved or incomplete when

the visceral peritoneum is intact. In complete uterine rupture, the uterus communicates directly with the
peritoneal cavity and bleeding occurs into the peritoneal cavity. In incomplete rupture, bleeding occurs
behind the visceral peritoneum.

Predisposing factors for uterine rupture

e Neglected obstructed labour

e Previous operations on the uterus ( e.g. caesarean section, myomectomy, praetise
rupture)

e Obstetric manoeuvres on the uterus (e.g. external cephalic merdireech extraction, internal
podalic version)

e Harmful obstetric practice e.@pplication offundal pressure

e High parity

e Multiple pregnancies

e Large foetus

Diagnosis of ruptured uterus

A patient with ruptured uterus may present with hemorrhagic r@urogenic shock from bleeding or
vasovagal stimulation, respectively. Resuscitate and manage maternal shock expeditiously as per
guidelines. It is important to note that even though rupture of the uterus is more commonly associated
with labour, it can oaar before onset labour or even long before term pregnancy especially when the
uterus has been scarred

History
During history taking, explore the presence of risk factors listed above.

Suspect rupture of the uterus if the following signs and symptaragpresent:

A Shock ®igns of hypovolemia and shodkclude: tachycardia, hypotension, cold clammy
extremities, sweating, restlessness and confusion).

A Abdominal distension/free fluid Raracentesis may be positive in the presence of
haemoperitoneum but itebsence does rule out ruptured uterus.

A Abnormal uterine contou¢. Y Rf)Qa NAy 3

A Tender abdomen andspeciallytenderness ovethe lower segment of the uteruand abdominal
distension

A Easily palpable fetal parts dislodged presenting part
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A Absent fetal moements and fetal heart sounds
A RLAR YIFIGSNYylrt Lz asS o{dzalLISOG NHzZIidzNE AF (KS
pulse starts rising).
A Speculum vaginal examination may reveal vaginal bleedigital vaginal examination must be
avoidedunless placenta previa has been ruled)out
Investigations

Blood for grouping and cross matching
Urinalysidor Haematuria protein, sugar and acetone.

Differential Diagnosis

Placenta praevia

Abruptio placentae

Extra uterine pregnancy
Ruptured spleen dliver

Acute abdomen in pregnancy.

Management of ruptured uterus
a) Emergency Treatment

Start resuscitation.

Set up V line with a wide bore branulay R & G I NJi wAYy3ISNna 104K dSs
Give oxygen by face mask

Transfuse blood

Catheterisdor continuous bladder drainage

Provide loading dose of parenteral antibiotics

Monitor vital signs

b) Definitive management
Surgerylaparotomy

Perform the quickest and safest operative procedure (e.g. repair with or without tubal ligation, or
subtotalhysterectomy)

Continue with 1V fluids

Broadspectrum parenteral antibiotics

Continuous bladder drainage (keep bladder catheter fol4@ays)

c) Precautions to take in order to avoid complications

Resuscitate patient adequately before surgery

Cross matclenough blood

Administer parenteral broad spectrum antibiotics

If the uterus was repaired and tubal ligation was not performed for desired for future fertility,
counsel the patient on need for both future antenatal care and delivery by elective caesarean
section in a level 4 or above health care facility. If hysterectomy was done, counsel woman on
consequences (amenorrhea, infertility).

d) Follow up
Postpartum care: Review within one week, and as may be appropriate.
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Management of ruptured uterus

[ Chek for shock }
/Resuscitate: \ Prepare for surgery:
- Take care of Airway - Setup IV line
- Breathing and @ > - Blood for group and
- Circulation crossmatch
- Catheterize - Catheterize
- Blood transfusion
\ / |
[ Referto a healthcare facility with @nprehensive EOC ]
v
[ Laparotomy ]

l

|

Small frestiear or uterine scar

dehiscence only without
infection and incomplete

family size

Extensive uterine rupture

or presence of infection
with or without complete

family size

A 4

Repair uterus and counsel
on early ANC and delivery b

C/S in subsequent
pregnancy

A 4

Hysterectomy or repair uterus
and perform bilateral tubal
ligation and provide routine

postoperative care

A

Extensive linear
rupture without
infection and complete
family size

A

Repair uterus and perform
bilateral tubal ligatio and
provide routine postbperative
care
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FETAL DISTRESS

CONTENT OUTLINE

1. Definition of foetal distress

2. Causes of foetal distress

3. Diagnosis dbetal distress

4. Managenent of patients with foetal distress.

Definition of foetal distress

Foetal distress is defined as depletion of oxygew accumulation of carbon dioxidesulting from
interferencewith gaseous exchange amelading to a state ofcidosis Theresultingoxygen deprivation
leads to foetal hypoxia

Causes of foetal distress

(a) Antepartum causes:
e Foetal congenital malformations
e Cord accidents (e.g. cotayht around the neck; compression of the cord by baby; cord forms a
knot)
e Obstetric complications:
o Utero-placental insufficiency
0 Preeclampsia/eclampsia
0 Malaria in pregnancy
o APH (vasa previa, placenta previa, abruptio placenta)
(b) Intrapartum causes:
e Prolonged/obstructed labour
e Cord presentation/prolapse
e Antepartum haemorrhage.

Essentials of Diagnosis of Foetal Distress

e Detection of an abnormal foetal heart rate or rhythm
0 Foetal tachycardia (foetal heart rate more than 180/min, a early sign of foetal distress)
o Foetal bradycardia (foetal heart rate less than 100/min, as$ige of foetal distress)
o Foetal heart rate deceleration after a uterine contraction, followed by a delayed recovery
over 20 seconds or late deceleration
o Variable decelerations as detected by cardiotocograph (CTG) where available
e Passage of meconiustained amniotic fluid in cephalic presentation
e Biophysical profile score less than 6/10 (especially with reduced amniotic fluid)

Differential Diagnosis

e Breech presentation with passage meconium
e Effect of drugs administered to a mother (tocolytic agents sabutamol causing maternal
tachycardia).
e Maternal fever, hypertension or amnionitis may also result in foetal tachycardia
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Management of Foetal Distress

The method of choice for the monitoring of the foetus during laboumtisrmittent auscultation using the
Pinnard stethoscope. CTG with foetal heart rate tracing is an acceptable alternative, where available.

If the foetal heart rateemains abnormalfor 3 consecutiveontractions:

Explain condition of the foetus to the mother and possible complications
ChanggheY2 6 KSNR&a LRaAldAzy 6tSFaG fFGSNIf LRardGAzy
Stop oxytocin if it was being administered, until foetal heart rate returns to acceptable level
Hydrate with \Mdextrose 5%

Give oxygen to the mother by face mask

Examine to rule oupredisposing factors

If in second stage with no malpresentation or severe CPD, deliver quickly with the aid of
episiotomy and assisted vacuum delivery

After hydration with at least 1 lire in 30 minutes and foetal heart remains abnormal, perform an
emergency caesarean sectiorsiill in first stage

Refer to a healthcare facility capable of providing comprehensive EOC if unable to provide
Emergency Caesarean section.

Management of thenewborn:

Resuscitatéhe baby as need be

Offer ImmediateEssentialNewborn @re

Observe baby in nursery for 24 hours4ininute APGAR score is less than 7

Give antibiotics to baby if membranes have ruptured for more than 6 hours before labour starts
Refa any severely ill baby

Explain and counsel grieving parents if baby has died.

Precautions to take in order to avoid complications

Use partograph in management of labour

Be prepared for quick delivery

Be prepared to resuscitate baby at delivery

Rule outcord presentation or compression during routine management of labour.

Record foetal heart rate every quarter hour if there is meconium stained liquor or irregular foetal
heart rate pattern

Test urine for acetone and correct any dehydration/ketosis

Deliverpromptly; usinghe most appropriate route

Manage any other identified maternal causes of foetal distress.

Follow Up

If the baby was born with asphyxia neonatorum, regular check up and prolonged follow up for 5
years is recommended.
Advisethe mother andher partner on delivery of subsequent babies.
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CORD PRESENTATION AND CORD PROLAPSE

CONTENT OUTLINE

1. Definition of cord presentation and cord prolapse
2. Diagnosis of cord presentation and cord prolapse
3. Management of patients with cord prolapse aatd presentation

Definitions of cord prolapsend cord presentation

Cord prolapsés when the cord lies in front of the presenting part of the balfter the membranes have
ruptured.

Cord presentatioins when the cord lies in front of the presentingrpof the babybefore the membranes
have ruptured.

Loop of umbilical cord
caught between vaginal wall 3
and the fetal head leading
o diminished blood and
oxygen supply.

Cord prolapse

Diagnosis of cord presentation and cord prolapsemade on:

e Vaginal examination by palpating cord under the intact membranes (cord presentation)
e Vaginal examination after rupture ¢fie membranes reveals loops of the cord in the birth canal
(cord prolapse).

Potential predisposing risk factors include:

e Prematurerupture of theamniotic sac

e Polyhydramnios(having a large volume amniotic fluid The cord may be forced out with the
more forceful gush of waters.

e Long umbilical cord

e Foetalmalpresentation

e Multiparity

e Multiple gestation

Differential Diagnosis

e Foetal membranes
e Footling breech or compound prestions.
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Management of cord prolapse and cord presentation

Emergency Treatment

The aim of management is to deliver the foetus as quickly as possible before hypoxia and deatdwecur
to cord compression.
0

o
o
o
o

Remove pressure by elevating the buttockspotting patient in knee chest or exaggerated left
lateral position

Give oxygen to the mother by mask

Establish IV line with 5% dextrose

Monitor the foetal heart appropriately, every 5 minutes

Counsel mother on the condition of the foetus.

Knee chesposition

If the cord is pulsating and patit is in first stage of labour

A
A

A
In the

Replacdhe cord into the vagina.
Transfer the mother to a healthcare facility capable of providing comprehensive emergency
obstetric care for urgent caesarean section.

Carry a delivery kit during transfer and maintain knee chest position during transfer.
comprehensive Emergencypsdetric Gare facility, deliver by emergency caesarean section if the

baby is alive and thpatient isnot in second stage of labour.

If the cord is pulsating and patient is in second stage of labour:

Rule out cephalopelvic disproportion and other malpresentations
If in doubt about pelvic capacity, perform caesarean section
If pelvis and presentation are normal, deliverdssistedzacuumextraction.

If the cord is not pulsating and patient is in first or second stage of labour:

Rule out any contraindication to vaginal delivery (e.g. CPDpmeaéntation)
Allow labour to progress.

Subsequent Management

Postpartum and neonatal care aspappriate
Counsel mother on infant feeding and care, diet, family planning and sexual relationships
Provide supportive counselling if baby is dead.
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Precautions to take in order to avoid complications

Apply any of the following principlgsior to definitive management:
e Avoid iatrogenic cord prolapse (correct skill for artificial rupture of membrgAE&MV)
e Remove pressure from the cord
e Keep the cord warm
e Refer promptly
e Deliver quickly
e Be prepared for neonatal resuscitation
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MALPRESENTATIONS AND MALPOSITIONS

Content Outline

1. Anatomical considerations
2. MalpresentationCauses, diagnosis, management and complications
A Breech

A Transverse presentation
A Compound presentation

3. MalpositionCauses, diagnosis, management and complications
A Face presentation

Usually thefoetal head engages in the occipiteansverseposition With descent the foetal head rotates
so that the occiput is anterior in the maternal pelvis.

Please refer to the anatomy section for better understanding of diameters involved. A summary is given
below.

FPosterior fontanelle

Biparietal diameter 9 Scm

Sagittal
suture

Anterior
fontanelie

(bregma) 1 Suboccipitobregmatic 9.5¢cm

flexed vertex presentation
2 Suboccipitofrontal 10.5¢cm
partially deflexed vertex
3 Occipitofrontal 11.5cm deflexed vertex
4 Mentovertical 13cm row
2 Submentobregmatic 9.5cm face

Zone of inlet
Sacrum

Coccyx Zone of outlet
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National Guidelines for Quality Obstetrics and Perinatal Care

Malpresentation
Malpresentations are all presentations of the foetus other than vertex.

Theymay occur in thdollowing instances

1. Breech presentation
2. Compound presentation
3. Transverse lie and shoulder presentation

Predisposing factors to malpresentation include:

o Prematurity

e Multiple pregnancy

e Abnormalities of the uterus, e.fjbroids, Partial septate uterus
e Foetal abnormalities

e Placenta praevia

1. Breech presentation

This occurs when the buttockand /or feet are the presenting partlt is the most common
malpresentation and much more common in preterm labour.

Frank Breech complete breech footing breech

Diagnosis:

The majority are discovered before labourAt this time the head is felt in the upper abdomen and the
breech in the pelvic brim. On auscultation the foetal heart tones are heard higher in the abdomen.
Approximately one third are diagnosed labour when the buttocks or feet will be felt during vagi
examination. Presence of thick dark meconium is normal in breech presentation.

Management

1. External version may be attempted ifThe gestation is at or after 37 weeks, there are no
contraindications for vaginal delivery, membranes are intact, amnfatid volume is adequate,
and there are facilities for Emergency Caesarean secliomay however complicate with
placental abruption, foetal bradycardia, knotted or entangled cord, amniotic fluid embolism and
foetal or maternal death.

2. Vaginal assisted teech delivery by an experienced health provider is safe and feasiblé i a
complete or frank breech, estimated foetal weight is between 25800, there is adequate pelvic
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pelvimetry, the head is well flexed, and there is history of previous C/Sor myomectomy.
Approximately 50% women aiming for vaginal delivery will achieve Weagjinal delivery is
contraindicated in case of: Unfavourable pelvis, Macrosomia, Severe prematurity, IUGR, placental
insufficiency, Footling breech, Hyperextension atéd head, Foetal anomalies, Nuchal arm, PROM
or nonprogressive labour and lack of birth attendant skills

3. Caesarean sectiois safer that assisted vaginal breech delivery and is recommended in case of:
double footling breech, small or malformed foetus, rwelarge foetus, previous C/S or
myomectomy, and hyper extended / deflexed head.

Foetal complication®f breech presentation include:

e Cord prolapse
e Birth trauma e.g. damage to abdominal organs, fractures, shoulder dystocia
e Asphyxia

2. Transverse lie

This occurs when the long axis of the foetus is transverse. In this case the shoulder is typically the
presenting partThe anniotic membranes usually rupture early. The cord or arm may prolapse.

Transverse lie

Diagnosis:

Thisis easily made antenatally when the head is felt in the flank. On vaginal presentation, neither the head
nor the breech is felt. Rather the shoulder, elbow, arm or hand may be felt in the vagina.

Management:

e Internal podalic version is no longer attempted.

¢ One may attempt external version if the woman is in early labour and the membranes intact
e Otherwise delivery is by Caesarean section

o Refer to health facility capable of providing CEOC.

Complicationgmay include:

e Cord prolapse
e Ruptured uterus
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3. CompoundPresentation:

This occurs when an arm prolapses alongside the presenting part so that the two are felt simultaneously in
the pelvis.

Compound presentation

Diagnosis
Diagnosis is usually in labour when the presenting parts are felt simultaneoushgomal examination

Management:

1. With the woman in knee chest position, push the arm above the pelvic brim and hold it there until
a contraction pushes the head into the pelvis. When this occurs, manage as routine childbirth
2. If procedure fails, corgrolapses or other complications occur, deliver by caesarean section.

MALPQOSITION

Malpositions are abnormal positions of the vertex of the foetal head relative to the maternal pelvis.
The malpositions discussed are:

1. Face presentation

2. Brow presentation

3. Occiput posterior position and
4. Occiput transverse position

1. FacePresentation:

This occurs when there is hyperextension of the foetal hdadccurs irabout1 in 300 deliveriesThe chin
serves as the reference point.

Face presentation
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Diagnosis:

This is usually done during labour on vaginal examination. At this time the face is palpated with the
SEFYAYSNR&E FAYy3ISNBE SydiSNARy3a (KS Y2dzik Slrarteo ¢K
to distinguish menteanterior from menteposterior position. Prolonged labour is common

Management

1. Mento- Anterior position
a. Allow to proceed with normal childbirth

b. If poor progress but no obstruction, augment labour with oxytocin

2. Mento posterior position
a. Deliver by Caesarean section (the faitended head is blocked by the sacrum thus

preventing descent)
b. If foetus dead may perform craniotomy if competent

Vacuum extraction is contraindicated in face presentation.

2. Brow presentation

This is caused by partial extensiohthe head It occurs in about 1: 500 deliveries. It presents the largest
diameters (mentevertical) such that normal delivery is impossible.

\

Brow presentation
Diagnosis

Brow presentation is almost never possible to diagnose before labour bégidsminal examination will
reveal a higlpresenting partOn vaginal examinatiorhé anterior fontanelle may be felt on one side and
the orbital (eye) ridges felt on the other side of the presenting part.

Management:

1. If foetus is alive, deliver by caesareaestion

If foetus is dead and the cervix fully dilated, perform craniotaitlye provider is competent.

3. Do not attempt to deliver brow presentation by vacuum extraction, forceps delivery or
symphysiotomy!

N
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3. Occiputposterior Position

This is the most commomalposition It occurs in about 10% of women in labolihe occipuposterior

(OP) position results from a poorly flexed verthxthis casénead initially engages normally but then the
occiput rotates posteriorly rather than anteriorlit. may occuras a result ofi flat sacrum or weak uterine
contractionsbeing unable tgpush the head down into the pelvis with sufficient strength to prodtioe
correct rotation. Occasionally, epidural analgesia relaxes the pelvic floor such that the occiput sinks into it
instead of being pushed to the correct positidrypically it results iprolonged labour, foetal distress or
obstructed labour.

7
<
iy
Occiput posterior
Diagnosis

The patient may complain &ackachend difficulty finding a comfortable position

e On abdominal examination:
The head feelkigh andvery large because the deflexed head is presenting a larger circumference.
There may be a depression at or below the umbilicus. Sometimes the bladder may appear full, because
the high head with depression above it looks like a full bladder.
The back of the foetus may be difficult to feel, ahd foetallimbs may bepalpable angriorly

e On vaginal examination:
The Anterior fontanelle(four radiating suturesdiamond shapell is easily felt towards the pubis.The
posterior fontanelle (three radiating sutures) may also be palptiberds the sacrum

Management

Spontaneous rotatiomo the occiput anterior position occurs in 90% of cases.

However close maternal andoetal monitoringis required.The mother may get the urge to pudbefore
full dilatation but this must be discouraged.

Ensurethat adequate fluids are given to the mother.

1. If there are signs of obstruction or the foetal heart rate is abnormal, deliver by caesarean section

2. If there are no signs of obstruction and foetagdnt rate is normal, rupture membranes and
augment with oxytocin. Encourage the mother to walk around or change position to facilitate
spontaneous rotation

3. Ifthe cervix is fully dilated and the head is engaged, one can perform a vacuum extraction.
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4. Occiputtransverse position

This occurs when the occiput is transverse to the maternal pelvis. @dihitially engages correctly
but fails to rotate and remains in transverse position.

\"
Ny
Left occiput transverse
Diagnosis:

On vaginal examination, the anterior apdsterior fontanels are felt on the lateral sides of the pelvis

Management

1. If thecervix is fully dilategthe head is engageand there are no signs of obstructiahe head
may be manually rotated with Kielland's forceps or delivered using vacuum extraction. This is
contraindicatedf there is anyfoetal acidosis because of the risk of cerebral haemorrhage.

2. Otherwisedeliver by caesarean section
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SHOULDER DYSTOCIA

Definition

This describes thenpaction of the anterior shoulder against the symphysis pubis after delivery of the fetal
head. The overall incidence of shoulder dystocia varies based on foetal weight, occurring in 0.6 to 1.4
percent of all infants with a birth weight of 2,500 g to 4,000 g, increasing to a rate of 5 to 9 percent among
foetuses weighing 4,000 to 4,500 g born to math without diabetesHowever, most cases occur in
foetuses of normal birth weight and aneot anticipated, limiting the clinical usefulness of ffsktor
identification. Shoulder dystocia occurs with equal frequency impgravid and multigravid women.

SHOULDER DYSTOCIA

NORMAL

DANGERS INCLUDE:

© Entrapasent of cord

© Imability of child's ehest o
expand progerty

® Severe brain damagy o death if
childd i not dedivervd withis misutes B —

© SEIF & ASSOCIATES, INC., 2000

Risk factors

Several prenatal and intrapartum factors have been associated with an increased incidence of shoulder
dystocia The single most common risk factor for shoulder dystocia is the use of a vacuum extractor or
forceps during deliveryTheymay be classified as follows:

Maternal
e Abnormal pelvic anatomy
e Gestational diabetes
e Postdates pregnancy
e Previous shoulder dystocia
e Short stature
e High pre pregnancy weight and increased weight gair
e Abnormal pelvic anatomy
Fetal
e Suspectednacrosomia
Labor related
e Assisted vaginal delivery (forceps or vacuum)
e Protracted active phase of firstage labor
e Protracted secondtage labor

e Prior shoulder dystocia
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Diagnosis
The following signs are indicative of possible shoulder dystocia

Theshoulders fail to deliver shortly after tHeetal head.

The &tal head retracts against perineumd G dzNJif S aA 3y £ 0

The face of the bablgecomeserythematous red and puffy indicative of facial flushing.
Gentle traction does not effect delivery

Management:

Shoulder dystocia is an obstetrical emergency, with foetal demise occurring within about 5 minutes if the
infant is not delivered, due to compression of the umbilical ceitthin the birth canalSeveral algorithms

have been proffered tdacilitate rapiddelivery in case of shoulder dystoci@he basic principles are

similar.

A common treatment algorithm KLARMERWhich stands for:

Ask for help. This involves requesting the help of an obstetri@apaediatriciarfor subsequent
resuscitation of the infanand anaesthesian case if surgical intervention

Leg hyper flexion (McRobertgianoeuvre

Anterior shoulder disimpactiorapplysuprapubic pressure)

Rubin manoeuvre

Manual delivery of posterior arm

Episiotomy

Roll over on all fourgGaskirManoeuvre

Also commonly used is tHéELPERR Mnemonithisis a clinical tool that offers a structured framework
for coping with shoulder dystoci@hesemanoeuvresare desiged to do one of three things:

1.

Increase the functional size of the bony pelvis through flattening of the lumbar lordosis and
cephalad rotéion of the symphysis (i.e., the McRobemsnoeuvre;

Decrease the bisacromial diameter (i.e., the breadth of the shoulders) of the fetus through
application of suprapubic pressure (i.e., internal pressure on the posterior aspect of the impacted
shoulde);

Changethe relationship of the bisacromial diameter within the bony pelvis through internal
rotation manoeuvres.

The HELPERR Mnemonic

H Call for help.
This refers to activating the pr@ranged protocol or requesting the appropriate personneré¢epond
with necessary equipment to the labor and delivery unit.
E Evaluate for episiotomy.
Episiotomy should be considered throughout the management of shoulder dystocia but is ne
only to make more room if rotation maneuvers are requir&thoulder dystocia is a bony impaction,
episiotomy alone will not release the shoulder. Because most cases of shoulder dystocia can be
with the McRoberts maneuver and suprapubic pressure, many women can be spared a surgical i
L Legs (tle McRoberts maneuver)
This procedure involves flexing and abducting the maternal hips, positioning the maternal thi
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onto the maternal abdomenThis in effect gaightens the lumbosacral lordosicreases AP diamet
of pelvis Flexes the fetadpine and as a resulReduces >40% of shoulder dystocia
Nurses and family members present at the delivery can provide assistance for this maneuver.

P Suprapubic pressure
The hand of an assistant should be placed suprapubically over the fetal anterior shoulder, &
pressure in a cardiopulmonary resuscitation style with a downward and lateral motion on the po
aspect of the fetal shouldefThe aim is to adduct thanterior shoulder.This maneuver should t
attempted while continuing downward tractionnitially this is continuous, but may involve a rock
motion

E Enter maneuvers (internal rotation)
These maneuvers attempt to manipulate the fetus to rotate the anterior shoulder into an oblique
and under the maternadymphysisin the Rubinmaneuver, the anterior shoulder should be approach
from behind and the scapula adducted and rotated to oblique position. If this failsybedscrew
maneuver (Enter 1) may be applied. In this case the posterior shoulder is approached from the
and gentlyrotated towards the symphysis pubig/hen this fails, theReverse woodscrew maneuvi
(Enter lllymay be applied; In this instance the posterior shoulder is approached from behin
rotated | the opposite direction from Rubin or woodscrew maneuvérgsemaneuvers can be difficL
to perform when the anterior shoulder is wedged beneath the symphysis. At times, it is neces
push the fetus up into the pelvis slightly to accomplish the maneuwcRRoberts maneuver shou
continue throughout this procss.

R Remove the posterior arm.
Removing the posterior arm from the birth canal also shortens the bisacromial diameter, allowi
fetus to drop into the sacral hollow, freeing the impaction. The elbow then should be flexed al
forearm deliveredn a sweeping motion over the fetal anterior chest wall. Grasping and pulling di
on the fetal arm may fracture the humerus.
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R Roll the patient.
The patient rolls from her existing position to the-fallirs position.This usually increases the pel
diameters.Often, the shoulder will dislodge during the act of turning, so that this movement alone
be sufficient to dislodge the impaction. In addition, once the position change is completed, gravit
forces mayaid in the disimpaction of the fetal shoulders.

Manoeuvres of Last Resort for Shoulder Dystocia

Deliberate clavicle fracture
Direct upward pressure on the myubrtion of the fetal clavicle; reduces the shouldershoulder distance

Zavanellimaneuver

Cephalic replacement followed by cesarean delivery; involves rotating the fetal head into a direct
anterior position, then flexing and pushing the vertex back into the birth canal, while holding conti
upward pressure until cesarearelivery is accomplished. Tocolysis may be a helpful adjunct tc
procedure, although it has not been proved to enhance success over cases in which it was not 1
operating team, anesthesiologist, and physicians capable of performing a cesareasrydefiust be
present, and this maneuver should never be attempted if a huchal cord previously has been clam,
cut.

Use ofGeneral anesthesia

Musculoskeletal or uterine relaxation with halothane (Fluothane) or another general anesthetic ma
about enough uterine relaxation to affect delivery. Oral or intravenous nitroglycerin may be used
alternative to general anesthesia.

Abdominal surgery with hysterotomy
General anesthesia is induced and cesarean incision performed, after which the surgeon rotates tt
transabdominally through the hysterotomy incision, allowing the shoulders to rotate, much like a \
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corkscrew maneuver. Vaginal extraction is tleEeomplished by another physician.

Symphysiotomy

Intentional division of the fibrous cartilage of the symphysis pubis under local anesthesia has be:
more widely in developing countries. It should be used only when all other maneuvers haveafal
capability of cesarean delivery is unavailable

Complicationsof Shoulder dystocia:

Maternal
Postpartum hemorrhagecommonest(11%)
Rectovaginal fistula
Symphyseal separation or diathesis, with or without transient femoral neurog
Third- or fourth-degree episiotomy or teawith anal sphincter damage
Uterine rupture
Soft tissue injuries
Fetal
Brachial plexus palsgommonest 315%
Clavicle fracture
Fetal death
Fetal hypoxia, with or without permanent neurologic damage

Fracture of thehumerus

Prevention

If shoulder dystocia is anticipated on the basis of risk factors, preparatory tasks can be accomplished
before delivery. Key personnel can be alerted, and the patient and her family can be educated about the
steps that will be taken ithe event of a difficult delivery. The patient's bladder should be emptied, and
the delivery room cleared of unnecessary clutter to make room for additional personnel and equipment.

One method of preliminary intervention for shoulder dystocia in a patweith risk factors involves
AYLE SYSyGAy3 (KS marké&vreR G FRABRER HDKBINIG KNP dzZ3Ké  dzy
visible. This step is accomplished by continuing the momentum offdbtal head delivery until the
shoulder is visible. After atrolled delivery of the head, the physician proceeds with immediate delivery of

the anterior shoulder without stopping to suction the oropharynx.

Glycaemia control and weight control for at risk patients is also helpful in preventing foetal macrosomia.
Pdients may also be encouraged to deliver in alternative positions that favour increased pelvic diameters.
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VACUUM EXTRACTION (V E)

Introduction

Assisted delivery is an important skill for managing second stage of |db@sently, bottithe forceps and

the vacuum extractor are in use as delivery instruments.

The retirement of classically trained obstetricians, the inability to conduct training operations, the medical
legal climate, and other changes in practice, including the high incidehcaesarean deliveriesnow
collectively contribute to a reduction in utilisation of all types of instrumental delivery, including vacuum
extraction. Yet, a need still remains for deliyassistance that can be safely and expeditiously provided by
an instrumental delivery while avoiding the risk and expense of a caesarean operation

Over the recent decade, VE has progressively replaced forceps asdiseed delivery approaaf choice

for many practitionersn Kenya.

A successful extraction requires the vaginal application of a cup to the foetal head, a means to apply
traction, and the ability to periodically reinforce the vacuum.

The vacuum Extractor
Modern extractors areonstructed of varied materials including polyethylene or silastic and stainless steel.
Several features are found in all VE desigigesédnclude:

e A mushroom shaped vacuum cup of varied composition and depth

e A cup including a fixed internal vacuum gricgoard

e A combined vacuum pump / handle or a vacuum port to permit a vacuum hose attachment

e A handle, wire or chain for traction
/.—‘j

A. Assembled
apparatus with
Malmstrom cup

B. Bird modified
cup

Prerequisites for vacuum

1. Informed consent is required for any surgical procedure, including an instrumental delivery. The
process involves an explanation of the need for the operation, a discussion of risks and benefits,
and a presentation oélternative modes of treatment, and an opportunity fdre patient to ask
questions

2. The clinician must be competent in the use of tleeuum extractoand knowledgeablef the VE
indications. Most importantly, theynust be prepared to reconsider or abandon any operation that
proves difficult.
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3. The pregnancy should be term, the foetus alive or FSB (foetal heart stopped during labour) and i
vertex presentation

4. The patient should have an empty bladder either by catheterization or spontaneous voiding, full
cervicaldilation, ruptured membranesan engaged foetdtead,and no suspicion of cephalopelvic
disproportion.

Indicationsfor Vacuum extraction
Maternal indications

e Prolonged second stage dhbour (In general, second stages of more than 2 hours without
epiduralanaesthesiand 3 hours with are the acceptable measures for nulliparas. One hour less in
each category is the limit for multipafasThis may occur in case dyruginduced analgesia,
Maternal exhaustion or Soft tissue resistance with failure to descend

e Shorteningof the second stage of labouiThis may be necessary in caseMzternal illness (e.qg.
cardiorespiratory, neuromuscular, cerebrovascular when voluntary expulsive efforts are
contraindicated) HaemorrhageSevere Pre eclampsia.

A Presumed foetal jeopardy/fetal distress:That is in case oFoetal compromise necessitating
immediate delivery in 2nd stagar Nonreassuring FHR tracingor most practitionerdowever,
cord prolapsegabruptio placentae or persistent bradycardia at a high station, even at full dilation
with an engaged head are best managed by caesarean delivery.

Contraindications to Vacuum Extraction

Vacuum operation is contraindicated in the following instances:

e Operatorinexperience

e Inability to achieve a correct application

e Aninadequate trial oflabour

e Lack of a standard indication

e Gestational age less than 37 weeks

e Uncertainty concerninfpetal position and station
e Known or suspected foetal coagulation defects
e Suspian ofcephal@elvic disproportion

e Nonvertex presentatiofe.g. breech, face, brow)
e Absence of contractions

e Incomplete cervical dilation

A Unengaged head

Relative contraindications are as follows:

e Prematurity {oetus<36 wk gestation): Vacuum extraction (VE) applications are not recommended
4 tSaa GKFry oc ¢SS1aQ 3SaidldAz2yd ¢KS LIK&aAO:
known fragility of intracranial vascular structures in the premature infant mitigainsg such
applications unless special circumstances exist.
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e Prior failed forceps: Prior failed forceps is usually a contraindication to any VE effort. As a practical
matter, the forceps can generate more traction force than the VE. Thus, to follow p$oetrt
with a VE trial is not inherently reasonable unless circumstances have prevented the successful
application of a forceps before traction has been attempted.

e Overlapping cranial bones, heavy caput: Overlap of cranial bones, the inability tdepéhea
standard landmarks, and craniaedema (caput/cephalohematoma) are suggestive of at least
relative disproportion. When these findings are combined with poor progress, the clinician may
find that the presenting part is substantially higher than aliyi anticipated. True disproportion
may be present, precluding any vaginal trial.

e Known or suspectetbetal macrosomia: A large infant (estimatéaetal weight >4,500 g in a nen
diabetic) can only be considered as a relative contraindication to instrtaheelivery. This is
primarily becausénaccuracies iestimation offoetal bulk.

The process of Vacuum Extraction:

The ABCDEFGHIJ Mnemonic has been used to facilitate the remembering of the steps in VE. These can b
summarised as follows

A: Ask for help Addressthe patient (counsel on procedure and obtain informed consent); ensure
adequateAnaesthesiaas necessary

B: Emptythe Bladder

C Confirm that theCervixis fully dilated

E Prepare theEquipmentand Extractorensuring that they are ready to use

F Apply the vacuumcup over sagittal suture 3cm in front of posteriBontanel This is known as the

oFlexion poinE ¢ (proper application results in flexion of foetal head when traction appli€lring
insertion thecup needs to be compressed (see diagram below)

G: ApplyGentle traction at right angles to plane of cugnly during contractionsNote thatBendng, rotary
force, or paramedian application will cause detachmi(Bee diagrams below)
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H= Halt
e Further attempts at vacuum extraction should be stopped in the following circumstances:
Halt traction aftera contractionand Reduce pressure between contractions
e Halt procedure ifthere is:
o Disengagerant of cup 3imes
o0 No progress in 3 consecutive pulls
0 Total time that has elapsed after applicationn®re than 20 minutes foetal injuries
increaseafter 10 minutesof application time
I= Incision
Evaluate forlncision (episiotomy) wherthe headis being deliveredAn episiotomy may not baecessary
for vacuumper se butin case of subsequeshoulder dystocia or difficult delivery

J = Jaw
It is recommended that thgacuumcup is removedvhenthe Jaw isreachable(see below)

Complications of vacuunikxtraction

Foetal
The following foetal complications may occur as a result of vacuum extraction:
A Small increase in cephalohematoma
A Haemorrhage: Subgaleahaemorrhage Subarachnoid bleedingRetinal haemorrhage
A Neonatal injury(linear occult cranial fracture§calp bruising or lacerations
A Oedema of the scalp
A Neonatal death
Maternal complications.
These may include:
1. Maternal perineal lacerations or tears
2. Rectal injuries involving anal sphincter injaryd Stress urinary and anal incontinence
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CAESAREAN SECTION

Outline:
e Definition
e Indications
e Types of C/ Section
e Patient evaluation
e The Caesarean section Procedure
e Post operative care
e Complications of Caesarean Section

Definition

A Caesarean sectionlso Gsection, etc., is asurgicalprocedure in which one or mor@cisionsare made
through a mother'sabdomen(laparotomy) anduterus (hysterotomy) to deliver one or morebabies or,
rarely, to remove a deafktus. Surgical delivery of a previable foetusing Caesarean section procedures
is termedhysterotomy.

Indications for Caesarean Section:
Thesemay be divided into maternal, foetal or combined.

A) Maternal Indications
1. Previousuterine scar

a. Previous bwer Uterine Segmentd' S due to a recurring reason e.g. contracted pelvis or a
previous scar with aoncomitant obstetric complication
History of two ) or morepreviousC/S
After High vertical ¢lassical C/S
Previous ruptured uterus
e. Previousmyomectomy
Severe Re ecclampsia 1) or eclampsia with unfavourable cervix
Lifethreateningantepartumhaemorrhage (APH)r Placenta praevia type HIY
Contracted pelvis (congenital, fracture)
Following epair of obstetric fistula (VVF, RVF)
Medical illness; severe heart or respiratory disease, severe hypertension, cerebral aneurysm
musculoskeletatlisorders severeneurologicaldisorders(C/S ighen safer than vaginal delivery)
7. Prolonged labounjterine inertia, cervical dystocia and failed induction
8. Pelvic tumours obstructing labour (fibroids, entrapped ovarian tumour, genital warts)
9. Invasive carcinoma of the cervix
10. Infections: (HIV, active Herpes Simplex Virus I, Human Papilloma Virus, E@&o4iitus)

oo o

o0k 0N

Relative indications
C/ Section maglsobe considered in the following conditions
1. Postdatism
2. Elderly primigravida
3. Prior infertility
4. Bad obstetric history
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B) Foetal
1. Foetal distressPoor biophysical profile score

2. Malpresentation and malposition;

3. Cord presentation anfdr cord prolapse

4. Multiple pregnancy:(1* non-cephalic, retained ¥ twin, extreme prematurity, discordant
foetal growth, single amniotic sac, conjoined twins, >2 foetuses
FoetalMacrosomiaestimated weight >4000g

Foetal anomalies: (e.gydrocephalus, sacral tumouConjoined twins)

7. Others: (e.gIntrauterine Growth Retardation oligohydramniok

o v

C)Fetomaternal
1) Failure to progress in labour
2) PerimortemC/ Section
3) Lack of competency by servipeovider in assisted delivery techniques

Types of C/S

Based on timing of the operationC Section maybe:
a) Elective C/S (planned procedurs)
b) Emergency C/S

Based on uterine incision

a) Transverse lower uterine segment C/S (Kerr)

b) Classical (vertical upper uterine segment C/S). This type of C/S is associated with more bleeding,
cutting of the sutures through during uterine repair, poor healing hence higher likelihood of scar
dehiscence even before labour, and higher likelihood ohemsibns that may cause intestinal
obstruction. All subsequent deliveries following classical C/S must be by elective C/S.

Patient Evaluation
Patient evaluation follows the steps of history taking, physical examination and laboratory investigations.

A Hisory

o Past surgical, medical, obstetric, gynaecologic

0 Length of labour, rupture of membranes

0 Medications, allergies, transfusions, anaesthetic reactions
A Physical Exam

o] Vaginal exam before initial incision

A Labs
0 Haemoglobin, blood group and Rhesus factor,
(o] HIV

Procedure for C/S

Preoperative Preparation

i. For elective C/S, review the indication and ascertain foetal maturity through review of mptiedy
booklet (history of early ANC), physical examination and early U/S scan.
ii. Obtain informed written consenfexplain to patient the procedure)
iii. Review lab results for Hb and U/E. Draw blood for group and-onassh.
iv. Give a sedative/anxiolytic the night before surgery
v. Inthe morning of surgery, ask the patient to take a warm bath.
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vi. Take preoperative observationg@ urinalysis (sugar, protein)

vii. Premedicate with atropine sulphate 0.6mgt/before theatre (hyoscine in cardiac disease)
In Theatre

I. Perform aseptic catherization of the urinary bladder

ii. Place the patient on the operating table in supine position with aléf lateral tilt

iii. After scrubbing, the surgical team must ensure that the subsequent steps are aseptic.

iv. Clean the abdomen with antiseptic solution and drape

v. Provide anaesthesia (spinal is preferable to general), maintaining 100untD delivery. Give

prophylactic antibiotics.
vi. Abdominal incision (Pfannenstiel, midline sub umbilical); skin, subcutaneous tissue/fat, rectus sheath,
muscle, extra peritoneal fat, peritoneum
® Umbilicus
Midline vertical
"~ Maylard
JogI-Cohen
© Pfannenstiel
pubie’bone

vii. Pack the paracolic gutters and retract bladder downwards (Doyens retractor)
viii. Reflectuterovesical peritoneum and push bladder away

ix. Delicately incise the lower uterine segment and extend the incision with your fingers.

Xi.

Xii.
Xiii.

Low uterine segment Caesarean section

Deliver the foetus and give oxytocin 101U.

Use GreerAmytage forceps to clamp the midpoint of lower edge of uterine incision and the bleeding
points.

For elective C/S, dilate the cervix manually.

Close the uterus in 1 or 2 layers.
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Xiv.
XV.

Closing the uterus

Inspect the adnexae and abdominal orggmsform BTL if indicated
Close the abdomen in layers

Postoperative Care

Where available, provide continuous monitoring for vital signs otherwise take observations quarter
hourly until fully awake then-hourly

Give |V fluids, at least 3 litres per day.

Introduce oral fluids early (6h) then solid food gradually

Pain control opioids e.g. pethidine 5200mg 8 hourly for 286 hours then noropioids.

Continue antibiotics

Inspect wound on "3-4™ postoperative day and discharge in the absence of complicati@osnsel
on postnatal care, FP, timing and mode of delivery of subsequent pregnancy.

Complications
Maternal Complications

Immediate

AnaestheticRA FFAOdzZf G Ay iddzol GA2y S aSyRSfazyQa adyRNER'
Haemorrhage lacerations, uterin@tony, placenta praevia or accreta
Complications of blood transfusion

iv. Gl and urinary tract injuries
v. Death (risk of death is 7x that of vaginal delivery)
Late

i. General posbp. complications; atelectasis, pneumonia, paralytic ileus, UTI, thromboembolism

ii. Infection (endometritis, wound infection)
ii. Intestinal obstruction (adhesions especially after classical)
iv. Uterine scar dehiscence /rupture in subsequent pregnancy (10x more likely in classical than LUSCS)
v. Chronic abdominal pain

FetalComplications

Prematurity

Respiratory depression
Intracranial haemorrhage(due tosmall incision)
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VAGINAL BIRTH AFTER CAESAREAN SECTIONABAGNMonly referred to as Trial of scar

Conditionsfor trial of scar
i. Only one previous C/S which must be LUSCS
ii. Nonrecurringindication for previous C/S; foetal distress, cord prolapse, malpresentation, placenta
praevia etc.

iii. No postoperative sepsis after previous C/S

iv. Parity <5

v. Cephalic presentation

vi. Estimated foetal weight 3500g

vii. Adequate pelvis with true conjugatel0.5cm
viii. No aher indication for C/S

ix. Facilities for blood transfusion available

X. Ready theatre, available immediately

Predictors of successful trial of labour

Prior vaginal delivery

Prior VBAC

Spontaneous labour

Favourable cervix

Non recurring indications like breegtraevia, herpes
Preterm delivery

o gk wdpE

Predictor of decreased chances of success

Maternal obesity

Short maternal stature

Macrosomia

Increase maternal age>40yrs

Recurring indications e.g. CPD, failed second stage
Gestational age >41wks

Preconceptional or gestatnal diabetes mellitus
Increased inteipregnancy weight gain

© N O~ ODdDE

Increased rate of uterine rupture
Classical hysterotomy
Single layer closure
Induction of labour

Use of prostaglandins

Short interpregnancy interval
Infection at prior C/S

o gk whpRE

Management
a. EarlyANC (first half of pregnancy)

b. Review history

c. Obstetric U/S scan in first half of pregnancy

d. ANP

e. Counsel patient on the risks and benefits of undergoing trial of scar
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f. Pelvic assessment at 36 weeks; clinical/radiological
g. Estimate weight of baby

h. Admit in earlylabour

i. 1V line and GXM

j.  Consent for C/S

K.

Partograph (pulse, BP, FHR, contractions, descent, cervical dilatation, colour of liquor, PV bleed)

Clinically, observe the patient closely for signs of uterine rupture. Harbingers of uterine rupture are as
follows:

Acute abdominal pain

A "popping" sensation

Palpation of foetal parts outside the uterus upon Leopold maneuvers
Foetal heart rate deceleration and bradycardia

High presenting part on vaginal examination

Vaginal bleeding

O O O O O O

Treat any of these findings asterine rupture until another source for the finding has been identified.
Rupture requires immediate delivery.

PERIMORTEM CAESAREAN SECTION

This is &/S performed when the survival of the mother is in doubt. Previously referred to asrootm
C/S but has changed due to recent advances in cardiopulmonary resuscitation and neonatal intensive care
which has improved the potential for survival of botietmother and foetus.

Offers improved chance of infant survival and increases chances of maternal recovery (relieves aortocaval
compression). CPR must continue and delivery fast (within 1 minute) via midline sub umbilical incision.

Not commonly performd due to difficulty in making timely decision.

About 50% of all reported cases have yielded a live neonate. Perinatal outcome is directly related to:
i. Gestational age
ii. Duration since maternal collapse/death with best results if within 4 min and no suafteal25 min
(<5 excellent, 8.0 good, 16015 fair, 1520 poor, 2625 unlikely).
iii. Nature of maternal insult (better foetal prognosis following sudden death of a healthy mother or one
on life support awaiting foetal viability than after prolonged or deliiitg illness)
iv. Availability of neonatal intensive care facilities

Obtain consent from relatives if availablEhis practice &sreceived some criticism however mphysician
has been found liable, yet!

Destructive obstetric procedures

Destructive deliveryg also known as embryotomy is usually indicated fodelively of a deadfoetus
vaginally It must always be performed with the mothers consent.

There are in principle three acknowledged types of embryotomy:
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1)

2)

3)

Craniotomy¢ This isperforation of the skull and emptying the head of brain tissue so that the
head collapsedt is used when the fetus presents with the head or in a case of retained head in a
breech.It is mainly applicable if the fetus is dead and there is CPD or hydraltep

Decapitation¢ This involvegutting the neck and sepating the head from the trunkit is for
management of IUFD in cases of neglected obstructive labour with shoulder presentation.

Bvisceration¢ perforation of the truncus (chesir abdomen) with removal of all internal organs
so that the body collapses and a version and extraction can be done without the risk of rupturing
the uterus.It is ised when decapitation is not possilaein a transverse presentation
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TARGETED POSNTALCARE

Content Outline
e Definition of postnatal care
e Aims of postnatal care
¢ Rationale of postnatal care
e Elements of targeted postnatal care
e Timing of postnatal care
¢ Management of Normal Puerperium

What is postnatalkcare?

The postnatal period is thiéme beginning immediately after thbirth of ababyand extending for about
six weekghereafter. Another termcommonly used is thpostpartum period whichrefers to the mother
(whereas postnatal refers to the infant). Less frequently useldguerperium. Biologically it is the time
after birth whenthe mother's body, includinger hormonelevels anduterussize, return to pregpregnancy
conditions.

Postnatal care is given by a skilled attendant to meet the need®thf the mother and the baby from
birth to reduce thér risk ofmorbidity and mortalityas well ago promote the healthand wellbeingof the
mother and babyPostpartum care is care given to the mother from the time of placental expulsion up to 6
weeksafter delivery.

Epidemiology:

Globally @wer 500,000 women die as a result of pregnancy related conditions. About 60% of these deaths
occur within the first week following childbirth. One million newborn deaths occur within the firabR#ds

after birth and 75% of neonatal deaths occur during the first week of life. Almost two thirds of infant
deaths occur in the firstonth of life The situation is similar in Kenya with most maternal and newborn
deaths occurring in the early postnatal peri@lrrentlyin Kenya Neonatal mortality rate is contributing to
60% of infant mortality rate.

When do maternaland newborndeaths occuy and why?

Mother Day 1 Day 24 Day 57 Day 8 14 Day 15 42

Post Partum Hemorrhage

PregnancyinducedHypertension

Sepsis

Newborn

Asphyxia

Trauma

LBW/small

Sepsis

Tetanus
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To significantly reduce maternal and neonatal mortality, greater attention must be given to post partum
and postnatal care

Elements of targeted postnatatare
These include the following:

Maternal care:

A

Health promotion using health messages and counselling. on nutrition and resumption of
sexual activity

Assist the mother and her family to develop a personalised PNC plan

Provision oEssentiapostpartumcareby a skilled attendant

Early detectiorof danger signand treatment of problems

Prevention of mother to child transmission of HIV (PMTCT)

Emergency Preparedness a@dmplication readiness

Counselling and service provision for Postparti healthy timing and spacing of preghancy

{ ONBSYyAy3a F2NJ 20KSNJ O2yRAGAZ2Y&a S 3 OSNBAOI

Newborn care:

Provision of Essential Care of thewborn.

Counselling on infardand young child feeding

Early detectiorof danger signand treatment of problems
Immunisation

Schedule ofargeted postnatalcare visits

Targeted postnatal care is an approach, which defines a set of postnatal care services delivered to both the
mother and baby in a minimum of four visgpread throughout the first six months
The recommended schedule for Kenya is as follows:

hownNPR

Within 48 hours
1to 2 weeks

4 to 6 weeks

4 to 6 months
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History taking

At each postpartum assessmettie history taking should include questions on:
i The mode and place of delivemyho assisted during childbirthAnycomplications/problems that
occurred during pregnancy, labour and delivery;
0  Whether she is gxeriencing any of the following:
0 Excessivéredness,
o Fever
0 Sleepdisturbances etc
i Whether she is practicing exclusive breastfeeding or using breast milk substantl, she has
breast problems
o (Painfulnipples or breastengorgement, cracked nipples),
U If she hasnyproblems of the lower limbs
0 (Varicose veins or swelling deeptlive calf or thigh muscles)
U Whethershe isexperiencing any bowel and /or urinary problems
0 (Constipation/diarrhoea, dysuriahaematuria orfrequent micturition)
Whether lochia is still present, its colour, amount and odaad whether menses have resumed;
If sheis experiencingny pain or tenderness ovéte pelvic region/lower abdomen;
If she has resumed sexual activitydavhether there is any problem;
And whether she iasingor would wish tanitiate any family planning method

[t eI R

The initial assessment should be carried out as soon as possible after dglilreicase of a facility birth,
the mother and baby should be checked again before discharge. Where delivery has occurred at home,
both mother and baby should be reviewed byskilled provider as soon as possible within 24/48 hours
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TARGETED POSTNATAL CARE

Targeted postnatal care is an approach, which defines a set of postnatal care services delivered to both the

mother and baby in a minimum of fouisits spread throughout the first 6 months.

Key elements and timing dPostnatalcarefor the motherand Baby

Timing | Mother Baby

Within Check perform: Check perform:

24-48 e Mental status assessment e Apgar scoring
hours* e Physical assessment: PallorTemperature, e Take temperature

Provide:

Counsel
[ ]

BloodPressureuterine involution,

Inspection of the C/S wourdf present for
bleeding

Assessochia and blood loss

Breast examination for establishment of
lactation,

Calf tenderness

Record in PNC register and mother Child
booklet

Pain management

Screening for TBnd treat as appropriate
Vitamin A (200 000iu)

Iron/folic acid supplements

LLITN

Treat or refer if any complications are detecte
Appropriate FP method

LT 1L+ LRAAGADS
treatment

IAD

on:
HIVCounselling and testinge-testing

FP Counselling(healthy Timing & spacing ¢
pregnancy)

Advice on;

Dangersigns for mother

Personal hygienand hand washing
Breast care

Exercises

Care of the perineum

Harmful practices

Maternal nutrition

Use ofinsecticide Treated Nets.
Return date

e Take and record birth weight

e Head to toe examination

e Assess for danger signs for baby

e Observe a breast feed

e Record in PNC register and mother
Child booklet

Provide:

e Ensure warmth and put hat on baby

e 5Sfl& 0lF0&8Qa TANF
hours

e If pre term encourage skifto-skin care

e Encourage early initiation of, and
exclusive breastfeeding

e Tetracycline eye ointment 1%

e Vitamin K

e Immunization (BCG & birthoko)

e Infant prophylaxis for HI¥s indicated

e Treat or refer the infant if any
complications are detected

e Encourage and facilitate  birt

registration

Counsel on:
e Cord care
e Hand washing forare giver
e Return date

243



Key elements and timing dPostnatalcare for the motherand Baby

Timing Baby

Within Checkiperform:; Checkiperform:

1-2 Mental status e  Growth monitoring; chart weight
weeks Pallor, BP, temperature, pulse rate e Head to toe examination

Lochia loss(colour,amount,smell)

Assess for calf tenderness

Infection /pus from C/S siteor perineal wound
Breast condition

Uterine involution

Observe a breast feed

Record in PNC register and Mother Child
booklet

Provide:

Vitamin A supplementation (if not yet given)
Haematinics

LLITN (if not yet given)

Treatment for any complicatiordetected
Referral as appropriate

Counsel on:

Danger signs for mother

CT for HIV

Family Planning / HTSP

Maternal Nutrition

Personal hygiene and hand washing for
caregiver

Breast carand Exclusive breast feeding
Harmfulpractices

Cervical cancer screening

Return date

e Assess for danger signs for baby

e Check eyes for discharge

e Immunisation status

® Observe a breast feed

e Record in PNC register and Mother
Child booklet

Provide:
e VitaminAif not yet given
e Immunisations if not yet started
¢ INH prophylaxis as appropriate
e Treatment of any complication
detected
o Referral as appropriate
e Birth registration if not yet done

Counsel mother on:
e Danger signs for Baby
o Exclusive breast feeding
e Hand washing for caregiver
e Keeping baby warm
e Cord care
e Adherence to ARV prophylaxis as
appropriate
e Return date
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Key elements and timing dPostnatalcare for the motherand Baby

Timing Mother Baby
4-6 Check: Check:
weeks e  General conditiorof mother e  Growth monitoring; chart weight
e Mental status e Head to toe examination
e BP, Weighttemperature e Assess for danger signs for baby
e  Uterine involution e Immunisation status
e Lochia (amount /colour) e Record inntegrated register and Mother
e Observe a breast feed Child booklet
e Record in PNC register and Mother Child booklet
Provide:
e FP method of choice Provide:
e CTforHIV e Immunizationsasper schedule
e Screening focervical e INH prophylaxis as appropriate
e Clinicabreastexamination e Treatment of any complications detected
e Screening for STI/ RTI e Referral as appropriate
e Screen for TB e Early infant diagnosis (EID) for HIV
e  Treatment for any complications detected e Management of HIV positive infant
e Referral as appropriate e  Birth registration if not yet done
Counsel on:
e Danger signs for the mother Counsel mother on:
e Exclusive breast feeding and Breast care o Danger signs fdBaby
e  Family Planning (HTSP) e  Exclusive breast feeding
e  Maternal nutrition e Hand washing for caregiver
e Harmful practices e Hygiene
e  Personahygiene and hand washing for the caregiv * Return date
e Return date
4-6 Check: Check:
months e  General health of mother e  Growth monitoring; chart weight
e Head to toe examination
Provide: e Assess for danger signs for baby
e FP method of choice e Immunisation status
e Screening for RTI /STI
e Screening for cervical cancgf not done Provide:
e Screening for TB e Vitamin A supplementation
e Clinical Breagtxamination e Immunizations as per schedule
e CTfor HIV e INH prophylaxis aappropriate
e Treat any complications that are detected e Treatment of any complications detected
o Refer as appropriate o Referral as appropriate
e Record in PNC register and Mother Child booklet e  Birth registration if not yet done
e Record in Integrated Register and Mother|
Counsel on: Child booklet
e Continued breast feeding
e Complimentary feeding Counsel mother on:
e  Maternal Nutrition e Danger signs for Baby
e Harmful practices e Hand washing for caregiver
e Family Planning /HTSP e Continued breasteeding
e Hygiene and hand washing for the caregiver e Complementary feeding
[ ]

Treatment adherence for HIV positive
infant

*The first assessment should be carried as soon as possible after deliver. If facility birth the mothe
baby should be checkeat 1 hr, 6 hrs andagain before discharge. If home delivemgfer to health facility

as soon as possible within 24/48 hours
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MANAGEMENT OF THE NORMAL PUERPERIUM

In the early postpartum period there may be a slight deviatiorheftital signs from the normal; however
theseshould return to their normal levels within 72 hours.

General condition

Ensure that the patient ifeeling well and relaxedhas no signs of anaemia or jaundidde vital signs of
temperature, pulse, BP and respiration are within normal raragel tie uterus is well contractedWhile
the mother should be encouraged to rest adequatebarly ambulation and exercise should be
encouraged.

Lochia

The colour of the lochia varies withe involution of the uterus and is referred to as:
Rubra red (Day ), Serosayellow (Day 37) Alba- white (Day 714)

Normal lochia does not have an offensive odour

Perineum

Initially there may bevulvaloedema

Signs of infection include redness, persistent swellingsence opus and severe pain

Ensure that the pisiotomy orany tears lacerations are repaired and healing;

Note that celayed healing may be a sign of infection

The mother needs to be counselled on hygienic perineal toilet and safe disposal of sanitary wear.

Breast

Usually the breasts aref on palpationduring thefirst 24 hourspost delivery; there may or may not be
any colostrums at this timeBut by day 3they normally becomes swollemarm and increased vascularity

is demonstrated.

FromDay 24, milk secretion is established in most cases.

It is important that the mother is shown the correct technique for proper positioning of the baby and
attachment to avoid cracking of the nipple@Referto the breastfeedingguidelines in theEssential
newborn caresection

Appetite
This is usually goaglthough it may beeduced ifthe woman isconstipated around day 3

Excretion

Urine output, urination and passage of motions is usually narimavever these need to be monitored
and the mother encouraged to void regularly.
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Counselling on postpartum ¢a and hygiene

It is important that after delivery the woman is counselled comprehensively on the following topics:

Explainthe importance of having someone nearby for the first 24 hours/subsequent few days to
monitor any change in her condition

Nutrition counselling should includehe& importance of eating more and healthier foods and
drinking plenty of fluids. Explore and dispel any myths on particular food talieosdetails efer

to Nutrition sectionof this manual)

Counsel the woman on thinportance of maintaining personal hygierighis includesliscussg

with women the type of pads they will uséhe frequency of changinthe sanitary wear4 to 6
hourly) and their disposal

Counsel the woman on how tarefor the perineum (or episiotory) when she goes home, taking
into consideration her home environmenBhe needs to know thenportance of not inserting
anything into the vagina

Hand washing is particularly important to prevent infectidihis is also imperative when handling
the baby.

Advise her to ®oid sexual intercourse until the perineal wound has healed

Discuss return to fertilitg (as soon as 4 weeks after delivery if not exclusive breast feeding)
Discuss breast care (and infant feeding) and the importance of exclusive-feedisty).

Discuss the importance of the home environment for promoting the health of the baby and
recovery of the mother. For example, discuss the need for warmth, good ventilation and hygiene
for both mother and baby.

If the client does not know her Histatus, she should be counselled and tested for HIV. Her
Partner or spouse will also need HIV counselling and testing.

Obtain her contacts forollow-up after delivery: at least two to three days;76days and %
weeks If she has any problente.g. LBWr mothers living with HI\@heshould have two or three
additional visits to the routine.

Advise her orPelvic floorexercise tostrengthen the perineal muscles.

Recognition of danger signs

In addition, the woman should be counselled on recognition of danger signs of the puerperium. SHE
SHOULD NOT WAIT IF SHE HAS ANY OF THESE SIGNS but should proceed directly to the hospital.

Increased vaginal bleeding (more than 2 or 3 pads soaked-B0D20inutes after delivery OR
bleeding increases rather than decreases after delivery)

Fits (convulsions)

Fast or difficult breathing

Fever and

Excessive body weakness (¢ap weak to get out of bed

Severe abdominal pain

Severe headaches with blurred woisi
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In addition alvise woman to go to the health centre as soon as possible if she has any of the following

signs

Swollen, red or tender breasts or nipples

Problems urinating, or leaking of urine and/or faeces

Increased pain in the perineum

Infection inthe area of the wound (redness, swelling, pain, or pus in wound site)
Foul smellingyaginal discharge.

Essential Care of the Newbomm(Details maybe found in the guidelines for Essential Newborarg).

The key interventions include:

Keeping the babwarm to prevent hypothermia

Promotion, protection and support for earilyitiation and exclusive breastfeeding

Monitoring and assessment of wddking and detection of complications

Infection prevention and hygienic practices (coaye care, hand washingby the caregiverand
al¥S RAaLRart 2F oloeQa adz22fto

Avoiding contact with sick family members

Advice the mother and household on recognition of danger signs and emergency preparedness
Give routine immunization and counsel mothers on immunization accotdiBy/Ischedule

Provide Vitamin A supplementation at six months

Continuing health education and promotion for the caregiver

Enhancing the mothechild relationship (Bonding)

It is important toenhanceli K S Y 2sélfi€dfidiEhée as she assumes hele after deliveryespecially if
she is a primigravidaThis seliconfidencewill in turn enhance the bond between the mother and the

baby.

The provider shoutd

Maintaina supportive non judgmental attitude

Encouragehe mother to handleher babyfrequently, and talk tothe babywhile looking into their
faces

Encouragemother to assume responsibility for their baby ampadually involve other family
membersh Y (GKS ySg ol oeQa OF NBo

EncouragéVother to make time for themselves and to resume some sociatads

Encourage mother tdeel free to discuss anshareinformation with other motherswhile taking
care that they are notnisledby mythsand misconceptions about the postnatal periadd baby
care.

Praise the mother liberally for any positive steps she takes.

Provide & information to the motheiin an urhurried wayandrepeatany instructions
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Post partum blues (Baby blues) (see sectionroantal healthfor details)

Many women find themselves crying easily and feeling overwhelmedhbymany responsibilities.
Hormonal shifts and exhaustion play a major role in postpartum blues.
Generallythesesymptoms subside within one to two months.

Post partum blues may be djposed by the presence ofvb or more of the following symptoms duriray
two week period:

e |nappropriateguilt or negative feeling towards self,

o Decreasednterest or pleasurén normal activities

e Mother feels tired and /olagitated all the time,

e Disturbedsleep (too much or too little, waking early),

e Diminishedability to think or concatrate,

e Markedloss of appetite, loss of libido,

e Rejectionof the babyand

e Mother cieseasily.

Thewomanneeds to be assurethat the experience is quite common and that many women experience
the same thing.The provider shouldidten to her concerns and give her emotional encouragement and
support Thepartner and familyneed to be counselletb provide assistance to the womaishe should be
followed up in two weeks anceferred if no improvements noted

Postpartum depression

Postpartum depression is less commastompared to postpartum blues. However, it can be very serious.
Women with history of depression, those whose children have died or those whose babies have been born
with a serious medicalr geneticproblem are more susceptible.

The service provider shtli
e Provide psychological support and practical help (with the baby and with homecare).
e Listen to the woman and provide encouragement
e Assist the woman to rethink her image of motherhood
e Assist the couple to think through their roles as new parents
e Link thewoman to local support groups for women who have had similar experiences

Promising but yet unproven, psychosocial and psychological interventions that may prevent postpartum
depression include supportive home visits, antenatal and postnatal classediofag visits, early
postpartum followup by family physicians, midwifetgd debriefing, and continuity of care provided by
midwives and other health care professionals.

If the depression is severe referral for psychiatric revigvould beconsideredand antidepressant drugs

administered Remember that some of these medications can be passed to the baby through breast milk,
so breastfeedingptions may need to beeassessd for women on antidepressants
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Discharge plan

After a normal deliveryfithere ae no problemsthe mother can be dischargedafter 24 - 48 hours.
Counselling othe motheron what she should do at home to maintain an optimum level of hestiéttius or

both herself and the baby is a critical aspect of tlstpatum care provided on the wardsf the birth
occurred at home then the mother should be encouraged to go to health facility within 48 hours of the
birth for a check up for both her and the baby. All newly postpartum women and their infants should be
visited/assessed again at around one week.

Return to sexual activity after delivery

When to resume sexual activity afteeltvery is a commonly asked questiby many women.

There is little agreement in the findings of research on the resumption of sexual activity following
childbirth. Studies suggest thabout 50 percent of womermesume sexual intercourse within 6 weeks of
childbirth (J. Byrd et a1998) In astudy done in Eastern provin¢&enya 40% of the women had resumed
sex before 2 months and at 6 months this had risen to 80% (Mwangi et al 2008).

Women should be advised to waitédweeks before resuming sexual activity to allow the cervix to close,
bleeding to stop, and tears to heaDelay in resumption of vaginal intercourse after childbirth can be
attributed to: pain related to an episiotomy; vaginal bleeding or discharge; fatineeto lack of sleep
and discomfort related to inadequate lubricatioof the vagina due to low levels of oestrogen in the
postpartum period.Performing pelvic floor muscle exercises appears to improve sdunation and
painful sex and vaginal dryness can be reduces using different sexual positions and lubricants.

Women wth damage or tears to theiperineumtend to resume sex later tha women with an intact
perineumand women who needed perinealituresreport poorer sexual relations. Perineal damdypes
alsobeenassociated wittpainful sex Women who have an anal tear are less likely to have resumed sex
after six months andne year, but they have normal sexual functionm@nthslater.

Assisted vaginal delivery usimgcuumor forcepshas been associated withcrease painful sex, delay in
resuming sex, andther sexual problemsCaesareasectionmay result in less painful sex duringetfirst 3

months, and there is no difference in sexual dtian or symptoms by six montre@though women who
delivered bycaesarearreport greater sexual satisfaction relating to vaginal tone six yearsumong the

complications of having sex early after pregnancy are tears to incisions and infection of the uterus

Oral sex by the male partner on the woman (cunnilingus) is not recommended in the puerperium as it
could introduce infection into the vagina and womb.e&vwnore seriously, it has occasionally led to death.
This hasoccurred because the man has (often accidentally) managed to blow air into the vagina. Air can
very easily get into the blood vessels of the neddyivered womb- andleadto W I einbldlism. Howvever

the opposite (Fellatio) has been found to be safe.

Knowing when you might return to sexual activity @sohelp you make decisions abowthen to initiate
FP andvhich family planning method to use
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Reduced Libido

Having given birth within therpvious year is associated with persistent low sexual desire. More than a
third of firsttime mothers report a loss dibido at eight monthspost delivery though only 1 in 7 of
experiencedmothers have a loss of libido. Women often have a poady image after giving birth and

are often uncomfortable with thie physical changeand appearanceafter birth. Many mothers are sleep
deprivedand havdittle time for themselvesthisfurther augnentsa changed sexual pattern. Discordance

of sexual desire with their partner is frequent. Another potential cause of low libidposnatal
depression Depressedvomen are less likely to have resumed sex at six months and report more sexual
health problems.

It is important to counsel the couple that continuing a sexual relationship after delivery is a gradual
process. Therefore patience and understanding betwdengartners should be encouraged.

Preventionof post partum complications

Women, health workers and the communitieeed toknow the danger signs of the postpartum period
Womenshould be encourageth attend postpartum care within the fir24 -48 hrsof delivery to prevent
complicationsand to ensure prompt management of the problems detected

Danger signs that the women should be aware of incldeever, chills, fousmelling vaginal discharge,
anaemia, bleeding, facial swelling, hand dingl elevated blood pressure, headaches, decreased urinary
output, convulsions or fits, coma, signs of shock (sweating coldness, clammy hands, fainting attacks, weak
rapid pulse), soft uncontracted uterus, placenta not delivered within 30 minutes of difitbaby.

Health workersshould becompetent in detecting and managing postpartum haemorrhage, retained
placenta, puerperal sepsis and eclampdioté that eclampsia may occur in the postpartum period).

There is need testablishing effective referral/stens in order tomprove access to emergency care
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Addressing family planning needs through strengthened postpartum care

Unmet need for postpartum contraception

Unmet need for family planning is high among all women during the first year effidbirth. However
postpartum contraceptive programmes are convenient for and meet the needs of women, and are a cost
effective strategy for increasing contraceptive use (Vernon 2008). Data from 27 countries indicate that two
thirds of women who are withi a year of their last birth have an unmet need for family planning and
almost 40% say they plan to use a method in the next 12 months, but are yet to do so (Ross and Winfrey
2001). Examples of unmet need for postpartum women include: 60% in Bangladésln 6&geria; 68% in
Kenya and 73% in Uttar Pradesh in lddBorda and Winfrey 20067).

Couples are advised to wait at least two years after the birth of their last infant before they try to conceive
again to reduce risks of adverse maternal, perihatad infant outcomes (WHO 2005, Condlgudelo et al
2006). For children conceived less than six months after a prior birth, the odds of low birth weight are 42
percent greater than that of the reference group. For children conceived within an inten@lt@fll
months, the odds are 16 percent higher (Rutstein 2008).

Many new mothers use the return of their menstrual period as a signal to begin using contraception, yet
the return of menses may indicate that fertility returned several weeks before, kbaging up to 10
percent of women at risk of becoming pregnant before their menses resume (Becker and Ahmed 2001).

Womencan get pregnant again once they have resumed sexual relations from as early as one month after
delivery, unless the mother is using a family planmmgthod. Therefore all women should be counselled

on healthy timing and spacing of pregnancy during preggaas part of antenatal care and in the
postpartum period.

Strengthening postpartum family planning services

Providing FP in the immediate postpartum period can be more-effisttive than providing them after the
sixweek postdelivery period and camlso contribute to higher contraceptive prevalence rates (Vernon
2008)

Providers should systematically offer contraceptive services in the first year after an obstetric event
regardless of the reason for the visit, and especially to women taking childréar one year of age for
services. Units providing antiretroviral therapy (ART) should also incorporate FP counselling and services,
because often they only emphasize consistent condom use and even seem to discourage the use of other
contraceptive method¢Vernon et al 2008; Vernon and Rivdfoentes 2009).

Post partum family planning is the initiation and use of family planning methods during the first year after
delivery. The timing and choice of family planning method depends on;

e Breastfeeding status

e Method of choice

e Reproductive health goal/fertility desires
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Strengthening family planning during the postpartum period:

Check if client has made any requests for long acting and permanent methods of FP to be commenced

following admission during earlgbour

Perform sterilization immediately postpartum if the woman chooses female sterilization if there is no

sign of infection (ideally within 7 days, or delay for 6 weeks).

Insert intrauterine device (IUD) immediately postpartum if the woman choosesiisod and there

is no sign of infection (following expulsion of placenta and up to 48 hours, or delay 4 weeks).

Advise a woman that for maximum protection she should not wait until return of her menses to start

contraceptive method but should start ason as guidance allows (depending on breast feeding

status)

Method options for breastfeeding women can be used immediately postpartum and include
Lactational amenorrhoea method (LAMpndoms female sterilization (within 7 days or delay
6 weeks), intraterine device (IUD) (by 48 hours or delay 4 weeks)

Method options for norbreastfeeding women can be used immediately postpartum and include
Condoms, progestogeonly oral contraceptives, progestogemly injectables, implant,
Femalesterilization (withh 7 days or delay 6 weeks), intrauterine device (IUD) (within 48 hours
or delay 4 weeks)

Method options for breastfeeding women to be delayed:

6 weeks delay: progestogamly oral contraceptives, progestogemly injectables, implants,
6 months delay:combined oral contraceptives, combined injectables, fertility awareness
methods

Method options for norbreastfeeding women to be delayed
3 weeks delay: combined oral contraceptives, combined injectables, diaphegifertility
awareness methods

Advise oncorrect and consistent use of condoms for dual protection from sexually transmitted

infections or HIV and pregnancy

Use every opportunity to discuss FP including when women bring their infants for immunization or

when they are sick

Non-hormonal methods a preferred for breastfeeding women during the first 6 weeks. These include

LAM, sterilization, Intrauterine devised and barrier methods. Details of these methods can be found in

the National Family Planning guidelines. The basic principles are explaioed b
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Lactational Amenorrhoea (LAM):

The principles of LAM are as follows:
e The woman must be exclusively breastfeeding on demand
e The infant should be less than six months old
e And Menstrual Periods should not have resumed

Intra uterine ContraceptiveDevice (IUCDS)

L'/ 5Q4 OlFly 06S AYyaSNISR AYYSRAFGSt@ FFFAESNI OANIK 2
e Immediate post placental insertion within 10 minutes after a vaginal delivery or during a
C/Section
e Post partum within 48 hours of delivery
e Intervalinsertion at 46 weeks postpartum

Voluntary surgical contraception (tubal ligation and vasectomy):

This method offers permanent protection against pregnancy in a single procedure that can be provided at
any health care facility with basic surgical cgipa

Counselling is very important and clients should understand that these are permanent methods, which are
not reversible especially in our set up.

Tubal ligation can be performed immediately following delivery (Ideally within 48 hours of delivery) or
during C/Section. However, it can also be performed within 7 days or delayed until after 6 weeks.

Barrier Methods

Male and female condoms are available in Kenya and may be used alone as a form of Family planning.
It is also recommended that condoms slwibe used with ALL methods to protect the woman from
acquiring sexually transmitted infections and HIV/AIDS. This is known as dual contraception.

Hormonal contraceptives

Breastfeeding women can uderogestironly contraceptivegPOP} after 6 weeks post partum. WHO
recommends a delay of 6 weeks after childbirth before starting progestiy methods to avoid newborn
exposure to the progestin.

At 6 weeks post delivery POPs have no effect on breastfeeding, milk production or infant growth and
development.

Note: Combined hormonal contraceptives (CO&mtaining both oestrogen and progestin) are not good
OK2A0Sa FT2NJ ONBIFHadFSSRAYy3a 62YSy 0SOIdzaS GKS 2Sai

Women who are not breastfeeding may use any metbbéamily planning provided that they conform to
the medical eligibility criteria for that method.

Use of family planning also reduces the risk of perinatal and neonatal mortality, preterm births, low birth
weight, small for gestational age babies as vesImalnutrition and other childhood ilinessfes the older
child.
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Fewer children in a family mean more resources for each child, and more time for the parents to dedicate
to each child ando the family at large.

FPCounsellingdor women living with HIVVAIDS

Reduction of unwanted pregnancies by increasing contraceptive use amosmpsitive women is a key
component of the WHO comprehensive PMTCT strategy (WHO 2004; Richey and Setty 2007), The
prevention of unintended pregnancies for WLHA has beenriiestas an undervalued and littlesed

strategy (Reynolds and Wilcher 2006). WLHA require correct and comprehensive information on FP and
contraceptive choices, including the effectiveness, side effects and possible interaction of contraceptive
drugs withARVSs; the advantages of dual protection; and measures to reduce perinatal HIV transmission
when WLHA choose pregnancy (Sripipatana, et al 2007).

In Kenya the unmet need for contraception among women living with HIV/ AIDs is over 60% as compared
with 26%in the general population. Family Planning is the second prong for prevention of mother to Child
transmission of HIV.

Availability of FP services for WLHA in the postpartum period

Accessing and using PMTCT services does not necessarily appear teaénplostpartum use of

contraceptive methods (except for condoms) in settings of low contraceptive prevalence, scarce resources,
and high HIV prevalence (Peltzer et al 2007). Often, in these settings, family planning and PMTCT services
are generally organizkin parallel rather than integrated. In such settings, (such as Zambia and Kenya)
WLHA were no more likely than Higgative women to be using a modern method of family planning
(Rutenberg et al 2003).

Misconceptions about the safety of different methdds HI\¢positive women are widespread among both
providers and clients. Lorarting and permanent methods (LAPM), such as the IUD and sterilization, are
generally neither recommended nor accessible to WLHA (Farrell et al 2008, Hatzel et al 2008, Warren
Taukulu et al 2008, Mwangi et al 2008).

Post delivery it is important for the service provider to counsel the HIV positive clients on the health risks
for both herself and her baby associated with future pregnancies.

Generally the HIYpositive woman can @wsmost methods of FP provided that they meet the MEC. The
medical eligibility criteria for Family planning method use in HIV positive women are outlined in the
National FP guidelines. A few special cases are mentioned here.

o Fertility awarenes$hased metlods may be unreliable to use if she has AIDS or is taking ARVs
because of changes to the menstrual cycle and higher body temperature.

¢ Women with HIV should not use spermicides or diaphragms with spermicides.

e Women who have HIV and Tuberculosis, any women on Rifampin for TB treatment, or women on
Ritonavir should not use COCs.

e If a woman has completetier desired family size, it is best tootinselon use ofpermanent
methods.

e Finally HIV positive clients shdudlways be encouraged to use dual method use.
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COMPLICATIONS AND DANGER SIGNS IN PUERPERIUM

Background/Rationale

The average maternal mortality ratio in the African region has risen from 870 deaths per 100,000 live
births in 1990 to 1,000 deaths per 1@MO live births in 2001. Of the estimated 529,000 maternal deaths

[of which 60% die in the first week after birth] that occur globally every year, 48% are in the African region,

I NB3IA2Yy GKIG O2yadAiddziSa 2yt & wmbiiths i the ibRdSPoar 2 NI R
women in the region are especially vulnerable. In many countries in the region, between 25% and 33% of
all deaths of women of reproductive age are the results of a complication of pregnancy or childbirth,
whereas in industrializ&countries the rik of maternal death is very low.

The lifetime risk of maternal death in the African region is estimated at 1:16 compared to 1:3500 in North
America, 1:2400 in Europe, 1: 160 in Latin America and the Caribbean, and 1:100 in Asiaall3% of
maternal deaths are due to unsafe abortion among adolescents. For every maternal death, there are at
least thirty women who suffer short or long term disabilities.

The most common cause of deatttross Africaand Asiais Post Partum Haemorrhage folled by
Hypertensivedisorders in pregnancy then by sepdisLatin AmericahoweverHypertensive disorders in
Pregnancyrethe commonest cause afiaternaldeath.

MAJOR MATERNAL HEALTH COMPLICATIONS IN THE POSTPARTUM PERIOD

In this section majolife- threatening complications in the postpartum period are discussed. They include;
Postpartumhaemorrhage(PPH)
Hypertensive Disorders in pregnancy
Puerperal Sepsis and infections
Puerperal Psychosis

Postpartumhaemorrhage(PPH)

Epidemiology

Worldwide, haemorrhage is the most important cause of pregnaetated mortality (Khan et al 2006
Lancet maternal health series). The majority of these deaths (88%) occur within 4 hours of delivery (Kane
et al 1992), indicating that they are a consequence of eveatsirringin the third stage of labour. The first
hours post partum arespecially critical in the diagnosis and management of abnormal bleedingse

that survive PPH will suffeesidualsevere anaemia and other major health problems

Globally, bere are an estimated 14 million cases of pregnamdtgted haemorrhageveryyear. Of these
women d least 150 000 didn Kenya, the maternal mortality riatis at 488 per 10000 live births [KDHS,
2008/9] with the risk of dyingbeing 1:20. Close t060% ofall deliveriesare conductedat home by an

unskilled attendant and the Post natal care attendamveghin 48 hours of delivery is at 42%PPH

contributes to 34% of maternal deaths and it is the most common cause of mateantdlity in Kenya

The basic determinants of these deaths Areadlydue i 2 G KS & G KNB S d8dy inldexidiigT (0 K
to seekcare,delay in reaching caranddelay in receiving care. The greatest challenge in managing PPH is
at Leves Oneg Two and Three of health care servicedere systems are weak addtion, weak referral
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systems betweeirthe communityand thenearestfacility and in between facilitiefurther augment death
and disability due to PRH

Key interventions that have been shown to reduce the incidence of PPH indhelause of Active
management of Third Stage of Labour (AMTSL), and timely management of incomplete abortion. In several
countries, studiefiave been conductedn theuse of Misoprostofor prevention of PPH ithe community.

Current evidence is however conflicting. ConsequeltifO recommendations do not suppause of
misoprostolunlessin emergency situationsto give time for transportation to a facility. (Refer WHO
guidelines for Prevention of PPH)

Definition

This is blood loss in excess of 500mls following vaginal delivery or 1000mls following caesarean section.
Some problems have been associated with this definition; Estimates of blood loss are notdieeysly

often half of the actual loss. This is because blood is mixed with amniotic fluid and sometimes with urine. It

is also dispersed on sponges, towels and linen, buckets and on the floor.

The importance of a given volume of blood loss varies withgtigeY | y Qa | | SY23ft 20Ay f S¢
a normal Haemoglobin will tolerate blood loss but can be fatal for a woman with low Haemoglobin

All women should be considered at risk of PPH and
hemorrhage prevention must be a part of every birth.

Types of Postpartunmaemorrhage

Primary PPH: Excessive vaginal bleeding within 24 hours of childbirth
Secondary PPH: Excessive vaditedding 24hours following childbirthuntil 6 weeksafter childbirth

Causes of PPH
The causes of PPH are classiiigd 4 groupsFor ease of recall, theINEMONI@Tsis used.

Main causes of Specific causes Relative
ttl on¢¢ frequency %
Tone Atonic uterus 70

Trauma Cervical, vaginal and perineal laceration, vulvadelvic | 20

(Genital) haematoma, uteringénversion and ruptured uterus

Tissue Retained tissue/membranes, retained placenta 10
Thrombin Coagulopathies (blood clotting disorders) 1
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1. Uterine Aony
Definition
This is when thauterus fails to contract adequately. Any condition that interferes with uterine contractions
will predispose to atonic uterusThe result is excessive blood loss that can result in maternal death within
2 hours.

Predisposing factors to uterine atony:
e Rdained placenta, placental fragments, tissue/membranasod clots
e Ovedistention of the uterus due to multiple gestation, excess amniotic fluid or a large baby.
e High parity.
e Prolonged labour
¢ Induction or augmentation of labour
e Precipitous labour (labouasting less than 3 hours)
e Full bladder

2. Trauma
Trauma to the perineum, vagina, cervix or uteisithe second most frequent cause of PPH. Tears may co

exist with atonic uterusOne should always suspect a cervical or a vaginal tear evieerihere is
postpartum bleeding with a contracted uterusinrepaired or poorly repairedpésiotomiesor tearscan
alsocause severe bleeding.

3. Tissue
Retained placenta,

This is defined afilure to deliver the placenta within 30 minutes of childbirithis interferesvith uterine
contractility. Retained placental fragments, as well as retained membrases result in PPH by
predisposing to uterine atony.

Predisposingfactors to tissue retention include:
e Previous C/S
e Previous history of retained placenta
e Previoudilatation and curettage
e Previous placenta praevia

4. Thrombin
Coagulation disorders are rare causes of RB¢bunting for only 1% of PPWhen the blood fails to clot
despite the routine interventionsa coagulation disordeshould be suspected

Predisposing factors fodisseminated intravascular coagulatianclude:
e Severepre-eclampsia,
e Placentaabruption,
e Intrauterinefoetal death
e Amnioticfluid embolism.
e Excessive bleeding can deplete coagulation factors and promote further bleeding.
e Infection
e Genetic factors

NB. MANAGEMENT OF PPH REQUIRES A MULTIDISPLINARY APPROACH.
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MANAGEMENT OF PRIMARY PPH

Primary post partum Haemorrhage

A 4

Call for help, you need more than one person

A 4

Empty the bladder
Give oxytocin IM
Massageuterine fundus
Crossmatch blood

v

Determine the cause

A 4

l A 4

|

Placenta Lacerations Atonic uterus Coagulation
l | A\ 4 A 4
In Out Massage uterine Transfuse with fresh
Il ¢ fundus plasma/blood
Expel clots /platelets or refer
*  Empty bladder. * Massage Repeat uterotonics
*  Rub uterus. uterine 2 Aortic compression
e DoCCT. fundus.
l ¢ e Expel clots.
\ 4 \ 4
In Out If bleeding Inspect genital tract Infuse40 1U oxytocin in
i g i - saline
persists Repair lacerations . _ _
If unskilled, clamp and Note if blood is clotting

A 4

Repeatoxytocin
Manual removal in
theatre

refer

A 4

If bleeding persists:
Repeat oxytocin
BFManual compression
Empty bladder

Explore in theatre
Manage atonic uterus with
oxytocin infusion

v
Monitor vital signs and

A

bleeding
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If bleeding persists:
Utero-ovarianartery ligation or
Subtotal Hysterectomy




MANAGEMENT OF SECONDARY PPH

Assess condition
Set up IV fluids
Give oxytocin or ergometrine

!

Amoxicillin 500 mg IV
Gentamicin 160mg IM
Metronidazole500 mdV

Start broad spectrum antibiotics:

!

Refer to next level of health
facility for further emergency care

!

!

Blood Transfusn
if severely anaemic

A 4

Explore uterus under general
anaesthesia

A 4
Retained products of conception

Ruptured uterus suspected

!

!

Digital evacuation and MVA ewracuate with
sponge holding forceps and blunt curettage

Exploratory laparotomy
postpartum hysterectomy
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FIGO recommendations

Drug Regimens for the prevention and the treatment of PPH

PPH Prevention
Prophylaxis Options

Oxytocin:first line from
prophylaxis

10 units/1ml IM or 5 units to be
given by slow IV push within the
first minute after the delivery

[

*Ergometrine or
Methylergometrine:

0.2 mg IM, within the first
minute after the delivery

Misoprostol:If oxytocin
unavailable

600 pg™* orally within the first
minute after the delivery

>

If prophylaxis oxytocin or ergometrine
are unsuccessful all additional treatment

option can be used

If prophylaxis misoprostol unsuccessful,
all additional treatment options can be

used except Misoprostol

*Warning:Ergot Alkaloids (Ergometrine or Methylergometrine) are

contraindicated for women with high blood pressure, cardiac disease, pre

eclampsia or eclampisa because they increase blood pressure.

NB: If one of the listed treatment options does not work, another can be

administered depending on the severity of the haemorrhage. The need for

another non pharmaceutical emergency intervention.

**ug = microgram

PPH Treatment
Treatment Options

Misoprostol: 800 pg
sublingual(4x200 pg tablets.)
Can also be given rectally if the
patient is vomiting or
unconscious

Or

Oxytocin: 10 units IM or 5 units
slow IV push, or 20 to 40 u/L IV
fluid infusion

Or

*Ergometrine or
Methylergometrine:

0.2 mg IM, can repeat every 2
to 4 hours with a max of 5
doses (1 mg) in 24 hr period

Or

Syntometrine(combination of
oxytocin in 5 units and
ergometrine 0.5 mg).

Give 1 ampoule IM

Or

Carbetocin®: 100 mcg IM or IV
over 1 minute

Or

Carboprost®: 0.25 mg IM or
IMM g15 minutes (max 2 mg)

WHO Recommendations on Use of MisoprositmIManagement of PPH

WHO recommends the use of Misoprostol in settings where it is not possible to usscid»gr another
injectable uterotonic such as Ergometrine, or OxytotiErgometrine fixeelose combination in the
circumstanes outlined below

¢ Inthe absence of personnel to offer active management of the third staggbotir.

o Difficulties in ensuringsafe injection practices and/or refrigeration preventing the use of

Oxytocin.

Prevention of postpartum hemorrhage
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It is recommended that the trained health worker should oftdisoprostol 600 microgramsorally
immediately after the birth of the baby. In such cases no active intervention to deliver the placenta should
be carried out(WHO/RHR/09.22)




Treatment of postpartum hemorrhage
The use of Misoprostol in addition to other injable uterotonics isiot recommended since it does not
add any additional protection.

In the absence of any other uterotonic or if all other measures fail, Misoprostol can be offered at a dose
between200 and 800 micrograms orally or sublinguadly a last resorfWHO/RHR/9.22)

WHO recommended drug doses for management of PPH

. Ergometrine/ 15-Methyl
- Methyl-ergometrine | _prostaglandin F2a

Dose and route IV: Infuse 20 umits in 11 | IM or IV (slowly): 0.2 mg | IM: 0.25 mg
IV fluids at 60 drops per
minute

Continuing dose IV: Infuse 20 units in 11 | Repeat 0.2 mg IM after | 0.25 mg every
IV fluids at 40 drops per | 15 minutes 15 minutes
minute

If required, give 0.2 mg
IM or IV (slowly every

4 hours
Maximum dose Mot more than 3 | of 5 doses (Total 1.0 mg) & doses (Total 2 mg)
IV fluids containing
oxytocin
Precautions/ Do not give as an 1Y Pre-eclampsia, Asthma
contraindications bolus hypertension, heart
disease

Prostaglandin F2a should not be given intravenously. It may be fatal. Manaeing complications in
preenancy and childbirth, Geneva, World Health Organization, 2000, page 5-28, table 5-8.

IV intravenous
IM intramuscular

WHO recommendations for other management modalities for PPH

Tranexamic acidnay be offered as a treatment for PPH if: (i) administration okytocin, followed by
secondline treatment optionsand prostaglandins, has failed stop the bleeding; or (ii) it is thought that
the bleeding may be partly due to trauma.

Recombinant factor Vllafor the treatment of PPH should be limited to womenith specific
haematological indications.

Uterine massag to ensure the uterus is contracted and there is no bleeding é®@raponent of active
management of the third stage of labour for the preventiohPPH. Uterine massage should be started

once PPH has been diagnosed.

Bimanual uterine compressiomay be offered as a temporizing measure in treatment of PPH due to
uterine atony after vaginal delivery.

262



Uterine packing is notecommended for the treatment of PPH due to uteraiteny after vaginal delivery.

In women who have not responded to treaent with uterotonics, or if uterotonicare not available,
intrauterine balloon or condom tamponadenay be offered inthe treatment of PPH due to uterine atony

External aortic compressiofor the treatment of PPH due to uterine atony aftesginal deliery may be
offered as a temporizing measure until appropriate car@viilable.

There have been no RCTs on tise of pneumatic or nopneumatic antishoclgarmentsin the treatment
of PPH. WHO has no recommendations on its use until maieeisl availatg

If other measures have failed and resources are availalbdeine artery embolizationmay be offered as a
treatment for PPH due to uterine atony

If bleeding does not stop in spite of treatment with uterotonics, other conservdtiterventions (e.g.

uterine massage), and external or internal pressure on the utesusgical interventionsshould be

initiated. Conservative approaches should be triest, followedc if these do not worlg by more invasive
procedures. For exampleompressionsutures mg be attempted first and, if that intervention fails,
uterine, utero-ovarian and hypogastric vessel ligation may be tried.

If life-threatening bleeding continues even after ligation, subtotal (also called supracervical or total

hysterectomy) should be prmed. Thelevel of skill of the health care providers wilay a role in the
selection and sequence of the surgical interventions
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Hypertensive Disorders in Pregnan¢iRefer to ANC module

PUERPERAL SEPSIS AND PUERPERAL INFECTION.

Puerperalsepsisis defined adnfection of genital tract occurring at any time between the onset of rupture
of membranes or labour and 6 weeks postpartum which two or more of the following are present:
pelvic pain, fever, foul smelling vaginal discharge andgsaofolution of the uterus. The most common site
of infection in puerperal sepsis is the placental bddwever hfection may also occln the cervix, vagina,
perineum andhe episiotomysite.

Puerperal Infectionis a more general term than puerperal sgpand includes all extragenital infections
and incidental infectionslt encompassesnfections specifically related to the birth process but not
involvingthe genitourinary systems e.g. breast abscessidental infections ( malaria, respiratory ract
infection) as well as urinary tract infections.

Puerperal sepsis is one of the major causes of maternal deaths contributing to about 15% of MMR in
developing countries. Puerperal sepsis can also causetdomgcomplications such as pelvic inflammatory
disease (PID) and infertility.

Predisposing factes of puerperal sepsis

Medical/ Obstetric
e Anaemia
e Prolonged rupture of the membrane
e Prolonged labour
e Retained products of conception
o Caesarean section especially emergeGty
o Assisted deliverywacuum, forceps
e Post partum Haemorrhage
e Twin delivery especiallyith manipulation of the second twin
e Malnutrition
e Chronic diseasg®iabetes mellitus, HIV, TB

Health Systems
e Poor infectionprevention /control practices
e Delivery byunskilled birth attendants e.g. TBAs
e Poorly equipped andnderstaffed health facility

Social
e Poor personal hygiene
e Low status of women, which contributes to their poor general health and deprives them of
adequate medical care and resources
e Delay in care seeking
e Lack of knowledge about signs and symptoms ofjpeial sepsis
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Causes of Puerperal sepsis

More than one type of bacteria may be involved when a woman develops puerperal sepsis.

Exogenous bacteria
These are bacteria, which are introduced into the vagina from the outside (streptococci, staphylococci,
clostridium tetani, etc.). Exogenous bacteria can be introduced into the vagina by:

e Unclean hands and unsterile instruments

e Foreign substances thare inserted into the vagina e.g. Herbs, ail, cloth (Clostridium tetani)

e Vaginal exual activityNeisseriaggonorrhoea, Chlamydia trachomatis)

Endogenous bacteria
These are bacteria, which normally live in the vagina and rectum without causing harm (e.g. some types of
streptocacci and staphylococci, E.colip§tridium welchii).
Endogenous bacterimaybecomeharmful and cause infection if
e They are carried into the uterus, usually from the vagina by the examining fohgémg pelvic
examination, during instrumental delivery, addringmanual removal of placenta
e There is tissue damage, i.e. bruiseal;drated or dead tissuée.g. after a traumatic delivery or
following obstructed labour)
e There is prolonged rupture of membranes

Symptoms and signs of puerperal sepsis

The following symptoms and signs may occur in puerperal sepsis:
e Fever (temperature a88°C or more)
e Chills and general malaise
e Lower abdominal pain
e Vomiting,
e Headache in severe cases
e Tender uterus
e Subinvolution of the uterus
e Purulent, foulsmelling lochia,
e Perineal pain,
e Infected perineal wound
Puerperal sepsis may also present wittns of shockvhich include (Low blood pressure, tachycardia
(over90) andcold clammy ski

Diagnosis of puerperal sepsis and infections

The following key steps should be observed to ensure accurate diagnosis of puerperal sepsis:

e Take full medical history includirnigat of the peripartum period

e Carry outa complete physical examination to include at least

Vital signs of @mperature,Pulse,RRand BP

o0 Examinatiorfor anaemia

0 Breast inspection and palpation

0 Inspect and Palpate alomen for involution of the uterus, tendernesstate ofC/S wound

o
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if present

o Perform bimanual pelvic exaobserving the status of any tears, lacerations, and lochia

e Laboratory investigatioshould include

o Fullblood count

o0 High vaginal swab for microscopy culture and sensitivity
0 Urine microscopyculture and sensitivity
0 Blood cultureand sensitivity

Presentation of various causes plierperal sepsis

Presenting signs and symptoms

Other symptoms/signs

Possible Diagnosis

Fever/chills

Lower abdominal pain
Purulent foul smelling lochia
Tender uterus

Light vaginal bleeding
Shock

Metritis

Lower abdominal
distension
Persistent spiking fever/chills
Tender uterus

pain an

Poor response to antibiotics
Swelling in adnexa or Poucbf
Douglas

Pus obtained on culdocentesis

Pelvic abscess

Lowgrade fever/chills
Lower abdominal pain
Absent bowel sounds

Rebound tenderness
Abdominal distention
Anorexia, Nausea/vomiting
Shocks

Peritonitis

Breast pain and tenderness
3-5 days aftedelivery

Hard enlarged breast
Both breast affected

Breast engorgement

Breast pain and tenderness
Reddened wedge shaped areas
the breast 34 weeks after delivery

Inflammation
engorgement
Usually only one breast is affected

preceded by

Mastitis

Firmvery tender breast
Overlying erythema

Fluctuant swelling in the breast
Draining pus

Breast abscess

Unusually tender wound with
bloody or serous discharge

Slight erythema extending beyon
the edge of incision

Wound abscess, wound seru
or woundhaematoma

Painful and tender wound
Erythema and oedema beyon
edge of incision

Hardened wound
Purulent discharge
Reddened area around the wound

Wound cellulitis

Dysuria
Increased frequency of micturition

Retropubic /suprapubic pain
Abdominal pain

Cystitis
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Differential diagnosis

Fever in the puerperiutmayalso be caused by:
e Urinary tract infectione.g acute pyelonephritis)
e Thrombaeembolic disorders, e.g. Thrombophlebitis or deep vein thrombosis

e Respiratory tract infections

e Othermedical conditions, such as malaria and typhoid, hepatitis
¢ Human immune deficiency virus (Hid)ated infections.

Presentation of other causes of puerperal fever

Presenting Symptoms and Othi
Symptoms and Signs Typically Presel

Symptoms and Signs Setimes

Present

Probable Diagnosis

Dysuria

Spiking fever / chills

Increased frequency and urgency
urination

Abdominal pain

Retro-pubic/suprapubic pain
Loin pain/tenderness
Tenderness in rib cage
Anorexia

Nausea/vomiting

Acute pyelonephritis

Spikingfever despite antibiotics

Calf muscle tenderness

Deep vein thrombosis

Fever

Difficulty in breathing
Cough with expectoration
Chest pain

Consolidation
Congested throat
Rapid breathing
Rhonchi/rales

Pneumonia Tuberculosis

Fever
Decreased breath sounds

Typically occurs postoperative

Atelectasis

Fever
Chills/rigor
Headache
Muscle/joint pain

Enlarged spleen

Uncomplicated malaria

Symptoms and signs of uncomplicat{ Convulsions Severe/complicated malari
malaria Jaundice

Coma

Anaemia

Fever Muscle/joint pain Hepatitis

Malaise Urticaria

Anorexia Enlarged spleen

Nausea

Dark urine and pale stool

Jaundice

Enlarged liver
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Management of puerperal sepsis and infections

Metritis
Metritis is infection of the uterus after delivery and is a major cause of maternal death.

Delayed or inadequate treatment of metritis may result in pelvic abscess, peritonitis, septic shock,
deep venous thrombosis, pulmonary embolism, chronic pelvicciiaie with recurrent pelvic pain
and dyspareunia, tubal blockage and infertility.

Metritis is managed as follows:
1. Give a combination of antibiotics until the woman is fever free for 48 Tings will comprise
the following:
a. Pencillin @Mu IVevery 6 hours
b. Gentamycin 5 mg/kg body weight IV every 24 hours
c. Metronidazole 500ng IV every 8 hours

2. If fever is still present 72 hours after startiagtibiotics reevaluate thepatient andrevise
the diagnosisNote thatoral antibiotics are not necessy after stopping IV antibiotics

3. If retained placental fragments are suspected, perform a digital exploration of the uterus to
remove clots and large pieces.

4. If there is ndmprovement withthe conservative measures and thexee no signs of general
peritonitis (fever, rebound tenderness, abdominal paiperform laparotomy to drainany
pus

5. Ifthe uterus isnecrotic andseptic,perform subtotal hysterectomy

6. Transfuse as necessarsingpacked cells, if available

Pelvic Abscess
When a definitivediagnosis of pelvic abscess is made:
1. Give acombination ofantibioticsbefore draining theabscess and continue until the woman
is fever free for 48 hoursThese will include:
a. Penicillin G 2nu IVevery 6 hours
b. Gentamycin 5 mg/ kg body weight IV everytiirs
c. Metronidazole 500mdV everyeight hours
2. Change to oral medications when the patient is fever free for 48 hours.

Peritonitis
In case of generalised peritonitis:
1. Introduce a nasegastrictube forsuction
2. CommencdV fluids andmaintain nil by mouth until bowel sounds are normal
3. Give acombination of antibiotics till woman fever free for 48 hours
a. Penicillin G 2Mu IV every 6 hours
b. Gentamycin 5 mg/ kg body weight IV every 24 hours
c. Metronidazole 500nglV everyeight hours
4. If necessary perform laparotomy for peritoneal wash out
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Mastitis:

Definition:

Mastitis refers toan inflanmatory condition of the breast. lhay or may not be accompanied by
infection. It should not be confused with breast engorgement, which is an gexagion of the
lymphatic and venous engorgement that occurs before lactation. Mastitis is not the over distention
of the breast with milk.

Predisposing factors:

Mastitis usually occurs ioreastfeedingvomen

There may have been breast engorgement andfacked nipples, which ke allowed bacteria to
enter through the broken skin.

It may follow difficulty in fixing the baby to the breast, leading to nipple damagéruising of the
breast tissues due to rough handling.

Causes of mastitis

The two principle causes of mastitis andk stasisandinfection.

Milk stasis is usually the primary causgpically acuring 3¢4 weeks after deliverylt may or may
not be accompanied by infection. Mastitis can lead to breast absaedsin severe @es to
septicaemia.

Symptoms and signs
The onset of mastitis is usually rapid. In most caség one breast is affected.
It commonly presents with typical signsloflammation namely:

e Breast is painful and swollen

¢ Red, wedgeshaped area visible on breast

e Breasttenderness

Management
1. It is important to $art broadspectrum antibiotics without delayDo not wait for the
laboratory results before initiating treatment! The antibiotic regimen will comprise

a. AmoxicillirClavdinic Acid 625mgs three times a day for 10 days
OR

b. Cloxacillin 500mg every 6 hours for 10 days.
OR

c. Erythromycin 250 mgrallyevery 8 hours for 10 days.

2. In addition the patient may be giveparacetamol 500mg by mouth four six hourly as
required.

3. Encourage the woman to continue breastfeeding

4. The health worker shoulteachthe mother correct positioning and tteachment for breast
feeding (See breastfeeding section of the guideliné®)is should beeassessd after two
feeds and if not bettethe mother taught how to express enough bast milk to reliee
discomfortbefore initiating the feed
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Cold compressesnay be appliedo the breasts between feeding to reduce swelling and
pain.

Thebreastsshould be well gpported with a binder or brassiere

Patients with mastitis should belfowed up in three days to ensur@dequateresponse.

Breast Abscess

When a definitive diagnosis of breast abscess is made

1.

No gakwd

Thefollowingantibioticsmay be administered:

a. Cloxacillin 500mg every 6 hours for 10 days.

Or

b. Erythromycin 250 mg per oral every 8 hours for 10 days.
The woman can also be givparacetamol 500mg by mouth to relieve pain
Coldcompressesnay also be applietb the breasts to reduce swelling and pain
Sheshouldbe encouragedo express the millBUTshe shouldNOTgiveit to the baby.
Theabscesshould be drained eithemnder sedation or general anaesthesia in theatre.
Thebreastsshould be supporteavith a binder or brassiere
Followup in three dayss recommendedo ensure response.

INFECTION GHERINEAL AND ABDOMINAL WOUNDS.

Management of infected perineal and abdominal wounds is as follows:

1.
2.

»

If there is pus or fluid, open and drain the wound.

Remove infected skin or subcutaneotissuesand debride the wound. Do not remove
fascial sutures.

If there is an abscess without cellulitis, antibiotics are not required.

Place a damp dressing and have the woman return to change the dressing every 24 hours.
Advise on good personaperinealhygiene.
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SHOCK:

Introduction

Shock is a life threatening condition thit characterised by failure of the circulatory system to
maintain adequate perfusion of the vital orgartrequiresimmediate and intensive treatment.

The main causes obstetricshock areseverehaemorrhage ad sepsis.

Recognising shock

Main signs and symptoms Other signs and symptoms

Pulse weak and fast (>110 beats/minute) Pallor

Sweatiness or cold and clammy skin
BP low (systolic <90 mmHg)ate sign Rapid breathing (rate of 30 breaths per miny
or more)

Anxious, confused or Unconscious
Scanty urine output (less than 30 mis/Hr

Immediate management

1. Call for help

2. Assess the woman UsigV P Umnemonic:(i.e.isthe patient ALERT, responding to VOICE,
only responding to PAIN or UNRESPONSIVE)

3. If she isunconscious turn her on to her side to minimise the risk of aspirdtiocaseshe
vomits and to ensure thahe airway is open.

4. Keep the woman warm but do not overheat her, as this will increase peripheral circulation
and reduce blood supply to ¢hital centres

5. Elevate the legs to increase retunfblood to the heart (if possible, raise the foot end of the
bed)

For patients & primary level i.e.Health Centre/BEOC level, once initialmanagement has beer
done and vitalthe signs are stable, refer her ta hospital/ CEOC

Specific Management

1. Take vital sign@f SystolidP<90 mmHg orpulse >110/Minute this may be haemorrhagic or
septic shock

2. Continue to monitor the vital signs and blood loss every 15 min@éservefor shortness
of breath or puffiness

3. Insert IV line using a lardgemre cannulaheedle (6 Gauge or largest available)

4. If a peripheral vein cannot b&cated, perform a venous cutiown (refer to cutdown
procedure)

5. ollect blood forHaemoglobin, and crossatching and clotting time estimation

6. Give oxygen at-8 L peminute by mask or nasal canufacyanosis present

Fluid replacement:
1. Once the IV canula is in pladefuse fluids rapidlyb( 2 NJY | § ALt AYS PN wiAy3
initially at a rate of 1 Litre in 1& 20 minutes. After that, infuse 1 litre in 30 minutes at 30
ml/minute
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2. Avoidusing plasma Substitutes e@extran.

3. Give at least 2L of IV fluids in the first hour. This is over and above fluid replacement for
ongoig lossegNote: A more rapid rate of infusion is required in the management of shock
resulting from bleeding. Aim to replace two to three times the estimated fluid loss

4. Do not give fluids by mouth to a woman in shock

5. Reduce the infusion rate to:

a. 3ml/minute (1 Litre in 6 hours) when pulse slows down to less than 100
beats/minute, systolic BP increases to 100 mmHg or higher
b. 0.5 ml/minute if breathing difficulty or puffiness develops

6. Give fluids at:

a. Moderate rate if severe abdominal pain, dangerdaser or dehydration: infuse 1
Litre in 23 hours

b. Slow rate if severe anaemia / severe eampsia or eclampsia: infuse 1 Litre 18 6
hours

7. Catheterise the bladder and monitor urine output

8. Record time and amount of fluids givemalways use a fluid bahce sheet

There is no evidence that plasma substitutes are superio
to normal saline in resuscitation of woman in shock.

Reassessment

wSIaasSaa GKS 42YIFyQa NBaLRyaS (2 Lz .THeswBa G A 0 KA
Stabilisingpulse (90 beats/minute or less)

Increasing systolic blood pressure (100 mmHg or more)

Improving mental status (less confusion or anxiety)

Increasing urine output (30ml/hour or more)

fGKS ¢g2YFyQa O2 djutihe fake ¢f IVANTULENMBoA G 6lhours

Continue management dhe underlying cause of shock

Collect blood for estimation of Haemoglobin, immediate croasch and bedside clottin
test just before infusion of fluids
If IV access is not possible:
e Consider performing a venous ddwn to obtain IV access
e Give ORS by mouth if able to drink, or by NGT-580@l in 1 hour
DO NOT give ORS to a woman who is unconscious or has convulsions
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Classification of circulating volume losind associated symptoms and signs

(Apregnant woman has a circulation volume of about 100ml/kg, this is 6 litres for a woman of 60kg)

Class | Circulating volume lost Signs
1 15% or less (not much more thg You may notice only a mild rise in pulse rate.
700ml) If the woman is otherwisdealthy and if not anaemid

she will not require a blood transfusion

2 15-30% (over 1.5 Litres) Symptoms will include rising pulse rate and rig
breathing frequency.
Use crystalloids to replace fluid loss.

3 30-40% (over 2 litres) It is only at thisstage that the blood pressure falls.
Remember a drop in BP is a late sign of hypovolaen
Patient will need a blood transfusion in addition
crystalloids.

4 >40% This is immediately life threatening.
Blood transfusion is required immediately.

IMPORTANT PROCEDURES IN MANAGEMENT OF SHOCK

2. Procedure for Bedside clotting test

e Take 2 ml of venous blood into a small, dry, clean plain glass test tube (approximately
100mmx75mm)

° C)

e After four minutes, tip the tube slowly to see if a clot is forming.

¢ Tipit again every minute until the blood clots and the tube can be turned upside down

e Failure of a clot to form after seven minutes or a soft clot that breaks down easily suggests
coaguopathy
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3. Procedure for venous cutlown

The saphenous vein is about one finger anterior and superior to the medial malleolus (on inner side
ankle)

Great
saphenous vein

Small
saphenous vein

A. Palpate and B. Infiltrate skin with
locate vein local anaesthetic

C. Make a2 cm D. Expose the vein E. Insert sutures loosely
transverse under proximal and
incision distal end of vein

and tie distal suture

F. Make small G. Expose theveinand  H. Tie upper suture to
incision in vein insert cannula secure cannula

|. Close the wound J. Secure cannula
with suture

MANAGEMENT OF THE UNCONSCIOUS PATIENT

To determine the level of consciousnessapid assessment is made usidgy P Umnemonic.
(Is the patient ALERT, responding to VOICE, or only responding to PAIN or UNREJPONSIVE

A decrease in the level of consciousnessnsarker of insult to the brain (lack of oxygen). The more
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deeply the paient is (or becomes) unconscious, the more serious the insult. Lack of oxygen to the
brain results from either reduced blood flow (such as hypovolaemia) or reduced oxygen (caused for
example by reduced breathing, convulsions, sepsis or anaemia).

Steps inthe management
1. Call for help
2. Position woman on her left side
3. Assess Airway and Breathing
If she is not breathingyrovideassiséd ventilation using ambidpag and mask
4. Assess circulatioand nsert IV access
Reassess AV P U
6. Determine the possibleause of reduced level of consciousness
e Has there been a recent convulsion (eclampsia)?
e |s she a known epileptic?
¢ |s there any neck stiffness (meningitis)?
¢ Does she have a fever (temperature > 38C)
e Assess pupils (to checlai€erebral bleed has occurred)
e Carry out observations of vital signs: pulse, breathing, blood pressure, temperature,
foetal heart

o

Special considerations

Convulsions

Eclampsia is the most common cause of unconsciousness. Remember, eclampsia can occur before,
during or after deliverylf the woman has had a convulsion or is convulsigige magnesium
sulphate

High BP
If diastolic BP greater than 110 mm giye antihypertensiverugs e.g. Hydrallazine

Fever

If temperature greater than 38 degred3 or history of fever, rule ousepsisMalaria Meningitis
Pneumoniee.t.c. and treat accordingly
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Determining and managing the cause of shock

Determine the cause of shock after the woman is stabilized
Always start specific therapy fathe condition leading to shock as soon as possible!!

If heavy bleeding is suspected as the cause of shock:
0 Take steps to stop the bleeding
0 Transfuse as soon as possible to replace blood loss
o Determine cause of bleeding and manage accordingly
o wSlaasSaa GKS 42YIyQa O2yRAGAZ2Y F2N) aAdya
If infection is suspected as the cause of shock:
o0 Collect appropriate samples
o Give the woman a combination of antibiotics to cover aerobic and anaerobic infections and
continue until she is fevefree for 48hours These includeAmpicillin 3 gm IV every 6 hours
PLUSSGentamycin 160 mg I.V. every 8 hourtUSMetronidazole 500 mg IV every 8 hours
o wSlFaasSaa (GKS g2YlyQa O2yRAGAZY FT2NJ aAadya 27F |
o If the patient is improving continue with parenteral antibiotics until abdominal distension
subsides and bowel sod return. Thereafter continue with oral Metronidazole 400 mg
every 8 hours for 10 days.
o If the patient is not better within 12 hours on intravenous antibiotics REFERaher
appropriate
If trauma is suspected as the cause of shock, prepare for surdiealention

Reassessment
wSlaasSaa GKS ¢2YFIyQa NBalLkRyasS G2 FfdzARa gAIGKAY
improving. Signs of improvement include:

V Stabilizing pulse (rate of 90 per minute or less)

V Increasing blood pressure (systolic 100 mmHmore)

V Improving mental status (less confusion or anxiety)

V Increasing urine output (30 ml per hour or more)

LT GKS 62YFIyQa O2yRAGAZ2Y AYLINRGSaAY
U Adjust the rate of infusion of IV fluids to 1L in 6 hours
i Continue management for the underlying cause of shock

Further management
LT GKS 62YFIyQa O2yRAGA2Y FlLAfa (G2 AYLNROGS 2N aidl
o0 Continue to infuse IV fluids, adjusting the rate of infusion to 1 L in 6 hours and maintain
oxygen at 63 L per minute
o /f2aSte& Y2yAU2NI GKS 42YFyQa O2yRAGAZY
o Perform laboratory tesincluding repeat haemoglobin detaination, blood grouping and
Rhtyping. If facilities are available, check serum electrolytes, serum creatinine and blood pH.
0 Manage as appropriate
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UTERINE INVERSION
Definition

This occurs when there is prolapse of the fundus to or through the cervix so that the uterus is in
effect turned inside outlt is said to happen when uterus turns inside out during deliverthef
placenta. Uterine inversion d a potentially life threateimg complication of childbirthrequiring
prompt diagnosis and definitive management. Almost all cases occur after delivetyvery rarely

occurs in non-pregnant patients and is then usually associated with prolapsing uterine fibroids *
although it can occur with other tumours . Incidence varies widely from as many as 1 per 1,584
deliveries to as few as 1 per 20,000 deliveries.

Uterine inversion may be classified as follows:

e First degree - the inverted fundus extends to, but not through the cervix.

e Second degree- the inverted fundus extends through the cervix but remains within the
vagina.

e Third degree - the inverted fundus extends outside the vagina.

e Total inversion - the vagina and uterus are inverted.

Aetiology:

Identified aetiological factors include:

e Short umbilical cord

e Excessive traction atme umbilical cord

e Excessive fundal pressure

e Fundal implantation of the placenta

« Retained placentand abnormal adherence of the placenta
e Chronicendometritis

e Vaginal births after previousaesarean section

e Rapid or long labours

e Previous uterine inversidn

e Certain drugs such asagnesium sulphatérugs promoting tocolysis)
« Unicornuate uteru$

Presentation

Uterine inversion maynesent:
e Acutely- within 24 hours of delivery
e Sub acutely over 24 hours and up to the 30th postpartum day

e Chronic- more than 30 days after delivery

It presents most often with symptoms of a pgsirtum haemorrhage.
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The classic presentation is of:

e Postpartum haemorrhage

e Sudden appearance of a vaginal mass

e Cardiovascular collapse (varying degjees

e There may also béain in the lower abdomera Sensation of vaginal fullnessth a desire
to bear down after delivery of the placenta

CORRECTINNEUTBRJTERINE INVERSION
Procedure

e Get help. This should include the most experienced anaesthetic help available.
e Givepethidine 1 mg/kg body wt (not more than 100 mg) IM/IV slowly or morphine 0.1
mg/kg IM
e Secure further intravenous access with large boranula and commence fluids.
Resuscitation is usually started with crystalloids such as normal saline or Hartmann's
solution
e Thoroughly cleanse the inverted area with antiseptic solution
e Insert a urinary catheter.
e Administer tocolytics to allow uterine relaxation. For example:
o Nitroglycerin(0.250.5 mg) intravenously over 2 minut&R
0 Terbutaline 0.10.25 mgslowly intravenousiOR
0 Magnesium sulphate-8 g intravenously over 20 minutes
e Attempt prompt replacement of the uterus. This is best done manually and quickly as delay
can render replacement progressively more diffic@tasp the uteme fundusand pushit
through the cervix in the direction of the umbilicus to its normal anatomic position while
stabilising with the other hand.(see diagram beloylt is important that the part of the
uterus thatcame out last (part closest to the cervix) goes in first.
o If this fails then a general anaesthetic is usually required.
¢ If manual correction fails proceed to hydrostatic correction
¢ DO not give any oxytocic drugs until inversion is corrected
o If bleeding continues, assess clotting status using bedside clottihgRaidure of a clot to
form after 7 minutes or a soft clot that breaks down easily suggests coagulopathy
e Give a single dose of prophylactic antibiotics after correcting the inverted uterus
o Ampicilin 2 g IV plus Metronidazole 500mg IV or
0 Cefazolin 1 g IMys Metronidazole 500mg IV
o If there are signs of infection (fever, foul smelling vaginal discharge) give antibiotics as for
metritis.
e If necrosis is suspected, perform vaginal hysterectomy
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Techniquesfor repositioning the uterus

Manual repositioningof inverted Uterus

Supporting
hand

Hydrostatic repositioning

e Exclude uterine rupture first

e Place the patient in deep Trendelenburg position

¢ Infuse warm saline into the vaginaosterior fornixvia a rubber tubdor ordinary IV
administration set)held 1-2 metres above the patient while an assistant blocks the vaginal
orifice

¢ It may be easier to do this by attaching the IV giving set to a silicone venous cup inserted
into the vagina as this gives a better seal

e (The water distends thposterior fornix leading to increase in the circumference of the
orifice which in turn relieves cervical constriction hence correcting the inversion)

If hydrostatic correction is not successful, try mahrepositioning under generahaesthesia
Surgery

If above techniques do not work, it is necessary to use Surgery
e Perform laparatomy and reposition the uterus either by
o tdzZA fAy3a FTNRY 6208 dzaAy3a ' ffAaQ FT2NOSLMA L
andaSy Gt S INFRdzZlf dzZLJo I NR GNI OGA2Y ol dzyGAy 3
Or
o /dzi GKS OSNIAOIf NRAyYy3a LRAGSNA2NI & dzaAy3a |
technique)
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After repositioning

¢ If placenta istill attached remove it manuallfter correction

e Maintainbimanual uterine compression and massage until the uterus is well contracted and
bleeding has stopped

e Administeroxytodn 20 units in 500 mls IV fluids at 10 drops per mirtatkeepthe uterus
contracted Increase to 60 drops per minute in casdnaémorrhage.

e Give antibiotics to prevent infection(if not already commenced)
e Monitor closely after replacement to avoid re -inversion.

Differential diagnosis

e Prolapse of a uterine tumour

e Gestational trophoblastic disease
e Occult genital tract disease

e Marked uterine atony

e Undiagnosed second twin
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Psychological/MentaDisorders in the postpartum period

Postpartum emotional distress is fairly common after pregnancy and ranges from mild postpartum
blues (affecting about 80% of women) to postpartum depression \3#9psychosis. Postpartum
psychosis can pose a threat tbet life of the mother or bahyThe postpartum period should
therefore be considered as a vulnerable time for the development of emotional and psychological
disorders.

Types of postpartum psychological disorders

Postpartum blues

This is characteised by mild mood disturbancesnarked by emotional instability (crying spells
apparently without cause, insomnia, exaggerated cheerfulness,egnxtension, headache,
irritability, among other.

Usually the complaints develop within the first week postpartumntmue for several hours to a
maximum of ten days and then disappear spontaneously.

Because of their frequency (3®%) postpartum blues are sometimes considered a normal
physiological event.

Post partum/postnatal depression

Postpartum Depression affects up to 34% of women and typically occurs in the early postpartum
weeks or month&lthough itmay persist for a year or more.

Depression occurring later is more protracted and more serious than in the early postpartum period.
Depression has an important influence on matesmdnt interaction during the first year, because

the infant experiences inadequate stimulation (Beck1995).

The womartypicallypresents withcomplaints of affective nature

e She may bgloomy, depressedrritable, and sad.

e Other complaints may include: iosnia, lack of appetite, disturbance of concentration, loss
of libido, exhaustion, low energy and motivational levels, feelings of helplessness, and
hopelessness, headache, backache, vaginal dischadjabdominal pain may be reported.

e She may also exhibitbsession thinking, fear of harming the baby or self, suicidal thoughts
and depersonalisation.

Causes
The cause of postpartum depression remains unclear, with extensive research suggesting a multi
factorial aetiology.

Management

Treatmentis not different from the treatment of depression in general and usuedipsiss of
psychotherapy and antidepressants

There is no evidence that treatment with hormones (progesterone or its derivativesjeidtive,
although such treatment has often been advocated, based on uncontrolled studies.

The prognosis of postpartum depression is good. With early diagnosis and treatment more than two
thirds of women recover within a year.
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Prevention of postpartum depression:

e Sudies have consistently demonstrated the importance of psychosocial and psychological
variables and interventions in pregnancy and the early postpartum perogrevent
postpartum depressio(RHL no. 11 2008).

e Provision of a condueg labour environment e.g(providing a companion during labouras
also been shown to reduce postpartum depresgidfolman et al 1993)

e Health care workers could promote selire activities among new mothers to assist in
alleviating depressive symptondsiring the postpartum period

e Local support groups of women who have had similar experieésadsovaluable

o Efforts should be made to educate family members in the early detection of the signs and
symptoms of depression in a pregnant woman. (RHL n2QlB) The husband and family
members should be involved in caring for postpartum mothers experiencing depressive
symptoms.

¢ Financial difficulty is a risk factor commonly associated with perinatal depression. Women in
low resource setting need empowermeta ensure financial security during pregnancy and
childbirth (RHL no.11 2008)

Postpartum/ PuerperalPsychosis

This isa much more serious disturbance, affiagtless than 1% of postpartum women. The cause is
unknown, although about half of the women experiencing psychosis also have a history of mental
illness. Women who have bipolar disorder or schizoaffective disorder have a higher risk for
developing postpartumpsychosis.These symptoms usually start at the end of the first week
postpartum

Postpartum psychosimay becharacterized by
e Abrupt onset of delusions or flacinations,
¢ Insomnia, paranoia
e Mania,
¢ Abnormal peoccupation with the baby,
e Severe deprasion, anxiety, despair
e Suicidal or infanticidal impulses
e Abnormal reactiortowards her family members;

Management

Admission to a psychiatric department or clinic is necessary; preferably with her baby.

The psychotic disease as susdistinguishabldrom otherpsychoses

Nevertheless the woman haséncreased chance of recurrengesubsequent pregnancies

These women also have an increased risk of psychotic disorder in other stressful circumstances.

The task of the primary caregiver is to be watchful doddiagnose the disease in tim@asic
maternal and newborn Care: a guide for Skilled ProvidéidPIEGO
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e Apast history of psychotic illness should alert caregivers to potential problems.

e Motherswith symptomsof postpartum psychosis should be promptly referred for hospital
care.

e Where there are clear signs of psychosis the patient should be accompanied to a hospital or
clinic

e The patient should berpvided with psychologicadupport and practical help (with the baby
as well as with home care)

e To avoid tragic outcomesactively listen to the woman and providenecessary
encouragement.

e Lessen stresand avoid dealing witremotional issues when the motherssll unstable

¢ If antipsychotic drugs are used, be aware that medication can be passed through breast milk
and thatinfant feeding optionshould be reassessed.

Prognosis for recovery is excellealthough about 50% of women will suffer a relapskiring
subsequent deliveries.
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Summary
Sign/symptom Anatomic/ Prevention and relief measures ¢ provide | Alert signs that
Physiologic basis reassurance and: may indicate a
problem

Dreams (vivid) or | Hormonal changes | Counsethe woman and advise her and/or
Nightmares companion as follows:

e To aoid eating just before bedtime

e Toreturn for care ifSigns/symptoms worse;

or if Danger signs arise

Fatigudsomnolenc | Emotional stress Counsethe woman and advise her and/or Dizziness

e

Commonly occurs
during the first
trimester and
week 1 postpartum

May persist if
woman is not
getting enough
sleep

Normal reaction to
the hard work of
labour and birth

Enormous amount
of energy expended
in labour and birth

Emotional and
physical stress of
having to care for
the baby in addition
to her previous
responsibilities

Interrupted sleep to
feed and care for
the baby

companion as follows:
e Eat a balanced diet.
e Take micronutrient supplements as directe
e Exercisedaily
e Try and get adequate rest and sleep (e.g.
taking a nap when the batsfeeps)

The woman shouldweid:
e Overexertion
e Smoking and alcohol

Theg 2 Y | gafdréer/family should

e Ensure that the woman has time for rest ar
sleep

e Avoid making unnecessary demands on hg

e Share some of the responsibilities
newborn care.

e Ensure that the woman to return for care if
Signs/symptoms worseor Danger signs
arise

[fainting, Pallor,
Breathlessness,
Tachycardia
Oedema
Insomnia,

Symptoms
suggestive of
postpartum
depression

Symptoms
suggestive of
postpartum
psychosis

Feelings of
inadequacy, worry,
or fear

Most commonly
occurduringweeks
1¢ 2 postpartum

Especially commor
among adolescents
and primipara

Thewoman is
suddenlyconfronted
with:

The eality of a new
and very dependent
life in hercare

The tallenge of
learning about child
care when she is
feeling physically
vulnerable

Provide support and reassurantteough your words
as well as your actiorsy:
e Assuringher that she is of inestimable wortt
e Commending her for what she does right
e Givingher clear and careful
advice/counselling on newborn care and
selfcare.
e Allowingher to ask questions and discuss
her anxieties.
Advise the woman and/or her companion as follow
e Eat a balanced diet and get daily exercise.
e Take time for herself
e Resume social contacts as soon as feasibl
e Avoid unrealistic expectations for herself.
e Take a nap when the baby sleeps /
whenever possible.

Crying, feelings of
sadness or of
being
overwhelmed,
irritability
between 3 and 6
days after birth
(PP Blues)

Insomnia,
excessive or
inappropriate
sadness or guilt,
feelings of
worthlessness
and/or
anxiousness
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{dz33Sad GKIFIG GKS @2 Yl y( lasting for more
e Ensure that the woman has time for rest af than 1 week
sleep. (PP depression)
e Avoid makingunreasonable demands on
her.
e Allow her time alone with her partner
e .S aASyardra@gsS G2 GKS

Hallucinations,
delusions, morbid

. ) or suicidal
e Care for the woman in an attentive and
, thoughts
compassionate way. (puerperal

e Share some of the responsibilities of psychosis)
newborn care.

e Ensure thathe woman returrs for care if
Sgns/symptoms worseor Danger signs
arise

The Referral Link

Importance of Referral:

Referral is two way: from community to facility and vice veisppropriate referral enables the
mother and baby to reach a health facility and access care especially during an emergency in an
efficient and timely mannerThe facility on the other hand may refer a client to the community level
workers for observation

The Referral Link
Mothers who have delivered at a health facility by a skilled birth attendant should be discharged
with a referral note to the community health worker to visit her on day 3 and day 7.
The Community health worker on the other hand needsefer mothers to the facility for routine
care as well as in emergency situations
For the referral system to be effective, facility and community level workers must work in
collaboration. This is in order to:
e Foster partnerships and good working relatibips between these two groups of workers
hence strengthen the community facility interface
e Strengthening the continuum of care between the community and facility
e Establish a joint platform in the interest of reducing maternal and newborn morbidity and
mortality; while ensuring regular performance review
e Strengthening coordination of care both at facility and community levels
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COMMUNITY MATERNAL AND NEWBORN HEALTH

Content outline:
1. Introduction
a. Definition
b. Justification
c. Background informatiofsituation analysis and challenges)
Overview of community strategy
The role of the Community Midwife
The role of the CHEW
The role of the CHW in Community MNH
The role of the community

L

Introduction

The aim of working at community level is to contidto the empowerment of women, families and
communities to improve and increase control over maternal and newborn health, as well as to
increase access and utilization of quality health services, particularly those provided by skilled
attendants.(WHO 200®/orking with Individuals, Families and Communities)

For successful implementation of MNH programmes resulting in improved maternal and newborn
health, active involvement of individuals, families, and communities is critical for sustainability and
ownership. Within the context of primary health care ownership implies a buy in of the community
through participation and a willingness to contribute towards the sustainability of the service.

There is evidence that community mobilization is an effecthathod for promoting participation

and empowering communities among a wide range of health andration health benefits (lancet
Sptember2008).There is also increasing awareness among service providers that communities not
only take the majority of preventive and promotive health actions, they also provide clinical care of
the critically and chronically ill. Evidence from India has also showrvah&e of a home based
newborn care package to reduce neonatal morbidity and mortality. (Bang et al 2003).

Definition:

A community is a group of people who have common interesteds, goals, boundaries and social
support systers. Communities aretherefore at the foundation of affordable, equitable and
effective health care, and are the core of the Kenya Essential Package for Healthg&kBpt)sed

in the second National Health Sector Strategic Plan 2005 (NHSSP 11).
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Background information
Situation analysis

Despite having national health policies and strategies that are focused on improving health care
delivery services and systems, maternal and newborn health has not shown any significant
improvement at the houdeold level. Some of the challenges are:

e Poverty

e Lack of information

e The HIV pandemic

e Escalating cost of health services

e Lack of engagement of communities

e Inequities in provision of and access to health services

e Socio cultural and religious beliefs and practices that affect health sediéhgviours

e Poor quality of health services and poor deployment practices

e Lack of government commitment to MNH

The majority of women continue to deliver at home without skillgtendance, and the first 2 delays

are still a major contributor to maternal mortality in Kenya.is well demonstrated thatisiple
community based approaches could save up to 32% of neonatal deaths and most child deaths and as
well as benefiting materal health(Lancet Neonatal Survival.3Jhe recognition thaKenyawould

not attain the MDGs unless the communities were actively involaeidhproving their health care

led to the inclusion of the community strategy as part of the NHSBR8er the NHSSP2, the
community level is designated as level 1 of the health service structure.

The Community Strategy

The overall goal of the community strategy is to enhance community access to health care in order
to improve individual productiwtand thus reduce poverty, hungechild and maternal deaths, as
well as improve education performance across all the stages of the life cycle.

The intention of the community strategy is to strengthen the capacity of communities to analyse,
plan, implemen and manage health and healthrelated development initiatives so that they can
O2yiNAROGdziS STFSOUGA @&bndmiddaveldpiedt O2 dzy G NBE wWa a2 OA 2

Community participation is the active involvement of the community in all aresof the stages of

a programme that isproblem identification, prioritization, planning, monitoring, implementation
and evaluation using locally available resources. The amount and quality of the participation
depends on the level of community involvement in the action to be undertaken.

(See also th&€ommunity StrategyNHSSP 2)
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MNH Serviceprovided at within the community (Levell)

Level 1 MNH activities may include the following:

Disease prevention and control
o To reduce morbidity, disability and mortality due E§V/AIDS, STI, T@)dmalaria
o First aid and emergency preparedness
0 |IEC for community health promotion and disease prevention
e Family healtlservices to expand FP, maternakwborn, child and youth services
o MNCH/FP, maternal care/obstetric care, immunizatoa GIMCI
0 Addescent reproductive health
e Noncommunicable disease control:
0 Anaemia, nutritional deficiencies, mental health, kitchen gardens
¢ Communitybased referral syem, particularly in emergency situations
¢ Healthy home environmerdndenvironmental sanitation
¢ Organization oEommunity health days

Formal cooperation between the Ministry of Public Health and Sanitative Ministry of Culture
and Social Services, Ministry of Genderd non-government organizations (NGOs)/ CBOs, RBds
CSOsvolved in MNHvorks well in achieving and sustaining results.

Health committees (at divisional, locational, dolational and villagdevel) are expected to
organize actions for healthromotion at their different levels in order to contribut® the health
and well eing of the community.

Providers of Health Care adtevel 1

According to theNorms and Standards for Health Service Defiver

e One level one unit serves®®0 people andrequires 50 @mmunity Health Workers CHW$%
and 2 Community Healthy@ensbn Workers (CHEWS)

e Ore CHEWretrained Riblic Health Technician or Nrse) supervises and supports @b6lWs

¢ One community health worker (CHW) serves 20 householdpmoximatelyl00 people

e Community midwives (where they exist) can provide skbietth care in the community

Community Midwifery

The ©@mmunity Midwifery (CM)model has beendemonstrated to be feasible to implement and
acceptable to communities, families and the Kenyan Ministry of Health (MOHhaslproved
effective in increasing the ppwortion of women delivering with a skilled attendant, as well as
increasing the proportion of new mothers accessing postnatal care and immunizations (Mwangi and
Warren 2008).
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TheCommunity midwife is:

1. A health professional who has permanent residency within the community to be served

2. Atrained and qualified and registerdtealth professional with the evidence aflyone of the
following: KRM, KEM, KRHCN and KECHN, Registered Clinical Officer withriRétlical
practitioner

3. Evidence of retention on a professional registear@hgCouncil ofkenya Kenyadinical Officers
Council MedicalPNJ Ol A { A ReyitiStdBwad) | YV R

Furthermore theCommunity midwife should be:

¢ Ready to be supervised and mtmed by the DHMT, (usually the Deputy District Public
Health Nurse)

¢ Willing to link with the health care system through the nearest health facility for support
such as updates, transport for emergencies, supplies, equipment

¢ Willing to collect data and sumit reports

¢ Willing to link with civil society and the provincial administration and work as a team in the
advocacy bmaternal and newborn care services

¢ Willing to work closely with/supervise CHWs, CHEWSs, and VHWSs recognizing the role of each
in the provsion of MNH in the community

e Willing to work closely with the community leaders and community groups to identify the
most common health problems and work together for a solution.

(For further reading, please refer tthe Community Midwifery guideline$
Roles and responsibilities of the CHEW
These include the following:

¢ Facilitate the linkages between the health facility and the community

¢ Participate in the selection, training and support of the CHWs and Community Health
Committees

e Provide technicadnd logistical support to caregivers at level 1

¢ Manage the Community Based Health Information systems and use it to continually improve
the health status of the community unit

e Monitor the use of simple drugs, commodities and supplies

e Provide supportive quervision and coaching to CHWs

e Provide technical support during community based MDR

e Organise and facilitate periodic health dialogue and action days
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Roles and responsibilities for CHWs

Advocate for community leadership support for safe pregnaaeg delivery of a healthy
newborn

Provide IEC on current KAP on safe pregnancy and delivery of a healthy newborn
Assist the mother and family to formulate an Individualised Birth Riariuding emergency
preparedness and complication readiness

Promae skiled birth attendance by disseminating keessages to support safe pregnancy
& delivery of a healthy new born and timelferral

Promoteat least 4 focused ANC visits beginning early and skilled birth attendance
PromotePMTCTAIlong the continuum of mgnancy, delivery and postnataleriod

Promote postnatal care including the use of postpartum FP

Provide community based Essential Newborn Care

Provide IEC with key messages to promote early childhood damuding exclusive
breastfeeding

Distribute peventive materials and supplies (ITNs, nutritious foods)

Community Based Distribution Gontraceptiveglevel 1: pills, condoms)

Keep accurate records including Mapping of pregnant women in their area.

(For further reading, please refer to theommunity MNH guidelines

The Key Role of Households and Communities as Partners in LEVEL ONE SERVICES

Health promotion

Promoting gender equity

Demanding quality MNH services

Ensuring a healthy diet in order to meet nutritional neéoismothers and children.
Ensuring pregnant mothers have individualized birth and complication readiness plans
Ensuring pregnant mothers have adequate rest

Monitoring health status to promote early detection of problems for timely action.
Utilize various conmunity foumsto disseminate positive health messages

Increase community awareness on available MNH services for special groups
Encourage male involvement in health related matters especially MNH

Address cultural norms and practices that negatively ihpat maternal and newborn
health

Supporting exclusive breastfeeding

Disease prevention:

Practicing good personal hygiene e.g. washing hands, oral hygiene, using latrines and waste
disposal

Using safe drinking water.

Ensuring adequate shelter, apdotection against vectors of disease eg ensuring use of ITNs
especially for all pregnant women and children less than 5 years.
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e Preventing accidents, abuse, and taking appropriate action when they occur.
e Ensuring appropriate sexuakhaviourto prevent transmission of HIV /AIDS and sexually
transmitted diseases.

Health Care seeking and compliance with treatment and advice:

e Ensure that every pregnant woman receives antenatal care, skilled attendance at birth, and
postnatal care services

e Ensure that all bihs and deaths (including still births) are registered especially for mothers
and newborn

¢ Community should ensure that all babies are weighed as soon as possible after delivery

e Ensure thatnfants complete a full course of immunizations.

¢ Recognizing andcting on the need for referral or seeking care outside the home.

¢ Follow recommendations given by health workers in relation to treatment, felipwand
referral.

e Promote utilization of FP services for the health and wellbeing of the mother, baby, family
and community

Governance and management of health services

e Establishment / strengthen and actively participate in community health committees

¢ Promote establishment of community health financing mechanisms

e Ensure effective community referral and linkages

e Establish and participate in community maternal death reviews (verbal autopsy)

e Ensure that health providers in the community are accountable for effective maternal and
newborn health service delivery, resource use and above all functioning in line wth th
I AGAT SyQa | SIfdkK OKIF NI SNJ

e Provide enabling environment for delivery of health services

e Ensure thatFinancial and administrative resources are allocated to support sustainable
engagement of women families and communities

Male involvement

Reproductive halth programmes have gained increased awareness of the role of men in maternal

and newborn health as partners, fathers and community members. This role is defined by an
interplay of cultural, social, gender and economic factors, which do not in genefzrnerenen to

participate in the crucial aspects of pregnancy, childbirth and postnatal care. Also, there is an
AYONBIFaSR 01y26f SRISYSYld 2F YSyQa NBLINRBRAzOUOAGS
including active and informed involvement in matdéy, childbirth and childcare.

Men are key decisiomakers in maternal and newborn caseekingbehavior They need to
understand the needs, risks and danger signs of pregnancy, childbirth and postpartum periods to
support women.

Promotion of the role ofmen as partners and fathers is essential for their involvement and support.
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Health care workers need to be prepared to work with men as well as with women, to support them
in their roles. Health services can consider convenient hours for men so that, f@asible, women

can be encouraged to invite their partners to accompany them for care or fathers can be allowed to
attend deliveries for support. Providers also need the interpersonal skills to work with men to
support them in their roles and to suppovtomen in developing capacities for decisimaking.

Birth and emergency preparedness will also reinforce the need for couple communication and
decisionmaking.

Themes for the role of men in maternal and newborn health

Maternal and newborn health needs

Couple communication and shared decisimaking for birth planning

Participation in antenatal care, childbirth, postnatal care of the mother and newborn
Emergency signs and appropriate care for the woman and newborn

Prevention of STIs/HIV/AIDS

Birth spacing and postpartum family planning

Support for breastfeeding

Participation of men in raising and educating their children

Responsible paternity and adulthood (for youth)

=

—: O 3 O 3 5 5 3

Traditional Birth Attendants (TBAS)
In Kenya, the TBAs are not considered as skilled birth attendants dilne tegative experiences
SyO2dzy i SNBER S@SYy ¢A0K (KS WiINIXAYSR ¢.!'ad LG KIa
the 5 major causes of maternal mortality in Kenya. Howeteirtroles have been redefined and
may include the following:
n Advocate for maternal and newborn health needs
N Encourage (even accompany) women to attend essential antenatal and postnatal care
andhave skilled care during birth
N Support women and newbas in selcare and care compliance (nutrition, treatment,
supplementation, immunization, scheduled appointments, family planning, infant
feeding.
N Disseminate health information in the community and within families
i Provide social support durirand after birth, either as a birth companion, or provide
support to the household while the woman is away at birth
N Serve as a link between women, families and communities and local authorities and
formal health services

(Sourceand for further reading - Working with Individuals, Families and Communities to Improve
Maternal and Newborn HealtigWHO 2010
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INFECTION PREVENTINNWINH
Outline

e Definition Infection Prevention

e The disease transmission cycle

e Purpose of infectioprevention

e Principles of infection prevention

e Hand washing technique

e Procedure of handling sharps

e Procedures used to process instruments
e Procedures for waste disposal

Definition

Infection prevention is a collective effort made by healthcare providerd @ients to prevent or
minimize the risks of transmitting infections such as Hepatitis B and HIV/Al@Betoclients or to
other healthcare providerdt also aims to make instrumentsee from infective organisms arshfe
for use

Rationale

Evidence has shown thapatientsand health cargroviders acquirdnfections from the hospital
environment- for examplein Englandabout 9% of inpatients acquire hospitaifections at any one

time. This isequivalent to at least 100,000 infectiong/aar (NationalAudit Office, 2000). According

to the Centre for Disease Control and Prevention, 5 percent of all patients in U.S. hospitals develop
infections; at least one third of these infections are preventable. The rates are believed to be much
higherin the developing world, where resources for health care are limited.

Infection prevention measures are important in all health care situations. Therefore health care
providers should take precautions when performing maternal and neonatal heattbedures to
minimize personal risks resulting froexposure to blood andther body fluids. Even when a sterile
technique is used for delivery, infections can still occur from patient's endogenous bacteria if they
are brought into the uterus by examinifiggers or by the instruments during pelvic examination or
other vaginal procedures, or by foreign bodies theg inserted into vagina, e.gessaries, herbs, oll,
cloth, or by sexudhtercourse.
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DISEASE TRANSMISSION CY@lsEis as outlinetbelow. Infection prevention seeks to minimise
transmission at the different levels.

AGENT Disease producing

organisms e.g. Hepatitis B and
AINQ vvirnie

SUSCEPTIBLE HQ®Erson RESERVOI®lace where the
who can become infected. agent / micreorganism lives,
A
\ 4
PLACE OF ENT&Where the PLACE OF EX]Where the
agent enters the next host agent leaves the reservoir

\ /

METHODS OF TRANSMISSI(

(Adapted from WPRO/WHO

The purpose of Infection Prevention

The primary purpose of infection prevention in health care facilities isfolth

¢ Tominimize infections due to micro organisms causing serious wound infections, abdominal
abscesses, pelvic inflammatory disease, gangrene and tetanus.

e To prevent the transmission of serious, life threatening diseases such as hepatitis B and
HIV/AIDS.

Principles of Infection Prevention

The recommended infection prevention practices are based on certain important principles, which
are outlined below.

Every person (patient or staffhouldbe considered potentially infectious;

Hand washing is the mostamtical procedure for preventing cressntamination;

Wear gloves before touching anything webroken skin, mucous membranes, blood or other
body fluids (secretions or excretions);

Use barriers (protective goggles, face masks or aprons) if splashepilimafsany body fluids
(secretions or excretions) are anticipated;

Use safe work practices, such as not recapping or bending needles, proper instrument
processing and proper disposal of medical waste
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Universal Precautions

Universal precautions are a simple set of effective practices designed to protect health workers and
patientsfrom infection with a range of pathogens including blood borne virusesyhelps to break
the disease transmission cycle and these practicesised when caring for all patients regardless of
diagnosis They include the following:

e Hand washing

e \Weaiing ofgloves, eye protection or face shields and gowns.

e Correct landing, transporing, and processg of instrumentsused/soiled linenand

clientcare equipment

e Safe use and disposafineedles and sharps (avaig-capping
e Promptly cleaning up blood and body fluid spills
¢ Using safe disposal systems for waste collection and disposal

e Practice oenvironmental cleanliness.

TheSteps of InfectiorPreventioninclude the following

Hand washing

Decontamination
Cleaning
HighLevel Disinfection (HLD)

Hand washing is the single most important
procedure in preventing infection

Sterilization
Storage

Waste disposal
House keeping

© N O~ wDdh R

Hand washing

Hand washing causes a significant reduction in potential pathogens carried on the hands. Ninety
nine percent (99%) of the transient organisms/bacteria are removed with simple hand washing using
plain soap, water and friction. There is consistent evideritat thand washing is linked to a
reduction in infection rates. Hand washing should be done before: examining (direct contact with) a
patient and before Putting on surgical gloves

Hand washing should be done after:

e Any situation in which hands may becocmntaminated, such as:

¢ Handling soiled instruments and other items;

e Touching mucous membranes, blood or other body fluids (secretions or excretions);
e Having prolonged and intense contact with a patient; and

e Removing gloves

Hand washing should also be danebetween examining patients

Hands should be washed with soap and clean water (or an antiseptic Hand rub can bevgsed)
after removing gloves because the glovesly have tiny holes or tears, and bacteria can rapidly
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multiply on gloved hands due tthe moist, warm environment within the glove (CDC 1989;
Korniewicz et al 1990). To encourage hand washing, program managers should make every effort to
provide soap and a continuous supply of cleanningwater, either from the tap or a bucket, and
singleuse towels.

If paper towels are not available, dry hands with a clean towel odrgir (Shared towels quickly
0S02YS O2y il YAYIFIGSR YR aK2dzZ R y20i 0SS dzASR® / | NJ
help to avoid using dirty towels. If you use your own towethbuld be washed every day.)

Avoid dipping hands into basins containing standing water. Even with the addition of an antiseptic
agent, such as Dettol7 or Savlon7, micro organisms can survive and multiply in these solutions
(Rutalal996).

Donotaddsor G2 | LI NIAFfte SYLWGe& fAldzAR a2k L] RA&LIS)
dispensers may lead to bacterial contamination of the soap.

When no running water is available, use a bucket with a tap that can be turned off to lather hands
and turnedon again for rinsing, or use a bucket and pitcher

Used water should be collected in a basin and discarded in a latrine if a drain is not available.

Hand Antisepsis

The goabf antisepsis it to @move soil and debrisom the hands. Antisepsis also sesto reduce

both transient and resident flora.

The technique for hand antisepsis is similar to that for plain hand washing. It consists of washing
hands with water and soap or detergent (bar or liquid) containing an antiseptic agent (often
chlorhexidinejodophors or triclosan) instead of plain soap.

Hand atisepsis should be done befoexamining or caring for highly susceptible patients (e.g.,
premature infants, elderly patiga or those with advanced AIDS) dvefore performing an invasive
procedure sich as placaent of an intravascular deviec.

While practicing hand antisepsis, the provider should always be awammatédnts on Contact
Precautions (e.g., hepatitis A or E) tbose who have drug resistant infections (e.g., methicillin
resistantS aireus)

Hand washing with medicated soaps or detergents is more irritating to the skin than using antiseptic
hand rubs (see next section); therefore, if available, antiseptic hand rubs should be used instead
(Larson et al 1990 and Larseinal 2001).

Antiseptic Hand rub

Use of an antiseptic hand rub is more effective in killing transient and resident flora than hand
washing with antimicrobial agents or plain soap and wateirs quick and convenient to perform,
and gives a greater initial reductian hand flora (Girou et al 2002). Antiseptic hand rubs also
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contain a small amount of an emollient suchglgcerine propyleneglycol or sorbitol that protect
and soften theskin.

Since antiseptic hand rubs do not remove soil or organic matter, if hanelsvisibly soiled or
contaminated with blood or body fluids, hand washing with soap and water should be done first.

LY FTRRAGAZ2YS (2 NBRdAzOS GKS dGodzAtR dzL 2F SY2¢ffA
rubs, washing hands with soap and water after evegyGapplications is recommended.

Finally, hand rubs containing only alcohol as the active ingrediam¢ limited residual effect (i.e.,
ability to prevent growth of bacteria after being applied) compared to those containing alcohol plus
an antiseptic such as chlorhexidine.

Hand washing with plain soap and water followed by use of an antiseptic handonthining
chlorhexidine has been shown to yield significantly greater reductions in microbial counts on hands,

improve skin health and reduce time and resources (Larson et al 2001).

Antiseptics versus disinfectants

Antiseptics Disinfectants

Used for: Used for:

Surgical hand scrub Highlevel disinfectants¢ processing instruments an
Skin, cervical, vaginal preparation before | other items

clinical procedure Lowlevel disinfectantg, cleaning surfaces

Hand washing in highisk situations

Use on skimnd mucous membranes to kill mici Use to kill micro organisms on inanimate objects
organisms

Not for use on inanimate objects Not for use on skin or mucous membranes

Surgical Hand scrub

The purpose of the surgical hand scrub is to mechanigaligove soil, debris and transient
organisms and to reduce resident flora for the duration of surgery. The goal is to prevent wound
contamination by microorganisms from the hands and arms of the surgeon and assistants.

For many years, preoperative hand wabing protocols required at least agB0 minute vigorous

scrub with a brush or sponge, using soap containing an antiseptic agent (chorhexidine or an
iodophor). This practice, however, has been shown to damage the skin and can result in increased
sheddingof bacteria from the hands (Dineen 1966; Kikedhimagami et al 1999).

Several studies suggest that neither a brush nor sponge is necessary to reduce bacterial counts on
the hands of surgical staff to acceptable levels.
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USE OF GLOVES

There are diffeent types of gloveshat may be used in MNH. They include the followiSgrgical
gloves Single use examinatiaggloves for non sterile procedures, ablility or heavy duty household
glovesfor cleaning.

Before gloving, it is important to remove ringsather finger /hand jewellery. The service provider

should wear the correct size of gloves and & separate pair of gloves for each patiént Q/ t S y Q
I NSl & akKz2dzZ R |fgléea o068 SEIFIYAYSR TFTANBRG o06SF2NB
examination béore a rectal examination.

USE AND DISPOSAL OF NEEDLES AND SHARPS
Hypodermic Needles and Syringes

Use each needle and syringe only once

Do not disassemble needle and syringe after use

tda &aKIFNLJA dzaAy3d WKIFIYyRa FTNBSQ G§SOKyAl dzSa

Do not recap, bend or break needles before disposal

Dispose the needle and syringes in punctpreof container.

b203dSY Ly &a42YS &aLISOAIf OANDdzraidl yOSa-KIlggRBNS NB OIINE
method:

Note: Never use a syringe for more thame injection.

Studies have shown that changing only the needle, not the syringe, between clients can resul
transmission of hepatitis B virus, and presumably HIV/AIDS. Never leave a needle insertec
rubber stopper of a multiple dose bottlehib practice is dangerous as it provides a direct route
bacteria to enter the drug.

Causes of injuries with sharps

Recapping hypodermic needles

Manipulating sharps before disposal
Accidentallyprickinganother staff member

Leaving sharps in areadere they are unexpected

Surgical procedures with limited visibility or in confined spaces
Improper handling or disposing waste

Unexpected client motion during injections

No ohswDdhE
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PROCEDURES FOR PROCESSING INSTRUMENTS

DECONTAMINATION
Soak in 0.5%
Chlorine solution
10 minutes

}

Put instruments in clean water

A 4

THOROUGHLY
WASH in SOAPY WATER AND RINSE in clean water
Wear gloves
Guard against injury from sharp objects

HIGH LEVEL
STERIUZATQ‘ DISINFECTION CLEAN WATER
Chemical
Autoclave Dry Heat e.g. Cidex Boil Lid on
106 kPa pressure 170°C Soak 20 minutes
20 min unwrapped 60 minutes 20 minutes
30min.wrapped

< | |/

| COOL: Ready for Use

Wrapped sterile packs can be stored for up to one week.
Unwrapped items should be stored in a sterile or HLD container with a tight fitting lid or used
immediately
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Decontamination

Thisis the first step in processing items
It makes items safer to handle and easier to clean

To prepare the solution, add 1 part bleach to 6 parts water to make a 0.5% chlorine solution
Soak items in a 0.5% chlorine solution for 10 minutes immediately afier Do not soak longer

Replace solution daily or when it becomes heavily contaminated

NB: Neither Sterilization nor High Level Disinfections procedures are effective with
prior cleaning using detergent water and brushes

Cleaningnstruments andother items

Cleaning is the process of physically removing all organic material, such as blood, tissue, sputum,
faeces and urine. Neither sterilization nor hilglvel disinfections is effective without prior cleaning
with clean water and soajleaningremoves blood, body fluids, tissue and digduces the

number of micro organisms (including endospores)

Health care providers are advised to have 3 plastic buckets with lids and coded colours for
decontamination and cleaning procesiscontaminatednstruments.

Highc¢level disinfection and storage (HD)

Highlevel disinfection (HUDrefers to the destruction of all microorganisms with the exception of
bacterial spores (Rutala, 1996). When the Heglel disinfectant / sterilant (a chemical germicide) is
used for a shorter exposure time it destroys all viruses, vegetative bactengi, fionycobacterium
and some, but not all, bacterial spord4lL.D isused for items that will come in contact with broken
skin or intact mucous membranes

Types of HLD include Boiling and Use of chemicals
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Tips for HLD by boiling

Open or disassemble items

Articles must be completely immersed in water

Start timing when the water begins to boil

Do not add anything else to the pot after boiling begins
Boil for 20 minutes in a cooking pot with a lid

Store all items dry and use within one week

oo wDNRE

Chemicals for HD
The diemicalghat can be usedor HLDincludeChlorineand Glutaraldehyde

The following chemicals should not be used for HLD: Alcohol, Benzalkonium chloride (Zephiran)
Carbolic acid (Lysol, Phenol), Chlorhexidine gluconate (Hibitane, Hibiscrub), Chlorhexidine gluconate
with cetrimide (Savlon, Cetavlon), Formaldehyde, Hydrogen Peroxide, lodophors, Mercury
containing compounds, PCMX (chloroxylenol, Det&riyl Sporicidin

Use of Chlorine versus Glutaraldehyde

Chlorine Glutaraldehyde
Cheapest effective disinfectant More expensive
Effective against many micro organisms Effective against many micro organisms

Can be corrosive; do not use on laparoscopes| Not corrosive whemsed as directed

Can be irritating tausers [rritating to users

Prepare a new solution daily Use prepared solution for up to two weeks

STERILISATION AND STORAGE
Sterilizationis the process in which all microorganisms including endosporeseateoyed.
Sterilization

Eliminate all micro organisms, including endospores
Recommended when items will come in contact with the bloodstream or tissue under the skin
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METHODS OF STERILISATION

Dry heat sterilization

Steam sterilization (autoclave)

Chemical sterilization

C for 2 hours
It is not necessary to open (
disassemble items
Start timing when the over,
reaches the desire(
temperature

C
Pressure: 106 kPa
Time: 20 minutes if unwrapped
30 minutes if wrapped
Wrapped packs can be store
up to 1 week
Unwrapped items should b
stored in a sterile or HL
container with a tight fitting lid

Gluteraldehyde 21%: soak fol
10 hrs minimum  OR
Formaldehyde 8%: soak for 1
hrs minimum

Rinse with biled water and air
dry

Store in HLD container with
tight lid

WASTE DISPOSAL

Types of Wastenay be classifieds follows:

e General waste This is non hazardous apdses no risk of injury or infection

e Medical
immunization,

waste ¢ This

is generated duringdiagnosis,

treatment, delivery and/or

e Hazardous chemical wastdncludeschemicals that are potentially toxic or poisonous

Importance of proper waste disposal

o s~ wDNh e

It reduced odours

Guidelines for disposal of medicalaste

e Wear utility gloves and shoes
e Use washable, legroof containers
e Keep containers in convenieahd safeplaces

e Transport solid contaminated waste for disposal in covered containers
e Carefully pour liquid waste down a utility drain.
e Empty containerslaily or when threequarters full
e In case of sharps burn or bury the container

e Burn or burycontaminated solid waste

e Never put hands into containers

e Ensure that you ash the gloves and your hands afterwards

e To ensure safe disposal of waste, colour codihthe different types of wastés

recommended
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It reduces theisk of accidental injury to those who handle the waste

It reduces thdikelihoodof contamination of soil, ground water, etc

It reduces attraction of insects and rodents



Colour coding for waste segregation

Category Example Colour of bin
Norrinfectious Papers, food, cartons Black ﬂ
Infectious Gloves, dressings, body fluids| Yellow k
Highly infectious Anatomicawaste Red N

HOUSE KEEPING

General cleaning and maintenance of cleanlinesiices the nurber of micro organisms and thus
the risk of infectionslt also povides an appealing environment

Room arrangement

e Put everything in the right place
e Makesure thatall the equipment and supplies needatk accessible
e Arrange the room so that you camovearound easily and safely

General guidelines for housekeeping

e Schedules should be posted and followed

e Utility gloves and shoeshould be worrwhencleaning clientcare areas
¢ Minimize scattering of dust and dirt

¢ When cleaningvash from top to bottom

e Change cleaning solutions when they are dirty

DISPOSAL OF THE PLACENTA

Placenta is classified as solid Medical waste. Disposal should thereforepbe meommended IPC
guidelines. Generally speaking

Solid medical waste should be disposed of on the premises; this allows staff who understand the
risks involved to supervise the disposal process. There are three options for the disposal of solid
medicalwaste: burning, burying, and transport.

Burning incinerating. Burning is the best option, since the high temperature destroys
microorganisms and reduces the amount of waste. Burning in an incinerator or oil drum is
recommended. Open burning is not recommended because it causes scattering of waste, is
dangerous, ands unattractive. However, if open burning must be done, carry the waste to the site
just before burning, and burn it in a small, designated area. Remain with the fire until it is completely
out.
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Burying. Onsite burial is the next best option. To use laliriyou must have space for a pit big
enough for all the waste generated at the site. The pit should be surrounded by a fence or wall to
limit access to it and to prevent scavenging of waste.

Transporting.If neither burning nor burial on site is possiblee waste must be transported for off
site disposal. If waste will be handled during transport by-famility staff (such as municipal trash
removers), they must be educated about the cautions and risks regarding medical waste.

Transport to a communitydump is the least desirable alternative. Open dumps increase the
community's risk of exposure to infectious microorganisms because: 1) they facilitate the spread of
infections by flies, rodents, and other animals that come in contact with medical wasie2)ahey
encourage scavenging.

Always wear heavy utility gloves and shoes when handling medical waste.

Note:

There is also a growing trend of using the placenta to facilitate the woman's postpartum recovery
through ingestion of the placenta, known plsicentophagy The placenta is incredibly nutritious and
contains many of the vitamins, minerals and hormones that a mother's body needs to adequately
recover from the pregnancy and birth. Women who take part in this practice feel that they have a
faster ecovery from the pregnancy and birth, have more energy and increased milk production, and
often do not experience any postnatal mood instability such as the "baby blues," or postpartum
depression.

If a woman wants to use the placenta for her postpartumoraary, special consideration must be
given to its care after the birth. From the time it's born the placenta must be handled as though it
were food, because that is what it will soon become.
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MATERNAL AND PERINATAL DEATH REVIEW
Outline

Introduction

Definition of Maternal and Perinatal Death

Purpose of Maternal and Perinatal Death Review

Different approaches of maternal health audits to improve quality of care
Guiding principles for Maternal and Perinatal Death reviews

Model for National Maternal DehtNotification and Review in Kenya
Process of MDR at different levels
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Introduction

Maternal and perinatal death reviews have resulted into improved quality of maternal and perinatal
services as reflected by a reduction in maternal mortality, notablyouttSAfrica were maternal
death review processes were introduced in 1998. It was introduced in Kenya in 2004 and it is
encouraged to review all maternal and perinatal deaths that occur at facility and community level.

Definition of Maternal Death

Thedefinition of a maternal death is:

G¢KS RSIFIGK 2F | ¢2YFyYy 6KAES LINBIYyFyld 2N gAGKAY T
the duration and the site of the pregnancy, from any cause related to or aggravated by the
pregnancy or its managementbu y 24 FTNRBY | OOARSyYydlFf 2NJ AYyOARSydl

Definition of Perinatal Death

The definition of a perinatal death is:
GThe definition of a foetus weighing at least 500 grams (or 22 weeks gestation), plus the number of
early neonatal deaths (up to 7 days)

Pupose of Maternal and Perinatal Death Review

1. To raise awareness among health professionals, administrators, programme managers,
policy makers and community members about those factors in the facilities and the
communities which, if they had beenanagedthe death may not have occurredhdse are
called the avoidable factors

2. To stimulate action to address these avoidable factors and so prevent further maternal and
perinatal deaths

APPROACHES OF MATERNAL HEALTH AUDIT

There are several approaches tlen be used to study maternal deaths and clinical praciicey
all have the objective of reducing maternal and neonatal mortality and morbidity by improving the
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quality of care provided. Tlse approaches can be used at the different levels of implemeoiat
and reviewwith different outcomes.

The Levels of Maternal Death RevigéwKenyaare as follows

Level Type of Maternal Death Review of Near Miss Clinical Practice
Review Revew.

Community Verbal Autopsy (community No No
based death reviews)

Facility Facility based death reviews  Case review of near Local clinical audit

misses

National Confidential enquiry into Confidential enquiry  National clinical

maternal deaths into nearmisses audit

The main approaches being used in Kenya are:

Communitybased maternal death reviews (verbal autopsy)

Communitybased maternal death review is a method of finding out the medical causes of death and
ascertaining the personal, family or community factors that may have contributed to the deaths in
women who died outside of a health facility.

Facility-based maternal death reviews

A facilitybased MDR is a qualitative-glepth investigation of the causes of, and circumstances
surrounding, maternal deaths occurring at health facilities. It is particularly concerned with tracing
the path of women who died, through the health care systand within the facility, to identify any
avoidable remediable factors, which could bddressed tomprove maternal care in the future.
Deaths are initially identified at the facility level but such reviews are also concerned with identifying
the combiration of factors at the facility and in the community that contributed to the death

It is important to note that
No facility-based maternal death review is complete unless it is linked with

attempt to respond to the findings with appropriate action

Confidential enquiries into maternal deaths

Confidential enquiry into maternal deaths is a systematic rdidiciplinary anonymous investigation

of all or a representative sample of maternal deaths occurring dcility, district, regional or
nationallevel. It identifies the numbers, causes and avoidable or remediable factors associated with
them.

Guiding principles for Maternal and Perinatal Death reviews

x  The focus of the maternal death reviews should be the health facility systems and not the

individual
x It should bebuilt on existing tools and processes
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Review of dcumentation of patient case notes is the main source of information for the
MDR process

All contributions are welcomed and valued

MDR meeting is primarily an educational experiefareall participants

MDR meeting is a team building experience and not a disciplinary hearth¢herefore no
witch hunting should take place

MDRshouldbe incorporated intdhe pre serviceurricula of training institutions

PROCESS OF MDR AT DIFFERBHNELS

Maternal Death Review at the community (level 1)

1.
2.

The Community Health Worker informs the Community Health Committee and the CHEW
The CHEW completes the Maternal Death Notification (MDN) form within 24 hours (see
page 13 for the form)

The MR Notification form is sento the national MR committee with copies to the District

and Provincial MRCommittee, while a copy remains at the Health Facility

The Level 1 MDR Committee reviews the Maternal Death within 7 days usindgetbal
Autopsy Tool

The Level 1 MDBommittee ideallycomprises of:

a) Community Health Extension Worker (CHEW)

b) Member of the Community Health Committee (CHC)

¢) Community Health Worker (CHW) of the area where death occurred
d) Community Midwife if active within theommunity

e) Assistant Chief or Village Elder

f) Member of the community capable of mobilising the village

Caoopted members could include:

a) Chief
b) DivisionaPublic Health Technician

In the absence of a functional community structure

X

The Health Facility in Charge  should constitute a MDR Committee with community
representatives

The completed Verbal Autopsy Tool is submitted to the Level 2/3 MDR Committee for
further discussion and forwarding to the District RBommittee

The Level 1 MDR Commiggrovides feedback on their findings to the community through
dialogue days of K A BaFag@eandoordinatesaction to prevent future deaths.
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National MDR Committee
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Maternal death at the Dispensary or Health Centre (level 2/3)

x  The Most Senior Health Worker present at the time of death completes the Maternal Death
Notification (MDN) form within 24 hours
x The MDN form is sento the national MOR committee with copies to the District and
Provincial MR Committees, while a copy remains at the Health Facility
x  The Health Facility in Charge together with colleagues completes the Maternal Death Review
(MDR) form using medical recardand interviewing staff members involved in the direct
care of the deceased within 7 days
x The completed MDR form is submitted to the Level 2/3 MDR Committee for further
discussion and forwarding to the District REommittee
It is a requirement for eachddlth Facility to constitute a Facility Based Level
MDR Committee
The exact composition of the Level 2/3 MDR Committee is left to the discretic
each facility and should be able to meet at short notice without external finai
support. The committee should have at least a minimum of 3 and a maximum
members, amag them:
a) AMember of Health Facility Management Committee
b) A Professional Health Worker with midwifery expertise

Maternal death at the Hospital (level 4/5/6)

x  The Most Senior Health Worker present at the time of death completes the Maternal Death
Notificaton (MDN) form within 24 hours

x The MDN from is send to the national RRRZommittee with copies to the District and
Provincial MR Committee, while a copy remains at the Health Facility

x The Maternity in Charge together with colleagues completes Magernal Death Review
(MDR) form using medical records and interviewing staff members involved in the direct
care of the deceased within 7 days.

x The completed MDR form is submitted to the Level 4/5/6 MDR Committee for further
discussion and forwarding t@spective District, Provincial and National RIDommittees

The hospitals have the discretion to institutionalise the Level 4/5/6 MDR Committe
line with their local set up. The membership should at least comprise of:

a) Gynaecologist/Obstetrician or Senior Medical Officer

b) Senior Nursing Officer

c¢) Hospital Administrative Officer

d) Laboratory Technician

e) Anaesthetist

Caoopted members could include:

a) Other health professionals (Nurse, Midwife, Clinical Officer)
b) Radiographer

c) Support staff (security, drivers, etc)

d) A member of the Health Management Board
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Reference documents

CK®F A2y It 3JdzARSEAYSa FT2NJ YIGSNYLI f, donfals theSNA Y | G
following additional information:
U Termsof Reference for MDR committees at facility levels and MD committees at district,
provincial and national level
Checklists for Maternal Death Review
Notification form for Maternal Death
Review form for facility based Maternal Deaths
Verbal autopsy tool focommunity based Maternal Deaths
Review form for facility based Perinatal Deaths
Data aggregation forms for districts and provincial level

[ ontR xR e et - e
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RESEARCH IN MNH

Outline
o Definition of research
e Purpose of research
¢ Research opportunities in Maternal ahibwborn Health

Definition

Researchisya I GGSYLIWi (2 AyONBlFasS (GKS adzy 2F oKIFG Aa
1y26t SR3IS¢ o0& (GKS RAAO2OSNE 2F ySg FI Ola 2N NBf
inquiry, the research proce¢Macleod Clark & Hockey, 1989)

Research is about generating new knowledge

Evidencebased practice is clinical practice informed by the best knowledge available.

Purpose of research

Researchn Maternal and newborn healthas a key role to play within @ntinuous improvement
process. It serves to broaden the scope of understanding, identify gaps in knowledge, and
investigate ways to fill in the gaps by testing effectiveness and efficiency of intervgntion
discovering new treatments and new techniques adihical management and informing policy
decisions.

Research opportunities in Maternal and Newborn Health

Research in Maternal and Neonatal Health is very broad and can range from measuring quality of
care in a labour ward to describing socialtural MNH practices at community level.

Some of the areas relevant for further research include:
e Assessing materhanortality and its main causes
e Social, cultural and/or financial barriers to accessing Essential Obstetric Care
e Best practices in Maternal and Newborn Health
¢ Innovative ways of enhancing Birth (and emergency) preparedness at community level
e Strengtheningesponsiveness of the referral system to emergencies
e Integration of HIV information and services into MNH service delivery

(For further reading Refer to RH Research Agenda; and National RH research guidelines)
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MONITORING, EVALUATION ABUIPERVISION

Monitoring

Every health facility providing MNH services should be involved in monitoring and evaluation of the
program.

The aim of monitoring and evaluation is to ensure that the health providers remain foounste
goals,objectives and set targets.

Purpose of Monitoring
1. Provide dataon how program activities are progressing towards meeting set program

objectives

2. Monitoring allows the early revision of a project, programme or research objectives and
activities or a coplete overhaul depending on the monitoring feedback

3. It uses assessment techniques to measure the performance of the organization, person or
specific intervention

4. Ensures improvements or changes by identifying those aspects that are working according to
the plan and those that are in need of midcourse corrections.

5, ¢KS RI®d G2 RIF& Y2yAG2NAYy3a 2F LISNF2NXI yOS
concern.

6. It can help prioritise resourceobilisation,allocation and staff motivation

Monitoring and evaluationof maternal and newborn health
M &E remains a key challenge of MNH programmes. It aims at generating information that is

necessary for evidendeased decisiommaking and the planning process. M &E for the MNH uses the
six UN Emergency Obstetric Carecess indicatcs, which include the following:

UN process indicators

EOC process indicator Recommended level
Amount and density of facilities providing E( Optimum: there are at least 5 EmOC facilit
services (including at least one comprehensive E

facility) per 500,000 people

Geographical distribution of EOC facilities Optimum: 100% of sub national areas have
least 5 EmOC facilities (including at least ¢
comprehensive EOC facility per 500,0
population)

Proportion of all births in EOf@cilities At least 15% of all births in the population ta
place EmOC facilities (update for Kenya)

Met need for EOC services Optimum: 100%estimated to have major dire
obstetric complications are treated in Em(
facilities

Caesarean sections apercentage of all births | Estimated proportion of births by CS is Minimu
5% and Maximum: 15%

Obstetric case fatality rate Case fatality rate among women with dire
obstetric complications in EmOC facilities is |
than 1%

The following indicators rel@nt to the MNH are outlined in the National MNH road Map. These
indicators are based on the WHO global monitoring of reproductive health as well as the MDG
indicators.
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They are normally monitored as part of the National Population Census (evewgaif); the Kenya
Demographic and Health Survey (KDHS) every 5 years, the Kenya Service Provision Assessment
(KSPA) every 4 years; the National Health Sector Strategic Plan and annually as part of the AOP
review process.

No. | Indicators Baseline | Target | Target Source of
2012 2015 data
1 Maternal Mortality Ratio/ 100 000 live births 488 280 147 KDHS 2008
2 Neonatal Mortality Rate/ 1 000 live births 31 21 11 KDHS 2009
3 Proportion of facilities providing BEONC 3% 50% 100% KSPA010
4a | Availability of CEmOC / 500 000 population 1.3 13 1 KSPA 2004
4b Availability of BEmOC / 500 000 population 0.4 2.2 4 KSPA 2004
5 Proportion of (expected) deliveries in the 43.8% 67% 90% HMIS
population conducted by a skilled attendant KDHS 2008
6 Proportion ofpregnant women having at least on{ 91.5 96% 100% KDHS 2008
antenatal visits during this pregnancy
7 Proportion of pregnant women having at least fo| 56% 71% 90% HMIS
antenatal visits during this pregnancy KDHS 2089
8 Proportion of antenatal womenreceiving IPT2 15% 47.5% 80% KDHS 2008
9 Percentage of women attending pesatal care 42% 60% 80% HMIS
check up at least once with4B8hrs KDHS 20®
10 Proportion of pregnant women attending ANC | 57% 68.5% 80% KAIS 2007
tested for HIV
11 Unmet need for contraception 26% 15% 5% KDHS 2089

Methods of monitoring program activities
Supervisory assessmernthe supervisor formulates a tool on what to be observed and questions to
be asked during the visit. Rating is done to score.
SelfassessmentThe provider formulates a checklist and ticks as he/she performs or at the end of
activity.
Peer assessmenthe provider requests a colleague to assess using an already formulated checklist
Clientfeedbackii 3ISiGa G(KS OfhhéEsfniicesisoudi/ddNs8myed. & usés a structured
guestionnaire, which is in line with the set objectives
Observation
Poll community perceptionsThe community within the catchments area gives their views on
services offered in the facility. A samplethe community is obtained.
Review records and reportAuditing to evaluate services already offered
Benchmark: (Review of set benchmarks) measuring performance against set standards
Provider and client interviews
PROCESS INDICATORS:
The main registerir recording the MNH activities in Kenya are:

e Antenatal Clinic register

e Maternity Register (labour and delivery)

o Postnatal care Register
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e Family Planning register
e Permanent register (for immunisation

The following are in the process of development:
e PostAbortion Care register
o Referral register

The major process indicators for MNH in Kenya and the tools for monitoring their implementation
are listed below
1. Guidelines and Standards:

a.

Approved guidelines and standards disseminated to service providers arageran
(Dissemination Reports)

Service providers and managers trained in the use of the approved guidelines and
standards (Training Reports)

Service Providers and managers actually using the approved guidelines and
standards appropriately (supervisor audiports and self audit reports)

Approved guidelines and Standards available at service delivery points (Supervisory
visit reports, Distribution list)

2. Antenatal care

a.
b.

Complete ANC profile (Mother child booklet, ANC Register, laboratory register)
Number andcontent of health education talks given by service providers (Health
education book )

Evidence of appropriate immunisations given e.g. TT (Mother child booklet, ANC
register, Immunisation Register)

Mothers counselled and tested for HIV (ANC register, Miothild booklet)

Haematinic, deworming and IPT appropriately dispensed (Mother child booklet,
ANC register, pharmacy register)

Counselling and individualised birth plan discussed (mother child booklet, ANC
register)

3. Intrapartum care

a.

Evidence of admissionto the maternity unit, diagnosis, complications, drugs used,
test done, time mode of delivery, apgar score, details of the baby, birth registration
etc (maternity register, cardex, patients notes, mother child booklet, birth
notification, death notifiation)

Evidence of appropriate monitoring of process and progress of labour (Partograph,
patients notes, midwifes notegardex)

Maternal death (MDR notification form, MDR review form, patient notes, Cardex,
maternity register, MDR register)

4. Postnatal Peiod

a.

Evidence of targeted postnatal caceHealth education and counselling, diagnosis
and management, recognition and management of complications, HIV counselling
and testing, care of the newborn, immunisations, drugs (Postnatal care register,
mother childbooklet, patients notes)

Family planningg FP counselling, new or revisit, type, dosage, date given,
complications, etc (FP register)
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5. Summary tools for MNH
The main summary tools for MNH data in Kenya are th&llS It is compiled
monthly by the faciliés and the districts. Information from this tool is what is fed
into the district and National HMIS File Transfer Protocol database system

6. Community MNH

a. Community maternal death review (verbal autopsy tool)

b. Community MNH activities¢ number of pregnant wmen, deliveries, ANC
attendance, individualized birth plan, births, etc (CHWSs log book, CM register, facility
registers), condition sex of baby

c. HiSdata system is being expanded to include community

EVALUATION

Definition

This involves the assessmenthaiw well program activities are being performed in relation to the
set objectives, inputs and expected outcomes.

Why evaluate

1. Account for what has been accomplished through project funding
Promote learning in what works and what does not work
Providefeedback to stakeholders for decision making

Assess costffectiveness of the program

Enhance effectiveness of project and program management
Contribute to policy development

R

Key Evaluation Questions

1. What? Did we do what we said we would do?

2. Why? Wha did we learn about what worked and

3. WhatRARY Qi 62NJ K

4. So what?What difference did it make after doing this work?

5. Now what? What could we do differently?

6. Then what?How do we use the evaluation findings for future program planning?

CostEffectiveness Aalysis

This helps managers and planners make decisions about the use of their budgets and funding. It
entails combining results of monitoring data and cost data. Decisiakers can make choices about
allocation of their funds and decide whether or not thads are being spent appropriately.

Types of evaluation
Are5 typesof evaluation

1.

a s wDN

Process evaluatienmeasures the quality of program implementation, assesses coverage, extend
of service utilization by intended population.

Baseline evaluaticrdone atthe start of the project / intervention

Mid - term evaluationc done at the middle of the project / intervention

End-term /terminal evaluatiorg done at the end of the project

Impact¢ evaluationg done several years after the end of the project
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Evaludion tools

e Quarterly reports

e Annual reports

e Checklists

e Card Systems

e Data review methods

e Audits for standards indicators

e Questionnaires

e Record cards
Application of evaluation
Evaluation is useful in assessing overall impact of interventionfaality leve] in research,
surveillance, monitoring and service provision and in documenting the proper use of human and
other resources.

Constraints and challenges in monitoring and evaluation
¢ Inadequate knowledge and skilis M&E
¢ Inadequate Finatial resources for M & E
e Poor record keeping and quality of data
e Staff resistance to monitoring and evaluation process
e Lack of feedback
e Competing tasks
e Inadequate manpower

SUPERVISION

Definition

Supervision is the overall range of measures to endhet the actors involved carry out their
activities effectively and efficiently and become better and more competent to carry out assigned
roles. It entails enabling people to do their work in a better way.

Super means from a higher vantage point.

Visionr means ability to see something.

Reasons for Supervision
Supervision is necessary to promote continuing improvement in performance of actors involved in
MNH programme implementation.

Styles of Supervision
1. Traditional (Autocratic).
2. Facilitative (Supporti)

Facilitative Supervision (FS)

FS is a system of management whereby supervisors at all levels in an institution focus on the needs
of the staff they oversee. The Supervisors consider their staff as their customers. The most
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important role of a facilitave supervisor is to enable staff to: manage the QI process, meet the
needs of clients and implement institutional goals.

Differences from traditional supervision

Focuses on helping staff solve problems through the use of guiasliyovement tools.
Focuse on processes rather than individuals.

Assists staff in planning for future qualitpprovement goals.

Is continuous and builds on past gains while setting higher qualjpyovement goals.

Benefits of FS
e Fewer problems to solve by yourself
e Less need tprovide technical assistance
e Gain of good reputation
e Being more welcome at sites
e Satisfaction of success
e More fulfilling job

What is not included in Facilitative Supervision
e Hiring staff
e Developing job descriptions
e Conducting performance evaluations
¢ Reprimanding staff
e Firing staff

Facilitative supervision includeseffective communication skills, problem identification and solving,
good leadership skills,

Facilitative supervision for MNH in Kenya

FS is conducted in the following levels: natiopabvincial, district, institutionalf@cility) and site

level (community)

At the national level, the DRH managers and officers conduct FS visits quarterly. The national team
with members from the provincial teanfRH Training and supervision teams) vis#cilities in
sampled districts.

In the facilities the managers and the training and supervision team members conduct on site FS and
coaching / mentoring.
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KENYA MNH ESSENTIAL DRUG LIST
1. Uterotonics
a. Oxytocin
b. Ergometrine
2. Anticonvulsants
a. Magnesiunsulphate
b. Diazepam
3. Antihypertensives
a. Hydrallazine
b. Alpha methyl Dopa (aldomet)
c. Nifedipine
4. Antibiotics
a. Ampicillin
b. Gentamycin
c. Metronidazole
d. Benzathine Penicillin
e. Cloxacillin
f.
g
h
i.
-

Amoxyecillin
Ceftriaxone
Erythromycin
Doxycycline (tetracycline)
Norfloxacir/Ciprofloxacin
k. Trimethoprim Sulphamethoxazole
I. Clotrimazole pessaries and cream
m. Eye antimicrobial (1% tetracycline eye ointment)
5. Antimalarials
a. Arthemether
b. Quinine
c. Sulphadoxine pyrimethamine
6. Supplements
a. lron/ folate
b. Zinc
c. Vitamin A
7. Local anaesthetic
a. Lignocaie
8. Intravenous fluids
a. Ringers Lactate
b. Normal saline
c. 5% dextrose
d. Water for injection
9. Analgesics / antispasmodics
a. Paracetamol
b. Hyoscine butyl bromide

c. Pethidine
d. Ibuprofen
10. ARVs

11. Deworming
a. Mebendazole
12. Vaccines
a. Tetanus toxoid
b. BCG
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c. Polio

13. Steroids
a. Betamethasone
b. Hydrocortisone

14. Other Resuscitation drugs
Adrenaline
Calcium gluconate
50% dextrose
Aminophyline
Sodium bicarbonate
Heparin
Insulin
Lasix

i. Naloxone
15. Contraceptives

a. COC
b. POP
c. Implants
d. DMPA
e. IUCD

f. Condomsmale and female
16. Tocolytic

a. Salbutamol
17. Antiemetics

a. Metoclopramide

b. Promethazine
18. Anaesthetic drugs
19. Laboratory Kits

a. RPR/VDRL testing kit

b. Uristicks

c. HIV testing

d. Haemoglobin testing kit

e. Blood group and rhesus testing kit

‘STe@moaooTy

Equipment:

Thermometer

Blood pressure machine and stethoscope
Pinard stethoscope (Fetoscope
Baby scale

MVA equipment

Vaginal examination pack
Delivery pack

Suture pack

Oxygen cylinder

drip stand

Suction machine

Incubator

Autoclave /Sterilizer
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IP Buckets

Sharps disposal Safety Box
Waste Receptacle /bin (contaminated, non contaminated)
Wall clock

Torch

Baby blanket/ towels
Examination couch

Delivery bed

Screen

Resuscitaire/ resuscitation table
Room heater

Light source

Room thermometer

Clean linen

Supplies

Needles G 21 & 23,

IV cannula, tourniquet ,

IV infusion sets,

Blood transfusion set,

Speimen bottles,

Urinary catheter

Syringes,

Cotton swabs

Gauze roll

Gloves (utility; sterile, long sterile for manual removal of placenta)
LLITN

Suture materials (polyglyconate)

Vaginal speculums preferably Cuscos

Sanitary pads/ dressings etc

Protectiveclothing, gloves mackintosh, boots and goggles
Soap

Disposable paper towel

Records

® Partographs

® Patient charts

® Registers

® Mother Child booklet

Disinfectants & cleaning materials
e Bleach as in Jik or presept tablets
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Poviodine

Hibitane

Cidex

Steranios

Soap(powder, liquid, tablet)

Specialized Kits
o MVA kit
Delivery kit
Suture pack
Caesareasection kit
Newborn resuscitation kit
Minilap set
IUCD insertion and removal kit
Implant insertion and removal kits
Resuscitation tray

O O0OO0OO0OO0OO0OO0o0OOo

Equipment for Comprehensive Obstetric Care

As in Basic Emergency Obstetric Care Facilitizddition to:

Surgical setsCaesarean section set, General surgical set, D+C set

Laboratory Equipmentfor specialized tests

Anaesthetieequipment and supplies

Essential drugs, supplies and equipment required for emergency preparedness in Comprehensive
EOC Hospitals under the direction of experienced personnel.
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. |
Millennium Developmentgoals targetsand indicators
Millennium Targets Indicators

DevelopmentGoals

Goal 1 Target 1 A Proportion of people living on less than 1 US dollar
Halve between 1990 and 2015 the proportion of day
Eradicate Extreme people whose income is less than 1 US dollar a day
Poverty and Hunger Target 2 A Prevalence of underweight in children under 5 years
Halvebetween 1990 and 2015 the proportion of A Proportion of population below minimum level of
people who suffer from hunger dietary energy consumption
Goal 2 Target 3 A Net enrolment ratio in primary education
Achieve Universal Ensure that, by 2015, children everywhere, boys an{ A Proportion of pupils starting grade 1 who reach grad
Primary education girls alike, will be able to complete a full course of 5
primary schooling A Literacy rate of 124-yearolds
Goal 3 Target 4 A Ratio of girls to boys in primary, secondary and
Eliminate gender disparity in primary and secondary tertiary education.
Promote gender equity | education preferably by 2005 and in all levels of A Ratio of literate females to males among 15 to 24 yd
and empower women education no later than 2015 olds.
A Share of women in wage employment in the ron
agricultural sector
A Proportion of seats held by women in national
parliament
Goal 4 Target 5 A Under 5 mortality rate
Reduce by twehirds, between1990 and 2015 the A Infant mortality rate
Reduce child mortality under 5 mortality rate A Proportion of 1 year old children immunized against

measles

Goal 5
Improve Maternal Health

Target 6
5A: Reduce by three quarters, between 1990 4
2015, the maternainortality ratio

5B: Achieve by 2015, universal access to reproducti
health

Maternal mortality ratio
Proportion of births attended by skilled health personnel

Contraceptive prevalence rate
Adolescent birth rate
Antenatal coverage

Unmet need for famyl planning

Goal 6 Target 7 A HIV prevalence among 2% years old pregnant
Combat HIV/AIDS, Have halted by 2015 and begun to reverse the spre women
Malaria and other diseas¢ of HIV/AIDS A Contraceptive Prevalence rate
A Number of children orphaned dyIV/AIDS

Target 8 A

Have halted by 2015, and begun to reverse the

incidence of malaria and other major diseases
Goal 7 Target 9 A Proportion of land area covered resources
Ensure environmental Integrate the principles afustainable development | A Land areas protected to maintain biological diversity
sustainability into country policies and programmes and reverse tf A CDP per unit of energy use (as proxy for energy

loss of environmental resources efficiency)
Water and sanitation Target 10 A Proportion of population with sustainable access to
Improving the lives of Halve, by 2015, the proportion of people without improved water source
slum dwellers sustainable access to safe drinking water

Target 11 A Proportion of people with access to improved

Have achieved by 2020, significant improvement in sanitation

the lives of at least 100 Million slum dwellers A Proportion of people with access to secure tenure
Goal 8 Target 12 A Proportional of official bilateral HIPC debt cancelled
Develop Global Deal comprehensively with the debt problemis o A Debt service as a percentage of exports of goods ar
Partnership for developing countries through national and services
development international measures in order to make debt A Proportion of ODAvrovided as debt relief

sustainable in the long term A No of countries reaching HIPC decision points and

number that have reached their HIPC completion
points
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MAGNESIUM SULFATE MONITORING SHEET
THIS SHEET SHOULD BE USED ALONG WITH THE PARTOGRAPH

Name of thepatient Date
Provider in charge Clinic/Hospital name
HOUR| MgSO4 [ REFLEXES BLOOD URINE RESPIRATION Convulsions OTHER OBSERVATIONS | Initials
DOSE | Present/Absent | PRESSURE| OUTPUT If <16/min YES/NO DRUGS
If absent DO If <30ml/hr DO NOT GIVE
NOT GIVE DO NOT GIVH MgSO4,
MgS04, MgS04, CONSULT
CONSULT CONSULT
0
4
8
12
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Annex Minimum packageof MNH services at different levels

Level 1

Level 2

Level 3

Level 4,5 and 6

Promotion of healthy
behaviours including:
e  Male involvement
e  Early antenatal

attendance

. Individual Birth
Plan

e  Skilled Birth
Attendance

. Nutritional care

e  Early postpartum
and newborn care

e Immunisation

e  Early initiation
and exclusive
breastfeeding

e  Malaria
prevention

. PMTCT

e FP services

e Hygiene

e  Birth and death
notification

e  Mother & Child
Health Booklet

Recognition of danger
signs for mother and
baby that require
referral

Establishment of
communitybased
referral system for
emergencies

Establishment of
community based FP
distribution network

Level 2 services by
trained and recogizied
community midwives

Establishment of
maternal and newborn
death reviews

Establishment of
Communitybased
Health Information
System

All level 1 services plus
Focused Antenatal Care (FANC)

BP, weight, physical exam, urinalysis
Counsel on danger sig and
emergency preparedness
Individual Birth Plan

TT immunization

MIP (IPT, ITN)

Iron/folic supplement

De-worming

Syphilis screening

PMTCT

TB screening (clinical)
Identification of complications and
management and/or appropriate
referral

Normal labourand delivery

Use of partograph

SVvD

AMTSL

Identification of complications and
management and/or appropriate
referral

PMTCT

Essential Newborn Care (ENC)

Keeping the baby warm including
Kangaroo Mother Care

Early initiation of breastfeeding
Newborn resuscétion

Counsel mother and family on danger
signs of the newborn
Immunisation

Identification of danger signs and
management and/or appropriate
referral

PMTCT

Targeted Postpartum Care (PPC)

Provide 3 PPC services (within248
hrs, 1- 2 wks, 4 6 wks)

Vitamin A supplement

Advice on danger signs, emergency
preparedness and follow up
Identification of complications in
mother and newborn, and
management and/or appropriate
referral

PMTCT

Family Planning (FP)

Lactation Amenorrhea Method (LAM)
Injectables

Hormonal Pills

Condoms (male and female)

Natural methods

Emergency Contraception (EC)

Record keeping (HMIS)

Antenatal register, Delivery register
Postnatal register, FP register, ASRH
lyouth centre register

Immunisation register

All level 2 services plus
Focused Antenatal Care (FAN
e  Full antenatal profile

e  Sputum for AAFB

Basic Essential Obstetric Care

(BEOC)

e  Parenteral oxytocics to
augment labour or
management of PPH

e Parenteral antibiotics to
treat puerperal and
newborn infections

e Parenteral
anticonvulsants (MgS£p
to manage (pre)
eclampsia

e  Manual removal of
placenta

e  Manual Vacuum
Aspiration for incomplete
abortion

e Assisted vaginal delivery
(vacuum extraction)

e  Newborn resuscitation

Essential Newborn Care (ENC
e  Oxygen therapy

FamilyPlanning
e Implants
e |UCD

Record keeping
e  Admission register
e MVA register

All level 3 services plus
Focused Antenatal Care
(FANC)

e  CD4 count

¢  Rhesus incompatibility
e Ultrasound

Comprehensive Essential

Obstetric Care (CEOC)

e 6 BEOC signal functiong

e  Blood transfusion

e  Surgical procedures (e.g
C/section, Laparatomy
for Ectopic pregnancy of
ruptured uterus,
destructive vaginal
operation, D&C)

Essential Newborn Care (EN

¢  Management of
severely ill newborns

¢ Management of low
birth weights /
prematurity

e  Management of
congenital anomalies

e  Phototherapy and
exchange transfusion

Family Planning
e  Sterilization (BTL and
vasectomy)

Record keeping
e  Theatre register
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