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NORMAL LABOUR AND DELIVERY




	
	Total Module Time:	165 minutes (2 hours 45 minutes) without Fact Sheet Teachback or 405 minutes (6 hours 45 minutes) with Fact Sheet Teachback



[bookmark: _Toc343345540]Learning Objectives
	
	After completing this module, participants will be able to:
To describe the role of the healthcare provider at each stage of normal labour and delivery.
Discuss the management of labour and delivery in HIV-infected women and women whose HIV status is unknown.



Module Content

Session 1: Care during Labour and Delivery
Session 2: Care of Women with HIV and of Unknown HIV Status during Labour and Delivery


Session 1: Care during Labour and Delivery



	
	Total Session Time:	105 minutes (1 hour, 45 minutes)



Learning Objectives
	
	After completing this session, participants will be able to:
To describe the role of the healthcare provider at each stage of normal labour and delivery.




[bookmark: _Toc343345401]Labour and delivery: care objectives and required skills

“Normal labour” is defined as labour that is progressing normally.  

The objectives of care during labour and delivery are to: 
Protect the life of the mother and the newborn.
Monitor normal labour.
Detect and treat complications in time.
Support; meet the needs of the woman, her partner and family during labour and delivery.

In the labour and delivery setting, a qualified healthcare provider has the knowledge and skills to:
Manage labour, delivery and the postpartum period.
Recognise complications.
Diagnose, manage or refer the woman or the newborn for care at a higher level in case of complications requiring intervention beyond the skills of the health institution.
Perform all basic obstetric interventions.
[bookmark: _Toc343345402][bookmark: _Toc233524331]
Safer delivery practices

	Standard Precautions

	Standard Precautions, which reduce the risk of transmission of blood-borne pathogens from the client to the healthcare provider, are used when caring for all clients, regardless of diagnosis or presumed HIV infection status.  Because of risk of contact with blood, use of Standard Precautions is particularly important during delivery.


Labour and delivery practices follow standard obstetric procedures, regardless of HIV status.  Safe obstetric practices include Standard Precautions: wearing protective gear, using and disposing of sharp objects safely, sterilising equipment and safely disposing of contaminated materials. For additional information on Standard Precautions, see “Module 19:  Safety and Supportive Care in the Work Environment”.




[bookmark: _Toc233524332]Interventions to reduce MTCT include the following:
	Infection during labour or delivery

	Approximately 50% of HIV-positive babies were infected at the time of labour and delivery.  Assuming most women arrive to the labour ward at least 4 hours before delivery, there is typically sufficient time to implement safe obstetric practices and provide the necessary antiretroviral drugs—key interventions to further reduce the chance of mother-to-child transmission of HIV.  ARV drugs for women with HIV in labour are discussed in Session 2 of this module.


Use safe obstetric practices for all deliveries.  Additional precautions for clients who are HIV-positive are as follows:
Consider inducing labour if membranes have been ruptured for more than 4 hours.  Prolonged rupture of membranes—more than 4 hours before delivery—in an HIV-infected woman is associated with an increased risk of HIV transmission to the baby, especially in women with advanced HIV disease. 
Use a partograph to monitor the progress of labour (discussed later in this session)
Avoid prolonged exposure of the baby to the woman’s blood and cervico-vaginal secretions.  
Avoid unnecessary trauma during delivery (for example, use of foetal scalp puncture/electrode) as any damage to the baby’s skin and the scalp can act as an entry point for HIV infection.  
Do not suction unless infant does not breathe spontaneously within 30 seconds of birth, in which case, suctioning of infant’s nose and mouth should be gentle to avoid trauma to the baby. 
Avoid invasive procedures such as amniocentesis, external cephalic version, and routine episiotomies, unless strictly indicated. 
When assisted vaginal delivery is indicated, use less traumatising suction cups (silicon rather than metallic) on vacuum extractors.
Use safe transfusion practices and minimise the use of blood transfusions. 
Minimise the risk of postpartum haemorrhage by actively managing the 3rd stage of labour as described later in this session.

Being ready for delivery and complications

The woman and her family
During labour, the woman and her family should be able to:
Recognise the danger signs.
Plan the management of complications, (save money or have access to funds, arrange for transportation).
Plan the itinerary.
Choose the place of delivery.
Follow the instructions for her care.

The healthcare provider
During labour, the healthcare provider should be ready to:
Make early diagnosis of problems and complications and manage them appropriately and on time.
Obtain blood.
Arrange for care at a higher level, if necessary.
Recognise and respond to danger signs.

[bookmark: _Toc343345403]Foetal and maternal assessment and monitoring during normal labour

Rapid assessment
On admission, rapidly assess the general conditions of the woman, including vital signs (pulse, blood pressure, respiration, temperature) and the condition of the fœtus (foetal heart rate and pattern).  Then assess regularly:
The condition of the mother (pulse, blood pressure, respiration, temperature, uterine contractions, cervical dilatation, possible bleeding)
Fœtal condition

During labour, the healthcare provider must:
Listen to the foetal heart rate during uterine diastole and immediately after a contraction.
Count the fœtal heart beats for a full minute, at least every 30 minutes during the active phase of the first stage and every 5 minutes during the second stage of labour.
· Normal fœtal heart rate ranges between 120 and 160 beats/minute.  
· If fœtal heart rate is below 100 beats/min or more than 180 beats/min, suspect foetal distress.

Note colour of amniotic fluid 
If the membranes have ruptured, note the colour of the draining amniotic fluid:
The presence of thick meconium indicates the need for close monitoring and possible intervention for management of the fœtal distress.
The absence of fluid draining after rupture of membranes is an indication of oligohydramnios, which may be associated with fœtal distress.

[bookmark: _Toc343345404]Supportive care during labour and childbirth

Healthcare staff are responsible for:
Encouraging the mother to have personal support from a person of her choice throughout the period of labour and birth.
Ensuring that the relationship with the staff is good.  The healthcare provider is expected to provide adequate support to the woman and communicate with her any information relevant to her condition.  
Ensuring the privacy and confidentiality of documents and interviews.
Maintaining cleanliness of the woman and her environment:
· Encourage her to wash herself at the beginning of labour
· Wash/clean the vulva and perineal areas before each examination
· Practise standard precautions at all times, including washing of hands with soap before and after each examination and immediately after cleaning up spills
Ensuring her mobility:
· Encourage her to move around freely
· Support the woman’s choice of position for birth (see Figure 1, below)
Encouraging her to empty her bladder regularly.
Encouraging her to drink and eat semi-liquid meals as she wishes. Nutritious liquid drinks are important, even in late labour.
Teaching her breathing techniques for labour and delivery.
Discouraging her from pushing before full dilatation.

Note: Do not routinely give an enema to women in labour.  

Figure 1:  Positions that a woman may adopt during labour


Other positions: Walking, squatting, sitting, lying down, etc.
[bookmark: _Toc343345405]
Diagnosis of labour

The diagnosis of labour includes:
Diagnosis and confirmation of labour (see next section)
Diagnosis of stage and phase of labour (see Table 1)
Assessment of engagement and descent of the fœtus 
Identification of the presentation and position of the fœtus 

All of which are described further in the content below. 

An incorrect diagnosis of labour can lead to unnecessary anxiety and interventions.

[bookmark: _Toc343345406]Diagnosis and confirmation of labour
Labour can be suspected or anticipated if the woman has:
Intermittent abdominal pain after 28 weeks of gestation
Pain often associated with blood-stained mucous discharge (expulsion of mucous plug)
Watery vaginal discharge or sudden gush of water which is often a sign of the foetal membranes having ruptured.

Confirm the onset of labour if there is:
Cervical effacement: the progressive shortening and thinning of the cervix; and
Cervical dilatation: the increase in the diameter of the cervical opening measured in centimetres (see Figure 2 and Table 1).

Figure 2: Cervical effacement and dilatation
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	B 
	C 
	D 
	E 

	Cervix not effaced
Length = 4cm
	Cervix partly effaced
Length =2cm
	Cervix fully effaced
	Cervix
dilated
3cm
	Cervix
dilated
8cm

	
	
	
	
	




Table 1:  Diagnosis of stage and phase of labour
	Symptoms and signs
	Stage
	Phase

	Cervix not dilated
	False labour
	

	Cervix dilated less than 4cm
	First stage
	Latent phase

	Cervix dilated 4–9cm
Rate of dilation typically 1cm/h at least
Fœtal descent begins
	First stage
	Active phase

	Cervix fully dilated (10cm)
Fœtal descent continues
Strong urge to push
	Second stage of labour
	Expulsion phase

	From expulsion of the foetus  to the evacuation of the placenta
	Third stage of labour
	Delivery


[bookmark: _Toc343345407]
Descent
Abdominal palpation
By abdominal palpation, assess descent of the head in terms of fifths of foetal head papable above the symphysis pubis.
When the head is completely above the symphysis pubis, it is 5-fifths (5/5) palpable.
When the head is completely below the symphysis pubis, it is zero-fifths (0/5) palpable.

Figure 3: Abdominal palpation to assess the descent of the foetal head
	(A)
The head is mobile above the symphysis pubis,
5-fifths palpable
	(B)
The head accommodates full width of 5 fingers above the symphysis pubis

	
	

	(C)
Head is 2-fifths above the
symphysis pubis
	(D)
The head accommodates 2 fingers above the symphysis pubis

	
	



Vaginal examination
If necessary, a vaginal examination may be used to assess the descent by relating the level of the fœtal presenting part to the ischial spines of the maternal pelvis.

Note: When there is a significant degree of caput or moulding of the head, assessment by abdominal palpation using fifths of head palpable is more useful than assessment by vaginal examination.

Figure 4: Assessing the descent of the fœtal head by vaginal examination

0 station is at the level of the ischial spine

Presentation and position
The most common presentation is the vertex of the fœtal head. Consider any presentation other than the vertex as malpresentation.
Use landmarks of the fœtal skull to determine the position of the fœtal head in relation to the maternal pelvis.
For the vertex presentation, it is the small fontanelle (posterior fontanelle or bregma), which is the benchmark for determining the position of the fœtal head in the maternal pelvis.

[bookmark: _Toc343345408]Assessment of progress of labour

	
	Trainer Instructions
Slides 35–41
	
	Section Time
10 minutes

	Step 14:
	Ask participants:
Once labour is diagnosed, how do you assess progress?

Fill in using the content below.  Mention the importance of plotting progress on the partograph, which we will discuss in more detail shortly.


	Step 15:
	Vaginal examinations:  Ask participants:
How often is a vaginal examination conducted during the latent phase?
How about during the active phase of the first stage of labour?

Discuss recording of information after each vaginal exam. 


	Step 16:
	Partograph: Show the slide of the partograph and point out the information that is recorded on the partograph using the content below. 




Once labour is diagnosed, its progress can be assessed by:
Measuring changes in effacement and dilation of the cervix during the latent phase.
Measuring the rate of cervical dilation and fœtal head descent during the active phase.
Assessing further foetal descent during the second stage.

NB: It is important to plot the first stage of labour on a partograph once the woman enters the active phase of labour (4cm).

Vaginal examinations
It is important to carry out vaginal examination every 4 hours during the latent phase and every 2 hours in the active phase of the first stage of labour and to space out examinations after the rupture of membranes.
Plot the findings on a partograph.
At each vaginal examination, record the following information:
· Colour of amniotic fluid
· Dilation of the cervix
· Descent (can also be assessed abdominally)

Use of the partograph
The WHO partograph has been modified to make it easier to use. Now, plotting on the partograph only begins in the active phase, once the cervix reaches 4 cm dilation, see Figure 5, below.  Record the following on the partograph:
Information about the woman: Fill out name, gravida, parity, hospital number, date and time of admission and time of ruptured membranes.
Foetal heart rate: Record every half hour.
Amniotic fluid (AF):  Colour of the AF at every vaginal examination, also record:
· I: Membranes are intact
· C: Membranes are ruptured and the amniotic fluid is clear 
· M: Meconium-stained fluid 
· S: Blood-stained fluid
Moulding of the head:  Note:
· 1 if sutures are apposed
· 2 if sutures are overlapped but reducible
· 3 if sutures are overlapped but not reducible
Cervical dilation: Assess at every vaginal examination and mark with a cross (X), begin plotting on the partograph at 4 cm.
Alert Line: A line starts at 4 cm cervical dilation to the point of expected full at the rate of I cm per hour.
Action line: parallel to the alert line and 4 hours to the right.
Descent assessed by abdominal palpation: Refers to the part of the head (divided into 5 parts) palpable above the symphysis pubis; record as a circle (O) at every vaginal examination; at 0/5, the sinciput (S) is at the level of symphysis pubis.

Figure 5:  WHO modified partograph


Figure 6: Descent assessed by abdominal palpation
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Number of hours: Refers to the time elapsed since the onset of the active phase of labour (observed or extrapolated).
Time: Record actual time.
Number of contractions: Chart after every half hour, palpate the number of contractions in 10 minutes and record their duration (in seconds):

Figure 7:Charting duration of contraction on partograph
	
	Less than 20 seconds

	
	Between 20 and 40 seconds

	
	More than 40 seconds



Oxytocin: Record the amount of oxytocin per volume IV fluids in drops per minute every 30 minutes when used.
Drugs given: Record any additional drugs given.
Pulse: Record every 30 minutes and mark with a dot (●).
Blood pressure: Record every 1–2 hours and mark with arrows.
Temperature: Record every 2 hours.
Urine: proteins, acetone and volume: Record on admission of the woman in labour and each time urine is passed.


	Exercise 1: Using a partograph, case study in large group

	Purpose
	Practise using a partograph for a woman in normal labour.

	Activities 
	Note: participants should stay in the LARGE group for this exercise!
The trainer or a volunteer will read the case study (which also appears below), stopping after each part to give participants opportunity to fill in their partographs (Figure 5).

	Part 1: 5AM
A primigravida was admitted in the latent phase of labour:
The foetal head 4/5 palpable
Cervix dilated 4cm
Woman had 3 contractions in 10 minutes, each contraction lasting 20 seconds
Normal maternal and foetal condition



	Part 2: 9AM
The fœtal head was 3/5 palpable
Cervix dilated 5cm
The woman had 4 contractions in 10 minutes, each lasting 40 seconds
Cervical dilation progressed at a rate of 1cm per hour




	Part 3: At 2 PM
The fœtal head was 0/5 palpable
The cervix was fully dilated
The woman had 5 contractions in 10 minutes each lasting 40 seconds
Spontaneous vaginal delivery occurred at 2:30 PM






[bookmark: _Toc343345410]
Progress of first stage of labour

The following findings are suggestive of a satisfactory progress in the first stage of labour:
· Regular contractions of progressively increasing frequency and duration
· Rate of cervical dilation at least 1cm per hour during the active phase of labour (cervical dilation on or to the left of the alert line)
· Cervix well applied to the presenting part
The following findings are suggestive of unsatisfactory progress in the first stage of labour:
· Irregular and infrequent contractions after the latent phase, or
· Rate of cervical dilation slower than 1cm per hour during the active phase of labour (cervical dilation to the right of the alert line), or
· Cervix poorly applied to the present part

[bookmark: _Toc343345411]Progress of second stage of labour

The following findings are suggestive of a satisfactory progress in the second stage of labour:
Steady descent of the fœtus through birth canal.
Onset of expulsion phase (pushing efforts).

The following findings are suggestive of unsatisfactory progress in the second stage of labour:
Lack of descent of the  fœtus through the birth canal.
Failure of expulsion.

[bookmark: _Toc343345412]Progress of foetal condition
The normal fœtal heart rate is between 120 and 160 beats/min.
If there are fœtal heart rate abnormalities (less than 100 beats/min or more than 180 beats/min), suspect foetal distress.
Positions or presentations in labour other than occiput anterior with a well-flexed vertex are considered malpositions or malpresentations.
If unsatisfactory progress of labour or prolonged labour is suspected, manage the cause of slow progress.

[bookmark: _Toc343345413]Progress of maternal condition
Evaluate the woman for signs of distress:
If the woman’s pulse is increasing, she may be dehydrated or in pain or has hyperthermia. Ensure adequate hydration via oral or IV routes and provide adequate analgesia.
If the woman’s blood pressure decreases, suspect haemorrhage.
If acetone is present in the woman’s urine, suspect poor nutrition and give dextrose IV (glucose solution at 10%).

[bookmark: _Toc343345414]Normal delivery

Supportive care during labour is the best way to help the woman tolerate labour pains.
Once the cervix is fully dilated and she is in the expulsive phase of the second stage, encourage the woman to assume the position she prefers and encourage her to push.

Episiotomy should be considered only in the following cases:
Complicated vaginal delivery (breech, shoulder dystocia, forceps or vacuum extraction)
Scarring from female genital mutilation or poorly healed third or 4th degree tears

[bookmark: _Toc343345415]Delivery of the head
Ask the woman to "pant" or give only small pushes with contractions as the baby’s head is delivered.
To control birth of the head, place the fingers of  one hand against the baby’s head to keep it flexed (bent).
Continue to gently support the perineum as baby’s head is delivered.
Once the baby’s head delivers, ask the woman not to push.
Suction the baby’s mouth and nose if necessary.
Feel around the baby’s neck for the umbilical cord; put your hand around his neck to look for the possible presence of the umbilical cord:
· If the cord is around the neck but is loose, slip it over the baby’s head.
· If the cord is tight around the neck, doubly clamp and cut it before unwinding it from around the neck.

[bookmark: _Toc343345416]Completion of delivery
Allow the baby’s head to turn spontaneously.
After the head turns, place a hand on each side of the baby’s head and tell the mother to push gently with the next contraction.
Reduce tears by delivering one shoulder at a time. Move the baby’s head posteriorly to deliver the shoulder that is anterior.
Lift the baby’s head anteriorly to deliver the shoulder that is posterior.
Support the rest of the baby’s body with one hand as it slides out.
Place the baby on the mother’s abdomen. Thoroughly dry the baby, wipe the eyes and assess the baby’s breathing.
· If the baby cries or breathes (chest rises at least 30 times per minutes), leave him with his mother.
· If baby does not start breathing within 30 seconds, SHOUT FOR HELP and take steps to resuscitate the baby.
Clamp the umbilical cord and cut it without drawing it.
Ensure that the baby is kept warm and dry in a blanket and ensure the head is covered to prevent heat loss.
If the mother is not well, ask an assistant to care for the baby.
Palpate the abdomen to rule out the presence of an additional baby(ies) and proceed with the active management of the third stage of labour.

[bookmark: _Toc343345417]Active management of the third stage of labour (AMTSL)

Active management of the third stage (AMTSL) helps prevent postpartum haemorrhage. AMTSL includes:
Administering immediate oxytocin to the woman after delivery
Controlled umbilical cord traction and
Uterine massage

Administration of oxytocin
Within one minute after delivery, palpate the abdomen of the mother to rule out the presence of additional baby(ies) and
Give oxytocin 10 units IM.
Oxytocin is preferred because it is effective 2 to 3 minutes after injection, has minimal side effects and can be used in all women. Make sure oxytocin is readily available in health institutions.
If oxytocin is not available, give ergometrine 0.2 mg IM or prostaglandins. Do not give ergometrine to women with pre-eclampsia, eclampsia or high blood pressure because it increases the risk of convulsions and cerebrovascular accidents.

Controlled umbilical cord traction
Clamp the cord close to the perineum using sponge forceps. Hold the clamped cord and the end of forceps with one hand.
Place the other hand just above the woman’s pubic bone and stabilise the uterus by applying counter traction during controlled cord traction. This helps prevent inversion of the uterus.
Keep slight tension on the cord and await a strong uterine contraction (2–3 minutes).
When the uterus becomes rounded or the cord lengthens, very gently pull downward on the cord to deliver the placenta. Do not wait for a gush of blood before applying traction on the cord. Continue to apply counter traction to the uterus with the other hand.
If the placenta does not descend during 30–40 seconds of controlled cord traction (i.e. there are no signs of placental separation), do not continue to pull on the cord:
· Gently hold the cord and wait until the uterus is well contracted again
· With the next contraction, repeat controlled cord traction with counter traction
As the placenta delivers, the thin membranes can tear off:
· Hold the placenta in 2 hands and gently turn it until the membranes are twisted
· Slowly pull to complete the delivery
If the membranes tear, gently examine the upper vagina and cervix wearing high-level disinfected gloves and use a sponge forceps to remove any pieces of membrane that are present.
Look carefully at the placenta to be sure none of it is missing.
If a portion of the maternal surface is missing or there are torn membranes with vessels, suspect retained placental fragments.
If uterine inversion occurs, reposition the uterus.
If the cord is pulled off, manual removal of the placenta may be necessary.

Uterine massage
After the expulsion of the placenta, immediately massage the fundus of the uterus through the woman’s abdomen until the uterus is contracted.
Repeat uterine massage every 15 minutes for the first 2 hours (teach the woman how to do it).
Ensure that the uterus does not become relaxed (soft uterus) when uterine massage is stopped.

Examination for tears
Examine the woman carefully and repair any tears to the cervix or vagina or repair episiotomy.
[bookmark: _Toc343345418]

	Exercise 2: Role of healthcare provider in labour and delivery, small group work

	Purpose
	Review the role of the healthcare provider in the labour ward

	Activities 
	Participants will break into small groups of 3 to 4 people per group.  In their small groups they will have about 15 minutes to discuss the case study and fill in their flipchart paper as directed below.  Participants should be prepared to report to the large group.

	Case study
Jackie, who is 25 years old and 40 weeks gestation with her 2nd pregnancy, arrives at the labour ward at midnight.  She is accompanied by her mother. Upon examination you determine that she is 4 cm dilated.  Contractions are becoming more regular: 45–60 seconds long and 3–5 minutes apart. Her antenatal card indicates that her pregnancy was healthy, there were no problems or abnormalities noted. You are assigned to assist her; her labour progresses normally.

Divide flipchart paper into 3 columns: 
In the first column, write down what you expect will happen to Jackie during the normal course of labour.
In the second column, record what you will do, as the healthcare provider, to ensure she has excellent care.
In the third column record what you will do to support her emotionally at each phase.



 











[bookmark: _Toc343692288]References: WHO, United Nations Population Fund, UNICEF, The World Bank. 2003. Managing Complications in Pregnancy and Childbirth (MCPC)—A Guide for Midwives and Doctors.  Available at: http://www.who.int/maternal_child_adolescent/documents/9241545879/en/index.html
And http://whqlibdoc.who.int/publications/2007/9241545879_eng.pdf



Session 2: CAre of Women with HIV and of Unknown Status During Labour and Delivery



	
	Total Session Time:	50 minutes



Learning Objectives
	
	After completing this session, participants will be able to:
[bookmark: OLE_LINK5][bookmark: OLE_LINK6]Discuss the management of labour and delivery in HIV-infected women and women whose HIV status is unknown.



ARVs during labour and delivery
[bookmark: _Toc233524334]
Women on ARV therapy
Women who are on ARV therapy during their pregnancy should continue the same drugs, dose and schedule pregnancy, labour and delivery and post-partum. See “Module 4: Antenatal Care” for more information. 
Women on ARV therapy do not receive single dose nevirapine (sdNVP) during labour or delivery.  

Facilities not yet able to provide Option B+ 
For information about women on ARV prophylaxis at facilities that have not yet scaled up Option B+ (and are still using Option A from the WHO 2010 guidelines), please see “Appendix 4: Option A from the WHO 2010 Guidelines” in Module 4.  Note, Option A for PMTCT as per the WHO 2010 guidelines is no longer recommended by WHO[footnoteRef:2]; it is currently being replaced by “Option B+”.   [2:  	WHO. 2013. Consolidated Guidelines on the use of Antiretroviral Drugs for Treating and Preventing HIV Infection, Recommendations for a Public Health Approach. Pages 101-103. Available at: http://www.who.int/hiv/pub/guidelines/arv2013/en/] 


[bookmark: _Toc233524339]Considerations regarding mode of delivery

Caesarean section, when conducted before the onset of labour or prior to rupture of membranes, has been associated with reduced MTCT.  In settings with the capacity to do so, elective caesarean section has been shown to reduce MTCT when the maternal viral load is greater than 1000 copies/ml. However, given the risks associated with caesarean section, it is only available if medically indicated for the health of the mother or her baby (for example, placenta praevia, abnormal foetal position, etc.).  
[bookmark: _Toc343692289]
Women with unknown HIV status

Counselling and rapid HIV testing should be routinely offered to women who arrive in labour and delivery settings who have:
	Women testing HIV-positive during labour should be started on ARV therapy immediately.  The regimen for woman testing late in pregnancy, during labour, or postpartum is the same as that provided during antenatal care:

TDF 300 mg + 3TC 300 mg + EFV 600 mg combination tablet once daily or
TDF 300 mg + FTC 200 mg + EFV 600 mg combination tablet once daily

Infants of women initiated on ARV therapy within 4 weeks of delivery (including women initiated on ARV therapy during labour) should be provided with 12 weeks of ARV prophylaxis (rather than 6 weeks).


Declined HIV testing during antenatal care
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]No documentation of HIV testing or result in their obstetric record
No documentation of HIV re-testing at 32–36 weeks in their obstetric records
No history of antenatal care attendance (non bookers)

Pre-test session during labour 
The maternity ward presents unique challenges for the healthcare provider and the woman.  The maternity setting is typically busy and has very little privacy; women are often anxious and in pain. The aim of this section is to give guidance to healthcare providers to assist women of unknown HIV status to make decisions about PMTCT interventions including ARVs. 

The healthcare provider should make the woman as comfortable as possible and provide pre-test information in as confidential a manner as the situation permits. The following are some common scenarios for women of unknown HIV status arriving in labour:

Woman presents in early labour: This woman is provided pre-test information and rapid HIV testing. Healthcare providers should provide the HIV test results as soon as they are available (whether positive or negative). If the woman is HIV-positive, offer emotional support and ARV therapy (see Table 2).  If the healthcare provider is not able to discuss some of the post-test counselling session during labour, it is important to continue the discussion as soon as possible after birth, when the woman can better consider the information and ask questions, including those about infant feeding options. 

Woman presents late in labour with insufficient time for the pre-test session: If the woman cannot be given pre-test information and tested during labour, the pre-test session, rapid HIV testing and post-test counselling should be conducted after delivery. Even if results are received after delivery, both mother and infant can be initiated on ARVs: the infant on ARV prophylaxis and mother on lifelong ARV therapy.  The sooner ARVs are initiated, the better.  

A suggested script for the pre-test session in the labour and delivery setting can be found in Appendix A.

Offering the pre-test session during labour and delivery
The following is guidance on conducting the pre-test session, including practical tips to help protect confidentiality in a busy Maternity Ward.
Before beginning the pre-test session, ensure that the woman is between contractions and comfortable. Agree on a signal that she can use to indicate when a contraction begins and when it ends; wait until the contraction is over before resuming the session. 
If there is no record that the client had an HIV test during this pregnancy, inform her that she will receive information about HIV testing. 
· Ask her whom, if anyone, she would like present for the session. 
· Conduct the pre-test session. 
· Ask whom she would like to be present when she receives the test result. 
Speak in soft tones, but make sure she can hear.
Use a temporary screen or curtain around the bed for privacy, if available.
The session can be conducted in a corridor, waiting area, or any other quiet place where some privacy is possible.

Post-test counselling
It is important that all women tested during labour or after delivery are provided the full post-test session, even if part or all of that session takes place after delivery (objectives for the post-test session can be found in “Module 17: Introduction to HIV and HIV Testing & Counselling”).  Post-test counselling should be offered regardless of test result and as soon as possible to enable the mother to take advantage of PMTCT intervention in a timely manner.

Given that she is likely to be breastfeeding, she is eligible for ARV therapy regardless of clinical or immunological status.  Ensure she is provided or referred for HIV-related care and treatment immediately so that she can be initiated on ARV therapy in a timely manner.


	Exercise 3:  Labour, delivery and postpartum case study, Small group work

	Purpose
	To review national PMTCT guidelines with a focus on labour and delivery.  
To discuss ARVs during labour and delivery.

	Activities 
	Participants will break into small groups of 3 to 4 people per group.  In their small groups they will have about 15 minutes to discuss the questions that follow their assigned case study (which appears below).  Participants should take notes on flipchart paper and be prepared to report to the large group. 



Exercise 3:  Labour, delivery and postpartum case study, Large group exercise 
Case study 1: Thato
Thato arrives at the labour and delivery ward at 39 weeks. She hands you her antenatal card, which indicates that she was tested during pregnancy and is infected with HIV. A primagravida, her chart states that she was started on AZT at 28 weeks of gestation but never returned to antenatal care.  Her membranes ruptured 4 hours ago and her contractions are now less than 3 minutes apart. When you examine her, you find that her cervix is 5 centimetres dilated and labour is progressing well. 
After providing general support during labour, what is your first priority?
What is your second priority?
Describe safer obstetric procedures for an HIV-infected woman.

Case study 2: Rita
Rita, a primagravida aged 18 years comes to your district hospital complaining of lower abdominal pains. She received no antenatal care and was never tested for HIV. At this time, her contractions are irregular. During your examination, you find that her cervix is not dilated. You determine that she is about 38 weeks of gestation. You provide pre-test information and take a blood sample for rapid HIV test. Twenty minutes later you are told that her result is HIV-positive.  You determine that she is clinical stage 2. 
What are the next steps to prevent MTCT?
After a thorough examination you send Rita home as she and the baby are healthy, her contractions eventually stop and do not re-start until she is 40 weeks’ gestation.  At that time she returns to your district hospital to give birth, so this is only the second time you are seeing her.  Given that you haven’t seen her since the 38 week visit, what activities above and beyond the usual protocol are you going to ensure are provided after delivery?
As you can’t always be present in the maternity ward, how will you ensure these post-delivery activities are conducted?

Case study 3: Janet
Janet is infected with HIV and has been on ARV therapy for over a year, her adherence has been excellent.  This is her first child and she has been in labour for over 14 hours.  She has been taking ARV therapy daily as prescribed.
After providing general support during labour, what is your first priority?
What is your second priority?
Describe safer obstetric procedures for an HIV-infected woman.

Module key points 

	Module 8 Key Points
Labour and delivery practices follow standard obstetric procedures, regardless of HIV status.  Safe obstetric practices include Standard Precautions.
On admission, rapidly assess the general conditions of the woman, including vital signs (pulse, blood pressure, respiration, temperature, uterine contractions, cervical dilatation, possible bleeding) and the condition of the fœtus (foetal heart rate and pattern).  
It is important that healthcare providers also ensure that they establish an excellent relationship with the mother in labour and provide personal support throughout.  
Once labour is diagnosed, its progress can be assessed by:
· Measuring changes in effacement and dilation of the cervix during the latent phase
· Measuring the rate of cervical dilation and fœtal head descent during the active phase
· Assessing further foetal descent during the second stage
Starting from when a woman in labour is 4cm dilated, record all key information about labour progress on the partograph.
In addition to the correct management of the first and second stages of labour, healthcare providers are also responsible for actively managing the third stage of labour (AMTSL).  AMTSL includes:
· Administering immediate oxytocin to the woman after delivery
· Controlled umbilical cord traction and
· Uterine massage
Women who are on ARV therapy during their pregnancy should continue the same drugs, dose and schedule during pregnancy, labour, delivery and post-partum.
Counselling and rapid HIV testing should be routinely offered to women who arrive in labour and delivery settings who have:
· Declined HIV testing during antenatal care
· No documentation of HIV testing or result in their obstetric record
· No documentation of HIV re-testing at 32–36 weeks in their obstetric records
· No history of antenatal care attendance
Women who test HIV-positive during labour or post-partum should be initiated on ARV therapy as soon as they are diagnosed with HIV, regardless of immunological or clinical status. 






[bookmark: _Ref243987336]Appendix A:  Model Script for Pre-test Session in Labour and Delivery

	Content of the pre-test session in labour and delivery

	Objective
	Possible script

	Introduce yourself
	Hello. My name is ______________. I am a ____________ (title) here.
I looked over your obstetric chart, and I saw that there is no HIV test result in it. 
We recommend that you have a rapid HIV test now. If you are HIV-positive, we can provide treatment for you and your baby that can reduce the chances of your baby being infected with HIV. 
Do you know what HIV infection is?
If NO: HIV is an infection that can lead to a serious illness called AIDS. Not everyone who has HIV looks or feels sick, but if you have HIV you can pass it to your baby.

	Explain MTCT
	A mother with HIV can pass HIV to her baby during pregnancy, labour and delivery, and breastfeeding. That is why we recommend that all pregnant women have an HIV test.

	Discuss importance of testing
	If the test shows that you have HIV, we will start you on ARV therapy immediately to lower the chance of passing HIV to your baby. After you give birth, the baby will receive ARV prophylaxis and we will provide or refer you to where you can get care and treatment services for you and your family.

	Explain testing process
	The HIV test will be done by finger prick.
HIV testing is private. This means that only healthcare providers who are caring for you will know your HIV test result. 

	Encourage her to consent to testing
	We recommend that you have a rapid HIV test now. If your test result is HIV-negative, you will be supported to remain HIV-negative.  If your result is positive, we can provide treatment for you and your baby that can reduce the chances of your baby being infected with HIV.



Alternative, short script for pre-test session in labour and delivery
	
I looked over your obstetric record, and I saw that there is no HIV test result in it.

We recommend that you have a rapid HIV test now. If your test result is HIV-negative, you will be supported to remain HIV-negative.  If your result is positive, we can provide treatment for you and your baby that can reduce the chances of your baby being infected with HIV. 



[bookmark: _Toc343692390]
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[bookmark: _Toc343692391]FACT SHEET 1:  MANUAL VACUUM ASPIRATION (MVA)

Re-examine the patient and review for indications for manual vacuum aspiration (MVA) inevitable abortion before 12 weeks, incomplete abortion, molar pregnancy or late postpartum haemorrhage due to retained placental fragments)
Review general care principles to be observed
Provide emotional support for the patient, encouraging her and give paracetamol 30 minutes before the procedure.  Rarely a paracervical block may be needed
Prepare the MVA syringe:
· Assemble the syringe
· Close the pinch valve
· Pull back on the plunger until the plunger arms lock (creating a vacuum)

Note: For molar pregnancy, when the uterine contents are likely to be copious, drain out the uterus rapidly.

Even if bleeding is slight, give oxytocin 10 units IM or ergometrine 0.2 mg IM before the procedure to make the myometrium firmer and reduce the risk of perforation.
Perform a bimanual pelvic examination to assess the size and position of the uterus and the condition of the fornices as well as cervical dilation.
Apply antiseptic solution to the vagina and cervix (especially the os). Iodine Polyvidone, chlorexidine.
Check the cervix for tears or protruding products of conception. If products of conception are present in the vagina or cervix, remove them using ring (or sponge) forceps.
Gently grasp the anterior lip of the cervix with a vulsellum or single-toothed tenaculum.

Figure 1:
[image: ]


Note: With incomplete abortion, a ring or sponge forceps is preferable as it is less likely than the tenaculum to tear the cervix with traction and does not require the use of lignocaine for placement.

If using a tenaculum to grasp the cervix, first inject 1 ml of 0.5% lignocaine solution into the anterior or posterior lip of the cervix which has been exposed by the speculum.
Dilatation is needed only in cases of missed abortion or when products of conception have remained in the uterus for several days:

Figure 2: Inserting the cannula
[image: ]

Slowly push the cannula into the uterine cavity until it touches the fundus, but not more than 10 cm. Measure the depth of the uterus by dots visible on the cannula and then withdraw the cannula slightly.
Attach the prepared MVA syringe to the cannula by holding the vulsellum (or tenaculum) and the end of the cannula in one hand and the syringe in the other.
Release the pinch valve(s) on the syringe to transfer the vacuum through the cannula to the uterine cavity.
Evacuate remaining contents by gently rotating the syringe from side to side and then moving the cannula gently and slowly back and forth within the uterine cavity.

Note: To avoid losing the vacuum, do not withdraw the cannula opening past the cervical os. If the vacuum is lost or if the syringe is more than half full, empty it and then re-establish the vacuum.

Note: Avoid grasping the syringe by the plunger arms while the vacuum is established and the cannula is in the uterus. If the plunger arms become unlocked, the plunger may accidentally slip back into the syringe, pushing material back into the uterus.


Figure 3: Evacuating the contents of the uterus
[image: ]

Check for signs of complete evacuation of the uterus:
· Apparition of red or pink foam but no more tissue is seen in the cannula
· A grating sensation is felt as the cannula passes over the surface of the evacuated uterus
· The uterus contracts around (grips) the cannula.
· Increased pain when the cavity is evacuated
Withdraw the cannula. Detach the syringe and place the cannula in decontamination solution.
With the valve open, empty the contents of the MVA syringe into a container by pushing on the plunger.

Note: Place the empty syringe on a high-level disinfected tray or container until you are certain the procedure is complete. 

Withdraw the vulsellum and speculum and perform a bimanual examination to check the size and firmness of the uterus.
Quickly inspect the tissue removed from the uterus:
· For quantity and presence of products of conception
· To assure complete evacuation
· To check for a molar pregnancy (rare)

If necessary, drain and rinse the tissue to remove excess blood clots, then place in a container of clean water, saline or weak acetic acid (vinegar) to examine. Tissue specimens may also be sent to the pathology laboratory, if indicated.

If no products of conception are seen:
· All of the products of conception may have been passed before the MVA was performed (complete abortion)
· The uterine cavity may appear to be empty but may not have been emptied completely. Repeat the evacuation
· The vaginal bleeding may not have been due to an incomplete abortion (e.g. withdrawal bleeding, as may be seen with hormonal contraceptives or uterine fibroids)
· The uterus may be abnormal (i.e. cannula may have been inserted in the non-pregnant side of a double uterus)

Note: Absence of products of conception in a woman with symptoms of pregnancy raises the strong possibility of ectopic pregnancy.

Gently insert a speculum into the vagina and examine for bleeding. If the uterus is still soft and not smaller or if there is persistent, brisk bleeding, repeat the evacuation.
It is not always easy to appreciate the immediate reduction in uterine volume after aspiration in early pregnancy.

[bookmark: _Toc343692392]Post-procedure care
Give paracetamol 500 mg by mouth to the patient as needed.
Encourage the woman to eat, drink and walk about as she wishes.
Offer other health services, if possible, including tetanus prophylaxis, counselling and provision of a family planning method.
Discharge uncomplicated cases in 1–2 hours.
Advise the woman to watch for symptoms and signs requiring immediate attention:
· Prolonged cramping (more than a few days)
· Prolonged bleeding (more than 2 weeks)
· Bleeding more than normal menstrual bleeding
· Severe or increased pain
· Fever, chills or malaise
· Vomiting



Fact Sheet 1:  Manual Vacuum Aspiration (MVA)
Fact Sheet 1:  Manual Vacuum Aspiration (MVA)
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[bookmark: _Toc343692393]FACT SHEET 2:  OXYTOCIN INFUSION

[bookmark: _Toc343692394]Indication: Hypokinesia
Rate of uterine contractions: <2/10 minutes
AND/OR
Duration of a uterine contraction: <40 seconds (in active phase)
AND/OR
Intensity: Weak

[bookmark: _Toc343692395]Contraindications
Unavailability of staff in charge of surgery
Unavailability of transportation means
Delay in transportation for more than one hour
Membranes unruptured (except HIV-positive woman)
Presentation other than vertex
Uterine scar
Grand multiparity ≥ 5
Uterus height> 35cm
Multiple pregnancy
Extreme prematurity ≤ 34 weeks
Size <1.50 m
Doubt on a cephalopelvic disproportion
Doubts about the quality of the pelvis 
High cephalic presentation 
The slightest doubt about a praevia obstacle 
Foetal heart beats variables or slowed down
History of forceps delivery
Good uterine contractions: having a correct rate for the labour phase, sufficient duration> 40 seconds and a moderate or high intensity
Do not use before dilatation of the cervix is 4 cm

[bookmark: _Toc343692396]Protocol
Add 5 U. I of oxytocin in 500 CC of 5% glucose

Flow rate 10 drops/mn
Increase flow rate by 5 drops every 30 minutes if there is no response, do not go above 60 drops/minute.




Replace with 5% glucose + or - salbutamol
C.U. good
Maintain flow rate 10 drops/mn
C.U. good
Maintain flow rate 15 drops/mn
Hyperkinesia
Stop oxytocin
After 30 mn

C.U. Insufficient
Flow rate 15 drops/mn
After 30 mn
Hyperkinesia
Resume flow 10 drops/mn

C.U. good
Maintain flow rate 15 drops/mn
C.U. Insufficient
Flow rate 20 drops/mn
After 30 mn
Hyperkinesia
Resume flow rate15 drops/mn

C.U. Insufficient
NEVER EXCEED 60 DROPS/MN
EVACUATION / REFERENCE
Judge effectiveness of infusion on:
· Progression
· Commitment
Observe at every moment of labour:
· Change in the amniotic fluid and/or
· A change in BDC
Stop oxytocin
REFERENCE / EVACUATION












































NB, refer if by the end of this infusion the woman has not given birth.
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[bookmark: _Toc343692397]FACT SHEET 3:  BREECH DELIVERY

Re-examine the patient and review the indications for breech delivery; ensure that all conditions for safe vaginal breech delivery are met.
Review general care principles and start an IV infusion.
· Provide emotional support and encouragement. If necessary, use a pudendal block
· Perform all manoeuvres gently without undue force
Fulfil all the necessary conditions for resuscitation of newborn.

Figure 4: Breech presentation
[image: ][image: ]

[bookmark: _Toc343692398]Delivery of the buttocks and legs
Once the cervix is fully dilated and the buttocks have entered the vagina tell the woman she can bear down with the contractions.
If the perineum is very tight, perform an episiotomy.
Let the buttocks deliver until the lower back and then the shoulder blades are seen.
Gently hold the buttocks in one hand, but do not pull.
If the legs do not deliver spontaneously, deliver one leg at a time.
Push behind the knee to bend the leg.
Grasp the ankle and deliver the foot and leg.
Repeat for the other leg.

Do not pull on the baby while the legs are being delivered.

Hold the baby by the hips, as shown in Figure 5.  Do not hold the baby by the flanks or abdomen as this may cause kidney or liver damage. 



Figure 5: Hold the baby by the hips, but do not pull
[image: ]

[bookmark: _Toc343692399]Delivery of the arms from the chest
[bookmark: _Toc343692400]Arms are felt on chest
Allow the arms to disengage spontaneously one by one. Only assist if necessary.
After spontaneous delivery of  the first arm, lift the buttocks towards the mother’s abdomen to enable the second arm to deliver spontaneously. If the arm does not spontaneously deliver, place one or 2 fingers in the elbow and bend the arm, bringing the hand down over the baby’s face.

[bookmark: _Toc343692401]Arms are stretched above the head or folded around the neck
Use the Lovset’s manoeuvre
Hold the baby by the hips and turn half a circle, keeping the back uppermost and applying downward traction at the same time, so that the arm that was posterior becomes anterior and can be delivered under the pubic arch.
Assist delivery of the arm by placing one or 2 fingers on the upper part of the arm. Draw the arm down over the chest as the elbow is flexed, with the hand sweeping over the face.
To deliver the second arm, turn the baby back half a circle, keeping the back uppermost and applying downward traction, and deliver the second arm in the same way under the pubic arch.



Figure 6: Lovset’s Manoeuvre
[image: ]

[bookmark: _Toc343692402]Baby’s body cannot be turned
If the baby’s body cannot be turned to deliver the arm that is anterior first, deliver the shoulder that is posterior (Figure 7): 
Hold and lift the baby up by the ankles.
Move the baby’s chest towards the woman’s inner leg. The shoulder that is posterior should deliver.
Deliver the arm and hand.
Lay the baby back down by the ankles. The shoulder that is anterior should now deliver.
Deliver the arm and hand.



Figure 7: Delivering of the posterior shoulder
[image: ]


[bookmark: _Toc343692403]Delivering the head
Deliver the head by the Mauriceau Smellie Veit manoeuvre as follows:
Place the first and third fingers of your left hand on the baby’s cheekbones and place the second finger in the baby’s mouth to pull the jaw down and flex the head.
Use the other hand to grasp the baby’s shoulders.
With 2 fingers of this hand, gently flex the baby’s head towards the chest, while applying downward pressure on the jaw to bring the baby’s head down until the hairline is visible.
Pull gently to deliver the head.

Note: Ask an assistant to push above the mother’s pubic bone as the head delivers. This helps to keep the baby’s head flexed.
Raise the baby, still astride the arm, until the mouth and nose are free.



Figure 8 : Mauriceau manoeuvre
[image: ]

[bookmark: _Toc343692404]Entrapped (stuck) Head
Catheterise the bladder.
Have an assistant available to hold the baby while applying Piper or long forceps.
Be sure the cervix is fully dilated.
Wrap the baby’s body in a cloth or towel and hold the baby up.
Place the left blade of the forceps.
Place the right blade and lock handles.
Use the forceps to flex the baby’s head and deliver the head.
If unable to use forceps, apply firm pressure above the mother’s pubic bone to flex the baby’s head and push it through the pelvis.

[bookmark: _Toc343692405]Footling breech (extended legs)
A footling breech baby (Figure 9), should usually be delivered by caesarean section

Figure 9: Single footling breech presentation, with one extended leg
[image: ]

Limit vaginal delivery of a footling breech baby to:
Advanced labour with fully dilated cervix.
Preterm baby that is not likely to survive after delivery.
Delivery of additional baby(s).

To deliver the baby vaginally with fully dilated cervix:
Grasp the baby’s ankles with one hand.
If only one foot presents, insert a hand (wearing high-level disinfected gloves) into the vagina and gently pull the other foot down.
Gently pull the baby downwards by the ankles.
Deliver the baby until the buttocks are seen.
Proceed with delivery of the arms.

[bookmark: _Toc343692406]Breech Extraction
Wearing high-level disinfected gloves, insert a hand into the uterus and grasp the baby’s foot.
Hold the foot and pull it out through the vagina.
Exert traction on the foot until the buttocks are seen.
Proceed with delivery of the arms.
Give a single dose of prophylactic antibiotics after breech extraction:
· Ampicillin 2 g IV PLUS metronidazole 500 mg IV, OR
· Cefazolin 1 g IV PLUS metronidazole 500 mg IV

[bookmark: _Toc343692407]Post-delivery care
Suction the baby’s mouth and nose.
Clamp and cut the cord.
Give oxytocin 10 units IM within 1 minute of delivery and continue active management of the third stage.
Examine the woman carefully and repair any tears to the cervix or vagina or repair episiotomy.
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[bookmark: _Toc343692408]FACT SHEET 4:  EPISIOTOMY

[bookmark: _Toc343692409]Do not use routine episiotomy
Re-examine the woman and review for indications of episiotomy.  Episiotomy should be considered only in the case of:
· Complicated vaginal delivery (breech, shoulder dystocia, forceps, vacuum)
· Scarring from female genital mutilations or poorly healed third or 4th degree tears
· Foetal distress
Review general care principles and provide emotional support and encouragement. Use local infiltration with lignocaine or a pudendal block
· Make sure there are no known allergies to lignocaine or related drug
· Infiltrate beneath the vaginal mucosa, beneath the skin of the perineum and deeply into the perineal muscle (Figure 10) using about 10 mL 0.5% lignocaine solution

Note: Aspirate (pull back on the plunger) to be sure that no vessel has been penetrated. If blood is returned in the syringe with aspiration, remove the needle. Recheck the position carefully and try again. Never inject if blood is aspirated. The woman can suffer seizures and death if IV injection of lignocaine occurs.

At the conclusion of the set of injections, wait 2 minutes and then pinch the incision site with forceps. If the woman feels pain, wait 2 more minutes and then retest. Anaesthetise early to provide sufficient time for effect.

Figure 10: Infiltration of perineal tissue with local anaesthetic
[image: ]

Wait to perform episiotomy until:
The perineum is thinned out; and 3–4 cm of the baby’s head is visible during a contraction.
Performing an episiotomy will cause bleeding. It should not, therefore, be done too early.
Wearing sterile gloves, place 2 fingers between the baby’s head and the perineum.
Use scissors to cut the perineum about 3–4 cm in the mediolateral direction (Figure 11).
Use scissors to cut 2–3 cm up the middle of the posterior vagina.
Control the baby’s head and shoulders as they deliver, ensuring that the shoulders have rotated to the midline to prevent an extension of the episiotomy.
Carefully examine the woman for extensions and other tears and repair.

Figure 11: Making the incision while inserting 2 fingers to protect the baby’s head
[image: ]

[bookmark: _Toc343692410]Repair of episiotomy
Note: It is important that absorbable sutures be used for closure of the episiotomy. Polyglycolic sutures are preferred, because of their non-allergenic properties and lower probability of infectious complications and episiotomy breakdown. 

Apply antiseptic solution to the area around the episiotomy:
If the episiotomy is extended through the anal sphincter or rectal mucosa, manage as third or 4th degree tears, respectively.
Close the vaginal mucosa using continuous 2-0 suture (Figure 12A):
· First suture at the apex 
· Start the repair about 1 cm above the apex (top) of the episiotomy. Continue the suture to the level of the vaginal opening
At the opening of the vagina, bring together the cut edges of the vaginal opening.
Bring the needle under the vaginal opening and out through the incision and tie. 
Close the perineal muscle using interrupted 2-0 sutures (Figure 12B, below).
Close the skin using interrupted (or subcuticular) 2-0 sutures (Figure 12C).



Figure 12: Repair of episiotomy
[image: ]

[bookmark: _Toc343692411]Complications
If a haematoma occurs, open and drain. If there are no signs of infection and bleeding has stopped, reclose the episiotomy.
If there are signs of infection, open and drain the wound. Remove infected sutures and debride the wound
· If the infection is mild, antibiotics are not required, consider sitzbath
· If the infection is severe but does not involve deep tissues, give a combination of antibiotics:
· Ampicillin 500 mg by mouth 4 times per day for 5 days, PLUS
· Metronidazole 400 mg by mouth 3 times per day for 5 days
· If the infection is deep, involves muscles and is causing necrosis (necrotising fasciitis), give a combination of antibiotics until necrotic tissue has been removed and the woman is fever-free for 48 hours:
· PLUS gentamicin 160 mg IM every 24 hours
· PLUS metronidazole 400 mg IV every 8 hours
· Once the woman is fever-free for 48 hours, give
· ampicillin 1g by mouth 4 times per day for 5 days
· PLUS metronidazole 500 mg by mouth 3 times per day for 5 days

Note: Necrotising fasciitis requires wide surgical debridement. Perform secondary closure in 2–4 weeks after episiotomy (depending on resolution of the infection).
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[bookmark: _Toc343692412]FACT SHEET 5:  MANUAL REMOVAL OF THE PLACENTA (MRP)

Re-examine the woman and review for indications for assisted vaginal delivery.
Review general care principles and start an IV infusion.
Provide emotional support and encouragement. Give pethidine (also known as meperidine hydrochloride) or buprenorphine hydrochloride (brand name: Temgesic) and diazepam IV slowly (do not mix in the same syringe) or use ketamine.
Catheterise the bladder to ensure that it is completely emptied.
Give a single dose of prophylactic antibiotics:
· Ampicillin 2 g IV PLUS metronidazole 500 mg IV, OR
· Cefazolin 1 g IV PLUS metronidazole 500 mg IV
Wear sterile gloves (preferably long gloves),or wear a second pair of gloves after extending  the first up to the level of the elbow after cutting the fingers of the latter.

Hold the umbilical cord with a clamp. Pull the cord gently until it is parallel to the floor or insert a hand into the vagina following cord to the placenta and up into the uterus (Figure 13)

Figure 13: Introducing one hand into the vagina along cord
[image: ]

Let go the cord and move the other hand up over the abdomen in order to support the fundus of the uterus and to provide counter-traction during removal to prevent inversion of the uterus.

Note: If uterine inversion occurs, reposition the uterus.

Move the fingers of the hand laterally until the edge of the placenta is located.
If the cord has been detached previously, insert a hand into the uterine cavity. Explore the entire cavity until a line of cleavage is identified between the placenta and the uterine wall.

Figure 14: Supporting the fundus while detaching the placenta
[image: ]

Detach the placenta from the implantation site by keeping the fingers tightly together and using the edge of the hand to gradually make a space between the placenta and the uterine wall.
Proceed slowly all around the placental bed until the whole placenta is detached from the uterine wall.
If the placenta does not separate from the uterine surface by gentle lateral movement of the fingertips at the line of cleavage, suspect placenta accreta and proceed to laparotomy and possible subtotal hysterectomy.
Hold the placenta and slowly withdraw the hand from the uterus, bringing the placenta with it.
With the other hand, continue to provide counter-traction to the fundus by pushing it in the opposite direction of the hand that is being withdrawn.

Figure 15: Withdrawing the hand from the uterus
[image: ]

Explore the inside of the uterine cavity to ensure that all placental tissue has been removed.
Give oxytocin 10 units in 500 ml IV fluids (normal saline or Ringer’s lactate) at 60 drops per minute.
Have an assistant massage the fundus of the uterus to encourage a tonic uterine contraction.
If there is continued heavy bleeding, give ergometrine 0.2 mg IM or prostaglandins (600–800 mcg misoprostol).
Examine the uterine surface of the placenta to ensure that it is complete. If any placental lobe or tissue is missing, explore the uterine cavity to remove it.
Examine the woman carefully and repair any tears to the cervix or vagina, or repair episiotomy.

[bookmark: _Toc343692413]Problems
If the placenta is retained due to a constriction ring or if hours or days have passed since delivery, it may not be possible to get the entire hand into the uterus. In this case, extract the placenta in fragments using 2 fingers, ovum forceps or a wide curette.
Procedure should be done using anaesthesia (ketamine) or sedation and analgesic (pethidine or Temgesic/diazepam).

[bookmark: _Toc343692414]Post-procedure care
Observe the woman closely until the effect of IV sedation has worn off.
Monitor the vital signs (pulse, blood pressure, respiration) every 30 minutes for the next 6 hours or until stable.
Palpate the uterine fundus to ensure that the uterus remains contracted.
Check for excessive lochia.
Continue infusion of IV fluids.
Transfuse as necessary.
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[bookmark: _Toc343692415]FACT SHEET 6:  REPAIR OF CERVICAL TEARS

Review general care principles and apply antiseptic solution to the vagina and cervix.
Provide emotional support and encouragement to the woman. Anaesthesia is not required for most cervical tears. For tears that are high and extensive, give pethidine and diazepam IV slowly (do not mix in the same syringe) or use ketamine.
Ask an assistant to massage the uterus.
Use retractor to expose the cervix.
Gently grasp the cervix with ring or sponge forceps. Apply the forceps on both sides of the tear and gently pull in various directions to see the entire cervix. There may be several tears.
Close the cervical tears with continuous vicryl 0 (polyglycolic) suture starting at the apex (upper edge of tear), which is often the source of bleeding (Figure 16).
If the apex is difficult to reach and ligate, it may be possible to grasp it with artery or ring forceps. Leave the forceps in place for 4 hours. Do not persist in attempts to ligate the bleeding points as such attempts may increase the bleeding. Then:
· After 4 hours, open the forceps partially but do not remove
· After another 4 hours, remove the forceps completely
Closely monitor vaginal bleeding and uterine contraction.

Note: A laparotomy may be required to repair a cervical tear that has extended deep beyond the vaginal vault.

Figure 16: Repair of a cervical tear
[image: ]
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[bookmark: _Toc343692416]FACT SHEET 7:  REPAIR OF VAGINAL AND PERINEAL TEARS

There are 3 degrees of perineal tears that can occur during delivery:
First degree tears which involve the vaginal mucosa, connective tissue and sometimes the skin
Second degree tears involve underlying muscles
Third degree tears involve the anal mucosa and eventually the anal sphincter.

Note: It is important that absorbable sutures be used for repair. Polyglycolic sutures are preferred over chromic catgut for their tensile strength, non-allergic properties and lower probability of infectious complications. Chromic catgut is an acceptable alternative, but is not ideal.

[bookmark: _Toc343692417]Repair of first and second degree tears
Most first degree tears close spontaneously without sutures
Review general care principles.
Provide emotional support and encouragement. Use local infiltration with lignocaine. If necessary, use a pudendal block.
Ask an assistant to massage the uterus and provide fundal pressure.
Carefully examine the vagina, perineum and cervix (Figure 17).
If the tear is long and deep through the perineum, inspect to be sure there is no third or 4th degree tear:
· Place a gloved finger in the anus
· Gently lift the finger and identify the sphincter
· Feel for the tone or tightness of the sphincter
Change to clean, high-level sterile or disinfected gloves.
If the sphincter is injured, see the section on repair of third and 4th degree tears.
If the sphincter is not injured, proceed with repair.



Figure 17:  Exposing a perineal tear
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Apply antiseptic solution to the area around the tear.
Make sure there are no known allergies to lignocaine or related drugs.

Note: If more than 40 mL of lignocaine solution will be needed for the repair, add adrenaline to the solution.

Infiltrate beneath the vaginal mucosa, beneath the skin of the perineum and deeply into the perineal muscle using about 10 mL 0.5% lignocaine solution.

Note: Aspirate (pull back on the plunger) to be sure that no vessel has been penetrated. If blood is returned in the syringe with aspiration, remove the needle. Recheck the position carefully and try again. Never inject if blood is aspirated. The woman can suffer convulsions and death if IV injection of lignocaine occurs.

At the conclusion of the set of injections, wait 2 minutes and then pinch the area with forceps. If the woman feels the pinch, wait 2 more minutes and then retest. Anaesthetize early to provide sufficient time for effect.
Repair the vaginal mucosa using a continuous 2-0 suture (Figure 18, below)
· Start the repair about 1 cm above the apex (top) of the vaginal tear. Continue the suture to the level of the vaginal opening
· At the opening of the vagina, bring together the cut edges of the vaginal opening
· Bring the needle under the vaginal opening and out through the perineal tear and tie



Figure 18: Repairing the vaginal mucosa 
[image: ]

Repair the perineal muscles using interrupted 2-0 suture (Figure 19). If the tear is deep, place a second layer of the same stitch to close the space.

Figure 19: Repairing the perineal muscles
[image: ]

Repair the skin using interrupted (or subcuticular) 2-0 sutures starting at the vaginal opening (Figure 20).
If the tear was deep, perform a rectal examination. Make sure no stitches are in the rectum.


Figure 20: Repairing the skin
[image: ]


Fact Sheet 7:  Repair of Vaginal and Perineal Tears	44
Fact Sheet 7:  Repair of Vaginal and Perineal Tears	46
Fact Sheet 7:  Repair of Vaginal and Perineal Tears	47
[bookmark: _Toc343692418]FACT SHEET 8:  REPAIR OF THIRD AND 4TH DEGREE PERINEAL TEARS

Note: The woman may suffer loss of control over bowel movements and gas if a torn anal sphincter is not repaired correctly. If a tear in the rectum is not repaired, the woman can suffer from infection and rectovaginal fistula (passage of stool through the vagina).

Repair the tear in the operating room.
Review general care principles.
Provide emotional support and encouragement to the woman. Use a pudendal block or ketamine. Rarely, if all edges of the tear can be seen, the repair can be done using local infiltration with lignocaine (see above) and pethidine and diazepam IV slowly (do not mix in the same syringe).
Examine the vagina, cervix, perineum and rectum.
To see if the anal sphincter is torn:
· Identify the sphincter, or lack of it 
· Feel the surface of the rectum and look carefully for a tear. 
Change to sterile gloves.
Apply antiseptic solution to the tear and remove any faecal material, if present.
Make sure there are no known allergies to lignocaine or related drugs.
Infiltrate beneath the vaginal mucosa, beneath the skin of the perineum, and deeply into the perineal muscle using about 10 mL 0.5% lignocaine solution.

Note: Aspirate (pull back on the plunger) to be sure that no vessel has been penetrated. If blood is returned in the syringe with aspiration, remove the needle. Recheck the position carefully and try again. Never inject if blood is aspirated. The woman can suffer convulsions and death if IV injection of lignocaine occurs.

At the conclusion of the set of injections, wait 2 minutes and then pinch the area with forceps. If the woman feels any pain, wait 2 more minutes and then retest. Anaesthetise early to provide sufficient time for effect.
Repair the rectum using interrupted 3-0 or 4-0 absorbable sutures 0.5 cm apart to bring together the mucosa (Figure 21).

Remember: Place the suture through the muscularis (not all the way through the mucosa).

Cover the muscularis layer by bringing together the fascial layer with interrupted sutures.
Apply antiseptic solution to the area frequently.



	Figure 21:  Closing the muscle wall of the rectum
	Figure 22:   Suturing the anal sphincter
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If the sphincter is torn:
Grasp each end of the sphincter with an Allis clamp (the sphincter retracts when torn). The sphincter is strong and will not tear when pulling with the clamp.
Repair the sphincter with 2 or 3 interrupted stitches of 2-0 absorbable suture.
Apply antiseptic solution to the area again.
Examine the anus with a gloved finger to ensure the correct repair of the rectum and sphincter.  Then change to sterile gloves.
Repair the vaginal mucosa, perineal muscles and skin.
Check the integrity of the rectum at the end of the procedure as well as the lack of communication with the vagina.

[bookmark: _Toc343692419]Post-procedure care
If there is a 4th degree tear, give a single dose of prophylactic antibiotics:
· Ampicillin 1g by mouth, PLUS
· Metronidazole 500 mg by mouth. 
Follow up woman closely for signs of wound infection.
Avoid giving enemas or rectal examinations for 2 weeks.
Give stool softener by mouth for 1 week, if possible.
Sitzbath with antiseptic solution.
[bookmark: _Toc343692420]
Management of neglected cases
A perineal tear is always contaminated with faecal material. If closure is delayed more than 12 hours, infection is inevitable. Delayed primary closure is indicated in such cases.
For first and second degree tears, tell the woman to come back after 6 days. If there are no signs of infection, perform secondary closure.
For third and 4th degree tears, close the rectal mucosa with some supporting tissue and approximate the fascia of the anal sphincter with 2 or 3 sutures. Close the muscle and vaginal mucosa and the perineal skin 6 days later.

[bookmark: _Toc343692421]Complications
If a haematoma is observed, open and drain it. If there are no signs of infection and the bleeding has stopped, the wound can be reclosed.
If there are signs of infection, open and drain the wound. Remove infected sutures and debride the wound:
· If the infection is mild, antibiotics are not required; 
· If the infection is severe but does not involve deep tissues, give a combination of antibiotics: 
· Ampicillin 1 g by mouth 2 times per day for 5 days, PLUS
· Metronidazole 500 mg by mouth 3 times per day for 5 days. 
· If the infection is deep, involves muscles and is causing necrosis (necrotising fasciitis), give a
· combination of antibiotics until necrotic tissue has been removed and the woman is fever-free for 48 hours:
· Plus gentamicin160 mg IM, every 24 hrs ;
· Plus metronidazole 500 mg IV, every 8 hrs.
· Once the woman is fever-free for 48 hours, give: 
· Amoxicillin 1 g by mouth 2 times per day for 5 days, PLUS
· Metronidazole 500 mg by mouth 3 times per day for 5 days. 

Note: Necrotising fasciitis requires wide surgical debridement. Perform secondary closure in 2–4 weeks (depending on resolution of the infection).

Faecal incontinence may result from complete sphincter transection. Many women are able to maintain control of defaecation by the use of other perineal muscles. When incontinence persists, reconstructive surgery must be undertaken 3 months or more after delivery.

Rectovaginal fistula requires reconstructive surgery 3 months or more postpartum.



Fact Sheet 8:  Repair of Third and 4th Degree Perineal Tears	48
Fact Sheet 8:  Repair of Third and 4th Degree Perineal Tears	50
Fact Sheet 8:  Repair of Third and 4th Degree Perineal Tears	49
[bookmark: _Toc343692422]FACT SHEET 9:  EXTRACTION USING A VACUUM EXTRACTOR

This figure shows the main elements of a vacuum extractor.

Figure 23: Vacuum extractor
[image: ]

Indications:
Foetal distress with fully dilated cervix
Maternal exhaustion
Hypertensive disorders of pregnancy
Cardiac diseases in pregnancy
Sickle cell disease
Prolonged second stage (more than 45 minutes)

Re-examine the woman and review whether the conditions necessary for extraction using a vacuum extractor have been fulfilled:
· The foetus is in vertex presentation
· The foetus is at full term
· The cervix is fully dilated, or nearly so (8–9 centimetres in a multipara)
· The head is at least at 0 station or no more than 2/5 above symphysis pubis
Check all connections and test the vacuum on a gloved hand.
Provide emotional support and encouragement. If necessary, use a pudendal block.
After having put on sterilised gloves, assess the position of the foetal head by feeling the sagittal suture line and the fontanels.
Identify the posterior fontanelle.



Figure 24: Landmarks of the foetal skull
[image: ]

Apply the largest cup that will fit, with the centre of the cup over the flexion point, 1 cm anterior to the posterior fontanel. This placement will promote flexion, descent and autorotation with traction.

Figure 25: Applying the Malmstrom cup
[image: ]

An episiotomy may be needed for proper placement at this time. If an episiotomy is not necessary for placement, delay the episiotomy until the head stretches the perineum or the perineum interferes with the axis of traction. This will avoid unnecessary blood loss.
Check the application. Ensure there is no maternal soft tissue (cervix or vagina) within the rim.
With the pump, create a vacuum of 0.2 kg/cm2 negative pressure and check the application.
Increase the vacuum to 0.8 kg/cm2 and check the application.
After maximum negative pressure, start traction in the line of the pelvic axis and perpendicular to the cup. If the foetal head is tilted to one side or not flexed well, traction should be directed in a line that will try to correct the tilt or deflexion of the head (i.e. to one side or the other, not necessarily in the midline).
With each contraction, apply traction in a line perpendicular to the plane of the cup rim.

Wearing sterile gloves, place a finger on the scalp next to the cup during traction to assess potential slippage and descent of the vertex.
	Figure 26: Applying traction
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Between contractions check:
Foetal heart rate
Application of the cup

[bookmark: _Toc343692423]Tips
Never use the cup to actively rotate the baby’s head. Rotation of the baby’s head will occur with traction.
The first pulls help to find the proper direction for pulling.
Do not continue to pull between contractions and expulsive efforts.
With progress, and in the absence of foetal distress, continue the “guiding” pulls for a maximum of 30 minutes.

[bookmark: _Toc343692424]Failure
Vacuum extraction failed if:
· The head does not advance with each pull
· The foetus is undelivered after 3 pulls with no descent, or after 30 minutes
· The cup slips off the head twice at the proper direction of pull with a maximum negative pressure
Every application should be considered a trial of vacuum extraction. Do not persist if there is no descent with every pull.
If vacuum extraction fails, perform caesarean section.
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[bookmark: _Toc343692425]FACT SHEET 10:  BIMANUAL COMPRESSION OF THE UTERUS AND COMPRESSION OF ABDOMINAL AORTA

Assure the woman if she is conscious.
Preparative Hand washing.
Wear sterile gloves.
Maintain aseptic technics all through the procedure.
Insert a hand into the vagina and form a fist.
Place the fist into the anterior fornix and apply pressure against the anterior wall of the uterus.
With the other hand, press deeply into the abdomen, behind the uterine, applying pressing against the posterior wall of the uterus.
Maintain the compression until bleeding is controlled and the uterus contracts.

Figure 27: Bimanual compression of the uterus
[image: ]

[bookmark: _Toc343692426]Compression of abdominal aorta
If a bimanual compression of the uterus cannot be performed, compress the aorta (see Figure below).
Apply downward pressure with a closed fist over the abdominal aorta, slightly to the left.
Aortic pulsations can be felt easily through the anterior abdominal wall in the immediate postpartum period.
With the other hand, palpate the femoral pulse to check the adequacy of compression.
If the femoral pulse is not palpable, the pressure exerted is adequate.
Maintain compression until bleeding is controlled.




Figure 28: Compression of abdominal aorta, and palpation of femoral pulse
[image: ]

Packing the uterus is ineffective and wastes precious time.  Verify if uterus is contracted and bleeding stopped.

If bleeding continues in spite of compression:
Perform uterine and utero-ovarian artery ligation.
If life-threatening bleeding continues after ligation, perform subtotal hysterectomy.
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[bookmark: _Toc343692427]FACT SHEET 11:  TRANSPORTATION OF REFERRED PATIENTS

[bookmark: _Toc343692428]Objective 
At the end of the session, each learner will be able to organise the transfer of patients under good conditions.

[bookmark: _Toc343692429]Principles
Transfer a stabilised patient preferably or before her state aggravates.
The means of transportation must be reliable and accessible at all time.
The ideal means of transport is the medically equipped ambulance (with means of resuscitation).
If no ambulance, negotiate with private transporters or other car owners at the level of the community.
The reception service must be informed in advance.

[bookmark: _Toc343692430]Conditions for transportation
The patient must be laid on deployed armchair or on 2 seats.
Place one or 2 intravenous infusions of 16 Gauge or 18 Gauge catheters.

The recommended volume expanders are: Ringer’s lactate and physiologic saline. Colloids can be administered after clamping of the cord in case of delivery.
The pulse must be maintained below 100 beats/minute.
Blood donors must be known in their community and tested for HIV and other infections transmitted through blood (e.g., Hepatitis B and syphilis).
Monitoring must continue during the entire transportation and includes observation of level of consciousness: breathing, pulse, BP, bleeding, foetal heart rate and uterine contractions in case of pregnancy.

N.B., Medications and resuscitation materials must be available during transportation.

[bookmark: _Toc343692431]Materials required for resuscitation
Ventilation masks (adult, newborn)
Oropharyngeal canulae (newborn, adults)
Self-inflatable bags (ambu—newborn)
Self-inflatable bags (ambu—Adult)
Oxygen source: extractors/concentrators
Mucous suction apparatus: newborn, adults
Suction catheters: Nos. 6, 8, 10, 12
Endotracheal tubes: Nos. 2, 5 – 3 - 6. 5. 7.
Ventilation bags (newborn, children, adults)
Ventilation valves
Laryngoscopes
WHO colour scale for the determination of haemoglobin
Water heater
Sterilised syringes
Working gloves: examination and general utility gloves
Infusion catheters 16G –18G – 24G
Drip infusion sets

[bookmark: _Toc343692432]Emergency drugs
Adrenaline
Ephedrine
IV fluids (Ringer’s lactate, physiological saline, glucose 10%)
Valium 10mg injectable 
Magnesium sulphate
Nicardipine
Syntocinon
Isuprel
Vitamin K1
Antihistamines
Corticoids
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