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Module 10: POSTPARTUM CARE
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	Total Module Time:	140 minutes (2 hour, 20 minutes)



[bookmark: _Toc343345540]Learning Objectives
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	After completing this module, participants will be able to:
Describe the components of postpartum monitoring
Discuss family planning with postpartum women
Provide HIV testing and counselling to postpartum women of unknown HIV status
Discuss the postpartum care of women with HIV
List the forms of ineffective or harmful care during postpartum
Enumerate the diagnoses of fever after childbirth
Discuss the best practices for the general and specific management of infection after childbirth



Module Content

Session 1: Routine Postpartum Care
Session 2: Fever after Childbirth


Session 1: Routine Postpartum Care
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	Total Session Time:	95 minutes 



Learning Objectives
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	After completing this session, participants will be able to:
Describe the components of postpartum monitoring
Discuss family planning with postpartum women
Provide HIV testing and counselling to postpartum women of unknown HIV status
Discuss the postpartum care of women with HIV
List the forms of ineffective or harmful care during postpartum



[bookmark: _Toc343345459]Overview of postpartum care

Birth and the period of time soon after birth are critical times for the health of the mother and her baby.  Problems may arise that, if not treated promptly and effectively, can lead to ill-health and even death for one or both of them. 

[bookmark: _Toc343345419]Many of the complications leading to postpartum maternal morbidity arise during labour and delivery and in the first 1–2 weeks following delivery. Postpartum haemorrhage is the single most important cause of maternal death (see “Module 9: Postpartum Haemorrhage and Shock”). Nearly 9 out of 10 of these deaths take place within 4 hours of delivery.  Puerperal infections or sepsis and eclampsia are the second and third most important causes of maternal mortality worldwide—both are serious complications that appear shortly after delivery or in the first few days postpartum.  Good postpartum care, particularly during the first hours after birth, can prevent many—if not most—of these complications, and as such is crucial to the health of the mother and baby.



	Postpartum period

	WHO (1998) defines the postpartum period as beginning one hour after the delivery of the placenta and continuing until 6 weeks (42 days) after the birth of the infant.  

The “immediate postpartum period” is not specifically defined, some sources refer to the first 48 hours after birth as “immediate postpartum”.  For all practical purposes, “immediate postpartum” can also refer to the period of time between birth and discharge from hospital after birth.  



Objectives of postpartum care are to:
Prevent or detect and manage complications occurring during the postpartum period, whether medical, surgical or obstetric.
Support the mother and her family during the transition to a new family.
Promote and maintain the physical, mental and social wellbeing of the mother and the baby by providing education on the warning signs, nutrition, rest, sleep, personal hygiene and providing, where appropriate, micronutrients (for information on postpartum depression, see “Appendix 1: Postpartum depression and psychosis”).
Provide counselling on care of the newborn.
Support breastfeeding.
Counsel and provide services for contraception and resumption of sexual activity.
Immunize the mother against tetanus.
Talk with the mother, her family and community in view of developing a plan in case complications occur.

See Appendix 2 for the content of the postnatal consultation for both mother and infant.  

[bookmark: _Toc343345460]Components of postpartum monitoring

Postpartum monitoring must be done by qualified personnel. The schedule of visits focuses on visits after 6 hours, 6 days and 6 weeks. The care given must include newborn care.

Postpartum care includes 4 components, namely:
Early detection and management of complications
Preparation for management of complications
Promotion of health and prevention of diseases
Education and counselling focused on the woman and her baby

Each of these components is discussed below.  See also Appendix 2.

[bookmark: _Toc343345461]Early detection and management of complications
Monitor for signs suggestive of:
General fatigue
Depression/psychosis (see Appendix 1)
Infection (temperature, colour and odour of lochia, uterine sub-involution and others); for further information on fever after childbirth, see Session 2 in this module
Pre-eclampsia (high BP, proteinuria)
Anaemia (palor of conjunctivae/tongue/palms, haemoglobin level)
Problems of the breasts (breast exam, assessment of breastfeeding, baby’s weight)
Urinary or faecal incontinence (vesico-vaginal or recto-vaginal fistulae)
Thrombophlebitis

[bookmark: _Toc343345462]Preparation for management of complications
Preparation for the management of complications begins during pregnancy when information on postpartum danger signs (for the mother and the newborn) is provided.  This information is reinforced before discharge from the hospital. Planning for the management of complications enables the woman and her family to:
Establish a savings plan
Plan for decision-making
Provide for transportation
Identify prospective blood donors
[bookmark: _Toc343345463]
Promotion of health and prevention of diseases
This brief stay in the hospital is used to conduct prevention activities advocated by the programmes involved in maternal and neonatal health. Healthcare providers should:
Provide information about perinium and breast care
Ensure that the woman knows how to dispose of potentially infectious materials such as lochia and sanitary pads
Emphasize the importance of postpartum follow-up care for both the mother and infant
Encourage her to continue taking iron for at least 42 days after delivery
Encourage her to sleep under a mosquito net—ideally an insecticide treated mosquito bed net (ITMBN)—with her baby
Remind her to continue with the tetanus vaccine started during pregnancy (or immunise her when necessary)
Encourage her to take a balanced diet

Administer vitamin A according to the national protocol (see Appendix 2 in Module 4).

Screen all women for HIV who were either not tested during antenatal care or were HIV-negative in the first trimester and not re-tested at 32–36 weeks of gestation.  See Table 1. 



Table 1: Routine HIV testing of women with unknown HIV status
	
HIV testing in postpartum care
Target the following groups of women for HIV testing (or re-testing) during postpartum care:
All women who do not know their HIV status
All women who tested HIV-negative at their first or second antenatal care visit but were not re-tested during the 3rd trimester (32–36 weeks of gestation)
Any woman who previously tested HIV-negative but continues to be at risk of acquiring HIV (for example, through an HIV-infected partner or occupational exposure) 
Any woman who previously tested HIV-negative who may have recently experienced an Acute Retroviral Syndrome (ARS) 
Any woman who previously tested HIV-negative who may have been in the window period when last tested

HIV testing enables women who are HIV-infected to: 
Choose a safer infant feeding method.
Receive ARV prophylaxis for the infant.
Obtain referrals for follow-up care including access to the ATC for ARV therapy. 
Initiate ARV therapy to reduce risk of postpartum MTCT.  Breastfeeding women are eligible for ARV therapy, regardless of their infant’s age and their own immunological or clinical status.

[bookmark: _Toc233524351]Pre- and post-test information
Like antenatal care, all women and their partners with unknown HIV status participate in pre-test education, pre-test counselling (when requested) and post-test counselling.  The HIV testing procedures in the postpartum period follows the same procedure as that described for antenatal care.

For more information on the HIV testing and counselling, see “Module 17: Introduction to HIV and HIV Testing & Counselling”.




[bookmark: _Toc343345464]Education and counselling focused on women
The topics will cover the following themes:
Warning signs for the women
Warning signs for the newborn
Nutrition
Sexuality
Family planning
Breastfeeding

Each is explained below. 

Warning signs for the women or the family
Before she leaves the healthcare facility, assess the woman for the symptoms listed below. Explain that these symptoms indicate she may have an infection or be experiencing another health-threatening issue. Advise her that if she experiences any of these symptoms she should immediately go to the nearest healthcare facility. 
Increased or sudden heavy vaginal bleeding
Fever (for further information on fever after childbirth, see Session 2 in this module)
Vaginal discharge with odour
Pronounced headaches
Painful or hot breasts
Abdominal pain
Excessive fatigue
Swelling of the hands and face
Burning sensation when urinating
Redness, pain, pus, or drainage from incision or episiotomy 
Cough, sputum, shortness of breath
Changes in behaviour (depression, psychosis), see Appendix 1

These signs generally point to the occurrence of a complication.

Warning signs for the newborn
Any newborn with one of the following signs should be brought back to the hospital. These are:
Reddish umbilical  cord or draining pus
Refusal to suckle or low suckling
Red, swollen, watery eyes, or draining pus
Baby cold when felt whereas it is warm
Baby hot when felt whereas clothing has been removed
Difficulty in breathing or rapid breathing
Lethargy or inactivity 
Convulsions
Repeated vomiting or bloated abdomen
Jaundice

See “Module 12: Care of the Newborn and the HIV-Exposed Infant” and “Module 13: Care of the Sick and Low Weight Newborn”. 

Nutrition
Nutritional intake should be increased by 10% (non-physically active women) to 20% (moderately or very active women) to cover the loss of energy associated with breastfeeding.

The new mothers should be advised to:
Eat more basic foods (cereals or tubers)
Consume more vegetable fat
Consume iron-rich foods (e.g., liver, dark green leafy vegetables, etc.)
Obtain information from health personnel regarding food taboos
Avoid consumption of addictive substances and toxins (alcohol, drugs, etc.…)

Sexuality
The following factors may influence sexual desire, namely:
Fatigue and sleep disturbances
Genital tears/episiotomies
Hypo-oestrogenisation of the vagina
Issues of power within marriage
Cultural taboos

NB: Sexual activity can begin after 2 weeks postpartum if there is no particular lower genital tract problem. 

Family planning
A discussion about family planning, choices and goals begins in antenatal care and continues in the postpartum period.  All women should be offered family planning counselling before they are discharged from the maternity ward. 

The main family planning goals for both women with HIV and those who are HIV-negative are: 
Prevent unintended pregnancy using an effective method of birth control
Space children at least 2 years apart, which allows the body to recuperate and helps reduce maternal and infant morbidity and mortality

Healthcare providers should:
Inform women of their postpartum contraceptive options during antenatal care. If she would like an IUCD she should know that an IUCD can be inserted within 48 hours of childbirth or delayed until at least 6 weeks postpartum. Tubal ligation can be performed within 48 hours of childbirth; or delayed until at least 6 weeks postpartum. 
Provide information, counselling and support during the postpartum period so that her family planning choice is in place before it is needed:
· If she breastfeeds exclusively, LAM is 98–99% effective; she will need to start using modern contraception before she starts complementary feeding (usually at 6 months of age).  
· If she is formula feeding, she may experience a return of ovulation as soon as 4 weeks after childbirth.  Formula feeding women should start family planning 3 weeks postpartum.  
· If she is mixed feeding, she will need to start a family planning method when mixed feeding is initiated. 
Facilitate freedom of choice for all women in family planning
Reinforce the fact that non-hormonal methods (LAM, barrier methods, IUCDs and sterilisation) are the best options for nursing mothers; but injectables, implants, and POPs are also good choices.
Discourage the use of combined oral contraceptives in women who are in the first 6 months postpartum and breastfeeding.



[bookmark: _Ref245136372]Table 2: Safe contraceptive methods for HIV-negative and HIV-infected breastfeeding women
	Oral contraceptive pills 
	Progestin-only pills (POPs or “micropills”) are a good choice for breastfeeding women because they do not reduce the mother’s milk supply. POPs can be used from 6 weeks postpartum and by women who cannot use methods with oestrogen.
Combined oral contraceptives (COC) can safely be used in women who are HIV-infected as long as they are not breastfeeding or are heavy smokers. 
ARVs may adversely affect the efficacy of COC and increase their side effects.  To protect against the possibility of pregnancy and STIs, encourage the use of condoms in addition to COCs.  

	Injectables
	Injectables (Depo-Provera) are a good option for women with HIV, have AIDS, or are on ARV therapy.  They do not interact with ARVs.
Can be used by women who are breastfeeding who are 6 weeks or more postpartum.

	Intrauterine Contraceptive Device (IUCD)
	Can be inserted immediately after delivery of the placenta or up to 48 hours postpartum.  
Can be used by women who are breastfeeding.
IUCDs can be used successfully in HIV-infected women on ARV therapy and in asymptomatic or mildly symptomatic women; IUCDs should not be used by women with advanced HIV who are not on ARV therapy.  If the IUCD is not inserted within 48 hours of delivery, insertion should be delayed to 6 weeks or more after birth.  

	Implant
	Implants can be used by women who are infected with HIV, have AIDS, or are on ARV therapy (except ritonavir) 
Can be used by women who are breastfeeding who are 6 weeks or more postpartum.

	Lactational amenorrhea method (LAM)
	LAM is a temporary contraceptive method that should only be used by women who (i) are less than 6 months postpartum, (ii) are exclusively breastfeeding, and (iii) have not resumed menstruation.  
Women who meet all 3 of these criteria have only a 1% to 2% chance of getting pregnant.  
However, because the effectiveness of LAM diminishes over time, it is important to help women to plan ahead and choose a new method before it is needed (i.e. before 6 months postpartum).

	Sterilisation
	Voluntary sterilisation by tubal ligation (for women) or vasectomy (for men) is a permanent method of contraception and an excellent method for men and women who are sure that they do not want any more children.  
A bilateral tubal ligation is most easily performed about 48 hours post childbirth; but in order to ensure that the woman has adequate time to learn about the procedure and make an informed decision, discussion should begin during the antenatal period.  
There is no medical reason to deny sterilisation to HIV-infected women nor is there any indication to sterilise HIV-infected women. 
Sterilisation does not interfere with breastfeeding.  



	Dual Protection

	All women, regardless of HIV status, should be encouraged and supported to use condoms in addition to their chosen method of contraception: male and female condoms prevent HIV and STIs and provide further contraceptive protection.



See Modules 14, 15 and 16 for more information about family planning.

Breastfeeding
Women must be counselled on:
The advantages of breastfeeding
The importance of breastfeeding exclusively for the first 6 months of life
The positioning and attachment of the baby on the breast
The inappropriateness of giving supplementary feeds before the baby reaches 6 months (also referred to as “mixed feeding”)
Breastfeeding on demand

See “Module 7: Infant Feeding in the Context of HIV Infection” for more information on infant feeding. 

Postpartum monitoring of women with HIV

Encourage and make plans for mothers with HIV in the following areas: 
Routine gynaecologic care, including Pap smears
Continuing postpartum care and care at the Approved Treatment Centre (ATC).  Remind them of both schedules.  
Lifelong ARV therapy.  Postpartum women should continue the same regimen taken during pregnancy (see Table 3, below).  Provide them with the support they need to take their ARVs every day exactly as prescribed. 
Breastfeeding HIV-infected women not yet on ARV therapy should be initiated on ARV therapy immediately, or urgently referred to the ATC for initiation.

Table 3: Postpartum maternal ARV therapy regimen (Options B+)
	
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

OR alternative regimen

AZT 300 mg and 3TC 150 mg twice daily+ EFV 600 mg once daily




	
Note: Some facilities are still using “Option A” from the WHO 2010 guidelines.  Option A recommended ARV therapy for HIV-infected women with CD4 ≤ 350 cell/mm3 or Clinical Stage 3 or 4.  Option A is no longer recommended by WHO[footnoteRef:1]; it is currently being replaced by “Option B+”, which recommends ARV therapy for all HIV-infected pregnant and breastfeeding women.   Information about Option A from the 2010 guidelines is included in Appendix 4 in Module 4 for those facilities that are not yet able to provide Option B+.  [1:  	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/] 





More information about ARVs and ARV therapy can be found in “Module 4: Antenatal Care” for more information. 

Support mothers to adhere to their infant’s ARV prophylaxis regimen:
Provide counselling on the benefits of infant ARV prophylaxis, including reduction of MTCT through breastfeeding.
Ensure the mother knows that NVP must be given to the infant once daily for 6 weeks (12 weeks if the mother had been on ARV therapy for less than 4 weeks at time of delivery, see Module 12 for more information on the infant ARV prophylaxis regimen).
Discuss and demonstrate administration of infant ARV prophylaxis (during immediate postpartum care).
Discuss importance of adherence to both the maternal and infant regimens.
[bookmark: _GoBack]Emphasize the importance of attending the Infant Welfare Clinic for HIV testing, growth and developmental monitoring.

Adherence support

Creative strategies to help clients with HIV achieve optimal adherence are essential components of successful HIV treatment programmes. Healthcare providers at all levels of care—even if not prescribing ARVs or other HIV-related medications—are responsible for assessing and supporting adherence.  A high level of client adherence to ARV therapy regimens reduces drug resistance and ensures better efficacy. 

Assess adherence by asking the questions in Table 4.

When supporting a client to develop an adherence plan:
Recognise that postpartum women may require additional support to adhere to their ARV therapy regimen due to the disruption in routine caused by the newborn. 
Consider using practical adherence tools such as pillboxes and written instructions.  If the client has a cell phone, consider showing her how to set the phone alarm so that it can be used as a reminder to take her medications at the correct time each day. 
Explore client’s daily meal patterns, work schedule and sleep patterns to find the best time to take medications.
Develop culturally appropriate strategies to overcome barriers and support adherence when possible.

For more information about how to support adherence and educate clients about potential side effects from ARVs and from HIV, see “Appendix 7: Promoting Adherence to ARV therapy” in “Module 4: Antenatal Care”. 

[bookmark: _Ref277757639][bookmark: _Ref277791020]Table 4: Adherence assessment
	
Key questions to assess adherence to medications:
When are you taking your ARVs?
At what time of day do you take them?
When was the last dose you took?
How many doses have you taken in the past week?
What problems have you had taking your ARVs?
What questions do you have about taking ARVs?




Cotrimoxazole prophylaxis

Cotrimoxazole is an antimicrobial medication that has been shown to prevent PCP, other bacterial pneumonias, malaria, toxoplasmosis and certain causes of diarrhoea. Long-term cotrimoxazole prophylaxis has resulted in fewer opportunistic infections, improvements in quality of life and increased survival in HIV-infected clients.
Women already on cotrimoxazole: Enquire about adherence to cotrimoxazole (see Table 4, above).  Provide support to ensure excellent adherence to the once/day regimen.  
Women not yet on cotrimoxazole:  Initiate all postpartum women with HIV (not yet on cotrimoxazole) on daily cotrimoxazole at the 6 week postpartum visit or as soon as possible thereafter.  All postpartum women, regardless of clinical stage and CD4 cell count are eligible for cotrimoxazole prophylaxis (see dosage in Table 5).   

Cotrimoxazole is safe to use during breastfeeding.  



Table 5:  Cotrimoxazole prophylaxis dosing
	960 mg (800 mg sulfamethoxazole + 160 mg trimethoprim) once daily

Usually taken as:
One double-strength tablet (160mg trimethoprim/800mg sulphamethoxazole) OR 
Two single-strength tablets (each tablet contains 80 mg trimethoprim/400 mg sulphamethoxazole)

For documented history of severe sulfur allergy, give Dapsone 100mg once daily 
(see warning below).




	Dapsone: Warning during breastfeeding

Dapsone during breastfeeding 
Dapsone is excreted into human milk. Haemolytic reactions (breakdown of the red blood cells) have been reported in neonates. Due to the potential for serious adverse effects in the breastfeeding infant, a decision should be made to discontinue breastfeeding or discontinue the drug, taking into consideration the importance of the drug to the mother and the safety of formula feeding.




[bookmark: _Toc343345465]Postpartum care likely to be ineffective or even harmful

The following advice is either ineffective (at best) or harmful (at worse):
[image: ]Limiting duration of suckling to 10 minutes—or any other arbitrary period—on each breast 
Limiting the frequency of breastfeeding to one breastfeeding every 3 hours or any other arbitrary period
Giving artificial nipples to breastfeeding infants
Providing supplements with feeding bottle: water, glucose or commercial milk whereas breastfeeding is established
Prescribing hormonal contraceptives during the first 6 weeks of postpartum
Treating postpartum depression with a hormonal medication
Providing separate (i.e., non-integrated) counselling for women on breastfeeding and contraception
Inhibiting lactation using bromocriptine



	Exercise 1: Postpartum care, case study in small groups

	Purpose
	Review the management of HIV-negative and HIV-infected women in the postpartum care setting.

	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 the case study below.  Participants should take notes on flipchart paper and be prepared to report to the large group.



Exercise 3: Antenatal care of women with HIV, case studies in small groups 
Case study 1

Ngono has come to your clinic for her routine 6 week postnatal care consultation.  Ngono is 22 years old, this is her first baby, she is breastfeeding.
What care are you going to provide?
What education, counselling and support are you going to provide?
How will her care differ if her HIV status is unknown?
How will her care differ if she is HIV-positive?


Session 2: FEVER AFTER CHILDBIRTH
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	Total Session Time:	45 minutes 



Learning Objectives
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	After completing this session, participants will be able to:
Enumerate the diagnoses of fever after childbirth
Discuss the best practices for the general and specific management of infection after childbirth




[bookmark: _Toc343345484]Overview of fever after childbirth

Fever after childbirth is defined as a woman who has a fever (temperature of 38°C or more) for more than 24 hours after delivery.

Possible diagnoses include the following:
	Endometritis
Pelvic abscess
Peritonitis
Breast engorgement
Mastitis
Breast abscess
Wound abscess, wound seroma (pocket of clear fluid that sometimes develops in the body after surgery), wound haematoma
Cystitis
	Acute pyelonephritis
Deep vein thrombosis
Pneumonia
Atelectasis
Malaria
Meningitis
Typhoid
Hepatitis






Table 6:  Diagnosis of fever after childbirth 
	Typical presenting symptoms and signs
	Symptoms and signs
sometimes present
	Probable diagnosis

	Fever/chills 
Lower abdominal pain
Purulent, foul-smelling lochia
Tender uterus
	Light vaginal bleeding
Shock
	Postpartum endometritis

	Breast pain and tenderness
3–5 days after delivery
	Hard enlarged breasts
Both breasts affected
	Breast engorgement

	Breast pain and tenderness
Reddened, wedge-shaped area on breast 3–4 weeks after delivery
	Inflammation preceded by engorgement
Usually only one breast affected
	Mastitis

	Firm, very tender breast
Erythema
	Fluctuant swelling in breast draining pus
	Breast abscess

	Spiking fever despite antibiotics
	Calf muscle tenderness
	Deep-vein thrombosis

	Low-grade fever /chills
Lower abdominal pain
	Abdominal decompression pain
Abdominal Distension
Anorexia
Nausea/vomiting
Shock
	Peritonitis


[bookmark: _Toc343345485]
General management

When a patient has a fever after childbirth:
Encourage bed rest.
Ensure adequate hydration by mouth or IV.
Use a fan or tepid sponge to help decrease temperature.
If shock is suspected, immediately begin treatment.

[bookmark: _Toc343345486]Management of endometritis
Definition and evaluation
Postpartum endometritis is infection of the uterus after delivery and is a major cause of maternal death. Delayed or inadequate treatment of endometritis may result in pelvic abscess, peritonitis, septic shock, deep vein thrombosis, pulmonary embolism, chronic pelvic infection with recurrent pelvic pain and dyspareunia, tubal blockage and infertility.

Management
Once diagnosis is complete, start treatment:
Start antibiotics:
· Ampicillin 2g IV every 6 hours
· Gentamicin 160 mg every 24 hours
· Metronidazole 500 mg every 8 hours
Continue with the antibiotics until the woman is fever-free for 48 hours.
Oral antibiotics are not necessary after treatment for it has been realised that this does not add any benefit but only add to expenses.
Assess if retained placental fragments are suspected.
Give fluids.
Transfuse blood as necessary.
Give pain medication.
Continue close monitoring.
Watch out for shock.
If fever is still present 72 hours after initiating antibiotics, re-assess and revise diagnosis.

[bookmark: _Toc343345487]Management of peritonitis
Provide nasogastric suction.
Infuse intravenous fluid.
Give a combination of antibiotics until the woman is fever-free for 48 hours:
· Ampicillin 2g IV, every 6 hours
· PLUS gentamicin 160 mg IM, every 24 hours
· PLUS metronidazole 500mg IV, every 8 hours
If necessary, perform laparotomy for peritoneal lavage (wash-out).

[bookmark: _Toc343345488]Management of breast engorgement
Breast engorgement is an exaggeration of the lymphatic and venous engorgement that occurs prior to lactation. It is not the result of over distension of the breast with milk.

Breastfeeding
If the woman is breastfeeding and the baby is not able to suckle, encourage the woman to express milk by hand or with a pump.

If the woman is breastfeeding and the baby is able to suckle:
Encourage the woman to breastfeed more frequently, using both breasts at each feeding.
Show the woman how to hold the baby and support her to bond with the infant. 
Relief measures before feeding may include:
· Massage the woman’s neck and back.
· Have the woman express some milk manually prior to breastfeeding and wet the nipple area to help the baby latch on properly and easily.
Relief measures after feeding may include:
· Support breasts with a binder or brassiere.
· Apply cold compress to the breasts between feedings to reduce swelling and pain.
· Give paracetamol 500 mg by mouth as needed (to a maximum of 4 doses daily/6 hourly).
Follow up 3 days after initiating management to ensure improvement in her state.

Not breastfeeding
If the woman is not breastfeeding:
Support breasts with a binder or brassiere.
Apply cold compresses to the breasts to reduce swelling and pain.
Avoid stimulating the nipples.
Give paracetamol 500 mg by mouth as needed (to a maximum of 4 doses daily/6 hourly).
Follow up 3 days after initiating management to ensure improvement in her state.

[bookmark: _Toc343345489]Management of mastitis
Treat with antibiotics:
· Cloxacillin 500 mg by mouth 4 times per day for 10 days
· OR erythromycin 250 mg by mouth 3 times per day for 10 days
Encourage the woman to:
· Continue breastfeeding.
· Support breasts with a binder or brassiere.
· Apply cold compress to the breasts between feedings to reduce swelling and pain.
Give paracetamol 500 mg by mouth as needed (to a maximum of 4 doses daily/6 hourly).
Follow up 3 days after initiating management to ensure improvement in her state.

[bookmark: _Toc343345490]Management of breast abscess
Treat with antibiotics:
· Cloxacillin 500 mg by mouth 4 times per day for 10 days
· OR erythromycin 250 mg by mouth 3 times per day for 10 days
Incise and drain the abscess:
· General anaesthesia (e.g. ketamine) is usually required.
· Make the incision radially extending from near the areolar margin towards the periphery of the breast to avoid injury to the milk ducts.
· Wearing sterile surgical gloves, use a finger or tissue forceps to break up the pockets of pus.
· Loosely pack the cavity with gauze.
· Remove the gauze pack after 24 hours and replace with a smaller gauze pack.
If there is still pus in the cavity, place a small gauze pack in the cavity and bring the edge out through the wound as a wick to facilitate drainage of any remaining pus.
Encourage the woman to:
· Continue breastfeeding even when there is collection of pus.
· Support breasts with a binder or brassiere.
· Apply cold compress to the breasts between feedings to reduce swelling and pain.
Give paracetamol 500 mg by mouth as needed (to a maximum of 4 doses daily/6 hourly).
Follow up 3 days after initiating management to ensure improvement in her state.

[bookmark: _Toc343692309]See “Module 7: Infant Feeding in the Context of HIV Infection” for more information about breastfeeding, including expressing milk. 
[bookmark: _Toc343345491]

Prevention strategies

Strategies to prevent fever after childbirth include: 
Implementing infection prevention practices for every delivery.
Resorting to minimum manipulation.
Using sterile gloves for examination.
Avoiding unnecessary procedures.
Respecting the 6 rules of cleanliness:
· Clean hands
· Clean nails
· Clean surfaces
· Clean perineum
· Clean blade
· Clean tie (for the cord)
Providing quality infant feeding education, counselling and support (see Module 7).

	Exercise 2: Management of postpartum fever, case studies in large groups

	Purpose
	Review the management of fever in postpartum care.  

	Activities 
	Note: participants should stay in the LARGE group for this exercise!
The trainer will read 2 case studies (which appear below) and pose questions about each for discussion.



[bookmark: _Toc343692440]Exercise 2: Management of postpartum fever, case studies in large groups 
Case study 1
Azah comes to your clinic complaining of high fever and severe lower abdominal pain.  When you take her temperature you find that she has a 39°C fever.  Upon examination you notice that her uterus is very tender. 

Case 2
Michelle has arrived at your clinic complaining of pain and swelling of calf muscle in her right leg.  She has a fever.  Michelle is obese; she gave birth 2 weeks ago.  She states that she had a bad tear when she delivered the baby, so has been resting a lot.  



Module key points 

	Module 10 Key Points
Good postpartum care involves the following elements:
· Care by a skilled attendant
· Priority attention to the mother and the newborn
· Multiple visits
· Detection and early management of complications
· Family planning counselling and support, including provision of method of choice
· HIV information, testing and counselling for those whose HIV status is unknown
· Supportive care and treatment for women with HIV
· Interventions and education to promote continued good health of the mother and the newborn
Causes of fever after childbirth include:
· Postpartum endometritis
· Breast engorgement
· Mastitis
· Breast abscess
· Deep-vein thrombosis
· Peritonitis
It is important to prevent post childbirth fever where possible by following established standards of procedure during labour, delivery and postpartum and by providing quality education, counselling and support on infant feeding.  When women do develop fever, it needs to be diagnosed promptly and treated in a timely manner following an accepted protocol. 




Appendix 1: Postpartum depression and psychosis

Postpartum emotional distress is fairly common after pregnancy and ranges from mild postpartum blues (affecting about 80% of women), to postpartum depression or psychosis. Postpartum psychosis can pose a threat to the life of the mother or baby.

Postpartum depression
Postpartum depression affects up to 34% of women and typically occurs in the early postpartum weeks or months and may persist for a year or more.  Depression is not necessarily one of the leading symptoms although it is usually evident. Other symptoms include exhaustion, irritability, weepiness, low energy and motivational levels, feelings of helplessness and hopelessness, loss of libido and appetite and sleep disturbances. Headache, asthma, backache, vaginal discharge and abdominal pain may be reported.  Symptoms may include obsessional thinking, fear of harming the baby or self, suicidal thoughts and depersonalisation. 

The prognosis for postpartum depression is good with early diagnosis and treatment. More than ⅔ of women recover within a year. Providing a companion during labour may prevent postpartum depression.  

Once established, postpartum depression requires psychological counselling and practical assistance. In general:
Provide psychological support and practical help (with the baby and with home care).
Listen to the woman and provide encouragement and support.
Assure the woman that the experience is fairly common and that many other women experience the same thing.
Assist the mother to rethink the image of motherhood and assist the couple to think through their respective roles as new parents. They may need to adjust their expectations and activities.
If depression is severe, consider antidepressant drugs, if available. Be aware that medication can be passed through breast milk and that breastfeeding should be reassessed.

Care can be home-based or can be offered through day-care clinics. Local support groups of women who have had similar experiences are most valuable.

Postpartum psychosis
Postpartum psychosis typically occurs around the time of delivery and affects less than 1% of women. The cause is unknown, although about half of the women experiencing psychosis also have a history of mental illness.  Postpartum psychosis is characterised by abrupt onset of delusions or hallucinations, insomnia, a preoccupation with the baby, severe depression, anxiety, despair and suicidal or infanticidal tendencies .  

Care of the baby can sometimes continue as usual. Prognosis for recovery is excellent but about 50% of women will suffer a relapse with subsequent deliveries. In general:
Provide psychological support and practical help (with the baby as well as with home care).
Listen to the woman and provide support and encouragement. This is important for avoiding tragic outcomes.
Lessen stress.
Avoid dealing with emotional issues when the mother is unstable.
If antipsychotic drugs are used, be aware that medication can be passed through breast milk and that breastfeeding should be reassessed.



Source: WHO, Department of Reproductive Health and Research, UNFPA, UNICEF, and World Bank. 2007. Integrated Management of Pregnancy And Childbirth, Managing Complications in Pregnancy and Childbirth:  A guide for midwives and doctors. Pages C-13 to C-14.


Appendix 2: Content of Postnatal Consultations

	Consultation
	Mother
	Newborn

	1st visit (0-72 hours postpartum)
	Monitoring of danger signs
Uterine involution
Tips on hygiene
Infant feeding counselling and support
Family planning
Vitamin A supplement
HIV screening test
HIV-related care, including ARV therapy, according to national guidelines, if HIV-infected
	Newborn monitoring: respiration, skin colour, temperature
Monitoring of danger signs
Anthropometric measurements
Examination to detect congenital malformations
Bleeding of the umbilical cord
Feeding
Immunisations
Assessment of archaic reflexes
ARV prophylaxis, if HIV-exposed

	2nd visit (day 6 or 7)
	Physical examination
Monitoring trauma caused by childbirth
Infant feeding counselling and support
Family planning
Vaccination
ARV therapy adherence support, if HIV-infected
	Anthropometric measurements
Immunisation
Feeding behaviour, including observation of a breastfeed
Checking the umbilical wound
Detection of other complications
Assessment of adherence to ARV prophylaxis, if HIV-exposed

	3rd visit (6 weeks)
	Check for return of layers
Physical and gynaecological examinations
Infant feeding counselling and support
Family planning
Nutrition advice
HIV-related care, including ARV therapy, according to national guidelines, if HIV-infected
	Anthropometric measurements
Immunisation
Feeding behaviour
Tips for monitoring infants born to HIV+ mothers
DNA-PCR testing, if HIV-exposed 
Initiation of cotrimoxazole, if HIV-exposed
If HIV-exposed and mother was on ARV therapy for 4 weeks or longer as of the date of delivery: NVP can be stopped when infants is 6 weeks of age
If HIV-exposed and mother was on ARV therapy for less than 4 weeks as of the date of delivery: adjust NVP dose, assess adherence and provide support to continue to 12 weeks of age

	Monthly visits 
(6 weeks–6 months of age)

3 monthly visits
(6–18 months of age)
	
	Appreciation of general condition, feeding
Continue routine EPI
DNA-PCR test result (at 2 month visit), additional testing as recommended in national guidelines, if HIV-exposed
Referral for HIV therapy, if HIV-positive
Adherence support for cotrimoxazole, as per national guidelines


Adapted from: Prenatal Care MINSANTE 2009 et Guide de poche PTME- MINSANTE 2008(MINHEALTH 2009 and PMTCT Pocket Guide – MINHEALTH 2008)
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